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The Clandestine Cancer
Carcinoma of the Oesophagus
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In this co u n t ry  there  is one  o f  the highest  incidences o f  
O esophagea l  C a rc in o m a  in the world .  I have  recently c o m 
pleted a  survey o f  the results o f  m an a g e m e n t  o f  Oesophageal  
C a rc in o m a  over  fou r  years  a t  L ivingstone H osp ita l  u p  to 
the end  o f  1967. 523 cases were trea ted  personally . M o s t  o f  
o u r  cases com e  f rom  the T ran sk e i  a n d  it is very interesting 
th a t  it shou ld  be co n cen t ra ted  in this way in this a rea .  It is 
this ex t rao rd in a ry  high incidence tha t  has s t im u la ted  the 
necessity an d  desire  to investigate  et iology f rom  the poin t  
o f  view o f  epidem io logy , geology a n d  social habits.

We a t  the Liv ingstone H osp ita l  have  es tablished a liaison 
with B a n tu  C a n ce r  Regis try  in East  L o n d o n ,  w ho  a re  s tu d y 
ing  these aspects.  W e u n d e r tak e  a  d iagnos tic  clinic twice 
m o n th ly ,  a t  B u t te rw o r th ,  which is o u r  c o n t r ib u t io n  to this 
research project. A  n u m b e r  o f  very in terest ing  facts have 
emerged f rom this w ork .  W e have found  th a t  this is in fact a 
slow -grow ing  C a rc in o m a .  T h is  m ay  seem ra th e r  c o n t r a 
d ic tory  when o n e  cons iders  tha t  the disease in Sou th  Africa 
is 100 per  cent  fatal. H ere  we have in early  stages a relatively 
in nocuous  C a r in c o m a  which is so  relentless ly lethal . W h y ?  
W e have been preoccup ied  with this challenge con t inuously ,  
but  a re  still a long way f rom  hav ing  answered  it. Nevertheless 
cons iderab le  progress  has been achieved. It is this knowledge,  
which I ca n n o t  discuss today ,  which has gu ided  o u r  policy 
o f  m an ag em en t ,  w hich  is the subject on which  I shall  speak.

Evidence for  m y  earl ier  rem arks  on slowness o f  grow th  
m ay  be seen in the following case:  A p a t ien t  p resen ted  in 
1957, was exam ined  by B a r iu m  Meal an d  passed  as n o rm al .  
H e  re tu rned  in 1959 when Barium  Swallow show ed  a m o d e r 
a te  defect in the oesophagus.  H e  was still ab le  to  swallow 
fairly well a n d  declined t rea tm en t .  T w o  years  later he was 
back again  with dysphagia .  R adiologica lly  there  was still a 
very a d e q u a te  lu m e n  to the  oeso p h ag u s  bu t  the defect 
hav ing  ex tended  som ew hat .  He refused t rea tm en t  again .  
T w o  years  la ter  he ca m e  back  for a n o th e r  Ba r ium  Swallow
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Fig. 1. Two operative specimens.
(a) A  m alig n an t  ulcer  o f  the oesophagus  m easu r ing  7 m m . 

in d iam eter .  T h is  is on e  o f  the smallest an d  earliest 
ca rc inom as  enco u n te red  a t  the Liv ingstone H osp ita l .

(b) A n  adv an ce d  ca rc inom a  with a lm os t  com ple te  des truc
tion  o f  a  long length o f  oesophagus.

show ing  an a lm o s t  com ple te  obs t ru c t io n .  By this t ime he 
had  n u m e ro u s  p u lm o n a ry  metas tases ,  a n d  was beyond 
t rea tm en t .  It to o k  five years  to  reach  that  pa r t icu la r  stage. 
In a  s low -grow ing  tu m o u r  like this, obv iously  there  is a 
process which is underw ay  for a  n u m b e r  o f  years  without 
the pat ien t  being aw are  o f  it in any  way w hatsoever .  The 
first s y m p to m  obviously ,  is difficulty in sw allowing solid 
food par ticles. T h is  dysphagia  is acco m p an ied  later by the 
difficulty in m anag ing  the p a t ie n t ’s ow n secre tions, an d  the 
inability to  swallow fluids adequate ly .

