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Figure 2 Typical radiographic appearance of a filling defect with

smooth margins compatible with esophageal leiomyoma of the

thoracic esophagus (arrow).



Figure 3 Coronal image from IV contrast-enhanced CT showing
a large leiomyoma of the thoracic esophagus (arrow).



Figure 5 Laparoscopic approach: enucleation of giant esophageal
leiomyoma of the distal esophagus.
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] - clinical staging
- ( surgical ) pathologic staging

- post neoadjuvant staging/|



Table 1. Diagnostic and staging investigations in ocesophageal cancer

Procedure

Purpose

FBC
Renal and liver function

Endoscopy and biopsy

EUS

Bronchoscopy with endobronchial
ultrasonography

CT of thorax 4+ abdomen
+ pelwis

PET—CT, if available

Laparoscopy =+ washings

Assess for iron-deficiency anaemia
Assess renal and liver function to
determine appropriate therapeutic
options

Obtain tissue for diagnosis, histological
classification and molecular biomarkers,
e.g. PD-L1 and HER2 status (AC)
Accurate assessment of T and N stage in
potentially resectable tumours

Assess tumour growth towards central
airways; complementary to EUS,
especially when tumour stricture
precludes EUS

Staging of tumour to detect local/f
distant lymphadenopathy and
metastatic disease

Staging of tumowur to detect local/f
distant lymphadenopathy and
metastatic disease

Exclude occult metastatic disease
invalving peritoneum/diaphragm,
especially in locally advanced (T3/T4)
ACs of the OG] infiltrating the
anatomical cardia
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Fig. 4.6. a T2-tumor, N1-status; b schematic demonstration of the pathologies and structures.
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Figure 5. Endoscopic resection of early squamous cell cancer by endoscopic submucosal dissec-
tion: (a) after chromoendoscopy with Lugol’s solution, the borders of the lesion are marked with
coagulation points; (b) resection bed without any associated bleeding; (¢) specimen on corkboard
(after repeated staining with Lugol’s solution); (d) histopathology shows poorly differentiated pT1b

squamous cell cancer (H&E stain, x 400).




Figure 1 Endoscopic eradication of dysplastic Barrett’s esophagus

wvia radiofrequency ablation. (A) Barrett’s esophagus with high-

grade dwysplasia; (B) following treatment with radiofrequency
ablation.




Figure 4. Endoscopic evaluation of early squamous cell cancer by endoscopic submucosal dissection:
(a) irregular surface structure in the mid esophagus (white light imaging); (b) virtual chromoen-
doscopy of this area shows a brownish are with better definition of the borders (narrow band imaging);

(c) close view of the lesion showing vessel irregularities (type B2 vessels); (d) chromoendoscopy with

0.5% Lugol’s solution nicely delineates the borders of the lesions and is ideally used immediately
before starting an endoscopic resection.




Figure 2. Endoscopic mucosal resection (EMR) of early adenocarcinoma with the suck and cut
technique. (a) Long segment Barrett's cancer with suspicious lesion to the left (white light imaging,

acetic acid 1.5%); (b) lesion is band ligated and resected with the snare placed underneath the rubber
band; (¢) resection bed without any associated bleeding; (d) histopathology shows well differentiated

intramucosal adenocarcinoma without infiltration of lymphatic or blood vessels pTla m3, ly(-), v(-)
G2 (H&E stain, < 400).




Figure 4. Cytosponge™ capsule with string is swallowed with 150 mL of water. After 5 min, the
gelatin coat of the capsule will be dissolved, and the sponge that is inside the capsule will be released.
The sponge gathers cells from the esophagus and gastroesophageal junction upon retrieval by pulling
the string. The retrieved and expanded sponge is placed in a preservative fluid and transferred to the
laboratory for cytological examination and staining.
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