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Abstract

Background: Esophageal cancer is the eighth leading cancer case and the top sixth cause of cancer
mortality worldwide. In Ethiopia esophageal cancer ranks the seventh and eighth as the leading cause of
cancer mortality and morbidity respectively according to Globocan 2012 estimate.

Obijectives: The objective of this study is to assess histologic type, treatment pattern, outcome and factors
associated with treatment outcome of esophageal cancer Patients at Tikur Anbessa Specialized Hospital
Addis Ababa, Ethiopia.

Methods: A retrospective cross sectional study using record review was employed at surgical oncology
department, radiotherapy and chemotherapy treatment center of Tikur Anbessa Specialized Hospital. All
newly confirmed esophageal cancer patients (n=349) who were registered at Tikur Anbessa Specialized
Hospital from January 2010 to December 2016 were included in this study. Patients chart was reviewed
and telephone interview was made to generate all variables required for the study from March to
April 2017.Finally basic descriptive statistics ( frequency ,mean , median and tables ), bivariate and
multivariable analysis was performed and statistical significance were ascertained with 95% CI at
0.05 alpha level.

Result: A total of 349 esophageal cancer patients charts were reviewed. From a total of cases that were
registered during seven years period there were 287 (90.3%) cases of squamous cell carcinoma. Surgery
was done for 183(52.4%) of cases, 89(25.5%) received chemotherapy and 26 (7.4%) took radiotherapy
which is palliative type. From all esophageal cancer patients who were included in this study 310
(88.8%) were not alive at a time of the study period. Only Chemotherapy (AOR 2.80(95%ClI of 1.22, 6.41)
and surgery (AOR 0.287 (95%CI 0.126, 0.625) were found to be factors associated with death from
esophageal cancer.

Conclusion: squamous cell carcinoma was the most predominant histologic type followed by
adenocarcinoma affecting males and females equally. Most of the esophageal cancer patients were
diagnosed in advanced stages affecting the treatment outcome of esophageal patients. Surgery was the
most frequent treatment modality in the hospital, overall sex of patients, surgery and chemotherapy has
significant association with treatment outcome of esophageal cancer patients.

Keywords: Esophageal Cancer, treatment pattern , Treatment Outcome, Histologic Type, TASH, Addis
Ababa, Ethiopia
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1. Introduction

1.1. Background

Cancer is a major burden of disease worldwide. Each year, tens of millions of people are
diagnosed with cancer around the world, and more than half of the patients eventually
die from it(1). Based on the global burden of cancer 2012 estimates, about 14.1 million
cancer cases and 8.2 million cancer deaths are estimated to have occurred in 2012; of these,
57% of the cases and 65% of the deaths occurred in the economically developing world in spite
of their relatively larger share of the population(2) . With significant improvement in
treatment and prevention of cardiovascular diseases, cancer has or will soon become the
number one killer in many parts of the world. As elderly people are most susceptible to
cancer and population aging continues in many countries, cancer will remain a major

health problem around the globe(3).

Esophageal cancer is the eighth most common cancer globally, with an estimated 456,000 new
cases in 2012 (3.2% of the total), and the sixth most common cause of death from cancer with
an estimated 400,000 deaths (4.9% of the total)(2). Esophageal cancer incidence rates vary
internationally by more than 21-fold. The highest rates are found in Eastern Asia (16.9& 5.4
/100,000) and in Eastern (11.9&7.8/100,000) and Southern Africa (13.7&6.7/100,000)and the
lowest rates are found in Western Africa (0.8&0.4/100,000) both in males and females
respectively. The crude incidence and mortality rate of esophageal cancer in sub-Saharan
African countries is estimated to be 14198(5.5%) and 12982(6.5%) respectively where as in
Ethiopia 1622(2.7%) and 1506(3.3%) from the total incidence and mortality seen in sub
Saharan Africa(2). The age standardize incidence rate and mortality rate of esophageal
cancer in sub Saharan africais 6.8 and 6.4 per 100,000 population, whereas in Ethiopia is 3.4
and 3.2 per 100,000 respectively. Esophageal cancer ranks as the seventh and eighth most

frequent cancer among men and women in Ethiopia(2).

Only in the last few years have non communicable diseases, including cancer, received attention
as public health issues in Ethiopia. The Federal Ministry of Health of Ethiopia recently created a
task force to address the issue of non-communicable diseases. The task force design a

strategic framework to prevent and control chronic non communicable diseases. One of
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the priority elements of the strategy is to reduce the incidence and mortality of cancer
and improve the quality of life of cancer patients. Cancer control research and surveillance

is also the other essential components of the strategy(4).

1.2.  Statement of the Problem

Esophageal cancer is the eighth most common cancer globally, with an estimated
456,000 new cases in 2012 (3.2% of the total), and the sixth most common cause of
death from cancer with an estimated 400,000 deaths (4.9% of the total)(2). Cancer of esophagus
has a very poor survival (M: | ratio of 0.88) and the geographical patterns of mortality closely
follows those of incidence .mortality rates are elevated in eastern Asia (14.1per 100,000) and
southern Africa (12.8per 100,000) in men, and in eastern Africa (7.3 per 100,000) and southern
Africa (6.2per 100,000) in women(2) . About 57% of the cases and 65 % of the deaths due
to esophageal cancer occur in developing nations(2). In sub Saharan and Eastern Africa the
crude incidence rate of esophageal cancer is 24409(3.9%) and 17273(6%) from the total new

cases seen globally(5).

Ethiopia one of east African countries with a population of 86,538 who are at risk of
developing esophageal cancer(2). Each year an estimated 1622 men and women are
diagnosed with esophageal cancer; 1506 die from the disease(2). Crude incidence rates of
esophageal cancer in Ethiopian population aged 15 years or more per 100 000 population
per year are estimated to be 2.4 with an age specific rate of 3.4(2). Though the problem is
severe with increasing magnitude, high case fatality and poor treatment outcome in its nature
As to my knowledge, there is no  study which was done before on the treatment pattern,
histologic types, treatment outcome and factors associated with treatment outcome of
esophageal cancer. Hence, the intended study will strive to provide evidence on treatment
pattern, histologic types, treatment outcome and associated factors of esophageal cancer
patients particularly in Tikur Anbessa Specialized Hospital which is the only specialized

national cancer treatment center in Ethiopia.

1.3.  Significance of the Study
Generating an evidence on histologic types, treatment pattern, treatment outcome of different
cancers and associated factors has important practical value for patients, providers, and

researchers(6). And also cancer patients may wish to know how their prognosis is changing
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over time, and what their life expectancy is based on the disease status. The proper
understanding of prognosis/treatment outcome may help both of the physicians and the
patients decide on treatment options, balancing the personal values for quality versus quantity of
life(7). Providers can make use of survival information to more objectively determine an
appropriate timing of follow-up visits and aggressiveness of surveillance testing based on
patient’s current risk profile. When designing Clinical trials, clinical researchers may also

find it useful in helping to determine sufficient follow-up times for trial endpoints (8).

