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Case 
 
An 83-year-old male presented with 10 days difficulty swallow-
ing solid foods and cold foods. He reported some regurgitation 
and weight loss. He did not have acid reflux, nausea, or changes 
in bowel habits. His medical history was significant only for 
basal cell carcinoma and his only regular meds were timolol and 
ketorolac eye drops. He had no history of Gastroesophageal 
Reflux Disease (GERD) and no prior endoscopy.  
 
He is a never smoker, rarely drank alcohol and did not use any 
recreational drugs. Body mass index (BMI) was within normal 
range (24.18 kg/m2). Physical exam included normal vital signs 
with blood pressure 144/70, pulse 58, body temperature 97.7 F, 
respiratory rate of 20, and room air oxygen saturation of 99%. 
His examination was essentially normal except for slight 
discomfort on palpating the epigastric area. Urgent upper 
endoscopy was scheduled and revealed a poorly differentiated 
adenocarcinoma in the lower third of the esophagus. Gastric 
biopsy was negative for any histopathologic changes or H 
pylori. CT scan of chest abdomen pelvis revealed multiple 
enlarged lymph nodes in the distal esophagus, gastroesophageal 
junction, and stomach areas. Lymphatic enlargement was also 
noted in the left supraclavicular, mediastinal, periaortic, and 
retro-crural lymphatic areas. Biopsy of left supraclavicular 
lymph node revealed metastatic poorly differentiated adenocar-
cinoma.  
 
He was admitted for failure to thrive due to the rapid progres-
sion of dysphagia. He was started on total parenteral nutrition 
(TPN), and an esophageal stent was placed endoscopically, and 
chemotherapy (5FU) was initiated. However, he rapidly deteri-
orated and after family discussion, he was placed on hospice 
care.  
 
Discussion 
 
The incidence of esophageal adenocarcinoma (EAC) is rapidly 
increasing, especially among white males in developed western 
countries.1 Pathophysiology of EAC may be associated with 
repeated acid reflux leading to esophageal epidermal cell 
changes, such as Barrett's Esophagus (BE). Severe abnormali-
ties such as high-grade dysplasia can progress to invasive 
adenocarcinoma. Risk factors for EAC include GERD, high 
BMI, smoking, increased esophageal acid exposure, family 
history, and diets low in fruits and vegetables. Most commonly,  

 
 
EAC involves progressive dysphasia from solids to liquids. 
Often, patients report a choking sensation with food, uninten-
tional weight loss, chest discomfort, odynophagia, and 
occasional voice changes.2 EAC is often diagnosed at advanced 
stages as patients may not manifest early stage symptoms.3 A 
recent Chinese study reported despite screening/surveillance 
guidelines for BE, there is poor adherence.4  
 
This patient did not have any risk factors for EAC. A 2024 case 
report presented a similar patient. A 65-year-old healthy, 
nonsmoker female without any significant medical or family 
history complained of progressive dysphagia and regurgitation 
for 2 months with 15 pounds weight loss. She never developed 
any reflux symptoms and was found to have proximal esopha-
geal adenocarcinoma extending to the thoracic esophagus 
without associated lymphadenopathy or metastases. She under-
went chemotherapy / radiotherapy for six months and achieved 
complete remission.5 Although this patient and our patient were 
both healthy at baseline, the extent of cancer invasion and 
location of their esophageal cancer differed with different 
outcomes. Both were diagnosed with EAC without history of 
acid reflux symptoms.  
 
A clinical challenge for our patient was maintaining adequate 
nutrition, with rapid decline of oral intake. Despite parenteral 
nutrition and palliative stent placement, he had ongoing failure 
to thrive. Advanced age is a significant factor for effective 
treatment. A 2021 meta-analysis from the Netherlands reported 
higher postoperative mortality in older adults undergoing cura-
tive esophagectomy for esophageal cancer.6 An Italian study 
(2007) advised surgical intervention for very limited number of 
patients >80 years. The study reported palliative endoscopic 
procedures were more appropriate in older patients.7  
 
There are no current screening guidelines for EAC in healthy 
individuals. Studies have shown that patients with EAC have 
better prognosis if detected at an earlier stage. Unfortunately, 
most patients are diagnosed at later stages with poor prognosis 
as in our patient. More effective screening strategies are needed 
for early diagnosis of EAC. A 2013 EAC epidemiological study 
in the United States8,9 reported marked improved 5-year-
survival with detection at earlier stages.9 A recent California 
cohort study reported perioperative chemotherapy improved 
survival in patients with locally advanced (stage II or III) 



  
 
EAC.10 There is increased evidence supporting screening 
patients with higher clinical, environmental, or epidemiological 
risk factors. Increased utilization of advanced imaging tech-
nologies—such as confocal laser endomicroscopy (CLE), 
volumetric laser endomicroscopy, incorporation of biomarker, 
or Artificial Intelligence—should improve early detection of 
EAC.3  
 
There is need to emphasize measures to prevent EAC. A 2021 
Italian literature review reported BMI, heavy smoking, and 
waist circumference associated with increased EAC risk. The 
review suggests diet rich in fruits, vegetables, and whole grains 
seems to have protective effect for EAC. Interestingly, alcohol 
consumption was not linked EAC risk.11 Additional details on 
EAC risk factors are included in a 2016 manuscript in 
Gastrointestinal Tumors. It reports EAC risk increasing 3-fold 
with BMI greater than 30. Large waist circumference is related 
to risk of reflux esophagitis, which may contribute to carcino-
genesis. Heavier smoking was also associated with EAC, 
however longer duration of smoking cessation was inversely 
related to EAC risk. Frequent fruit, vegetable, omega 3 fatty 
acid, and fiber consumption was also recommended to reduce 
BE risk. Intake of heme iron and a polycyclic amine (2-amino-
3,4,8-trimethylimidazo[4,5-f]quinoxaline) that forms during 
cooking meat was also reported to have risk for EAC.12 In 
addition, early detection with screening modalities, optimiza-
tion of lifestyle to minimize the risk of EAC remains important 
for prevention.    
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