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Abstract 

Introduction: 

Oesophageal carcinoma is the eight most common cancers worldwide and sixth most 

common cause of cancer related mortality. The incidence varies markedly between race, age, 

and geographic region, environmental and nutritional factors. In western populations 

carcinoma of the oesophagus is uncommon whereas endemic areas include China, India, Iran, 

Russia and South Africa. The incidence of oesophageal adenocarcinoma has rapidly risen 

over the past decades however squamous cell carcinoma of the oesophagus remains the most 

common worldwide. The prevalence of oesophageal carcinoma is high in South Africa and 

contributes significantly to the burden of disease. These carcinomas remain asymptomatic 

during much of their development and once diagnosed are usually at an advanced stage. 

Hence identifying carcinogens and reducing the exposure to risk factors such as smoking and 

alcohol, by education together with early detection methods can significantly reduce this 

burden. This study is aimed at evaluating the cases of oesophageal carcinoma currently 

presenting to our institutions. 

Aim(s): 

-To examine the demography and prevalence of adenocarcinoma of the oesophagus in 

patients presenting to academic hospitals of the University of Witwatersrand. 

-To compare the number of patients with adenocarcinoma (AC) of the oesophagus and 

squamous cell carcinoma (SCC) of the oesophagus. 

-To list the number of patients with adenocarcinoma of the oesophagus who underwent 

resection. 

-To determine how often is concomitant Barrett's metaplasia is present in the resected 

specimen. 
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Methods: 

This is a retrospective study of all the cases of oesophageal malignancy recorded on the 

NHLS database at CMJAH and CHBAH from 01/01/2001- 31/12/2013. Demographic 

variables including age, gender and population group where noted were recorded. 

Results: 

The prevalence of oesophageal carcinoma in our two teaching hospitals was on a downward 

trend. There was a significant decrease noted in the SCC subtype. The AC subtype 

prevalence was on an upward trend. The results we experienced were consistent with 

worldwide trends. 

Conclusion: 

The prevalence of oesophageal carcinoma in these two teaching hospitals showed a 

downward trend. This was due to the significant decrease noted in the SCC subtype, AC was 

still uncommon but the prevalence of the AC subtype appears to be on an upward trend. The 

results of this study were consistent with worldwide trends. 

Ethics clearance number: M140301 
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Chapter 1 

Introduction 

Oesophageal carcinoma is the eighth most common cancer worldwide (I) and the sixth 

most common cause of cancer related mortality (Z,
3

)_ The incidence varies between 

race, age, geographic region, enviromental and nutritional factors. In Western 

populations carcinoma of the oesophagus is relatively uncommon (3), unlike endemic 

areas, which include China, India, Iran, Russia and South Africa <1
,
2l. The incidence of 

oesophageal adenocarcinoma has rapidly risen over the past decades; however 

squamous cell carcinoma of the oesophagus remains the most common worldwide 

(2,4) 

The prevalence of oesophageal carcinoma is high in South Africa and contributes 

significantly to the burden of disease <5,
6l. These carcinomas remain asymptomatic 

during much of their development and once diagnosed are usually at an advanced 

stage. Hence identification of carcinogens, reducing exposure to risk factors, 

education and early detection methods may significantly reduce this burden. The 

prevalence of squamous cell carcinoma (SCC) is greater than that of adenocarcinoma 

(AC) of the oesophagus globally <2,
3

); and the recent data available in Gauteng 

province has been related to a single publication that showed a decrease in the 

incidence of oesophageal carcinoma (7l. 
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The aim of this study is to evaluate the prevalence and type of oesophageal cancers 

presenting to two teaching hospitals associated with The University of the 

Witwatersrand, Gauteng Province, South Africa. 

Over the past 20 years the pattern of oesophageal carcinoma has changed C8l. This 

disease predominantly affects those in the 60 - 70 year old age group with squamous 

cell peaking in this time period. Worldwide the highest incidence is in Linxian, 

ChinaC1l; followed by other countries as specified earlier including South Africa. The 

incidence of oesophageal adenocarcinoma in the United States and Canada has 

increased among white males while squamous cell carcinoma has remained the same 

if not decreased among the Afro-American population (8-
10l. However, in the last two 

decades in the United States the incidence of oesophageal adenocarcinoma in white 

males has surpassed the incidence of squamous cell carcinoma of the oesophagus in 

Afro-Americans (2,11 >. 

