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Despite representing a 1% of diagnosed cancer cases in the USA and up to 5% in eastern Asia and Africa, oesophageal cancer still holds numerous questions concerning the best therapeutic management. For squamous cell carcinoma, while radiochemotherapy has proven itself to be the gold standard as part of the trimodality or alone as a definitive treatment, radiotherapy modalities are still debated especially regarding lymph node irradiation. Involved nodes irradiation was developed with the aim of maintaining clinical outcomes and enhancing quality of life but lacks grade 1 evidence. In this article, we aim to summarize the state of art regarding lymph node irradiation, discuss the impact of target definition, delivery techniques, concomitant treatment and the perspectives. Being highly connected to the lymph vessels, lymphatic metastases are frequent and can locate from the neck to the coeliac area with each node having a different prognostic significance. Regarding the comparison between elective nodal irradiation and involved nodes irradiation, evidence-based medicine mostly relies on retrospective studies. Pooled, it suggests similar clinical outcomes with lower acute toxicities in favour of involved nodes irradiation. However, delivery techniques, doses and concomitant treatment were not consensual. Studies are ongoing evaluating the impact of radiation delivery techniques and the choice of concomitant treatment, i.e immunotherapy. Modern techniques of imaging, radiation therapy progressing each day and alternative treatment modalities being tested, the need of randomized controlled trials has never been so high. Elective nodal irradiation should remain the standard of care while phase 3 trials explore the safety of involved nodal irradiation.

Introduction

Despite representing a 1% of diagnosed cancer cases and being responsible of more than 2.5% of all cancer deaths in the USA and having an even higher prevalence in eastern Asia and eastern and southern Africa countries (up to 5%) [START_REF] Siegel | Cancer statistics, 2019: Cancer Statistics[END_REF], oesophageal cancer still holds numerous questions concerning the best therapeutic management. A distinction between squamous cell carcinoma, which can mostly be found in the proximal part of the oesophagus, and adenocarcinoma, which is more often located in the distal part, must be made. In Western countries, the incidence of adenocarcinoma of the oesophagus is currently increasing due to a higher rate of obesity, whereas squamous cell carcinoma is the first histology in eastern Asia and Africa.

For squamous cell carcinoma, while radiochemotherapy has proven itself to be the gold standard in the neoadjuvant setting (followed by surgery for non responding tumours (2) , (3)) for medically fit patients with locally advanced oesophageal cancer or as a definitive treatment for medically unfit patients, radiotherapy modalities are still debated especially regarding lymph node irradiation. In an effort of de-escalation seemingly with the locally advanced non-small lung cancers, involved nodes irradiation was developed with the aim of maintaining clinical outcomes and enhancing quality of life (4).

However, this approach lacks grade 1 evidence and thus relies only on meta-analyses and retrospective data. The benefit of adding radiotherapy to chemotherapy is still debated for the adenocarcinoma subtype.

After a brief reminder of the oesophagus anatomy and principal sites of lymph node metastasis based on the surgical series, we try to summarize the ins and outs of involved nodes irradiation when compared to the usually performed elective lymphatic radiotherapy and the elements that come into play such as target definition, modalities of irradiation and concomitant treatment.

Anatomy of the oesophagus and main sites of lymph node metastasis

Oesophagus develops from the dorsal part of the foregut while the respiratory tract develops from the ventral part, thus partially sharing blood and lymphatic vessels [START_REF] Wang | Anatomy of lymphatic drainage of the esophagus and lymph node metastasis of thoracic esophageal cancer[END_REF]. Although anatomy of the individual lymphatic drainage system of the oesophagus might vary from one to another, some universal characteristics of the intramural and extramural configurations should be considered in order to better understand the oesophagus lymphatic drainage (figure 1).

The oesophageal wall is composed of several layers from inside to outside: epithelium, lamina propria, mucosa, submucosa, muscularis propria and adventia. Lymphatic vessels are mainly located in the lamina propria and run mostly longitudinally while limited circumferentially. While the mucosa and submucosa have often poorly dense lymphatic vessels, they present many lymphatic drainage pathways with extramural lymphatic system: recurrent laryngeal nerve node, thoracic duct or other nodal relays.

Thus we define three pathways for lymph node metastasis in oesophageal cancer: the longitudinal spreading along the submucosa to regional and non-regional lymph nodes, the second passes transversally through the muscularis propria to regional lymph nodes and the third penetrates perpendicularly through muscularis mucosa to the thoracic duct and the venous system [START_REF] Hagens | The extent of lymphadenectomy in esophageal resection for cancer should be standardized[END_REF].

