
than oesophageal cancer (0.735 vs. 0.900, p < 0.001). Inflam-
matory scores in GOJ cancers were lower than in gastric cancer
and higher than in oesophageal cancer.
Conclusion This study provides direct evidence for marked differ-
ences in the gastric mucosal phenotype in the patients with oeso-
phageal versus gastric non-cardia cancer, with the former being
healthy and uninflamed, but the latter atrophic and inflamed. The
background gastric mucosa of GOJ cancer supported them being
two distinct aetiologies, one group resembling oesophageal adeno-
carcinoma and other gastric non-cardia cancer.
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Introduction During last three decades, global incidence of oeso-
phageal adenocarcinoma has increased more rapidly than any
other cancer. A concurrent reduction in the incidence of gastric
cancer has been reported from some populations. We aimed to
examine the geographical pattern of oesophageal adenocarci-
noma versus gastric non-cardia cancer across the world where
reliable cancer registry data were available.
Methods Data were abstracted from “Cancer Incidence in Five
Continents” Volume 10. Oesophageal and gastric cancers were
selected based on ICD-10 codes C15 and C16, respectively. Oeso-
phageal adenocarcinomas were identified by ICD-O morphology
codes. Datasets reporting >500 cases for total gastric cancer and
>100 for total oesophageal cancer were selected. We examined
correlation between age-standardised Incidence rates (ASR) of
oesophageal adenocarcinoma and non-cardia gastric cancer using
Spearman’s non-parametric correlation coefficient (CC). We also
allocated cardia cancers into oesophageal and non-cardia gastric
adenocarcinoma categories based on gender ratio for oesophageal
adenocarcinoma and non-cardia gastric cancer in each dataset.
Results Out of 424 datasets from 290 cancer registries, 206 data-
sets covering 40 countries met the selection criteria. There was a
strong inverse correlation between oesophageal adenocarcinoma
and gastric non-cardia cancer in males (CC= –0.768, p < 0.001)
and females (CC = –0.705, p < 0.001). After dividing cardia can-
cer into two subtypes with potentially oesophageal or gastric ori-
gin and adding them to original oesophageal adenocarcinoma or
gastric non-cardia groups, the inverse correlation remained strong
in males (CC= –0.660, p < 0.001) and females (CC= –0.536, p
< 0.001). Oesophageal adenocarcinoma only showed a rise when
incidence of non-cardia gastric cancer fell below 9/100,000 per-
son-years for males and 4.5/100,000 person-years for females.
Conclusion This cross-sectional study is consistent with a com-
mon underlying factor predisposing to non-cardia gastric cancer
and protecting from oesophageal adenocarcinoma, such as
H. pylori atrophic gastritis. If this is the case, then the incidence of
non-cardia gastric cancer would need to fall to substantially lower
levels than currently seen in Far Eastern populations before any
rise in oesophageal adenocarcinoma would be apparent.
Disclosure of Interest None Declared.
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Introduction Despite open-access endoscopy, previous series
have suggested that between 8–20% of early gastric cancers
(GC) are potentially missed at prior endoscopy.1,2 Although
upper gastrointestinal alarm symptoms are more frequently asso-
ciated with malignancy, this may represent advanced cancer with
poorer survival rates, as patients with early GCs may be asymp-
tomatic. The false-negative rate for the diagnosis of GC may
also be a measure of quality for endoscopy services. This is based
on a reported median duration of 37 months between endo-
scopic diagnosis of early GC and progression to advanced GC,2,3

so we assessed all oesophagogastroduodenoscopy (OGD) find-
ings to assess detection of GC in a large tertiary hospital in the
West Midlands.
Methods Patients with histologically confirmed GC were identi-
fied from histopathology and endoscopy records. Patients who
had undergone at least one OGD before the diagnosis were
studied. Detection of GC within 3 years of a negative OGD was
interpreted as a false negative.
Results Between September 2009 and September 2013, 16823
OGDs were performed. GC was diagnosed in 75 (0.45%)
patients (male/female ratio 1.78; median age 74; 85% Cauca-
sian). Sixty-seven (89%) of the 75 patients with GC presented
with alarm symptoms. 33% (25) were done as inpatients, with
43% (at least 32 of 50 outpatients) being referred as urgent out-
patients. Five of the 75 (7%) patients had previous OGDs within
three years preceding diagnosis. Only one of these was planned
because of a suspicious gastric ulcerative lesion at the same site,
with other causes being gastric polyps (2); normal (1) and gastri-
tis (1). There were 53 (71%) deaths in total, 47 (89%) of these
patients had alarm symptoms at diagnosis of GC.
Conclusion The absolute rates of GC are low (0.1%/OGD/
year) and false-negative rates of 5% (within 3 years) for diag-
nosis of GC are reassuring with only a minority of preceding
OGDs in this series demonstrating suspicious lesions. Whilst
GC presents with alarm symptoms in the vast majority, the
prognosis remains very poor, so continued quality measures in
endoscopy will be required to ensure that early gastric cancers
are not missed.
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