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INTRODUCTION  
 

Le cancer de l’œsophage est une affection grevée d’un mauvais pronostic (15% de 

survie à 5 ans tous stades et traitements confondus). Selon les recommandations actuelles, il 

relève d’une prise en charge multimodale pouvant associer chirurgie, chimiothérapie et 

radiothérapie (1). 

La chirurgie est un élément pivot du traitement à visée curative (2). Malheureusement, 

elle reste de nos jours associée à une mortalité (3-11%) et une morbidité (26-41%) 

importantes, notamment en raison de la survenue de complications infectieuses graves dont 

la plus redoutable est la fistule anastomotique (3). 

Des protocoles de réhabilitation précoce sont de plus en plus utilisés en chirurgie 

digestive pour réduire la morbidité et améliorer la récupération des patients (4–6). Leur 

efficacité est bien établie en chirurgie colo-rectale (7),  et quelques études suggèrent aussi un 

intérêt en chirurgie œso-gastrique (8–10). Cependant, la gravité et la crainte de la fistule 

anastomotique peuvent être un frein à l’utilisation et à la généralisation de ces protocoles de 

réhabilitation précoce. Comme cela a été montré en chirurgie colo-rectale (11–15), la protéine 

C réactive (CRP) pourrait, en prédisant l’absence de survenue d’une fistule anastomotique, 

identifier les patients chez lesquels un tel protocole peut être démarré en toute sécurité. 

De plus, diminuer l’impact des complications infectieuses postopératoires par un 

diagnostic et un traitement précoces peut améliorer le pronostic cancérologique de ces 

patients et diminuer le coût de leur prise en charge. 

 

Quelques auteurs ont essayé de répondre à cette question mais leurs résultats ne 

permettent pas à ce jour de conclure que la CRP est un outil fiable pour le diagnostic de la 

fistule digestive après œsophagectomie, et ce en raison de l’inclusion de populations trop 

hétérogènes ou du choix de critères de jugement non adaptés (16-22).  

 

L’objectif de cette étude est d’évaluer l’intérêt du dosage de la protéine C réactive pour 

le diagnostic précoce d’une fistule digestive après œsophagectomie pour cancer, dans une 

population homogène de patients avec chirurgie trans-thoracique et anastomose intra-

thoracique droite.  
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INTRODUCTION 

 

Esophageal cancer is a pathology with a poor prognosis (5-year overall survival rate of 

15% whatever the grade or treatment), requiring multimodal therapy using radiotherapy, 

chemotherapy and surgery (1). 

Surgery is a central element of the curative treatment (2). Despite recent progress in 

surgical and postoperative management, esophagectomy remains a surgery with high 

mortality (3-11%) and morbidity (26-41%) mainly due to major infectious complications 

including anastomotic leak (3). 

Fast track protocols are increasingly used after digestive surgery to reduce the 

morbidity and improve the rehabilitation of the patients (4–6). Their efficiency is well 

established for colo-rectal surgery (7) and some studies suggest also its interest in esophageal 

surgery (8–10). Nevertheless, the gravity and the fear of anastomotic leak may be an obstacle 

to the using and generalization of this program of enhanced recovery. As was shown in colo-

rectal surgery (11–15), by predicting the absence of digestive leak, C-reactive protein (CRP)  

might identify patients that can be safely included in a fast track program. 

Moreover, reduce the impact of postoperative infectious complications by an early 

diagnosis and treatment can improve oncologic outcome and decrease costs of 

hospitalization. 

 

Some authors have tried to answer this question but their results do not allow the use of 

CRP as a reliable tool to diagnose a digestive leak after esophagectomy because of the 

inclusion of heterogeneous population or the use of an inadequate primary endpoint (16-22).  

 

The aim of this study is to evaluate the interest of C-reactive protein measurement for the 

early diagnosis of a digestive leak after esophagectomy for cancer, in a homogeneous 

population of patients with a transthoracic approach and a right intrathoracic anastomosis. 
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PATIENTS AND METHODS 
 

Design 
 

Patients having undergone transthoracic esophagectomy with intrathoracic 

esophageal anastomosis between January 2009 and September 2017 in the Department of 

Digestive Surgery of the University Hospital of Lille (CHRU Lille “Claude Huriez”) and Dijon 

(CHU Dijon “François Mitterrand”) were included in this retrospective study.  

