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Comparison of resection vs. Bypass procedures for corrosive strictures of the esophagus – a randomized clinical trial
R Gangavatiker, S Pal, NR Dash, P Sahni, TK Chattopadhyay, Department of GI Surgery, All India Institute of Medical Sciences, New Delhi.

Background: There is currently a controversy between resectional and bypass procedures for corrosive strictures of the esophagus based on the risks for cancer, and the difficulty for resection. There is currently insufficient literature to resolve this issue. Objective: To compare the early results of resection vs. bypass procedure for corrosive strictures of the esophagus. Methods: Between Aug 2006 and Nov 2008, 37 patients were admitted for surgery. Of these, 7 were excluded due to various reasons. 30 patients underwent definitive surgery (16 – resection, 14 – bypass). All patients were optimized and operated by an experienced senior esophageal surgeon. In the resection group, transhiatal esophagectomy was the preferred technique and in difficult cases an anterolateral thoracotomy was added. Stomach was the preferred conduit and if found unavailable, mid-colon was used. The primary outcome measures were total operation time, mediastinal dissection time, intraoperative blood loss and injury to adjoining structures. The secondary outcome measures were anastomotic leak, stricture, aspiration and mortality. All patients were followed for a minimum period of 6 months. Statistical analysis was performed using Chi square test and Fisher’s exact test were for qualitative data and independent student’s T – test for quantitative data. Results: The resection and bypass groups were comparable with respect to multiple patient and preoperative variables. Majority of patients were young and underweight. Acid was the most common corrosive ingested. Analysis of intraoperative variables revealed a longer mediastinal dissection time (p=0.001) and a higher blood loss (p=0.04) in the resection group. Also there was a higher incidence of thoracotomy in the resection group (p=0.08). There was no mortality in the series and no difference in morbidity between the two groups. Conclusions: This randomized study is the first of its kind reported in literature. The actual risk of malignancy can only be assessed by a long term follow up of 20-30 yrs and is beyond the scope of this study. Resection procedure is safe and must be considered in all patients. However, it can be a formidable procedure with a risk of life threatening complications. In difficult cases, a low threshold for thoracotomy must be maintained and occasionally it may be safer to abandon resection and opt for a bypass procedure instead.

E 2
Management of Boerhaaves Syndrome - Report of 4 cases. N Patel, V Joshipura, S Chandra, S Haribhakti, H Chavda, B Patel, Sterling Hospital, Ahmedabad.

Background: Boerhaave’s syndrome or spontaneous esophageal perforation is a rare and potential fatal condition. It is important to consider this possibility in any patient who presents with post emesis  - sharp chest pain. Material and methods: From 2006 to 2009, four patients with Boerhaave’s Syndrome were successfully managed in our Department. All patients were referred cases with primary diagnosis of spontaneous esophageal perforation. Results: Two patients were referred after 48 hrs of symptoms and the rest within 36 hrs. Radiological work up consisted of CT scan chest and abdomen with gastrografin swallow. All the patients were resuscitated and after stabilization were taken up for exploration. Operative procedure consisted of 2 layered closure of perforation, decompressing gastrostomy and feeding jejunostomy, thoracotomy and proceed to pleural toilet with closure over drains. Post operative elective ventilation was carried out. Nutrition was maintained through feeding jejunostomy. Check swallow was done on 7th day following which gradual feeds were instituted. Conclusion: The prompt and accurate diagnosis of esophageal rupture is crucial for a subsequent successful treatment. Resuscitation followed by appropriate repair is key to successful outcome. Protocol and team based approach help in a long way.

