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ABSTRACT

Background: Esophageal adenocarcinoma (EAC) is characterized by a male
predominance. However, variations in the sex difference across populations and
over time have not previously been thoroughly investigated.

Results: The male-to-female ratio in EAC incidence varied greatly across
continents, ranging from 1.03 in Africa to 7.64 in Northern America during
2003-2007. The ratio was high in Europe (6.04) and Oceania (6.24), and lower in
Asia (4.37) and Latin America and the Caribbean (3.94). The sex ratio remained
relatively stable over time in most populations. In absolute terms, the sex difference
in EAC incidence increased over time in populations of higher incidence, while it
remained stable or slightly decreased in low-incidence populations.

Materials and Methods: We used data from the Cancer Incidence in Five Continents
series to compute sex-specific age-standardized rates of EAC by population. The sex
difference in incidence was evaluated on both absolute and relative scales, measured
by the absolute difference and ratio between sexes, respectively.

Conclusions: This first global assessment of the sex ratio in EAC shows that the
male predominance is particularly strong in developed countries. The underlying
reasons remain to be identified, but the emerging EAC burden in men merits

consideration for targeted prevention and early detection.

INTRODUCTION

Esophageal adenocarcinoma (EAC) is one of the
two main histological types of esophageal cancer. It
carries a poor prognosis with an overall 5-year survival
lower than 15% [1, 2], and the incidence has been rapidly
increasing during the past four decades in Western
societies, particularly in white males [2, 3]. In 2012, there
were 52,000 new patients diagnosed with EAC globally,
and the highest incidence globally is noted in the United
Kingdom (UK) [4].

EAC continues to fascinate researchers and others
with its striking and enigmatic male predominance, with
a male-to-female ratio in incidence of 4-5:1 on average
[2-6]. The male predominance is not readily explained
by sex differences in the exposure to the established risk
factors for EAC, i.e., obesity, gastroesophageal reflux
disease, Helicobacter pylori (H. pylori) infection (inverse

association) or tobacco smoking [2, 5, 7]. Instead, it has
been hypothesized that sex hormones and reproductive
factors might play a role in the development of EAC or
its precancerous lesion Barrett’s esophagus, although the
existing evidence is far from conclusive [2, 5, 8].
Variations in the male predominance of EAC
across populations and over time have, to the best of our
knowledge, not previously been thoroughly investigated.
A global assessment of these variations might have
important etiological implications. Great variations in the
sex difference in EAC incidence across populations with
the same ethnicity or over time in the same population
are expected to be predominantly attributable to
environmental risk factors, while a stable sex ratio within a
population indicates a key role of the sex itself or intrinsic
exposures related to sex, including hormonal or genetic
factors. Therefore, we performed a global evaluation of
the patterns of the sex difference in the incidence of EAC.
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RESULTS

Continents

As shown in Figure 1, the male-to-female ratio in
EAC incidence varied greatly across continents during
the period 2003-2007, ranging from the lowest 1.03
(95% confidence interval [CI]: 0.64, 1.64) in Africa to
7.64 (95% CI: 7.43, 7.86) in Northern America. In other
continents, the ratio was high in Europe (6.04, 95% CI:
5.88, 6.20) and Oceania (6.24, 95% CI: 5.68, 6.85), but
lower in Asia 4.37 (95% CI: 3.95, 4.84) and Latin America
and the Caribbean 3.94 (95% CI: 3.45, 4.50).

Countries

On a country level in 2003-2007, the lowest sex
ratio in EAC was observed in Iran (0.98, 95% CI: 0.53,
1.79), while the highest was found in Lithuania (9.54,
95% CI: 5.45, 16.68). Data from countries with higher
overall incidence rates of EAC (both sexes) provided