 

Exclusion Criteria 
 

Patients having undergone emergency surgery, cervical anastomosis, reconstruction 

with a coloplasty and/or esophagectomy for benign tumor were excluded. Patients who did 

not have any postoperative CRP value available between postoperative day 3 (POD 3) and 

postoperative day 5 (POD 5) were also excluded. 

 

Data collection 
 

Data were extracted from prospectively collected databases. The following 

preoperative factors were collected: age, gender, body mass index, comorbidities, American 

Society of Anesthesia score (ASA), location of the tumor (middle third of esophagus: 24 to 32 

cm from the dental arcade; lower third of esophagus 32 to 40 cm from the dental arcade), 

Siewert classification (23) for the esophagogastric junctional tumors, use of neoadjuvant 

therapy, tumor histology. 

The following operative data were recorded: operation time, surgical approach 

(laparoscopy vs laparotomy, right thoracotomy vs right thoracoscopy), type of resection (Ivor-

Lewis, total esophagogastrectomy or degastrogastrectomy), type of the anastomosis 

(mechanical vs hand-sewn).  

The following postoperative data were recorded: CRP on POD 3,4 and 5, tumor stage 

according to the 7th edition of TNM classification system (24), postoperative complications 

and their severity according to the Dindo Clavien Classification until discharge (25), 

postoperative mortality, length of hospital stay.  



 
 

21 

Definition of complications 
 

All complications were recorded up during the length of hospital stay. The primary 

endpoint was digestive leak (DL), including: 

- anastomotic leak according to the International Consensus on Standardization of 

Data Collection for Complications Associated with Esophagectomy by the Esophagectomy 

Complications Consensus Group (26) :  full thickness gastrointestinal defect involving 

esophagus, anastomosis, staple line (gastric or duodenal) and conduit irrespective of 

presentation or method of identification. 

-  conduit necrosis (26) 

- pancreatic fistula (some patients underwent associated pancreatic resection), 

according to the definition of the International Study Group on Pancreatic Surgery (27) 

 

We also recorded the other complications included major pulmonary complications, 

chylothorax, pleural empyema without DL, wound infection and any other forms of 

nosocomial infections (e.g. urinary tract infection, catheter-related infection). Infectious 

complications were defined according to the International Sepsis Conference criteria (28). 

Major postoperative pulmonary complications were defined as follows (29):  

- major bronchic sputum, defined as bronchic sputum with atelectasis requiring 

bronchoscopy and lack of fever or hyperleukocytosis 

- pneumonia, defined as alveolo-interstitial radiologic infiltration with the presence of 

at least two of the following criteria: purulent sputum, temperature > 38.5°C or < 35°C 

or leukocytes > 10000/mm3 or < 1500/mm3 

- respiratory insufficiency, defined as the inability of a patient to maintain a PaO2 > 

60mmHg or a PaCO2 < 55 mmHg, requiring an oro-tracheal intubation and assisted 

ventilation 

- presence of Acute Respiratory Distress Syndrome (ARDS), defined as severe hypoxia 

(PaO2/FiO2 < 200), diffuse bilateral pulmonary infiltration and pulmonary wedge 

pressure less than 18 mmHg. Acute lung injury, defined as PaO2/FiO2 between 200 

and 300, is considered ARDS. 
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Laboratory measurement of CRP 
 

Serum CRP levels were determined by immunonephelometry (Dimension Vista ® 

system, Siemens, Germany) in both hospitals. The method of CRP analysis did not change over 

the time period of the study. 

 

Statistical analysis 
 

Continuous variables were presented as means and standard deviations (SD) or 

medians with interquartile range (IQR) and compared with t-test or nonparametric tests, 

according to the distribution (normality or not). Categorical data were expressed with 

frequencies and percentages, and compared with χ2 tests or Fischer’s exact tests as 

appropriate.  

Receiver operating characteristic (ROC) curves and the respective areas under the 

curve (AUC) were calculated to evaluate the predictive value of CRP marker and to determine 

a cut-off for DL prediction. The AUC were calculated for each postoperative daily value of CRP 

and compared day by day. The predictive power of CRP was evaluated by calculating the 

sensitivity and specificity, and by prioritizing the negative predictive value. Cut-off value for 

CRP were selected based on those that gave the best combination of high sensitivity, high 

negative predictive value and a specificity > 50%. 

