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CASE REPORT

CARCIWOMA OF THD OZSOPHAGUS,
GASTROSTOLY. Path. Rendall.

ﬁfa The case is that of a 51 year-old,
yhite male whose occupation has been that
»f a section gang laborer, admitted to
(""the University Hospitals 6~11-31 on the
nose and Throat Service, transferred to
;ghhe Surgical Service 6~g5—?1, and died
'3 5-27-31 (16 days)

Dvsph Lo,
“About 1-1-31 - (6 months ago) - in-
,rea31ng difficulty in swallowing. At
o ofirst, patient couvld only eat small
guantities of food.
5=15-31 - thoDSd ToTrk on accovnt of
e#lllqess.

_iTive Months‘,

L. fede3]l — Seen in University Dispensary.

i Patient could only eat liquid foods.

2 Lost six pounds in weight in six months.
~Paln in swallowing. ZTeels as though
sisomething is obstructing his swallowing.
1501ears his throat continvously. Has
~Jhad slight dysonea when working. Com-

fiplains of a considerable amount of mucus

i.collecting in throat. ZIZxzamination:

*5of cachexia.

:kPooltlve X—ray

i  6-5-31 - Wose and Throat — Dispensary.
2§Unable to get cooperation for mirror

% laryngoscopy on account of language
}difficulties. Probably a malignancy of
4the esophagus which ian the presence of
ffhoarseness suggests upper end with laryn-
~§gea1 involvement. (Quastionable tumor
Mmass in larynx, an area of "pasty! wall
#with esophagus.) State Board, Xahn, and
B Wassermann are negative. Xsray of eso-
¥ phazus: 6Gonclusign ~ Cercinoma of upper

4 esophagus.

8 Advanced linlisnancy

- 6~11-31 — Admitted to University
Eoﬁpitals. Comoleit;%: Inability to
8wallow; mmcus in varoats; loss of weight;
h&B had hemoptysis several times during
the last few mounths Examination: Tem-
é;’ﬂxure 99.4. Puloe 100. Regpirations
0, quod pressure 110/80. Lungs -

—e A

Genitals -

ziThroat - few hard cervical nodes; some
Zitenderness in neck on palpation. Ividence

some coarse rales in chest;
percussion note of rhest; possibile

erphy semsatous

mediastinal mass. Abdomen - palpable
liver; palpable mass in epigastrium.
hypospadia; inguinal glwhis
palpable. Laboratory: Blood -~ Hb. 63%,
rbelts 3,200,000, wbe's 9,900, L 15,
P 85. Urine - negative. Progress -
General diete

6-14-31 -~ Ixpectorates mucus strealzed
with bright red blood.

6~16-31 ~ Patient coughs a great deal.
Expectorates some sputum. Temperature

99.8., Pulse 95. Respirations 20..
Oesophagoscopy

6-17=-31 — Coughs occasionally with
expectoration of sputum. Esophagosconic
examination: A large carcinomatous
mass at the upvper end of the esophagus.
This mass is relatively large and shows
ulceration. Advised transfer for
operation.

6~19-31 ~ Considerable nmcus in throat
Rather uncomfortable. Coughs a great
deal.

6~-20~31 —~ Seems very weak with sone
mucus expectoration. Does not complain.

=213l ~ Appears tired. Still com~
plaing of choking sensation of throat.
Temperature 99.4, Pulse 90. ZRespira-
tions 20. Weizht 1084
. 6-23-31 - Expectorating blood streaized
sputum,

Gastrostomy

6~25-31 - Surgical
Will accept transier
Surgically prepared.

6~26-31 ~ Complains of being very
1:30 P.li. -~ M.S. gr. 1/6, atropine
sulphate gr. 1/180 Patient returned
from operating room in fairly good
conCition. Conscious. Pulse 100,
Respirations 22. Blood pressure 128,
Intravenous of 10% glucose in norral
saline 3000 cc. started. 5:30 P.il. ~
M.S. gr. 1/4. Patient voided involun-
tarily (7). Very noisy and restless.
Oout of bed twice. 9:00 P.il, — seems
irrational. 10:30 P.l, - sleeping.

consultation:
for gastrostomy.

weali.

Exitus
6-27-31 -~ Liquid diet.

M.S. gr. 1/4. Patient now seems vewy
restless with labored breathing. Co¢~
siderable amount of green drainpase iroal



4:45 AJli. - slept for a short

| 6 A.l., = voided 150 cc.

0 A.K. Aternate feedings of milk

‘nd cream and egznog through gastrostomy
‘vbe. 2 A.ll. - throat filled with mmcus.
reathing labored. Put on seriows. 9 P.

. = patient is very restless. 10 P.M.-

oided involuntarily. 10:10 P.li. =

atient ceas=d breathing.

‘rube;
eriod again.

-.utopsY
The body is that of a well-developed,

oorly nourished, white male, weighing
pproximately 130%, and measuring 165

i. in length. Rigor is preseat. Eypo-
.tasic 1s vpurplish and posterior. There
s no edema, nor jaundice. The pupils
re dilated.

diaphragn is abt the 4th interspace
1 the right and 5th rib on the left.
- There is an upper left rectus incision,
1 cm. in length, and a drainage incision
;0 the outer 51de of this incision abvout
W5 cm. in length through which a
castrostomy tube (éatheter #12) extends.
he incision is covered with bandages.
Jhere is an extensive scar over the shaft
)T the penis which is altogether
sutaneous,
Peritoneal Cs v1tv. Tze subcutaneous
‘at in the anterior abdominal wall is
wbout 1.5 cine in thicimess. The upper
aidline is somewhat edematous. There is
v hematomn to the. lateral side of the in-
ision, measuring avout 3 cm.
[t is noted that the tube (which is
1oout atove) extonds into the stomach
just above the pryloris. The stomach had
Jeen sutured to the anterior abdominal

“about 100 cec.

in diameter.
spoken
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appearance of carcinomntous metastasis.

The Pleural Cavities are both
obliterated by dense adhesions between
the parietal and visceral pleurae.