In the South African population urbanization and changes in socio-economic status, 

lifestyle and dietary intake predispose the population to obesity and gastroesophageal 

reflux disease C3,
5

l_ With these factors the question of a change in the histopathology 

in the South African population arises. 

Oesophageal carcinomas are of two main histologic types, squamous cell carcinoma 

and adenocarcinoma. Squamous cell carcinoma is more evenly distributed throughout 

the length of the oesophagus and adenocarcinoma is predominantly a disease of the 

distal oesophagus and gastroesophageal junction. Adenocarcinoma is rarely found in 

the cervical oesophagus C3,
12

,
13l_ These two subtypes have different aetiologies. 

Squamous cell oesophageal carcinomas are associated with dietary deficiencies, 
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alcohol and smoking whereas oesophageal adenocarcinoma is associated with obesity, 

gastroesophageal reflux disease and Barrett's metaplasia and smoking. 

Histologically ozJ, squamous cell carcinoma of the oesophagus is comprised of 3 

morphological patterns: a polypoid exophytic lesion which decreases the luminal 

diameter, a sclerosing type diffusely infiltrating the wall leading to rigidity and an 

ulcerative type eroding surrounding structures <12
). 

Gastric metaplasia with intestinal metaplasia is potentially premalignant. Gastric 

metaplasia without intestinal metaplasia is less likely to develop malignancy. 

Microscopically, adenocarcinoma of the oesophagus is a mucin producing glandular 

tumour <
12

), which exhibit intestinal type features including goblet cells. Marked 

cellular morphological changes that may be present only in the mucosa! layer are 

considered high-grade dysplasia lying adjacent to the tumour C12
). 

The commonest predisposing factor for AC of the oesophagus is Barrett's oesophagus 

(BO). In this condition metaplastic columnar epithelium has replaced the squamous 

epithelium extending upwards from the gastro-oesophageal junction C9)_ 

Barrett's oesophagus is secondary to gastroesophageal reflux disease (GERD), 

exacerbated by obesity and smoking while the risk factors for Squamous Cell 

Carcinoma also include smoking and alcohol. Dietary deficiencies appear to play a 

major role <3,
10

> in the development of SCC of the oesophagus. 

Conditions, such as tylosis, achalasia, esophageal diverticula, Plummer-Vinson 
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syndrome, and human papillomavirus (HPV) infection are known to predispose to 

sec <12>. 

Oesophageal carcinoma commonly presents with progressive dysphagia. Loss of 

weight, bleeding, hoarseness of voice, cough and epigastric pain, and back pain, 

anemia and bone pain are symptoms of advanced disease. On physical examination in 

the early stages there may be no clinical signs. The patient presenting at an advanced 

stage may reveal signs of metastases such as cervical lymphadenopathy, 

hepatomegaly, bone tenderness and respiratory complications. 

In the diagnosis and staging of oesophageal carcinoma radiological, endoscopic 

procedures, and minimally invasive surgical techniques are utilised. These include 

the upper gastrointestinal contrast study (Barium swallow) where the signs are those 

of shouldering, mucosa! irregularity and an "apple -core" deformity which strongly 

suggest oesophageal carcinoma. Upper endoscopy is mandatory for the diagnosis of 

oesophageal carcinoma to ascertain the location, and allow for a tissue biopsy for 

histopathological confirmation. Computed Axial Tomograph is used to stage the 

disease and allows assessment of surgical resectability of the lesion. Positive 

emission tomography (PET) <14
•
15> is also of value to evaluate the primary lesion: This 

modality may more accurately identify lymph node (LN) metastases including those 

adjacent to the primary lesion which may be obscured. Magnetic Resonance Imaging 

(MRI) is useful to define T4 lesions (see appendix 4) as well as liver metastases. 

Endoscopic ultrasound (EUS) is helpful in determining the length and depth of tumor. 

These may require dilatation to permit passage of the gastroscope and allow use of 

through the scope EUS probes. EUS is more valuable for early lesions and to check 
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for involved LN. Cytological analysis of the fine needle aspirate (FNA) is also 

possible. 

Other investigations include minimal invasive surgical procedures such as endoscopic 

mucosal resection (EMR)°3
) and bronchoscopy, thoracoscopy, mediastinoscopy and 

laparoscopy may be performed to accurately stage the patient. 

