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Why This

Matters




WHO IS AT RISK?

Three different cancers - different risk factors

OESOPHAGEAL ADENOCARCINOMA OESOPHAGEAL SQUAMOUS

GASTRIC (STOMACH) CANCER

CELL CARCINOMA
(Can affect any part of the oesophagus)

(Usually affects the lower third)

Strongly associated with acid reflux Associated with infection, diet
and Barrett’s oesophagus Strongly associated with tobacco, alcohol, and environmental factors
achalasia and other environmental factors
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Chronic Barrett's Obesity

. . Helicobacter pylori High salt intake Low fruit and
: Smoking Alcohol Smoking and alcohol . . ;
gastro-oesophageal oesophagus (especially central infection and preserved, vegetable intake
A (current or (heavy and together L
reflux (GORD) obesity) PR (major risk factor) smoked or
former) regular use) (synergistic risk)
processed foods
E? e o
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Smoking Alcohol Increasing age ~ Family history Achalasia Older age Very hot drinks Older age Chwenlc stvophic Family history
(current or former) (heavy and (=55 years) of Barrett's or (long-standing) (>55 years) and foods (=55 years) . fgastntls/ . of gastric cancer
| oesophageal : : intestinal metaplasia
| regular use) i (in some populations) :
adenocarcinoma (premalignant changes)

/J Adenocarcinoma incidence More common in parts of Asia and Africa, More common in parts of Asia,.
II Eastern Europe and South America,

ieiricinal but occurs in the UK
is rising in the UK but occurs in the UK
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:“ All three cancers are more common in men and in people over 55 years




Why Do We Miss It?

Early symptoms are non-specific and overlap with common, benign conditions

Vague early symptoms Common Benign Conditions ’ Oesophageal / Gastric Cancer

Indigestion, heartburn, reflux, (Very Common) | MuchlLess Commion)
bloating, early fullness - \ i

common and non-specific 7 ¢ "\ Dysphagia
j“ g ; (especially
\. N\ \/  progressive)

Reflux / Heartburn
Overlaps with benign disease

Reflux, dyspepsia and IBS are

far more common Dyspepsia / [ (D \-.‘ Unintentional
Indigestion /’ weight loss
Symptoms may improve Significant /: =<
with medication Bloating / symptom )\ Iron deficiency
PPIs can provide temporary Fullness overlap \ / anaemia
relief and give false reassurance ~
Irritable Bowel / "W | Persistent
Intermittent and fluctuating Syndrome . % 7 | nauseaor
Symptoms come and go, (IBS) NS/ vomiting
leading to delays in presentation .
and referral Functional Persistent
symptoms / upper abdominal

pain / discomfort

At-risk groups not always stress-related ‘

recognised
Age, smoking, obesity, Barrett’s
may not be elicited or documented

The combination of non-specific symptoms, overlap with common conditions
and temporary improvement means cancers are often diagnosed late.




Head and Neck V OG/gastro

Pharyngeal phase of
swallowing

Versus
Oesophageal phase

Box 1: Red flag symptoms and signs for head and neck cancer? 2

Presence of intermittent hoarseness with a sensation of lump in the throat

Hoarseness » 3 weeks*

Unexplained neck mass*

Oral swelling » 3 weeks*

Oral ulcer » 3 weeks*

Dysphagia » 3 weeks

Odynophagia

Prolonged otalgia with normal otoscopy
Otalgia +/- concurrent lump in throat sensation

Blood in the mouth with concurrent sensation of lump in throat

is negatively associated with head and neck cancer.

*Signs or symptoms included in NICE head and neck cancer referral

guidance

W) Check for updates
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PRACTICE POINTER

Investigating dysphagia in adults
AM Waters, ') Patterson, “ P Bhat, , AW Phillips*-*

What you need to know

* New onsetdysphagia in adults requires urgent direct
access upper gastrointestinal endoscopy (to be done
within two weeks); dysphagia associated with head
and neck cancer red flags requires a suspected head
and neck cancer pathway referral

* Inmany cases malignancy is not found, but
management of benign conditions, such as

lity or gastro- reflux,

can be challengin;

* Secondary sequelae of benign and malignant
fia include ition and irati
pneumonia: consider early input from dietetic and
speech and language therapy teams

Dysphagia is a commonly encountered problem
affecting one in 17 people in their lifetime." It

describes difficulties with eating, drinking, and
swallowing. In those presenting acutely or to primary
care, a detailed history guides the decision about
urgency, need, and nature of onward referrals. This
article highlights salient points in the history and
examination when a patient presents withdysphagia,
preliminary investigations, and how these inform
onward referral and management.

