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Abstract

The aim of this study was to determine the incidence of gastric cancer in patients who previously suffered from esophageal webs in Karachi, Pakistan. This prospective study was conducted from January 2015-February 2017 in tertiary care hospitals of Karachi, Pakistan. Sample size is 256. Patients of age 28-75 years, regardless of gender presenting with principal complain of dysphagia were recruited in this study. The dysphagia is usually painless and intermittent or progressive over years, limited to solids and sometimes associated with weight loss. Other associations were that the patients were weak and anemic. A complete medical history was taken and a thorough physical examination was carried out which was filled in the performa, by concerned doctors, designed by an application "FORMS”. The most common etiological factors are iron deficiency, malnutrition, genetic predisposition or autoimmune processes. Esophageal webs can be detected by double barium swallow X-ray. Webs are also detectable by upper gastrointestinal endoscopy. Gastric cancer is the common cancer causing deaths worldwide. In this study the patients with esophageal webs were tested and treated. During their frequent follow up visits, they were also tested for possible gastric carcinoma by double-contrast barium meal to examine the stomach for gastric cancer and endoscopic ultrasound to check esophageal and gastric wall thickening for staging of cancer. Exact data about epidemiology is not available. 
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Objective


To determine the incidence of gastric cancer in patients who previously suffered from esophageal webs coming to tertiary care hospitals of Karachi, Pakistan.



Introduction

Gastric cancer is the 2nd most common cause of death among all cancers in the world. The number of deaths due to gastric cancer is about 800,000 annually [1]. Gastric cancer is the second most common cancer worldwide and almost two-thirds of all cases occur in developing countries [2]. Gastric cancer is more common in men as compared to women and is 3rd most common cancer after colorectal and breast cancers in women [1]. An esophageal web is a thin (2-3mm), eccentric, smooth extension of normal esophageal tissue consisting of mucosa and submucosa that can occur anywhere along the length of the esophagus but is typically located in the anterior postcricoid area of the proximal esophagus [3]. Esophageal webs arise in the upper esophagus and are thin layers of cells/folds that grow across the inside of the esophagus and block it either partially or completely [4]. In few studies gastrointestinal radiographic series demonstrated cervical esophageal webs and advanced gastric cancer [5]. It is well known that webs are associated with an increased incidence of hypopharyngeal or cervical esophageal cancer. However, it is even more unusual that this syndrome is combined with gastric cancer [6]. In this study, we determined the incidence of gastric cancer occurring in patients suffered initially from esophageal webs. The dysphagia is usually painless and intermittent or progressive over years, limited to solids and sometimes associated with weight loss. Symptoms resulting from anemia such as weakness, pallor, fatigue and tachycardia. Furthermore, it is characterized by glossitis, angular cheilitis and koilonychia (spoon-shaped finger nails). Enlargement of the spleen and thyroid can also be observed.


Methodology



This prospective study was conducted from January 2015-February 2017 in tertiary care hospitals of Karachi, Pakistan. Sample size is 256. Patients of age 28-75 years, regardless of gender presenting with principal complain of dysphagia were recruited in this study. Subjects that haven't completed at least 2 years follow up visit were excluded. A complete medical history was taken and a thorough physical examination was carried out which was filled in the performa, by concerned doctors, designed by an application "FORMS".


Since dysphagia is a main clinical feature, the differential diagnosis includes all other causes of dysphagia especially malignant tumors, benign strictures or esophageal rings. Also, diverticula, motility disorders such as achalasia, spastic motility disorders, scleroderma, diabetes mellitus, gastroesophageal reflux disease, and neuromuscular and skeletal muscle disorders.


Double-contrast barium meal is performed to examine the stomach for gastric cancer and endoscopic ultrasound was done to check esophageal and gastric wall thickening for staging of cancer. The staging was done according to following TNM classification:


Stage 0: This is also called carcinoma in situ. The cancer is found only on the surface of the epithelium. The cancer has not grown into any other layers of the stomach. This stage is considered an early cancer (Tis, N0, M0).


Stage IA: The cancer has grown into the inner layer of the wall of the stomach. It has not spread to any lymph nodes or other organs (T1, N0, M0).


Stage IB: Stomach cancer is called stage IB in either of these 2 conditions:


a.	The cancer has grown into the inner layers of the wall of the stomach. It has spread to 1 to 2 lymph nodes but not elsewhere (T1, N1, M0).


b.	The cancer has grown into the outer muscular layers of the wall of the stomach. It has not spread to the lymph nodes or other organs (T2, N0, M0).