Understanding the main pathways of lymphatic drainage puts into light the results of the main surgical series. Being highly connected to the lymph vessels, lymph node metastases are frequent and can locate from the neck to the celiac area and most often in the lower neck, upper mediastinum and perigastric area.

As the number of resected lymph node is important, so does the location. For example, some data suggest that removal of the right and left recurrent laryngeal nerve nodes can improve the prognosis [START_REF] Niwa | The prognostic relevance of subcarinal lymph node dissection in esophageal squamous cell carcinoma[END_REF]. Right recurrent laryngeal nerve node afferent being the submucosal plexus and efferent connecting the cervical lymph node chain and left recurrent laryngeal nerve node connecting directly to the thoracic duct, the importance of removing them is easily understandable.

Main lymphatic metastasis localisations have been reported in several reviews such as Wang et al.'s (figure 2) [START_REF] Wang | Anatomy of lymphatic drainage of the esophagus and lymph node metastasis of thoracic esophageal cancer[END_REF]. Main distribution of lymphatic vessels must be considered when performing surgery or defining target volumes for definitive or neoadjuvant radiotherapy. To this date, international guidelines recommend a three-field lymphatic dissection, dissecting cervico-thoracoabdominal lymph nodes (8) .

Place of the radiotherapy in the neoadjuvant or definitive radiochemotherapy

Following the surgical series results and depending on the histology, radiochemotherapy was added in the neoadjuvant setting for medically fit patients to enhance R0 resections rates or as a definitive treatment with a significant benefit in overall survival.

For unresectable oesophageal cancer (upper third of the oesophagus) or patients unfit or unwilling for surgery, definitive radiochemotherapy is the gold standard. In 1992, Herskovic et al. proved the benefit of concurrent radiochemotherapy (compared to radiotherapy alone) with significant benefits regarding local control, distant metastases and overall survival but with higher adverse events [START_REF] Herskovic | Combined chemotherapy and radiotherapy compared with radiotherapy alone in patients with cancer of the esophagus[END_REF]. Dose escalation or other chemotherapy regimens have been tested but unsuccessfully [START_REF] Minsky | INT 0123 (Radiation Therapy Oncology Group 94-05) Phase III trial of combined-modality therapy for esophageal cancer: high-dose versus standard-dose radiation therapy[END_REF][START_REF] Conroy | Definitive chemoradiotherapy with FOLFOX versus fluorouracil and cisplatin in patients with oesophageal cancer (PRODIGE5/ACCORD17): final results of a randomised, phase 2/3 trial[END_REF]. The Prodig26/Concorde trial is ongoing, aiming to compare chemoradiotherapy with or without dose escalation to the primary tumour and involved nodes combined with an elective nodal irradiation.

In the neoadjuvant setting, Sjoquist et al. published in 2012 an updated analysis of survival after neoadjuvant radiochemotherapy when compared to neoadjuvant chemotherapy or surgery alone [START_REF] Sjoquist | Survival after neoadjuvant chemotherapy or chemoradiotherapy for resectable oesophageal carcinoma: an updated meta-analysis[END_REF].

Including 24 studies in total (12 randomized comparisons of neoadjuvant chemoradiotherapy versus surgery alone, nine comparing neoadjuvant chemotherapy and surgery alone, two comparing neoadjuvant chemoradiotherapy and chemotherapy and one being a comparison of neoadjuvant radiochemotherapy, radiotherapy and chemotherapy. With 1932 patients files analysed, the metaanalysis concluded in a significant benefit of neoadjuvant chemoradiotherapy over surgery alone with a hazard ratio [HR] of 0.78, p < 0.0001, the results being similar for the squamous-cell carcinoma subgroup (HR: 0.80, p = 0.004) and the adenocarcinoma subgroup (HR: 0.75, p = 0.02).

Furthermore, based on a secondary analysis of 2220 patients, radiochemotherapy proved to be more effective when compared to chemotherapy alone with a HR of 0.77 but not significantly (p = 0.17).

