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ABSTRACT

Background:Esophagealcancerisamongtheleadingcausesofcancer-related
morbidityandmortalityworldwide,withparticularlyhighprevalenceinEastAfrica.Due
tothenon-symptomaticnatureofthediseaseatanearlystage,patientsusuallypresent
atanadvancedstage,wheretheyareeithertreatedwithmultimodalitytherapywith
curativeintentorjustpalliationofthesymptomsoncethediseaseismetastatic.In
Ethiopia,mostpatientsarediagnosedatadvancedstages,withasubstantialproportion
beingnon-metastaticcasesthatremaineligibleforcurativetreatment.Thesepatients
maythereforeundergocurative-intenttherapies,includingsurgery,chemoradiotherapy,
radiotherapy,oracombinationofthesemodalities.However,localdataontreatment
patternsandsurvivaloutcomesforthesepatientsarelacking.

Objective:Toevaluatethesurvivaloutcomeandtreatmentpatternsofnon-metastatic
esophagealcancerpatientstreatedwithcurativeintenttreatmentatTikurAnbesa
SpecializedHospital,Ethiopia,between2022and2025.

Methods:Aretrospectivestudywasconductedbyreviewingthemedicalrecordsof
patientsdiagnosedwithnon-metastaticesophagealcanceratTASH duringthestudy
period.Data on demographic characteristics,clinicalcharacteristics,treatment
modalities and follow-up outcomes were extracted.Statisticalanalysis included
descriptivesummariesoftreatmentpatterns,Kaplan–Meiersurvivalestimates,andthe
logrank-testandCoxproportionalhazardsmodewereusedtoidentifypredictorsof
survivaloutcome.

Result:Onehundrednineteenpatientswhounderwentcurativeintenttreatmentfor
esophagealcanceratTASHover3yearswereincluded.Themeanagewas51.9years
(SD:12).Moststudyparticipantswerefemales65(54.6%)andmostofthepatients
41(34.5%)werefrom theOromiaregion.Asperthetreatmentpatterns57(47.9%)
receivedsurgeryalone19(16%)receivedCMT…(surgerywithNAT/adjuvanttherapy)and
43(36.1%)receiveddefinitiveRT/CRT.OfthosewhoreceivedCMT,6(5%)received
surgeryandCRT,5(4.2%)receivedsurgeryandRT,and8(6.8%)receivedsurgeryand
chemotherapy.Themediansurvivalwas17months,95%CI(14.8,19.1)Theone-year,
two-year,andthree-yearsurvivalrateswere67.8%,36.6%,and14.5%,respectively.Inthe
multivariableCoxproportionalhazardsmodel,patientswhodevelopedtreatment-
relatedorpostoperativecomplicationshadasignificantlyhigherhazardofdeath
comparedwiththosewithoutcomplications(HR=5.97;95%CI:2.85–12.5;p<0.001).

Conclusion:InEthiopia,thetreatmentpatternofnon-metastaticesophagealcanceris
heterogeneousandnotinlinewiththestandardtreatmentrecommendation.Andthe
mediansurvivalandthe3-yearsurvivalratearelow.TreatmentrelatedComplications
areasignificantdeterminantofpoorsurvival.

KeyWords:Non-metastaticesophagealcancer,treatmentpatterns,Curativetreatment,
Survivaloutcomes,retrospectivestudy,Ethiopia.
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1.Introduction

1.1.Background
Esophagealcancerisanaggressivemalignancythatarisesfrom theepithelialliningofthe

esophagus,themuscularconduitconnectingthepharynxandstomach,whichfacilitates

deglutition.Itdevelops when normalesophagealepithelialcells undergo dysplastic

transformation,leadingtouncontrolledproliferationandtumorformation(1).

Esophagealcanceristhe11th mostcommoncancerintheworld,withanestimated

511,054newcasesandthe7thleadingcauseofcancer-relatedmortalityintheworld,with

445,391 deaths reported as perGLOBOCON 2022 (2).However,there is significant

geographicvariationinitsepidemiology,withthehighestprevalenceintheso-called

“esophagealcancerbelt,”whichincludesEastAfrica,CentralAsia,andpartsofChina(2).

Based on the seventh edition ofthe American JointCommittee on Cancer(AJCC)

classificationforstaging,esophagealcanceriscategorizedintothreestages:localized,

regional,anddistant(4,5).LocalizedcancerincludesstageIandsomestageIItumors,

andthecancergrowsonlyintheesophagus.Regionalmeansthatthecancerhasspreadto

thenearbylymphnodesortissues. StagesIIIandIVAareregionaldiseases.Distant

diseaseincludesallstageIVBcancersandindicatesthatthecancerhasspreadtoother

organsawayfrom thefirsttumor(4,5).Patientsatlocalizedandregionaldiseasestages

arecandidatesforcurativeintenttreatment.InEthiopia,mostpatientspresentedwith

advanceddiseasebelongingtoeitherstageIIIorIV.However,asubstantialproportionstill

presentswithnon-metastaticdisease,forwhichcurativetreatmentispossible(6,11).

Despitethis,thereislimitedlocalevidencedescribinghow thesepatientsaremanaged

andtheiroutcomes.TikurAnbesaSpecializedHospitalisthelargestreferralandteaching

hospitalinEthiopia,andservesasacentralcancertreatmentcentre.Therefore;Studying

treatmentpatternsandoutcomesatthishospitalprovidesvaluableinsightintoreal-world

managementpracticesandtheireffectivenessintheEthiopiancontext.
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1.2.Statementoftheproblem

EsophagealcancerisoneofthemostcommoncancersinEthiopia,withanincreasing

incidencereportedinrecentyears(20).In2022,around1,494newesophagealcaseswere

estimated,and1422patientsdiedofthediseaseinthesameyear(3).Theincidencehasa

wide geographicalvariation in differentregionalstates.with a higherincidence rate

reportedinSomaliaandOromiaregions(11,20).

Theoverallesophagealcancersurvivalrateislowbecauseitisoftendiagnosedlatedueto

anasymptomaticpresentation.Survivaloutcomesareprimarilydeterminedbythestageof

diseaseatdiagnosis;however,thechoiceoftreatmentmodalityalsoplaysacrucialrolein

influencingpatientsurvival(6,11).

Esophagealcancerposesasignificantpublichealthchallenge,withahighmortality-to-

incidenceratio(2).Itisoneofthetoptencausesofcancer-relatedmortalityworldwide(2).

Eveninhigh-incomecountrieswithadvancesinmultimodalitytherapy,includingsurgery,

radiotherapy,immunotherapy,chemotherapy and the combination ofthese,survival

remainspoor(16).Survivalinlow-andmiddle-incomecountriesremainsworseduetolate

presentation,limited access to diagnostic and treatmentfacilities,and inconsistent

adherencetostandardtreatmentguidelines(22).InEthiopia,survivalintherangeof

monthshasbeenreportedinstudieswhichincludeallstagesofdisease(6,11).But,data

focusingonnon-metastaticcasestreatmentpatternsaswellassurvivaloutcomesare

scarce.Fewstudiesemphasisetheroleofmultidisciplinarycareandonthemanagement

ofnon-metastaticunresectabledisease,whichbasicallyistreatedwithcombinedmodality

treatment,andtheirsurvivaloutcomeisalsounknown.Thus,ourstudywilladdressthis

issuebyassessingtreatmentpatterns,survivaloutcomes,andfactorsaffectingsurvival.