E 3
Squamous cell carcinoma of esophagus with cutaneous metastasis - a case report. H Goyal, A Smaiya, TP Sahoo, A Sharma, Jawaharlal Nehru Cancer Hospital & Research Center, Bhopal, India.
Background: Squamous cell carcinoma (SCC) of esophagus is a common malignancy. Cutaneous metastasis is a rare manifestation in SCC esophagus. We describe a case of squamous cell carcinoma esophagus with extensive cutaneous metastasis. Case: A 50 year old male presented to our department with complaints of dysphagia. General physical examination revealed multiple cutaneous nodules over chest and abdomen. Upper gastrointestinal endoscopy showed growth in middle esophagus. Biopsy from esophageal growth showed squamous cell carcinoma and fine needle aspiration cytology from cutaneous nodules showed metastatic squamous cell carcinoma. The patient was placed on palliative chemotherapy but he succumbed to the disease 3 months later. Conclusion:  Even though cutaneous metastasis is rare in esophageal carcinoma, suspicious skin lesions in a patient with dysphagia should be biopsied early, as cutaneous metastasis portend poor survival and unnecessary surgical treatment can be avoided.
E 4
Results of treatment of Oesophageal perforations at Dept of G I Surgery, AIIMS, New Delhi. NRV Prasad, NR Dash, S Pal, P Sahni, TK Chattopadhyaya, AIIMS, New Delhi. 
Introduction: Oesophageal perforation is a surgical emergency that is often difficult to manage and has devastating sequelae if diagnosis and treatment are delayed. Hence the present study was taken up to see the results of treatment of oesophageal perforations at Dept of G I Surgery, AIIMS, New Delhi. Methods: We retrospectively reviewed the database of oesophageal disease, for patients with oesophageal perforation, treated in Dept of G I Surgery, AIIMS, New Delhi, from October 1986 to June 2009. Results: Forty three patients (27 men) were identified, in the age range 14-78 yrs (mean- 42.1yrs). Twenty five (58.1%) perforations were due to iatrogenic causes. Spontaneous perforation occurred in 10(23.3%), foreign body ingestion caused perforation in 3(6.9%), blunt injury chest in 2 (4.7%). Underlying oesophageal problems such as Achalasia cardia, corrosive stricture and foreign body ingestion were found in 7(16.3%), 8(18.6%) and 5(11.6%) patients respectively. A total of 2(4.7%) patients had cervical, 37(86.1%) patients had thoracic and 4(9.3%) patients had abdominal esophageal perforations. One patient had perforation in both cervical and abdominal part of esophagus. Twenty five (58.1%) patients underwent bipolar exclusion of esophagus and drainage. Eight (18.2%) patients underwent transhiatal esophagectomy and retrosternal gastric pull up. Primary repair and drainage was done in 5 (11.6%). Resection and repair was done in 2 (4.7%). Drainage alone was done in 2 (4.7%). A second stage reconstruction was required in 17(39.5%), but was done in 10. The remaining 7 patients were lost in follow up. Nine patients (20.9%) died in the post operative period due to sepsis. Those who presented late (after 24 hrs) had a higher mortality rate, 32.14% (9/28). All those who presented within 24 hrs survived. Factors found to be associated with mortality were older age, late presentation and sepsis at presentation (p=0.034, 0.012 and 0.028). Conclusions: Iatrogenic injury is the commonest cause for esophageal perforation. Thoracic esophagus is the commonest site of injury. Bipolar esophageal exclusion and cervical esophagostomy is a useful temporizing operation done in these sick patients. Esophageal perforations are associated with high morbidity and mortality. Prompt recognition and early referral may decrease the morbidity and mortality.

