
Page 1 of 5 

 
 

DIAGNOSTIC IMAGING PATHWAYS 
www.imagingpathways.health.wa.gov.au 
 
 

 
 

 

 

 



Page 2 of 5 

OESOPHAGEAL CANCER STAGING 

• Accurate staging of cancer is important for prognostication and directing further therapy. 
The most common staging system used for oesophageal malignancy is the American Joint 
Committee on Cancer tumour-node-metastases (AJCC TNM) score. 1 

• Primary Tumour (T) stages: 
o T0 – No evidence of primary tumour 
o Tis – High grade dysplasia 
o T1 – Tumour invades lamina propria or submucosa 
o T2 – Tumour invades muscularis propria 
o T3 – Tumour invades adventitia 
o T4a – Resectable tumour invades adjacent structures (eg. Pleura, pericardium, 

diaphragm) 
o T4b – Unresectable tumour invades adjacent structures (eg. Aorta, vertebral body, 

trachea) 

• Regional Lymph Node (N) stages: 
o A regional lymph node is defined as any perioesophageal lymph node from the 

cervical nodes to the celiac node. 
o N0 – No regional lymph node metastases 
o N1 – 1-2 positive regional lymph nodes 
o N2 – 3-6 positive regional lymph nodes 
o N3 - ≥7 positive regional lymph nodes 

• Metastases stages: 
o M0 – No distant metastases 
o M1 – Distant metastases 

 
Stage Tumour Nodes Metastases Grade Location 
IA 1 0 0 1 Any 
IB 1 0 0 2-3 Any 
 2-3 0 0 1 Lower 
IIA 2-3 0 0 1 Upper/middle 
 2-3 0 0 2-3 Lower 
IIB 2-3 0 0 2-3 Upper/middle 
 1-2 1 0 Any Any 
IIIA 1-2 2 0 Any Any 
 3 1 0 Any Any 
 4a 0 0 Any Any 
IIIB 3 2 0 Any Any 
IIIC 4a 1-2 0 Any Any 
 4b Any 0 Any Any 
 Any 3 0 Any Any 
IV Any Any 1 Any Any 

 

• Plain chest radiographs can be used to screen for pulmonary or mediastinal disease. 2 
 

COMPUTED TOMOGRAPHY 

• Initial staging test of choice for oesophageal cancer. 2,3  

• Useful for exclusion of T4 oesophageal cancers, as demonstrated by the preservation of fat 
planes between the oesophageal cancer and adjacent structures. 4  

• If CT shows advanced local disease or distant metastases, no further staging is required, as 
palliative treatment is the only option. 5  

• Limitations: less sensitive in differentiating the layer of the oesophageal wall (T status) or 
accurately assessing regional lymph node disease (N status). Therefore, if there is no 
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evidence of metastatic disease on CT, endoscopic ultrasound should be performed to 
achieve the most accurate regional staging. 2,6,7  

 

ENDOSCOPIC ULTRASOUND (EUS) 

• Most accurate non-invasive method for locoregional staging of oesophageal cancer. 8  

• Indicated in patients with oesophageal cancer in whom a CT scan has ruled out T4 and M1 
disease. 4  

• Limitations: 8  
o Incomplete examinations due to impassable stenosing tumours (which may be 

overcome by the use of recently available "miniprobes"). 9  
o Difficulties with specificity for nodal involvement (reactive versus malignant). 

However, it can be overcome by the ability to combine fine-needle aspiration with 
EUS, allowing histological verification of identified lymph nodes (eg. coeliac lymph 
nodes). 10  

o Note: suspicion of tracheo-bronchial involvement may require bronchoscopy or 
bronchoscopic ultrasonography. 11  

 

POSITRON EMISSION TOMOGRAPHY (PET) 

• Useful for detecting radiographically occult distant metastatic disease. 12-15  

• Sensitivity for diagnosing distant metastatic disease is 67%, with a specificity of 97%.20 It is 
more accurate compared to the combination of CT and EUS. 12-19  

• Improves diagnostic specificity for lymph node staging. 16,17,19,20  

• Findings on PET have been shown to be of prognostic value independent of TNM stage. 21,22  

• Co-registration of PET and CT images using PET/CT systems may be more accurate than PET 
alone. 23  

• Limitations: 12-17  
o Inability to determine T stage of the oesophageal tumour.  
o Inaccurate in the detection of local lymph node metastases.  
o Lack of anatomical detail.  
o Expensive and limited availability.  

 

TEACHING POINTS  

• Staging of oesophageal malignancy is aimed at assessing the extent of local invasion of the 
primary tumour and the for the presence or absence of nodal/distal metastatic disease 

• CT of the abdomen and chest are suitable initial staging modalities 

• If these initial investigations demonstrate a lesion that is amenable to potential curative 
resection further staging should include a PET scan. 

• If a PET scan shows no distal metastatic disease, Endoscopic US (EUS) is indicated for local 
staging. 
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