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with histological interpretation is used
to identify the cancer subtype and to
exclude other potential causes such as
severe GORD and ulceration, see table 1,
opposite. If histology is benign but
endoscopic appearances were
suspicious of cancer, gastroscopy
should be repeated. In severe reflux,
gastroscopy with biopsies is repeated
after 6 weeks of anti-acid treatment to
ensure healing and exclude underlying
cancer or Barrett’s oesophagus or
earlier if symptoms are progressive on
PPI. Failure to diagnose oesophageal
and gastric cancer at initial endoscopy
is consistently around 10%. Hence,
patients with unexplained symptoms
should be considered for a second
gastroscopy.19, 20

PPIs may mask endoscopic findings
and alter the appearance of malignant
ulcers. Initial gastroscopy should follow
a break in PPI therapy, usually of two
weeks although there is no evidence on
the best timing. If the patient is unable
or unwilling to tolerate gastroscopy
barium studies can be carried out.21 

This approach may detect a stricture or
mucosal ulceration. However, it does
not enable histological sampling to
differentiate between malignant and
benign ulceration so diagnosis could be
delayed.

DISEASE STAGING
If gastroscopy reveals a lesion
suspicious of oesophageal cancer, the
patient is warned and referred to a
specialist upper GI surgery unit. 
The staging process enables patients
and their doctors to choose appropriate
treatments and avoid unnecessary
surgery in those with advanced or
incurable disease, see figure 1, p21.

Oesophageal cancer staging employs
the Tumour, Nodal, Metastases (TNM)
classification system.22

Computed tomography (CT) of the
neck, chest, abdomen and pelvis
(whole body) is carried out initially to
detect incurable disease.3,4 CT has a
90% sensitivity for detecting distant
metastasis > 1 cm and 85-100%
sensitivity for detecting significant local
invasion into adjacent mediastinal
organs.23-25 If the patient has no distant
metastases or local invasion, a clinical
assessment for suitability for curative
treatment including surgery is carried
out. This will often include a formal
objective cardiorespiratory assessment
including exercise tolerance26 or
complex cardiopulmonary exercise
testing.27 

Patients being considered for radical,
curative treatment undergo complete
TNM staging. Positron emission
tomography (PET-CT) using F-18
fluorodeoxyglucose is recommended in
all patients to detect distant lymph
node or metastatic disease.3 Around 
5-15% of patients with oesophageal
cancer who are initially thought to be
suitable for surgery are precluded from
oesophagectomy after PET-CT
staging.28 Endoscopic ultrasound (EUS)
can provide further assessment of, and
possible tumour invasion into, nearby
organs (such as the aorta) and sample
suspicious lymph nodes but given its
limited effect on management it is now
only recommended in specific
patients.3,29

Staging laparoscopy is indicated
where the tumour involves the lower
oesophagus and upper stomach and
CT demonstrates potentially operable
disease. Laparoscopy is able to detect

peritoneal and metastatic disease 
< 5 mm in diameter, and enables
peritoneal cytology and biopsies to be
obtained from suspicious lesions.
Staging laparoscopy alters initial
treatment decisions for invasive surgery
in up to 28% of patients with gastric
cancer following CT.30 The stage of a
cancer is closely related to prognosis
emphasising the importance of early
diagnosis.31

There is a high rate of synchronous
second squamous lung and throat
cancer in patients with OSCC due to
chronic smoking and alcohol
consumption therefore there is a low
threshold for bronchoscopy and ear,
nose and throat specialist review to
exclude synchronous second cancer.20

Patients should be supported by
cancer nurse specialists and specialist
dietitians during the staging process.
The complex staging process is key to
decision-making regarding suitability
for curative surgery and treatment. 
If surgery is performed unnecessarily 
in patients with advanced disease the
recovery from surgery may have a
significant impact on the patient’s
quality of life for their remaining life
expectancy.  

MANAGEMENT
The specialist upper GI multidisciplinary
team (MDT) involves consultant
surgeons, radiologists, pathologists,
oncologists, gastroenterologists,
palliative care physicians as well as
cancer nurse specialists and specialist
dietitians. The patients’ investigation
results are considered alongside their
fitness for surgery and/or
chemotherapy at the MDT meeting.
The final decision should be made
together with the patient after the
recommended treatment options have
been carefully explained. Tumours that
show local invasion (T4) or distant
metastases (M1) are not amenable to
curative treatment. »

Table 2

NICE guidance on referral for suspected oesophageal cancer 17

Urgent direct access (within 2 weeks) for upper gastrointestinal endoscopy
•Dysphagia 
•Aged 55 or over with weight loss and any of the following: 
— Upper abdominal pain 
— Reflux
— Dyspepsia

Consider non-urgent direct access for upper gastrointestinal endoscopy for:
•Episode of haematemesis
•Aged 55 or over with:
— Treatment-resistant dyspepsia
— Upper abdominal pain with low haemoglobin levels
— Raised platelet count with any of the following: 
nausea, vomiting, weight loss, reflux, dyspepsia,upper abdominal pain or
— Nausea or vomiting with any of the following:
weight loss, reflux, dyspepsia, upper abdominal pain ‘There is a high rate

of synchronous
second squamous
lung and throat
cancer in patients
with oesophageal
squamous cell
carcinoma’ 