E 5
Outcome of esophageal stenting in palliation of unresectable esophageal carcinoma. Does adjunctive radiotherapy have any added benefit- a randomized trial.  A Javed, TK Chattopadhyay, P Sahni, S Pal, NR Dash, BK Mohanty, V Ahuja, S Gamanagatti, AIIMS, New Delhi
Background:  Most esophageal cancer patients have inoperable disease at presentation and require rapid and lasting palliation of dysphagia. Although self expandable metal stents (SEMS) insertion results in instant relief of dysphagia, recurrent dysphagia is common. Study aim: To evaluate the role of esophageal stenting for relief of dysphagia in advanced inoperable esophageal cancer and to assess whether addition of adjunctive radiotherapy has an added benefit on dysphagia relief and overall survival. Patients and methods: Patients with locally advanced or metastatic esophageal cancer with high grade dysphagia were randomized to receive esophageal stenting with SEMS (ultraflex) alone (Group I) versus a combination of stenting followed by EBRT (30Gy/10#/2 weeks) (Group II). Dysphagia relief, overall survival, quality of life (using EORTC QLQ-C 30, version 3) and treatment related complications were assessed in the two groups.  Results: From April 2007 to March 2009, 84 patients were randomized to receive esophageal stent alone (n=42) or combination of esophageal stent and EBRT (N=42). The two groups were comparable in demographics, tumor characteristics, indications for palliative treatment and pre-treatment dysphagia score. Significant improvement in dysphagia scores was noted immediately after stent insertion in both the groups. In Group I, significant relief in dysphagia was maintained till only 3 months whereas in Group II, it was maintained till 7 months (P= 0.002). Overall median survival was 120 days (Group I) and 180 days (Group II) (P = 0.007). There was significant improvement in all QOL parameters at 1 week after stenting in all patients however there was a significant decline in all QOL parameters except physical functioning immediately following EBRT. There was no treatment related mortality and incidence of complications was similar in two groups. Conclusion: Post-stenting EBRT effectively prolongs duration of relief from high grade dysphagia and improves overall survival in advanced inoperable esophageal cancer
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Transabdominal intrathoracic anastomosis for GE junction lesions: Feasibility in difficult situations. S Ilango, A Prabhakaran, UP Srinivasan, A Amudhan, B Duraisamy, OLN Babu, T Selvaraj,  SM Chandramohan, Madras Medical College, Chennai.
Aim of the study: a) To compare the rates of anastomotic leaks after cervical esophago gastric anastomosis done by hand-sewn technique or by linear stapled anastomosis technique; b) To compare the rates of postoperative anastomotic stricture after cervical esophagogastric anastomosis done by hand-sewn technique or by linear stapled anastomosis technique. Materials and Methods: Prospective Study from September 2005 to March 2008. 28 patients were included in the study. There were a total of 17 patients in the hand-sewn group and 11 patients in the semi-mechanical stapler group. The clinical and radiological leak rates were assessed and the post operative stricture was assessed by post operative barium swallow and upper GI endoscopy at 8 weeks. Results: No major leaks were observed during the study period. There were 5 leaks in the entire study, 3 of which were in the manual anastomosis and 2 were in the mechanical anastomosis group. The difference was clinically insignificant (p =1.000). Strictures were noted in 6/28 patients, of which 5 were in the hand sewn anastomosis group (p =0.34). Conclusion: There is no significant difference in the leak rates between stapled and hand sewn anastomosis in the cervical esophagogastric anastomosis. The total number of anastomotic strictures was higher in the manual method of anastomosis but the results were not statistically significant. The semi mechanical technique for cervical esophagogastrostomy is associated with a shorter postoperative stay. 

