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Chapter 1 Recent Advances In Management of Cancer esophagus

INTRODUCTION

Historically, esophageal carcinoma has been well described since the
beginning of the 19th century. The first successful resection was performed in 1913
by Frank Torek. (Torek F. 1913).

Esophageal cancer is a highly lethal malignancy, with a relative 5-year survival
rate of (19%) of patients (Siegel et al 2012). It is the eighth most common cancer
worldwide and represents the seventh cause of cancer death in the world. (Jemal, et
al., 2007)

Esophageal cancer occurs most commonly during the sixth and seventh
decades of life. (Jemal, et al., 2007).

Esophageal cancer incidence rates overall vary greatly worldwide. Incidence is
highest in Asia, southern and eastern Africa, and northern France, with annual
mortality near 100 per 100,000. The vast majority of esophageal cancers in these
high-risk areas are Squamus Cell Carcinoma (SCC). However, in most countries
mortality is less than 10 in 100,000. The country with the highest current incidence of

mortality from esophageal adenocarcinoma is Great Britain (Crew, 2004).

In the United States, The epidemiology of esophageal carcinoma has changed
markedly over the past several decades.Until the 1970s, squamous cell carcinoma
was the most common type of esophageal cancer (90-95%). SCC rates fell by (3.6%)
each year between 1998 and 2002; this decrease in incidence is thought to be

because of a reduction in smoking. (Trivers et al, 2008).

over the last 4 decades, the incidence of adenocarcinoma of the distal esophagus
and gastroesophageal junction has increased progressively and accounts for up to 40-
50% of cases. (Parkin et al., 2005). The incidence rate of adenocarcinoma of the

esophagus in the United States showed an average annual increase of 1.7% in men
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and 1.9% in women from 1999 to 2008. Currently, it accounts for more than 70% of

all the new cases of esophageal cancer. (Siegel et al 2012).

In contrast to the prevalence of SCC in the developing countries. In Britain, age-
standardised incidence rates of AC have risen by just under 40% every 5 years

(Lepage et al, 2008)

There are various subtypes, squamous cell carcinoma and adenocarcinoma.
Squamous cell cancer arises from the cells that line the upper part of the esophagus
while adenocarcinoma arises from glandular cells that are present at the junction of

the esophagus and stomach. (DeMeester and Johnson 2005).

It remains difficult to address specific risk factors for the development of
esophageal cancer, (Chronic inflammation, epithelial hyperplasia, gastroesophageal
reflux disease (GERD), Barrett's esophagus, tobacoo smoking, heavy alcohol use and

stasis of food) may contribute to malignant transformation. (Layke, 2006).

Gastroesophageal reflux disease (GERD) is the most common predisposing
factor for adenocarcinoma of the esophagus,it is estimated that (Y2 to 1%) of patients
with Barrett's esophagus develop adenocarcinoma each year,the interval between the
onset of symptoms of achalasia (which is precancerous) and the development of

cancer is approximately (15 — 20) years. (Layke, 2006).

A genome-wide association study by Wu et al identified 5 susceptibility loci on
chromosomes 5q11, 6g21, 10923, 12924, and 21g22. The findings suggest the
involvement of multiple genetic loci and gene-environment interaction in the

development of esophageal cancer. (wu C, et al.2011)

In over (85%) of patients with esophageal cancer, the presenting symptom is
dysphagia, which is initially for solids and later on progress to liquids,other common
symptoms are (weight loss, cough, and regurgitation) with associated symptoms,
which reveal tumor infiltration such as (pain, hoarseness of voice and respiratory

symptoms). (Layke, 2006).
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The tumors disseminate by direct invasion into surrounding mediastinal
structures, through blood stream by local vascular involvement and by lymphatic

dissemination. (Wallace, et al., 2002).

The goals of investigating patint with esophageal cancer is to establish the
diagnosis and to stage the cancer. Laboratory studies must be focused on the
evaluation of nutritional status due to dysphagia and liver function in alcoholic
patients.Several means are used to help in clinical staging which include
(esophagoscopy, barium swallow, computed tomography (CT) and fine needle

aspiration biopsy). (Layke, 2006).
AIM OF THE WORK

This essay aims to study the recent trends in the diagnosis and

treatment of the esophageal cancer.
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SURGICAL ANATOMY OF THE ESOPHAGUS

Introduction:

The esophagus is a 25-cm long muscular tube that connects the pharynx to the

stomach. (Postma GN, et al 2009).

The most useful reference point is the upper incisors, which are about 15 cm above

the pharyngoesophageal junction (Kuo and Urma, 2006).

The esophagus extends from the lower border of the cricoid cartilage (at the level of
the sixth cervical vertebra) to the cardiac orifice of the stomach at the side of the

body of the 11th thoracic vertebra. (Postma GN, et al 2009).
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Figure (1): Gross anatomy of the esophagus (Kuo and Urma, 2006).
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