Esophageal cancer is the sixth  most common cause of cancer deaths globally and 80% of
cases are from developing countries(9). Even though the disease is known to be fatal, there is no
organized evidence on histologic type, treatment pattern, treatment outcome and factors
associated with treatment outcome of esophageal cancer patients in Ethiopia. Hence, this study
will assess histologic types, treatment pattern ,treatment Outcome and factors associated with
treatment outcome of Esophageal Cancer Patient in Tikur Anbessa Specialized Hospital from
January 2010- December 2016 Addis Ababa Ethiopia .

The result of this study would primarily benefits patients who were suffering from the stated
disease by providing information about the disease prognosis ,secondly it helps for health
professionals for giving accurate information on the prognosis of the disease , knowing
treatment pattern and the commonest histologic type of esophageal cancer which give extra
confidence in treating their patient ,finally it gives an enormous amount of information for
health planners ,researcher and all concerned stake holder by making a bench mark for
planning and further research undertakings.
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2. Literature review

2.1. Epidemiology of Esophageal Cancer

Cancer is a leading cause of death worldwide. About half of the annual incident cancer cases
occur in the developing world. There were an estimated 14.1 million new cancer cases and 8.2
million cancer related deaths in 2012(10). Of these, there were 715,000 incident cancer cases
and 542,000 deaths in Africa, with increasing incidence of breast and prostate cancers. The
incidence of cancer is therefore increasing worldwide and the continuing global demographic
and epidemiologic transitions signal an ever-increasing cancer burden over the next decades,
particularly in low- and middle-income countries (LMIC). Africa is expected to carry a major
cancer burden with Incidence rates of 1.27 million with 0.97 million deaths are estimated in
2030 for Africa(11).

Esophageal cancer (EC) is characterized by a peculiar geographical distribution worldwide,
particularly for the histological subtype of esophageal squamous cell carcinoma (ESCC) which
pre- dominates in EC hotspots. Asia’s EC belt has been extensively researched, but little
research attention has been given to Africa’s analogous high-incidence area. The latter affects a
north- south corridor in easterly lying African countries stretching from Ethiopia and Kenya
down to South Africa (12).

Notably, within the Rift Valley all of Africa’s known EC hot spots of Western Kenya (Eldoret,
Tenwek), Arsi/Bale regions of Ethiopia, Malawi and Northern Tanzania (Kilimanjaro region).

Only South Africa’s high incidence EC area of the Eastern Cape does not fall near this zone(13)

Worldwide a higher incidence of esophageal cancer is seen in an average 3-4 fold in men for
squamous cell carcinoma whereas 7-10 fold incidence rate for adenocarcinoma compared to
women(14, 15) . There is ethnics/racial difference in the histological types with predominance
of squamous cell carcinoma in black’s populations accounting over 90% of all esophageal
cancer in Africa(16), whereas Adenocarcinoma is the most common histological types in
western countries(14) . In the United States of America, adenocarcinoma of the esophagus is
reported to be the commonest types with the fastest growing incidence, having increased in the
last three decades.
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2.2. Risk factors for cancer of the esophagus

Risk factor for esophageal cancer varies with histology and geography. SCC is common around
southeastern Africa, Asia, Iran and South America while AC is common in Western Europe,
North America (United States) and Australia. Gender and race have also a role. SCC is common
in blacks and white men while AC is common in white women. In most countries diet and
nutrients plays an important role. Smoking and alcohol are found to be clear risk factor for SCC
(17).The intake of certain types of drink creates hotspots of SCC of esophagus in areas of
Northern France consuming Brandie, corn beer in Southeast Africa, distilled sugary drinks in
Puerto Rico, or certain whiskies in Carolina, United States. In Northern China, alcohol is not
consumed regularly and therefore the risk associated with this habit is not relevant (18). Foods
with high content of nitrosamines are linked to SCC in china. A meta-analysis published in
5003, shows an OR of 2 for individuals who eat foods rich in such compounds compared to
those who do not (18). “Chewers of areca nut” (often mixed with tobacco), are common in
regions such as Southeast Asia and India and have been linked to the development of SCC. In
developing countries that have significant deficits of minerals and vitamins, mainly due to low
intake of foods like fruits and vegetables also have an OR of 2 (18). Regarding Ethiopia, many
previous reports suggest the association of esophageal cancers with thermal injury of hot food

and beverages though the association strength needs further study (19-21) .

2.3. Histologic Type, Symptoms ,Sites And Treatment Outcome

There are two important histological types of; adenocarcinoma and squamous cell carcinoma
globally, the latter is the major histological type(14). The peak age of occurence of squamous
cell carcinoma is believed to be in the sixth decades in most studies, although adenocarcinoma

becomes commoner in males under the age of 40 years (15).

Squamous cell carcinoma is the most common histological type in black individuals and white
women, while adenocarcinoma is predominant in white men (P < 0.001) (2). The incidence of
esophageal Squamous cell carcinoma is generally higher in men than women in most countries,

and black men, compared to whites in the United States (14).

The middle third of the esophagus is the commonest site for squamous cell carcinoma and the
lower third is the commonest site for adenocarcinoma(15, 16, 20, 22) .Most patient present with

progressive dysphagia (difficulty of swallowing) and weight loss with dysphagia being the most
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important and the first symptom. as most patient seek care at advanced stage , mortality is very
in evitable and even in operable tumors ,postoperative mortality is about 50%(23). The
symptoms of esophageal cancer usually appear 3 to 4 months prior to diagnosis and which even
vary in relation to the segment of esophagus initially involved. Difficulty of swallowing is the
most common symptoms in more than 90% of cases; weight loss over 5 to 10% of body weight
occurs in majority of patients and is associated with worse prognosis(24) . Les common
symptoms, such as hoarseness, cough, and progressive lesions with invasion to other organs
result in symptoms such as hematemesis, hemoptysis, and dyspnea and cough secondary to
bronchoesophageal and tracheoesophageal fistula (23, 24).Cancer of the Oesophagus has a very
poor prognosis /survival (M: | ratio is 0.88), and the geographical distribution of mortality
closely follows those of incidence. Mortality rates are high in Eastern Asia (14.1 per 100,000)
and Southern Africa (12.8) in men and in Eastern Africa (7.3) and Southern Africa (6.2) in

women(10).

In a retrospective study done in Ghana on 152 patients, 122 of the patients were males and 30
females with a mean age of 57.8+_11.7 years, while the distribution of esophageal carcinoma
by anatomical site shows 84.9 in distal third, 11.8% in middle third followed by 3.3%on upper
third(25)

In a three year study on the histopathological sub types of esophageal cancer in Uganda, a total
of 140patients had endoscopic examination for cancer of esophagus of this 71 patients were
endoscopicically and histopathologically confirmed esophageal cancer with a female to male
ratio of 1:3 ,with a mean age of 55.5years( SD+_11.8years). Squamous cell carcinoma was the
most common histologic sub type accounting for 93.0% of all cases with ratio of squamous cell
carcinoma to adeno carcinoma of 13:1. The lower third of esophagus was the most common

followed by middle third and upper third of the esophagus(26).

