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Curative treatment
Advances in endoscopic imaging now
result in detection of early, non-ulcerating
carcinomas at screening and before
dysphagia develops. In small nodular
lesions < 2 cm, endoscopic mucosal
resection (EMR) may be considered to
stage and treat early cancers and
differentiate between high grade
dysplasia, T1a (tumour invades lamina
propria or muscularis mucosae) and
T1b (tumour invades submucosa)
lesions.4,32 Endoscopic removal may be
complete and considered curative in
T1a given the low incidence of lymph
node metastases in this group (< 5%),
and avoids surgery. Although T1b OAC
can be fully removed with EMR,
patients should be offered radical
resection if they are fit enough to have
surgery due to the higher risk of lymph
node metastases up to 20%.12 Patients
deemed medically fit with localised,
non-metastatic OAC should be offered
surgical resection. This is recommended
with the addition of chemotherapy
before or before and after surgery or
chemoradiotherapy only before
surgery.3 

Curative chemoradiotherapy may be
an option for localised OSCC especially
if it is affecting the upper oesophagus.
Although surgery appears to be a
better option in comparison,33 some
studies have shown equivalent two-
year survival to surgery in this group,
therefore chemoradiotherapy remains
a recommended first-line option for
OSCC.18,34 The benefits, risks and
treatment consequences of each
option need to be fully discussed with
the patient.

Oesophagectomy is highly invasive
surgery and is performed by either an
abdominal incision and trans-hiatal
approach (to mobilise the stomach and
a subsequent neck incision to pull up
the stomach into the mediastinum 
and remove the oesophagus) or as a
trans-thoracic Ivor-Lewis oesophago-
gastrectomy which involves an
abdominal incision and a left-sided
thoracotomy. The two approaches
have similar in hospital mortality and
five-year survival rates.

Oesophagectomy is associated with
significant morbidity and complications
(33%),35 in hospital mortality (1.9%) and
90-day mortality rate of (3.2%)36 with
reduction in long-term quality of life.37

Surgery should be performed in
centres with higher case volumes to
achieve better results, and the
outcomes of surgery are subject to
significant national audit data.38,39

Multiple meta-analyses have shown
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Oesophageal cancer rates are continuing to increase. 
Oesophageal cancer is the thirteenth most common
cancer in the UK, however, its outcome remains poor
making it the fifth most common cause of cancer deaths.
There are two main types; oesophageal squamous cell
carcinoma (OSCC) and oesophageal adenocarcinoma
(OAC). They have different pathogenesis but similar
presentation. Both carry a very poor five-year survival of
17% compared with more common cancers such as
colorectal (60%), prostate (88%) and breast cancer
(86%). The UK has the highest incidence of OAC in
Europe in females and the second highest in males. 

Oesophageal cancer is twice as common in men than
women with peak incidence at presentation in the 65-75
age group. Smoking is a major risk factor for oesophageal
cancer and is linked to an estimated two-thirdsof cases in
the UK. Other risk factors include excess alcohol intake,
chewing betel leaf, gastro-oesophageal reflux disease,
obesity and Barrett’s oesophagus.

Oesophageal cancer commonly presents with dysphagia 
or odynophagia and can be associated with weight loss
and vomiting. Referral for urgent endoscopy should
always be considered in the presence of dysphagia
regardless of previous history or medication. Dysphagia,
weight loss and age are strong positive predictors of
cancer. In a study on symptom referral for rapid access
endoscopy, 92% of patients with malignancy had either
dysphagia, weight loss or were over the age of 55 with
other alarm symptoms. NICE recommends urgent referral
(within 2 weeks) for direct access for upper GI endoscopy
in patients with dysphagia and those aged 55 years or
over with weight loss and any of the following: upper
abdominal pain, reflux, or dyspepsia.

Once diagnosis has been confirmed, the staging process 
enables patients and their doctors to choose appropriate
treatments and avoid unnecessary surgery in those
patients with advanced or incurable disease. Computed
tomography of the neck, chest, abdomen and pelvis
(whole body) is carried out initially to detect incurable
disease. If the patient has no distant metastases or local
invasion, a clinical assessment for curative treatment
including surgery is carried out. Tumours that show local
invasion or distant metastases are not amenable to
curative treatment.

The majority of patients with oesophageal cancer have 
incurable metastases at diagnosis. Palliative combination
chemotherapy is an option in advanced oesophageal
cancer.  Dysphagia is the predominant symptom in
patients with oesophageal cancer and self-expanding
metal stents can be used to relieve dysphagia and aid
nutrition. Nutritional assessment and review by a dietitian
should be offered before, during and after radical
treatment or palliative treatment.

the benefits of preoperative
(neoadjuvant) chemotherapy or
chemoradiotherapy in patients
undergoing surgery.4 A large UK study
found that two cycles of neoadjuvant
chemotherapy improved survival over
two years from 34 to 43% with no
additional serious adverse events. 
This effect is notable especially for
patients with T3 disease (tumour
invades adventita) or the presence of
cancer in lymph nodes and is therefore
used in most UK centres.40-42

Palliative treatment 
The majority of patients presenting with
oesophageal cancer have incurable
metastases at diagnosis. A palliative
treatment plan should be considered by
the MDT, taking into account
performance status and the views of
the patient. Early direct involvement of
the palliative care team, the cancer
nurse specialists and dietitians is vital.

Palliative combination chemotherapy
is an option in advanced oesophageal
cancer. Studies have demonstrated a
response to palliative chemotherapy in
37-48% of patients. Mean survival is 
8-13 months with better outcomes in
patients with OSCC.43,44 In patients with
advanced OAC involving the upper
stomach, endoscopic biopsies are
assessed for HER-2 immunopositivity.
The addition of trastuzumab can result
in a significant improvement in
response rate and median overall
survival (13.8 vs 11.1 months) in those
with HER-2 receptive tumours.45,46

Self-expanding metal stents (SEMS)
can be used to relieve dysphagia and
aid nutrition. They can be placed
endoscopically or radiologically
bringing relief in a single procedure.18
When compared with other methods to
help swallowing, such as endoscopy
with argon photocoagulation
debulking, SEMS have similar outcomes
on quality of life, but debulking requires
multiple procedures so is avoided in
those patients with limited life
expectancy.47 Complications include
stent migration, pain for up to 10 days,
blockage and stent overgrowth by
tumour requiring further stent or
endoscopy in a third of cases.48

External beam radiotherapy should be
considered after SEMS insertion for
long-term disease control.3

Support and follow-up
Nutritional assessment and review by 
a dietitian should be offered before,
during and after radical or palliative
treatment.3 Input from dietitians and
cancer nurse specialists has been
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