more precise estimates as indicated by narrower Cls
(Supplementary Table 1). The male-to-female ratios in
EAC incidence in the Western countries the UK, the US,
Canada, Australia, and the Netherlands were 4.91 (95%
CIL: 4.74,5.09), 7.73 (95% CI: 7.51, 7.97), 6.87 (95% CI:
6.25, 7.55), 6.25 (95% CI: 5.63, 6.93), and 5.70 (95%
CI: 5.28, 6.15), respectively. In Asian countries, high sex
ratios were observed in Japan (7.17, 95% CI: 5.5, 9.35)
and the Republic of Korea (6.82, 95% CI: 5.23, 8.91),
while these ratios were lower in other Asian countries. The
sex ratios were higher in countries with higher incidence
rates (Supplementary Figure 1). The ethnicity-specific
sex ratios in the US were higher in Whites than in Asian,
Pacific Islanders and Blacks (Table 1). In terms of absolute
risk difference, the sex difference in EAC incidence was
highest in the UK (5.43 per 100 000 person-years, 95%
CI: 5.31, 5.55), followed by the Netherlands (5.32, 95%
CI: 5.10, 5.54), Ireland (4.22, 95% CI: 3.77, 4.67), and the
US (3.49, 95% CI: 3.44, 3.54). More detailed results for all
countries and regions included in this study are provided
in the Supplementary Materials (Supplementary Table 1).
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Figure 1: Male-to-female ratios in age-standardized incidence rates of esophageal adenocarcinoma and their 95%

confidence intervals by continent.
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Table 1: Sex difference in the incidence of esophageal adenocarcinoma by ethnicity in the United
States of America (NPCR 42 states), 2003—2007

Ethnicities

No. of cases

ASIR (95 % CI)*

RD (95% CI)*

RR (95% CI)

Males Females Males Females
White 31551 5209 |4.45(4.40,4.50) | 0.57 (0.55,0.58) | 3.88 (3.83,3.93) | 7.85 (7.61, 8.10)
Asian and Pacific Islander 145 38 0.53 (0.45,0.63) | 0.11 (0.08, 0.15) | 0.43 (0.33, 0.52) | 5.02 (3.50, 7.19)
Black 695 249 0.94 (0.87,1.02) | 0.24 (0.21, 0.27) | 0.71 (0.63, 0.78) | 3.97 (3.43, 4.60)
American Indian 120 23 2.02 (1.67,2.43) | 0.35(0.22,0.52) | 1.67 (1.28,2.07) | 5.79 (3.69, 9.08)
All 32741 5565 14.01(3.96,4.05) | 0.52 (0.50, 0.53) | 3.49 (3.44,3.54) | 7.73 (7.51,7.97)

ASIR: age-standardized incidence rate using the World Health Organization (WHO) World Standard Population 2000 as
the reference (1/100 000 person-years); CI: confidence interval; NPCR: National Program of Cancer Registries; RD: risk
difference; RR: relative risk measured by the male-to-female ratio in the age-standardized incidence rate.

“In 1/100 000 person-years.

Calendar time

The male-to-female ratio in EAC incidence has
remained relatively stable since the 1970 s or 1980 s in
most populations, whereas a seemingly steady increase
was noted in the UK (from 3.73 [95% CI: 3.36, 4.14]
during 1978-1982 to 4.91 [95% CI: 4.74, 5.09] during
2003-2007) and the Netherlands (from 3.87 [95%
CI: 3.41, 4.39] during 1988-1992 to 5.70 [95% CI:
5.28, 6.15] during 2003-2007). The sex ratios in Canada,
Australia, Denmark, and Japan increased from the period
1978-1982 until the mid-to-late 1990 s, but remained
stable or showed a slight decrease thereafter (Figure 2,
Supplementary Table 2). In absolute terms, the sex
difference in EAC incidence steadily increased over time
in populations of higher incidence, but remained stable or
slightly decreased in low-incidence populations (Figure 3,
Supplementary Table 2).

DISCUSSION

The present study identified a worldwide male
predominance in EAC, which was stronger in developed
countries. The sex ratio in EAC incidence remained
relatively stable over time in most populations, except
for an increase in a few countries, particularly in the UK
and the Netherlands. The absolute difference in EAC
incidence between the sexes steadily increased over time
in the Western populations, indicating an emerging global
burden of EAC in men.

