
   

Evidence Discussion For Esophageal 
and GE Junction Cancer (ONC-9)  

Initial work-up/Staging (9.2):   

• Upon initial diagnosis of cancer, CT Chest/Abdomen is recommended with the 
addition of pelvis if there are signs/symptoms of disease. NCCN states that “CT can 
be used to determine the location of the primary tumor and its proximity to other 
structures”.3 

• Cancers diagnosed in the upper 1/3 of the esophagus should also obtain CT of the 
neck due to concern for nodal spread. 

• If CT imaging does not show evidence of metastatic disease, PET/CT is indicated 
to assess for occult metastases to help finalize treatment options (curative versus 
palliative). PET/CT is not sensitive for locoregional nodal assessment as often 
these nodes are obscured by metabolic activity in the primary tumor but is more 
sensitive than CT for detecting distant metastases.1,2 NCCN also states that 
PET/CT has “limited ability to ability to differentiate between cT1, cT2, and cT3 
tumors. Therefore, CT should be performed as part of initial workup (as well as 
pelvic CT scan with contrast if clinically indicated) while FDG-PET/CT should be 
reserved for patients with no evidence of M1 disease”.3 

Restaging/Recurrence (9.3): 

• Primary treatment typically involves chemoradiotherapy alone, surgery alone or 
both. 

• After primary chemoradiation has been completed and prior to surgery, one of the 
following is recommended: CT Chest/Abdomen or PET/CT, with the latter ideally no 
sooner than 8 weeks after completion of radiation to minimize risk of false positives. 
If surgery is able to take place sooner (> 5 weeks), consider completing PET/CT as 
close to the surgical date as possible (> 5-8 weeks).3,4 

• Post-surgical resection is handled as disease surveillance. 
• For Stage IV disease on chemotherapy, CT Chest/Abdomen indicated every 2 

cycles 
• If conventional imaging is inconclusive or the member is a candidate for salvage 

surgery upon recurrence with no evidence of metastatic disease, PET/CT is 
indicated 

• CT Chest/Abdomen for signs/symptoms of recurrence, biopsy proven recurrence on 
follow-up endoscopy and recurrence suggested by other imaging 

• CT imaging of any appropriate area (e.g. neck, pelvis) if new signs/symptoms or 
known previous involvement 

Surveillance/Follow-up (9.4): 



• Stage 0-IA (Tis, T1a):  No routine advanced imaging indicated. Fully treated Tis and 
T1aN0 disease have prognoses that approximate a non-cancer cohort.4 

• Stage IB (T1b):  CT Chest/Abdomen with contrast annually for 3 years. T1b does 
not perform as well as fully treated Tis and T1aN0 disease, thus supporting current 
recommendations.4 

• Stage II-III:  CT Chest/Abdomen every 6 mos for 2 years then annually for 3 years 
• Stage IV:  CT Chest/Abdomen (additional sites as clinically indicated) every 3 

months while on maintenance therapy or every 3 months up to 5 years if being 
monitored off therapy 
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