Multiple modality treatment approaches are currently being used in tertiary centers. 

This has been documented in a recent meta-analysis <16l. Surgical resection for cure is 

often not possible due to advanced disease. Radiation therapy ( either brachytherapy 

or external beam radiation) is an alternative to provide palliation of dysphagia but 

may be associated with local side effects such as oesophageal strictures and fistulas. 

Chemotherapy has been given preoperatively, postoperatively or a combination of 

both. A cisplatin-based regimen is commonly used as a radio sensitiser (l6-l&J_ 

Palliation is selected for patients with metastatic disease and for patients who cannot 

withstand curative treatment. The goal of palliation is twofold: to reestablish 

swallowing and relieve pain. Methods of palliation include radiation, endoscopic 

dilation, endoscopic stenting, endoscopic laser therapy and light-based therapy ( e.g., 

photodynamic therapy) (to,l 3l_ 

In the South African population those affected are predominantly Black South 

Africans with SCC of the oesophagus being the most common histological type C7l_ 

However, although cases of AC of the oesophagus do occur there is minimal literature 

available on this pathology in the South Africa context. 
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The aims of this study therefore are: 

1. To compare the demography and prevalence of patients who presented to 

Witwatersrand Academic Hospitals and were diagnosed with adenocarcinoma 

of the oesophagus over a thirteen year period . 

2. Compare the proportion of adenocarcinoma and squamous cell carcinoma of 

the oesophagus. 

3. How many of the patients with adenocarcinoma of the oesophagus underwent 

resection. 

4. To determine how often is concomitant Barrett's metaplasia is present in 

resected specimen. 
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Chapter 2 

Methods 

Ethical approval to undertake the study was obtained from the Witwatersrand Human 

Research Ethics Committee, ethics clearance number Ml40301 (Appendix 1). 

Access to the National Health Laboratory System (NHLS) and Laboratory of Data 

Intensive Systems and Applications (DISA) was obtained from the Department of 

anatomical pathology with permission from the Head of Department of Anatomical 

Pathology (Professor M Hale). (Appendix 2) 

This is a retrospective study of all the cases of oesophageal malignancy recorded from 

01/01/2001-31/12/2013 on the NHLS database at Charlotte Maxeke Johannesburg 

Academic Hospital (CMJAH) and Chris Rani Baragwanath Academic Hospital 

(CHBAH) was performed. Demographic variables including age, gender and 

population group were recorded. All patients with a histological diagnosis of 

oesophageal carcinoma and those with pre- malignant conditions of the oesophagus 

where included within the study period. 

The specimen number and hospital number were then cross checked on the DISA and 

NHLS pathology system to ascertain whether repeat specimens /duplicated results 

which where received and then excluded. 

Patient's personal details were not recorded on the data sheet and in the study 

(Appendix 3). 
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Results obtained where placed onto a standardised Microsoft Excel spreadsheet 

registration: Microsoft Excel for Mac 2011 Version 14.5.9 (151119) with Excel 

analysis Too!Pak using Chi square analysis was performed to ascertain the prevalence 

of AC and sec of the oesophagus. 

Other analyses that were performed have been depicted with use of graphs and tables 

(pages 19-23). 
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Chapter 3 

Results 

During this thirteen-year study period (2001-2013) there was a total of one thousand 

five hundred and fifty patients with oesophageal malignancies (Figure 1) seen at the 

two teaching hospitals (CMJAH and CHBAH). 

The highest incidence occurred in 2002 (Figure 1) with a significant reduction in the 

2010 to 2013 period (Figure 1). When the cases of oesophageal malignancies were 

analysed (Figure 2), regarding the subtypes the majority of cases of 69.74% were 

squamous cell carcinoma, followed by adenocarcinorna subtype with 8.77 % of cases. 

Barrett's oesophagus constituted 6.58% of cases, oesophageal dysplasia in 4 % and 

other types accounting for the final 10.90%. 

In all subtypes of malignancy the male population had a higher incidence when 

compared to the female population (Table 1 ). Of note is the finding that the 

adenocarcinoma occurred in 73.33 % of males compared to the male predominance in 

squamous cell carcinoma of 64.73% with a p value of 0.03. A male predominance 

was also evident for Barrett's metaplasia of 64.36% (Table 1 ). 