On the study done in Sudan on 448 patients from 1992-2012 squamous cell carcinoma was the
predominant subtype accounting for 90% of all tumor followed by adeno carcinoma (9.4%) of
reported cases while the male to female ratio in this study was 1:1.8 with ratio of 1:2 for SCC

and 2:1 for adeno carcinoma respectively(27).

In a retrospective study done in Nepal, a total of 106 patients received pathologic examination

within three years period which revealed 68(64.1%) cases as squamous cell carcinoma and
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33(31.13%) of theme adenocarcinoma including signet cell carcinoma. In this study the
esophageal cancer was most common in the age group of 61 -70 years with lower third of the
esophagus being the most common site followed by middle third and upper third of
esophagus(14).

In a case control study done in Kenya on 159 cases and 159 controls from June 2003 to July
2006, 147 (92.45%) of all cases were squamous cell carcinoma while adeno carcinoma accounts
for 12cases (7.54 %) of the cases. In this study squamous cell carcinoma develops in the middle
third of the esophagus 92(57.86%) followed by 31 (31.4%) in the lower third and 17 cases
(10.8%) of theme were in upper third of the esophagus .in this study the number of males who
have esophageal cancer was reported 92(57.9%) of all cases and females account 67(42.1%)

with a male to female ratio of 1.4:1(28).

A study done in India from January 2014 to June 2016 on 101 cases showed that 65(64.4%) of
cases were males and 36(35.6%) of cases were females with a male to female ratio of 1.8: and
with most cases bulked in the age group of 41-60 years .while the histopathological analysis
revealed that squamous cell carcinoma the most common esophageal cancer ,61 (60.4%)
followed by adenocarcinoma ,38(37.6%) and 2(2%) of them were undifferentiated
carcinoma(29).

In systematic review done in sub Saharan africa of 54 publications showed that incidence of
esophageal cancer is higher in males than females and is prominent among the age groups of
45-64 years age group in both sex with squamous cell carcinoma the most predominant
histologic type than adenocarcinoma(19). The review concludes that esophageal cancer is on the
increase in the Sub-Saharan African Region with uneven geographical distribution. Therefore,
countries in the region are encouraged together with global health organizations to include
esophageal cancer amongst diseases of public health importance for effective prevention, early

diagnosis and effective treatment(19) .
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3. Objectives

3.1. General Objective:

» To assess histologic types, treatment pattern, Outcome and factors associated with
treatment outcome of Esophageal Cancer Patient treated at Tikur Anbessa Specialized
Hospital from January 2010- December 2016 Addis Ababa Ethiopia .

3.2.  Specific Objectives

» To describe the histologic type of esophageal cancer patients treated at Tikur Anbessa
Specialized Hospital Addis Ababa Ethiopia

» To describe treatment pattern of esophageal cancer patients treated at Tikur Anbessa
Specialized Hospital Addis Ababa Ethiopia

» To determine the outcome of esophageal cancer patient treated at Tikur Anbessa
specialized hospital Addis Ababa Ethiopia.

» To identify factors associated with outcome of esophageal cancer patients treated at Tikur
Anbessa specialized hospital Addis Ababa Ethiopia.
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4. Methods and Materials

4.1. Study Area

The study was conducted at Tikur Anbessa specialized Hospital (TASH) in Addis Ababa,
Ethiopia. TASH is a teaching and tertiary referral hospital with approximately 800 inpatients
beds. It is the largest public hospital which was built in the early 1960’s(30) . TASH cancer
treatment center was established 17 years ago. The clinic is housed in a separate building
consists of three floors with three examination rooms, physicians’ offices, waiting room,

pharmacy, and radiation vaults; a floor for the inpatient ward; and a floor for meeting rooms.

4.2.  Study Period
The study was conducted from April 15 to May 15 2017.

4.3.  Study Design

A health facility based, retrospective cross sectional study using record review was conducted.

4.4. Source Population

All esophageal cancer patients who were treated at Tikur Anbessa Specialized Hospital.

4.5.  Study Population
All biopsy proven esophageal cancer patients in TASH who were registered between January,
2010 to December, 2016 and who fulfilled the eligibility criteria.

4.6. Inclusion & Exclusion Criteria
Inclusion criteria
e Esophageal cancer patients attended TASH from January 2010 to December 2016
e Patients registered with full information including age, sex, diagnosis, stage, Region,
in the registration book or in the chart are considered to be eligible for the study.
Exclusion criteria
e Patients with incomplete information at registration

e Patients with no histopathology confirmation
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4.7. Sample Size
All esophageal cancer patients in the seven years period starting from January 2010 to
December 2016 were targeted to be included in the study.

4.8.  Sampling Procedure
All eligible patients of esophageal cancer whose chart was found during the data collection

period were included in this study.

4.9. Variables of Study

4.9.1. Dependent Variables /Outcome Variables

» Treatment outcome(survival)

4.9.2. Independent Variables

> Age of patient at diagnosis
» Sex of patient

» Marital status patient

» Stage of cancer at diagnosis
> Histologic grade of cancer
> Place of residence

» Family history of cancer

> Histologic type

» Treatment pattern

4.10. Operational Definition
» Treatment pattern: In this study treatment pattern is defined as the frequency of
esophageal cancer patient treatment with chemotherapy, radio therapy or surgical

treatment in Tikur Anbessa specialized Hospital.

» Treatment outcome: In this study treatment outcome is defined as death or alive (survive).
After starting any modality of cancer treatment ascertained by phone call from the patients

or their relatives.
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4.11. Data Collection Tools and Procedures
14.11.1. Data Collectors

Before the actual data collection starts the principal investigator assessed patients ‘chart for
relevant variables on patients chart and based on data extraction tools were prepared .The data
was extracted and collected by an oncology resident working in the treatment center.
14.11.2. Data Collection Procedure
Before collecting the data, the charts of patients to be reviewed was identified by their medical
record number and then, an onchology resident who were working at the cancer treatment center
extracted and reviewed the charts. Finally the principal investigator made a phone call to each
patient to collect data on vital status, history of Ciggarate smoking, alcohol intake, khat chewing
and family history of cancer which were not explicitly recorded in the patient charts.
4.12. Data Quality Control

Discussion was made to an oncology resident (data collector) regarding the tools, objectives of
the research and how to maintain the quality of the data for two days before data collection
time. The principal investigator supervised every aspect of the review. The Review checklist
filled were collected in daily basis and checked for completeness by the principal investigator
closely.
4.13. Data Processing & Analysis
Data were entered using EpiData version 3.1 and exported to SPSS version 21 for analysis.
Basic descriptive analyses like frequency, proportion, mean and median was done. And also
bivariate and multivariable logistic regression was done to determine factors associated with
treatment outcome at p-value of 0.05.
4.14. Ethical Considerations
An ethical clearance for the proposed study was obtained from the research ethical committee of
school of public health, Addis Ababa University. Consent from medical director and cancer
treatment center focal person of Black Lion Hospital were secured. In addition informed verbal
consent was obtained from patients /their family members before starting the phone interview
after getting permission and phone numbers from the cancer registry. Confidentiality of the
information were maintained throughout the study by using medical record number as
identification in the data extraction form and the data was used only for the purpose of the

proposed study.
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5. Result

5.1. Description of socio demographic characteristics

A total of 349 esophageal cancer patients diagnosed from 2010 to 2016 in Tikur Anbessa
Specialized Hospital. Out of this 143 (49%) were males and 206(51%) were females .the male
to female ratio was 0.69:1. The mean age was 51 years(18-95) with SD of 11.9years , the mean
age for female patients was50.5 years (+_10.9 SD) whereas the mean age for male patients
was 52.7years (+_ 13.1SD), minimum age of 18years and maximum age of 95 years. Majority
(32.4%) of esophageal cancer patients were in the age range of 50 -59 years (n=113). Almost
all (97.1%) of esophageal cancer patients were ever married (married, divorced and widowed),
majority (56.9%) of esophageal cancer patients came from Oromia at the time of diagnosis as
shown in (Table 1).

