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Abstract
The incidence of esophageal cancer remains on the rise worldwide and despite aggressive research in the 
field of gastrointestinal oncology, the survival remains poor. Much remains to be defined in esophageal cancer, 
including the development of an effective screening tool, identifying a good tumor marker for surveillance 
purposes, ways to target esophageal cancer stem cells as well as circulating tumor cells, and developing 
minimally invasive protocols to treat early‑stage disease. The goal of this chapter is to highlight some of the 
recent advances and ongoing research in the field of esophageal cancer.
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INTRODUCTION

Esophageal cancer remains one of the most fatal cancers 
worldwide with its incidence on the rise. In 2014 alone, 
esophageal cancer will affect over  18,000 people across 
the United States and almost 15,500 will succumb to this 
disease.[1] Despite clinical advances in the field of oncology, 
esophageal cancer remains one of the leading causes of 
cancer‑associated mortality. The overall 5‑year survival rate 
for all patients with esophageal cancer is no better than a 
mere 20%.[2] Understanding and identifying risk factors of 
esophageal cancer along with the development of improved 
screening and early detection techniques can potentially 
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impact its diagnosis and therefore allow early intervention. 
However, due to its aggressive nature and poor response 
to chemotherapy, esophageal cancer remains a challenging 
disease to treat. Diagnosing esophageal cancer at an early stage 
would indeed yield a higher resectability rate due to earlier 
diagnosis and improved overall disease‑specific survival. The 
goal of this chapter is to highlight pathogenesis of esophageal 
cancer and the recent advances in screening, diagnosis, and 
management of esophageal cancer.

SCREENING ESOPHAGEAL CANCER

Currently, there is no standard for screening patients with 
esophageal cancer. Like annual mammograms and frequent 
colonoscopies have made a considerable difference in earlier 
detection of breast and colorectal cancer respectively, a screening 
esophageal test could potentially impact esophageal cancer. 
Screening endoscopies (i.e., esophagogastroduodenoscopy) 
and endoscopic ultrasound (EUS) have been proposed by 
clinicians numerous times in addition to Seattle protocol to 
serve as screening tools;[3,4] however, these have yet to become 



Journal of Carcinogenesis 2014, 13:11	 http://www.carcinogenesis.com/content/13/1/11

2	 Journal of Carcinogenesis  
	 A peer reviewed journal in the field of Carcinogenesis and Carcinoprevention

standard of care. Additionally, the cost of healthcare to screen 
every patient with gastroesophageal reflux (GERD) and/or 
dysphagia would not be cost‑effective given the incidence of 
the disease and the number of patients needed to be screened 
to diagnose one patient with esophageal cancer; although no 
study has ever been published on this very subject.

Since adenocarcinoma is known to primarily affect patients 
with GERD resulting in intestinal metaplasia and squamous 
cell carcinoma (SCC) is known to primarily affect patients 
with achalasia, victims of caustic ingestion, diet rich in 
processed foods, and smokers especially in the setting of alcohol 
consumption, it may indeed be prudent to target this cohort 
of patients and subject them to undergo routine surveillance 
endoscopies. However, the risk of developing esophageal 
cancer de novo without evidence of Barrett’s remains as high 
as 90%, thus questioning how to identify the bulk of the 
patients with adenocarcinoma.[5,6] Additionally, recent studies 
have demonstrated that while screening endoscopy can be 
performed on patients with GERD, the risk of developing 
adenocarcinoma in a patient with negative screening endoscopy 
is very low, such that routine follow up endoscopies is 
not necessary.[7,8] Nonetheless, there is a reported 7.8% 
inaccuracy rate of endoscopy missing esophageal cancer during 
endoscopy.[9] Thus, no routine endoscopic surveillance strategy 
has been established for esophageal cancer.

Multiple studies have now demonstrated other endoscopic 
modalities such as the use of narrow band imaging and 
chromoendoscopy to be very effective in detecting these 
preneoplastic lesions with a higher diagnostic yield of 34% or 
more compared to standard white‑light endoscopy.[10,11] Other 
features of endoscopy such as chromoendoscopy (where use 
of various contrast agents including methylene blue, acetic 
acid, Lugol solution, and indigo carmine), autofluorescence, 
and confocal laser endomicroscopy have been popularized to 
be complementary tools to identify early mucosal dysplastic 
changes.[12‑14] Despite all these studies, no cost‑effective 
screening method has been proposed to make the diagnosis 
of dysplastic changes early.