The median age of all patients with oesophageal malignancies in this study was 60 

years with median ages for AC subtype of 62 years old and SCC subtype 59 years . 
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Over the study period there has been a significant decrease in the prevalence of 

oesophageal carcinoma p <0,0001 (Figure I). This appears to be a result of the 

significant decrease in the SCC subtype (Figure 4). However the prevalence of AC 

during this study period increased significantly (Figure 3). Prevalence of AC was 

determined using chi square analysis (Figure 5) and showed a strong level of 

significance with p<0.01. Of the patients with adenocarcinoma in the study analysed, 

concomitant Barrett's metaplasia was evident in 9.56%. 

Resection specimens were found for only in 1.22 percent of the oesophageal cancers 

identified. Of these oesophageal resections performed AC accounted for 0.38% and 

0.83% for SCC of the total oesophageal malignancies (Table 3). With a more detailed 

analysis of the AC subtype 4.41 % of these patients underwent oesophagectomies 

compared to 1.19 % of the sec subtype (Table 3). 

The study was divided into two time intervals (Figure 6), 2001-2006 and 2007 to 

2013. This is a graphic representation illustrating the decline in SCC prevalence 

compared to the premalignant conditions and the invasive AC subtypes of the 

oesophagus. 

Race where it was noted and where it was to be inferred by name showed that of the 

cases of oesophageal malignancies 68.19% was noted in the African population, 

11.41 % in the white population and the final 20.38% in the Indian and Coloured 

populations. 
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The total AC subtype accounted for 8. 77% of oesophageal malignancies in this study. 

However of the total oesophageal malignancies in the white population comprising 

198 cases, 50 of these were AC subtype. The incidence in the white subset of patients 

with AC of the oesophagus (28.25%) was significantly greater than that of the black 

subset (6.01%) calculated with a p value< 0,000001. This finding is comparable to 

that of western data. 
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Table 1 depicting the number of cases pe_r subtype of the study and male to female %. 

Number Male Female 
% % 

sec 1081 64.73 35 .27 

AC 136 73.33 26.67 

Barrett's 102 64.36 34.64 

Dysplasia 62 59.68 40.32 

Other 168 64.29 35 .7 1 

Total 1550 ()5 .8 34.12 

Table 2: Depicts racial% in AC subtype (race was inferred by name). 

Oesophageal AC total nos per % of AC per race 
carcinoma total per race 

race 

African 1315 l) 6 

White 198 'i() 2 .25 
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Table 3: Oesophageal resections performed. 

Number 0
10 of total 0

o of subtype 

AC 6 0.38 4.41 

sec 13 0.83 1.19 

Total 19 1.22 

23 



Chapter 4 

Discussion 

This is a retrospective study over a 13-year period analysing all the cases of 

oesophageal malignancy through the two Witwatersrand academic hospitals in 

Gauteng, South Africa. It is important to note that the drainage area of the NHLS 

included satellite hospitals associated with the University of the Witwatersrand. 

The data obtained from the Department of Anatomical Pathology, CMJAH and 

CHBAH, results showed a significant decline in the incidence of oesophageal 

carcinoma over the study period in particular the SCC subtype. The prevalence of 

adenocarcinoma of the oesophagus is low but showed an increasing trend, which was 

statistically significant. 

Oesophageal carcinoma remains the eighth most common carcinoma worldwide and 

sixth most common cause of mortality <6•
20

). Furthermore this disease in Sub-Saharan 

Africa is associated with significant mortality <5•
20

-
21

)_ Adenocarcinoma of the 

oesophagus is a predominant subtype in Europe and North America while the SCC 

subtype is predominant in Southern Africa <21
-
23

)_ In South Africa oesophageal 

carcinoma contributes to the burden of disease with SCC predominance in the black 

African population with high male to female ratio that is similar to North America and 

