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Best palliation in esophageal cancer: surgery, stenting, radiation, or what?*

M. Frenken

Department of Surgery, Krankenhaus Gerresheim, DuÈ sseldorf, Germany

SUMMARY. Palliation of patients with obstructing or ®stulizing esophageal cancer is not easy. Median survival
cannot be expected to be longer than 3±6 months, regardless of which therapy is carried out. Self-expandable metal
stents have revolutionized the treatment of these patients because of easy insertion, relatively low complication
rates and reasonably good functional results. Plastic tubes are mainly indicated in situations in which removal may
be needed. The palliative e�ect of external beam radiation is well established, endoesophageal brachytherapy
having the advantage of delivering a high dose in a short time. More recently, there has been increasing interest in
locally destructive therapies, mostly in combination with palliative radiation or radiochemotherapy. Obviously, a
single best palliation for every situation does not exist. The most appropriate method to alleviate symptoms must be
worked out for each individual patient depending on the speci®c patient situation and the speci®c expertise of the
physician.

INTRODUCTION

Before giving an overview on the best palliation in
patients with esophageal cancer, the term palliative
therapy must be clearly de®ned. Considering a
common situation, it becomes evident that palliative
therapy is not always de®ned the same way; a
surgeon, treating a patient with esophageal cancer,
may only realize intraoperatively that he cannot
achieve a complete resection of the tumor including
clearance of lymph node metastases, although this
was thought possible before the operation. The
operation will end with a residual tumor load left
inside the patient. Some surgeons would call this
situation a palliative resection. However, as the
intention was potentially curative, this is not a true
palliative therapy. Thus, palliation a�ects the patient
who cannot be cured because of far-advanced local
tumor spread, distant metastases or low functional
reserves, which rule out major surgery.

There is only one aim of palliation. It is to improve
the quality of life for the limited span of life left to the
patient. Mean survival in these patients is only

4±6 months, whatever therapy is carried out. The
most devastating symptom is dysphagia. Dysphagia
can be classi®ed into four grades (Table 1).1,2 The
second frequent symptom requiring palliative therapy
is aspiration. The symptoms are either caused by
aspiration of saliva as a result of complete dysphagia,
or aspiration of food owing to a tracheoesophageal
®stula. Pain is the third important symptom that
demands therapy.3

PALLIATIVE SURGERY

In order to relieve the patient from dysphagia,
palliative resection or palliative bypass surgery may
be considered. Results of some large series of
palliative surgery are illustrated in Table 2. It is
obvious from these data that the median survival in
this group of patients is usually less than 6 months
and mortality exceeds 20%. Virtually no patient
survived for more than 5 years.4±7

For these reasons, less invasive and less dangerous
procedures should be considered and most authors
agree that there is only very seldom, if ever, an
indication for palliative surgery. There is a recent
paper by Meunier et al.,7 who performed a bypass
procedure in 32 patients who had either persistent
dysphagia after radiochemotherapy or a tracheo-
esophageal ®stula. In this series, the mortality rate
was over 30%. Most of the survivors were able to
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resume oral nutrition, but postoperative median
survival was only 3.5 months. However, in 6 out of
the 32 patients (about 20%), the quality of life was
reported as excellent. The authors claim that a bypass
operation may be proposed for young people in
relatively good physical condition, particularly as a
second-line treatment.

Quality of life after esophageal surgery has been
investigated in a recent prospective study.8 The
authors stated that, in patients who survived for at
least 2 years (n � 17), the quality of life returned to
preoperative levels within 9 months, but patients who
died within 2 years of surgery (n � 38) never regained
their former quality of life. The conclusion was that
only those patients who survived for more than
2 years recovered a good quality of life. As survival
for more than 2 years is extraordinarily rare in
patients undergoing palliative surgery, this ®nding
supports the concept that surgical palliation is not
usually the best palliation.