PATHOGENESIS OF ESOPHAGEAL CANCER

There are two main types of esophageal cancer, adenocarcinoma 
and SCC. The most common type of esophageal cancer in 
United States is adenocarcinoma which typically develops 
in the lower esophagus evolving along a spectrum of 
metaplasia  (Barrett’s) whereby esophageal squamous cells 
undergo metaplasia and degenerate into columnar epithelium, 
eventually progressing to low‑grade dysplasia to high‑grade 
dysplasia and eventually to invasive cancer. This progression 
is thought to be due to either acid or bile exposure of the 

lower esophagus due to reflux. However, routine use of 
proton‑pump inhibitors  (PPIs) and antireflux surgery for 
patients with GERD have not been reported to decrease the 
incidence of esophageal cancer either,[15] and likewise no real 
preventive measures can be proposed to reduce the incidence 
of esophageal cancer besides avoiding alcohol, tobacco, and 
GERD/obesity.[16] Although the pathogenesis of esophageal 
adenocarcinoma is better understood, the pathogenesis of 
SCC is less understood and less clearly defined. Hypothesis 
exists regarding exposure to tobacco and alcohol leading to 
malignant changes of SCC. The role of human papilloma virus 
has been questioned,[17] but so far has been demonstrated to 
be less likely. And for these reasons and unclear etiology, it 
has been difficult to target tumor progression.

Several agents have been proposed to affect the incidence of 
developing esophageal cancer. A recent study by Singh et al. 
proposed the use of statin to result in a 28% risk reduction 
for developing esophageal cancer.[18] Indeed, several medical 
cocktails involving a concoction of cyclooxygenase (COX) 
inhibitors, statins, and PPIs (albeit controversial) have been 
published demonstrating a significant relative‑risk reduction 
of up to 0.64.[19] Unfortunately, since the mechanism of 
developing esophageal SCC is less clearly defined, that field 
of tumor progression remains unchartered ground.

BIOLOGICAL PATHWAYS AND TUMOR 
MARKERS

There have been significant advancements in unraveling 
the molecular pathogenesis of Barrett’s dysplasia, such as 
the role of bile acids in the induction of several cellular 
signaling pathways  (COX‑2, Wnt, Notch, transforming 
growth factor‑β, Sonic hedgehog, and bone morphogenetic 
protein) and the involvement of transcription factor CDX‑2 
leading to columnar differentiation.[20‑22] Both receptor 
tyrosine kinase and nontyrosine kinase signaling pathways 
have been implicated to play a role in Barrett’s esophagus 
and development of esophageal cancer. For example, the 
Sonic Hedgehog pathway is known to be upregulated in 
esophagus exposed to gastric acid and bile and is associated 
with chemoresistance,[23,24] thus making it a promising target 
for the future. Similarly, the Wnt signaling pathway, which 
comprises of multiple extracellular ligands that trigger a 
cascade resulting in activation of beta‑catenin, which then 
translocates into the nucleus and activates transcription 
of growth‑promoting genes, is known to play an active 
role in Barrett’s esophagus.[25] While different strategies 
have been proposed to deactivate the Wnt pathway  (such 
as administering excess ligand binding domain Frizzled 
or Dickkopf protein) and a small molecular Wnt inhibitor 
named pyrivinium has been approved by the Federal Drug 
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Administration (FDA) for cardiac remodeling, it has not been 
approved for targeting tumor progression.[26]

Despite aggressive attempts at identifying tumor marker 
specific to esophageal cancer, no marker has been identified 
that can be used universally to monitor tumor recurrence. 
Several studies have explored and suggested circulating IgG 
antibody levels to p16 protein,[27] CD25,[28] and FOXP3[29] to 
serve as biomarkers for early diagnosis of esophageal cancer. 
Historically, p53 antibody level, SCC‑antigen, CYFRA21‑1, and 
carcinoembryonic antigen (CEA) have been proposed to be 
potential tumor markers,[30,31] however none of them have 
panned out to be as good markers as CEA is to colorectal 
cancer, CA19‑9 to pancreatic cancer, and prostate‑specific 
antigen to prostate cancer.