E 7
Turbo-charged oesophagocoloplasty. S Debakshi, S Sen, CMRI, Kolkata.
Background: Oesophagocoloplasty are done for corrosive or caustic burns of oesophagus where colon acts as a conduit between upper oesophagus or pharynx and the stomach below which is fibrosed and shortened to be pulled up to neck. Problems with oesophagocoloplasty are the issues of anastomotic leaks and strictures due to the precarious vascularity of the burnt gullet as well as the colon . To correct this problem newer methods applied are the microvascular anastomosis of outflow and inflow tracts at the anastomotic site which is better known as the  Turbo-charging . Aims and objectives: To study the the benefits if any of turbocharging oesophagocoloplasty in longterm in very difficult high oesophageal stricture. Patients & methods : A single case report being presented. 38 Yr female presented with muriatic acid poisoning on 13.8.07(ingested 100ml on 12.8.07) at Command Hospital . Referred to CMRI the same day . Presentation was with severe dyspnoea , odynophagia , hemoptysis episode , continuous drooling of saliva. Findings were of moderate shock , O2 sat. – 98 % no burns apparent in oral cavity , but oropharynx was severely congested. Initial management was to resuscitate , emergency tracheostomy and UGI endoscopy done within 12 hrs. Findings of mixed grade 2/grade 3 burns . Early Feeding Jejunonostomy was done on 16.8.07. Patient stabilised and so did the oesophageal stricture on follow up gastrograffin swallow –meal and UGI endo done at 3wks and 6 weeks. Findings were -Complete frozen epiglottis , completely obliterated larynx and cords , long strictured oesophagus , pyloric stricture , rest of stomach smaller but apparently. Pharyngostomy done on 31.12.07 , Tracheostomy made permanent. Tract dilated on regular basis and nutrition built up with combined FJ and PN. On table findings ( 24.1.08 )  were --- Stomach reduced to size of long appendix with almost no lumen , D1 normal , retrosternal colon pull up not possible because of tracheostomy , grossly fibrosed neck anterior triangle ( Lt.). Procedure performed was right colon transplant using middle colic vascular pedicle was made presternally. Postoperative recovery was relatively uneventful.  Patient is doing well and has no dysphagia. Conclusion: 
Simple oesophagocoloplasty in such a difficult high stricture invariably has a very poor prognosis and stormy post op course . the microvascular addition of new vascularity appears to have positively helped the healing and success of the operation. However ther are very few published data on this procedure so longterm and volumetric results are not available . But definitely this method has its own potentials especially in difficult very high oesophageal strictures.
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Boerhaves syndrome: Thoraco-laparoscopic Approach. V Thakre, B Patel, R Patankar, Joy Hospital, 
We present a case of Boerhaves syndrome managed thoraco-laparoscopically.   A 45 year old man presented with hydro-pneumothorax following severe retching. He was treated with ICD insertion as the primary management and referred to tertiary care centre. There endoscopic stapling was attempted which leaked. He presented to us with severe sepsis and mediastinal collection on 9th day following perforation. We treated him with thoracoscopic mediastinal toilet and laparoscopic assisted feeding jejunostomy with cervical Oesophagostomy. Patient was managed conservatively. CT scan was repeated at interval of 15 days. He was continued on full jejunostomy feeds. Regular assessment of healing of disruption was made through CT scan. Patient had complete healing of perforation at end of 2 months. His oesophagostomy was closed and he remained symptom free at follow up. We conclude that thoracoscopic mediastinal toilet has an important role to play in management of patients with mediastinal sepsis.
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Oesophageal Manometry : Is it mandatory prior to Fundoplication surgery?  A Upasani, V Shetty, A Vanan, R Patankar, Joy Hospital, Mumbai.
We present 300 patients who had typical symptoms of GERD. All were investigated with endoscopy and clinical evaluation. All patients had preoperative Manometry prior to surgery.27 patients among these were found to have manometric findings which were considered to be contraindications to Fundoplication. The findings were as follows: Nutcracker oesophagus in 12, Diffuse Esophageal spasms in 10, hypertonic LES 5, These patients were evaluated with barium swallow and found to have no or other abnormality. Hence we conclude that Manometry is mandatory prior to Fundoplication to identify patients with motility disorders which may be a contraindication to Fundoplication surgery. 

E 10
Intra-operative Esophageal Manometry during Laparoscopic Cardiomyotomy A Upasani, B Patel, Paulvanan, V Shetty,R Patankar, Joy Hospital, Mumbai.
Intra-operative endoscopy is routinely performed during laparoscopic cardiomyotomy to a certain completeness of myotomy. We have done 24 cases of laparoscopic cardiomyotomy in last 5 years with routine intra-operative endoscopy and Manometry with water-perfused video Manometry. In 3 patients LES pressure was more than 10, although OGD confirmed completeness. A further split was performed and pressure at end of myotomy in all patients was in range of 6 – 10mm Hg with excellent postoperative relief of dysphagia. A control group of 20 patients undergoing lap cholecystectomy was studied to asses effect of GA and pnemopeitoneum .a. Routine intra-operative Manometry along with OGDscopy may improve results of lap cardiomyotomy.
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Lymph node harvest in minimally invasive esophagectomy for esophageal cancer
C Palanivelu, R Ravindran, P Senthilnathan, V Vaithiswaran, AP Manoj Kumar, Gem Hospital ,Coimbatore.
Objective: To determine the lymph node retrieval in minimally invasive esophagectomy as an indication for adequate radicality. Background: Minimally invasive surgery is still considered controversial by many in terms of oncological clearance. This may be true due to the long learning curve in minimally access surgery. We postulate that minimally invasive esophagectomy is equally effective, if not better, in terms of radicality  and oncological clearance at hands of a well experienced minimally invasive surgeon. Methods: 67 cases underwent esophagectomy in our institute from June 2006 to March 2009. All the surgeries were done by an experienced single surgeon .Of the 67 cases 22 were laparoscopic transhiatal esophagectomies and the rest 45 were thoracolaparoscopic esophagectomies . 48 cases were squamous cell carcinoma and 19 was adenocarcinoma. 38 were lower esophageal tumors and 29 cases were those in the mediastinum. In the thoracolaparoscopic arm a 2 field lymph node dissection of the abdomen and the mediastinum was done. In the transhiatal arm abdominal field dissection and mediastinal periesophageal nodes and subcarinal nodal dissection was done. Results: Mean number of lymph nodes retrieved were 19. Range was from 10 to 33. In the transhiatal group the mean number of LN retrieved were 14 with a range of 10 to 21. In the thoracolaparoscopic group the mean numbers of lymph nodes retrieved were 22 with a range from 13 to 33. Conclusion: In terms of adequate tumor clearance and radical 2 field lymph node dissection, minimally invasive thoracolaparoscopic esophagectomy is an accepted procedure in hands of well experienced minimally invasive surgeon. It also offers an added advantage of having a better morbidity and mortality profile as considered to open transthorasic esophagectomy.     
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Thoracic duct injury following transhiatal esophageal surgery. SP Matkari, D Jahagirdar, P Bhingare, R Chirmade, Government Medical College, Nagpur. Introduction: Chylothorax after esophagectomy is a devastating complication with high mortality rates if not corrected. Although the incidence of chyle leak post surgery is low (1%-4%), this complication can present significant challenges.   A heightened awareness of this complication with early diagnosis and aggressive reoperation leads to excellent outcome. The early decision to reoperate avoids the high morbidity of a persistently unchecked chylothoax. We reported a case of thoracic duct injury following transhiatal esophagectomy with postop chylothorax.In our case early  repair was done by right posterolateral thoracotomy with ligation of thoracic duct. Case Summary: 54 years old male patient presented with h/o progressive dysphagia since 4 mths. Endoscopic biopsy s/o Squamous cell carcinoma lower 1/3rd esopohagus . Transhiatal  esophagectomy done (gastric tube with cervical anastomosis). POD 3 chest tube output was about 1500 cc /day; initially serous turned to be milky-white in appearance after trial of fat emulsion by jejunal feed, s/o thoracic duct injury. Patient was conservatively managed for two days. Gastrograffin study was done & no e/o any anastomotic leak was found. With this diagnosis decision to early surgical intervention was taken. Right posterolateral thoracotomy with ligation of thoracic duct done at both the upper & the lower end.