T h is  progresses to a n  a lm ost  com ple te  o b s t ru c t io n  and 
by this t ime they ca n n o t  m an ag e  any th ing .  F o o d  an d  fluids 
acc u m u la te  in the  p rox im a l  oesophagus,  a n d  spills over 
in to  the resp ira to ry  tract. T h is  is where  the im p o r tan c e  o f  
phys io the rapy  to  the resp ira to ry  system becom es p a r a 
m o u n t .  These  exam ples (Figs .)  i l lustrate  the extent and  
ravages o f  this disease:

T h e  tu m o u r  m ay  sta rt  as  a small  ulcer,  no  m o re  than  
several m il l imeters  in d iam ete r  w hich  is the earliest g row th  
seen a t  the L iv ingstone  H osp ita l  (Fig. la ) .  T h is  in Ja p a n  
w ould  be regarded as a very adv an ce d  lesion. T h e  u lcer  is 
small  but  is s u r ro u n d ed  by s u b m u c o u s  extension  which 
m ay  have  p rogressed  to  quite  a cons iderab le  extent .  The 
cance r  progresses to  a  larger  ulcer with deeper  excavation  
in the centre . T h is  excavation  ex tends  in to  the m edias t inum  
beyond  the oesophagus .  At this stage, this tu m o u r  can  be 
a lm ost  entirely s i len t;  silent, s inis ter  a n d  quite  ruthless . 
T h e  ulcer ex tends  a ro u n d  the wall  o f  the o esophagus ,  be
co m in g  circum ferentia l  and  o n e  can  imagine now how  
difficult it is to swallow any th in g  but  the th innest  o f  l iquid 
in th a t  n a r ro w  passage  (Fig. lb ) .  Large tu m o u rs ,  m ore  
funga t ing  than  ulcerat ing may re tra in  a  suprisingly large 
lumen in the oeso p h ag u s  (Fig.  lc). T hese  c a rc in o m as  fre
quen t ly  behave like a n  iceberg. W e see so m u c h  in the oeso 
ph ag u s  i tself  while there is a n o th e r  4 o r  5 times this size 
beyond this s t ruc tu re ,  in the m ed ias t inum  (Fig.  2).

Fig. 2. Late oesophageal carcinoma with extension into the 
lungs.

(a) L a te ra l  X -ray  o f  the chest d e m o n s tra t in g  a large lung 
abscess caused by the fistula seen in (b).

(b) T h e  g row th  with com ple te  d es truc t ion  o f  the oesophagus 
with a  p robe  dem o n s tra t in g  a  large fistula.

T h e  oeso p h ag u s  m ay  becom e entirely  des troyed  by the 
c a rc in o m a ,  which replaces it com plete ly ,  ex tend ing  beyond 
in to  the m ed ias t inum , lym ph glands ,  p e r ica rd ium , lung  and  
b ronch i  a n d  all o th e r  s t ructu res  in the m ed ias t in u m  except 
the a o r t a  (Figs. 3 a n d  4). D is ta n t  m etas ta ses  to bra in  and  
skull  h ave  been seen, but a re  rare .  L iver secondar ies  are  m o re  
c o m m o n ,  but  nevertheless n o t  f requen tly  seen. H av ing  
evidence o f  the viscious advances  on  the body m a d e  by this 
cancer,  it becom es c lear  why it is so  im p o r ta n t  to pall ia te  
them  in som e way o r  a n o th e r .  H o w  do  we m a n a g e  such a
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Fig. 3. X-rays o f  the chest o f  a  patient with an  oesophago-  
medias tinal  fistula.

(a) B a r iu m  Meal dem o n s tra te s  the fistula.
(b) T h e  m edias t ina l  abscess resulting f rom this fistula.
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get them  in an d  ou t  o f  hospita l ,  as  qu ickly  as possible,  
back to their  families, enjoying ab o v e  all, com ple te  g a s t ro n o 
mic norm ali ty .