1.3.Justificationofthestudy

InEthiopia,mostpatientspresentatthelocallyadvancedstage,wheremultimodality

treatmentsarerequired;however,dataregardingtheutilizationofthesetherapiesinthe
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non-metastaticsetuparescarce.Mostofthelocaldatainesophagealcancerpatientsis

from data thatalso include metastatic diseases;which reported poorutilization of

multimodalitytreatmentandpoorsurvival(6,23).However,dataontheproportionof

patients receiving curative-intent treatment,such as surgery,chemoradiotherapy,

radiotherapy,orcombined-modalitytherapy,innon-metastaticesophagealcancerpatients

arescarce.Besides,thereisno documented dataon thesurvivalofnon-metastatic

esophageal cancer patients treated with curative intent radiation therapy or

chemoradiotherapyandfactorsaffectingtheirsurvivaloutcome.Thislackofcontext-

specificevidencehinderseffortsto optimizecare,allocateresourceseffectively,and

improvepatientprognosis.Furthermore,studiesconductedinoursetupwerecarriedout

beforetheintroductionoftheradiotherapyLINACmachine.However,nosurvivaloutcomes

havebeenreportedfornon-metastaticpatientstreatedwithradiotherapysincethen.This

furtherunderscorestheimportanceofourstudy.Thus,thisstudywillevaluatesurvival

outcomesandfactorsaffectingthesurvivaloutcomesandtreatmentpatternsofnon-

metastaticesophagealcancerpatientstreatedwithRadiotherapyaswellassurgeryat

TikurAnbesaSpecializedHospitalintheyears2022to2025.

1.3Significanceofthestudy
Thisstudyhasparamountimportanceintherealm ofhealthcareforseveralreasons:

EpidemiologicalInsight:Non-metastaticesophagealcancerisunder-studiedinmanylow-

resourcesettings,includingEthiopia.Thisresearchwillfillacriticalknowledgegapby

providingepidemiologicaldataspecifictotheEthiopiancontext.

Clinicalsignificance:Thisstudywillprovidereal-worldevidenceontreatmentpatternsand

survivaloutcomesamongpatientstreatedwithcurativeintentatEthiopia’smainnational

referralandteachinghospital.Thus,thiswillofferinsightsintotheeffectivenessofcurrent

treatmentprotocolsandthepotentialneedforadjustments.Thestudyalsoprovides

insightsintohow localpracticesalignwithordifferfrom globalstandards.Enabling

oncologistsandsurgeonstorefinepatientselection,optimizemultimodalstrategies,and

improvefollow-upprotocols.

HealthcarePolicyandPlanning:Thefindingscaninform healthcarepolicymakersand
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plannersaboutthecurrentstateofsurvivalfornon-metastaticesophagealcancer.This

canleadtomoreeffectiveresourceallocation;emphasisgiventoincreasingthenumberof

radiotherapy machines,increasingtheavailabilityofadvancedimagingandenhanced

trainingprogramsforhealthcareprofessionals,includingradiationoncologists,physicists

and cardio-thoracic surgeons and the developmentofprotocols to improve patient

outcomes.

BaselineDataforFutureResearch:

This studywillprovide baseline data forfuture research.Comparative studies and

longitudinalresearchcanbuilduponthesefindingstotrackprogressandtheimpactof

interventionsovertime.

2.LiteratureReview

2.1.IntroductiontoEsophagealCancer
Esophagealcancerisahighlylethalmalignancyandrepresentsasignificantpublichealth

challengeworldwide.Itranksamongthetoptencausesofcancer-relateddeaths(2).Itis

theleadingcauseofcancer-relatedmortalityduetoitssubtlediseasecourseandpoor

prognosis(8).Underlyingthiscancertype,therearetwodistinctdiseases:esophageal

adenocarcinomaandesophagealsquamouscellcarcinoma,whichhavedifferenthistology,

etiologies,biologicalcharacteristicsandgeographicdistributions(9).

2.2.Epidemiology
AccordingtoGLOBOCAN2022,therewereanestimated511,054newcasesofesophageal

cancerand445,391deathsglobally,highlightingitshighmortality-to-incidenceratio(2).

Marked geographic variation exists,with the highestincidence occurring across the

‘esophagealcancerbelt’,specificallyinEastandSouthAfricancountries,aswellasinAsia

(2).SCCismorecommoninAsiaandAfrica,whileACpredominatesinWesterncountries.

InAfrica,esophagealcancerisdisproportionatelycommonalongthe“esophagealcancer

belt,”extending through Eastand Southern Africa.Here,SCC is the overwhelmingly

dominanthistologicaltype.Riskfactorsalsodifferfrom thoseinhigh-incomecountries

andincludetobaccouse,alcoholuse,combinedtobaccoandalcoholuse,exposureto
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polycyclicaromatichydrocarbons,consumptionofhotfoodandbeverages,andpoororal

health(9).

Ethiopiaisoneofthecountriesalongtheesophagealcancerbelt(9).Esophagealcancer

isthe10thleadingcauseofcancerdeathinEthiopia(3).AsinotherAfricancountries,SCC

predominates,and patientsoften presentwith advanced disease.Morethan 80% of

patientsarediagnosedatstageIIIorIV,andveryfewareeligibleforcurativesurgery(6,

11).StudiesdoneinEthiopiashowedpoorprognosis,withmostpatientssurvivingonlya

few monthsafterdiagnosisifuntreated(11).Andamediansurvivalofonlysixmonths

was reported in those receiving treatmentforallstages ofdisease (11).However,

systematicdata on survivaloutcomesofnon-metastaticesophagealcancerpatients

remainscarce.

2.3FactorsThatAffectSurvivalOutcomes

Thestageofthediseaseatpresentationdeterminessurvival.Patientsattheadvanced

stageuponpresentationhavepoorsurvivalcomparedtothosewithearly-stagedisease

(26).AstudyinChinashowedthatpatientswhoaretreatedwithdefinitiveCRTforstageIII

andIVdiseasehavepoorersurvivalthanpatientswithstageIandIIdisease(27).Late-

stagepresentationisalso associated withdecreased survivalinpatientsundergoing

esophagectomy(29).Additionally,patientswithhighlydifferentiatedtumors,suchasthose

withwell-differentiatedandmoderatelydifferentiatedtumors,havebettersurvivalrates

compared to thosewith poorlydifferentiated tumors(26).Studiesalso highlightthe

location ofthe tumorwithin the esophagusasassociated with treatmentoutcome.

Tumorslocatedinthemiddleandupperesophagushaveworsesurvivalthanthoselocated

intheloweresophagus(26,28).Thismightbeattributedpartlytotumorhistologyand

treatmentmodality.Adenocarcinomaispredominantlyfoundintheloweresophagus;

although notuniversallyaccepted,ithasa slightlybetterprognosisthan squamous

histology.CompleteSurgicalresection,whichisnotfeasiblefortumorslocatedinthe

upperesophagus,islinkedtobettersurvivalthannon-surgicaltreatments(16). The

Presenceofcomorbidconditionsandpoorperformancestatusisalsoassociatedwith

treatmentoutcome.Studiesshowedesophagealcancerpatientswithcomorbidillnessand
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poorperformancestatushavelowersurvivalafterradicaltreatment(23,25,27).Socio-

demographicfactorsalso playa crucialrolein determining treatmentoutcomesfor

esophagealcancer.Numerousstudieshaveexploredtheimpactofvariablessuchasage,

gender,socioeconomicstatus,andethnicityonpatientresponsetoradicaltreatment.

StudiessuggestthatPatientsagedoverfifty-fiveyearsoldhada2.4timessignificantly

higherriskofdeathcomparedtothoseagedlessthanfifty-fiveyearsold.Thisislikelydue

toage-relateddeclineinorganfunctionandtheimmunesystem,makingthem more

susceptibletotreatmentcomplicationsandmortality(29,30).Similarly,malesexhasalso

beenlinkedtodecreasedsurvivalinradicallytreatedesophagealcancerpatients(30).

