Cancer of Oesphagus


Carcinomas of the upper and middle thirds of the oesophagus are usually squamous-cell carcinomas (SCCs) but, in the lower third, over half are adenocarcinomas invading upwards from the cardia of the

stomach or arising in dysplastic gastric mucosa (Barrett’s oesophagus).

There is a huge geographical variation in incidence. Carcinoma of the oesophagus is the leading cause of cancer death in China but accounts for only 1–2% in the West. However, adenocarcinoma of the oesophagogastric junction is rising in incidence in the West.

Risk factors include:

1. Alcohol

2. Tobacco

3. Nutritional deficiencies – vitamin A, vitamin C, riboflavin

4. Chronic iron and vitamin deficiency in the Plummer–Vinson

5. (Paterson–Kelly) syndrome (rare and decreasing)

6. Tylosis (autosomal dominant condition of palmar and plantar hyperkeratosis) – 45% lifetime risk of oesophageal cancer.

Surgery. Resection is the best approach for younger patients without evidence of distant spread. 
Preoperative chemotherapy
Radiotherapy. Radiotherapy (or a combined chemo-radiation approach) is the treatment of choice for most Squamous Cell Carcinoma of the upper and middle oesophagus, since this avoids the operative mortality of surgery and gives similar survival. 
Preoperative radiotherapy has been assessed by randomized trial and does not appear to improve resection rates or survival. Adjuvant radiotherapy is indicated only if the resection margins are involved but not if there is nodal involvement.

Chemotherapy can be effective in both SCC and adenocarcinoma, and is indicated in the preoperative setting. For SCC the chemotherapy–radiation combination has proven benefit over either modality alone and has a 3-year survival equivalent to surgery