O u r  policy in the last fou r  years  has alw ays  been to  resect 
the tu m o u r  where  possible. T h is  has  been subject to cri tic ism 
which o n  superficial appra isa l  is possibly justified.  W ha t  
p u rp o se  is there in a t tack ing  with a m a jo r  o p e ra t io n  lasting 
3-6 hours ,  a tu m o u r  which inevitably will kill  the p a t ien t  in 
several m o n th s  af ter  su rgery?  T h e  answ er  is p rov ided  by 
the pat ien t ,  w ho  is the final a rb i te r .  Swallowing is restored  
to n o rm a l  and  full diet is enjoyed until  dea th .  Only  m ajo r  
su rgery  has achieved this in o u r  series, while  lesser degrees 
o f  pal l ia t ion  a re  achieved by m o re  conserva tive  measures . 
O u r  in ten t ion  is to resect all cases where possible. H ow ever ,  
we find tha t  only  o n e  in five c o m e  to resection. T h e  o thers  
are  far  too  advanced  o r  they h ave  severe p u lm o n a ry  c o m 
pl ica tions preclud ing  a t tem p ts  a t  any  k ind  o f  m a jo r  surgery. 
W e a re  not  d is tu rbed  by the ex ten t  o f  the g row th  locally, 
o r  w he ther  the trachea  o r  a b ro n ch u s  m ay  be involved, 
p rov ided  there is no  direct fistula (Fig. 5). W e  m ay  excise 
a cuff  o f  the b ronchus  and  repa ir  it, o r  lung  o r  per ica rd ium , 
in resecting the tu m o u r ,  depend ing  on  the s t ruc tu res  invaded.

Fig. 4. M edias t ina l  invasion by the aquam ous carcinoma.
(a) T h e  trachea ,  a o r ta  an d  grea t  vessels o f  the neck c o m 

pletely encased in the grow th .
(b) T h e  hear t  s tu d d e d  with m e tas ta t ic  deposits  o f  sq u a m o u s  

ca rc in o m a  o r ig ina ting  in the  oesophagus .

m alignancy,  p ar t icu la r ly  w hen  it is so  fa r  a d v a n c e d ?  T here  
a re  a n u m b e r  o f  m easures  available  to  us,  viz. surgery, 
r a d io th e rap y  o r  s imply as a final resort ,  by in tu b a t io n .  W e 
a im  to ab b rev ia te  t rea tm en t  as m u ch  as poss ib le  because 
they do  no t  have very long  to live any  way. T h e  aim  is to

Fig. 5. Two operative specimens.
(a) S how ing  m edias t ina l  g lands  an d  segment o f  lung 

rem oved  with the tu m o u r .
(b) M edias t ina l  an d  subcard ina l  g lands  rem oved  with the 

tu m o u r .

O esophagogastrec tom y is d o n e  in a single stage. T h e  
o p e ra t io n  itself  was first devised  by Lewis in 1946. A t  the 
L iv ingstone  H osp ita l  a few m odifica tions  o f  this o p e ra t io n  
have been devised e.g., the techn ique  o f  anas tom osis  af ter  
br inging the s to m ac h  up  f rom  the ab d o m e n .  A b o u t  h a l f  the 
s to m ac h  is resected, reconst i tu t ing  the lesser curve, and  
co n t inu i ty  is restored  by a n as to m o sis  between the s to m ac h  
an d  the oesophagus .  T h is  has been the grea t  failure o f  the 
o p e ra t io n  which has no t  been p o p u la r  because o f  the high 
opera t ive  m orta l i ty .  T h is  opera t ive  m or ta l i ty  has  been 
caused  largely by leakage a t  the anas tom osis .  By m e a n s  o f  an 
“ inkwell”  anas to m o sis  (Figs. 5 &  6) devised  at  L ivingstone 
H osp ita l ,  this co m plica t ion  no  longer  exists. H ow ever ,  
being a m a jo r  op e ra t io n ,  o th e r  m a jo r  com plica t ions  may 
ar ise.  T h e re  is a m or ta l i ty  rate ,  as seen in T ab le  II .  W e 
have  no w  reduced this f rom  20 p e r  cen t  to 12 per  cen t  in 
1967/68, in the  last  48 cases. T h is  co m p a re s  f avourab ly  
with o th e r  figures elsewhere. T h e  average  m or ta l i ty  ra te  in 
li te ra tu re  f rom  the U n i ted  States, E ng la nd  a n d  the C o n t in en t  
is a b o u t  20 to  25 per  cent.  In  J a p a n  they claim a b o u t  14 
per  cen t  opera t ive  m or ta l i ty  with one  stage  o e s o p h a g o 
gas trec tom y. W here  this reduc t ion  has  been achieved, an d
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Fig. 6. A diagrammatic representation of the “ inkwell” 
anastomosis.

