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THE DIGESTIVE SYSTEM

THIS FACTSHEET IS ABOUT OESOPHAGEAL CANCER
WHAT IS THE OESOPHAGUS?
The oesophagus (often known as the gullet) is a muscular tube that leads to the
stomach. Food and drink pass from the back of the throat into the stomach through
the oesophagus. When food is consumed the muscles at the top of the oesophagus
contract, forcing food and fluid downwards into the stomach. At the lower end of
the oesophagus there is a muscular valve (the sphincter), which prevents food and
fluid being pushed upwards from the stomach.
Around 1 in 5, to 1 in 3 of the population appear to have a weakness of the lower
oesophageal sphincter (valve), which allows acidic stomach contents to splash back
up into the oesophagus, causing Heartburn and reflux (GORD).
CANCER OF THE OESOPHAGUS
Cancer of the oesophagus develops from the lining of the oesophagus, and has the
effect of narrowing the oesophagus and causing difficulty in swallowing. At first solid
food tends to lodge or stick in the oesophagus, and this is followed by difficulty in
swallowing liquids.
The cancerous cells may spread outside the oesophagus to involve nearby structures,
such as lymph nodes and blood vessels in the chest and abdomen. Cancer cells may
also be carried in the blood stream to form secondary tumours (metastases), in the
liver or elsewhere.
Most cancers in the upper two-thirds of the oesophagus are known as squamous
carcinomas, because they develop from the squamous (skin-like) cells which line the
oesophagus.
Cancers occurring in the area where the oesophagus joins the stomach are usually
adenocarcinomas, derived from stomach-like cells. Adenocarcinoma often develops
when the squamous cells at the lower end of the oesophagus have been replaced by
stomach-type (columnar) cells, which have the potential to become cancerous. This
condition is known as Barrett’s oesophagus1.
Oesophageal cancer is the 9th most common cancer worldwide3. The number of
people diagnosed with oesophageal cancer in Northern Europe is approximately 5.5
people in 100,0001of the population 7 out of 10 people diagnosed in Europe were
male1,2.

CAUSES
CAUSES OF OESOPHAGEAL CANCER
Squamous cell carcinoma (SCC)
Important risk factors for cancer of the oesophagus include smoking cigarettes and
drinking alcohol, particularly spirits3. 7 in 20 oesophageal cancers are caused by
smoking3. A combination of both smoking and spirit-drinking considerably increases
the risk. The risk of this kind of cancer is also potentially increased for people who
consume their drinks very hot. Infection with the HPV virus can occasionally cause
SCC and there are other rare genetic causes4 such as ALDH2 deficiency alongside
unhealthy alcohol intake increases the risk, and risk slightly increases if someone has
a skin condition called Tylosis4. There is a rare disorder of the muscles of the
oesophagus, known as achalasia6, in which there is a failure of relaxation of the
muscular valve at the bottom of the gullet and contraction of the lower end of the
oesophagus. This can very occasionally lead to cancer.
Areca (Betel) nut consumption, used in paan by some ethnic communities, has also
been implicated with a younger age of oesophageal cancer onset and poorer
response to therapy7.
Adenocarcinoma
Cigarette smoking increases the risk of adenocarcinoma4. It also appears that the
amount of acid reflux (see above regarding Barrett’s oesophagus) and the time over
which the oesophagus has been exposed to this acid, are key risk factors4. This may
explain the recent increase in the number of cases of adenocarcinoma of the
oesophagus. 1 in 10 people with reflux (GORD) will develop Barrett’s Oesophagus.
Of those with Barrett’s oesophagus, 3 people in 2,5008 to approximately 133 people
in 10,0009 people have a lifetime risk of developing oesophageal cancer. A family
history of oesophageal cancer can slightly increase the risk, 7 out of 100 of people
diagnosed with Barrett’s oesophagus and cancer were related in a European study4.
Having an unhealthy body weight or having a body mass index (BMI) of 30 Kg/m2 or
more is a cause in 1 in 4 oesophageal cancers. The higher the BMI the greater the
risk, as this increases GORD and thus the risk of oesophageal adenocarcinoma.
This cancer is particularly common in some parts of Africa1 and China1, and is likely
to be partly caused by the local diet or the way that food is preserved and cooked.
SYMPTOMS
WHAT ARE THE SYMPTOMS?
Oesophageal cancer may cause no symptoms until it begins to obstruct passage of
food and fluids down the oesophagus, or to make swallowing painful (dysphagia). As
the cancer develops, there is progressive difficulty in swallowing, at first with solids
such as meat and bread, and then with softer foods. Eventually there is difficulty in
getting liquids down. Patients begin to lose weight and may have other symptoms,
such as choking, vomiting, coughing, unexplained chest infections or a hoarse voice.
Although some patients report long-standing heartburn before developing these