The present study found that the global male
predominance in EAC is more pronounced in Western
populations, namely, Northern America, Europe, and
Oceania. In Asia, the male-to-female ratios in EAC
incidence were generally lower, although they were high
in Japan and the Republic of Korea. These latter countries
are more developed (“semi-Western”) countries compared
with other Asian countries. The increasing trend of the
male predominance from the late 1970 s to the mid-1990 s

in Japan is in line with the post-war economic growth
coupled with modernization in Japanese society. The
findings of extreme male predominance in EAC in the
developed world may be attributable to risk factors related
to Western lifestyle. A recent analysis suggested higher
male to female ratio in EAC incidence in populations
with higher prevalence of obesity [9], which may partially
explain the more pronounced male predominance in these
more developed countries. However, the sex ratios in
EAC incidence did not substantially change over time
in most populations, suggesting a key role of intrinsic
exposures (e.g., genetic factors or sex hormones), or
some environmental exposures with stable differences in
prevalence between the sexes. Furthermore, the sex ratios
in EAC incidence in immigrants in the US were similar to
those in their regions of origin, which indicates that genetic
or ethnicity-specific lifestyle factors might be involved in
explaining the male predominance of EAC. The slight but
notable increased male-to-female ratio in EAC incidence
in Canada, Japan, and possibly in the UK may, to some
extent, be explained by more rapidly increased prevalence
of obesity in men in these countries since the 1980s.
However, the increased sex ratio in EAC incidence over
time in the Netherlands, Australia, and Denmark does not
match the relatively stable sex ratios in the prevalence of
obesity in these countries (Supplementary Figure 2) [10].

Despite the generally stable sex ratios over time, the
absolute difference between the sexes in EAC incidence
has increased in all Western countries included in this
study. This emerging burden of EAC in men may have
implications for public health decision-makers in designing
and implementing targeted prevention and measures of
early detection of this cancer. The decreasing absolute sex
difference in EAC incidence in Hong Kong parallels the
decrease in prevalence of tobacco smoking in the Hong
Kong population, which is more pronounced in women [11].

The male predominance in EAC is not readily
explained by the main established risk factors for EAC,
i.e., obesity, reflux, and H. pylori infection (inverse), since
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Figure 2: Male-to-female ratios in age-standardized incidence rates of esophageal adenocarcinoma and their 95%

confidence intervals by calendar period in selected populations.

www.impactjournals.com/oncotarget 38879

Oncotarget



Canada USA, Whites USA, Blacks Australia

6 6 6 6
% 5 5 5 5
8%
£c 4 4 4 4
o O
= 0
Y
£E8 3 3 3 3
a o
x O
%S 2 2 2 - 2
[ o
e
= 1 1 1 1
0 . 0 0 ! . .
P S R R Y A A QA
& &S S ’é@/ & ‘3& S @0{1’ 5 ’3& & {S& 5
& F WS F T ol ¥ oF &
S FF S S FF S CUC N P
Sweden Finland Norway Denmark
6 6 6 6
% 5 5 5 5
87
2¢ 4 4 4 4
o O
o9
52
£23 3 3 3
=] o
x O
0 S 2 2 2 - 2
x g
e
=1 h 1/1/1/] 1 Ly
0 T T 0 T T 0 T T :
& A 9 Q & A Q A O S PR, N AR
& RN N q@g & ?5& N & g & . & . ) . S . N
& of & of of o 1 At 1
& K RS s K RS ORI I
Ireland Netherlands France
6 6 6
25 5 5 5
2y 4 4 4
o O
=]
QD
£33 3 3 3
a o
x ©
0 S 2 2 2 2
©3
e
=1 1 1 1
o+ 0 - . . 0 - . . 0 .
A A A & A & A % A W A A O &
@b"’ & ’9%(1’ ) (19@/ o & & 5 & & &S N N & ¢ & &S
W F T & 54 & & & > il & F F F F &
& & F P S RS K S Ko &S FF
Czech Slovak Switzerland Spain
6 6 6 6
% 5 5 5 5
8
2 <4 4 4- 4
o O
o0
Y
E2s 3 3 - 3
a o
x O
2 S 2 2 2 2
x o
e
= " F 3 ' ! }_’/
0 ; 0 ‘ 0 ‘ ‘ 0
9 A 9 Q & A & QA & A 9 A 9 A 9 A
& ) S & & § N & & N N & ) N <
1 of & o & of & of % of & oF & of & o
S &5 RS g &5 RS & K RS & &5 RS
Italy India Japan Hong Kong
6 6 6 6
£s 5- 5- 5 |
2 <4 4 - 4 - 4 -
o O
=9
D
£33 3 - 3 3
a o
x O
0 O 2 2 2 2
xg
e
<! 1 1 1
}/3—?"";_* — s ez x = = }\}\}\i
0 . . . 0 - . : 0 0 - .
A A Q 5\ A 9 A & v of g & & A & Q
$ & S {‘90"/ N ) &S & & &S S & & &S
& ¥ F F T & 5 Y & AN A A A At & &5 K &
IR N 2 2 N o IO N N \J N oS
Year Year Year Year