Europe (s)_ 

24 



In this study the South African prevalence of AC has increased. Rates of obesity are 

increasing both in black and white African C
24

,
25

)_ This observation may be correlated 

to the population at risk for adenocarcinoma of the oesophagus where a raised 

prevalence found in this study. Since obesity C24
•
26

) increases the risk of GERD C
22

) 

which is a risk factor that leads to Barrett's metaplasia and hence AC, it is not 

surprising that there is an increase in AC of the oesophagus. This follows trends 

observed in the western population. Smoking is also associated with increased risk to 

developing Barrett's oesophagus leading to malignant transformation C27
l_ 

The number of oesophagectomies done in this study is small. The late presentation of 

this study group of patients in advanced stages may explain this difference. There is 

an increase in the number of curative procedures reported in well- resourced centers 

and management in a multidisciplinary specialist meeting C28
)_ Contributing to this 

could be an increase in screening programs for patients at risk i.e. those with reflux 

and with Barrett's oesophagus C
28

•
29

)_ These programs are not currently possible in the 

South African Health Care system. 

The decline in the SCC prevalence maybe due to improvement in dietary intake and 

reduction of ethanol abuse and smoking habits over the past two decades in the black 

South African population C
21

•
30

)_ The oesophageal adenocarcinoma cases were 

predominantly in the white population in this study. The results of this study are 

similar to those in North America and Europe where AC in white males and SCC in 

African males predominate C8)_ 
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This study shows trends in the prevalence of oesophageal carcinoma in keeping with 

that of western populations. Further reduction in the incidence of oesophageal 

carcinoma in South Africa will necessitate education and screening programs similar 

to those in western populations. Addressing modifiable risk factors such as dietary 

intake and smoking by means of education are not only feasible but will aid in 

promotion of general well being and reduction of oesophageal carcinoma. 

The limitations of this study were largely due to incomplete data on the specimen 

form received from doctors requesting histopathology. Thus many of the cases in this 

study did not identify the patients' race or gender on the formal histopathology 

reports. This resulted in these variables being inferred from the patients name on the 

reports hence the data may not accurately reflect the population group involved. 

However this study is representative of all the South African population groups. The 

individual patients' risk factors and comorbidities were not obtained from this 

retrospective study. 

Conclusion 

The prevalence of oesophageal carcinoma in these two teaching hospitals showed a 

downward trend. This was due to the significant decrease noted in the SCC subtype, 

AC was still uncommon but the prevalence of the AC subtype appears to be on an 

upward trend. The results of this study were consistent with worldwide trends <8•20)_ 
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Appendix 2: Consent to access NHLS database. 
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Appendix 3: Data collection sheet. 

Data Collection Sheet: 

Prevalence of adenocarcinoma of the oesophagus in two teaching hospitals in 
Gauteng province, South Africa. 

Participant Number: _____________ _ 

Age: ____ _ 

Gender: 

~ 
Referral Hos ital: 

Pathology Reference code: ________ _ 

Population Group: 
African White Coloured Indian 

Date of First biopsy: 

Date of diagnosis: 

The duration of symptoms as per histology report: 

Level of biopsy and resected lesion in centimeters as per the histology report: 

Histology: 
sec Adenocarcinoma Barrett's 

Tumor staging if available: 
0 I IIA IIB III IV A IVB 
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Metastasis: 
Yes No 

Oesophageal resection: 
Yes No 
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Appendix 4: AJCC staging of oesophageal carcinoma 

T Primary tumour 

Tx Primary tumour cannot be assessed 
Tl Primary tumour invading lamina propria or submucosa 
T2 Primary tumour invading muscularis propria 
T3 Primary tumour invading adventitia 
T4 Primary tumour invading adjacent structures 
N Regional lymph nodes 

Nx Regional lymph nodes cannot be assessed 
NO No regional lymph nodes metastasis (excluding celiac lymph nodes) 
Nl Regional lymph nodes metastasis (excluding celiac lymph nodes) 
M Distant metastases 

Mx Distant metastases cannot be assessed 
MO No distant metastases 
Ml Distant metastases 
Stages Grouping 

I TlNOMO 

IIA T2NOMO; T3NOMO 

IIB TlNlMO; T2NlMO 

III T3NlMO; T4NOMO; T4N IMO 

lV Any T, any N, Ml 
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Appendix 5: Research protocol 

Study Title: 

Prevalence of adenocarcinoma of the oesophagus in two teaching hospitals of 

Gauteng, South Africa. 