I say this in com ple te  sincerity,  is the recogni t ion  o f  the 
extrem e im p o r tan c e  of, p re-opera tive  a n d  post-opera tive  
care. N o t  only  the p a t ien t 's  nu tr i t ion ,  which is usually  poor ,  
is o f  im portance .  W e usually  m an ag e  to get the  p a t ien t  to 
pu t  on a  few p o u n d s  in weight dur ing  his s tay  in hospital .  
M ost  im p o r ta n t  o f  all  is intensive care  to the resp ira to ry  
system before a n d  af ter  ope ra t ion .  Po s tu ra l  d ra inage ,  
intensive resp ira to ry  physio therapy  is m a n d a to ry ,  if these 
pat ien ts  a re  to  survive a  m a jo r  o ns laugh t  such as we inflict. 
T h e  pat ien ts  requ ire  intensive ed uca t ion ,  being tau g h t  how 
to b rea the  a n d  b rea the  adequa te ly ,  a n d  they  a lso  have to be 
taugh t  how  to c o u g h  productively.  T h e  pa t ien t  is inclined 
to imitate  a  cough  w i thou t  ac tually  p rod u c in g  it. T h ey  have 
to be taugh t  ho w  to  do  it effectively. W h e n  this essential 
requ irem en t  is fully recognised, opera t ive  m or ta l i ty  f rom 
resp ira to ry  com plica t ions  will be reduced to a  m in im um . 
Fig. 7 show s a  g ro u p  o f  post-opera t ive  pat ien ts ,  indicating  
a b d o m in a l  a n d  tho rac ic  incisions. T he ir  p leasure  a t  being 
able  to ea t  an d  en joy  once  m ore ,  a  full diet,  is evident on  
their  faces.

If  we a re  n o t  ab le  to pe r fo rm  a n  oesophago-gastrectomy , 
we have to be ab le  to  offer som e th ing  else. In  my experience 
I have no t  yet en co u n te red  any th in g  as m iserable  a n d  m ore  
d istressing th a n  to see a  pa t ien t  dying o f  a n  un trea ted  
O esophagea l  C a rc in o m a .  S om eth ing  has to  be d one  for 
them , if  only  tem porar i ly .  W hen  they  a re  no t  fit for  a 
th o ra c o to m y  the next p ro c e d u re  avai lab le  is a n  oeso- 
phagocolic by-pass.  A segm ent  o f  co lon  is isolated an d  
p laced between the  cervical oeso p h ag u s  a n d  s to m ac h .  T h e  
ascending  c o lo n  a n d  p e rhaps  te rm ina l  i leum  were used 
initially. T h is  is isolated f rom  the gas tro - in test ina l  t ract. 
C o n t in u i ty  is re-established by rejoining the p rox im a l  ileum 
a n d  co lon .  T h e  isolated segm ent  is t r an sp lan ted  o n  a  vascular  
pedical using the m idd le  colic ar te ry ,  which  rem a ins  in tact. 
T h is  co lon  was b ro u g h t  up an tes ternal ly ,  i.e. subcu taneously .

Fig. 7. A group of patients convalescing immediately after 
oesophago-gastrectomy.

