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Box 1

Risk factors for oesophageal cancer

•Smoking6

Smoking is a major risk factor for both types of oesophageal cancer and is linked
to an estimated two-thirds of cases in the UK.3

•Excess alcohol intake6

•Chewing betel leaf 6

• *Gastro-oesophageal reflux disease (GORD)7

•Obesity (particularly central)8

•Barrett’s oesophagus
Barrett's oesophagus is a precursor and risk factor for OAC. The risk of developing
OAC with Barrett's oesophagus is currently 0.1-0.47% per year.9-11 Diagnosis of
Barrett’s oesophagus generally triggers endoscopic surveillance to enable early
diagnosis in the event of cancer developing which improves survival.12

*The diagnosis and management of GORD has been discussed in a previous article in this journal13

malignancy had either dysphagia,
weight loss or were over the age of 55
with other alarm symptoms.14 Because
of its importance as a predictor for
cancer, any subjective history of weight

loss in the absence of any known illness
should be considered.15,16

Advanced tumours can present
without dysphagic symptoms due to
the elastic nature of the oesophagus.

Patients with advanced disease may
present with anaemia and
haematemesis, resulting from bleeding
lesions, hoarse voice caused by early
mediastinal invasion or weight loss
which may indicate metastatic spread. 

At risk or alarm symptoms for
oesophago-gastric cancer that should
prompt endoscopy referral have been
highlighted in the NICE guidelines for
referral for suspected cancer17 and
ESMO4 guidelines and also previously
published guidelines by the British
surgical and gastroenterological
societies.18

The NICE recommendations for
endoscopy referral to assess for
suspected upper gastrointestinal (GI)
and oesophageal cancer are shown in
table 2, opposite.17 The recommendations
from NICE differ slightly from those in
other earlier guidelines regarding who
to refer urgently or to consider for non-
urgent endoscopy. The British surgical
and gastroenterological societies
recommend rapid access endoscopy
for all patients over 55 with recent onset
dyspepsia regardless of a response to
treatment or all patients with alarm
symptoms irrespective of age.18
Guidance from ESMO is similar to that
from NICE and recommends an upper
GI endoscopy for all patients with new
dysphagia, GI bleeding, recurrent
aspiration or nausea, weight loss and/or
loss of appetite.4

As the NICE guidance is the most
recent it should probably be used as
initial guidance for the urgency of
referral for direct endoscopy. However,
patients over 55 with dyspepsia should
be thoroughly reviewed to assess for 
a complete response to treatment. 
Non-urgent referral for endoscopy is
advisable when there is any clinical
suspicion, persisting unexplained upper
GI symptoms, or proton pump inhibitor
(PPI) treatment is required long term 
(> 6 weeks).

DIAGNOSIS
Patients with dysphagia should
undergo upper GI endoscopy with
biopsy to confirm a diagnosis of
oesophageal cancer.  Lesional biopsy

Table 1

Causes of dysphagia 53

Intraluminal
Extrinsic compression

Intrinsic causes

Motility disorders

Neurological disorders

Others

Food impaction or damage
Goitre
Osteophyte
Lymphadenopathy

Oesophageal carcinoma
Reflux-associated stricture or ulceration
Bisphosphonate-induced stricture
Doxycycline/tetracycline therapy
Eosinophilic oesophagitis
Oesophageal web
Oesophageal candidiasis
Schatzki ring

Achalasia
Oesophageal dysmotility
Functional dysphagia
Systemic sclerosis
Sjögren’s syndrome
Oesophageal spasm

Stroke
Parkinsonism
Multiple sclerosis
Motor neurone disease

Post surgery
Post radiation
Polymyositis

‘Dysphagia, weight
loss and age are
strong positive
predictors for
oesophageal cancer’