Socioeconomicdisparitiescaninfluenceaccesstooptimaltreatmentoptions.Several

studies have also demonstrated thattreatmentinterruptions during radiotherapyfor

esophagealcancerarelinkedtoreducedsurvivalandhigherratesoflocalrecurrence.

Evidence from one study indicated thatinterruptions exceeding three days were

significantlyassociatedwithpooreroverallsurvival(31).Incontrast,astudyfrom China

reportedthatoveralltreatmentdurationdidnotinfluencesurvivaloutcomes;however,

shortertreatmenttimesconferredasurvivaladvantageinpatientswithearly-stagedisease.

Thisisduetoinadvancedstagetumorburdenandperformancestatusmaydominate(32).

Moreover,insurgicallytreatedesophagealcancerpatients,postoperativecomplications

aresignificantpredictorsofpoorsurvival.Astudyconductedinoursettingreportedthat

complications such as cervicalanastomotic leak and postoperative sepsis were

associatedwithahigherriskofpostoperativemortality(23,29).However,localdataon

factorsaffectingsurvivalinpatientsundergoingcombinedmodalitytherapyarescarce.

2.4.TreatmentPatterns

Thestandardtreatmentfornon-metastaticesophagealcancerdependsonthestageofthe

diseaseandthelocationofthelesionontheesophagus.Fornon-metastatic,resectable

disease,surgeryremains the cornerstone oftreatment.Veryearlymucosaldisease

(Tis–T1a)iseffectivelytreatedwithendoscopicresection,whilesubmucosalorhigher-risk

lesionsgenerallyrequireesophagectomywithlymphadenectomy(24).Surgeryalonewas

associatedwithsignificantlybetteroverallsurvivalthanothertreatmentmodalitiesfor

patientswithstageIdiseaseandwasassociatedwithsignificantlyworseoverallsurvivalin
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patientswithstageIIIcancer(13).Thus,PatientswithclinicalstageIdiseasecanbe

treatedwithesophagectomy,withoutpreoperativetherapy.Butmultimodalitytreatmentis

therecommendedapproachforpatientswithstageII–IIIesophagealcancer,asthishas

demonstratedimprovedsurvivalcomparedtosurgeryalone(12,24).ThelandmarkCROSS

trialdemonstratedthatneoadjuvantchemoradiotherapyfollowedbysurgerysignificantly

improvedmedianoverallsurvivalcomparedtosurgeryalone(49monthsvs24months),

witha10-yearsurvivalrateof38%vs25%(12).Arecentstudyhasalsoshownthenon-

inferiorityofNAchemotherapycomparedwithneoadjuvantCRTforesophagealandGEJ

adenocarcinoma(17).Forpatientswithlocallyadvanced,unresectabledisease,definitive

chemoradiotherapyisthestandardofcare,asdemonstratedbytheRTOG85-01study(15).

Radiotherapyaloneoffersinferioroutcomesinthisstudy.Incaseofverylocallyadvanced

disease(cT4b),thepropermanagementismorechallenging.Eventhoughpalliativecareis

thesafeoption,multi-modalitytherapywithcurativeintent,likeneoadjuvantchemotherapy

withconversionsurgery,maybeworthwhile;however,itshouldbesuggestedonacase-by-

case basis (14).Thus,modern treatmentstrategies emphasize combined modality

approaches,tailoredtodiseasestageandpatientcondition.However,real-worlddatain

SouthAsiashowed aconsiderablenumberofpatientsundergo asinglemodalityof

treatmentbecauseofthefearthatmultimodalitytreatmentmaynotbetoleratedbythe

generallyfrailpatientswithesophagealcancerandalsobecauseoftheiradvancedageat

diagnosiswithinadequatenutritionalsupport(18).Astudyfrom Ugandaalsoshowedthat

mostpatients received treatmentwith single-modality therapy only because they

presentedatalatestage(19).InEthiopia,few studiesaddressthetreatmentpatternof

esophagealcancer.Inastudythatincludedallstagesofdisease,chemotherapywasthe

mostcommonlyprescribedtherapyin70.1%ofpatients,followedbypalliativeradiotherapy

(15.6%)andsurgery(14.4%).Incontrasttotherecommendation,almostallpatientswho

receivedtreatmentreceivedmonotherapyratherthantherecommendedmultimodality

treatment(6).Anotherstudy,conductedonthesurgicalsideandinvolving34(27.9%),63

(51.6%),and20(16.4%)patientsinstagesII,III,andIV,respectively,foundthatonly8%of

thepatientsreceivedchemotherapy.Alltheothersweretreatedwithsurgeryalone(29),

indicatedpoorutilizationofmultimodalitytherapyagainstthestandard.Incontrast,astudy

conductedintheUSforlocallyadvanced,surgicallyresectablepatientsfoundthatNA
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treatmentwasadministeredto72% ofthepatients(30).However,localdataregarding

treatmentpatterns,whichincludepatientstreatedwithdefinitivechemoradiotherapy,are

scarce.

2.5.Survivaloutcome

Survivaloutcomesforesophagealcancerremainpoorworldwide,butitlargelydependson

thestageofthediseaseatpresentation.TheStageofcanceratdiagnosisdeterminesthe

modalityoftreatment,whichinturnalsodeterminesthetreatmentoutcome(25).Inthe

crosstrial,forresectablepatientswhoreceivedNACRT,amediansurvivalofover4years

wasachieved(12).AnotherstudyexaminingtheroleofCRTforunresectabledisease

founda5-yearoverallsurvivalrateofonly26%,withamediansurvivalof14months(21).

Incontrast,real-worlddatafrom variouspartsoftheworldhaverevealedlowersurvival

and localcontrolrates than those reported in the above landmark studies.In the

Netherlands,a nationalstudy ofpatients treated with curative intentfound thata

considerablenumberofpatientswithnon-metastaticECorGEJCexperiencedrecurrence

within2years.ButResectedpatientshadahigherDFSandOScomparedtopatients

receivingdefinitiveCRT.InpatientstreatedwithdefinitiveCRT,themediansurvivalwas

20.9months,whilethosetreatedwithNACRTandsurgeryhadamediansurvivalofaround

36months(16).Thesurvivalofpatientsinmiddle-andlower-incomecountriesareeven

lowerwhichisduetothelimitedhealthcareresourcesinlow-andlower-middle-income

settingswhichmayinturnleadtodelayedpresentation,advanceddiseaseatdiagnosis,

and restricted treatmentoptions (22).A studyofSouth Asians with non-metastatic

esophagealcancerwhoaretreatedwithdefinitiveCRTshowed32%3-yearsurvival(18).

Onemeta-analysisinAfricaalsoreportedamediansurvivalofaround9monthsinCRT

patients,butbetteroutcomesinthosewhounderwentesophagectomy(22).InEthiopia,

patientswhounderwentsurgeryforesophagealcancerhadlow5-yearsurvivalrates.With

amedianOSof17monthsanda5-yearOSof13%(23).Inanotherstudy,whichincluded

allstagesofthedisease,amediansurvivalofonly4to6monthswasobserved(6,11).But

dataregardingthesurvivaloutcomeofnon-metastaticesophagealcancerpatientstreated

withchemoradiotherapyorradiotherapyisscarce.GivenTikurAnbesahospital‘sroleas

thecountry’sleadingcancerreferralcenterandoneofthefewcenterswithradiotherapy



9

machinesavailable,asystematicstudyoftreatmentpatternsandtheirimpactonthe

survivaloutcomeswillprovidemuch-neededevidencetoinform clinicalpracticeandpolicy.

2.6.RationalefortheStudy

Insummary,esophagealcancerisasignificanthealthproblem globallyandinEthiopia.