There is no increase in fluid. The or-
gans are in normal relationship to one
another. The Pericardial Sac contains

) of clear, straw-colored
fluid. There is a chain of lymph nodes
in the anterior and posterior mediastinum
extendjnﬁ from the jugular notch down to
the diaphragm. These are more or less
discreet but on section are quite firm
and not unlike carcinomatous infiltra-
tion into the mediastinal 1ymph nodes.
They becoime umich more abundant higher in
the mediastinum.

The Heart weighs 305 Gm. and is quite
flabby. The surface contains a few
hyaline plaques. The musculature is
somewhat pale. The endocardium is smooth.
There is no evidence of valve defect.

The coronary vessels are smooth. The
Root of the Aorta shows early intimitis,

The Right Lung weighs 950 Gm., the Left
650 Gm. The bronchi contain a hemorrha-
gic exudate which is fairly extensive.
There is some thiclkening around the hilum
of Hoth lungs but no definite infiltra-
tion or metastasis can be definitely
made out. The bases of both lungs are
quite consolidated and non—-air containing,
and on section reveal the smaller bron-
chicles and alveoll to contain a more or
less purvlent exudate. The picture is
tlhiat of an exitensive bronchopneumonia
with emphysema in the upper lobe.

The Spleen weighs 250 Gm. and is quite
soft. The capsule is wriakled and pur-—
plish—-gray in color. On section, the

‘7all by sceveral iantcerrupted catgut sutures.pulp is quite soft and scrapes very

fhe tube is surrounded by the mesocolon.
[here is a slight amount of localized
critonitis ot this is not very cxten—
3ive. There is & lorge, firm mass
2xtending above the pyleoris into the mid-
“1le and upper third of the sbomach which
‘Ls undoubtedly carcinomatous. There are
—3everal large nodules in the lesser
"2iritoneal cavity and also around the
¢wad of the pancreas. There is a large
t1e88 in thc wall of the stomach, poster—
florly in the middle third, which fixes
{tho stomach to the posterior abdominal
{11, The liver is not cnlarged below
ﬁthﬁ costal moroin There is a small
“,;dule_in the antorior surface of the

¥er in the right lobe, mensvring about
£, 1n ddancter, vhich ung the gencral

mhagus 1s

upper thoracic

easily. The malpighian corpuscles are
distinct.

The Liver weighs 1750 Gm. The supario
surfaces of the right lobe CoptaLn a
metastatic nodule about 2 cm.
round grayish~yellow in color,
section no other nodules are found.
parenchyma of the liver is somewhat

The Gall-bladder is distended ”1@h daris,
greenish colored bile. There is nec evi-
dence of obstruction to the biliary pas-—
saces although there are mnumerous, lorge
nodules around the ampulla of water and
common duct.

The Gastro—Intestinal Tract.
Tixed in the posterior
to an intrinsic mass in e
ortion just on the

stinum due



f the jugular notch. Therec is an exten-
~sion outward from this mass iLunto the
ediastinal structures involviag thie lymph
odes in this region and forming a de-
inite obstruction to the lumen of the
sophagus, The infiltration of the eso-
hagus contluues domaward to about 2 cm.
bove thc cardiac end of the stomach. The
sophagus is cxtonsively ulcerated. The
211 is thiciiened by firm, dense, ‘
arcinomatous messcs. The external appear-
nce of the stomach was described above.
The large moss in the posterior portion of
Gic middle third of the stomach appears to
se extensively ulccerated; in the middle
ortions of the mass, the margins of wnich
o eleveted, rounded, lloté: This may
e another primary carcinomatous mass,
rowever, but is probably a transplant
nstead of 2o
sarcinomatous moss in the esophagus. )
Pancreas.

There are numerous nodules oan the pan-
>reas which give the appearance, . more
Or less, of metastasis to the lymph nodes
in this region. They are guite large and
liscreet. The Hody and head of the pan-—
reas show no marized pathological change.

The Adrenals are two

180 Gm. The capsules strip easily. The
zortex and medulla are cistinct. The
zlomeruli are distinct. There ig some
rongestion, otherwise there is no patholo~
gical change found in the tidneys.

The Bladder is distended with about 500
cce 0f clear uvrine.

The Prostate is enlarged, and principal-
1y that of a pronovnced prostatic hyper—
trophy being about 2+ on the basis of 3
induration.

The Aorta shows

The Head is not

early arteriosclerosis.
examined.

Diagnoses:
- l. Carcinoma
‘uetastases to the
metastases to the

of the esophagus with
regional lymph nodes;
stomach, liver ant nodes

in those regions.
2. Postoocrative gastrostomy.
3. Zmaciation.
4. hronic bilateral pleurisy.
S Pericerdial offusion.
Bs . Advanced broachopneumonia.
7. Localized peritonitis.
B Postopcrative hematoma of the

| abaominal wall,
% - 9. Acute splenitis.
10, CloudJ gwolling of heart & !

1dm,:y’

direct cxtension from the abovewith water.

in nuaber and normal,
The Right Xidney weighs 180 Gm., the Left

79.

‘gHote: Age 51, sex - male, 6 months!
story?, extensive involvement, includ-
ing stomach.
II. CASE REZPORT
CARCINO:A OF THE OESOPHAGUS.

GAS”ROSTOMY. Path. Pearson.

The case is that of a white female,
61 years of age, adnitted to the Univer—
sity Hospitals 5-7-31 and died 5-185-31
(10 days).

Dysphagia _

8- ~30 - Patient experienced difficulty
in swallowing food. The food seemed to
lodge in the chest. ©She could get it
down by taking small amounts of food
Anorexia sbt in at this

tinme.

Four months _
12—~ =30 - The difficulty became
more progressive.

ht Nonths (Diagnosis) ,

S =31 - Trouble became so bad that
patient could hardly take any food.
Liguids, such as nilk, could not be
retained. Lost 50# in the preceding
month. Went to Rochester where carcinoma
was diagnosed and dilatation was done.
She was referred baclk to her local
physician vhere Gilatation was to be
continued.

