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The incidence of cancer of the 
esophagus is rising more rap-
idly than any other malignancy.1 

The disease affects males 4 times more 
often than females and is the seventh 
leading cause of cancer death in men. 
Esophageal cancer (EC) is most com-
mon in African American men and 
in people aged 45 to 70 years. The 
National Cancer Institute (NCI) esti-
mates 17,460 new cases of esophageal 
cancer will be diagnosed in 2012, and 
EC will cause 15,070 deaths.2 

Esophageal cancer develops as one of 
two main types: adenocarcinoma, which 
is more prevalent in the United States, 
and squamous cell carcinoma, which is 
more prevalent in other countries. More 
than 60% of esophageal carcinomas are 
adenocarcinomas, and its incidence is 
increasing.3 Patients with Barrett esopha-
gus are particularly prone to developing 
esophageal adenocarcinoma. Refluxed 
stomach acid causes the mucus-producing 
glandular cells in the lower esophagus to 
become column-shaped—the hallmark 
of Barrett esophagus. These columnar 
cells can eventually become malignant 
as adenocarcinoma.3 

Squamous cell carcinoma, originating 
in the squamous cells comprising the 
surface layer of the esophageal lining, can 
occur anywhere in the esophagus. The 
incidence of squamous cell carcinoma in 
the United States has been decreasing; 
and it is now the cause of less than 40% 

of all US cases of EC.3 Throughout the 
rest of the world, especially China and 
other parts of Asia, however, squamous 
cell carcinoma is the more common type 
of esophageal malignancy. 

Although not all causes of EC are 
known, the leading risk factors are 
Barrett esophagus, GERD, obesity, 
alcohol consumption, and smoking and 
chewing tobacco use. Radiation treat-

ment to the upper abdomen or chest can 
also cause EC, as can consuming very 
hot beverages, foods preserved with 
nitrates or lye, and pickled vegetables. 

Curative treatment of EC consists of 
surgery, radiation therapy, chemother-
apy, or a combination thereof. More 
than 50% of patients with EC have 
incurable disease.4 Therefore, pallia-
tive care may be the only option for 
many patients. 

PALLIATIVE CARE OPTIONS
Esophageal cancer symptoms are trou-
blesome and debilitating. Patients’ qual-
ity of life (QOL) can be improved by 

initiating palliative therapy at any point 
in the disease process. Dysphagia caused 
by stricture or obstruction is the most 
common symptom, occurring early in 
the course of disease and in more than 
70% of patients with EC.1 This symptom 
can be managed in a number of ways. 

Dilation can significantly improve 
swallowing, and patients can undergo 
the procedure several times. Self-
expanding metal stents (SEMS) are 
also successful in relieving obstruction. 
Madhusudhan and colleagues found 
that palliative stenting with SEMS sig-
nificantly improved all scales of QOL 
with no mortality and acceptable mor-
bidity.5 Other therapies that effectively 
reduce symptoms and ensure patient 
comfort include photodynamic therapy 
(PDT), radiotherapy, and argon plasma 
coagulation (APC). 

Photodynamic therapy uses injected 
photosensitizers and specific wave-
lengths of light to reduce the tumor, and 
the targeted therapy can also destroy 
blood vessels that supply the tumor.6 

The therapy is effective; however, it 
provides only short-term relief. 

Radiotherapy Radiation therapy and 
high-dose-rate (HDR) brachytherapy 
are effective; however, these modalities 
can cause the typical side effects seen in 
patients who undergo radiotherapy such 
as skin reactions, pain at the radiation 
site, and gastroenteritis.

Using a palliative approach to  
maintain nutrition and reduce 
discomfort in patients with EC
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Argon plasma coagulation is also 
effective at resolving an obstruction; 
however, again, its effects last only for 
a short while. Rupinski and colleagues 
compared argon plasma coagulation of 
the esophageal tissue alone with APC 
combined with another recanaliza-
tion method—HDR brachytherapy 
or PDT—in 93 patients with inoper-
able EC.7 The primary end point was a 
dysphagia-free period. Secondary end 
points were survival, improved QOL, 
fewer treatment-associated complications, 
and improved treatment tolerance. The 
combination therapies were well toler-
ated, and the investigators found that 
APC with HDR brachytherapy or PDT 
was significantly more efficient than APC 
alone. In addition, patients who received 
APC with HDR brachytherapy had 
fewer complications and improved QOL 
than did patients who received either 
APC with PDT or APC alone.7

Endoscopic ablation Newer tech-
nologies such as radiofrequency abla-
tion, endoscopic mucosal resection, and 
cryotherapy have further expanded the 
palliative armamentarium for EC.8 

Chemotherapy alone or in con-
junction with radiation therapy may 
reduce the size of some esophageal 
obstructions.