While clinicaltrialsin high-income countrieshave defined effective treatments,their

applicabilityinLMICsisconstrainedbylimitedresources.Ethiopianpatientsfrequently

presentwithadvanceddiseaseandfacebarrierstooptimalcare.Yet,comprehensivedata

on treatmentpatterns and survivaloutcomes ofnon-metastatic esophagealcancer

patientstreatedwithcurativeintent,aswellasonfactorsaffectingtheirsurvivalatTikur

Anbesahospital,arelacking.Thisstudywilladdressthisgapbysystematicallyanalyzing

thesurvivaloutcomesofpatientstreatedbetween2022and2025,therebygenerating

evidencetoguideimprovementsincancercareinEthiopia.
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3.Objectives

3.1GeneralObjectives

 To assess the survivaloutcome and treatmentpatterns of non-metastatic

esophagealcancerpatientstreatedwithcurativeintentat,TikurAnbesaSpecialized

Hospital,Ethiopia,betweenJanuary2022andApril2025.

3.2SpecificObjectives

 Todescribethesurvivaloutcomeofnon-metastaticesophagealcancerpatients

treatedatTikurAnbesaHospitalduringthestudyperiod.

 Toidentifythevarioustreatmentmodalitiesgiventonon-metastaticesophageal

cancerpatients.

 Toidentifyfactorsthataffectthesurvivalofnon-metastaticesophagealcancer

patients.

4.Methodology

4.1.StudyPeriodandArea

4.1.1StudyArea

ThisstudywasconductedatTikurAnbesaSpecializedHospital,AddisAbabaUniversity,

Oncologyand CardiothoracicSurgeryDepartment.AddisAbabaisthecapitalcityof

Ethiopia.TikurAnbesaHospitalisoneofEthiopia'sleadingtertiarycarecenters,servingas

anationalreferralhospitalforcomplexcasesandprovidingspecializedcaretopatients

from acrossthecountry,withapopulationofover120million.TheHospitalprovides

healthservicestoapproximately25,000inpatientsand400,000outpatientseachyear,with

abedcapacityof700.Thehospitalprovideradiotherapy,chemotherapy,endoscopyand

cardio-thoracicsurgeryserviceforesophagealcancerpatients.Atpresent,themajority

esophagealcancercasesarediagnosed and treated withincardio-thoracicand adult

Oncologyunits.
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4.1.2Studyperiod

Thestudywasconductedfrom October2025toDecember2025.

4.2.Studydesign

Aretrospectivestudywasemployed.

4.3.Population

4.3.1Sourcepopulation:

AllesophagealcancerpatientstreatedatTikurAnbesaHospitalbetweenJanuary2022

andApril2025.

4.3.2Studypopulation

Allselectednon-metastaticesophagealcancerpatientswhofulfiltheinclusioncriteria.

4.4.InclusionandExclusioncriteria

4.4.1Inclusioncriteria

PatientAge≥18yearsatdiagnosis.

Histologicallyconfirmedesophagealcarcinoma.

SCCorAChistology.

Clinicalorpathologicalstagingperformedandrecorded(AJCC8thed).

4.4.2Exclusioncriteria

Stage0orhigh-gradedysplasia.

Historyofanotherconcurrentprimarymalignancy.
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Patientswithinsufficientdataregardinghistology,cancerstage,andtreatmentmodality.

4.5.SamplesizeandSamplingtechnique

Allpatientswhomettheinclusioncriteriaduringthestudyperiodwereincludedusinga

censussamplingmethod

4.6.StudyVariables

4.6.1.OutcomeVariables
Survivalrate(OS)

4.6.2.IndependentVariables
Socio-demographicCharacteristics

 Age

 Sex

 Residence

Typesoftreatmentreceived

 Surgery

 DefinitiveCRT…

 NAT…followedbysurgery

Clinicopathologicfactors

 Stageatdiagnosis

 Gradeofthetumor

 Histologicalsubtype

 Presenceofcomorbidity

 Performancestatus

 Tumorlocationwithintheesophagus

Treatmentrelatedfactors

 Treatmentinterruption

 Postopcomplications

 RTrelatedAE
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4.7.DataManagement

4.7.1Datacollection

Patientdatawascollectedretrospectivelyfrom medicalrecordsusingdataextraction

tools,andinformationonthepatient'scurrentstatuswasobtainedfrom thesystem orvia

aphonecall.Beforebeginningtheactualstudy.

4.7.2Dataentry

CollecteddatawasenteredintoanExceldocument

4.7.3Datacleaning

Thedatawascleanedbycheckingformissingvalues,outliersandinconsistencies.An

incompleterecordwasreviewed,andanymissingcriticalinformationwasaddressedor

excludedaspertheexclusioncriteria

4.8.Statisticalanalysis

DatawasanalyzedusingSPSSstatisticalsoftware.Descriptivestatisticswasutilizedto

summarizethedemographicandclinicalcharacteristicsofthepatients,includingage,

stageatdiagnosis,andtreatmentpatterns.Kaplan–Meiercurveswasgeneratedtodisplay

survivaldistributionsacrosstreatmentgroups.TheLog-ranktestwasusedtocompare

survivalcurvesbetweentreatmentmodalities. Additionally,Coxproportionalhazards

regression models was used to identifyfactors associated with survivaloutcomes,

adjustingforpotentialconfounders.

Thelog–ranktestwasusedtoassesstheassociationbetweeneachindependentvariable

andeachoutcomevariable.Variableswithp-value<0.25wereincludedinthemultivariable

Cox analysis.A multivariate Cox regression analysis was performed,including all

candidatevariables,toidentifyindependentpredictorsofsurvival.Ap-value<0.05was

consideredstatisticallysignificantinthemultivariatemodel.Hazardratios(HR)with95%

confidenceintervalswerereported.
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4.9.OperationalDefinitions

Survival(OS)

Definition:Overallsurvival:Thedurationoftimefrom thedateofdiagnosistothedateof

deathfrom anycauseorthelastdateoffollow-upifthepatientisstillalive.

Measurement:Recorded in months,using patientfollow-up records,from the initial

diagnosisdatetoeitherthedateofdeathortheendofthestudyperiodonNovember30,

2025.

TreatmentPattern:

Definition:Thespecificregimenorcombinationoftherapeuticinterventionsadministered

to patients with non-metastatic esophagealcancer.This includes surgery,radiation

therapy,chemotherapy,oracombinationofthesetreatments,asdocumentedinpatient

medicalrecords,includingthetypesoftreatments,theirduration,andthesequencingof

therapiesadministeredfrom January1,2022,toApril30,2025.

Stagesofesophagealcancer:

Definition:

Stage0(carcinomainsitu):Thetumorisonlywithintheepithelium oftheinnerlining

(mucosa)ofthe esophagus.Itis also known as high-grade dysplasia,which is a

precancerouslesion.

StageI:Tumorlimitedtothemucosa,submucosa,ormuscularispropria(T1–T2),withno

regionallymphnodeinvolvement(N0)andnodistantmetastasis(M0).

StageII:Tumorinvadingthemuscularispropriaoradventitia(T2–T3)withoutorwith

limitednodalinvolvement(N0–N1),andnodistantmetastasis(M0).
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StageIII:Locallyadvancedtumor(T3–T4a)and/orsignificantregionallymphnode

involvement(N1–N3),withoutdistantmetastasis(M0).

StageIVA:Tumorinvadingadjacentstructures(T4b)orextensiveregionalnodaldisease

(N3),withoutdistantmetastasis(M0).

StageIVB:Thecancerhasspreadtootherpartsofthebody,suchastothelungs,liveror

stomach.Thisisalsocalledmetastaticesophagealcancer.Itisanygrade.

PatientDemographics:

Definition:Characteristicsofthepatientpopulation,includingage,sex,ethnicity,residence,

religionandsocioeconomicstatus.

Measurement:Collected from patientrecords atthe time ofdiagnosis and during

treatment.