The lack of significant benefit for concurrent treatment over chemotherapy alone is probably due to selection bias as the two single randomized included studies compared the two treatment options in adenocarcinoma patients only [START_REF] Burmeister | Is concurrent radiation therapy required in patients receiving preoperative chemotherapy for adenocarcinoma of the oesophagus? A randomised phase II trial[END_REF] [START_REF] Stahl | Phase III comparison of preoperative chemotherapy compared with chemoradiotherapy in patients with locally advanced adenocarcinoma of the esophagogastric junction[END_REF]. In fact, as their location varies from one histology to another, peri-operative management is different between adenocarcinoma and squamous cell carcinoma of the oesophagus [START_REF] Ajani | Esophageal and esophagogastric junction cancers[END_REF]. For all patients with limited disease (i.e., cT1-2 cN0 M0), surgery without perioperative treatment is standard of care. Nonsurgical approaches are indicated only in patients unwilling or unable to undergo surgery. By contrast, in patients with locally advanced tumours (i.e., cT3-4 or cN+ M0), and for squamous cell carcinoma, neoadjuvant radiochemotherapy (or alone if responders(2) , (3)) is standard of care. On the other hand, for adenocarcinoma, treatment can consist of either perioperative chemotherapy or neoadjuvant radiochemotherapy, as shown in the two previously discussed trials.

Where neoadjuvant radiochemotherapy was repeatedly compared to surgery alone in prospective studies, definition of volumes for lymphatic irradiation was not prospectively investigated. As previously described, lymphatic drainage varies from one patient to another causing possibly futile irradiation of certain lymphatic area in the elective nodal irradiation setting. Interest towards involved nodes irradiation has grown in the recent years in an effort of lowering adverse events without compromising local control nor overall survival.

Elective-compared to involved-node irradiation

To our knowledge, very few academic trials comparing elective nodal irradiation and involved nodal irradiation were ever proposed. Evidence-based medicine mostly relies on retrospective studies, with cohorts ranging from 57 to 239 patients.

The largest retrospective study, published by Yamashita et al. in 2015, included 239 patients with stage I-IV tumours [START_REF] Yamashita | Involved-field radiotherapy (IFRT) versus elective nodal irradiation (ENI) in combination with concurrent chemotherapy for 239 esophageal cancers: a single institutional retrospective study[END_REF]. Radiotherapy was delivered at 50 to 50.4Gy in 1.8 to 2Gy per fraction. In the elective nodal irradiation arm, clinical target volume was defined as the whole thoracic oesophagus including pathological lymph nodes and as the gross tumour volume-lymph node with no extra margins in the involved nodes irradiation arm. Local progression free survival and overall survival rates were higher in the involved nodes irradiation arm but only statistically significant for local progression free survival (p = 0.039). Interestingly, 1-year local control favoured elective nodal irradiation whereas 2-and 3-year local controls favoured involved nodes irradiation.

The results of a single randomized prospective study was only published as an abstract in 2017 by Lyu et al. [START_REF] Lyu | Involved field irradiation (IFI) versus elective nodal irradiation (ENI) in combination with concurrent chemotherapy for esophageal thoracic squamous cell cancer:a prospective,randomized,multicenter,controlled study[END_REF]. Two-hundred and twenty-eight patients were included in nine Chinese centres. When compared to elective nodal irradiation, involved nodes irradiation was associated with similar progression-free survival and overall survival rates (p = 0.885) with a 3 year overall survival rate of 35.9% (vs 32.7%). Precise details of radiation protocol and concurrent treatment are not available to this date. In both studies; three-dimensional conformational radiotherapy and a platin-based chemotherapy were used. Involved nodes irradiation significantly decreased radiation pneumonitis and esophagitis. For example, in the study by Yamashita et al., grade 3 oesophagitis was reduced from 23% to 10% [START_REF] Yamashita | Involved-field radiotherapy (IFRT) versus elective nodal irradiation (ENI) in combination with concurrent chemotherapy for 239 esophageal cancers: a single institutional retrospective study[END_REF].

In 2018, Cheng et al. pooled all available studies comparing elective and involved nodes irradiation of oesophageal squamous cell carcinoma [START_REF] Cheng | Comparison of elective nodal irradiation and involved-field irradiation in esophageal squamous cell carcinoma: a meta-analysis[END_REF]. Based on ten studies and around 1350 patients, this metaanalysis showed that the out-field lymph node recurrence rates, local control rates and survival rates in the involved nodes irradiation group were similar to those in the elective nodal irradiation group; while the incidences of severe acute radiation esophagitis and pneumonia were significantly lower in the involved nodes irradiation group. Furthermore, this meta-analysis highlights the variability of radiotherapy protocol regarding prescribed doses and clinical target volume definition with a lack of international consensus.