Introduction/ Background: 

Oesophageal carcinoma is the eight most common cancers worldwide and sixth most 

common cause of cancer related mortality6
• The incidence varies markedly between 

race, age, and geographic region, environmental and nutritional factors. In western 

populations carcinoma of the oesophagus is uncommon whereas endemic areas 

include China, India, Iran, Russia and South Africa2
• The incidence of oesophageal 

adenocarcinoma has rapidly risen over the past decades however squamous cell 

carcinoma of the oesophagus remains the most common worldwide1
• 

The prevalence of oesophageal carcinoma is high in South Africa and contributes 

significantly to the burden of disease. These carcinomas remain asymptomatic during 

much of their development and once diagnosed is usually at an advanced stage. Hence 

prevention of carcinogens, exposure to risk factors, education and early detection 

methods can significantly reduce this burden 6. The prevalence of squamous cell 

carcinoma is greater than that of adenocarcinoma of the oesophagus however no 

recent data is available, thus this study is to evaluate what is currently presenting to 

our institutions. 

Over the past 20 years the pattern of oesophageal carcinoma has changed. This 

disease predominantly affects those in the 60 - 70 year old age group with squamous 

cell peaking in this time period. Worldwide the highest incidence is in Linxian, China 
2 followed by other countries as specified earlier such as South Africa. The incidence 

of oesophageal adenocarcinoma in the United States has increased among white males 

while squamous cell carcinoma has remained the same if not decreased among the 

African American population 10
• However, in the last two decades in the United 
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States the incidence of oesophageal adenocarcinoma in white males has surpassed the 

incidence of squamous cell carcinoma of the oesophagus in African Americans. 

In the South African population urbanization and changes in socio-economic status 

makes the black South African vulnerable to Barrett's oesophagus and 

adenocarcinoma of the oesophagus. Changes in lifestyle and dietary intake 

predispose the population to obesity and gastro esophageal reflux disease. With these 

factors are we seeing a change in the histopathology in the South African population? 

Adenocarcinoma of the oesophagus is a malignant epithelial tumor that has glandular 

differentiation. There is increasing recognition of pre -malignant condition Barrett's 

oesophagus which deters from the past confusion of that of gastric carcinoma's 

arising from the gastrooesophageal junction 7'
11 

The pathogenesis of adenocarcinoma of the oesophagus has multiple steps in its 

disease progression. The Barrett epithelial cells have higher proliferative activity11
, 

and dysplastic epithelial cells have lost cell-cycle control 11
• p53 overexpression is 

present in dysplastic epithelium. This is said to be the result of gastroesophageal 

relux causing DNA and cell damage. In high grade dysplasia chromosomal 4 

abnormalities are present7· Other genetic factors c-ERB-B2, p 53 mutations and ~­

catenin are present7. 

Oesophageal carcinomas are of two main histologic types, squamous cell carcinoma 

and adenocarcinoma. Squamous cell carcinoma is more evenly distributed throughout 

the length of the oesophagus and adenocarcinoma is predominantly a disease of the 

distal oesophagus and gastroesophageal junction, and is rarely found in the cervical 

oesophagus (references). These two subtypes are of different aetiologies. Squamous 

cell oesophageal carcinomas are associated with dietary , alcohol and smoking 

whereas oesophageal is associated with Barrett's metaplasia and gastroesophageal 

reflux disease. 

Histology4: 
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Squamous cell carcinoma: Three morphological patterns: a) protruded a polypoid 

exophytic lesion that decreases luminal diameter. b) flat diffusely infiltrates the wall 

leading to rigidity c) excavated that erodes surrounding structures. 

Adenocarcinoma: Arise in the setting of Barrett oesophagus. Microscopically these 

are mucin producing glandular tumors. These exhibit intestinal type features. 

Dysplastic mucosa are adjacent to the tumor. 

Clinical presentation: 

Presentation of oesophageal carcinoma commonly presents with progressive 

dysphagia. Loss of weight, bleeding, hoarseness of voice, cough, abdominal pain 

( epigastric pain), anemia and bone pain in advanced disease. On physical examination 

one may find a normal systemic examination unless the patient presents at an 

advanced stage revealing signs of metastasis such as lymphadenopathy, 

hepatomegaly, bone pain and coughing or aspiration. 

Diagnostic investigations include: 

Diagnosing of oesophageal carcinoma utilise radiological, endoscopic procedures, and 

minimally invasive surgical procedures. These include upper gastrointestinal 

contrast study (Barium swallow) whose classic sign is an apple --core lesion. 