ClinicalCharacteristics:

Definition:Medicalconditionsandfeaturesofthediseaseinpatients,suchastumorstage,

grade,histology,andpresenceofcomorbidities.

Measurement:Extractedfrom patientmedicalrecordsanddiagnosticreports.

FactorsAssociatedwithTreatmentOutcomes:

Definition:Variablesthatmayinfluencetheeffectivenessoftreatmentandsurvivalrates,

includingpatientage,performancestatus,tumorstage,treatmenttype,andcomorbid

conditions.

Measurement:Analyzedusingpatientmedicalrecords,treatmentdata,andstatistical

methodstoidentifysignificantpredictorsofoutcomes.



17

PerformanceStatus:

Definition:Performancestatusreferstoapatient'soverallwell-beingandabilitytoperform

dailyactivities.Itisacrucialprognosticfactorincancertreatment,influencingtreatment

decisionsandoutcomes.

Measurement:Performance status willbe assessed using the Eastern Cooperative

OncologyGroup(ECOG)PerformanceStatusScale,whichisastandardizedmeasure.The

ECOGscalerangesfrom 0to5,with0indicatinggoodperformanceand5indicatingpoor

performance.

ECOG0:Fullyactive,abletocarryonallpre-diseaseperformancewithoutrestriction.

ECOG1:Restrictedinphysicallystrenuousactivitybutambulatoryandabletocarryout

workofalightorsedentarynature,e.g.,lighthousework,officework.

ECOG2:Ambulatoryandcapableofallself-carebutunabletocarryoutanyworkactivities;

upandaboutmorethan50%ofwakinghours.

ECOG 3:Capableofonlylimitedself-care;confinedtobedorchairmorethan50% of

wakinghours.

ECOG4:Completelydisabled;cannotcarryonanyself-care;totallyconfinedtobedorchair.

ECOG5:Dead.

4.10.EthicalConsideration

Ethicalclearancewasobtained from theInstitutionalReview Board ofTikurAnbesa

Specialized and ReferralHospital.Permission willthen be soughtfrom the school

administration,through theAcademicProvost,to carryoutthestudy.Each patient’s

information willbe collected using a structured checklist.Informed consentwillbe

obtainedfrom thosewhorequireaphonecall.Thecollectedinformationwillbeusedsolely

forthisstudyandwillbekeptconfidential.
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4.11.DisseminationofResults

ThefindingsofthisstudywillbecommunicatedtotheDepartmentofClinicalOncology

andPublicHealthatTASHaspartoftherequirementsforaspecialtycertificateinClinical

Oncology.Effortswillbemadetopublishtheresultsinpeer-reviewedjournalsandpresent

them atscientificconferences.

5.Result

5.1.Socio-demographiccharacteristicsofthestudyparticipants
Ofthe205reviewedcharts,119eligibleesophagealcancerpatientswereincludedinthe

study.Therestwereexcludedduetotheexclusioncriteria;noproperbiopsyreport,other

diagnoseslikehypopharyngealcancerandanotheractiveconcomitantmalignancy.

Themeanageofpatientswas51.9years(SD:12).Moststudyparticipantswerefemales

65,(54.6%),andmostofthepatients41(34.5%)werefrom theOromiaregion.36(27.7%)

and7(5.9%)hadahistoryofalcoholintake,smoking,respectively.Comorbiddiseases

werepresentin13(10.9%)participants.Themostcommoncoexistingconditionswere

Diabetes,hypertension,andretroviraldisease

Table1:FrequencydistributionofSocio-demographiccharacteristicsofpatientswith
non-metastaticesophagealcanceratTASH,AddisAbaba,Ethiopia2025

Variables Category Frequency(n=58) Percentage(%)

Agegroup ≤40 23 19.3

41-60 76 63.9

>60 20 16.8

Sex Male 54 45.4

Female 65 54.6
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Region AddisAbaba 10 8.4

Oromia 41 34.5

Gurage 13 10.9

Somalia 6 5

Afar 2 1.7

Amhara 20 16.8

Tigria 3 2.5

Other* 24 20.2

Residence Urban 55 46.2

Rural 40 33.6

Undocumented 24 20.2

Comorbidityof
patient

None 106 89.1

HTN 5 4.1

RVI 4 3.4

Multiplecomorbidity 4 3.4

Habitofcigarate
smoking

No 112 94.1

Yes 7 5.9

Habitofalcohol
intake

Yes 36 27.7

No 83 72.3
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5.2.Clinicalcharacteristicsofthestudyparticipants

Thecurrentstudyshowedsquamouscellcarcinomawasthemostcommonhistological

typeofesophagealcancer,108(90.8%).followedbyADC…(8.4%)andADSC(0.8%).Atthe

timeofdiagnosis,2(1.7%),44(37%),34(28.5%)and39(32.8%)patientswereinstagesI,II,

IIIand IVa respectively.With regard to tumourdifferentiation,39 (32.8%)were well

differentiated ,26(21.8%)were moderately differentiated, 10(8.4%) were poorly

differentiated,and44(37%)wereunknown.Asperthetumorlocationintheesophagus;

most60(50.4%)werelocatedinthedistalthoracicesophagusand27(22.7%)werelocated

inthemidesophagusand12(10.1%)werelocatedinthecervicalesophagus.

Table2:FrequencyDistributionofclinicalandpathologicalcharacteristicsofofpatients
withnon-metastaticesophagealcanceratTASH,AddisAbaba,Ethiopia2025

Variables Category Frequency(n=58) Percentage(%)

Histology SCC 108 90.8

ADC 10 8.4

ADSC 1 0.8

Stageatpresentation StageI 2 1.7

StageII 44 37

StageIII 34 28.5

StageIva 39 32.8

Tumorlocation Cervicalesophagus 12 10.1

Upperthoracic 9 7.6

Midthoracic 27 22.7

Lowerthoracic 60 50.4

GEJ 11 9.2
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Tumordifferentiation Welldifferentiated 39 32.8

Moderate
differentiated

26 21.8

Poorlydifferentiated 10 8.4

Undocumented 44 37

ECOG 1 113 95

2 6 5

Figure2:Graphicalrepresentationoftheclinicalstageofadultpatientsdiagnosedwith
non-metastaticesophagealcanceronfollow-upatTikurAnbesaSpecializedHospital

(TASH),AddisAbaba,Ethiopia,2025.

5.3Treatmentpatternsofpatients:

Outofthe119participants,57(47.9%)receivedsurgeryalone,19(16%)receivedCMT
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surgerywithNAT/adjuvanttherapy,and43(36.1%)receiveddefinitiveRT/CRT.Ofthose

whoreceivedCMT6(5%)receivedsurgeryandCRT,5(4.2%)receivedsurgeryandRTand

8(6.8%)receivedsurgeryandchemo.

Amongthosewhounderwentsurgicaltreatmentastheprimarymodality,morethanhalf,

39(52%),underwentTranshiatalesophagectomy,followedbyMckeown12(16%)andIvor

lewisin11(14.6%).Negativesurgicalmarginwasachievedin43(56.6%)surgicallytreated

patients,whiletheresthadeitheracloseorapositivemargin,33(43%).Lymphnode

harvestingwasperformedinmostcases,andthemediannumberofLNdissectedwas6

(IQR3-9).LVSIwasseenin27(35%)patientsbutfortherestofsurgicallytreatedpatents

LVSIisnotseen39(50%)ornotdocumented10(14.5%)similarly,PNI…wasseenin20(26%)

patientsbutitwasnotidentifiedin45(59%)patientsandnotdocumentedin11(14.5%)

patients.

Ontheotherhand,amongpatientswhoaretreatedwithdefinitiveRT,19(44%)received

CCRT,16(37%)receivedsequentialchemofollowedbyRT,and8(18.6%)receivedRTalone.