Figure 3: Risk differences in age-standardized incidence rates of esophageal adenocarcinoma between the sexes (1/100
000 person-years) and their 95% confidence intervals by calendar period in selected populations.
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the prevalences of these exposures are similar between the
sexes and existing evidence does not support any stronger
association between these factors and EAC in men than in
women [2, 5, 12—-14]. Abdominal obesity, as the typical
male fat distribution and a risk factor for EAC [15], has
been hypothesized to contribute to the male predominance
in EAC. However, this hypothesis was not supported
by a stratified analysis showing no increased male
predominance among overweight EAC patients compared
with lean [16]. Reflux disease seems to be more severe
in men than in women [17], which may partially explain
the male predominance in EAC as erosive reflux disease,
which is a stronger risk factor for EAC than non-erosive
reflux [18]. Accordingly, reflux seems to be more prevalent
in men than in women and the prevalence of this condition
has increased in recent decades in Japan [19, 20], which
is in line with the increased male-to-female ratio in EAC
incidence observed in this study. Tobacco smoking is more
prevalent in Western women than in Asian women, which
does not match the more distinct male predominance in
EAC in Western countries. Moreover, there is no stronger
association between tobacco smoking and EAC risk in
men than in women, and the male predominance in EAC
is similar in smokers and non-smokers [7]. Thus, the
male predominance in EAC is unlikely to be explained
by tobacco smoking, particularly not for the Western
populations. Some yet unidentified risk factors associated
with the Western lifestyle which are more prevalent
or harmful in men may have contributed to the male
predominance in EAC, and merit further investigation.

A 16-year delayed development of EAC in women
compared to men has been noted, suggesting a protective
role of endogenous estrogen in the development of
EAC [21]. The existing evidence regarding a potential
association between estrogen exposure and risk of EAC
or its precancerous lesion, Barrett’s esophagus, remains
inconclusive, however [2, 5, 8]. Based on the hypothesized
protective role of estrogenic exposures, the increased male-
to-female ratios over time observed in several populations
included in this study may be partially explained by
the increasing use of oral contraceptives and hormonal
replacement therapy [22], which may have resulted in a
decrease of EAC risk in women in these countries. Yet, the
role of sex hormonal factors in EAC development remains
to be established in valid and large population-based studies.

Another noteworthy finding of this study is that the
incidence rates of EAC were virtually the same for both
sexes in Iran. Interestingly, more similar incidence rates
between the sexes than in other countries have also been
observed for other types of male-predominant cancers, ¢.g.,
hepatocellular carcinoma, in Iran compared with other parts
of world [23]. Such findings suggest distinct etiological
profiles of gastrointestinal malignancies in the Iranian
population, which may include some exposures more equally
distributed between the sexes, e.g. shared dietary factors.

EAC carries a poor prognosis with an overall 5-year
survival lower than 15% in Western populations, and tumor

stage at diagnosis is by far the strongest prognostic factor
[1, 2]. Thus, detection at an early stage would have the
potential to greatly reduce the mortality of EAC. Upper
endoscopy has been increasingly used for the detection of
EAC or its precursor lesion, Barrett’s esophagus, particularly
in patients with reflux symptoms. However, an unselective
endoscopic surveillance, even among reflux patients,
seems infeasible considering the low absolute risk of EAC
in the population, the considerable costs, the invasiveness
of the procedure, as well as its error prone nature, due to
sampling bias and subjective diagnosis. Instead, targeting a
limited group of individuals at high risk of EAC would be
necessary, and the strong male predominance in EAC needs
to be considered when selecting such high-risk groups. The
Clinical Guidelines Committee of the American College
of Physicians proposed upper endoscopy in men aged >
50 years with long-lasting reflux symptoms and other risk
factors [24]. However, the benefits and risks of such a
practice remain to be carefully weighted before it is adopted
in other populations given the differential epidemiological
features, including the variations in the sex difference in
incidence across populations.