Table 1.Socio demographic characteristics of esophageal cancer patients treated in TASH from
2010-2016 Addis Ababa Ethiopia (n=349)

Variables n %
Age group

<19 1 0.3
20-29 11 3.2
0-39 30 8.6
40-49 91 26.1
50-59 113 32.4
60-69 75 215
70-79 24 6.9
>=80 4 1.1
Sex

Male 143 41
Female 206 59
Marital status

Ever Married 339 97.1
Single 10 2.9
Region

Tigray 4 1.1
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Afar 3 0.9

Amhara 26 7.4
Oromia 198 56.9
Somali 5 1.4
SNNPR 54 15.5
Gambella 1 0.3
Harari 2 0.6
Diredawa 2 0.6
Addis Ababa 54 15.5

5.2. Trends of Esophageal cancer patients based on years of diagnosis in TASH
When we look at the year to year difference in terms of diagnosis and occurence of death 81
(23.1%) of esophageal cancer patients were diagnosed in the year 2011 and almost 75 (21.4%)
of the total death from esophageal cancer also occurred in same year followed by 63(17.9%)
esophageal cancer cases were also diagnosed in the year 2016 and 45 cases (12.8%) of the total
death occur in the year 2016(figure 1)

90
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NUMBER OF CASES
=N W BouT O
o o ©o o o ©O
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2010 2011 2012 2013 2014 2015 2016

YEAR OF DAGNOSIS

Figure 1.Trends of esophageal cancer patients based on year of diagnosis from 2010 to 2016 in
TASH Addis Ababa, Ethiopia
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5.3. Histologic types, anatomic site and stage of esophageal cancer

Out of 349 esophageal cancer diagnosed in the year 2010 to 2016 in TASH a total of 318
esophageal cancer patients have documented histologic type and only 57 patients have
document about histologic grades. Accordingly 90.3% (n=287) of the study participants had
squamous cell carcinoma and the second most common type was adenocarcinoma. One hundred
eighty six (54.1%) of the cases had at the lower third of esophagus whereas 105 cases (30.5%)
had the cancer at the middle third. 269(77.1%) of patients who had document concerning
stage at diagnosis , 188(69.9%) were diagnosed as stage four followed by 51(19.0%) as stage
three as shown in (Table 2).

Table 2.Distribution of histologic types and histologic grades of esophageal cancer patients seen
in TASH 2010 to 2016 Addis Ababa, Ethiopia

Variables N %

Histologic type (n=318)

SCC 287 90.3
AC 30 9.4
ASCC 1 0.3
Tumor location (n=344)

Upper third 53 15.4
Middle third 105 30.5
Lower third 186 54.1
Histologic grade (n=57)

Well differentiated 38 66.7
Moderately differentiated 10 175
Poorly differentiate 6 10.5
Undifferentiated 3 53
Stage at diagnosis (n=269)

Stage | 3 1.1
Stage Il 27 10.0
Stage IlI 51 19.0
Stage IV 188 69.9
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5.4. Personal and family characteristics of esophageal cancer patients

Out of 349 esophageal cancer patients seen in 2010 to 2016 only eighteen percent of them had
history of alcohol and khat chewing (n=62 for each) and almost all of the patient have no known
family history of cancer (Table 4)

Table 3.Characteristic /risk factors of esophageal cancer patients seen in TASH from 2010 to
2016 Addis Ababa, Ethiopia (n=349).

Variables n %

History of alcohol drinking

Yes 62 17.8

No 289 82.2
History of khat chewing

Yes 62 17.8

No 289 82.2
History of cigarette smoking

Yes 22 6.3

No 327 93.7
Family history of cancer

Yes 2 0.6

No 347 99.4

5.5.  Clinical characteristics of esophageal cancer patients

Nearly all (n=349) of esophageal cancer patients were present initially with complaint of
difficulty of swallowing followed by forty percent (n=143) of esophageal cancer patients
complain of significant weight loss with mean duration of complaint of 5.9 months before
diagnosis (Table 5)
Table 4.Initial complaint of esophageal cancer patients seen in TASH from 2010 to 2016 Addis
Ababa, Ethiopia (n=349).
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Variables n %
Difficulty of swallowing

Yes 347 99.4

No 2 0.6
Pain during swallowing

Yes 19 5.4

No 330 94.6
Weight loss

Yes 142 40.7

No 207 59.3
Heartburn

Yes 23 6.6

No 326 93.4
Cough

Yes 20 5.7

No 329 94.3
\omiting

Yes 39 11.2

No 310 88.8
Chest pain

Yes 6 1.7

No 343 98.3

5.6.  Functional status of Esophageal Cancer patients at Date of diagnosis
More than half (n=178) of the esophageal cancer patients diagnosed have documentation on

initial functional status at the time of diagnosis, half (n=91) of the esophageal cancer patients

were in ECOG | followed by ECOG |1 as shown below in (Table 7)
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Table 5.Describes initial functional status of esophageal cancer patients in TASH from 2010 to

2016 Addis Ababa, Ethiopia (n=178).

Variables n %

ECOG 0 11 6.2
ECOG | 91 51.1
ECOG lI 45 25.3
ECOG Il 26 14.6
ECOG IV 5 2.8

5.7.  Description of methods used to diagnose esophageal cancer patients in TASH

Most of the esophageal cancer patients in TASH seen in the year 2010 to 2016 were
diagnosed using combination of Biopsy, endoscopy and Barium swallow respectively (Table 7)
Table 6.Show description of methods of diagnosis used in TASH during 2010 to 2016 Addis
Ababa Ethiopia (n=349)

Variables n %

Barium swallow

Yes 294 84.2
No 55 15.8
Computed tomography
Yes 165 47.3
No 184 52.7
Endoscopy
Yes 313 96.3
No 36 3.7
Biopsy
Yes 336 96.3
No 13 3.7
Chest X-ray
Yes 340 97.4
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No 9 2.6
Ultrasonography

Yes 343 98.3

No 6 1.7

5.8. Description of Pattern of treatment used to treat esophageal cancer patients in TASH

Out of 349 esophageal cancer patients who were diagnosed in TASH in the year 2010 to 2016
183cases(52.1%) were treated with surgical procedure particularly using Trans Hiatal
Oesophagectomy  followed by Trans Thoracic Oesophagectomy ,112 cases (31.9%) of
esophageal cancer patients were used feeding gastrostomy . Only 89cases (25.5%) of the
esophageal cancer patients took chemotherapy of which majority of these patients took adjuvant
chemotherapy whereas, only 26 cases (7.7%) esophageal cancer patients were treated with
radiotherapy particularly palliative type (Table 8).