Hospital
5-7-31 —~ Admitted to University Hospi~

tals. Physical Bxamination reveals a
poorly nourished, white female showing
evidence of much weight loss. Bilateral
anterior cervical adenopathy. Blood
pressure 96/54. The chest is emphyseuma-
tous. Rectal examination — nsgative.
Lavoratory - Urine ~ negative. Blood -
Hb. 83%, wbc's 9,000, Pran 78%, L 20,
1 2%, Progress: 3000 cc. saline given
by hypodermoclysis. TFulse 92. Tempera~
ture normal.
5-8-31 -

Patient has no complaints.

Pat on liguid diet. 3000 cc. norrazal
saline given subcutaneously. Urine -
negative. Fulse 90. ienpelatulc normal,

5931 — 3000 cc. of 5% zlucose ziven
by hypodermoclysis. ILiquid high caloric
diet.

5-10~31 ~ Patient is comrortable.
Eypodermoclysis of 2000 cc. of gluceose.

=
A
Lll. ~



00 cc. of normal saline with 5% glucose
v vein.

reration

' 5-11-31 - Sodium bartitol gr. v.
seration began at 10:35 A.ll. and ended
L:47 ALM.  Spinal anesthesia was given.
icision - left evigastrium. When the
sdomen was opened, small, hard nodules
“sre felt in the upper portion along the
sophagus. These undovbtedly represent
" gpread of & lesion from the lower
srtion of the esophagus dowm iato the
saritoneal cavity.
wever, were free. There were adhesions
n the region of the appendix representing
n 0ld inflammatory process. It 1s very
‘bvious, however, thalt a secondary radical
rocedure is out of the question. The
tomach itself was very small and con-
~racted. A regular Janeway gastvrostouy,
nerefore, could not be contemplated with
he stomach so swmall. 3By placing two
‘lamps, one above and cne below the

tomach and inflating the stomach with air,
>

1 assumed ordinary provortions. A swall
~lamp was then placed at the middle por-
‘ion at the upper and lesser curvature as
‘ncision was mede designing a flap. After
he distension of the stomach in this
Janner, the stomndh was dilated enough so
nhat a Janeway type of gastrostomy was
sasily performed., The stomach was then
losed transversely by Connell sutures
md this suture was brought over the flap
ringing the serous surfaces in contact
wer a catheter which was placed in the
stomach, T-o rows of sutures. A tube

-1as obrought out through a stab-wound to the

2ft of the incision. Omentum was freely
laced above it. Closure of the wound in
~2yers, using chronic catgut in the peri-
soneun and fascia, double interrupted
sutures and linea in the skin. The only
oeptation made over the stabwound was
tinen sutures in the skin. The flap was
If gquite normal color at the cessation of
‘she operative procedure. A 14 catheter
s left in the tube. Postoperatively,
2000 cc. of intravenous glucose given.
- -iyperventilated 5 minutos, Four times
Jaily,

- 5-13-31 - 1000 cc. 10% glucose given
Intravenously., 1000 cc. given, added.

Z%ater on 2000 cc. of iC% glucose per vein.
Pulee is of good queiity, 110.

-

The culcesac and liver,

Temperature

Pain
o-15-31 -~ Hyperveatilated, thres i{iimes

daily. Dressings changed. Dichloramis -
T pack, Begins to complain of pain in

the abdomen. Has severe diarrhea this
A.li. Patient has a chill, lasting 3/4 of
an hour. Temperature afterward is 101.2.
1000 cc. of 10% glucose, intravenously.
Pulse 128, Temperature 101.2.

Exitus | ,
516-31 - Patient does not respond well.
Respirations are shallow. 3000 cc. 5%
glucose given intravenously. Very short
of breath. 1:30 P.l. - condition poor.
Hands cold and cyanotic. Radial pulse is

imperteptible., Breathing is slow and
lavored. 1:45 P.li. - caffeine sodium
benzoate gr. 7-1/2. 2:45 P.M. ~ patient
expired.

Autopsy

The body is that of a fairly well -
developed and poorly nourished, white
female, measuring 155 cm. in length and
weighing approzimately 140 1bs. Rigor
is slight. Hypostasis is purplish and
posterior. There is no edema :or
Jjaundice but slight cyanosis of the
finger-tips. The pupils measure 4 iim.
each and are equal. There is a recent,
left rectus incision measuring 17 cm.
in length, contalning a gastrostony tube.
There is some flawing of the wound about

3 cme in mid-portion. There are agnio-
matous areas over both hands and fore-
arms. There is a pigmented area about
15 cm. over the right lower leg.
Peritoneal Cavity. There are adhe—
gions of the omentum, as well as the

coils of intestines, to the abdominal
wound. Also in this region, the peri-
toreum is very much injecved and there
ig a localized collection of pus at vhl
point. The Appendix is subcecal ana
frec.

The Pleural Cavities coatain no T
There is a moderate amount of an
present in the lungs. The Fericardial
Sac contains a minimal amount T

The Heart weighs 350 grams. There are
some hyalince plagues present on tl
anterior aspect of the left ventriclo.
The chambers arce nornal. The
edgos are free and norual. The
the Aorta shows a rodorate
sclerosis. The coronavies
sclorosis but neo interferveonce with t

o
n

ghow son




lumina.

The Lungsg weigh 300 grams each.
is a moderatce amount of congestion at
both bases.

There

The Splecn weighs 125 grams. The cap-
sule is grayish and wrinkled. The pulp
is very recd and soft.

The Liver weighs 1475 grams. It is

carefully sectioned to see whether there
is any ecvicencc of mctastasis to any of
its portions butl none is found. However,
it shows a slight amount of cloudy swell-
ing.

The Gall-bladder and &ucts are normal,

The Gastro—-Intestinal Tract is normal
in its entirely except for the lesion
around the gastrostomy opening in the
stomach which shows adhesions of the
omentum and cvidence of local peritonitis
at this point, as previously described.

The stomach is next examined and it is
found that in the lower third of the
esophagus there igs a circular ulcerated
carcinoma, extending up the esophagus
dbout 6 cm. in length, and ending quite
abruptly at the cardiac orifice of the
stomach. However , there is a cmall
node on the lesser curvature, somewhat
lower than this, that is hard and
definitely carcinomatous. The esophagus
is quite freely movable and seems that
the infiltration had not extended very
far omwt into The surrounding structures;
but at oae point, it is evidence that
there is a little attachment to its sur-
rounding structures and at this point
there is a perforating type of ulceration
which evicdently would have progressed to
perforation. As this is taken out, it
is found to be torn and perforated,

The Pancreas weighs 150 grams and is
normal,

The Adrenals are normal.