While the ongoing Prodige/Concorde 26 trial (NCT01348217) focuses on dose escalation trying to define the best radiation dose in the definitive setting, there is currently no radiochemotherapy comparing elective and involved nodes irradiation. Therefore, therapeutic management relies only on level 3-4/grade C evidence-based medicine. Such a trial could help to rigorously define the pretherapeutic assessment and the radiation modalities (technique, dose, volume).

The comparison of different target volumes is particularly important especially since several trials focused on different post-therapeutic management after chemoradiotherapy such as surveillance for patients that achieved total clinical response. The best assessment of clinical complete response being still debated, we'll only briefly focus on available data supporting careful watching for clinically total responders. Relying on small datasets, evidence tends towards similar perioperative morbimortality in the salvage oesophagectomy group with possibly a higher median survival (58.0 vs 51.0 months) [START_REF] Marks | Salvage esophagectomy after failed definitive chemoradiation for esophageal adenocarcinoma[END_REF][START_REF] Taketa | Propensity-based matching between esophagogastric cancer patients who had surgery and who declined surgery after preoperative chemoradiation[END_REF]. Indeed, when relapsing, 43% of the patients present with a local relapse only, accessible for a salvage oesophagectomy [START_REF] Sudo | Importance of surveillance and success of salvage strategies after definitive chemoradiation in patients with esophageal cancer[END_REF]. A careful watching management could reduce the rate of futile esophagectomies, maintaining quality of life without compromising overall survival. Such managements should be decided only in multidisciplinary boards. Both the clinical response after treatment and the clinical watching should be careful with extensive endoscopic ultrasound with or without sampling and PET-TDM [START_REF] Semenkovich | Surveillance versus esophagectomy in esophageal cancer patients with a clinical complete response after induction chemoradiation[END_REF].

Target definitions: pretreatment staging

The European Society of Gastrointestinal Endoscopy recommends an endoscopic ultrasound-guided sampling for the assessment of regional lymph nodes in T1 with or without T2 adenocarcinoma and of lesions suspicious of metastasis (low level of evidence) [START_REF] Dumonceau | Indications, results, and clinical impact of endoscopic ultrasound (EUS)-guided sampling in gastroenterology: European Society of Gastrointestinal Endoscopy (ESGE) Clinical Guideline -Updated January 2017[END_REF]. According to two meta-analyses, endoscopic ultrasound and endoscopic ultrasound-guided sampling have a higher sensitivity than ( 18 F)-fluorodeoxyglucose (FDG) PET but with a lower specificity [START_REF] Van Vliet | Staging investigations for oesophageal cancer: a meta-analysis[END_REF][START_REF] Sgourakis | Detection of lymph node metastases in esophageal cancer[END_REF][START_REF] Vazquez-Sequeiros | Impact of lymph node staging on therapy of esophageal carcinoma[END_REF].

For several years, ( 18 F)-FDG PET-CT has proved itself as the benchmark imaging for initial staging.

When compared to CT, ( 18 F)-FDG PET-CT had an accuracy of 83.7% vs 76% and 96.4% vs 78.6%

for respectively the detection of nodal metastases and distant metastases, thus restaging a patient disease in approximately 20 to 30% of the cases [START_REF] Williams | The early use of pet-ct alters the management of patients with esophageal cancer[END_REF]. With a standard uptake cut-off value of 5, the specificity of PET-CT was as high as 94.5% (sensitivity 87.5%) when compared to surgical pathological findings supporting its use before elective nodal irradiation allowing treatment of metastatic lymph nodes with a low risk of false negative [START_REF] Wang | PET/CT imaging in diagnosing lymph node metastasis of esophageal carcinoma and its comparison with pathological findings[END_REF].

Current guidelines recommend endoscopic ultrasound for all patients with oesophageal cancer who are candidates for surgical resection. ( 18 F)-FDG PET-CT is the gold-standard when a neoadjuvant radiotherapy or radiochemotherapy is planned, along with a bronchial fibroscopy and an indirect laryngoscopy for the upper oesophageal tumours [START_REF] Lazarescu | Clinical target volume delineation for radiotherapy of the esophagus[END_REF].

When considering involved node irradiation, definition of the nodes to be treated is of paramount importance. An extreme care should be given regarding nodal status staging, with the risk of undertreating a possible invaded tissue. Furthermore, an hybrid approach could be proposed based on the lymphatic drainage modalities and the importance of certain lymph nodes such as the recurrent laryngeal nodes. As irradiation to the involved nodes could appear to be too restrictive, an alternative solution would be to irradiate involved nodes but also selected elective nodes with prognostic significance. Such a modality has not yet been described and could be investigated.