Table 7.Pattern of treatment modality given for esophageal cancer patients in TASH 2010 to
2016 Addis Ababa, Ethiopia (n=349).

Treatment outcome

Alive Dead Total
Variable n(39) % n (310) % n(349) %
Surgery
Yes 15 4.3 168 48.1 183 524
No 24 6.9 142 40.7 166 47.6
Type of surgery
THE
Yes 19 5.4 126 35.9 145 41.3
No 20 5.7 184 52.7 204 58.5
TTE
Yes 2 0.6 27 7.7 29 8.3
No 37 10.6 283 81.1 320 91.7
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GTT
Yes
No
Laparotomy
Yes
No
Chemotherapy
Yes
No
Type of chemotherapy
Neaoadjuvant
Adjuvant
Palliative
Radiotherapy
Yes
No
Type of radiotherapy
Adjuvant
Radical
Palliative
Total

13
26

33

18
21

33
0
0
6

6

3.7
7.4

1.7
9.5

5.2
6.0

15.6
4.4

1.7
9.5

0
0
23.1
23.1

99
211

65
245

72
240

56
13

20
290

2
1
17
20

28.4
60.5

18.6
70.2

20.3
68.5

3.3
62.2
14.4

5.7
83.1

7.7
3.8
65.4
76.9

112
237

71
2178

89

260

70

17

26
323

23
26

32.1
67.9

20.23
79.7

25.5
74.5

3.3
77.8
18.9

7.4
92.6

7.7
3.8
88.5
100

THE- Trans hiatal esophagectomy, TTE- Transthoracic esophagectomy, GTT-gastrostomy tube

5.9. Bivariate and multivariable analysis result

Bivariate logistic regression was done at 20% level of significance. After adjusting for age of
esophageal cancer patients and year of patients diagnosed Surgery, sex, chemotherapy and
radiotherapy was found to be significant and included in multivariable analysis and adjusted for
age of patients and year of diagnosis for esophageal cancer. Only chemotherapy (AOR
2.80(95%CI 1.22, 6.41) and surgery (AOR 0.287 (95%CI 0.126, 0.625) was significantly
associated factors with death from esophageal cancer patients (Table 8).
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Table 8.Result of bivariate and multivariable analysis of factors associated with treatment
outcome of esophageal cancer patients at Tikur Anbessa specialized hospital from 2010-2016
Addis Ababa, Ethiopia

Outcome of EC patients

Variables Alive Dead COR AOR*** 95%ClI
Sex

Female 30 176 2.54 2.132 0.91,5.01
Male ** 9 134 1.0 1.0

Chemotherapy

Yes 18 71 2.88 2.80 1.22,6.41*
No ** 21 239 1.0 1.0

Radiotherapy

Yes 6 20 2.64 2.86 0.89,9.26
No ** 33 290 1.0 1.0

Surgery

Yes 15 168 0.53 0.287 0.126,0.625*
No ** 24 142 1.0 1.0

*-statistically significant at p-value <0.05, ** -Reference group for comparison, ***-adjusted for age, year of diagnosis of
esophageal cancer patients
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6. Discussion

In this study the commonest histologic type of cancer found was squamous cell carcinoma
(90.3%), a male to female ratio of 0.6:1 with a mean age of 51.4years. lower third of the
esophagus was the commonest tumor site with dysphagia and weight loss commonest symptoms
while surgery was most frequent treatment modality sought by the patients .310 (88.8%) of
esophageal cancer patients were died at the time of study period while only surgery and

chemotherapy has association with treatment outcome of esophageal cancer patients.

The mean age at diagnosis of esophageal cancer in this study was 51.4years with age range of
18-95 years. This is almost similar with the mean age(57.8+_11.7SD) in a retrospective study
carried out in Ghana(25) . The mean age of 140 esophageal cancer patients in Uganda was 55.5
years (26). In this study majority of esophageal cancer patients was in the age group of 50-59
years which is similar with the finding, a systematic review of esophageal cancer in sub Saharan
Africa, in which esophageal cancer was prevalent among the age group of 45-65 years in both

sexes(19).

The sex ratio (male to female) globally shows significant difference ranging from 0.85 in
northern lran(31) to as high as 20.5 in Hispanics(32). The male to female ratio in our study
was 0.69 which was slightly equal in both genders. The highest male to female ratio was seen in
Hispanic (20.5) and the lowest in black (7.0) compared with (10.8) in whites (32).

Though we are unable to calculate the incidence rate of esophageal cancer the mere figure looks
stable over the years in this study. The conclusion from the review of esophageal cancer in sub
Saharan Africa clearly shows that esophageal cancer incidence is controlling the sub region(19)

which supports our findings.

The distribution of esophageal cancer patients based on their region showed that 198(56.7%)
from oromia followed by SNNPR and Addis Ababa (tablel). This finding was consistent with
the previous study done in Tikur Anbessa (TASH) but the high proportion of esophageal cancer
patients from oromia might be explained by proximity of the region to Tikur Anbessa

specialized hospital and lack of tertiary hospital which give cancer treatment service(20).

The most common histopathological type in our study was squamous cell carcinoma (90.3%).

This figure is similar in studies from Kenya, Uganda and Sudan ,where more than 90% of
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patients diagnosed with esophageal cancer had squamous cell carcinoma, but this finding was
against the findings of studies done in Nepal and north India which was nearly 60% of all
esophageal cancer cases(14, 29) .This disparities might be explained due to the geographical
difference and the life style of the patients.

The distribution of esophageal cancer by tumor location in this study was 186(53.3%) in the
distal third, 105(30.1%) in the middle third and 53(15.4%) in the upper third. This finding was
similar with finding in Kenya in which the lower third of esophagus was the most common
location for the tumor, followed by closely middle third of the esophagus (14, 25). Most studies
done in Africa shows the lesion are more common in the middle third including studies done in
Sudan(27) Kenya(28) and Uganda(26).

In this study most of esophageal cancer patients reported difficulty of swallowing
347(99.4%),and weight loss 142(40.7%) with the reported duration ranging from 30 days to
Syears with a median duration of 150 days . this long duration dysphagia and weight loss
indicates that patients tend to seek or receive care only at late stage. In this study most of
esophageal cancer patients were diagnosed as stage IV disease 188(69.9%) and stage three
51(19.9%) which is compatible with earlier findings of our study as well and explained that
patients usually seek medical care when the disease is severe due to its complication This
finding is almost similar with the findings of a research done in Kenya in which more than
sixty three percent of esophageal cancer patients presents with progressive dysphagia of 1-4
month duration(33) .