The Kidneys (each) weigh 150 grams.
The capsules strip easily, reovealing
smooth surfaces. On section, no evidence

of infection can be found grossly. The
relves and vretcers are normal,

e Bladder 1s normal.

The Genital Organs are senile.

The organs of the Head and Neck are anot

examined.,

Diarnoses: _
1. Carcinoma of lower end of
csophagus (ulcerative).
2. Recent gastrostomy,
3. Localized peritonitis,
4, Receant abdominal incision.

81.

5. Marked cmaciation.

b Pigmentation over forearms.

7. Cloudy swelling of liver and
Zidneys

8. Acute splenitis.

9. Moderate anthracosis of lungs
llote: TFemale, age 61, longer history

(10 months), with fairly local lesion
in lower thlrd

ANATYSIS OF NEW OUT-PATIXITTS FOR
THE MONTH OF OCTOBER (1931)
By Macnider Wetherby, l.D.

I11.

An analytical study has been made
of all new patients entering the Oui-
Patient Department of the University
Hospital for the month of October (1931).
The charts of the patients have been
examined from four to six weelks after
the first visit as it was believed that
conditions bringing patients here for
care should be determined before that
period of time in nearly every case.

During the month, there were 549
new charts issued., Of that nunber, eight
charts contain no record of any
examination, leaving a total of 641 new
patients examined. The explanations in
the eight remaining charts were as
follows: One patient refused a general
examination, in one case a patient was
issued two new charts, and six patients
did not wait for examination.

All patients under fifteen years of
age are routinely sent to the Pediatric
Clinic, and all patients over fifteen
years of age are routinely sent to the
Admigsion Department. In the group of
641 patients examined, there were 129
under fifteen years of age and 512 over
fifteen years of age. Of the 512 in-
dividuals over fifteen years of age,

489 had a general examination in the
Admission Department. In a few inqtanees,
patients were admitted directly to spe-
cial clinics without routine exan;;etions.
Mast of these exceptions were made with
discharged hospital patients coming 1
for dressings and removal oi ¢
few patients were admitted dir
special clinics at the request
head of that clinic.

An estimrte has been made o the
average number of clinics attendo
cach individual. In some instances,
patients were referved to Clln;bb woloh
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were not visited. These figures, however,
were based on clinics actually &ttended.

In determining this, previous hospital
patients coming in for scme special ser—
vice have been excluded as they are in

most instances not coming in for dlagnostic
study. Of a total of 489 patients examined
for study in the Admitting Clinic, there
was an average of 2.23 different clinics
attended ner patient. This average as

previocusly stated is of the clinics actual-

ly attended and includes some patients who
were sent into the hospital for further
studics, as well as a nuwaber of hospital

" employecs for routine examination in the
Admitting Clinic only,

and also those
individuals who did not return after the
first visit. In the Pcdiatric Clinic,
there were 125 patients examined with an
average attendance of 1,90 clinics per
patient. The reason for fewer clinics
per paticat in Pediatrics 1s probably due
to the different problems presented as
well as to a tendency of pediatricians 1o
care for minor specilal conditions in
their own clinic.

Many patients examined in the Dis-
pensary were referred to the University
Hospital for care. Of 439 adult patients
examined, 133 individuals, or 27 per cent,
were advised to have some hospital care.
Thirty-four were obstetrical patients,
seven were for tonsillectomy, and the
remaining eighty—eight had chiefly
surgical and medical conditions. Of this
mumber, 129 were advised to enter the
University Hospital and four were sent to
the Minneapolis General Hospital. It
seems obvious that students in the Admis-
sion Department are finding a large per-—
centage of patients with organic disease,
as many other patients with organic '
disease are handled as out-patients. In
the Pediatric section, in the ezamination
of 125 patients, twenty-three (18 per cent)
were advised hospitalization. Of thisgs
number, fifteen were for tonsillectomy,
and svight for the various Pediatric
services.

An attempt has been made to classify
patients as to satisfaction of management.
This is chicily an atteupt to show whether
or not the staff have had a satisfactory
opportunity fo study and monage the patient
rather than vhether or not the patient
hes obtained relief or cure. This may be
classified as follows:

82

Ywnber of Per

Patients  Cent
Entirely satisfactory 690 93.2
Partially satisfactory 26 4.1
Unsatisfactory 17 2v 6

The partially .. satisfactory cases
were those when pavients failed to re—
turn for reports or did not complete all
study as advised. This was true with
certain out of town patients who were
unable to remain for x-ray studies and
special tests. Some cases were incluced
in this class in which management may
have been satisfactory but in which the
records were incomplete. Unsatisfactory
patients included those who did not
walt for examination or did not report
for essential studies requested.

A study has been made of the resi-
dence of the new patients. It was found
that 57 per cent resided in Mianeapolis,
9 per cent in St. Paul, and 35 per cent
outside of the Twix Cities.

A survey has been made of the x-ray
examinations done in this series of
patients. Among the 489 patients ex-
amined in the Admission Clinic, there
wore a total of 127 X-ray requests:

Posi-Nega- Percent
tive tive Positive

Gastrointestinal
tract 12 23 31l.4
Gall bladder 8 16 33eS
Colon 1 2 33563
Nasal sinuses 7 4 63.5
Stereo of chest 13 8 51.9
Extremities 7 5 70,0
Tnmbosacroiliac 1 2 33.0
Skull 0 3 00.0
Spine 6 2 75.0
X.U.B. 2 5 28.5
Jaw O 1 00.0
Heart 1 _0 _100.0
All cases 58 69 45,60

Of the 125 patients under fifteen
years of age, there were twelve X-rays
taken, three being positive and nine
negative.

Every effort should be made to
complete a patient's study in the short-
est time possible. This is particularly
urgent with out-of-town petients. Th
X~ray department, vhich does splendid
vork, often holds up our reports, and




v are unwilling to give us phoned reporis.
I believe that nr*V11ege shoula be allowed
us if possible.