Dysphagia can be caused by functional or structural
abnormalities of the oral cavity, pharynx,
oesophagus, or gastric cardia and may be acute or
chronic in presentation, depending on the cause.
New onset dysphagia requires investigation for
oesophageal, and possibly head and neck cancer,
but is also associated with a variety of benign
diseases, some of which are highlighted in table 1.

Box 2: Red flag symptoms for oesophageal cancer that should prompt
urgent referral (<2 weeks) for upper gastrointestinal endoscopy

Dysphagia or

Aged 55 and over with unintentional weight loss and any of the

following:

Upper abdominal pain

Reflux

Dyspepsia



Symptom

Progressive dysphagia

Unintentional weight loss

Iron deficiency anaemia

Persistent vomiting

New dyspepsia 255

Red Flags

Why it matters

Strongest predictor of
oesophageal cancer

Marker of advanced or
systemic disease

May be the only presenting
feature

Suggests obstruction or
advanced disease

Higher cancer risk group

What to do
Urgent 2WW referral

Urgent referral (especially
>55)

Investigate / refer for Gl
source

Urgent referral

Consider urgent referral /
investigation



THE GREY ZONE PATIENT

Not c/ear/y abnormal... but something doesn't feel quite right

Who are they? “T j“ ot don't Why this matters
feel right ...

“It's not
getting
worse...”

Reflux
comes and
goes

Persistent reflux
that isn't settling
despite treatment

Early symptoms are
non-specific and overlap
with common conditions

Repeated
consultations “I come back “But it’s not Patients may present
for ongoing here quite a lot” getting intermittently and

better”

seem well in between

upper Gl symptoms

Vague, non-specific
@ symptoms
o indigestion, fullness,

Improvement with
PPIs can give false

e bloating, discomfort reassurance
Partial or temporary S : |
% improvement 2 ; 3 ) Cancer is often missed
with PPIs or ThlS is Where cancers are in this “grey zone”

other medication

most commonly missed

| — . . ——0 ‘
A~ Trust your clinical instinct & + [e258) + FQ‘(\D -
ooono =
7 W If something doesn’t feel right, don’t ignore it. (+ Y

Consider further investigation or referral. Persistent Repeated Vague upper Consider cancer

symptoms presentations Gl symptoms Keep a low threshold
for investigation




GUIDANCE: WHEN TO REFER URGENTLY

Early referral saves lives

Adult with upper Gl symptoms

e.g. dysphagia, indigestion, heartburn, reflux, upper abdominal pain, nausea,vomiting, bloating, early satiety

A

DYSPHAGIA
AT ANY AGE

(especially if progressive)

URGENT 2WW REFERRAL

Suspected cancer pathway

Most important red flag -
do not delay

v

i A\ ALSO CONSIDER URGENT REFERRAL IF:

' N « Iron deficiency anaemia (no obvious cause)

 Persistent vomiting
\ « Persistent upper abdominal pain

\ 4

y

AGED 255 YEARS

with UNINTENTIONAL WEIGHT LOSS
and any UPPER GI SYMPTOMS
(even if mild or non-specific)

e

URGENT 2WW REFERRAL
Suspected cancer pathway

Weight loss is a key cancer red flag ‘
- don’t wait

‘ S

» Strong clinical suspicion
* Recurrent Gl bleeding
» Family history of upper Gl cancer (low threshold)

ALL OTHER PATIENTS
without the above red flags

©

MANAGE & SAFETY-NET

v Consider likely benign causes

v/ Optimise treatment (e.g. PPI trial if appropriate)
v Explain expected course

v Safety-net clearly (see below)

v/ Review if symptoms persist or worsen

|

9

Unintentional
weight loss

Difficulty swallowing
or food sticking

SAFETY-NETTING - BE EXPLICIT Advise patients to return urgently if they develop ANY of the following:

@ 0 @ 0 9 . symptoms do not settle or
ooo
worsen, or if new symptoms

WHEN TO RETURN

Vomiting Persistent or Black/tarry stools Marked fatigue, develop - seek medical
especially persistent worsening upper or vomiting blood breathlessness A
(osp yP 09 pe 9 S advice promptly.
or recurrent) abdominal pain or dizziness

* Trust your clinical judgement - if something doesn’t feel right, refer.