This study is the first to thoroughly investigate
the variations in the male predominance of EAC across
populations and over time globally. Most previous studies
have measured the sex difference in EAC incidence in
relative terms, which are less likely to be affected by
changes in absolute rates and can facilitate comparisons
between populations. However, the absolute disparity
between the sexes could not have been reflected. In this
study, we measured the sex difference in EAC incidence
on both absolute and relative scales, which have provided
fundamentally different types of information. Moreover,
the data from the employed cancer registers were of good
quality [25-29]. A limitation is the risk of misclassification
of histological typing, which may have resulted in some
underestimation of EAC incidence in some registers,
particularly in earlier periods. Moreover, the classification
standards might vary between registers. However, it is
unlikely that any misclassification or underreporting would
have been differential between the sexes, and thus, should
not influence the sex ratios in EAC incidence to a great
extent. The possible histological misclassification might have
greater impact on the estimated ratios in populations with
high proportions of squamous cell carcinoma given that even
a small proportion of misclassification from squamous cell
carcinoma to adenocarcinoma might have led to substantial
artificial changes in the estimated incidence rates in these
populations. Such possible histological misclassification may
be an alternative explanation for the lower male to female
ratios in EAC incidence in populations with low incidence
of EAC but higher incidence of squamous cell carcinoma.
In addition, it cannot be ruled out that the absolute risk
differences between the sexes may have been underestimated
if inaccurate histological classification existed.

In conclusion, this first global assessment of the
sex ratio in EAC identified a clearly stronger male
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predominance in Western countries. The observed male
predominance, in terms of both geographical variations
and changes over time, might be due to a combination of
environmental, hormonal and genetic factors, but more
research is needed. The increasing differences in absolute
number of cases in men compared to women indicates an
emerging global burden of EAC in men, which needs to be
taken into consideration when designing and implementing
targeted prevention and measures of early tumor detection.

MATERIALS AND METHODS

Data sources

We extracted EAC incidence and population data from
the Cancer Incidence in Five Continents (CI5) series, which
are monographs published by the International Agency
for Research on Cancer (IARC) containing information
on cancer incidence from all over the world where good
quality data are available [25, 27-29]. The volumes VII
to X, containing detailed data with morphological coding,
were used since it is otherwise not possible to distinguish
EAC from the other main histological type of esophageal
cancer, i.e., squamous cell carcinoma. We further extracted
data from the 1970 s or early 1980 s from the CI5plus
database, which contains updated annual incidence rates
for selected populations up to the year 2007 [26]. Registers
without any EAC patients in each volume were excluded.
We pooled the numbers of cases and population sizes from
multiple regional registers within a country if there was no
nationwide data available. Countries with fewer than ten
EAC patients for each sex in each volume were excluded
due to statistical instability from including extremely low
incidence rates, or possible incomplete histological coding.

Statistical analyses

All statistical analyses were performed using the
statistical software SAS 9.4 (SAS Institute, Cary, NC). We
first calculated the sex-specific crude and age-standardized
incidence rates (ASIRs) by country and region for each
CI5 volume in five-year calendar periods. The ASIRs were
calculated using the direct method with the World Health
Organization (WHO) World Standard Population 2000 as the
reference [30]. The 95% ClIs of crude rates were calculated
under the assumption of Poisson distribution, while CIs for
ASIRs were computed based on the gamma distribution as
it assumes that the standardized rate is a weighted sum of
independent Poisson random variables [31, 32].

Indicators of sex differences in EAC incidence were
calculated on both absolute and relative scales, namely risk
difference and relative risk, respectively. Risk differences
were calculated by subtracting the ASIR in males from that
in females, while relative risks were measured as the male-
to-female ratio in ASIR. The 95% CIs of risk differences
and relative risks were estimated based on the assumptions

of normal and log-normal distributions, respectively [32].
In the global comparisons, we present results from the
most recent CI5 volume (number X) from 2003 to 2007,
which contains the most complete coverage and highest
quality of registers, including good information on EAC
diagnosis. We further pooled the estimates for six major
regions in the world (Africa, Latin America and the
Caribbean, Northern America, Asia, Europe, and Oceania)
based on the geographical definition of the United Nations’
World Population Prospects [33]. In addition, we estimated
the sex difference in EAC incidence by ethnic groups in
the United States (US). Time trends in the sex difference of
EAC incidence were evaluated in 20 selected populations
with available data in each of the four CI5 volumes.