symptoms, most people who develop oesophageal cancer have no symptoms of this
kind before they experience dysphagia.
HOW IS THE DIAGNOSIS MADE?
Most patients seek medical attention because of problems swallowing. Going to the
doctor early when symptoms begin is important, to increase the chances of early
diagnosis and effective treatment. The GP is likely to make a referral to a specialist
for investigations. These are likely to include a barium swallow. This involves
swallowing a white liquid containing barium, which shows up on X-ray, outlining the
oesophagus and revealing any obstruction. Another test likely to be used is an
endoscopy, in which a narrow, flexible telescope is passed gently into the
oesophagus through the mouth, using a local anaesthetic throat spray or sedation.
Changes in the lining of the oesophagus can be seen and samples taken (biopsy) for
laboratory examination.
TREATMENT
If cancer is diagnosed, other tests may be needed to see if it has spread. These
include chest X-ray and ultrasound examinations of the chest, and other tests such as
a CT scan, positron emission tomography (PET) scan.
A CT or MRI scan might be done to find out where the cancer is and if it has spread,
these scans detect changes to body and organ structures. This is sometimes
combined with another type of scan called a PET-CT scan, which detects microscopic
changes in body cells by using a radioactive drug that shows where the cancer is
more active inside the body. Sometimes an endoscope combined with an ultrasound
at the end of the endoscope might be used to check areas inside the body from the
oesophagus.
Occasionally it is necessary for a surgeon to look inside the abdomen using a special
illuminated tube (laparoscopy) to look for other areas the cancer may have spread
to.
TREATMENT
Endoscopic mucosal resection: this treatment is used when there are abnormal cells
lining the oesophagus or the cancer is very small and found only on the surface of
the oesophagus. This is similar to having an endoscopy, but the doctor will remove
the abnormal cells during the procedure.
Surgery: is the most common treatment in the United Kingdom, particularly if the
cancer has not spread beyond the oesophagus.
The different types of surgery are as follows and will depend on the position of the
tumour the surgeon may need to enter the chest cavity, the abdomen or the neck,

and will remove the affected part of the oesophagus with the surrounding lymph
glands.
An oesophagectomy is when the part of the oesophagus containing the cancer is
removed. The approach to this can vary from keyhole surgery to larger open skin
incisions, depending on the location of cancer and the spread to adjacent lymph
nodes. The principle of the surgery is to remove the cancer, along-with all adjacent
lymph nodes and tissues that the cancer may have spread to give the patient the
best chance of survival.
A tube is then made out of the stomach, which is drawn up into the chest or neck
where it is joined to the remainder of the oesophagus. Patients are usually cared for
in an intensive care ward after this operation.
The texture of the recommended diet may change initially whilst the surgical joins
(anastomosis) made during the operation heals. Some people may need a short-term
feeding tube into their bowel to help them maintain their weight, whilst they start to
eat again, but a dietitian will provide help and support if this is the case.
After recovery most people are able to eat, although the size of meal may be
reduced due to feeling full, and thus patients often eat less quantity but more
frequently. Snacks in-between meals may be required and a dietitian can help you to
maintain your weight.
Sometimes problems with swallowing can return weeks or months after the
operation. This may be because the cancer has returned, but often is due to scarring
(known as a ‘stricture’) where the surgeon has made the join (anastomosis). These
strictures can be easily stretched using an endoscope. Sometimes more than one
endoscopy might be required to resolve the stricture.
Radiotherapy: uses high energy waves similar to x-rays to destroy cancer cells.
Radiotherapy offers a potential cure, and it is particularly useful for people with early
tumours, especially squamous cancer. Radiotherapy can be used in conjunction with
chemotherapy and surgery and is also sometimes used as an alternative to surgical
treatment, when the type and position of the tumour and the patient’s general
condition may influence the decision to operate. When radiotherapy is given in an
attempt to cure the cancer, it is known as radical radiotherapy. Or, when the tumour
cannot safely be removed by surgery, radiotherapy, is used in smaller doses and is
known is palliative radiotherapy, intended to treat the symptoms caused by the
cancer. Palliative radiotherapy is sometimes used with chemotherapy to treat the
symptoms. Radiotherapy can be given as an external beam or on the inside of the
gullet via an endoscope (brachytherapy).
Chemotherapy: are drugs that are taken and work inside the body to destroy cancer
cells (cytotoxic) they can be used at various stages of treatment. They can used
alongside radiotherapy (chemoradiotherapy) or alone (chemotherapy). Either
approach can reduce the size of the cancer making surgery easier and the chances of