INTUBATION OF THE ESOPHAGUS

Intubation of the esophagus is a very attractive and
e�ective means of improving severe dysphagia or
relieving aspiration as a result of a tracheoesopha-
geal ®stula. Various prostheses have been devel-
oped, including self-expendable stents and plastic
esophageal tubes.9,10 Advantages of expandable
stents are easy deployment and minimal or no
necessity for prior dilation, as well as a low
complication rate. Furthermore, the stent can be
lengthened by inserting another device. However, an
expendable stent is hardly removable. The rate of
stent migration and tumor growth depends on the
type of device,11 particularly whether it is covered or
not (Table 3).

There are three prospective randomized trials
comparing immediate results and complications after
expandable stent placement vs. plastic tube intuba-
tion.12±14 Improvement of dysphagia was similar with
all devices in all three studies (Table 4). The initial
complication rate seems to be uniformly lower for the
expandable stent placement than for the plastic tube
placement (Table 5). However, the 30-day mortality,
the rate of recurrent dysphagia, and median survival
were not signi®cantly di�erent in these trials
(Table 5). There are some recent reports showing
excellent results with a low complication rate for the
placement of plastic tubes, if the procedure is carried
out by a highly experienced endoscopist.15,16 Thus,
the question of which stent is the best may depend
mostly on the preference of the endoscopist rather
than on the individual patient situation.

PALLIATIVE RADIATION THERAPY

It has been shown that external beam radiotherapy
can cause signi®cant shrinkage of an esophageal
cancer, thus relieving the patient from dysphagia and
improving the quality of life.17 However, the response
is usually of short duration.18 The advent of intra-
luminal brachytherapy allowed the delivery of a very
high dose to the luminal aspect of the tumor, thus
rapidly restoring patient swallowing.2,19,20 It can be
applied in combination with external beam radio-
therapy or alone.1,2 Doses above 15 Gy are associ-
ated with good palliation with respect to relief from
dysphagia. Median survival is no longer than with
other therapy (Table 6).

ENDOLUMINAL TUMORICIDAL
TREATMENTS

Recently, there has been great interest in endoluminal
tumoricidal treatments, mainly for short tumors.
Laser treatment,21±24 photodynamic therapy,2,25±27

and argon plasma coagulation28±30 are recently
introduced methods for treating dysphagia. These
methods can be applied as monotherapy or in
combination with radiotherapy. Other therapeutic
concepts, such as intratumoral cisplatin injection,31,32

are only experimental at present.

Table 3. Comparison of expandable stents and plastic tubes

Expandable stents Plastic tubes

Deployment Easy More di�cult
Dilation Minimal or unnecessary Necessary
Complications Seldom Common
Lengthening of the device Possible Not possible
Removability No Yes
Tumor ingrowth Seldom/often Seldom
Migration of the device Seldom/often Often

Table 2. Results after bypass procedures performed for unresect-
able esophageal cancer

Author
Number of
patients

Mortality
(%)

Median
survival
(months)

Wong et al. 19814 142 41.5 5
Conlan et al. 19835 71 21 5
Orringer 19846 37 26 6
Meunier et al. 19967 32 34 3.5

Table 1. Dysphagia score

Symptom Grade

No dysphagia 0
Dysphagia to solids 1
Dysphagia to semisolids 2
Dysphagia to liquids 3
Complete dysphagia 4
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COMBINATION THERAPIES

There is an abundance of literature dealing with
combinations of radiation, chemotherapy, locally
destructive methods, stents, and so on, used in a
concomitant or subsequent way.23,33,34 The results
from multimodal therapies are often inconsistent,34±36

probably as a result of the lack of prospective
randomized studies. Inconsistencies in results are
probably a consequence of selection bias. Sometimes,
radiochemotherapy is o�ered to patients who are in a
fairly good general condition.37,38 Even in this selected
group of patients, median survival seldom exceeds
6 months.

TRACHEOESOPHAGEAL FISTULAE

The only methods that can reliably deal with tracheo-
esophageal ®stulae are surgery7,39 and esophageal
intubation.40±42 Expandable stents represent a de®nite
step forward in the management of this condition with
excellent success rates and good improvements of
dysphagia scores, such that it is now a rare event if an
operation is required (Table 7).
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