With the late technologic advances, radiotherapy techniques have become more precise and more effective. Differences in conformation between such techniques as intensity-modulated radiotherapy or volumetric modulated arctherapy and three-dimensional conformational radiotherapy should also be considered.

Modality of irradiation: three-dimensional conformational radiotherapy, intensitymodulated radiotherapy, volumetric modulated arctherapy

The majority of published data on radiotherapy technique were acquired after three-dimensional conformational radiotherapy. Even though three-conformational was a step forward when compared to bidimensional radiotherapy, this technique has been recently supplanted for other localizations by intensity-modulated radiotherapy or volumetric modulated arctherapy regarding target volumes conformation, dose homogeneity and toxicity to organs at risk [START_REF] Chandra | Feasibility of using intensity-modulated radiotherapy to improve lung sparing in treatment planning for distal esophageal cancer[END_REF].

Xu et al. compiled available studies in a meta-analysis of seven retrospective studies comparing threedimensional conformational radiotherapy and intensity-modulated radiotherapy mostly for definitive chemoradiation with doses ranging from 50.4Gy to 64Gy in 1.8 to 2Gy per fraction [START_REF] Xu | Comparison of IMRT versus 3D-CRT in the treatment of esophagus cancer: A systematic review and meta-analysis[END_REF]. For the dosimetric comparison, based on the results from five studies, no significant differences were found on the lung, heart nor spinal cord when considering mean dose or volume for low doses. However, for patients receiving high doses, there was a significant benefit for intensity-modulated radiotherapy.

Nevertheless, these reduced doses to organs at risk were not correlated with fewer clinical toxicities when focusing on radiation pneumonitis or radiation esophagitis. Lower maximum doses to the heart could have a potential impact on overall survival but lack prospective studies.

For the overall survival comparison, based on three studies (871 patients), the 3-year rate was significantly lower after three-dimensional conformational radiotherapy than intensity-modulated radiotherapy (odds ratio [OR]: 0.68, p = 0.007).

Regarding volumetric modulated arctherapy, a treatment planning comparison with intensitymodulated radiotherapy showed a higher conformity index, lower V30 to the lung but higher low doses to lungs (V5 and V10), in concordance with a previous meta-analysis [START_REF] Xu | Comparison of IMRT versus 3D-CRT in the treatment of esophagus cancer: A systematic review and meta-analysis[END_REF][START_REF] Yin | Volumetric-modulated arc therapy vs c-IMRT in esophageal cancer: A treatment planning comparison[END_REF]. With improved organs at risk high dose sparing, volumetric modulated arctherapy is an interesting option to intensitymodulated radiotherapy or three-dimensional conformational radiotherapy but with a low-dose bath.

The risk of this low dose bath concerning second malignancies is feared but one could think that it could treat microscopic invaded tissues via immunogenic cell death activation and that it should be considered in the dose-volume histograms analysis and treatment planning [START_REF] Lazzari | VMAT radiation-induced nausea and vomiting in adjuvant breast cancer radiotherapy: The incidental effect of low-dose bath exposure[END_REF].

Proton beam radiotherapy with its Bragg peak has excellent dosimetric parameters with virtually no exit dose, such as suggested in several studies reducing both high-doses and low-doses to the lungs and heart [START_REF] Lin | Proton beam therapy for the treatment of esophageal cancer[END_REF][START_REF] Makishima | Comparison of adverse effects of proton and X-ray chemoradiotherapy for esophageal cancer using an adaptive dose-volume histogram analysis[END_REF][START_REF] Isacsson | Comparative Treatment planning between proton and X-ray therapy in esophageal cancer[END_REF][START_REF] Zhang | Four-dimensional computed tomography-based treatment planning for intensity-modulated radiation therapy and proton therapy for distal esophageal cancer[END_REF][START_REF] Ling | Analysis of intensity-modulated radiation therapy (IMRT), proton and 3d conformal radiotherapy (3D-CRT) for reducing perioperative cardiopulmonary complications in esophageal cancer patients[END_REF]. However, the feasibility of proton therapy with involved nodes irradiation is unclear with the risk of insufficient treatment. Due to the Bragg peak and a steep dose gradient, an uncomplete initial node staging could result in missing an ought to be treated node resulting in a risk of regional relapse.