survival greater (neoadjuvant therapy). It can also be used alone if the cancer is small
and this has the potential to cure the cancer, although you will be monitored closely
after treatment. Chemoradiotherapy (chemotherapy and radiotherapy) also is
advised if someone is not fit enough for surgery or the cancer has spread.
TREATMENT OF SYMPTOMS (Palliative care)
If surgery is not possible, there are other ways to help to relieve difficulties in
swallowing.
Endoscopic stent placement: is usually done under sedation or anaesthetic in the
endoscopy department. A tube (called a stent) is inserted into the oesophagus to
keep it open, so that food and fluid can be swallowed without difficulty. These tubes
are made of either plastic or springy metal coils. They can become blocked by large
food particles, so specific instructions on diet are always provided. Sometimes these
tubes cause troublesome heartburn and regurgitation, which can be helped
considerably by taking acid suppressing medication. If you still have weight loss or
struggle with eating, ask for a referral to a dietitian from your consultant or GP.
Endoscopic laser treatment: is also possible, and a specialist endoscopist will use a
laser to destroy any tumour that is growing into the gullet. In some people laser
treatment and intubation need to be combined.
SUPPORT
Often during treatment specialist nurses are able to be contacted for support.
If you have been informed that the cancer is able to be treated but not cured
(palliative), then palliative care doctors and other health care professionals are
sometimes available and they can be really useful in advising with regards to
improvement of symptoms.
MacMillan have information and support around all aspects of cancer and they have
a helpline and written information to support people who have been diagnosed and
their families.
Helpline telephone: 0808 808 00 00 (seven days a week 8am to 8pm.)
Website (with online chat facility) https://www.macmillan.org.uk/

The National Institute of Health and Care Excellence (NICE) provide guidelines that
doctors can follow when diagnosing and treating people with oesophageal cancer
and you can read what they recommend here
https://www.nice.org.uk/Guidance/Conditions-and-diseases/Cancer/Oesophagealcancer

WHAT TO ASK MY DOCTOR
•
•
•
•
•

WHAT TREATMENT IS BEST FOR ME?
ARE THERE ANY SPECIALIST NURSES THAT CAN HELP GUIDE ME THROUGH
THE DIAGNOSIS AND TREATMENT?
WOULD I BE ABLE TO BE REFERRED TO A PALLIATIVE CARE TEAM IF MY
CANCER IS NOT ABLE TO BE CURED?
CAN I BE REFERRED TO A DIETITIAN FOR ADVICE?
DOES THE HOSPITAL HAVE A PREHABILIATION SCHEME? (THESE SCHEMES
CAN IMPROVE FITNESS BEFORE SURGERY).

PREVENTION OF OESOPHAGEAL CANCER
Patients with Barrett’s oesophagus are at increased risk of developing
adenocarcinoma of the oesophagus. To try to prevent cancer developing, these
patients are required to undergo endoscopic surveillance – inspection of the
oesophagus through an endoscope in an attempt to pick up pre-cancerous changes,
known dysplasia, and prevent progression to cancer. A number of trials of
endoscopic surveillance in Barrett’s oesophagus are still underway, and it is not
known for certain how effective different patterns of surveillance are like to be.
Guts UK is also funding oesophageal cancer research that will explore the use of
breath-testing for pre-cancerous cell changes in patients with Barrett’s oesophagus.

For further information, visit gutscharity.org.uk
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