ThemediandoseofRTwas50.4Gy(IQR45-55.8),andthemedianOTTis43(IQR35-49).

Andaround74.4%ofthepatientshadRTinterruptionofmorethan3days,withamedian

of6interrupteddays,(IQR3-14).Eighty-eightpercent(38)ofthepatientscompletedtheir

plannedradiotherapyprotocol,while12%defaultedduringradiationbecauseoftoxicities,

worseningofsymptomsorpersonalreasons.OfthosewhoreceivedCRT;thecommonest

chemotherapyregimenin12(63%)usedwas(carboplatin(AUC2)/paclitaxel50mg/kg)in

aweeklyschedule.Amedianof4(IQR3-4)cyclechemotherapywasusedconcurrently

withradiation.

Table3:Treatmentpatternsofadultnon-metastaticesophagealcancerpatientson
follow-upatTASH,AddisAbaba,Ethiopia,2025.57(47.9%)surgeryalone,43(36.1%)
definitiveRT,19(16%)CMT.

Variables Category Frequency(n=58) Percentage(%)

DRT RT 8 6.7

CRT 13 10.9
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ChemofollowedbyRT 15 12.6

RTfollowedbychemo 1 0.8

ChemofollowedbyCRT 6 5

CMT SurgeryfollowedbyCRT 5 4.2

Surgery followed by
chemo

4 3.4

SurgeryfollowedbyRT 5 4.2

CRTfollowedbysurgery 1 0.8

Chemo followed by
surgery

4 3.4

Surgeryalone Surgeryalone 57 47.9

Typeofsurgery Transhiatal
esophagectomy

42 55.3

Iverlewisesophagectomy 11 14.5

Mckewnsesophagectomy 12 15.7

Sweetesophagectomy 7 9.2

Undocumented 4 5.3

Surgicalmargin R0 43 56.6

close 10 13.2

R1 21 27.6

R2 1 1.3

Undocumented 1 1.3
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PNI yes 20 26.3

No 45 59.2

Undocumented 11 14.5

LVI Yes 27 35.5

No 39 51.3

undocumented 10 13.2

N0ofLNdissected 0to9 61 80.3

10to14 12 15.8

15andabove 3 3.9

Pathologicstage StageI 1 1.3

StageII 40 52.6

StageIII 33 43.4

StageIVa 2 2.6
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Figure3:Distributionoftreatmentmodalitiesamongpatientswithnon-metastatic
esophagealcanceratTikurAnbesaSpecializedHospital(TASH),AddisAbaba,Ethiopia,

2025.
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5.4Survivalanalysis

Themediansurvivaltimewas17months(95%CI:14.8,19.1).Theoverallsurvivalrate

showedadeclinestartingfrom theearlymonths,asshownbytheKaplan-Meiercurve(Fig.

4).Theone-year,two-year,andthree-yearsurvivalrateswere67.8%,36.6%,and14.5%,

respectively.Themediansurvivalofpatientswhoaretreatedwithsurgerywithorwithout

perioperativetherapywas20monthswith95%CI(15,24.9),whileforthosetreatedwith

DRT,itwas16monthswith95%CI(13.8,18.1)(fig3)

Figure4:.Cumulativeoverallsurvivalprobabilityofthetotalnon-metastaticesophageal
cancerpatientstreatedwithcurativeintent
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5.5Determinantsofnon-metastaticesophagealcancersurvival

outcomes
Thisstudyexaminedtheassociationbetweenvariousfactorsandsurvivaloutcomes

(survivalvs.death)inpatientswithnon-metastaticesophagealcancer.AtunivariateCox

regressionanalysis, Age,sex,surgicaltreatment,Stageatpresentation,complication

duringtreatment/postopcomplicationandnodalstagewereidentifiedascandidatesfora

multivariableCoxregressionmodel,withap-valuelessthan0.25.

InthemultivariableCoxregressionmodel,onlycomplicationsduringtreatment/post-op

complicationsweresignificantlyassociatedwithsurvivaloutcomes.19(16%)patientshad

complicationduringtreatment.

Accordingly,Patientswithcomplicationsduringtreatmentorpostopcomplicationshada

5.97timeshigherriskofdeaththanthosewithoutcomplications(HR =5.96,95% CI

2.85–12.5,p<0.001).

Figure5:Survivalcomparisonbetweenpatientswithandwithouttreatment-related
complications,showingasignificantlyhigherhazardofdeathinthecomplicationgroup

(HR=5.96;95%CI:2.85–12.5;p<0.001).
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Table4;Equalitytesttable

Chi-square dif sig

Sex 5.39 1 0.02

Age 8.2 2 0.016

SurgeryvsRT 1.42 1 0.23

Stage 1.588 1 0.2

Treatment

complication

46.5 1 <0.001

Nodepositive 9.28 4 0.05

6.Discussion

Themeanageofparticipantsinthiscohortwas51.9years(SD±12),whichiscomparable

tolocalstudiesreportingameanageof51.4yearsbutlowerthanfiguresreportedfrom

Westernpopulations(11,16).Femalesaccountedforthemajorityofcases65(54.6%),

consistentwithlocalreportsshowingfemalepredominance,whereasWesternstudies

commonlyreportmalepredominance(16,34).Asignificantproportionofpatients

originatedfrom theOromiaregion41(34.5%),aligningwithlocaldatathatconsistently

demonstrateahigherincidenceofesophagealcancerinthisregion(6,11).Thishasbeen

partlyattributedtoculturalpracticessuchashotfoodconsumption,thoughfurthergenetic

andenvironmentalstudiesareneeded.
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Inthisretrospectivecohortofnon-metastaticesophagealcancerpatientstreatedwith

curative intent,we found that64% underwentsurgeryand 36% underwentdefinitive

RT/CRT.Ofthosewhoreceivedsurgery16% receivedneoadjuvantoradjuvanttherapy.

while 84% underwentsurgeryalone.The proportion ofpatientsreceiving surgeryvs

definitiveRTissimilartostudiesdoneinNetherlandinwhichmostofthepatientsreceived

surgery(79%)comparedtodefinitiveRT(21%),butthepatternofneoadjuvanttherapy

utilizationisdifferent.Inourstudyonly16%receivedNAoradjuvanttherapywhileinthe

Netherland’sstudy93%receivedNAtherapy(16).Thisisalsoincontrasttothelandmark

studies,whichconfirm thesuperiorityofNATfollowedbysurgerycomparedtosurgery

aloneforresectabledisease(12).Hence,notalignwiththerecommendedtherapyinnon-

metastaticesophagealcancer,whichmainlyismultimodalitytherapysuchasNACRT

followedbysurgery(24).Someofthereasonsforthepoorutilizationofmultimodality

therapyinoursetupaswellasinlow andmiddle-incomecountries,arebecauseofthe

fearthatmultimodalitytreatmentmaynotbetoleratedbythegenerallyfrailpatientsof

esophagealcancerwithinadequatenutritionalsupportandalsobecauseoftheiradvanced

ageatdiagnosis,latepresentationandresourceconstraints(18,19).

Amongpatientswhounderwentsurgeryinourcohort,transhiatalesophagectomywasthe

mostfrequentlyperformedprocedure(52%),afindingcomparabletoreportsfrom studies

conductedinAddisAbaba,wherethisapproachwassimilarlypredominant(23,29).The

medianlymphnodeyieldinourstudywassix,whichisbelowtheminimum recommended

intheliteratureandcurrentguidelines,wheredissectionofatleast15lymphnodeshas

beenassociated withimproved survivaloutcomes(36).Additionally,positivesurgical

marginswereobservedin43% ofsurgicallytreatedpatients,aproportionconsiderably

higherthanthatreportedinWesternstudies,wherepositivemarginratesofapproximately

10%havebeendocumented(36).Thishigherrateofmarginpositivityinoursettingmaybe

attributedtolimitedutilizationofmultimodalitytreatmentstrategies,whichareknownto

improvemargin-negativeresections,aswellasthehigherstageofdiseaseatpresentation,

bothofwhichreducethelikelihoodofachievingnegativesurgicalmargins(37).

