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Introduction and Aim of the Work,

Introduction

Esophageal cancer is diagnosed in about 400,000
patients per year, which makes it the ninth most common
malignancy worldwide and sixth on the list of cancer mortality
causes (Peter and Siersema 2008).

According to the National Cancer Institute, in the
United States there were be approximately 17990 new cases
and 15210 deaths in 2013. Despite many advances in diagnosis
and treatment, the 5-year survival rate for all patients
diagnosed with esophageal cancer ranges from 15% to 20%
(Pennathur A et al., 2013).

The epidemiology of esophageal cancer in developed
nations has dramatically changed over the past forty years.
Forty years ago squamous cell carcinoma (SCC) was
responsible for greater than 90% of the cases of esophageal
carcinoma in the United States. Adenocarcinoma has now
become the leading cause of esophageal cancer in the United
States, representing 80% of cases. In 1975 esophageal
adenocarcinoma (EAC) affected four people per million, in
2001 the rate had increased to twenty-three people per million.
Making it the fastest-growing cancer in United States,
according to the National Cancer Institute (Kyle J Napier et
al., 2014).

Esophageal squamous cell carcinoma (ESCC) is defined
as a tumor in the squamous epithelium that lines the normal
esophagus. Adenocarcinomas are tumors that are located at the
interface of the distal esophagus and proximal stomach .The
prognosis of esophageal cancer has slightly improved over the
last few years in patients eligible to undergo a surgical
resection; however, the 5-year survival rate in the resected
group is still not higher than 30% to 35% (Omloo JM et al,
2007, Chang AC et al., 2008).




