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Commentary:
Fluorodeoxyglucose–positron
emission tomography/computed
tomography for cervical
adenopathy in esophageal
carcinoma, an option for the
selective surgeon
CENTRAL MESSAGE

In locally advanced esophageal
cancer, PET alone may be
adequate for stage. Patients who
lack a PET or have early proximal
disease may benefit from neck
ultrasound as an alternative
staging modality.
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There are juxtaposed opinions in the literature as to the effi-
cacy of fluorodeoxyglucose–positron emission tomography/
computed tomography (FDG-PET/CT) for evaluating cervi-
cal lymph nodes in esophageal cancer. Much of this debate
resides within a larger, more contentious issue—the poten-
tial treatment options for the cervical nodal basin. On one
hand, 3-field dissection performed by experienced surgeons
historically emerged as superior to lesser dissection. The
vast experience of Akiyama and colleagues1 was described
in their manuscript from 1994, in which patients treated
with 3-field esophagectomy were found to have frequent
incidence of cervical adenopathy (27%). In that study, pa-
tients who harbored disease in the cervicothoracic nodes
who had undergone aggressive surgery showed survival
that was comparable with other sites of regional disease
but superior compared with 2-field dissection. These find-
ings were recapitulated in an American study by Altorki
and Skinner,2 indicating that occult disease in cervicothora-
cic nodes was as high as 36% even in patients with disease
in the lower esophagus. Advocates of 3-field dissection cite
reasonable survival in the face of stage IV disease with en
bloc surgery alone and groups that practice in this manner
do not need further studies to detect disease above the
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clavicles. Need for PET in these situations would be limited
to discovery of metastatic disease or for prognosis.
On the other hand, perioperative morbidity related to

injury of the recurrent nerves and an increase in periopera-
tive mortality reported with 3-field dissection have steered
some surgeons to advocate for selective dissection of the
recurrent laryngeal and cervical nodes. Widespread adop-
tion of multimodality therapy for locally advanced cancers
has similarly led surgeons away from extensive 3-field dis-
sections. In using a selective approach to nodal basins, sur-
geons need to decide on the management of the
cervicothoracic areas, and this is reiterated for the radiation
oncologist if one chooses multimodality therapy. We need
reliable clinical outcomes data and staging modalities
upon which to base the decision as to where regional treat-
ment extends. Stiles and colleagues3 have advocated that
any locally advanced squamous cancer or upper thoracic
adenocarcinoma should undergo 3-field dissection, yet
there is still debate as to what a locally advanced cancer
should be defined as. As exemplified in the paper of
Akiyama and colleagues,1 even T1b depth of invasion
should be considered a dangerous cancer. In defining pa-
tients at risk for cervical nodal spread, one variable was a
common finding in both Altorki and Akiyama’s data; over-
all number of involved nodes is clearly an indicator of prog-
nosis and cervical nodal involvement, and this was
independent of tumor location.4,5 We are left to conclude
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that disease beyond cN1 has a greater likelihood of upper
thoracic and cervical adenopathy, but histology and disease
location also play a role in the finding of occult disease in
the cervical and upper thoracic nodes. Therefore, one
method of determining treatment extent could be based on
pretreatment clinical variables alone.

Imaging methods may also help refine which patients
require more extensive fields of treatment. In the current pa-
per by Li and colleagues,6 the performance of FDG-PET/
CT was evaluated for accuracy in detecting disease spread
to cervicothoracic nodes. The authors note that PET was
not accurate in their patient population and did not add
any value over a less-expensive neck ultrasound. These
findings are in contrast to other recent publications. In a
recent paper by Goense and colleagues,7 PET/CTwas found
to be both sensitive and specific for disease located in cer-
vical nodes (82% and 91%, respectively). However, as
opposed to the study by Li and colleagues,6 an
ultrasound-directed node biopsy revealing tumor in cervical
nodes was preclusive of surgery in this group’s study.7 Ou-
side of their study, surgeons from the study by Li and col-
leagues6 selectively use 3-field dissection based on
findings from imaging and ultrasound. These conflicting
findings between the 2 studies are not altogether exclusive
nor unanticipated if we adjust for clinical stage and ex-
pected prevalence of disease. Although clinical stage was
not captured as a data point in the study by Li and col-
leagues,6 they did report that in patients with clinical suspi-
cion of cervical nodal involvement that the sensitivity and
specificity of PET increased to 78% and 86%. These data
are entirely aligned with data from our study indicating
that in early-stage disease, FDG/PET CT accuracy of nodal
disease was very poor.8 Based on available data, we would
expect that earlier clinical stage disease would pull PET
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accuracy down based on falseþ/– findings, but the negative
predictive value of cervicothoracic involvement in locally
advanced disease can be fairly reliable.

In summary, the data seem to indicate that for more
advanced disease, an FDG/PET-CT may be used as a clin-
ical tool. However, if one chooses to avoid using PET, an ul-
trasound is cheaper, may be more reliable for early disease,
and can function as image guidance for a biopsy that may
change the modality of therapy being considered. For those
surgeons who perform 3-field dissection routinely, the cur-
rent study would not change practice.
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