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ESOPHAGEAL CANCER 
DIAGNOSIS AND STAGING

INTRODUCTION

Esophageal cancer is one of the most com-
mon causes of cancer-related deaths worldwide. 
Squamous cell carcinoma (SCC) and adenocarci-
noma appear to be more than 95% in malignant 
tumors of the esophagus [1, 2]. In the 1960s, SCC 
was the type that appeared in more than 90 per-
cent of esophageal cancers in the United States, 
while adenocarcinomas were very rare. To date, 
the incidence of esophageal adenocarcinoma has 
increased importantly, responsible for> 60% of all 
esophageal cancers in the USA [2]. However, SCC 
is still the most common histopathological type 
worldwide [1].

Esophageal SCCs and adenocarcinomas con-
tain differences in several features such as tu-
mor localization and predisposing factors. Risk 
factors for SCC are smoking, drinking alcohol, 
mutations of enzymes that metabolize alcohol, 
achalasia, caustic injury, thoracic radiation histo-
ry, poor oral hygiene, low socioeconomic status, 
nutritional deficiencies, and non-epidermolytic 
palmoplantar keratoderma. Risk factors for ade-
nocarcinoma are symptomatic gastroesophageal 
reflux disease, barret esophagus, smoking, obe-
sity, history of thoracic radiation, low nutrition 
with vegetables and fruits, increased age, male 
sex, drugs that relax the lower esophageal sphinc-

ter, and positive familial history [3]. Esophage-
al SCCs and adenocarcinomas are described as 
two different diseases with specific epidemiol-
ogy, pathogenesis, and tumor biology. Howev-
er, whether histology affects the therapeutic ap-
proach and how it affects is controversial.

CLINICAL FINDINGS

Clinical symptoms and signs in esophageal 
cancer appear according to the length and local-
ization of the cancer, its invasion, and the distant 
metastases. The most common complaint that 
comes to the fore in patients with esophageal can-
cer is dysphagia. Weight loss, chest pain, regurgi-
tation and vomiting, anorexia, hoarseness, cough, 
hematemesis, Horner Syndrome are symptoms 
and signs that can be seen in esophageal cancer 
cases. Although rare, most of the esophageal can-
cers detected at an early stage are asymptomatic 
[4, 5].

In the current series, approximately 6-10% 
of cases are asymptomatic at the time of diagno-
sis [2]. Most early (superficial) esophageal can-
cers in the U.S. are detected by chance or during 
screening or monitoring of Barrett’s esopha-
gus. Early intramucosal cancers are specifically 
asymptomatic.
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Lymphadenectomy should be done according to 
the new AJCC 8th edition regional lymph node 
map. In the optimum number of lymphadenec-
tomies for maximum survival, there is a simple 
rule, such as resection of 10 regional lymph nodes 
for pT1 cancers, 20 for pT2, and ≤30 for pT3 [16].

Theoretically, pathological staging has the po-
tential to provide precise cancer follow-up in the 
post-esophagectomy period. Using this informa-
tion to guide postoperative adjuvant therapy will 
support more effective treatment.

8th edition post-neoadjuvant staging
What is new in the eighth edition is the stage 

grouping of patients undergoing neoadjuvant 
therapy and pathological examination of resec-
tion materials. Groupings are the same for both 
cell types (Table 4) [16].

Table 4. Postneoadjuvant therapy (ypTNM) stage 
groups

ypStage group ypT ypN ypM
I T0–2 N0 M0
II T3 N0 M0
IIIA T0–2 N1 M0
IIIB T4a N0 M0

T3 N1–2 M0
T0–3 N2 M0

IVA T4a N1–2, X M0
T4b N0–2 M0
T1–4 N3 M0

IVB T1–4 N0–3 M1
X, not defined.

Another area where integrated PET / CT can 
be clinically useful is re-staging after initial in-
duction therapy, a method with increasing fre-
quency of application in locally advanced diseas-
es. Limited experience shows that whole-body 
PET / CT imaging detects distant metastases in 
approximately 8% of patients following induction 
chemoradiotherapy [24, 25]. In addition to the 
detection of occult metastatic disease, FDG-PET 
scan after induction therapy gives information 
on the metabolic response in the primary tumor. 
Thus, it can be clinically useful in choosing the 

next treatment. Early data from retrospective se-
ries suggest that post-chemoradiotherapy FDG-
PET screening can serve to identify patients who 
can avoid surgery. Other data suggest that re-
sponses observed in PET scans during induction 
chemotherapy have an important predictive and 
prognostic effect.

CONCLUSION

Patients with advanced thoracic or cervical es-
ophageal carcinoma generally present with pro-
gressive dysphagia and weight loss. Esophageal 
cancer is usually diagnosed by endoscopic biopsy. 
After the diagnosis of esophageal cancer, treat-
ment is decided by TNM staging, which includes 
the extent of local disease and distant metastases. 
EUS is a popular method in locoregional staging. 
Distant metastasis assessment may include the 
neck, chest, and abdominal contrast-enhanced 
CT, whole-body integrated FDG PET / CT, EUS, 
and/or diagnostic laparoscopy.
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