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Discussion: Session 4

Chairman: MR J. W. P. GUMMER
Central Middlesex Hospital

DR KHOSLA (Central Middlesex): Firstly, when cases
of carcinoma of the oesophagus are selected for radio-
therapy, what criteria are employed for differentiating the
type of tumours which are radio-sensitive? Secondly,
does radiotherapy given initially in carcinoma of the
oesophagus make surgery more difficult?
DR JELLIFFE (Middlesex Hospital): I will try to make

one or two points indicating which cases should do well
with radiotherapy. In my opinion the ideal case is the
proliferative or the poorly differentiated, rapidly growing
tumour: radiotherapy then is obviously a better bet than
radical surgery from the patient's point of view. The
worst type of the lot is the slow stricture formation type,
where you cannot expect very much from radiotherapy.
As regards the effects of radiotherapy and what can be
done afterwards, I think that from a series that have been
published so far there is no evidence to suggest that
radiotherapy makes surgery any harder afterwards, but
you have to adopt certain obvious precautions. You must
use a reasonable dose of radiotherapy and one might well
consider, if one was using this approach, examining the
patient halfway through the course of radiotherapy. This
is what my colleagues do with carcinoma of the bladder.
They examine the bladder halfway through and if the
tumour is flattening fast, we continue with radiotherapy.
Alternatively, if it is not diminishing at all, we go on
to a total cystectomy. We have seen some very nice
pictures here of what can happen down the oesophagus.
I would have thought that it is perfectly safe to consider
surgery after 3000 rad or at the most 4000. After 3 or 4
weeks you could oesophagoscope the patient and if there
was a marked improvement continue with radiotherapy
to a radical dose. If there was no marked improvement, it
would be perfectly safe to go ahead with surgery after a
short interval to allow the inflammatory reaction to settle
down and before the fibrosis had set in. This will occur
in about 6 weeks or longer. In other words between 2-6
weeks after radiotherapy is the ideal time to consider an
operation if you have to.
MR CLELAND (Hammersmith Hospital): Could we ask

Dr Jelliffe whether there is any place at all for chemo-
therapy in this condition?
DR JELLIFFE: As regards management of local carci-

noma of the oesophagus, I would say none at the moment.
I have no doubt at all that in the future we shall develop
drug combinations which are effective. Occasionally you
do have patients with multiple metastases or carcinoma of
the oesophagus who respond for many months to a com-
bination of drugs, but it is not a very high percentage at
the moment. I would think no more than 5-10% at the
very most. Very disappointing. If we don't solve this
problem we are never going to cure many cancers of
oesophagus, because the cause of death in nearly every
case is widespread metastases.
DR SCHILLER: None of the speakers in this Symposium

has touched on the question of the radiosensitivity or
otherwise of carcinomas depending on their origin. I
wonder if the speakers, and particularly Dr Jelliffe, might
enlighten us on this. How much difference in Dr Jelliffe's
opinion does it make whether the patient has squamous
cell carcinoma or carcinoma arising from the fundus or
stomach?
DR JELLIFFE: In general squamous carcinomas are

probably more sensitive than adeno-carcinomas, but
many adeno-carcinomas will respond to radiotherapy. In
this particular situation if I found adeno-carcinoma I
would expect it to be at the lower end of the oesophagus
and therefore spreading down to the stomach, and I
would prefer to treat this by surgery rather than radio-
therapy.
MR GUMMER: I was interested to hear Mr Cleland

advocating oesophagogastric anastomosis in the chest. I
am not a thoracic surgeon, but I find this a difficult
anastomosis to do and quite a number of them leak and
have all sorts of trouble afterwards. Although it is a
bigger operation in some ways to bring the stomach
right up into the neck, in my experience it is a very much
simpler anastomosis to do. They seem to heal up better
and even if they do leak, the leak comes out through the
neck and they don't come to much harm. I wonder if any
other surgeons here have any views on this.
MR JACKSON (Harefield Hospital): I think I have had