CONFLICTS OF INTEREST
The authors declare no conflicts of interest.
GRANT SUPPORT

This study was supported by the Swedish Research
Council (SIMSAM) and the Swedish Cancer Society.
The funding bodies had no role in the study design, the
collection, analysis, and interpretation of data, or the writing
of the article and the decision to submit it for publication.

REFERENCES

1. Rustgi AK, El-Serag HB. Esophageal carcinoma. N Engl J
Med. 2014; 371:2499-2509.

Lagergren J, Lagergren P. Recent developments in
esophageal adenocarcinoma. CA Cancer J Clin. 2013;
63:232-248.

3. Edgren G, Adami HO, Weiderpass E, Nyren O. A global
assessment of the oesophageal adenocarcinoma epidemic.
Gut. 2013; 62:1406-1414.

Arnold M, Soerjomataram I, Ferlay J, Forman D. Global
incidence of oesophageal cancer by histological subtype in
2012. Gut. 2015; 64:381-387.

5. Xie SH, Lagergren J. The male predominance in esophageal
adenocarcinoma. Clin Gastroenterol Hepatol. 2016; 14:
338-347.el. doi: 10.1016/j.cgh.2015.10.005.

Cook MB, Dawsey SM, Freedman ND, Inskip PD,
Wichner SM, Quraishi SM, Devesa SS, McGlynn KA. Sex
disparities in cancer incidence by period and age. Cancer
Epidemiol Biomarkers Prev. 2009; 18:1174-1182.

7.  Freedman ND, Derakhshan MH, Abnet CC, Schatzkin A,
Hollenbeck AR, McColl KE. Male predominance of upper
gastrointestinal adenocarcinoma cannot be explained by
differences in tobacco smoking in men versus women. Eur
J Cancer. 2010; 46:2473-2478.

8. Cook MB, Wood SN, Cash BD, Young P, Acosta RD, Falk RT,
Pfeiffer RM, Hu N, Su H, Wang L, Wang C, Gherman B,
Giffen C, et al. Association between circulating levels of sex

www.impactjournals.com/oncotarget

38882

Oncotarget



10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

steroid hormones and Barrett’s esophagus in men: a case-
control analysis. Clin Gastroenterol Hepatol. 2015; 13:673-682.
Arnold M, Colquhoun A, Cook MB, Ferlay J, Forman D,
Soerjomataram I. Obesity and the Incidence of Upper
Gastrointestinal Cancers: An Ecological Approach to
Examine Differences across Age and Sex. Cancer Epidemiol
Biomarkers Prev. 2016; 25:90-97.

Institute for Health Metrics and Evaluation. (2014).
Overweight and Obesity Viz. (Seattle, WA: IHME, University
of Washington). Available at http://vizhub.healthdata.org/
obesity [Accessed on 20 Feb 2016].

Hong Kong Tobacco Control Office, Hong Kong
Department of Health,. Pattern of smoking in Hong Kong.
Available at http://www.tco.gov.hk/english/infostation/
infostation_sta_01.html [Accessed on 20 Feb 2016].

Hoyo C, Cook MB, Kamangar F, Freedman ND,
Whiteman DC, Bernstein L, Brown LM, Risch HA, Ye W,
Sharp L, Wu AH, Ward MH, Casson AG, et al. Body mass
index in relation to oesophageal and oesophagogastric junction
adenocarcinomas: a pooled analysis from the International
BEACON Consortium. Int J Epidemiol. 2012; 41:1706-1718.
Rutegard M, Nordenstedt H, Lu Y, Lagergren J, Lagergren P.
Sex-specific exposure prevalence of established risk factors
for oesophageal adenocarcinoma. Br J Cancer. 2010;
103:735-740.

El-Serag HB, Sweet S, Winchester CC, Dent J. Update on
the epidemiology of gastro-oesophageal reflux disease: a
systematic review. Gut. 2014; 63:871-880.

Singh S, Sharma AN, Murad MH, Buttar NS, El-Serag HB,
Katzka DA, Iyer PG. Central adiposity is associated with
increased risk of esophageal inflammation, metaplasia, and
adenocarcinoma: a systematic review and meta-analysis.
Clin Gastroenterol Hepatol. 2013; 11:1399-1412 ¢1397.
Lagergren K, Mattsson F, Lagergren J. Abdominal fat and
male excess of esophageal adenocarcinoma. Epidemiology.
2013; 24:465-466.