WithregardtothosepatientstreatedwithdefinitiveRT,44%receivedCCRT,37%received

sequentialchemotherapyfollowedbyRTand18.6%receivedRTalone.Thisisincontrast
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totherecommendedtreatmentforunresectableesophagealcancer,whichmainlyis

definitiveCRT,asthelandmarkRTOG85-11studyhasdemonstratedsuperiorsurvival

comparedtoRTalone(15).But,adherencetoauniform treatmentprotocolusing

concurrentchemoradiationisdifficultinclinicalpractice,especiallyinresource-

constrainedsettingsandduetothefearthatmostpatientsmaynottoleratecombined

modalitytherapy,henceonlyRTorsequentialtherapyisadministered(18).Inthisstudy,

themediandoseofradiotherapydeliveredwas50.4Gy,consistentwiththestandard

guidelinerecommendationforthedefinitivedoseofradiationtherapy(38).Themedian

overalltreatmenttime(OTT)inourcohortwas43days(IQR35–49),similartoastudy

from ChinathatreportedamedianOTTof43days(IQR40–47)(32).However,this

durationexceedstherecommended5-weekcourseofRTaccordingtotheRTOG85-11

study(15,38).Notably,74.4%ofthosepatientswhoaretreatedwithDRThadRT

interruptionofmorethan3days,whichasreportedinpreviousstudies,isassociatedwith

pooreroverallsurvival(39).Besides,inourstudy12%ofthepatientswhoreceived

definitiveRTdidn’tcompletetheirtreatmentbecauseoftoxicities,worseningofsymptoms

orpersonalreason.Regardingthetypeofconcurrentchemotherapyused,themost

commonlyusedconcurrentregimenwascarboplatin/paclitaxel,aligningwithguideline

recommendations.Nevertheless,themediannumberofchemotherapycycleswas4,which

isshorterthanthe5-weekscheduleusedintheCROSSstudy,wherepatientsreceived

weeklycarboplatin/paclitaxelalongsideRT(12,38).

Withregardtothesurvivaloutcome,ourstudyshowedamediansurvivaltimeof17

months,andtheone-year,two-year,andthree-yearsurvivalrateswere67.8%,36.6%,and

14.5%,respectively.Thismediansurvivalalignswithlocaldata,whichalsoreporteda17-

monthsurvivaltimeinpatientstreatedwithradicalsurgery.However,thesurvivalrates

differ:ourone-andtwo-yearratesarehigherthanthoseinthelocaldata(53%and30.6%,

respectively),whilethethree-yearsurvivalislower.Thisdiscrepancyislikelybecauseour

studyalsoincludedpatientstreatedwithdefinitiveradiotherapy(DRT).

Whiletheabovefigurerepresentsbothgroupsofpatients,patientstreatedwithsurgery

andDRT,themediansurvivalofpatientswhoaretreatedwithsurgerywithorwithout

perioperativetherapywas20monthswith95%CI(15,24.9)and16monthswith95%CI
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(13.8,18.1)forthosetreatedwithDRT.Thesearelowerthanthestudiesdoneinthe

westwherethemedianreportedOSwas40.5monthsforresectedpatientsand20.9

monthsforthosepatientstreatedwithDRT(16).IndicatingthatPatientsinresource-

limitedsettingscontinuetofacedisproportionatelylowersurvivalrate,likelyattributable

tochallengessuchaslimitedaccesstoguideline-basedtreatmentsandsocioeconomic

constraints.Thus,Efforts should focus on strengthening oncology care systems,

includingmultidisciplinarycare,accesstoguideline-basedtreatments,andaddressing

socioeconomicbarrierstoimprovesurvivaloutcomesinresource-limitedsettings.

Finally,inourstudy,wefoundthattreatmentcomplicationsorpost-opcomplications

significantlyaffectedpatient’ssurvival,regardlessofwhetherpatientsweretreatedwith

surgeryorDRT.Patientswithpostcomplicationsuchasanastomoticleakorpostop

sepsisandpatientswithseverleukopeniaandassociatedsepsisormucositiesduringDRT

had5.97higherriskofdeaththanthosewithoutcomplications(HR=5.97;95%CI:

2.85–12.5;p<0.001).Thisisinlinewithlocaldatathatreportedesophagealcapatients

withpostopsurgicalcomplicationshad5timeshigherriskofdeathcomparedtothose

withoutcomplications(AOR=5.436,95%CI:1.105,6.744)(29).Anotherlocalstudyalso

reportedcervicalanastomoticleak(AHR=3.29,95%CI:1.44–7.52),andsepsis(AHR=

3.70,95%CI:1.46–9.38)weresignificantlyassociatedwithincreasedmortalityinpatients

withesophagealcancerwhoweresurgicallytreated(23).Thisobservationunderscoresthe

importanceofproactivetreatmentrelatedcomplicationscareandmonitoringtoidentify

andmanagecomplicationseffectively.
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7.Strengthandlimitationofthestudy

7.1.Strength

Comprehensivereview ofmedicalrecords,allowingforadetailedanalysisofpatient

demographics,treatmentpatterns,managementstrategies,andoutcomes.

Thecombinationofbothretrospectiveandcross-checkingviaphonealsoenhancesthe

Thestudyincludedbothtreatmentgroups,hencegivingafullpictureofthesurvival

outcomeofnon-metastaticesophagealcancerpatients,whichisthefirsttypeinthis

institution,soitwillbeabaselinefordecisionmakingandfuturestudies

7.2.Limitations
Theretrospectivenatureofthestudymayintroducebiasesdueto incompletemedical

records,especiallywithregardtopatientfollowup

Thesamplesizeisrelativelysmall,whichisachallengeforextensiveanalyses.

Thefindingsmaynotfullyrepresentthebroaderpopulationofesophagealcancerpatients

inEthiopia,asthedataislimitedtoasinglecentre.

8.Conclusionsandrecommendations

8.1Conclusion
Thisstudyprovidesvaluableinsightsintothetreatmentpatternandsurvivaloutcomeof

non-metastaticesophagealcancerinEthiopia,withbroaderimplicationsforsimilar

settingsworldwide.Theobservedsurvivalrateissignificantlylowerthantheglobal

average,highlightingtheurgentneedforimprovedhealthcareaccess,earlyintervention

strategies,and enhanced multidisciplinary care.Future research should focus on

understanding the pathogenesis ofnon-metastatic esophagealcancerin diverse

populations, the long-term outcomes of patients, and the effectiveness of

multidisciplinarycareandmultimodalitytreatment.
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8.2Recommendation
RecommendationstoHealthcareProfessionals/Departments/Hospitals

 Improveearlydetectionbyincreasingawarenessofesophageal

cancersymptoms

 Ensuretimelyandappropriatepatientreferralforbiopsy,imaging,and

advancedtreatment.

 Enhancemultidisciplinaryteam coordinationforeffectivetreatment

planningandfollowupcare.

 Maintainstandardizeddocumentationandpatientrecord-keepingfor

bettercontinuityofcare.

 Optimizepathologyreportingusingstandardizedformatstoimprove

diagnosticaccuracy

RecommendationstoPolicymakers/MinistryofHealth(MOH)

 Increasetheavailabilityofradiotherapymachines,chemotherapy

facilities and health care professionals, including clinical

oncologists and cardiothoracic surgeons,to reduce treatment

delays.