Systemic concomitant treatment

Cisplatin often combined with 5-fluorouracil is the gold standard chemotherapy when associated with radiotherapy for neoadjuvant or definitive treatment. Several phase 3 trials proved the benefit of this regimen when compared to radiotherapy alone. In the definitive setting and with approximately 50 patients in each arm, Zupanc et al achieved a 5-year overall survival rate of 24.5% vs 14.5% with radiotherapy alone [START_REF] Zupanc | A randomized clinical study of chemoradiotherapy versus radiotherapy in locoregional advanced unresectable esophageal cancer[END_REF]. Similar results were obtained in the neoadjuvant setting with a systematic gain in overall survival for the trimodality arm [START_REF] Bosset | Chemoradiotherapy followed by surgery compared with surgery alone in squamous-cell cancer of the esophagus[END_REF][START_REF] Urba | Randomized trial of preoperative chemoradiation versus surgery alone in patients with locoregional esophageal carcinoma[END_REF][START_REF] Lee | A single institutional phase III trial of preoperative chemotherapy with hyperfractionation radiotherapy plus surgery versus surgery alone for resectable esophageal squamous cell carcinoma[END_REF][START_REF] Burmeister | Surgery alone versus chemoradiotherapy followed by surgery for resectable cancer of the oesophagus: a randomised controlled phase III trial[END_REF].

This regimen was challenged by the Prodige5/Accord 17 trial evaluating the combination of oxaliplatin, leucovorin and fluorouracil (folfox regimen) in the definitive setting. Despite more than 250 patients included, no significant increase in progression-free nor overall survival rates was achieved by the folfox regimen. There was no significant differences regarding toxicity profiles with however more toxic deaths in the group receiving folfox chemotherapy (1%) than in the group receiving the combination of 5-fluorouracil and cisplatin (6%), balanced by more deaths from another cause in the group receiving folfox combination (13% vs 9%) [START_REF] Conroy | Definitive chemoradiotherapy with FOLFOX versus fluorouracil and cisplatin in patients with oesophageal cancer (PRODIGE5/ACCORD17): final results of a randomised, phase 2/3 trial[END_REF].

Interests towards immunotherapy as a treatment of oesophagus cancers has grown lately.

Pembrolizumab has recently shown an overall survival benefit as a second line treatment with a decent toxicity profile (results presented as the American Society of Clinical Oncology [ASCO] meeting).

The application to the neoadjuvant or the definitive setting is still understudy, an ongoing French research programme aiming for a comparison between standard radiochemotherapy to radiochemotherapy with durvalumab. As radiotherapy has proven to be an inductor of immunogenic cell death, this association could possibly change the target volumes or doses [START_REF] Golden | Radiotherapy and immunogenic cell death[END_REF].

Conclusion

Modern techniques of imaging, radiation therapy progressing each day and alternative concurrent systemic treatment and post-radiochemotherapy management being tested, the need of randomized controlled trials has never been so high with possibly an evolution to come regarding management of patients diagnosed with a cancer of the oesophagus.

Despite retrospective analysis supporting decreased toxicity and non-inferior survival outcomes, involved-nodal irradiation currently lacks grade 1 data. Therefore, elective nodal irradiation should remain the standard of care while phase 3 trials explore the safety of involved nodal irradiation, the best modalities of radiotherapy and the choice of concurrent treatment if indicated. 
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 1 Figure 1. Schematic lymphatic drainage of the oesophagus (reproduction from (5), authorized by Dove Medical Press©).
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 2123123 Figure 2. Lymph node metastasis rate of different stations in thoracic oesophageal cancer, expressed in percentage. a: upper thoracic oesophageal cancer; b: middle thoracic oesophageal cancer; c: lower thoracic oesophageal cancer Numbers and naming of main regional lymph nodes: 101, cervical paraesophageal; 102, deep cervical; 104, supraclavicular; 105, upper thoracic paraesophageal; 106, thoracic paratracheal; 106rec, recurrent nerve; 106pre, pretracheal; 107, subcarinal; 108, middle thoracic paraesophageal; 109, main bronchus; 110, lower thoracic paraesophageal; 112, posterior mediastinal; 113, ligamentum arteriosum; 1, right paracardial; 2, left paracardial; 3, lesser curvature; 4, lymph node along the greater curvature; 5, suprapyloric; 6, infrapyloric; 7, LN along the left gastric artery; 8, lymph node along the common hepatic artery; 9, lymph node along the coeliac artery. Abbreviations: L, left; R, right; (reproduction from (5), authorized by Dove Medical Press©).
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