In our study the proportion of esophageal cancer patients survived throughout the study period
was 39(11.2%) and 310(88.8%) out of all esophageal cancer patients died at the time of the
study period. This finding can be explained that most of the esophageal cancer patients seek
care when their disease become advanced as noted above. In addition there is only on cancer
specialty center which can give the treatment in the country which makes the cancer survival
poor/poor treatment outcome which show the necessity of scaling up the early diagnosis and

treatment of esophageal cancer patients throught the country.

In this study from the total 349 patients who sought care in the hospital 183(52.4%) were
operated and 89(25.5%) took chemotherapy whereas only 26(7.4%) had radiotherapy at the time
the study period. In the multivariable analysis of factors sought to be associated with treatment
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outcome radiotherapy and sex of esophageal cancer were not statistically significant when

adjusted for age and year of diagnosis of esophageal cancer patients.

In this study chemotherapy had significant association with outcome of esophageal cancer
patients in which patients who had no chemotherapy was 2.80 time more likely to die from
esophageal cancer compared to patients who took chemotherapy, this finding is consistent with
scientific facts in which chemotherapy and radio therapy were the most effective treatment
modalities now a days improving treatment outcome of esophageal cancer patients compared to
surgery(6, 23).Furthermore patients who had no surgery were 28.7% less likely to die from
esophageal cancer compared to patients who had surgery. This finding could be explained that
most patients were sought care at advanced stage while terminally ill and the post-surgery
complication usually end up with poor treatment outcome due to the fact that when there is
post-surgery complications the patients deprived nutritionally and this will speed up the

tendency of dying from the complications for patients underwent to surgery.

23| Page



7. Strength and limitation of the study
Strength of the study

o Compared to other similar studies done in Africa, this study is done with large sample

size which increase the power of the study
o Phone interview was done to ascertain the status of the patients

Limitation of the study

o Since data were collected from charts, some number of variables were missed and
difficult to collect.

o We were unable to record the status of few number of patients who did not have phone
number on the record.

o Due to the nature of the study we were unable to calculate incidence rate in this study
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8. Conclusion

Squamous cell carcinoma was the predominant histologic type of esophageal cancer affecting
males and females equally. Overall cancer of the esophagus mainly affects the lower 2/3 of
esophagus with the majority in the lower third. Fifty to fifty nine years age groups are the most
affected age groups. Esophagectomy is the most common type treatment modality. Most of the
esophageal cancer patients seek medical care at late stages and this contributes for poor
treatment outcome. Having surgery and chemotherapy has significant association with
treatment outcome of patient with esophageal cancer. Almost all esophageal cancer patients

died irrespective of treatment modalities they took in the hospital.
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9. Recommendation

The following recommendations are made from this study.
FMOH
o Improvement in comprehensive esophageal cancer care program including possible

prevention, early detection, treatment & palliative care is mandatory
o Improve access to esophageal cancer diagnosis on high incidence area
o To create awareness in collaboration with public medias about esophageal cancer
o Further study to identify potential risk factors /causes on high incidence area.
TASH

o The need to improve early detection and prompt treatment using feasible and effective
regimens, especially to immediately initiate radiotherapy for those who complete

chemotherapy as per the standard

o To include detailed patient characteristics in the patients follow up chart and cancer

registry data is important.

o Since the oncology center is serving as only data source for cancer research ,it is

mandatory to establish electronic data recording for all patients in the department

Researchers
o Further studies on survival time, risk factors of esophageal cancer patients using
prospective study  and devise strategies to improve completeness by use of

complementary active methods
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11.Annexes

Annex | . Data Extraction Tools

Ser. No Part one: Socio demographic characteristics Remark
100 Medical Registration number | --------------
101 Cell phone number e
102 Age | e years
103 Region SESS——
104 Place of residence(zone) mmmmmmmmmmeeeeeeeeeeeeeoe

1. Orthodox
105 Religion 2. Protestant

3. Catholic

4. Muslim

5. Others

1. Single

2. Married

3. Widowed
106 Marital status 4 Divorced
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Part two: Social and Behavioral history

201 History of alcohol drinking
202 History of khat chewing 1. Yes
2. No
203 History of tobacco chewing 1. Yes
2. No
204 History of Ciggarate smoking | 1. Yes
2. No
205 Family history of cancer 1. Yes
2. No
Part three : Past medical history
301 Patient age at diagnosis | -----m-m-mmmm-m- years
302 Date of diagnosis (dd/mm/yy) | ------- [------ I
1. Difficult of swallowing
2. Pain during swallowing
3. Weight loss
4. Vomiting
303 5. Heart burn
6. Cough
Patient complaint at initial 7. Chest pain
visit 8. Hoarseness of voice
9. Other
304 Initial functional status 1. ECOG 0
2. ECOGI
3. ECOG I
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ECOG 11l
ECOG IV

305

Method of diagnosis

H W N Ras

Barium swallow (Yes/No)
CT —scan (Yes /No)
Endoscopy (Yes/No)
Biopsy (Yes/No)

306

Histologic type

SCC
AC
ASCC
Others

307

Histologic grade of cancer

Well differentiated
Moderately differentiated
Poorly differentiated
Undifferentiated

Unknown

308

Stage of cancer at diagnosis

Stage |
Stage IIA
Stage 1B
Stage Il
Stage IVA
Stage IVB

Unknown

309

Location of lesion

A 0D BN o g b w0 Bk WPk WwDN PP

Upper 3"
Middle 3"
Lower 3"

Unspecified

310

History of dyspepsia

Yes
No
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311 History of GERD 1. Yes
2. No
312 Concomitant diagnosis of Bes | 1. Yes
2. No
3. Unknown
313 History of GERD 3. Yes
4. No
Concomitant diagnosis of Bes | 4. Yes
314 > No
6. Unknown
315 Hgb level at diagnosis | —----—-=—-mmmmmmmmmm - mg/dI
316 Hgb level at start of treatment | --------------mmmmmmmmmem- mg/dI
317 Hgb level at last follow-up | -----------=-m-mmmm oo mg/dl
day
318 History of HTN 1. Yes
2. No
319 History of DM 1. Yes
2. No
320 HIV status of patient 1. Positive
2. Negative
3. Unknown

Part IV. Treatment and treatment outcome related questions

401 Surgery 1. Feeding GS(Yes/No)
2. THE(Yes/No)
3. TTE(Yes/No)

402 Chemotherapy 1. Neaoadjuvant
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2. Adjuvant
3. Not given
403 Chemotherapy regimen 1. 5FU+Cisplatin
2. Other
404 Radiotherapy 1. Adjuvant
2. Radical
3. Palliative
405 Radiotherapy Dose
1. Adjuvant ----- Gy #-----
2. Radical ----- Gy #-------
3. Palliative-----Gy #-----
406 Date started | ----—-- f------ e /
treatment(dd/mm/yy)
407 Duration of treatment | —--------m-mmmmmem - months
408 Last date of follow e /----
up(dd/mm/yy)
409 Status of patient 1. Alive
2. Died
1. ECOG 0
2. ECOGII
3. ECOGI
410 If alive ,functional status 4. ECOG Il
5. ECOG IV
411 If died ,date of
— y—
death(dd/mm/yy)
412
If lost to follow up, date
(dd/yy/mm) R foee
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Annex -11 Patient Information Sheet (English Version)

This patient information collection sheet is intended to assess treatment pattern ,histologic
types, treatment outcome and associated factors of esophageal cancer patients and started
treatment in  Tikur Anbessa specialized hospital. The study will be conducted through
reviewing secondary data. The study will give some evidence and information for governmental
and non -governmental organizations which work in the area of non-communicable disease
specifically on esophageal cancer at national, regional and district level by providing basic
information on treatment pattern, histologic types, treatment outcome and associated of
esophageal cancer. Information which is necessary for the study will be taken from medical
outpatient log book. As the study will be conducted through review of medical records alone,
the individual patients will not be subjected to any harm as far as the confidentiality is kept. To
preserve the confidentiality, nurses working in cancer treatment center of Tikur Anbessa
specialized hospital will extract the data from the medical records. Moreover, no personal

identifiers will be used on data collection form.