 Develop and implement community-based health education

programs,especiallyinsomeareasofOromiawherethereported

incidenceishigh,toraiseawarenessaboutesophagealcancerand

promoteearlydiagnosis.

RecommendationstoResearchersandAcademicInstitutions:

 Focusonlongitudinalresearchtotracksurvivalandrecurrence

patternsinresource-limitedsettings.

 Developevidence-basedguidelinestoinform clinicalpracticeand

policy-makingforesophagealcancer
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ResearchTitle:SurvivaloutcomeandTreatmentpatternsinnon-metastaticesophageal

cancerpatientswhounderwentcurativeintenttreatmentatTikurAnbesaSpecialized

Hospital,Ethiopia,a3-yearretrospectivestudy

PrincipalInvestigator(PI):WoinshetZegeye(MD,OncologyResident)

Phone:+251-933-526-527

Email:dwoin@gmail.com

Advisor:Dr.DamenaTeshome(MD,consultantoncologist,Assistantprofessorofclinicaloncology)

Sponsor:BlackLionHospital
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10.2AnnexII:DataCollectionFormat
Baselinecharacteristics

1.Dateofdiagnosis____________________

2.Dateofstartoftreatment_______________

3.Dateofdatacollection________________

4.Dateoflastfollowup__________________

5.Age

6.Sex

7.Comorbidities

A. Diabetesmellitus

B. Hypertension

C. Chronicrenalfailure

D. Livercirrhosis

E. Heartdisease(specifyIHD,VHD…)

F. Cerebrovasculardisease

G.Other______________________
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8.Familyhistoryofesophagealcancer

A. Yes

B. No

C. Unknown

9.Pasthistoryofothermalignancy

A. Yes

B. No

10.IfyesspecifythetypeanddurationofdiagnosissinceesophagealcaDx

I. Type_____________________

II. Duration___________________

11.Performancestatus

12.Smokinghistory

A. Currentsmoker(quantifyyearsofsmoking)_____________

B. Ex-smoker

C. Non-smoker

13.Drinking

A. Heavyalcoholdrinking(drinking>40gramsadayor>270g/wkofalcoholfor>10

years)

B. Non-heavydrinking

C. Unknown

14.Tumorlocationatprimarydiagnosis
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A. Cervicalthoracalesophagus

B. Proximalthoracalesophagus

C. Midthoracalesophagus

D. Distalthoracalesophagus

E. Gastroesophagealjunction

F. Unknownesophagus

15.Tumorhistologyatprimarydiagnosis

A. SCC

B. ADC

C. ADS

D. Other_________________

16.Tumordifferentiationatprimarydiagnosis

A. Welldifferentiated(grade1)

B. Moderatedifferentiated(grade2)

C. Poorly/undifferentiated(grade3)

D. Unknown

17.cTstageatprimarydiagnosis,

18.cNstageatprimarydiagnosis,

19.clinicalstageofthedisease

Typeoftreatment
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20.Treatmentmodalityinitiallyplanned_____________

21.Treatmentmodalitydeliver/received(actuallydelivered)

A. Definitiveconcurrentchemo-radiotherapy(CCRT)alone

B. NeoadjuventchemotherapyfollowedbyDefinitiveconcurrentchemo-radiotherapy

(CCRT)

C. Definitiveconcurrentchemo-radiotherapy(CCRT)followedbyadjuvant

chemotherapy

D. DefinitiveRadiotherapy(RT)alone

E. NeoadjuventchemotherapyfollowedbyDefinitiveradiotherapy(RT)

F. Definitiveradiotherapy(RT)followedbyadjuvantchemotherapy

G.Endoscopicresection(ER)

H.Surgery(esophagectomy)only

I. Surgerywithcombinedtherapy

22.Forthosepatientstreatedwithsurgerywithorwithoutneoadjuvantoradjuvant

treatment(selecttypeofsurgery)

A. Ivor-Lewisesophagogastrectomy

B. McKeown(three-incision)esophagogastrectomy

C. Trans-hiatalesophagogastrectomy

D. leftthoraco-abdominalesophago-gastrectomy

E. Other_______________

23.Surgicalresectionstatus

A. R0
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B. R1

C. R2

D. Unknown

24.NumberofLNdissected_______________________

25.pathologicstage

26.isthereLVI

A.Yes

B.NO

C.Unknown

27.istherePNI

A.Yes

B.No

C.Unknown

28.Forthosepatientstreatedwithsurgerywithneoadjuvantoradjuvanttreatment(select

typeofcombinedtreatment)

A. Preoperativechemotherapyfollowedbyesophagectomy

B. PreoperativeCCRTfollowedbyesophagectomy;

C. Esophagectomyfollowedbychemotherapy

D. Esophagectomyfollowedbychemoradiotherapy

E. Esophagectomyfollowedbyradiotherapy
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F. Other(specify)_______________________________

29.Forthosepatientswhohadpalliativetreatmentfordysphagia(selectthetype)before

orwhileonprimarytreatment

A. Esophagealstent

B. Percutaneousgastrostomy

C. Other(specify)__________________

30.Forthosepatientswhoreceivedanyform ofRT,writethefollowing

A. TotalprescribedRTdoseandFractionnumber__________

B. Actualtotaldoseandfractionpatientreceived_______

C. OTT(days)__________________

31.Forthosepatientswhoreceivedneoadj/adjuventchemotherapy(specify)

I. Typeofchemo_______________

II. Dose____________________

III.NumberofCycle_________________

32.Forthosepatientswhoreceivedanyform ofCCRT(specify)

I. Typeofchemo_______________

II. Dose____________________

III.Schedule___________________

IV.NumberofCycle_________________

33.IfthereisanRTinterruption

I. Totaldaysofinterruption____________
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II. Thereasonforinterruption______________

34.Forthosepatientswhoreceivedcombinedtreatment(writethegapordurationelapsed

betweentheendof1stRxandstartofsubsequentRx(indays)

_____________________________________

35.Seriouscomplicationsdevelopedduringtreatment

A. Yes

B. No

C. Unknown

36.Ifyes,

I. Duringwhichtreatmenttypethepatientdevelopthiscomplication

II. Typeofcomplication___________

III.Whatwasdoneduringthattime___________

IV.Patientconditionafter____________

37.Tumorresponseaftertreatment(3months)

A. CR

B. PR

C. PD

D. SD

E. Other

38.Tumorresponseaftertreatment(6months)

A. CR
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B. PR

C. PD

D. SD

E. Other

39.ForthosePatientswhodevelopedarecurrence/progressivedisease(writetheduration)

indays

I. Sincediagnosis___________

II. Sincecompletionoftreatment________

40.ForthosePatientswhodevelopedarecurrence

A. Localrecurrence

B. Surgicalwoundrecurrence

C. Regionalrecurrence____________

D. Distantmetastasis________________

41.ForthosePatientsdevelopedaprogression

A. Local

B. Regional____________

C. Distantmetastasis________________

D. Other_______________

42.Patientdied

A. Yes

B. No
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43.Reason/causeofdeath______________________

44.Durationthepatientdied(inmonths)

I. AfterDiagnosis____________________

II. Aftertreatmentcompletion_____________
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10.3AnnexIII:AssuranceofInvestigator

Itheundersignedresidentagreetoacceptallresponsibilitiesforthescientific,ethicaland

technicalconductoftheresearchprojectandforprovisionofrequiredprogressreportsas

pertermsandconditionsoftheResearchandPublicationDirectorateand/orDepartment

ofclinicalOncologyofTASH

NameoftheResident:Dr.WoinshetZegeye

Signature:_______________________________________

Date:___________________________________________

ApprovalofAdvisors

NameofClinicalAdvisor:Dr.DamenaTeshome

Signature:___________________________________________

Date:__________________________________________