TARGETED THERAPY FOR ESOPHAGEAL 
CANCER

At the current time, there are only a handful of FDA‑approved 
biological agents that are used to treat esophageal cancer, 
albeit with limited response. Human epidermal growth 
factor receptor 2 (HER 2) pathway has been implicated to 
play a role in advanced gastric or gastroesophageal cancer, 
and although a randomized study did show a significant 
tumor response with trastuzumab, a monoclonal antibody 
against HER 2 (P = 0.0046), the survival was only improved 
by 2.7 months in the trastuzumab plus chemotherapy arm 
compared to the chemotherapy alone arm.[32]

Another recent randomized, international, multicenter phase 
III study (REGARD) has proposed ramucirumab (anti‑vascular 
endothelial growth factor  [VEGF] receptor 2) to be a 
potential biological agent used to treat advanced gastric 
or gastroesophageal junction adenocarcinomas; however, 
when looked closely, the study concludes the median overall 
survival to improve by a mere 1.4 months (5.2 vs. 3.8 months 
in the ramucirumab vs. placebo group; P 0.047).[33] This 
suggests that esophageal cancer remains one of the most 
chemo and biological therapy resistant cancers. Targeting 
the various proto‑oncogenic pathways, tumor suppressor 
genes, mismatch repair genes, and mitotic checkpoints can all 
hypothetically halt tumor progression. However, inhibition 
of neither the epidermal growth factor receptor, VEGF, or 
mammalian target of rapamycin  (mTOR) pathway have 
made a significant clinical impact in the field of esophageal 
cancer.[34] Continued research is warranted.

IMMUNOBIOLOGY/THERAPY

For years, scientists have questioned how and why does cancer 
evade the immune system. Extensive research in melanoma 

has demonstrated the role of T‑cell signaling and how tumor 
cells have multiple mechanisms to turn the immune system off. 
Therapies targeting the immune system to turn it back on have 
now shed a new light on treating patients with melanoma, 
whereby long‑term remission is gained in patients with 
response. Ground‑breaking research at MD Anderson has now 
demonstrated how inhibition of anticytotoxic T‑lymphocyte 
antigen 4 receptor can allow the immune system to evade 
cancer, thus resulting in establishing a “vaccine against 
melanoma”.[35] A similar search in other solid organ cancers 
such as the esophagus is much needed and timely warranted.

CANCER STEM CELLS AND CIRCULATING 
TUMOR CELLS

Extensive research suggests that unlike most cancer cells within 
a tumor, cancer stem cells (CSCs) are a fraction of cells that 
harbor potential to regenerate tumors  (i.e.,  tumorigenicity), 
develop chemoresistance, and migrate. Research continues to 
target this CSC population specific to each type of cancer in 
order to make them more chemo and radiosensitive and inhibit 
their potential to undergo proliferation, epithelial‑mesenchymal 
transition (EMT) thus decreasing the incidence of metastases, 
and develop chemoresistance.[36] Targeted therapy against 
CSCs can inhibit tumor proliferation, migration and 
therefore development of metastases (EMT pathway). While 
this research has shed light on different pathways that are 
differentially regulated on stem cell population versus nonstem 
cell population, it is much limited on esophageal cancer. 
Metformin, antidiabetic medication, targets mitogen‑activated 
protein kinase pathway and sensitizes the CSCs and mTOR 
pathway in esophageal cancer, therefore offering new class of 
biological agents.[37] Skinner et al. suggested that patients with 
esophageal adenocarcinoma and on metformin had a better 
response to chemoradiation therapy than those who were not 
on metformin.[38]

In esophageal cancer, most patients succumb to the disease 
not due to localized tumor burden, but instead to metastatic 
disease. The role of circulating tumor cells and circulating 
endothelial cells has, therefore, been questioned and is 
currently being explored in esophageal cancer.[39]

MANAGEMENT OF ESOPHAGEAL CANCER

Once the diagnosis of esophageal cancer is made, patient 
needs to be staged to determine the next step of treatment. 
The tumor (T), node (N), and metastasis (M) staging system 
as established by the American Joint Committee on Cancer 
in 2010 is the universally used system whereby the T‑stage 
of the esophageal tumor is determined by esophageal wall 
invasion, N is determined by number of regional lymph 
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nodes involved, and M is dependent on distant metastasis. 
Once a suspicious nodule is diagnosed to have any invasive 
cancer, it is screened for depth of invasion to determine 
the T‑stage of the tumor. EUS has become the most 
commonly used modality to determine the T‑ and N‑stage 
of an esophageal lesion most accurately,[40] compared with 
computed tomography and positron‑emission tomography 
scans which are better modalities to evaluate distant extent 
of metastases and regional invasion.[41,42] This preclinical 
staging allows the oncologist as well as the surgeon to guide 
their individualized plan of action for each patient.