Cook MB, Wild CP, Forman D. A systematic review and
meta-analysis of the sex ratio for Barrett’s esophagus,
erosive reflux disease, and nonerosive reflux disease. Am J
Epidemiol. 2005; 162:1050-1061.

Erichsen R, Robertson D, Farkas DK, Pedersen L, Pohl H,
Baron JA, Sorensen HT. Erosive reflux disease increases risk
for esophageal adenocarcinoma, compared with nonerosive
reflux. Clin Gastroenterol Hepatol. 2012; 10:475-480 e471.
Okimoto E, Ishimura N, Morito Y, Mikami H, Shimura S,
Uno G, Tamagawa Y, Aimi M, Oshima N, Kawashima K,
Kazumori H, Sato S, Ishihara S, et al. Prevalence of
gastroesophageal reflux disease in children, adults, and
elderly in the same community. J Gastroenterol Hepatol.
2015; 30:1140-1146.

Mishima I, Adachi K, Arima N, Amano K, Takashima T,
Moritani M, Furuta K, Kinoshita Y. Prevalence of
endoscopically negative and positive gastroesophageal
reflux disease in the Japanese. Scand J Gastroenterol. 2005;
40:1005-1009.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

Derakhshan MH, Liptrot S, Paul J, Brown IL, Morrison D,
McColl KE. Oesophageal and gastric intestinal-type
adenocarcinomas show the same male predominance due
to a 17 year delayed development in females. Gut. 2009;
58:16-23.

United Nations, Department of Economic and Social
Affairs, Population Division. (2015). World Contraceptive
Use 2015. (New York: United Nations). Available at http://
www.un.org/en/development/desa/population/publications/
dataset/contraception/wcu2015.shtml [Accessed on 20 Feb
2016].

Mousavi SM, Gouya MM, Ramazani R, Davanlou M,
Hajsadeghi N, Seddighi Z. Cancer incidence and mortality
in Iran. Ann Oncol. 2009; 20:556-563.

Shaheen NJ, Weinberg DS, Denberg TD, Chou R,
Qaseem A, Shekelle P, Clinical Guidelines Committee
of the American College of P. Upper endoscopy for
gastroesophageal reflux disease: best practice advice from
the clinical guidelines committee of the American College
of Physicians. Ann Intern Med. 2012; 157:808-816.
Forman D, Bray F, Brewster DH, Gombe Mbalawa C,
Kohler B, Pifieros M, Steliarova-Foucher E, Swaminathan R,
Ferlay J. Cancer Incidence in Five Continents, Vol. X, IARC
Scientific Publication No. 164. (Lyon: International Agency
for Research on Cancer). 2014.

Ferlay J, Bray F, Steliarova-Foucher E, Forman D. Cancer
Incidence in Five Continents, CISplus. IARC CancerBase
No. 9. (Lyon: International Agency for Research on
Cancer). 2014.

Curado MP, Edwards B, Shin HR, Storm H, Ferlay J,
Heanue M, Boyle P. Cancer Incidence in Five Continents,
Vol. IX, TARC Scientific Publications No. 160. (Lyon:
International Agency for Research on Cancer). 2007.
Parkin DM, Whelan SL, Ferlay J, Teppo L, Thomas DB.
Cancer Incidence in Five Continents, Vol. VIII, IARC
Scientific Publications No. 155. (Lyon: International
Agency for Research on Cancer). 2002.

Parkin DM, Whelan SL, Ferlay J, Raymond L, Young J.
Cancer Incidence in Five Continents, Vol. VII, IARC
Scientific Publications No. 143. (Lyon: International
Agency for Research on Cancer). 1997.

Ahmad OB, Boschi-Pinto C, Lopez AD, Murray CJL,
Lozano R, Inoue M. Age Standardization of Rates: A New
WHO Standard. GPE Discussion Paper Series: No.31.
(Geneva: World Health Organization). 2001.

Fay MP, Feuer EJ. Confidence intervals for directly
standardized rates: a method based on the gamma
distribution. Stat Med. 1997; 16:791-801.

SAS Institute Inc. SAS/STAT 12.1 User’s Guide. (Cary, NC:
SAS Institute Inc.).

United Nations, Department of Economic and Social
Affairs, Population Division. (2015). World Population
Prospects: The 2015 Revision,. (New York: United
Nations).

WWW

.impactjournals.com/oncotarget

38883

Oncotarget