Date Of review--------------m-momoomemomemem-

Day----------------=-=-m----- month year
Name Of reViEWer-------m oo o Signature
Time started--------------------------- Time ended

Total number of records reviewed

Result;  (A) complete  (B) incomplete (C) excluded

Action taken for incomplete data

Name of supervisor----

Signature

Principal investigator address: 0912618775
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Annex-111 Consent Form (English Version)

My name is , |1 am onchologic clinic nurse working in Tikur

Anbessa specialized hospital cancer treatment center and now | am collecting data from our
patients medical outpatient logbook for the research being conducted to assess treatment
pattern ,histologic types ,treatment outcome and associated factors of esophageal cancer
patients in Tikur Anbessa specialized hospital , by Mr. Mohammed Ahmed who is the MPH
student in Addis Ababa University. You are selected as one of study subject by chance. The
investigator employed me (from this cancer treatment clinic) for this data collection to maintain
your data strictly confidential, We believe that the findings of this study will have some
evidence and information for governmental and non -governmental organizations which work in
the area of non-communicable diseases specifically on esophageal cancer at national, regional
and district level by providing basic information treatment pattern ,histologic types ,treatment
outcome and associated factors of esophageal cancer. Information which is necessary for the
study will be taken from your medical. As the study will be conducted through review your
medical records alone, it will not cause any harm as far as the confidentiality is kept. The

information will be taken when you give permission, participation is totally voluntary.

Your willingness for your medical record information to be utilized in this study will help us
achieve the stated benefits of the study. Your name and other personal identifiers will not be
recorded on data collection form and the information that you give us will be kept confidential
and will also be used for this study purpose only. You have full right not to let your information
on medical record to be used for this study. But the information that would be taken will be
quite useful for the study. You will not face any problem if you do not allow the information to
be taken from your records and you will not also be denied of getting any medical services from
the hospital. If you have any questions about this study you may ask me or the principal

investigator Mohammed Ahmed: Tel: 0912618775 E-mail: jemsmoh@gmal.com

Are you willing to let your information to be used for this study? 1. Yes 2. No

Signature of the interviewer which shows that the respondent has consented (verbally) to take

part in the study
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Annex-1V Consent Form (Ambharic Version) /aTe+ +a34PF 04,97t aomee? ¢

0% L0AA:: ILY PATHA OM720C vh9*S hAzh OO e9°we- Pm.S QAav-
A7 Av? ORLE N2AC AL PRTFIPUNICGAL P97 oM@, M.yt AT9.09° 29T PRSP 1914 Con NA%N
ANQ RLACAA £UL I°LP 916 P F AL TGF avZ8 0 TNl P T avt AL ARANANN: 1@-::
ATHE ePGE Ahd N9oP? +aeCmYA/Ad:: ATLO AHU- aPHH) AL PT9we-07 AT Aarls ANANTT
ALaPCMT PaPLED7 PPAMLPTE AP e 10+:: TN hhAhe @an, ot N9vlE aNan o
APPIG Aot aPLEPFT AHELR ALOA 10+

PTGk Ot AR LT T PN avlE 197

PN PG AT aPhANPS av$MMEP TEALIPTT avlE AaPOMAS FT14 TG hG I°CI°C A9.L84°
ANI® AFNTLLT AP TrPE h19.84° AOTPRA A AILTLPT FavGA:: (1P HI° ATGE ANLATL
PP a0lBPT NACAL PUNIPG TIWLC AL LOASA:: TGk PU1.L410- NNINC Mh9°G “TWLC AL NAUT
ONACAL AL I79° G 1 1o APaPMgP:: avlBP h18,0NL: avqpL: AtmPOA®- PTG GATT avdht Pod
ANFPZA RTLPA:: NAhhIPT aPHINP AL avl8 A.DAL CACOLT 17T L7LIAK A° AG AA TP79° L TH
T1C ML aPMPE ALIPAIC:: PHOALM-I® avl G PPAM.L L1k Tl avte (190N ATPCIC ¢ NF LUPGA::
PRNIPG aolBP AIPCIPC 176~ WIRLDA\ 09124 aolt AAPA:: TIC 17 aPlEP AIPCI°C ¢+ (LD
MPTLF O OPoA 10<:: \PGE APATE £,PLE QP (AhNIPTPT AL IO7° 401 4T ALAMEI:: NALA
A a28P7 (POt P L9LeTTF AP TPI® ALTCI:: ToET (tovAht T4 NAPT Ar7 OLI°
ATLOY AP aoyavy aomPP S AN::

(Ah-0912618775

avlBEM- AJPCIPC ¢~ LD .25 19171, AP 2. h2LAI°
aBFEOY ATGE 226 WIB.DA 4PLPA::
PavZBm- ANAN. (9°F &.C7
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Annex V. Conceptual Frame Work

—

&=

STAGE AT
DIAGNOSIS

TYPE OF
TREATMENT

COMORBID
ILNESS

AGE AT
DIAGNOSIS

Figure 1.Conceptual frame work for the Assessment of treatment outcome and associated factors among
esophageal cancer patients at TASH, A.A Ethiopia, 2012- 2016
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Annex VII: Assurance of investigator

I, the undersigned senior MPH candidate agree to accept responsibility for the scientific, ethical
and technical conduct of the research project and for provision of required progress
reports as per terms and conditions of the research and publications office of the Addis Ababa
University.