T h e  c o lon  o r  te rm ina l  i leum is then  an as to m o se d  to  the 
o eso p h ag u s  in the neck a n d  to the  s to m a c h  in the ab d o m en .  
O u r  results with this were d isa s t rous— o th e r  w orke rs  claiming 
sa t is fac to ry  results . T h e  reason  for this failure we a t t r ibu ted  
to  the fact tha t  the c o lon  cou ld  n o t  m a in ta in  the  b lood  supply 
sat is factori ly  a n d  the co lon  sloughed  in a b o u t  h a l f  thecases.  
T h is  resulted in a  m o r ta l i ty  rate  o f  som e 44 per  cent  (Table  
I I I )  largely due  to s loughing  o f  the  co lon  w hich  h ad  been 
transp lan ted .

How ever ,  a m o n g  those w ho  survived there  was an  average 
survival o f  15 m o n th s .  In  those  w ho  h ad  post-opera tive  
rad io - the rapy ,  the average  survival  was 11.4 m o n th s .  W ith 
the type o f  r a d io th e rap y  which we have a t  o u r  d isposal it 
is no t  su rpr is ing  th a t  a  n u m b e r  o f  pat ien ts  die som ew hat  
earlier, f rom  rad ia t io n  pneum onit is .  N o  m a t te r  h o w  expert 
the  r a d io th e rap y  was, rad ia t ion  pneu m o n i t i s  may win. 1 
th in k  this will a cco u n t  then for the  slightly lower average 
survival o f  those  w ho  have pos t-opera t ive  rad io therapy .  
Nevertheless, this survival  t im e is be tter  than  th a t  for 
o esophago-gas trec tom y .  T h e  reason  m ay  be tha t  dur ing  a 
resec tion  o f  the tu m o u r  the  cance r  cells a re  d is turbed by 
h and l in g  the tu m o u r ,  d issem inat ing  them  th ro u g h o u t  the 
body.

In this series, the n u m b e r  o f  su rvivors was obviously 
cons iderab ly  sm a lle r  a n d  m ust  be regarded  with a certain  
a m o u n t  o f  reserve. E ight pa t ien ts  died in hosp i ta l  without 
rad io th e rap y .  W ith  p re -ope ra t ive  r a d io th e rap y  there were 
no  survivors.  A m o n g  the survivors o f  the bypass opera t ion ,  
we were s t ruck  by the  m in im al  d is tu rbance  to the patients 
post-opera tive ly .  W e a re  also im pressed by the fact  that 
there  a re  relatively long- te rm  survivors. It was felt therefore, 
th a t  this is obv iously  a n  o p e ra t io n  which has som e merit. 
W e have  now  devised  a  new var ia t ion  to the  ope ra t ion .  The 
m idd le  co lon  is used with a  be t te r  b lood  supp ly  from  the 
left o r  m idd le  colic vessels. T h e  co lon  is placed behind the 
s te rn u m ,  which is a  sh o r te r  distance. T h e  new innovat ion  
is a  vascu lar  a n as to m o sis  in the neck to a u g m e n t  the blood 
supp ly  f rom  the vascular  pedicles. T h e  r ight colic a r te ry  and 
veins a re  used. T h e  techn ique  o f  a n a s to m o s is  is tha t  o f  
N a k a y a m a  o f  Ja p a n .  T h e  in s trum en t  used for the a n as to 
mosis  between small  vessels is called “ N a k a y a m a  Small  
Vessel A n as to m o sis  C la m p ” . T h is  o p e ra t io n  is a  great 
a d v an ce  on  the p revious technique.

T h e re  a re  a t  present  10 such pa t ien ts  a n d  surviving very 
sa t isfactori ly . In  no case has the c o lon  been lost.  It is felt 
th a t  som e progress  in this respect has been m ade.  T here  are  
som e cases where  the g row th  is too  high a b o v e  the aor t ic  
a rch  a n d  in the neck to  perm it  this op e ra t io n .  O th e r  cases 
a re  n o t  fit for  m a jo r  surgery. T hese  pa t ien ts  a re  trea ted  by
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rad io therapy .  A s  I have sa id, we have a r a th e r  primitive 
m eans  o f  ra d io th e ra p y  here. Nevertheless rad io th e ra p y  is 
extremely effective for a  limited time. H e re  again  because 
o f  the risk o f  da m a g e  to lungs,  these pat ien ts ,  too ,  depend  
very m uch  for the ir  existence on  being ab le  to b rea the  an d  
to cough  a n d  to ex pec to ra te  adequa te ly ,  a n d  keep  their 
lungs c lear  a n d  funct ion ing .  R a d io th e ra p y  is a m eans  o f

Fig. 8 . Oesophagoscopy.
(a) L ook in g  do w n  the o es ophagoscope  a t  the tu m o u r  before 

R a d io th e rap y .
(,b) T h e  sam e oeso p h ag u s  a f te r  R a d io th e ra p y  a n d  d ilatat ion .