All p values were based on two-tailed statistical tests and p<0.05 was considered to 

indicate statistical significance. The analyses were performed using SAS® software, version 9.4 

(SAS Institute Inc). 
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RESULTS 
 

Description of patients and procedures 
 

A total of 940 patients operated on for gastroesophageal cancer were identified in the 

databases. Among them, 211 patients were excluded as they did not meet the inclusion 

criteria. Furthermore, 109 patients were excluded due to the absence of CRP values between 

POD 3 and 5. Finally, 620 patients were included in the study. Their mean age was 62.5 (± 9.4) 

years, with a majority of men 506 (81,6%).  Among them, 161 patients had a CRP value on 

POD 3, 4 and 5, 420 had a CRP value on POD 3, 403 had a CRP value on POD 4 and 389 had a 

CRP value on POD 5 (Figure 1). Regarding therapeutic strategy, 491 patients (79,2%) had a 

neoadjuvant treatment with chemoradiotherapy being the most frequent (274 patients, 

44.4% of all series).  

Regarding surgical techniques, the great majority had an Ivor Lewis procedure (588 

patients, 94,9%) with a hand-sewn anastomosis (581 patients, 93.7%) and a right transthoracic 

approach by thoracotomy (612 patients, 98.7%). The abdominal approach was mainly 

laparoscopic (355 patients, 57.3%). Among the 32 patients who did not undergo an Ivor-Lewis 

procedure, 30 of them had a total esophagogastrectomy and the 2 others had a 

degastrogastrectomy. For these 32 patients, the esophago-jejunal anastomosis was an 

intrathoracic anastomosis with Roux-en-Y reconstruction by right thoracotomy. Patient 

characteristics, surgical indications and techniques are summarized in Table 1.  

 

Postoperative period and complications 
 

Postoperative morbidity and mortality are summarized in Table 2. Of the 620 patients 

studied, 265 (42.7%) developed infectious complications. Among the 79 patients who 

developed one or several DL (12.7%), 56 (9%) were anastomotic leak; the eight remaining DL 

were from the duodenal stump (3 patients), the pancreas (3 patients), the foot-point 

anastomosis (1 patient) and colic anastomosis (concomitant left colectomy, 1 patient). The 

median interval between surgery and the diagnosis of DL was 6 ± 5.5 days. 

The other complications were mainly major pulmonary complications which 

concerned 181 patients (29.2%). Overall mortality was 3.0% (19 patients).  
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Kinetics and Diagnostic accuracy of CRP 
 

Kinetics was established considering only the 161 patients who had a CRP value on 

POD 3, 4 and 5. CRP values on POD 3 were the highest, values then decreased continuously. 

Kinetics did not change whether there is a DL or not. The mean CRP levels were higher in 

patients with DL compared to those who did not leak. (Figure 2) 

First, we analyzed CRP accuracy based on the are under the ROC curve only in the 

population of 161 patients who had a CRP value on POD 3, 4 and 5, in order to find which day 

is the more accurate. CRP had the best diagnostic accuracy on POD 5 (AUC=0.73; 95% CI: 0.64–

0.81), followed by POD 4 (AUC=0.70; 95% CI: 0.60–0.80) and POD 3 (AUC=0.69; 95% CI: 0.59–

0.79). (Figure 3) 

We analyzed CRP accuracy on POD 3, POD 4, POD 5 respectively in patients who had 

CRP measurement on POD 3 (n=420), POD 4 (n=403), POD 5 (n=389). AUC of the CRP level on 

POD 5 was 0.74 (95% CI: 0.67–0.81) (Figure 4), while those for POD 3 and 4 were 0.73 (95% CI: 

0.67–0.80), and 0.72 (95% CI: 0.65–0.80) respectively. It confirms our conclusion on the 

population of 161 patients than the best diagnostic accuracy for CRP is on POD 5, with the 

same trend of the AUC in the two analysis. 

On POD 5, a cut-off value of 140 mg/L yielded a sensitivity of 85%, a specificity of 55% 

and a negative predictive value of 96% for the detection of digestive leak. Accuracy of the 

different cutoff on POD 5 are described on Table 3. 
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DISCUSSION 
 

This study states that CRP measured on POD 5 is a very accurate marker to exclude DL 

after transthoracic esophagectomy. At the time of early oral feeding and enhanced recovery 

programs in such a life-threatening operation, identifying those patients for whom it is safe to 

go ahead with the program and leave the intensive care unit is essential. Indeed, CRP is better 

to exclude DL than to diagnose it, as it has an excellent negative predictive value (96%) but a 

scarce specificity (<60%).  

