
Oesophageal cancer



• Welcome

• G-ECHO is hosted by the Gastro Foundation in association with 
Project ECHO, University of New Mexico

• G-ECHO Fellows is run every Monday at 16:30

• The chat will be open for questions



Introduction

• Top ten cancer
– World-wide
– South Africa

• Two biologically distinct subtypes 
– Hampered accumulation of evidence

• Squamous cell carcinoma predominant in SA
• Eastern Cape and KZN

– Gauteng and Western Cape see patients from these provinces

• Late presentation and poor prognosis
– <20% eligible for curative treatment (5% in SA)



Diagnosis

• Dysphagia and weight loss are cardinal symptoms
• Late symptoms due to expansive nature of oesophagus

– No serosa
– Locally advanced

• Endoscopy with biopsy is gold standard
– Exact site
– Length
– Circumferential
– Obstruction
– 6 biopsies

Smyth Nature reviews 2017
Graham Gastroenterology 1982



Staging



Clinical scenario 1

• 56 year old female

• Dysphagia and weight loss

• No co-morbidities

• ECOG 1

• Upper endoscopy – Tumour 28-34cm 

• Histology – SCC

• With regards to staging investigations for this patient



True or False

• N stage is defined by the number rather than the location of nodes

• EUS is superior to CT scan for N staging 

• EUS is least accurate for T-stage in T2 lesions

• The specificity of CT for N staging is superior EUS 

• A barium swallow should be performed to exclude TOF/axis deviation 
or angulation 
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Union for International Cancer control (UICC)

Rice J Thorac Oncol 2017



Modalities for staging

• CT scan

• EUS

• FDG-PET CT

• EMR/ESD

• Other

– Bronchoscopy

– MRI

– Bone scan





True or False

• N stage is defined by the number rather than the location of nodes

• EUS is superior to CT scan for N staging 

• EUS is least accurate for T-stage in T2 lesions

• The specificity of CT for N staging is superior EUS 

• A barium swallow should be performed to exclude TOF/axis deviation 
or angulation 
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Luo PLoS One 2016



Luo PLoS One 2016



N stage

Vliet BJC 2008





Clinical scenario

• 60 year old male
• Dysphagia/weight loss
• No co-morbidities
• ECOG 0
• Tumour 26-32cm 
• SCC on histo
• T2/T3 N0 M0
• What next?
• Adequate staging?



Findlay BJS 2015

Is there any point in performing an 
EUS for T2-T4 tumours on CT?



Which investigation is most accurate for 
detection of distant mets?

• EUS

• CT

• PET

• MRI



Which investigation is most accurate for 
detection of distant mets?

• PET



M stage





Staging algorithm

Dysphagia +/- weight loss

Upper endoscopy + biopsy

Staging CT scan 

Advanced disease or ECOG>2

PalliateM1 disease



Staging CT scan 
no criteria for palliation

Bronchoscopy At or above carina 

Possible T1

EUS +/- FNA
+/- Staging ER

T1aN0 

Follow up 

T1b or N1 

T2-T4b

PET CT  OGJ tumour 

Staging laparoscopy 
Findlay BJS 2015
Vliet BJC 2008



Management according to stage

• Early cancer
– Mucosal and submucosal

• T2
– Node negative

• Locally advanced
– T2N1-3
– T3
– T4

• Metastatic
– Distant mets



Early oesophageal cancer



• 70 yr old male

• Reflux symptoms

• ECOG 1

• Upper endoscopy

• Histo – ADC

• CT – no lesion 

• EUS – T1a

• Management?



Management

• Endoscopic resection

• Histo – T1b – completely excised

• Further management?



Early Ca oes - True or False

• Nodal spread is the strongest predictor of survival post oesophagectomy 

• Chances of Lymph spread is higher in SCC than ADC in T1b lesions

• Endoscopic resection is associated with a higher recurrence compared 
to surgery in T1a lesions

• EUS is mandatory in all patients considered for endoscopic resection
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Definition

• Limited to mucosa or submucosa

• No lymph node metastases

• T1a, T1b, N0

Domper WJG 2015
Japanese Society for Esophageal Diseases 





Wu Gastroint endoscopy 2014



Stein Ann Surg 2005

Prognostic value of N-stage



Fujita WJS 2001

T1a T1b

Mucosal vs. submucosal



Gockel Expert Rev. Gastroenterol. Hepatol 2011



Early oesophageal cancer

Tis T1a T1b

Endoscopic resection

ADC SCC

Oesophagectomy

SM1 SM2 SM3



Clinical scenario

• 60 year old male

• Dysphagia/weight loss

• No co-morbidities

• ECOG 0

• Tumour 26-32cm 

• SCC on histo





Clinical T2N0M0

1. What is the best management approach?

a. Neoadjuvant therapy followed by surgery

b. Surgery alone (adjuvant chemoradiotherapy if indicated on p-stage)

2. What are the chances of lymph node spread?

a. 30-50%

3. What is the best surgical approach?

a. Transthoracic 3 incision



Difficulties with T2 cancers

• Invasion of muscularis propria

• Small subset of patients only

• Staging modalities are less accurate

• Rate of nodal positivity is 30-50%

• Positive predictive value of clinical staging is low

Sancheti Surg Clin N Am 2012



Management

• Controversial

• Difficulties in clinical staging

Stiles Ann Thorac Surg 2011



Overall survival – T2N0

Zhang Ann Thorac Surg 2012

50% 5yr OS
>50% understaged



Treatment options - T2N0

Neoadjuvant + surgery
• Growing practice

• Not fully supported in literature

• 58% 5 year DFS

Surgery +/- adjuvant
• Common practice in upstaged patients

• Improved survival of 43% vs. 10% in 
surgery alone

Kounturakis Cancer 2011 Rice J of Thor and cardivasc surg 2007



Surgical principles



Surgical principles

• What margins should be aimed for?

• Extent of lymphadenectomy?

• Differences between trans-hiatal and trans-thoracic?

– Survival 

– Complications

– Anastomotic leak

– Blood loss



Proximal Margin

Tam Annals surgery 1987
Migliore Future oncology 2014



Distal margin



Ma, et al. World J Gastroenterol 2014

Improved 5yr OS - but
Significant heterogeneity
Mostly observational
Should be individualised



Complications

Ma, et al. World J Gastroenterol 2014



Lymphadenectomy

• What extent of lymphadenectomy should be performed?

• 2 field vs. 3 field

• Individualise according to clinical stage and intra-op findings

• Standard 2 field adequate for most patients

• Survival difference may be due to stage migration



Overall 5 yr survival

Pulmonary complications
Wei, et al World J Gastroenterol 2014



Wei, et al World J Gastroenterol 2014
Blood loss

Anastomotic leak



Management algorithm - OSCC

Tis/T1a T1b-T2 

N-ve N+ve

EMR or ESD Oesophagectomy Neoadjuvant CRT

R0 resection
N0

R1/2
N1-3

Clinical follow up Adjuvant therapy

Surgery



Management algorithm - OADC

Tis/T1a T2 

N-ve N+ve

EMR or ESD Oesophagectomy Peri-operative chemo

R0 resection
N0

R1/2
N1-3

Clinical follow up Adjuvant therapy

Surgery

T1b 

N-ve N+ve

T1a 
T1b – sm1

T1b sm2/3



• Thanks to ECHO UNM and the ECHO India Team for the 
support

• Feedback form available in the chat

• Recordings will be available on the GF website

• Thanks to Gastro Foundation

• Next week: 4 April 2022

– Topic: Classification, pathology & diagnosis of pancreatic cancer

– Presenter: Colin Noel