Conclusion: Postoperative chylothorax after injury of the thoracic duct during esophagectomy is a rare but severe complication which may lead to serious problems such as loss of fat and proteins, and immunodeficiency. Without treatment mortality can rise to over 50%.  There is a role for early surgery in this condition.
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Total Mechanical Cervical Anastomosis - Is it a solution for anastomotic complications in oesophageal replacement. A Prabhakaran,  M Kanagavel, Jasper, Sandeep, A Chandramohan, SM Chandramohan, Madras Medical College, Chennai.
Introduction: Successful cervical anastomosis is essential in getting success in patients who need oesophageal replacement procedures. It is desirable to obtain a secure conduit and safe anastomosis to avoid complications and the morbidity associated.  Materials and methods: The study is a prospective one. Patients who undergo colon interposition for stricture were included in the study. A well vascularised Colonic conduit is mobilised upto the neck. The circular stapler is passed through the terminal ileal opening of the pulled up colon. The anvil of the circular atapler is passed orally and brought out through the native cervical oesophagus. The anvil is approximated to the circular stapler brought out through cecal wall. Side to side cervical anastomosis is completed. The ileal segment is closed close to the ileocecal junction. Oral feeds are started as early as third day. A detailed comparison of various factors and the outcome are analysed.  Results:

None of the study group patients had anastomotic leak. One person had stenosis of the anastomosis as the corrosive injury was progressing on. The operating time was approximately 13 to 20 min. The initial operating time were little longer. But later the time consumed is 30% lesser than the open handsewn technique. Followup is by UGI Scopy and Barium Contrast imaging.The excision o a disc of tissue across the anastomosis 25mm approximately. This ensures a safety of the swallowing function in these group of patients. Conclusion: Complete mechanical neck anastomosis is a possible entity. The results of the study is encouraging. With practically no major complication, usage of cervical anastomosis should be advocated to all upper GI surgeons. The early reports of the Complete Mechanical anastomosis are to be substantiated with a larger number of study group. 
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Malignancy in corrosive strictures
S Ilango, A Prabhakaran, UP Srinivasan, A Amudhan, MB Duraisamy, OLN Babu, T Selvaraj, SM Chandramohan, Madras Medical College, Chennai.
Corrosive strictures of the esophagus are premalignant conditions, but the rarity of the presentation makes it difficult to evaluate the appropriate management in these patients. We present a series of 6 patients with malignancy in corrosive strictures of the upper gastrointestinal tract and therir management. 3 patients were inoperable by imaging evaluation, and were unfit for any treatment. 2 patients underwent palliative radiation. We performed a transhiatal esophagectomy on the last patient. The demographics, the presentation and features and the difficulties in management of these patients are discussed