Fig. 9. The risks of endo-oesophageal intubation.
(a) P e r fo ra t ion  o f  the  oesophagus  a t  the p rox im a l  end  o f  the 

Celest ine T ube .
(b) P e r fo ra t ion  o f  the  s tom ac h  a t  the distal  en d  o f  the tube.

m a n ag em en t  which in itself  can  p ro d u c e  m or ta l i ty  by vir tue 
o f  d am a g e  to the lungs.  T h e  pa t ien t  has to be relatively fit 
to  be ab le  to s tand  this form o f  t rea tm en t  which takes a b o u t  
five weeks to com ple te .  In selected cases as described ,  r a d io 
therapy  is the t rea tm en t  o f  choice. T h e  tu m o u r  is sh ru n k ,  
a n d  oesophagea l  d i la ta t ion  a f te r  com p le t io n  o f  the therapy  
enab les  the pa t ien t  to take  a  n o rm a l  diet for  several  m o n th s  
(Fig. 8). T a b le  IV indicates the results achieved by this fo rm  
o f  t rea tm en t .

T h e re  seems little po in t  in subjec ting  a  patient  to this 
p ro t rac ted  fo rm  o f  m an ag em en t  when the  expec ta t ion  o f  
life is no longer  than  a b o u t  8 to  12 weeks, i.e. in the te rm ina l  
case. T h u s  the final resort is p e rm a n e n t  endo-oesopha gea l  
in tuba t ion .  Results  with in tu b a t io n  have been worst o f  all. 
T h e  original o pe ra t ion  took  a b o u t  45 m inu tes  to perform , 
requ ir ing  l a p a ra o to m y  an d  gas t ro to m y ,  as well as oeso 
phagoscopy .  T h e  p a t ien t  is able  to  be d ischarged 1 to  2 
weeks af ter  opera t ion .  They  a re  ab le  to to  swallow fluids 
a n d  little else. O f  162 pat ien ts  (Tab le  V) ha l f  o f  them  were 
t rea ted  because they were so adv an ce d  tha t  this was the only 
form o f  m an ag em en t  possible. T h e  o th e r  80 received this 
m e th o d  o f  m an ag em en t  preferentia l ly  for  var ious reasons .  
T h e re  were c ircum stances  f rom time to t ime which p recluded 
surgery  an d  it was not  because o f  the fitness o f  the patient .  
T h u s  ha l f  o f  them had  preferentia l  t rea tm en t  by in tuba t ion  
an d  the  o th e r  were terminal.  Interes t ingly eno u g h ,  bo th  o f  
these halves show identical survival, af ter  in tu b a t io n ,  o f  
no  m o re  than  three  m o n th s ,  w he ther  they were fit o r  te r 
minal. T h e re  had  to be a reason for  this. It becam e evident 
on  study ing  au tops ie s  o f  pat ien ts  w ho  died a t  widely varying 
intervals a f te r  in tuba t ion .  A s m a n y  as 56 died  in hosp i ta l ;  
the opera t ive  m or ta l i ty  was 34 per  cent. It would  be unfa ir  
to crit icise the p ro ced u re  because o f  this opera t ive  m orta l i ty ,  
as ha l f  o f  the  pat ien ts  were te rm ina l.  This  w ou ld  increase the

Fig. 10. The new Livingstone Hospital tube.
(a) A n te r io r  view. (b) L a te ra l  view.
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operative mortality, but the short survival requires explana
tion.