Endoscopic therapy for early stage cancer: T1a
While the use of thoracoscopy and laparoscopic instruments 
have allowed esophagectomy to now become a minimally 
invasive surgery, endoscopy, and endoscopic instruments 
have offered a different armamentarium to attack esophageal 
cancer. Endoscopic resection is quickly becoming a 
universally‑accepted strategy for early stage esophageal 
lesions. Patients with focal Barrett’s, localized dysplasia, 
and/or T1a cancers can be treated with endoscopic 
mucosal resection (EMR), which involves saline injection 
into the submucosal layer thus allowing the mucosa to 
get lifted away and then removed using an endoluminal 
band.[43,44] Endoscopic submucosal dissection is essentially 
an extension of EMR that involves a larger field of en‑bloc 
resection thus resulting in a higher proportion of patients 
with complete resection and negative margins.[45] It avoids 
piecemeal resection of EMR that can result in gaps and 
potential for leaving neoplastic tissue behind. Perforations, 
subsequent stricture development, risk of tumor recurrence, 
and the establishment of surveillance protocols are some of 
the issues that have risen from these lesser interventional 
procedures.[44,45] Radiofrequency HALO treatment (with the 
BARRx device, BARRX Medical, Sunnyvale, CA, USA) is also 
another endoscopic option for patients with long‑segment 
Barrett’s or low‑grade dysplasia where ablative energy is 
delivered to the esophageal mucosa thus eradicating the 
atypical cells up to the muscularis mucosa.[46] However, 
patients with high‑grade dysplasia and/or invasive carcinoma 
involving the submucosa or beyond are not candidates for 
BARRX as they have a high reported failure rate given the 
risk of lymphatic spread and nodal involvement.

Management of advanced disease: T1b‑T4, nodal 
disease
Surgical resection for T1b and some T2 lesions remains 
the standard of care. On the other hand, advanced cancer 
patients with T2‑T4 tumors or nodal positivity are first treated 
with induction therapy followed by surgical resection if the 
tumor demonstrates a favorable response. Treatment of T2 
lesion remains controversial amongst clinicians.

CONCLUSION

Despite all these advancements, clinical management of 
esophageal cancer remains challenging. From identifying 
tumor markers to defining a standard screening protocol 
to formulating an effective neoadjuvant or adjuvant 
chemoradiation/biological therapy regimen  –  all remains 
yet unestablished. However, with little known, much remains 
unknown and thus there remains a vast potential for research.

REFERENCES

1.	 American Cancer Society. Cancer Facts and Figures  2014. Atlanta GACS; 
2014. Available from: http://www.cancer.org/acs/groups/content/@research/
documents/webcontent/acspc‑042151.pdf. [Last accessed on 2014 Aug 02].

2.	 Siegel  R, Naishadham  D, Jemal A. Cancer statistics for Hispanics/Latinos, 
2012. CA Cancer J Clin 2012;62:283‑98.

3.	 Chandra S, Gorospe EC, Leggett CL, Wang KK. Barrett’s esophagus in 2012: 
Updates in pathogenesis, treatment, and surveillance. Curr Gastroenterol 
Rep 2013;15:322.

4.	 Peters  FP, Curvers  WL, Rosmolen  WD, de Vries  CE, Ten Kate  FJ, 
Krishnadath  KK, et  al. Surveillance history of endoscopically treated 
patients with early Barrett’s neoplasia: Nonadherence to the Seattle biopsy 
protocol leads to sampling error. Dis Esophagus 2008;21:475‑9.

5.	 Corley DA, Mehtani K, Quesenberry C, Zhao W, de Boer J, Weiss NS. Impact 
of endoscopic surveillance on mortality from Barrett’s esophagus‑associated 
esophageal adenocarcinomas. Gastroenterology 2013;145:312‑9.e1.