I have estimated that the above
patients represcated about 15 per cent of
the total out-patient visits for the
month of October. Undoubtedly, they re-
present a relatively higher percentage
of the active diagnostic work being dome.

‘The records of the Out-Patient De-

- partment are subject to certain criticisms.

 Certain clinics are the chief offenders

~in failing to record findings, ilmpressions,
and disposal of the patient. 1 seens
important that we be more specific in our
notes as to what we believe wrong with the
patient and what we are doing or advise
doing about it. The Dermatology Clinic
is to be especially commended in that they.
record definite impressions and the treat-
ment advised or given on nearly every
chart. The Twuor Clinic in the past has
failed to malte any notations as they keep
separate records, but are now beginning to
record impressions and advice given. I
feel strongly that no matter what special
records may be kept there mmst be oane
composite record of all the findings and
treatments outlined. In spite of certain
difficulties, definite diagnosis can be
made from the re cords in the majority of
cases., : ,

The Out-Pe tle 1t Department is of
value as an aid in seclecting the proper
cases for hospitalization. It is also
exceedingly ilmportant, in view of our
waiting list, to commlete all nossible
preliminary diagnostic studies in the Out-
Patient Department. Such procedure will
definitely cut down the average necessary
nunber of hospital days per patient and
allor a greater turnover per year in the
hospital provmer. T is impossible to <
complete preliminary study on all paticats
applying for hospital care as sowe are too
ill and need inmediate hospitalization;
while others are out of town patients
wmithout funds or friends in Minneapolis
with wion they can stay. There are, homw-
ever, a surnrisingly high percentage of
patients who can arrange to stay in
Minneapolis for out-patient study, and we
are advising this nrocedure for many
individuals with epplication blaxnlts on
file. e have found that hospital care is
unnecessary for many of the individuals
examined, and in those vhere hospital care
is indicated tho preliuinary study is com-

83,

plete before entry and means a definite
saving in hospital days.

IV. ABSTRACT:
CARCINOMA OF OESOFHAGUS
| Abstr. Rendall
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2. General Statement

Carcinoma of the oesophagus is
essentially a disease of elderly males,
of a high grade of malignancy with an
average duration of life of less than
one year. The treatment is polliative
(ot the present time) but starvation ai
70 is just as vacomfortable as starvation
at 20 (Abel).

3. Zfreguency
Carcinoma of

. v
P approx1m1tp1v H%

the oesephagrs mAles
all malignant

tumors. O0f 5,900 ax top51gs at the
rhiladelphia G noral Hosplial, there wore
812 cases of maTi&n\DCV; o these 4l or
5% were carcinom thie cosophagus
(Cloyrton). 4% of all deaths duo ﬁo




# malignant disease in England are oesbpha-

ot

- than usually given.

. mon than usually appreciated.

geal cancer. (1600 deaths annually).
(Souttar). At the }Mayo Clinic, it con-
stitutes from 5 to 12% of all malignancies.
(Moersch). The last figure is higher

In 1923 (Vinson)
stated that the disease is much more cdm—
This may be

- due to the fact that many patients go to

. 4 e

 cases (85%) were in men.

 Males 75%. (Xraus).
- females, 7 %o l.
- 77% (McCullagh) .

.
1

the layo Clinic with obscure illnesses.

Sex

" More common in males than females.
Usual ratio, 4 or 5 to 1., e.g., 39 of 41
(Clayton).

71 of 87 patients (81%). (Stewart).

Ratio of males to

(Moersch). (84%) Males

5. Aze

Average in males (62), females (67);
oldest 81, youngest 44. Not including
sarcoma in woman 28 years of age. (Tasche).
Average age (60). (Clayton)., Chiefly
about the (50th) year; extremes 2 females
(19 and 90). (Ewing). 96% of cases occur
after (45); 88% after (50), maximuam
incidence between (65 and 70). In women
incidence between 40 and 75 is about
constant; only about 8% occur before 40, .
(Souttar). Average age 58, youngest 28,
oldest 80. (loersch). Males, agerage
(59): females average (56); youngest males

39. (McCullagh).
6. Location

Four normal constrictions in oeso-
phagus. (1) Introitus. (2) Passage

through diaphragm. (3) Where arch of
aorta passes over it. (4) Where oeso-
phagus passes behind origin of left
bronchus. (Closely related to usual

sites of origin of carcinoma), e.g., (41)
cases——upper third (4), middle third (19),
middle and lower third (4), lower third
(14). (Clavton). There is also an
apparent sex difference. In women, more
are in upper end; in men, 1t occurs at
lower level. The ratio in males between
the upper, middle, and lower thirds is 1:
2: 3, (Souttar). In men, the lesion is
more comron in the middle third; in women,
in the wupper third.(Vinson). Males,
upper third 13%, middle 44%, lower 46%;
females, upper third 44%, middle 27%, lower
27%. (YcCullagh). 77 cases, 15 in
upper third, 30 in middle, and 32 in lower.
(Farrell), Upper third of oesophagus 19%,

N R ]

84.

lower 55%, middle 26%, upper and lower
combined 1%. (Stewart). o sex dis-
tinction is made although the fact that
he had 71% males would indicate that the
larger nunber located in lower portion.
Inpression: Carcinoma of oesophagus
shows definite sex predilection as far
as location is concerned. Females
usually upper portion, males usually
lower portion. It has been suggested
that the increased frequency in upper
portion in women is due to greater
frequency of nervous spasm of pharynx
in women. (Sauttar). No theory is
advanced for the location of the tumr
in the lower portion in males.

7« Types '

| (1) Flat infiltrating ulcers.

(2) Bulky polypoid mass. (3) Diffuse
infiltration. (The latter may be very
confusing, i.e., stiff oesophagus).