According to the results obtained in other areas of digestive surgery, we chose to study 

CRP between POD 3 and 5 (13,30). This is consistent with the results obtained by Gordon et 

al, who measured CRP on POD 2, 3 and 6 for the detection of anastomotic leak and found it 

was more accurate on POD 3 and 6 than on POD 2 (16). Two other reports found CRP accurate 

on POD 2, but all complications were considered as endpoint and not specifically DL (17,18).  

Two studies have found that CRP was more accurate on POD 4 but they included 

heterogeneous groups of patients and their primary endpoint was not DL (19,20).  Finally, 

other studies have found a higher accuracy later on, after POD 5, but in the presence of a 

clinically-evident DL (16,21). The main interest of CRP should be to alert about the 

complication before it becomes clinically evident as this is the way to avoid severe sepsis and 

minimize its impact on patients outcome. Indeed, it has been reported that anastomotic leak 

was significantly associated with long term survival (31–33). An early treatment can lead to 

decrease morbidity and better long-term survival. Early diagnosis is the corner stone to offer 

a tailored therapeutic approach which might prevent the failure to rescue after 

esophagectomy (34,35). Interestingly, the median delay between surgery and the diagnosis of 

DL was 6 ± 5.5 days in this study, which is consistent with the current literature (18). 

Regarding the CRP threshold on POD 5 (140 mg/l) suggested in our study, it is 

consistent with what have been obtained by other groups (16,21). Asti et al found a lower cut-

off in CRP values (83 mg/l) but this can be explained by the minimally-invasive surgery 

performed during the whole operation (abdominal and thoracic approaches) while we used 

mainly thoracotomy and laparoscopy (22).  Minimally-invasive resections have been shown to 

result in less systemic inflammation and CRP values as compared to open surgery (36). It has 

not been assessed yet if the cut-off values obtained in open surgery can be applied in 

minimally-invasive surgery for esophagectomy. In colorectal surgery, Facy et al found that the 
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impact of infection on inflammatory markers was more important than the impact of the 

surgical approach (laparoscopy or laparotomy), so that a specific value according to the 

surgical approach was not necessary (37). 

For the choice of an optimal cut-off of CRP after esophagectomy, we chose to prioritize 

the sensitivity and the negative predictive value as the consequences of a false negative 

(discharging a patient with an ongoing infection) are more deleterious than those with a false 

positive (keeping the patient under clinical surveillance or performing further studies). 

According to our results, patients with a CRP value higher than 140 mg/l on POD 5 should 

undergo further diagnostic measures and oral feeding should be delayed. On the opposite, 

patients with CRP values under 140 mg/l might be safely discharged from intensive care unit 

and oral intake should be begun. In addition to increase the quality of care, this protocol might 

save money as the routine CT scan or contrast swallow still performed in many institutions 

before authorizing oral intake might be avoided (38,39). This could also lead to an earlier 

hospital discharge. 

Interestingly, the peak levels of CRP occurred on POD 2 and was more elevated for 

patients with DL than those without, but values decreasing in both groups after POD 2 (the 

shape of both curves was the same even if one was higher than the other and curves did never 

cross). This fact enhances the interest of absolute values over tendencies (surgeons may feel 

falsely reassured by decreasing values of CRP). As several infectious complications after 

esophagectomy may be benign and not require intensive care or contraindicates fast track 

protocols, we chose to focus on digestive leaks and combined the definition of anastomotic 

leak and conduit necrosis to make our criteria: DL. 

Digestive leaks are mainly due to impaired perfusion rather than technical issues 

(40,41). This may explain the good accuracy of CRP, as it is very sensitive to tissue ischemia 

(42). 

Procalcitonin (PCT) and interleukin-6 have been also assessed as predictors of surgical 

complications after esophagectomy in some studies but it is not clear whether they add 

anything to CRP or not (18,22,43–45). In colorectal surgery a recent meta-analysis showed 

that PCT has no added value as compared to C-reactive protein and that combining both 

markers did not improve their accuracy (46). On the same way, some authors have included 

CRP and other biologic markers into scores to improve the diagnostic accuracy for anastomotic 

leak after esophagectomy (47). This warrants further studies.  
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Our study is the first including exclusively patients undergoing esophagectomy by a 

transthoracic approach and an intrathoracic anastomosis, while other authors included 

patients with several operations in their studies. We decided to focus on these specific 

patients because the impact of a cervical anastomosis in terms of systemic inflammation and 

mortality is lower than the impact of a leak within the mediastinum; furthermore, 

esophagectomy without transthoracic approach would probably result in less systemic 

inflammation. With these criteria we obtained a large and homogeneous patient cohort which 

allow us to generalized our results.  