6.	 Verbeek  RE, Leenders  M, Ten Kate  FJ, van Hillegersberg  R, Vleggaar  FP, 
van Baal  JW, et al. Surveillance of Barrett’s esophagus and mortality from 
esophageal adenocarcinoma: A population‑based cohort study. Am J 
Gastroenterol 2014;109:1215‑22.

7.	 Rodriguez  S, Mattek  N, Lieberman  D, Fennerty  B, Eisen  G. Barrett’s 
esophagus on repeat endoscopy: Should we look more than once? Am J 
Gastroenterol 2008;103:1892‑7.

8.	 Shakhatreh MH, Duan Z, Avila N, Naik AD, Kramer JR, Hinojosa‑Lindsey M, 
et  al. Risk of Upper Gastrointestinal Cancers in Patients With 
Gastroesophageal Reflux Disease After a Negative Screening Endoscopy. 
Clin Gastroenterol Hepatol 2014.

9.	 Chadwick G, Groene O, Hoare J, Hardwick RH, Riley S, Crosby TD, et al. 
A  population‑based, retrospective, cohort study of esophageal cancer 
missed at endoscopy. Endoscopy 2014;46:553‑60.

10.	 Qumseya  BJ, Wang  H, Badie  N, Uzomba  RN, Parasa  S, White  DL, et  al. 
Advanced imaging technologies increase detection of dysplasia and neoplasia 
in patients with Barrett’s esophagus: A meta‑analysis and systematic review. 
Clin Gastroenterol Hepatol 2013;11:1562‑70.e1.

11.	 Song J, Zhang J, Wang J, Guo X, Yu S, Wang J, et al. Meta‑analysis of the effects 
of endoscopy with narrow band imaging in detecting dysplasia in Barrett’s 
esophagus. Dis Esophagus 2014.

12.	 Boerwinkel DF, Holz JA, Kara MA, Meijer SL, Wallace MB, Wong Kee Song LM, 
et  al. Effects of autofluorescence imaging on detection and treatment of 
early neoplasia in patients with Barrett’s esophagus. Clin Gastroenterol 
Hepatol 2014;12:774‑81.

13.	 Connor MJ, Sharma P. Chromoendoscopy and magnification endoscopy for 
diagnosing esophageal cancer and dysplasia. Thorac Surg Clin 2004;14:87‑94.

14.	 Leggett CL, Gorospe EC. Application of confocal laser endomicroscopy in 
the diagnosis and management of Barrett’s esophagus. Ann Gastroenterol 
2014;27:193‑99.

15.	 Spechler  SJ. Does Barrett’s esophagus regress after surgery  (or proton 
pump inhibitors)? Dig Dis 2014;32:156‑63.

16.	 Engel  LS, Chow WH, Vaughan TL, Gammon  MD, Risch  HA, Stanford  JL, 
et al. Population attributable risks of esophageal and gastric cancers. J Natl 
Cancer Inst 2003;95:1404‑13.

17.	 Haeri H, Mardani O, Asadi‑Amoli F, Shahsiah R. Human papilloma virus and 
esophageal squamous cell carcinoma. Acta Med Iran 2014;52:197‑200.

18.	 Singh S, Singh AG, Singh PP, Murad MH, Iyer PG. Statins are associated with 



Journal of Carcinogenesis 2014,13:11	 http://www.carcinogenesis.com/content/13/1/11

Journal of Carcinogenesis 	 5 
A peer reviewed journal in the field of Carcinogenesis and Carcinoprevention

reduced risk of esophageal cancer, particularly in patients with Barrett’s 
esophagus: A systematic review and meta‑analysis. Clin Gastroenterol 
Hepatol 2013;11:620‑9.

19.	 Zhang  S, Zhang  XQ, Ding  XW, Yang  RK, Huang  SL, Kastelein  F, et  al. 
Cyclooxygenase inhibitors use is associated with reduced risk of esophageal 
adenocarcinoma in patients with Barrett’s esophagus: A meta‑analysis. Br J 
Cancer 2014;110:2378‑88.

20.	 Clément G, Braunschweig R, Pasquier N, Bosman FT, Benhattar J. Alterations 
of the Wnt signaling pathway during the neoplastic progression of Barrett’s 
esophagus. Oncogene 2006;25:3084‑92.

