
Curative treatment
Patients deemed medically fit with non-
metastatic or locally invasive tumours
should be offered surgical resection to
cure early cancers (Stage I-IIA) and
chemotherapy (neoadjuvant) followed
by surgical resection for higher stage
tumours (Stage IIB+) as it improves
long-term survival.16
An oesophagectomy is performed by

either an abdominal incision and transhiatal
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 transthoracic
Ivor-Lewis Oesophago-gastrectomy
which involves an abdominal incision
and a left-sided thoracotomy. 
Both methods have been found to

have similar hospital mortality and five-
year survival rates. This highly invasive
surgery is associated with significant
morbidity and complications (30%),
hospital mortality (2.9%)30 and reduction
in long-term quality of life31 therefore
results of surgery are subject to national
audit30 and performed in centres with
higher case volumes to achieve better
results.32

Multiple meta-analyses have shown
the benefits of preoperative
(neoadjuvant) chemotherapy or
radiotherapy in patients undergoing
surgery. Two cycles of neoadjuvant
chemotherapy have been shown to
improve survival over two years from 
34 to 43% without additional serious
adverse events in a large UK Medical
Research Council study. This effect is
notable especially for patients with T3
disease or the presence of lymph nodes
and is therefore used in most UK
centres.33-35
Given its response to radiotherapy,

definitive (curative) chemoradiotherapy
can be an option for localised OSCC 
(i.e. all areas within a radiation field)
especially if it is affecting the upper
oesophagus. Although surgery seems to
be a better option in comparison,36
some studies have  shown equivalent
two-year survival to surgery in this
group, therefore chemoradiotherapy
remains a recommended first-line
option for OSCC.37,16
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diameter, and enables peritoneal
cytology and biopsies to be obtained
from suspicious lesions. Staging
laparoscopy changes treatment
decisions for invasive surgery in up to
28% of patients with gastric cancer after
CT.28As with all cancers the stage of a
cancer is closely related to prognosis
emphasising the need to diagnose
oesophageal cancer at an early stage,
see table 4, above.29
The staging process highlights the

complex pathway and investigations
required before reaching a decision
regarding suitability for curative surgery
and treatment. If needless significant
abdominal and thoracic surgery is
performed in patients with advanced
disease the recovery from surgery is
likely to have a huge impact on the
patient’s quality of life for their remaining
life expectancy. Throughout the staging
process it is imperative that patients are
supported by cancer nurse specialists. 

MANAGEMENT 
Management options are discussed at 
a specialist upper GI multidisciplinary
team (MDT) meeting involving
experienced surgeons, radiologists,
pathologists, oncologists and cancer
nurse specialists. Investigation results
are considered alongside the patient’s
fitness for surgery and/or chemotherapy
and the final decision made together
with the patient after the clinician has
explained the recommended treatment
options. 
Tumours that show local invasion (T4)

or distant metastases (M1) are not
amenable to curative treatment.

and would usually be requested at the
time of a suspicious endoscopy. It has a
high (90%) sensitivity for detecting
distant metastases > 1 cm and significant
local invasion into adjacent mediastinal
organs (85-100%).21-23
If distant metastases and local

invasion are absent, a clinical
assessment is required to discuss
findings and assess suitability for
curative treatment including surgery.
Given the potential significant surgery,
detailed below, and the likely age at
presentation, a formal objective cardio-
respiratory assessment is often required
including exercise tolerance24or complex
cardiopulmonary exercise testing.2 
Patients choosing curative treatment

undergo complete TMN staging, see
table 3, p25. Endoscopic ultrasound
(EUS) provides accurate assessment of
the tumour size and local lymph node
stage. This is important as tumours with
early T stage (1-2) do not benefit from
neoadjuvant chemotherapy before
curative resection (see treatment
section below).26
Positron emission tomography (PET)

using F-18 fluorodeoxyglucose is also
performed to detect distant lymph node
or metastatic disease. Around 5% of
patients with oesophageal cancer who
are initially thought operable are
precluded from oesophagectomy after
CT and EUS staging.27
Staging laparoscopy is indicated

where the tumour involves the lower
oesophagus and upper stomach and CT
shows potentially operable disease.
Laparoscopy can detect peritoneal and
metastatic disease under 5 mm in
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‘Most patients 
with oesophageal
cancer have
incurable
metastases 
at diagnosis’

Table 4

Staging of oesophageal cancer using the Tumour, Nodal, Metastases
classification and associated five-year survival despite treatment
(slightly simplified to account for both types)52 

Stage Five-year survival Tumour (T) Nodal (N) Metastases (M) stages
OAC OSCC

IA 78% 70% T1, N0, M0 (well differentiated)

IB 64% 61% T1, N0, M0 (poorly differentiated)

IIA 50% 53% T2, N0, M0   

IIB 40% 41% T3, N0, M0;   T2, N1, M0;    T1, N1, M0

IIIA 25% 25% T4a, N0, M0;   T3, N1, M0;   T1 or 2, N2, M0

IIIB 18% 18% T3, N2, M0

IIIC 15% 15% T4a, N1, 2 or 3, M0;  T4b, Any N, M0 

IV < 4% <4% Any T, Any N, M1