Our study has several limits. As it is retrospective, CRP values were not available for all 

patients each POD. The exclusion of 109 patients due to lack of CRP measurements could have 

induced a selection bias with only high-risk or symptomatic patients included. This is unlike as 

morbidity and mortality in our population were consistent with those reported in the current 

literature (3). The reasons explaining this fact are more related to the organization of our 

departments than to the clinical status of patients. Another limit is that CT scan was not 

routinely performed in our patients and it is possible to have undetected silent DL. However, 

DL without clinical significance have probably no impact on the patients outcome. Some 

patients treated as pneumonia or other infectious complications could have subclinical DL but 

we can expect that DL would have been detected when oral feeding was started. Finally, 

preoperative CRP values were not available and it could be claimed that some patients might 

have a preoperatively elevated CRP as this has been shown to increase the risk of 

postoperative complications (48). 

 

Conclusions 

 

We conclude that CRP may accurately identify patients at very low risk of DL after 

esophagectomy. Patients with CRP values < 140 mg/l on postoperative day 5 should not 

undergo any routine imaging and can safely begin an enhanced recovery protocol with early 

oral feeding aiming an early discharge. 
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Table 1 

Table 1: Demographic, histologic and operative characteristics in the study sample 
  
 All Patients n = 620 
Demographics 
     Age (year), mean ± SD 

 
62.5 ± 9.4  

Sex, n (%)  
     Men 506 (81.6) 
     Women 114 (18.4) 
BMI (kg/m2), mean ± SD 25.9 ± 4.8 
Comorbidities  
     Cardiovascular, n (%) 325 (52.4) 
     Respiratory, n (%) 133 (21.5) 
     Diabetes, n (%) 92 (14.8) 
ASA score, n %)  
     1 80 (12.9) 
     2 395 (63.7) 
     3 145 (23.4) 
Tumor location, n (%)  
     Middle third of esophagus 185 (29.8) 
     Lower third of esophagus 191 (30.8) 
     Esophagogastric junctional tumor (Siewert) 244 (39.4) 
          1 108 (17.4) 
          2 122 (19.7) 
          3 14 (2.3) 
Neoadjuvant therapy, n (%) 491 (79.2) 
     Chemotherapy  216 (34.8) 
     Chemoradiotherapy 275 (44.4) 
Surgical characteristics  
     Type of resection, n (%)  
          Ivor-Lewis procedure 588 (94.9) 
          TEG with intrathoracic anastomosis 30 (4.8) 
          Other (degastrogastrectomy) 2 (0.3) 
     Abdominal approach, n (%)  
          Laparotomy 239 (38.5) 
          Laparoscopy 355 (57.3) 
          Conversion  26 (4.2) 
     Thoracic approach, n (%)  
          Thoracotomy 612 (98.7) 
          Thoracoscopy 8 (1.3) 
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     Anastomosis, n (%)  
          Hand-sewn 581 (93.7) 
          Mechanical 39 (6.3) 
     Length of operation (min), mean ± SD 341.1 ± 99.8 
Histology, n (%)  
     Squamous cell tumor 225 (36.3) 
     Adenocarcinoma 380 (61.3) 
    Others 15 (2.4) 
Pathological Stage, n (%)  
     0 90 (14.5) 
     I 167 (26.9) 
     II 138 (22.3) 
     III 205 (33.1) 
     IV 20 (3.2) 
Hospital Stay (day), mean ± SD 17.9 ± 16.0 
  

SD, standard deviation; BMI, Body Mass Index; ASA, American Society of Anesthesiologists; 
TEG, total esophagogastrectomy 
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Table 2 

Table 2: Description of postoperative morbidity and mortality 

  

 All Patients n = 620 

Infectious complications (all), n (%) 265 (42.7) 

Major pulmonary complications, n (%) 181 (29.2) 

Pleural empyema without DL, n (%) 8 (1.3) 

Digestive leak, n (%) 79 (12.7) 

     Anastomotic leak 56 (9.0) 

     Staple line of gastric conduit 17 (2.7) 

     Conduit necrosis 17 (2.7) 

     Other (duodenal stump, pancreas, colon, bowel) 8 (1.3) 

Wound infection, n (%) 13 (2.1) 

Other infectious complications, n (%) 84 (13.5) 

Chylothorax, n (%) 
 
Normal postoperative course, n (%) 

42 (6.8) 
 

89 (14.4) 

Dindo Clavien classification, n (%)     

