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from squamous cell carcinoma of the esophagus. There
are also great differences concerning the socioeconomic
characteristics of the patients.

This analysis was the prerequisite to establish distinct
therapeutical concepts. These different entities need
different surgical approaches:

— AEG I is treated by transhiatal radical esophagec-
tomy;

— AEG II and III tumors are treated by transhiatal
extended gastrectomy.

Since the consensus conference of the IGCA and ISDE
in 1997, this classification is being accepted more and
more internationally. This will hopefully lead to more
clarity concerning the treatment modalities [3–5].
On the basis of this definition, the aim is to evaluate
different therapeutical concepts. In our own patient
population a significant improvement in prognosis
could be achieved by new standardized therapeutical
concepts, which are based on the definition mentioned
above.

The work of Peracchia et al. [5] is a major contribu-
tion in this context. It has been demonstrated that there
is still a need for discussion concerning different treat-
ment and classification (treatment as esophageal cancer
or as gastric cancer?) of AEG II tumors. Only on the
basis of this clarity in classification will transparency be
achieved in the future.

For the time being the issue is still open. For instance,
discussions are ongoing regarding the pathogenesis of
type II cancer as a possibly reflux-induced malignant
degeneration via so-called carditis.

This interpretation would be close to the oncogenesis
of type I cancer. On the other hand, the investigation
of molecular markers—mutations of the p53 gene are
much more frequently seen in type I than in type II and
type III cancers—brings real cardia cancer much closer
to gastric cancer. Of clinical relevance is the discussion
about the therapeutical consequences. In our own

There are at least two reasons for intensive clinical and
scientific research concerning adeno-carcinoma of the
esophago-gastric junction (AEG):

— first, the incidence of this tumor entity is rising
dramatically in the Western world;

— second, according to the current literature, the
prognosis of this disease is still very poor.

Therefore, this tumor entity comes more and more into
the focus of clinicians and scientists. These tumors need
special and specialized surgical care. Therapeutical
guidelines need to be investigated.

The study of the current literature demonstrates that
the tumors of the esophago-gastric junction are insuffi-
ciently defined. This tumor entity encompasses variable
and anatomically different tumors. There are only a few
articles concerning the treatment of these tumors, and
they do not agree on an exact definition. A typical ex-
ample is the controlled study by Walsh et al. [1], but
results are weakened by this obstacle. Furthermore,
a comparison between treatment results is hardly
possible.

Using the definition and classification of AEG by our
group [2], this problem can be solved. The definition
includes adenocarcinomas in the region 5 cm above and
5cm below the anatomical cardia (the transition of the
two-layered muscle wall of the esophagus to the three-
layered muscle of the stomach). In this region, three
different tumor entities arise:

— adenocarcinoma of the distal esophagus (AEG I,
Barrett);

— “real” carcinoma of the cardia (AEG II);
— subcardial carcinoma of the stomach, infiltrating the

distal esophagus (AEG III).

The analysis of our own patient population with these
tumors (n 5 817) demonstrates that especially the distal
Barrett carcinoma is a tumor entity on its own. It has to
be distinguished from AEG types II and III and further
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experience the prognosis of type II cancer following an
adequate enlarged total gastrectomy (R0 resection) is
as good as that following a subtotal esophagectomy and
proximal gastrectomy. The subtotal esophagectomy has
on the other hand a higher morbidity and mortality in
comparison with the enlarged total gastrectomy. These
are the reasons we have decided to treat type II cancer
as gastric cancer. But on this point other conclusions can
also be drawn [6]. Once more a clear classification of
AEG builds the fundament of a fruitful discussion.
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