It's safer to refer.

Early diagnosis
improves outcomes.



Oesophageal & Gastric Cancer

e Early Diagnosis, Referral & GP Management

With some water, the
patient swallows a capsule
attached to a thread
containing the Cytosponge.

The capsule dissolves in
the stomach and the
Cytosponge expands in
around 7 minutes.

A nurse pulls on the
string attached to the
Cytosponge...

...bringing it back up the
food pipe, along with some
cells. This process takes
one to two seconds.

Cytosponge
Community dx
Direct access

Images UCL Health Creatives



After Referral: The Diagnostic & Assessment Pathway

Timely assessment, accurate staging and a multidisciplinary plan
guide the best treatment for each patient

1. OGD 2. Staging CT 3. PET/CT 4. CPET 5. MDT Discussion

(Endoscopy) (Neck, Chest, Abdomen, (Functional Imaging) (Cardiopulmonary (M Tadizeiplinan)oam)
Pelvis) Exercise Testing)

7 ™\ 7 N 7~ X
» Direct visualisation « Assess local extent * Detects metabolically » Assesses fitness * All results reviewed
of the tumour and lymph nodes active disease for major surgery together
* Biopsy for « Detect distant « |dentifies occult o Predicts risk of » Stage confirmed
histological diagnosis metastases metastases complications « Agreed management
* Assess extent « Essential for staging * Helps refine staging ¢ Guides treatment plar"nz surgery, chemo-
in the oesophagus and treatment planning and avoid non-curative decisions and radllotherapy, or
or stomach surgery optimisation palliative care
N 7 \ J S R

The right patient,

oal: Accurate diagnosis, precise stagi d lised treat t pl i 0e® )
Co/' Goa g p staging and personalised treatment planning "‘ he tioht ire<tinent

delivered by the right team, at the right time afithe Fight tie




o ENDOSCOPIC
(EMR / ESD)

b

TREATMENT OPTIONS

Tailored to stage of disease, fitness, co-morbidity and patient preferences

CURATIVE INTENT - AIM TO CURE

For early or resectable disease

‘ RADICAL ONCOLOGICAL 9 PERIOPERATIVE CHEMO /‘
‘ (with radiotherapy CHEMORADIOTHERAPY
| +/- chemotherapy)

o SURGERY

(Oesophagectomy or
Gastrectomy)

NON-CURATIVE INTENT - AIM TO CONTROL

For advanced or metastatic disease

TREATMENTS

(INCLUDING STENTS) ‘

e For very early cancers
confined to the mucosa ;
or superficial submucosa o Definitive radiotherapy

with or without

e Endoscopic mucosal

resection (EMR) or chemotherapy

endoscopic submucosal o Treats the primary tumour
and lymph nodes

dissection (ESD)

¢ Organ-preserving o Organ-preserving
alternative for suitable

¢ May avoid surgery atiants
i

Best for superficial,
early disease

Curative option
without surgery

Before
surgery

surgery

e Chemotherapy (e.g. FLOT)
or chemoradiotherapy
(e.g. CROSS) given before
surgery

¢ Treats micrometastatic
disease

¢ Improves outcomes

Improves long-term
survival

o Systemic chemotherapy
« Removal of the tumour

with lymph node
clearance

¢ Targeted therapy (selected
patients)

¢ Immunotherapy (selected

* May be combined with
patients)

perioperative therapy

¢ Radiotherapy for symptom
relief (e.g. bleeding, pain,
local obstruction)

/ Aims to control disease,
O relieve symptoms and

prolong life

+ Key curative option for
resectable disease

Potentially curative
for suitable patients

e

w‘l - \
le PALLIATIVE ONCOLOGICAL | | Q BEST SUPPORTIVE CARE
| :