21.	 Vaninetti N, Williams L, Geldenhuys L, Porter GA, Guernsey DL, Casson AG. 
Regulation of CDX2 expression in esophageal adenocarcinoma. Mol 
Carcinog 2009;48:965‑74.

22.	 Yang  L, Francois  F, Pei  Z. Molecular pathways: Pathogenesis and clinical 
implications of microbiome alteration in esophagitis and Barrett esophagus. 
Clin Cancer Res 2012;18:2138‑44.

23.	 Sims‑Mourtada J, Izzo JG, Ajani J, Chao KS. Sonic Hedgehog promotes multiple 
drug resistance by regulation of drug transport. Oncogene 2007;26:5674‑9.

24.	 Sims‑Mourtada J, Izzo JG, Apisarnthanarax S, Wu TT, Malhotra U, Luthra R, 
et al. Hedgehog: An attribute to tumor regrowth after chemoradiotherapy 
and a target to improve radiation response. Clin Cancer Res 2006;12:6565‑72.

25.	 Clemons  NJ, Phillips WA, Lord  RV. Signaling pathways in the molecular 
pathogenesis of adenocarcinomas of the esophagus and gastroesophageal 
junction. Cancer Biol Ther 2013;14:782‑95.

26.	 Saraswati S, Alfaro MP, Thorne CA, Atkinson J, Lee E, Young PP. Pyrvinium, a 
potent small molecule Wnt inhibitor, promotes wound repair and post‑MI 
cardiac remodeling. PLoS One 2010;5:e15521.

27.	 Jin Y, Guan S, Liu L, Sun S, Lee KH, Wei J. Anti‑p16 autoantibodies may be a useful 
biomarker for early diagnosis of esophageal cancer. Asia Pac J Clin Oncol 2014.

28.	 Guan  S, Liu  B, Zhang  C, Lee  KH, Sun  S, Wei  J. Circulating autoantibody 
to CD25 may be a potential biomarker for early diagnosis of esophageal 
squamous cell carcinoma. Clin Transl Oncol 2013;15:825‑9.

29.	 Ye L, Guan S, Zhang C, Lee KH, Sun S, Wei J, et al. Circulating autoantibody 
to FOXP3 may be a potential biomarker for esophageal squamous cell 
carcinoma. Tumour Biol 2013;34:1873‑7.

30.	 Bagaria  B, Sood  S, Sharma  R, Lalwani  S. Comparative study of CEA and 
CA19‑9 in esophageal, gastric and colon cancers individually and in 
combination (ROC curve analysis). Cancer Biol Med 2013;10:148‑57.

31.	 Shimada H, Takeda A, Arima M, Okazumi S, Matsubara H, Nabeya Y, et al. 
Serum p53 antibody is a useful tumor marker in superficial esophageal 
squamous cell carcinoma. Cancer 2000;89:1677‑83.

32.	 Bang YJ, Van Cutsem E, Feyereislova A, Chung HC, Shen L, Sawaki A, et al. 
Trastuzumab in combination with chemotherapy versus chemotherapy alone 
for treatment of HER2‑positive advanced gastric or gastro‑oesophageal 
junction cancer (ToGA): A phase 3, open‑label, randomised controlled trial. 
Lancet 2010;376:687‑97.

33.	 Fuchs  CS, Tomasek  J, Yong  CJ, Dumitru  F, Passalacqua  R, Goswami  C, et  al. 
Ramucirumab monotherapy for previously treated advanced gastric or 
gastro‑oesophageal junction adenocarcinoma  (REGARD): An international, 
randomised, multicentre, placebo‑controlled, phase 3 trial. Lancet 2014;383:31‑9.

34.	 Ku GY, Ilson DH. Emerging tyrosine kinase inhibitors for esophageal cancer. 
Expert Opin Emerg Drugs 2013;18:219‑30.

35.	 Curran MA, Kim M, Montalvo W, Al‑Shamkhani A, Allison JP. Combination 
CTLA‑4 blockade and 4‑1BB activation enhances tumor rejection by 
increasing T‑cell infiltration, proliferation, and cytokine production. PLoS 
One 2011;6:e19499.

36.	 Ricci‑Vitiani L, Lombardi DG, Pilozzi E, Biffoni M, Todaro M, Peschle C, et al. 
Identification and expansion of human colon‑cancer‑initiating cells. Nature 
2007;445:111‑5.