     1 115 (18.6) 

     2 218 (35.2) 

     3a    60 (9.7) 

     3b 47 (7.6) 

     4a 53 (8.5) 

     4b 19 (3.0) 

Postoperative mortality, n (%) 19 (3.0) 
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Table 3 

Table 3: Comparison of CRP threshold in predictive DL on POD 5 (n = 389) (AUC=0.74) 

 
CRP threshold (mg/l) 

 
Sensitivity (%) 

 
Specificity (%) 

 
PPV (%) 

 
VPN (%) 

150 81 60 24 95 

140 85 55 23 96 

130 
 

87 51 22 96 

CRP, C-reactive protein; DL, digestive leak; POD, postoperative day; AUC, area under the 
curve; PPV, positive predictive value; VPN, negative predictive value 
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Figure 1 

Figure 1: Flow chart (CRP, C-reactive protein; POD, postoperative day) 
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Figure 2 

Figure 2: Kinetics of CRP between postoperative day 3 and 5 based on patients with CRP 
measurements on POD 3, 4 and 5 (n=161). (mean and 95% CI) (CRP, C-reactive protein; DL, 
digestive leak) 
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Figure 3 

Figure 3: ROC curve analysis for CRP on POD 3 (a), 4 (b) and 5 (c) for prediction of DL in patients 
with CRP measurements on POD 3, 4 and 5 (n=161). (CRP, C-reactive protein; POD, 
postoperative day; DL, digestive leak; AUC, area under the curve) 
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Figure 4 

Figure 4: ROC curve analysis for CRP on POD 5 for prediction of DL in patients with CRP 
measurement on POD 5 (n=389). (CRP, C-reactive protein; POD, postoperative day; DL, 
digestive leak; AUC, area under the curve) 
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THESE SOUTENUE PAR Mr Paul RAT 

 

 

CONCLUSIONS 

 

 

La protéine C réactive permet d’identifier les patients à très faible risque de fistule digestive 

après œsophagectomie. Les patients ayant des valeurs de protéine C réactive inférieures à 

140 mg/l au 5ème jour postopératoire n’ont pas besoin d’imagerie de contrôle et peuvent 

intégrer un protocole de réhabilitation améliorée incluant une réalimentation orale qui 

devrait permettre leur sortie précoce de l’hôpital.  
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TITRE DE LA THESE :  La protéine C réactive identifie les patients à risque de fistule 

digestive après œsophagectomie 

AUTEUR :  PAUL RAT 

 

RESUME :  

INTRODUCTION : Des protocoles de réhabilitation précoce sont de plus en plus utilisés en 

chirurgie digestive pour réduire la morbidité et améliorer la récupération des patients. Après 

œsophagectomie, la gravité et la crainte de la fistule anastomotique peuvent être un frein à 

leur généralisation. La protéine C réactive (CRP) pourrait être un outil fiable pour identifier les 

patients à faible risque de fistule digestive après œsophagectomie et ainsi permettre de 

démarrer en toute sécurité un tel protocole. 

METHODES : Tous les patients ayant bénéficié d’une œsophagectomie pour cancer avec une 

anastomose intra-thoracique par voie trans-thoracique droite entre janvier 2009 et 

septembre 2017 ont été inclus. Les valeurs de la CRP ont été recueillies aux 3ème (J3), 4ème (J4), 

et 5ème (J5) jours postopératoires, ainsi que toutes les complications postopératoires, 

notamment la survenue d’une fistule digestive. 

RESULTATS : Au total, 620 patients ont été inclus. Parmi eux, 265 (42.7%) ont présenté une 

complication infectieuse, dont 79 (12.7%) une fistule digestive. Le jour où la CRP était la plus 

discriminante pour le diagnostic de fistule digestive était J5 (AUC 0.74; 95% CI: 0.67–0.81). Un 

taux sanguin de CRP de 140 mg/l à J5 permettait d’obtenir une sensibilité de 85%, une 

spécificité de 55% et une valeur prédictive négative de 96% pour la détection de la fistule 

digestive. 

CONCLUSION : La protéine C réactive permet d’identifier les patients à très faible risque de 

fistule digestive après œsophagectomie. Les patients ayant des valeurs de protéine C réactive 

inférieures à 140 mg/l au 5ème jour postopératoire n’ont pas besoin d’imagerie de contrôle et 

peuvent intégrer un protocole de réhabilitation améliorée incluant une réalimentation orale 

qui devrait permettre leur sortie précoce de l’hôpital.  
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