(1) Ulcerated form usually encircles
tube causing constriction and invading
surrounding structures. The larynx,
gastric wall, adjacent lymph nodes,
trachea, bronchi, lungs, aorta, and
mediastinum may be affected. Hemorrhage
may result from erosion of pulmonary
vessels, carotid or others. Tumors in
neck may be bulky and there may be
invasion of mediastiium, lungs, pericar—
dium, and pleurae with secondary
ulcerations lower in the oesophagus due
to permeation of the lymphatics,
Pressure on recurrent laryngeal nerve
may suggest aneurism, and the ulcer

in the oesophagus may be overlooked.
(18 of 236 cases reported by Sakotva
showed nerve involvement). (2) The
polypoid tumors are usually adeno-
carcinomata and may be circumscribed
within the wall or extend externally.
(3) Diffuse infiltration of most of
the esophagus. Also involvement in
portion of lesser curvature of stomach.
llay or may not be ulcerated. (initis
plastica?) (Ewing) igst tumors are
necrotic and bleed easily. lay be a
cauliflower growth, ulceration, or
scirrhous chanze. (Abel).

8. Deeree of maliznancy. As a result
of observations at autepsy it is found
that the disease is usually limited

to oesophagus and is of a low order of
malignancy. (Abel). Other views are to
contrary and it is believed that  death
takes place so rapidly after the disense




1s discovered that it kills before ex—-
tension can talke place even though the
disease itself is not so malignant, or
the disease is highly malignant. (Clayw

ton) graded tumors after Broder!s method.'

Grade 1, 3 cases. Grade 2, 15 cases.
Grade 3, 12 cases. Grade 4, 9 cases.

Average duration of life after onset:
Grade 1, 16 months. Grade 2, & months.
Grade 3, 5 months.

(Note correlation) In this series, 1 was

adenocarcinoma, 1 basal, and 39 squaious).

(Broders) believes 90% are in grade 3 and
4 but has nesver gseen grade 1.

9. kicroscopie for Squamous type
(acanthoma).

Pearlls hornification and prickle
cells may be absent and tumor assame
undifferentiated forms. Adenocarcinoma
may be similar to same type of tumor in
stomach. liucus production may be abun-
dant in either adenocarcinoma (see our
cases) or acantlomz. Structure varies
in different parts of same tumor.

(Ewing makes special point of this and
thinks it may explain some of so-called
carcinoma—sarconas of oesophagus).
Embryonal varlety may metastasize and
form large tumors in liver., Zarly

stages of oesophageal carcinoma are
rarcly encountered. Janeway eXamined one
vhich was 1,0 cm. 1n diameter but such
observations are vary rarc. (Souttar be-
lieves squamcus types are commonest with
many cell nests and large amouvnt of
keratinization and less common is medul-
lary adenocarcinoma.

10. Pre-cancerous lesions:

Alcohol, irritating hot foods,
tobacco, leuwzoplalkia, and tuberculous
ulcers have been mentioned. Diverticulac
are also a possibility as tumors have
been found on the cdge or in depths.
Anomalies of structurc arc also a pre-
disposing factor. A. There are interrup~
tions in the squamous lining of the
mmicous membranes by islands of mucous
glands, The most important of these
occur from the level of the cricoild
cartilage to the fifth tracheal ring.

They also appear in the cardiac cnd of the

oesophagus and doubtlessly give rise to
the macold or ndecnoia varieties of the
twwors, These sudden transitions of
epithoelinl typcs offer a predisposing
factor for epitheliorn. (Probably cubry—
onal ocsophageal epitheliwsa) nnd not

g  7 |

Grade 4, 3-1/2 months.

8o.

misplaced gastric mucosa. The gencral
incidence of twmors, however, does not
bear out as this relationship. Krous

" found 158 cases in the upper third and

699 in the middle and lowver thirds.

B, Cancls lined by cuboild or squamous
epitheliun in subimicosa,

C. Deeper canals perforating the rus-
cular coat.

D. Complete tracheo—~oesophageal ristula.

llany of these canals open up on the
micous surface of the oesophagus and
always on the anterior surface in the
midline. (Ewing). (e) (Schaer) studied
237 oesophagi at autopsy; 87% showed
leukoplalkial thickening. (llore cormon
than in the mouth). lore frequeant in

men than in women. Author does notv thinz
it very important, not so important as
similar lesion in the mouth. High
glycogen content in epithelial cells in
leukoplaliial patches is of interest.

66% showed chronic oesophagitis in
varying grades but without epithelial
proliferation. 17 traction diverticulae
were found in 12 cases. llore frequent

in men than in women.
proliferation was present in these to
suggcst possible ultimate development

of carcinocma. Author believes Giverti-
culae ploy important role., lote:

This peculiar appearance of the
oesophagus is & rather common postmorven
finding but has not been very well
studied in post. Carcinome of the
oesophagus is more common than carcinoma
of the stomach in China. A frequent
statement made by Public Health lectur—
ers is that this is due to the eavting

of hot foods, as the man is served first.

11. Metastasis., (Bwing)

Barly due to abundance of Dblood
and lymphatic supply and to movement of
organ. Once it has gone through
fibrous coat, extension through lywmh
vessels occurs with wmusual rapidity,
forming scecondary tumors in nect, near
thyroid, in plecurac, lungs, and liver.
Blood vessels are penetrated in rore
instonces. liay metastasize fo neorly
any orgon. Note: One metastosis to
long bone is reported (head of right

c

f—

tibia). (liendillon). (Souttar) stotes
that they moy remnin localized Tor lowg

periods or time, roming deep, oX-
coriated wlcers. Usually single but
nay be multinle indicating extonsive

Atypical epithelial

2 ———— e |
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lymphatlic permeation. BExtensive involve-
ment of adjacent structures with perfora—
tion may occur. Bronchopneumonia or
ganzrene of lung is common terminal
factor. Primary growth destroys individ-
ual before secondary deposits can occur.
Carcinoma of oesophagus may exist in
advanced stage without single local
symptom. Author believes that disease

is of high malignancy (more support) and
the symptoms avpear so late that radical
operatlion, except in unigue cases, is a
pathological impossitility. (Clayton)
states that because of the close proximity
of trachea broachi and lymph nodes to
middle third of ocesophagus they are
readlly iavolved by growth. He had 19
cases in middle third and 4 in the upper
third. One of these in the upper third
had no metastasis; 3 widespread (2 with
perforation), only 1 metastasized below
diaphragm, (liver). Uiddle third 19
cases, no metastasis in 6, remaining

13 went below diaphragm (8 metastasized
widely). liddle and lower third metas—
tasized widely (extensive greowth).