Upper endoscopy: an extremely useful tool in diagnosing carcinoma as we can 

ascertain the location, nature of tissue being examined and biopsied. 

Computed Tomography Scan: This is used in the staging of the pathology, 

dimensions of tumor and metastasis and surgical resectability oflesion. Positive 

emission tomography (PET) used in evaluating the primary lesion and lymph nodes. 

Magnetic Resonance Imaging (MRI) can determine T4 lesions and metastasis to the 

liver. Endoscopic ultrasound is used to determine length and depth of tumor. Other 

investigations such as endoscopic mucosa! resection and minimal invasive surgical 

procedures (bronchoscopy, thoracoscopy, mediastinoscopy and laparoscopy). 

Multiple modality treatment approaches are currently being used. Unfortunately due 

to late presentation and patients with advanced disease adequate surgical resection 
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will prove to be difficult. Radiation therapy is an alternative to surgical resection 

however does come with its associated side effects such as toxicity. 

Chemotherapy has been given preoperatively, postoperatively, or both. A cisplatin­

based regimen is often used 2
• 

Palliation is used for patients with metastatic disease. The goal of palliation is 

relieving obstruction and dysphagia. This can be treated with palliative chemotherapy, 

radiation, endoscopic dilation, endoscopic stenting, endoscopic laser therapy, light­

based therapy (e.g., photodynamic therapy). 

In the South African population those affected are predominantly Black South 

Africans with squamous cell carcinoma being the most common histological type. 

However, cases of adenocarcinoma do occur but there is minimal literature available 

on this pathology in South Africa. Therefore the researcher would like to investigate 

the demography of the patient diagnosed with adenocarcinoma of the oesophagus, and 

if common how often is Barrett's metaplasia reported in the patient diagnosed with 

adenocarcinoma of the oesophagus and resectability. Furthermore to compare the 

above findings with patients diagnosed with squamous cell carcinoma of oesophagus. 

Abstract 

• Aim: To examine the prevalence of adenocarcinoma of the oesophagus in 

patients in the teaching hospitals of Gauteng. 

• Objectives 

1) To compare the demography and prevalence of patients who presented to 
Witwatersrand Academic Hospitals and were diagnosed with adenocarcinoma 
of the oesophagus. 

2) Compare the proportion of adenocarcinoma and squamous cell carcinoma 
of the oesophagus. 

3) How many of the patients with adenocarcinoma of the oesophagus 
underwent resection of the oesophagus. 

4) To determine how often is concomitant Barrett's metaplasia is present in 
resected specimen. 
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• Type of Research 

Epidemiological research. 

• Study Design 

Retrospective study review . 

• Setting 

Charlotte Maxeke Johannesburg Academic Hospital, Chris Hani Baragwanath 

Academic Hospital, Helen Joseph Hospital. 

• Study Population 

Patients referred from the above institutions and those present on the National 

Health Laboratory System in Gauteng. 

• Study Sample : 

Inclusion criteria: All patients diagnosed with oesophageal carcinoma 

registered on National Health Laboratory System in Gauteng. 

Exclusion criteria: Patients not in the NHLS data system. 

• Variables 

Demographic variables include: Age, gender, and population group. Site of 

lesion and histopathology of the biopsies taken and of the resected specimens. 

• Data Collection 

The principle investigator will perform a retrospective data review from the 

National Health Laboratory System and data will be recorded on standardised 

data collection sheets and subsequently onto an Excel spreadsheet. 

• Statistical Methods 

Data will be summarised and described using measures of central tendency 

and dispersion. The variables will be categorized and the association tested 

between the carcinomas described. 
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• Timeline: 

Process Aug Sep Oct Nov Dec Jan Feb Mar Apr 

Project Idea X 

Literature Review X X 

Preparing X 

Protocol 

Protocol Deadline 23/10/13 

Protocol 06/11/13 

Assessment 

Ethics Application X 

Collecting Data X X 

Data Analysis X X 

Writing up- Report 

Report Submission 

Writing up- Paper 

• Limitations 

Information may be incomplete on some of the reports from the requesting 

doctor's. 

• Ethical considerations 

May 

X 

Ethical approval will be sought from the Human Research Ethics Committee 

and the relevant hospital managers and heads of department. 
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