E 15 
Feasibility and post operative outcome of minimally invasive esophagectomy in patients who received neoadjuvant chemotherapy for locally advanced esophageal cancer. C Palanivelu ,  N Anand Vijai, A Ramanujam, Praveenraj, Parthasarathy, Rajapandian, Gem Hospital, Coimbatore
Background: The use of Neo adjuvant chemotherapy followed by surgery is preferred by many centers dealing with locally advanced esophageal cancer. Minimally invasive surgery is also being evaluated in many centres for management of esophageal cancer. Aim: To compare technical feasibility and post operative outcome of minimally invasive esophagectomy in patients who received neoadjuvant chemotherapy and those who did not, for esophageal cancer. Methods: 67 cases underwent esophagectomy (MIE) in our institute 

(by single surgeon) from June 2006 to march 2009. Of these, 15 patients underwent MIE after neo adjuvant chemotherapy. These 15 patients were given neoadjuvant chemotherapy in view of locally advanced disease (Detected by Imaging or diagnostic thoracoscopy/ laparoscopy) and were considered operable after repeat imaging. Outcome parameters with respect to technical feasibility and postoperative outcome of those who received NACT and those who did not, were compared. Results: There was no conversion to open surgery in both the groups. Blood loss in Neoadjuvant group (NACT) was 175ml compared to150 ml in other group (not significant). Mean operative time in both the group was not significantly different (4.1hours Vs 3.5 hours). The mean ICU stay (4 days vs 3 days) and the pulmonary complications (3/15 vs 4/52) were significantly more in the NACT. Mean hospital stay was higher in the NACT group (8 vs 7) but the difference was not significant. There were no post operative mortality in both the groups and there was a single case of anastamotic leak in the group that did not receive neo adjuvant therapy. Conclusion: Neoadjuvant chemotheraphy followed by MIE is feasible without increasing major morbidity or mortality of the patient. Long term follow up is needed to assess survival benefit.
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Locally advanced Oesophagogastric Junction Carcinoma – Treatment Options. A Sivasankar, GMKMCH, Salem.

Background: Locally advanced OG junction growth poses significant challenge to the treating surgeon and oncologists. We report two cases of locally advanced carcinoma of oesophagogastric junction managed with Neoadjuvant Chemo RT followed by Curative Surgery. Methods and Results: 12 cases of Carcinoma OG junction presented to our department between July 2008 to July 2009. Nine  males and three females with age ranging from 42 to 74 years. Among them, three had disseminated disease. One patient had massive haematemesis and died during staging evaluation. Three patients had incomplete Chemo RT and three patients had partial response following full course Chemo RT and these patients did not undergo surgery. Two patients underwent Curative Surgery following full course Chemo RT. A 45 years lady presented with locally advanced squamous cell carcinoma of esophagogastric junction with Stage of T3N1M0. Patient was subjected for Neoadjuvant Chemo RT comprising of full course of Radiotherapy (45 Gy) with Chemo based on Cis-Platin and 5-FU. CECT Chest and Abdomen & OGD scopy revealed good response following completion of Chemo RT. Patient subsequently underwent Transhiatal Esophagectomy with Gastric pull-up. No Postoperative untoward events. Postoperative HPE revealed R0 resection with Negative Lymph nodes. Patient was asymptomatic during 6 months. Another 43 years lady presented with locally advanced Squamous cell Carcinoma - Stage of T4N1M0 & underwent Full course of Chemo RT. CECT Chest and OGD revealed no response & underwent Extended Total Gastrectomy, Distal Esophagectomy, Splenectomy, Distal Pancreatectomy & Left Adrenelectomy followed by Roux-en-Y Oesophagojejunostomy (High anastomosis), Pancreatic Stump closure with jejunojejunostomy and feeding jejunostomy. Patient developed mild pancreatic fistula managed conservatively, was asymptomatic during 4 months. Conclusions: Neoadjuvant Chemo RT and Extended resection are viable options for locally advanced OGJ malignancies. 