Lower third 12 cases, 3 did not metas—
tasize, 9 metastasized below diaphragn,

2 of these had no melastasis above
diaphragm. The lower third tumors gave
rise to the highest numbers of extension

below the diaphragm {(extension). This
is because of lymph drainage. {Stewart)

found as follows: Lesser peritoneal
cavity 2%, celiac lymph nodes 3%,
trachea 2%, left supraclavicular nodes
%, left cervical lymph nodes 13%, right
cervical lymph nodes 9%, local infiltra—
tion 9%, left lung 14 %, right lung 9%,
pleurae 2%, ribs 2%, mediastinum 11%,
pericardium 2%, left axillary Llymph
glands 2%, right axillary zlands 5%,
parietal peritoneum 3%, liver 5%, and
omentum 2%. (87 cases). (Vinson) states
that demonstrable metastasis is infre-
quent (clinically?) but occurs more

often with lesions of ‘the introitus and
therefore is proportionately more coumon
in women. (Abel) states that the twnors
spread by direct extension through lymph
st reamn. v first the enlarged glands

do not contain carcinomatous deposits

vut are hyperplastic. (Helsley) reported
70 cases, in 645 the tumor was confined
to the oesophagus and there were no
secondary doeposits in the nodes or other
organs. Lymph nodes, alone, involved in
6%, while in 30% more distant nodes and
viscora were affocteds 3Believes that

B

for a considerable time, the disease
remains localized and that there is ample
{ime for diagnosis and treatment bvefore
metastasis occurs. Irrespective of the
duration of the disease, the possibility
of metastatic formaticn without evidence
of the same should not contra-indicate
attempt at operation. Most authors
agree that mctastases may occur early.
Freedom from metastasis is reported in
from 46% to 72% of cases. It seeus
that from autopsies, 1 in 4 of these
cases is operable by radical method.

As these cases are seen several months
before death, 1 in 3 or 1 in 2 are
operable. (Abel).

12 Symptomatology.

a. Dysphagia -~ usually first and most
prominent symptom. Due to partisl ob-
struction. (Interference with motility
by infiltration of tumor). (iloersch).
Usually progressive. Onset slow or
abrupt. White froth in morning is diag-
nostic. (Souttar). In 29 cases, first
symptom in 22, late in 7. Only symptom
for a long time in 15. (Clayton). Found
in 79 out of 82 cases. (licCullagh).

Note: Not mmuch emphasis on tyve of food
and obstruction. 01d statements that
liquid obstruction (spasm) and solids
(tumor) may have to be revamped.

b. Loss of weight and weakness —~ 0C—
curred early and constant. (Clayton).
Very few patients fail to show it.

c. Discomfort — sense of weight or op-
pression (substernal) due to dilation
above obstruction. Pain conspicuous by
absence (maybe coliclky),usually associated
with deglutition. Frequently state that
they are using more liquids to mash Tfood
down. (Abel).

d. Other pains. Root pains (intercos-
tal), pleural pain tension, etc.

e. Hoarseness and aphonia — involvenent
of recurrent laryngeal nerve. Alsc, parcs
xysms of dyspnea from same source, C.&«
(Souttar) Cough 25%, Hemoptysis 257,
Hoarseness B8%.

f. Regurgitation. 066%. Immediate <50

& jede T SR o
Deferred Soﬁ. (Clavton). Vomiting 7%
uncommon except when stomach is invelived,

(IicCullagh). Tenacious rmcous sacretion
with paryxysms of coughiing not wacoeinioil.
Note: Chief syimwtoms ave drsphoaia,
weight loss, wea'mess, substornal discon
fort, hoarseness, aphonia, paroxysms of
dyvspnea and coushiag, and henovitygis.




©13. Diagnosis. Laryngoscopic, fluoro-
. scopic, oesophagoscopic, and x~ray
~and biopsy. Fluoroscopy to rule out
~aneurysm. Immobile or stiff wall may be
confusing in oesophagoscopy. Gasiroscopy
to rule out involvement of stomach.
(Stesinger) thinks diagnosis should be
made before narrowing of lumen and spread
occurs. Xarlier symptoms than fraaniz dys-
phagia are unusual sensations when swallov—
ing. Sense of substernal uneasiness or
slight discomfort in back may be early,
Obstructive symptoms are late. All men
past forty with difficulty in deglutition
~and no previous history of dyspepsia
should be consgidered as possible malignancy
of oesophagus.. '
| X-rays of aid but not infallibdle.
(Moerschg. Usually show irregular filling
defect with evidence of obstruction.
Lesions at introitus are difficult to
visualize and those at cardia are difficult
to differentiate from spasm? FPluamer's
sound is aid in diagnosis. Biopsy sometimes
difficult. 1icCullagh: x—rarys positive in
(82%), physical and history alone (71%).

Oesophagoscopy in 40 of 82 casges, in 15%
it failed to make diagnosis. Roentgen

examination is important. (Farrell).
Should be done wherever there is slightest
difficulty in swallowing. 77 cases, fill-
ing defect (all)., 76, was irrezular and
in only 1 smooth. Narrowing at site of
crowth (constant). Slight dilation of
proximal portion in 73 of 7%, absent in 4.
o relationship between site of growth and
absence of diletion. Increased peristal-
sis not a featvre. lietastasis and lower
lobe pulmonary infection (occasionally).
Erosion of Trachea or broanchus with fistu-
la tract rare. iist be differentiated
from cicatricial stenosis, stenosis from
external pressure, varix, diverticulwn,
oecsophagitis, foreign body, extension of
gastric malignancy, cardio-spasm, lcsions
of central ncrvous system (bulbar palsy),
lesions of nerve controlling muscles of de-

glutition, globus hystericus and hysteria.
14. Duration. (1cCullagh) no cures,

longest survival 3—1/2 years, average
duration of life in males 9.9 months,
females 12.5. (Clayton): shortest 2-3
wceks, longest — 16, 17, 22, and 24 months;
of 41 cascs, 3 had no symptoms rcicorable
to ocsophagus; in 1 lesion very small, in
1 middle third involved (8 cn.) wide and
motastasized; in 1 lesion flat ian lower