In 27 autopsies on patients who have died after the tube 
had been inserted, 22 o f them died as result o f  the tube, which 
was actually the instrument o f death. In only five was the 
cause o f death due to metastases or respiratory complica
tions. The tube causes perforation o f the oesophagus or 
stomach either end (Fig. 9). This tube, designed by Celestin, 
is made o f fairly rigid plastic material. It extends from just 
above the growth, down into the stomach, requiring an 
abdominal operation. A  new tube has been devised at 
Livingstone Hospital, which is inserted by oesophagoscopy 
alone. The design is such that the risk o f perforation of 
oesophagus is reduced considerably, and perforation of 
the stomach is obviated altogether (Fig. 10). Results with 
tube have so far, been very satisfactory.

Such is the somewhat dismal report on the management 
o f oesophageal carcinoma, which I have described as an 
incurable cancer, in the population served by Livingstone 
Hospital.

Notwithstanding this, we may derive considerable 
encouragement from a comparative analysis o f  results if  all 
cases are divided into an early and a late half (Table VI).

The early series consists o f 273 cases treated from 1964-66, 
and the latter series, 250 cases treated in 1966-67. In the 
latter hospital mortality (27.2 per cent) is appreciably lower 
than in the former (39.1 per cent). This is accounted for by a 
number o f factors.

1. Fewer refuse treatment (Table VI).

2. The patients are presenting somewhat earlier (albeit 
by no means early enough), as evidenced by the smaller 
numbers who die before treatment is even started. This 
displays an increasing trust in hospital treatment and 
emphasises the value o f the diagnostic clinic in Butterworth.

3. The operative mortality from oesophagogastrectomy 
is more than halved, from 23.5 per cent in the early period, 
to less than 11 per cent. Table VI indicates an operative 
mortality o f 16 per cent in those who did not have pre
operative radiotherapy in 1966-67. During the period 1967-

68, subsequent to cessation o f pre-operative radiotherapy, 
the operative mortality is less than 11 per cent in 48 opera
tions.

This considerable reduction has not been achieved so 
much by improved operative technique. One is probably 
as clumsy now as ever, although operating time has been 
reduced by an hour or more. The principal and most 
important factor has been the increasing awareness o f  the 
necessity and value o f pre- and immediate post-operative 
physiotherapy o f  an intensive quality. Ward staff maintains 
a vigorous regime in this respect, after instruction by our 
physiotherapists, Misses Hobson, Blenkinsop and Javal.

The alteration in mortality rates with the individual 
treatments, has not altered tremendously. But if  we take a 
combination o f  patients treated by radiotherapy and 
intubation together in the 1st and 2nd periods, the figures 
are almost exactly inversely proportional. In the early period 
the ratio was 30 to 135, while in the later period the ratio 
was 137 to 27, making totals o f  165 with 51 deaths, and 164 
with 33 detahs respectively. This reduction in mortality rate 
o f  combined methods o f  therapy is considerable. Thus 
where radiotherapy is the preferential therapy (o f these two 
methods), the mortality is considerably lower. Yet in the 
individual methods o f  treatment there is not a very signi
ficant lowering o f  mortality. With better means o f therapy 
we may improve on this even further.

A  new trial has been commenced where we are combining 
radiotherapy with chemotherapy which is now becoming a 
popular means o f combating cancer. The drug we use is 
Methotrexate. So far we have had encouraging results from 
radio-sensitization with chemotherapy and then subjecting 
the tumour to radiotherapy. With this we hope that our 
mortality will be lower and more important— this therapy 
should be more effective. The Provincial Administration 
has encouraged us in this project and has given us an ade
quate amount o f  equipment, both here in Livingstone 
Hospital and at the little hospital in the Transkei, at Butter- 
worth. Thus we can make a more accurate early diagnosis 
which may ultimately unmask this clandestine cancer.

Our thanks go to the Hospital Administration authorities 
in Cape Town for this recognition and assistance.

TABLE I

Summary o f Results over the Total Four-year Period.