¢ Endoscopic stenting for
dysphagia

¢ Pain control, nutrition

support, symptom
management

¢ Psychological and social

support

o Palliative care team

involvement

O Focus on comfort,
d quality of life and
patient goals

Multidisciplinary decision making
(MDT) is essential to individualise

treatment and optimise outcomes

Early diagnosis
provides more
treatment choices
and better outcomes

Treatment choice depends on
stage of disease, fitness, co-morbidity
| and patient preferences

All treatments aim to improve
survival, maintain function
and preserve quality of life




Surgical reconstructions

Gastrectomy

Tolal gastrectomy

Gastrointestinal tract (stomach ywal)

»

g ™ Stamach
( PSS . Small
B 5 Wipee 7 mtesting
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COMMON SYMPTOMS AFTER OESOPHAGEAL / GASTRIC SURGERY

Common after surgery

and early

* Reduced intake
¢ Early satiety

« Altered digestion and
absorption

Manage with small,
frequent, high calorie
meals and dietetic
support

satiety lead to
unintentional
< weight loss.

Results of altered anatomy and digestion - recognise, reassure and manage

WEIGHTLOss _J _ DUMPING

Reduced intake

Occurs especially after meals
(high sugar)

Food moves too quickly
into the small intestine.

* Early dumping (10-30 mins):
nausea, cramping, sweating,

palpitations, dizziness

Late dumping (1-3 hours):
lethargy, weakness,
hypoglycaemia

Manage with small, low
sugar meals, more protein
& fibre; avoid drinking
with meals

&

Common after surgery

ACID REFLUX
(after oesophagectomy)

Acid reflux into

the oesophagus

from the gastric
conduit.

\

Management:
PPI (e.g. omeprazole)

long term

¢ Lifestyle measures
(head up, small meals)

BILE REFLUX

(after total gastrectomy)

Bile reflux into

the oesophagus.
(No acid is produced
after total
gastrectomy.)

\

Management:
e Sucralfate / alginates

* Consider bile acid
binders (selected
cases)

¢ Lifestyle measures
(head up, small meals)

Most symptoms improve with time, support and the right management.
Early dietetic involvement and patient education are key.

DIARRHOEA

Common after surgery

i * Frequent loose stools
==— ¢ Urgency

¢ May be related to diet
or bile acid malabsorption

— Manage with diet review,
medication (e.g. loperamide,
bile acid binders) and

hydration



GP Management

Dlet AL Journal of Gastrointestinal Surgery

Creon -

PP Incidence, Diagnosis and Management of

Mi trient Malabsorption Following Oesophagectomy:
Icronutrients

a Systematic Review

Rachel A. Khaw ' 2B | Edward ]. Nevins 3, Alexander W. Phillips 2




KEY LONG-TERM MANAGEMENT AFTER
OESOPHAGEAL / GASTRIC SURGERY

Support nutrition, digestion and wellbeing

DIET CREON® (PANCREATIC ENZYMES) PPI (ACID SUPPRESSION)

Small, frequent meals and good nutrition Helps your body absorb Reduces reflux symptoms and
fat and nutrients protects the oesophagus

@ Eat small, frequent meals (6-8 per day) @® May be needed if food isn’t being well absorbed
or if you have symptoms such as:
@ Eat slowly and chew food well — Bloating ® Usually recommended long term
@ Choose high protein, high calorie foods ~ Greasy, pale, foul-smelling stools after oesophagectomy
@ Limit sugar and very sugary foods - Weight loss ¢ He;ps redu:]:e "fc_'d reflux, heartburn
: and oesophagitis
(helps reduce dumping) @® Take CREON® with all main meals and snacks
- . @® Take once daily, 30 minutes before
@ Avoid drinking with meals - @® Do not crush or chew the capsules Bicakdast
drink between meals o
Dose is individual - follow your @ Do not stop suddenly — speak to
@ Stay upright after eating doctor’s advice your doctor first
(at least 30-60 mins)
@ Maintain hydration CREON® improves fat digestion, Taking a PPI long term helps
reduces symptoms and supports protect your oesophagus and

better nutrition. improves comfort.



Takeaways

* Qutcomes are improving
* Early diagnosis is a priority
* Soft signs can be missed

Questions??

Email: Alexander.phillipsd@nhs.net
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