extraordinary luck. The only leak I have had has been in a
patient on whom I brought up a jejunal loop and he had a
diverticulum on the mesenteric side. I resected this and
the diverticulum leaked instead. Normally we do go to
considerable pains to bury the anastomosis in the
mediastinum, to do the suture line with two layers and
with much the same care as we would a coarctation.
Provided we have got viable tissue on either side, the
leaks and empyema have not been a problem. I take a
fairly radical approach to these patients. My attitude is
that I am operating to relieve swallowing and if at the
same time I can cure cancer then I feel I have obtained a
bonus. If I can get all the tumour away that is fine. If I
can't and I have to leave the tumour behind then I will
do what I can to obtain an anastomosis and enable the
patient to die swallowing.
MR GUMMER: I think that is a pretty standard view

these days. I recall hearing Professor Allison speaking
on the subject. He was billed to speak on treatment of
oesophageal cancer and he immediately got up and said
'This is quite wrong. The title should be "the care of the
patient with carcinoma of the oesophagus".'
DR DILAWARI (Central Middlesex): Can I ask Dr

Jelliffe whether fast neutron beam is better than other
forms of radiotherapy in the treatment of oesophageal
cancer.
DR JELLIFFE: That is a very technical question. I

deliberately avoided all technical points when talking
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about radiotherapy, but there is a real possibility that
fast neutrons and other forms of irradiation may be more
beneficial than X-rays and gamma rays. The reason for
this is simple. It is that the effect produced in the tumour is
much more concentrated and it does not depend at all on
the oxygen concentration in the tumour. There is definite
experimental evidence that a high oxygen concentration
improves radiosensitivity to X-rays. A low oxygen con-
centration may decrease sensitivity by a magnitude of
three. A large number of tumours are reasonably large,
the blood supply is therefore poor and they have areas of
relative anoxia. If you are dealing with a tumour like that,
one would expect that neutrons might get better effects.
Neutron trials are being carried out at the moment, in
particular at Hammersmith Hospital and in Edinburgh.
We hope very much that we shall get some concrete
evidence about this in the next 3-4 years.
MR GEAR (Gloucester Royal Hospital): I would like to

support Mr Cleland's statements about the palliative use
of Celestin's tube for the middle third growth, which I
found very satisfactory. But I would like to ask Dr
Jelliffe whether there is a place for adding radiotherapy to
a successful short-term palliation with a Celestin tube.
DR JELLIFFE: This depends entirely on the extent of the

tumour. I think there is no doubt at all that the insertion
of the tube is the quickest palliative procedure. If you
wish to palliate with radiotherapy (which you can do very
well) sometimes you have to give a dose which is at least
two-thirds as large as the attempted curative dose. This
means you probably have to treat the patient for 4 weeks

and the procedure is therefore more time-consuming. I
have treated patients in the past who have been very thin
and who had a Soutar's tube passed. They have then
gained weight and so I have assumed that this is worth
treating them with radiotherapy. One of the slides I was
going to show was of a Soutar's tube sitting in the stomach:
we treated the patient quite successfully and she survived
for about 5j years afterwards. Initial treatment was pure
palliation and with radiotherapy, we got rid of the sup-
port to the Soutar's tube and it popped through.
MR GUMMER: 1 would like to ask Dr Jelliffe whether it

was his radiotherapy which made his Soutar's tube slip out
of position. I could produce a slide which shows not one,
but two Soutar's tubes firmly in the right iliac fossa. I put
them both in myself in an old man of 80, who was
delighted to be relieved of his dysphagia, only to return
after about 3 weeks saying it was as bad as ever. We put
another one in and when he returned the second time I
X-rayed his right iliac fossa and there they were waiting
to pass through the ileocaecal valve. He had no radio-
therapy though.
DR JELLIFFE: That is a fascinating story. Now we are

getting on to fishing stories I can show you one with
three inside.
MR GUMMER: We will not go in for capping each

other's stories, but I think that it is a very nice point to
bring this discussion to a close. It is my pleasant duty to
thank all the speakers. Again I would like to thank Dr
Roesch for coming all this way. I must also thank Key
Med for sponsoring the Symposium.
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