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We read Arnold et al’s article[1] with interest and wanted to extend this work to Africa.
High incidence of esophageal squamous cell carcinoma (ESCC) has been reported in
African countries from Kenya to South Africa[2] where early-onset (age < 45 years) ESCC
accounts for 30% of cases in the region. As such, we examined the cumulative lifetime and
age-specific incidences of ESCC in Africa. We identified patients with ESCC in 3 major
African cancer registries, using the 2013-2017 Cancer Incidence in Five Continents Volume
XI1I (CI5-XI1) database and calculated the age-specific, cumulative lifetime, and cumulative
early-onset incidence of early-onset ESCC, all of which will allow us to account for the
underlying age structure of the population.

We identified 1,022 patients diagnosed with ESCC between 2013 and 2017, of which
47.2% (n=482) were females and 12.3% (n=126) were < 45 years old consistent with
early-onset ESCC (Figure 1). Region-level proportions of early-onset ESCC cases varied
from 7.6% (26/340) in Eastern Cape, South Africa, to 15.6% (60/384) in Nairobi, Kenya.
The cumulative lifetime incidence and cumulative incidence[3] of early-onset ESCC were
1,508 and 33 cases per 100,000 person-year, respectively, and early-onset ESCC only
accounted for 2.2% of cumulative lifetime incidence (Table 1 and Supplemental Table 1).
We performed similar analyses with data from the United States and the United Kingdom —
England; early onset ESCC was 1.5% and 1.1% of all cases, respectively[3]. The associated
early onset proportions of cumulative incidences were 0.39% and 0.28%, respectively
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(Supplemental Table 2). See supplemental materials for further details about methods and
limitations.

Similar to previous studies[2, 4-6], we report a high proportion of early-onset ESCC in

East Africa. However, since early-onset ESCC only accounted for 2.2% of the cumulative
lifetime incidence of ESCC, suggesting a reflection of the young age structure of the African
population, rather than a higher age-specific incidence. In contrast, early-onset testicular
cancer, for example, represents 53.0% of the cumulative lifetime incidence of testicular
cancer worldwide[7]. Our results suggest that as life-expectancy increases in Africa, the
incidence of ESCC could be expected to rise as individuals who may have avoided other
causes of death develop ESCC.

While published studies in Africa report a substantial incidence of early-onset ESCC[8,

9], they did not account for the underlying age structure of the studied population, which
can further inform ESCC epidemiology. Further, most published studies of ESCC in Africa
report frequency and proportions of ESCC without accounting for the underlying population
by age. For example, Dawsey et al. documented a case series where they identified 109
patients who were 30 years of age or younger and diagnosed with esophageal cancer (98%
with ESCC) at Tenwek Hospital in Kenya. The youngest individual in the study was 14
years old[9]. Mmbaga et al. reported a case series of 738 patients treated for ESCC in
Muhimbili National Hospital in Tanzania, the authors reported that that 13% of cases were
< 40 years old at the time of diagnosis[6]. Asombang et al. investigated the age-specific
incidence of esophageal cancers, including ESCC and esophageal adenocarcinoma, in
Kenya, South Africa, and Zimbabwe, reporting a lower incidence in younger age groups
compared to older age groups[10].

Several risk factors for ESCC have also been identified. Buckle et al. identified risk factors
uniquely associated with early-onset ESCC, including irregular dental hygiene, exposure to
secondhand tobacco smoke, and infestation of grain/nuts by pests. In comparison, lower
socioeconomic status, a family history of ESCC, tobacco smoking, consumption of home-
brewed alcohol, storage of grain/nuts at home, and the use of firewood for cooking were
associated with ESCC, but not with early-onset ESCC[5].

In conclusion, while early-onset ESCC is common in Africa, the cumulative incidence

of early-onset ESCC is minimal compared to the total cumulative incidence of ESCC.

This is an important epidemiological finding to inform resource allocation, research,
treatment and novel approaches to care for cancers[11] including, ESCC in Africa. Future
studies are warranted to provide more detailed insights into the complex interplay between
demographic factors, risk exposure, and the incidence of early-onset ESCC. This will inform
more targeted interventions and enhance resource allocation for the research and treatment
of ESCC in Africa.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Histogram graph showing person year population at risk overlapped by annual incidence of
ESCC per 100,000 per years
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