37.	 Honjo  S, Ajani  JA, Scott AW, Chen  Q, Skinner  HD, Stroehlein  J, et  al. 
Metformin sensitizes chemotherapy by targeting cancer stem cells and the 
mTOR pathway in esophageal cancer. Int J Oncol 2014;45:567‑74.

38.	 Skinner HD, McCurdy MR, Echeverria AE, Lin SH, Welsh  JW, O’Reilly MS, 
et  al. Metformin use and improved response to therapy in esophageal 
adenocarcinoma. Acta Oncol 2013;52:1002‑9.

39.	 Mehran R, Nilsson M, Khajavi M, Du Z, Cascone T, Wu HK, et  al. Tumor 
endothelial markers define novel subsets of cancer‑specific circulating 
endothelial cells associated with antitumor efficacy. Cancer Res 
2014;74:2731‑41.

40.	 Ajani  JA, Barthel  JS, Bentrem DJ, D’Amico TA, Das P, Denlinger CS, et al. 
Esophageal and esophagogastric junction cancers. J Natl Compr Canc Netw 
2011;9:830‑87.

41.	 Choi  J, Kim  SG, Kim  JS, Jung  HC, Song  IS. Comparison of endoscopic 
ultrasonography (EUS), positron emission tomography (PET), and computed 
tomography  (CT) in the preoperative locoregional staging of resectable 
esophageal cancer. Surg Endosc 2010;24:1380‑6.

42.	 Sandha GS, Severin D, Postema E, McEwan A, Stewart K. Is positron emission 
tomography useful in locoregional staging of esophageal cancer? Results of 
a multidisciplinary initiative comparing CT, positron emission tomography, 
and EUS. Gastrointest Endosc 2008;67:402‑9.

43.	 Chennat  J, Konda VJ, Ross AS, de Tejada AH, Noffsinger A, Hart  J, et  al. 
Complete Barrett’s eradication endoscopic mucosal resection: An effective 
treatment modality for high‑grade dysplasia and intramucosal carcinoma – An 
American single‑center experience. Am J Gastroenterol 2009;104:2684‑92.

44.	 Guo HM, Zhang XQ, Chen M, Huang SL, Zou XP. Endoscopic submucosal 
dissection vs endoscopic mucosal resection for superficial esophageal 
cancer. World J Gastroenterol 2014;20:5540‑7.

45.	 Cao Y, Liao  C, Tan A, Gao Y, Mo  Z, Gao  F. Meta‑analysis of endoscopic 
submucosal dissection versus endoscopic mucosal resection for tumors of 
the gastrointestinal tract. Endoscopy 2009;41:751‑7.

46.	 Neuhaus  H, Terheggen  G, Rutz  EM, Vieth  M, Schumacher  B. Endoscopic 
submucosal dissection plus radiofrequency ablation of neoplastic Barrett’s 
esophagus. Endoscopy 2012;44:1105‑13.

How to cite this article: Gaur P, Kim MP, Dunkin BJ. Esophageal 
cancer: Recent advances in screening, targeted therapy, and 
management. J Carcinog 2014;13:11.
Source and Support: Nil. Conflict of Interest: None declared.

AUTHOR’S PROFILE

Dr.  Puja Gaur: Departments of Thoracic and General Surgery, Houston 
Methodist Hospital, 6550 Fannin Street, Smith Tower, Suite 1661, Houston, 
TX 77030, USA

Dr.  Min P. Kim: Interim Head of Thoracic Surgery, Assistant Professor 
of Surgery, Departments of Thoracic and General Surgery, Weill Cornell 
Medical College, Houston Methodist Hospital, 6550 Fannin Street, Suite 
1661, Houston, TX 77030, USA.

Dr. Brian J. Dunkin: Department of Surgery, Weill Cornell Medical College, 
Houston Methodist Hospital, 6550 Fannin Street, Suite 1661, Houston, 
TX 77030, USA.

Journal of Carcinogenesis is published for Carcinogenesis 
Press by Medknow Publications and Media Pvt. Ltd.
Manuscripts submitted to the journal are peer reviewed 

and published immediately upon acceptance, cited in PubMed and 
archived on PubMed Central. Your research papers will be available 
free of charge to the entire biomedical community. Submit your 
next manuscript to Journal of Carcinogenesis. 
www.journalonweb.com/jcar/