87.

thirde In thosc of shortest duration,
lesions were flat-—i.e., no obstructlon.
In those with longost not as extensive
locally. Average about 7 mounths.
(Souttar) When patient comes to autopsy,
changes are about same as when first
seen by vhysician. Average after onset
of symptoms until death, 4.7 months.
(lloersch) 228 cases, all dead. Average
was 6 months longer in adenccarcinoma
than squaisious. No relationship befween
longevity and location of tumor. Aver—
age from onselt of gymptoms to death is
1 year. (Viunson). Average duration
before cousulting surgeon is 6 to &
nonths. 70% are operable when Tirst
seen by medical practitioners, from 30
to 50% when seen by surgeons. (Abel).

15. Treatment ~ Diathermy, radivm,
intubation, resection, gastrostomy.

(Abel) disease is distinctly surgical

and efforts should be made to remove
tumor. He is firmly convinced that most
of them are local when first seen (42
to 70%), Also thinlks it is relatively
benign and should be diagnosed early.
No other treatment is of value except
removal. Dangers are shock, hemorrhage,
and infection. Some can be avoided by
preoperative preparation and good
techniques

(Moersch) favors Plummer dilatation
with Bougie. Gives most comfort and
least amount of shock. Gastrostomy
only when absolutely necessary. lortal-
ity (untreated) 100%. (Viuson): Survery
offers little (in curative or palliative
way). Radium and deep X=ray are valie~
less. Forcible dilation of malignant
stricture gives greater relief than any
other form of treatment. (Souttar)
favors intubation. Immediate results
satisfactory. Better than gastrostony
(affords longer expectation). iote:
Duration of life after intubation
average 5.3 months. lost patients
swallow satisfactorily nearly to end.
Average gastrostomy 3.6 months. "Gas~
trostomy is invention of the devil."
{Clayton) eastrostomy should be done
but seems to have very little effect
in prolonging life. Radiuwin of no value.
(Clayton). (licCullagh) -~ 57 patients
treated, z—-rays 14, radium 16, sastro—
stomqy 17, ocsophageal dilation 7,
oesophagactory 3. 2 of these survived
less than one year, the other not tracoed.




 (Cleveland Clinic).

(Diathermy)— Wright. Prolongs life.

:t Chloroform anesthesia, special electrode

:xused through oesophagoscope.
*Wait one month.

VB
~

Results usually complete
“Adapted to annular cases (very
Not in

(14 days)-
few mimutes with little shoclk).

~ advanced cachexia until after gastrostomny.-
: Feels that passageway can be lkept open this

- way until death occurs from extension of
- disease.

(Hegar) — that most patients present-
ing themselves with this tumor are poor
risks. Results of operation in small group

~ has not been satisfactory due to technical
o difficulty.
- possible reasons for failure.
redvction of failures 92.3 to 91.2 (7)

(Torek) lists long report of
Percentage

- liany operations should not have gone far-

© than 5

o animals show betier resultse.

- ther than exploratory.

Longest living
case is one of his owne. Died 13 years
later at 80 without recurrence. No more
cases are reported in literature
as cured. Operations on experimental
Explore
first and form opinion at that time.

(I’cKenzie) used diathermy. Thinks it

- more dangerous than radium and probably

|
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"not as effective.

Usual cause of death

is tumor itself (Cachexia). In 19 cases
(Souttar) perforated bronchus 3, per-
forated traches 3, perforated aorta 1,
hemorrhage from growth 1, subphrenic
abscess and bronchopneumonia 1, metastasis

to brain 1, exhaustion and bronchopneuitonia
4y

Impressionsg:

1. 5% of all malignant tumors are in
oesophagus.

2. lore common in males (75 - 81 - 84 -
95%) .

3. 96% occur after 45, 88% after 50.
Faximom incidence 65 %o 70.

4. In women, Tumors more oiten found
in the upper third, in men the lower third.
5. The chief types are flat, infil-
trating uvlcers -—- bulky polypoid masses,

and diffuse infiltrations.

6. Degrec of malignancy (low or high)
according to various authors. Broder's
finds 90% in grade III and IV.

7. liicroscopic types are acanthoma
(squamous cell), basal carcinoma, adeno-
carcinoma, ~nd mixed ewmbryonic types.

8. The following precancerous
lesion ‘

(below upward).

lesions have been listed: Alcohol,
irritating hot foods, tobacco, leuko-
plakia, tuberculous ulcers, di¥verti-
culae, anatomical rests, perforating
canals (with sudden epithelial transi-
tions), fistulae, etc. |
9. lletastasis is early and exten-
sve according to some and late or
absent according to others. Figures
vary so much that the truth probably
lies some place between. Extend
chiefly by lywph stream and directe
10. Chief symptom is dysphagiadé

When present should be investigated.

Others are: loss of weight, wealmess,
substernal pressure, colicky pain,
Ihoarseness, regurgitation, occasional
vonmiting,

11. Diagnosis by history, physical
findings, oesophagoscopy, biopsy,

K LEY 0 |
12, Onset abrupt or slow.
13, Average duration of life

usually less than one year. Scems to
be longer in Ffemales.

14, Treatment is x—ray, radium,
diathernmy, intubation, gastrostomy
and attempted removal.

15. Some surgeons bellieve most
cases are favorable when first seen,
5 cases reported as cured in literature
(many more successfully removed).
Longest 15—1/2 years.

16. Intubation is best form of
palliative treatment.

Cases: Abel (70). Scherer
230 oesophagi, no tumors.
loersch (228). Tasche, (24) University
Hospitals (part of Stewarils series).
Souttar (118). Clayton (41) licCullagh
(82), Farrell (77). Bwing (857).
loersch (236). Broder'!'s (225).

Stewart -~ 10-year series (87) as fol-
lows: 55 from University Hospitals and
42 from General Hospital.

Material:

THANIISGIVING NEXT WEREK
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