Stage IIA: Stomach cancer is called stage IIA for any 1 of these conditions:


a.	The cancer has grown into the inner layer of the wall of the stomach. It has spread to 3 to 6 lymph nodes but not elsewhere (T1, N2, M0).


b.	The cancer has grown into the outer muscular layers of the wall of the stomach. It has spread to 1 to 2 lymph nodes but not elsewhere (T2, N1, M0).


c. The cancer has grown through all the layers of the muscle into the connective tissue outside the stomach. It has not grown into the peritoneal lining or serosa or spread to any lymph nodes or surrounding organs (T3, N0, M0).


Stage IIB: Stomach cancer is called stage IIB for any 1 of these conditions:


a.	The cancer has grown into the inner layers of the wall of the stomach. It has spread to 7 or more lymph nodes but not elsewhere. (T1, N3, M0).


b.	The cancer has invaded the outer muscular layers of the wall of the stomach. It has spread to 3 to 6 lymph nodes but not elsewhere (T2, N2, M0).


c.	The cancer has grown through all the layers of the muscle into the connective tissue outside the stomach but has not grown into the peritoneal lining or serosa. It has spread to 1 to 2 lymph nodes but not elsewhere (T3, N1, M0).


d.	The cancer has grown through all the layers of the muscle into the connective tissue outside the stomach. It has grown into the peritoneal lining or serosa, but it has not spread to any lymph nodes or surrounding organs (T4a, N0, M0).


Stage IIIA: Stomach cancer is called stage IIIA for any 1 of these conditions:


a.	The cancer has grown into the outer muscular layers of the stomach wall. It has spread to 7 or more lymph nodes but not to other organs (T2, N3, M0).


b.	The cancer has grown through all the layers of the muscle into the connective tissue outside the stomach but has not grown into the peritoneal lining or serosa. It has spread to 3 to 6 lymph nodes but not to other organs (T3, N2, M0).


c.	The cancer has grown through all the layers of the muscle into the connective tissue outside the stomach. It has grown into the peritoneal lining or serosa and has spread to 1 to 2 lymph nodes but not to other organs (T4a, N1, M0).


Stage IIIB: Stomach cancer is called stage IIIB for any of these conditions:


a.	The cancer has grown through all the layers of the muscle into the connective tissue outside the stomach but has not grown into the peritoneal lining or serosa. It has spread to 7 or more lymph nodes but has not invaded any surrounding organs (T3, N3, M0).


b.	The cancer has grown through all the layers of the muscle into the connective tissue outside the stomach and has grown into the peritoneal lining or serosa. It has spread to 3 to 6 lymph nodes but has not spread elsewhere (T4a, N2, M0).


c.	The cancer has grown through all the layers of the muscle into the connective tissue outside the stomach and has grown into nearby organs or structures. It may or may not have spread to 1 to 2 lymph nodes but not too distant parts of the body (T4b, N0 or N1, M0).


Stage IV: Stage IV stomach cancer describes a cancer of any size that has spread to distant parts of the body in addition to the area around the stomach (any T, any N, M1).


After gathering and classifying initial data, we used SPSS software version 16 for statistical analysis. T-test and Chi- Square tests were used. Continuous data were presented as mean±SD and categorical data were presented as proportions. P-values less than 0.05 were considered statistically significant. According to the fact that all studies and therapies were based on patient's needs and we refused any unnecessary examinations and their private data will not be obtained by any factual or legal authorities, this research does not have any ethical problems.


Results


Total number of patients tested were 289 out of which 256 were recruited as they completed minimum 2 years of follow up visits. Male female ratio was 1: 10. Females were more affected with esophageal webs and so were more prone to develop gastric carcinoma. 256 patients had esophageal webs and were treated with esophagoscopy excision and dilation. On their every follow up visits, which was every 6 months, patients were examined and tested for gastric carcinoma by endoscopic ultrasound (Table 1).



Table 1:  The results were summarized in following table.      
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Among 256 patients, 147 patients had gastric carcinoma after esophageal webs whereas 109 patients remain healthy after getting treatment of esophageal webs.


Discussion


 
The relation between esophageal webs and gastric carcinoma is very critical and unexpected. According to collected data, most of the patients were middle aged women. Surgery to remove the stomach (gastrectomy) is the only treatment that can cure or somewhat make the condition better. Radiation therapy and chemotherapy may help. For many patients, chemotherapy and radiation therapy after surgery may improve the chance of a cure but prognosis is not very good.


A surveillance upper gastrointestinal endoscopy is recommended every year to prevent the recurrence of esophageal webs and gastric carcinoma [7]. The future perspective is that the number of global cancer deaths is projected to increase by 45% from 2008 to 2030 (from 7.9 million to 11.5 million deaths), influenced in part by an increasing and aging global population. The estimated rise is expected slight declines in death rates for some cancers in high resource countries. New cases of cancer in the same period are estimated to rise from 11.3 million in 2008 to 15.5 million in 2030 as per WHO statistics [8].
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