Name of the Investigator: Mohammed Ahmed (B.Sc., PH)

Signature Date / /

Approval of the Primary Advisor
Advisor Name: Dr. Adamu Addissie (MD, MA, MPH, PhD), Associate professor

Signature Date / /
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CURRICULUM VITAE

Personal Information

First Name /Surname

Mohammed Ahmed Teka

Date of Birth

11/9/1985G.C

Marital Status

Married

Children Two daughter
Address Addis Ababa, Ethiopia

Email: jemsmoh@gmail.com or mariyahmo30@gmail.com
Telephone +251912618775/+251913894347

Educational Background

BSc in Public Health( Public Health Officer )

Work Experience

Total of nine years and five month experience

Date

Oct 1/2008 —-Nov30 2009

Position Held

Clinician in OBGYN department

Name of Employer

Addis Ababa City Administration Health Bureau Yekatit
12 Hospital

Major Activities and

Responsibilities

Evaluating OBGYN patients

Admitting and following of OBGYN patients
Following ANC , Delivery and PNC clients
Performing Diagnostics MVA, E&C, D&C etc.
Performing incomplete abortion and post abortion care
Assisting C-section in emergency OR

Performing instrumental delivery with indication

Assisting different gynecologic operation in major OR
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Evaluating and laboring mother to delivery ward

Admitting and Discharging OBGYN patients

Date

Dec 1/2009-May 30/2010

Position Held

Lecturer and Department Head of Public Health Nursing

Name of Employer

SNNPR RHB, Benchmaji Zone ,Aman College of Health

Science

Major activities and

Responsibilities

Lecturer of Anatomy &Physiology ,Pediatrics ,MCH
,CDC, Epidemiology, Pharmacology, Nutrition and Health

Education

Preparing Lecture note series for the college
Member of Academic Committee
Evaluating academic performance

Scheduling professional practices for year I,11 and 11
public health nurse

Organizing special class for females

Date

Jun 1/2010-Jun 30/2011

Occupation /position held

Outpatient clinician

Name and Address of employer

AACARHB Bole Sub City ,Bole 17 Health center ,Addis
Ababa ,Ethiopia

Main activities and Responsibilities

Diagnose and treat outpatient IlIness

Admit patient and follow the progress

Date

July 1/2011-Jan 30 2011

Occupation or position Held

ART clinician and ART focal person
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Name and Address of the employer

AACARHB Bole Sub City ,Bole 17 Health center ,Addis
Ababa ,Ethiopia

Main Activities and

Responsibilities

Enrolling HIV positive patients to chronic care
Diagnosing and treating OI’s
Identifying and treating drug adverse effect

Assessing HIV/AIDS patient for malnutrition and

managing in line with National Guidelines
Leading MDT team Meeting
Participating in monthly catchment meeting

Assisting ART case managers and counselors in skill
,knowledge and practice of adherence counseling for

patient

Admitting and managing severely ill ART clients and

follow their progress

Coordinating the ART case team for better chronic /acute

care service etc.

Date

Feb 1/2011-Jan 30 2011

Occupation and Position held

Clinician at under five clinics

Name and address of employer

AACARHB Bole Sub City ,Bole 17 Health center ,Addis
Ababa ,Ethiopia

Main activities and Responsibilities

Assessing under five children for malnutrition and

enrolling to FBP program
Diagnosing and treating their illness as per IMNCI

Following HIV Exposed infants in the clinic
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Linking DBS positive infants to pediatrics ART units

Performing DBS for exposed infants and enrolling to

exposed infant care

Date

Feb 1/2012-June 30 /2013

Occupation or Position Held

ART focal person and onsite clinical mentor of the health

center

Name and Address of Employer

AACARHB Bole Sub City ,Bole 17 Health center ,Addis
Ababa ,Ethiopia

Main activities and Responsibilities

Treating HIV/AIDS patients

Admit patient and follow their progress

Enrolling newly diagnosed clients to chronic/acute care
Filling different formats of chronic care

Diagnosing and treating OI’s

Identifying and managing drug adverse effects
Assessing patients for malnutrition and intervention
Leading MDT meeting

Participating in monthly catchment meeting

Assisting case managers and counselors in skill and

knowledge
Leader of the ART case team
Onsite mentor of the health facility

Performing minor surgery
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Date

Jan 1/2014-Jan 2016

Occupation or Position held

Preventive sub process owner ,clinician in ART clinic
Hospital/health center base clinical mentor of the regional

health bureau in collaboration with ICAP-Ethiopia

Name and Address of Employer

AACARHB Kirkos Sub City ,Meshalekiya Health
center ,Addis Ababa ,Ethiopia

Main activities and Responsibilities

Hospital/health center based clinical mentor of the sub city
Treating HIVV/AIDS patient

Admit patient follow their progress

Enrolling newly diagnosed RV patient to chronic care
Filling different formats of chronic care

Diagnosing and treating OI’s

Identifying and treating Drug adverse effects and or

reactions

Assessing HIV/AIDS patient for malnutrition and

managing as per the national guide lines

Leading MDT meeting

Coordinating the ART case teams

Onsite clinical mentorship of the ART case teams
Offsite clinical mentorship of four health centers
Performing minor surgery

Preparing weakly case presentation

Coordinating monthly mainstreaming
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Language Proficiency ,Skills and

Competencies

Ambharic mother tongue
Excellent writing ,listening and speaking skill of English

Good in listening and speaking of Afan Oromo

Social skills and Competencies

Excellent in maintaining team sprite

Excellent ability in adapting multicultural environment

gained through my work experience

Excellent team leadership quality

Computer skill

Good command of Microsoft office tools

Trained in EPI info ,SPSS and ARCGIS software and GPS

application
Trained on basic computer data management
ODK software for Surveillance data compilation

Trained in Cispro software application usage(EPIH for

health service data collection

Consultancy work and Research

activities

Institution based cross sectional study on assessment of
KAP of HIV/AIDS patient towards adherence to
Antiretroviral drugs among adult HIVV/AIDS patient in

Hawassa university referral Hospital

Currently working on epidemiologic distribution
,treatment outcome/survival time and histologic type of
esophageal cancer in Tikur Anbessa specialized hospital
from 2011-2016 Addis Ababa ,Ethiopia

Training and workshops attended

1. Certification of completion on Eight weeks emergency
operation training
2. Certificate of completion on ART and Management of

opportunistic infections based on IMAI guidelines
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10.

11.
12.

Certificate of participation on TB/HIV/Malaria related
workshops

Certificate completion on provider initiated counseling
and testing and rapid tests

Certificate of completion of training on infant and
young child feeding (I'YCF)

Certificate of case management course on IMNCI
Certificate of participation on youth friendly service
Certificate of completion of the course clinical
system mentorship

Certificate of completion on Comprehensive training
on Management of HIV/AIDS Care and Treatment for
Children ,Adolescents and Adults

Certificate of Training of trainers of on “Clinical
System Mentorship” organized by FMOH in
Collaboration ICAP-Columbia University in Ethiopia
Certificate of participation on mental health training

Certificate on Basic Pain Management Training

Reference

Professor Yifru Berhan (MD, Specialist in OBGYN,
Professor on OBYGN , Minister of Ethiopian Federal
Ministry of Health )

Email :Email: yifrub@yahoo.com

Mobile :0911405812

Dr. Mohammednur Ali (MD, Radiologist )

Email :mnur2008@yahoo.com

Phone:0913269356

Abdulhalik Workicho (B.Sc,MPH,PhD researcher
)Assistant Professor of epidemiology ,Jimma

University College of Health Science Department of
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Epidemiology

Email abdulhalikw@gmail.com

Mobile :0913407305

Dr. Adamu Addisie(MD,MA, MPh ,PhD) :Associate
professor ,AAU School of Public health )

Email : addamuaddis@yahoo.com

Mobile : 0911404954
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