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The 5-year survival rate is only 3% for patients 
with lymph node involvement, whereas it is 42% 
for patients who do not have nodal involvement. 
Approximately 18% of patients will have distant 
metastases; of these 45% will be to abdominal 
lymph nodes, 35% to the liver, 20% to the lungs, 
18% to supraclavicular nodes, 9% to bone, and 
5% to adrenal glands. Consequently, the prognosis 
is poor, with surgical cure achieved in less than 
10% of patients. Surgeons differ in their approach 
to patients with advanced-stage disea<>e. Palliative 
therapies include surgery, laser resection, radiation 
therapy or chemotherapy, and oesophageal stent 
placement or dilation. Surgery, whether curative 
or palliative, carries a Significant risk of mortality 
that ranges from 5% to 20% depending on the 
surgeon's experience. Therefore, accurate 
preoperative staging, particularly with regard to 
depth of wall invasion, mediastinal invasion, 
nodal involvement, and distant metastases, is vital 
in determining the most appropriate therapy and 
in helping avoid inappropriate attempts at curative 
surgery. 

CUnlcal Presentation 
Dysphagia is the most common presenting 

complaint in patients with oesophageal cancer, 
however it is also present in patients with benign 
oesophageal strictures. The duration of dysphagia 
is a useful clinical parameter for differentiating 
benign from malignant strictures. In general, 
benign strictures are associated with long-standing, 
intermittent, nonprogressive dysphagia, whereas 
malignant strictures are associated with recent 
onset of rapidly progressive dysphagia and weight 
loss. 

Chronir. or seVf'rf' psophilgitis from a variety of 
causes may lead to scarring and fibrosis with the 
development of oesophageal strictures. Therefore, 
the clinical setting is cnlcial in determining the 
underlying cause of these strictures. In some cases, 
the correct diagnosis may be suggested by a 
temporal relationship between stricture formation 
and precipitating factors such as mediastinal 
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Editor's Word 
Welcome to second issue 
of TheSynapse Magazine 
for 2007. This issue is once 
again packed with articles 
which will surely be 
enjoyed by all healthcare 
professionals. Apart from 
the regular contributions 
on radiology and avian 
influenza, you will also 
find articles on 
Management of 
Behavioural and 
Psychological Symptoms 
of Dementia, Negligence 
and Malpractice, Do's and 
Don'ts in the management 
of acne, part 2 of 
Invertebrates in the 
medical service of man 
and The diversity of 
Occupational Therapy 
Services for older persons 
in Malta. We also proudly 
present the second 
interviewee for this year -
Dr Victor Camilleri. 

TheSynapse Magazine is published by 
Medical Portals Ltd. The ProfeSSional 
Services Centre, Guzi Cutajar Street, DingIi, 
Malta. 
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Imaging Oesophageal Cancer 

Figure 4. Schatzki ring (arrows) appears 
as a smooth, symmetric, ring-like 
constriction at the gastroesophageal junction 
above a hiatal hernia with a length of 
only 2 mm and has more abrupt borders 
than does a ring-like peptic stricture. 

However, asymmetric scarring can 
lead to asymmetric narrowing and 
may resemble malignant strictures 
(Figure 2). 

Some patients may have a very short 
segment of ring-like narrowing at the 
gastro-oesophageal junction above a 
hiatal hernia (Figure 3). This may 
resemble a Schatzki ring (Figure 4), 
which is a normal oesophago-gastric 
sphincter. Schatzki rings usually appear 
as smooth, symmetric ring-like 
constrictions with abrupt borders and 
a length of only 1-3 mm, whereas 
annular peptic strictures have more 
tapered borders and a length of over 4 
mm. 

Hiatal hernias are seen at barium 
examination in more than aO% of 

Figure 5. Infiltratingesophageal carcinoma 
presenting as a stricture with a markedly 
irregular contour and abrupt:, shelflike 
proximal and distal margins (arrows). 

patients with peptic strictures , so that 
the possibility of malignant tumor 
should be considered when a distal 
oesophageal stricture is detected in the 
absence of a hernia. Nevertheless, 
malignant strictures usually have more 
irregular and nodular contours and more 
abrupt or "shouldered" pro~imal and 
distal mar~ins than do benign peptic 
strictures lFigure 5). 

Barrett esophagus is an acquired 
condition in which there is progressive 
columnar metaplasia of the distal 
oesophagus as a result of ~hronic 
gastroesophageal reflux and reflux 
esophagitis. Barrett oesophagus is only 
detected by oesophagoscopy and 
requires confirmation by endoscopic 
b~~y , 
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