Enteral feeding Percutaneous gas-
trostomy or jejunostomy may be neces-
sary to achieve comfort and maintain 
proper nutrition. These procedures 
can improve the patient’s condition 
and ability to tolerate chemotherapy 
or radiation therapy. 

ADDITIONAL CARE
In addition to the disease-specific pal-
liative interventions discussed above, 
standard palliative interventions that 
improve comfort and quality of life 
for patients with cancer of the esopha-
gus can be used by the palliative care 
team. Patients should be educated to 
choose easy-to-swallow foods such as 
milkshakes, yogurt, or ice cream and 
to eat smaller meals throughout the 
day. General palliative therapies such as 
music, relaxation, or massage also offer 
palliative benefits to the patient coping 
with esophageal cancer. ■

Bette Weinstein Kaplan is a medical writer 
based in tenafly, new Jersey.
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Do you have a story about a patient 
you want to share?
Oncology Nurse Advisor welcomes narrative  
essays from oncology nurses for Reflections,  
our narrative medicine department.

Write 1,200 words about an experience with a patient that  
was especially meaningful to you, and email the manuscript  
to editor.ona@haymarketmedia.com. 

I
n the 10 years that I’ve been practic-

ing oncology, one thing I’ve come 

to learn is that chemotherapy can be 

either a friend or a foe. Chemotherapy 

certainly has its place. It has its time 

when it gives a patient both quantity and 

quality of life. As clinicians, however, we 

are all too aware that there also may come 

a time when chemotherapy robs life of both 

quality and quantity and leaves the patient 

battling debilitating side effects instead. 

I remember a recent encounter with a 

patient who was undergoing treatment for 

metastatic breast cancer. As I sat across from 

her, watching as she struggled to hold back 

the tears that streamed down her face any-

way, she apologized for feeling so “horrible 

and weak.” I had always known this patient 

as a fi ghter who fi ercely embraced every 

treatment, but now she was really struggling. 

Even in those times when I had to deliver the 

most horrible news, she was always ready for 

the next round. I had never seen her like this 

before. On this particular day, she had the 

weight of the world on her shoulders. She 

just wanted to say No to everything.

She looked at me and she asked, “When is 

enough, enough?” I looked at her, took her 

hand, and said, “The decision about whether 

to continue chemotherapy is not based on 

dictatorship. It’s a democratic relationship 

in which you have the right to decide that 

you do not want any more treatment, even 

if that decision is just for now.” 

I think for the fi rst time in a very long 

time, she felt she could breathe a sigh of 

relief. She knew now that I didn’t judge her 

because she wanted to stop treatment. Her 

soul was tired, and her body was exhausted 

from the onslaught of different chemother-

apy regimens. And now she had developed 

a painful palmar-plantar erythrodysesthesia, 

which made even brushing her own hair 

diffi cult. For this woman, hope was lost. 

Her quality of life was so compromised that 

even the little things she cherished for her 

ability to do them herself were becoming 

a challenge. Only another cancer patient 

can possibly understand the personal and 

intimate darkness of uncertain outcomes 

in battling cancer. Only another cancer 

patient can possibly understand the liberty 

and power she experienced in being able 

to say “no more treatment.”

As clinicians, we never want to give up 

our battle against cancer. We take an oath 

to preserve life, and when our ability to 

do this is challenged by the medical facts, 

all we can do is step back and examine the 

true meaning of preserve life in
 the absence 

of physical medicine. In this very instant 

with this patient, I was reminded that pres-

ervation of life should not be at the cost of 

life’s quality. Respecting a patient’s wishes 

in spite of what we think we can achieve 

with new medical interventions and novel 

chemotherapy agents means we should not 

try to override a patient’s desire to stop 

treatment. It is so important for us to offer 

patients a place where they can say how 

they truly feel. Patients must feel that they 

have their own voice, that they can decide 

what they need—for themselves and not 

for everyone else.

When the patient decides: 

No more treatment 

Jia Conway, DNP, CRNP, FNP-C 
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