CARCINO M A OF OESOPHAGUS 1964-1967 
L ivingstone H osp ita l, P o r t  E liza b eth

Died in Hospital
Longest
Survivor
(Months)

Average
Survival

(Months)
After or 
during 

Treatment

Before
Specific

Treatment

Died at 
Home

Still
Alive

Lost to 
Follow-up

Total

117
(22.4%)

54
(10.3% ) (45.5%) 36 8.4 28

86
(14.6%) 523

171
(32.7%)
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TABLE II
Summary of Results from Oesophagogastrectomy 1964-1967_______________________________

December, 1968 P H Y S I O T H E R A P Y  Page 7

OESOPHAGO-GASTRECTOMY

Died in 
Hospital

Longest
Survivor
(Months)

Average
Survival

(M onths)
Still

Alive
Lost to 

Follow-up
Total

Alone 24 8.6 6 13 51

With 
Post-operative 
Radiotherapy 

Radiotherapy only

► 20.2 %
36 9.4 5 4 38

With Pre-operative 
Radiotherapy

8
44.4%

12 6.5 4 3 18

Total 26
24.3%

36 8.2 15 20 107

TABLE III
Summary of Results from Oesophagocolic Bypass 1964-1967

OESOPHAGO-COLIC BY-PASS

Died in 
Hospital

Longest
Survivor
(Months)

Average
Survival

(Months)
Still

Alive
Lost to 

Follow-up
Total

Alone 8 24 15 0 1 11

With Post-operative 
Radiotherapy

0 24 11.4 2 1 8

With Pre-operative 
Radiotherapy

2 — — — — 2

Total 10 24 13.2 2 2 21

TABLE IV
Summary of Results from Radiotherapy 1964-1967, Excluding Pre- and Post-operative Radiotherapy

RADIOTHERAPY

D ied in 
Hospital

Longest
Survivor
(Months)

Average
Survival

(Months)
Still

Alive
Lost to 

Follow-up
Total

Alone 16 18 6.9 10 23 129

With Tube 4 12 3.8 0 3 16

With Gastrostomy 5 12 5.5 1 4 22

Total 25 18 5.4 11 30 167

TABLE V
Summary of Results from Intubation 1964-1967

INTUBATIO N

Died in 
Hospital

Longest
Survivor
(Months)

Average
Survival

(Months)
Still

Alive
Lost to 

Follow-up
Total

Overall 56 30 3 0 34 262
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TABLE VI
Results in Comparison between Two Consecutive Periods 1964-1966 and 1966-1967

Year Refused
Treatment

Died
Before

Treatment

Oesophago-
Gastrec-

tomy

Oesophago-
Colic

By-pass
Radio
therapy

Intubation Total

1964 18 37
Total 51 13 30 135 273

to
1966 6.6 % 13.9%

Died
in

Hospital

12

23.5%

6

46.6%

5

16.6%

46

34.1%

106

39.1%

1966 10 17

Total 56 *38 
t l 8

8 137 27 250

to
1967

4% 6.8 %

Died
in

Hospital

*6
14 f 8 

*16% 
25% t44%

4

50%

20

14.6%

13

48.1%

68

27.2%

♦Without Pre-operative Radiotherapy. fW ith Pre-operative Radiotherapy.

Paper delivered at the Post-Registration Course at S.A.S.P. National Council Meeting in Port Elizabeth, May, 1968.

DERANGEMENTS OF THE KNEE
THEIR RECOGNITION AND TREATMENT

M r . J. D . OSM OND, f .r .c .s .,

Head o f  Department o f Orthopaedics, Livingstone Hospital, Port Elizabeth.

The Physiotherapist has always fulfilled an integral and 
important role in Orthopaedic Surgery. One can state 
categorically that m odem  orthopaedics is just not feasible 
without the assistance o f the “Physio” . We “ Orthopods” are 
very jealous and proud o f  this special relationship.

I have chosen to speak about the knee-joint as this is a 
surgical field where our combined talents are commonly 
required. Also, the knee-joint ranks second only to its 
upstairs neighbour, the hip, in importance.

Derangement, in its orthopaedic context, means a 
mechanical malfunction. The knee-joint is a reasonably 
uncomplicated hinge-mechanism but is particularly vulner
able to derangement on account o f a number o f factors:

1. THE AN ATO M Y is such that there is no bony stability 
such as we encounter in the other great weight-bearing 
joints o f the lower limb, i.e.

The ball-socket o f  the hip, 
the ankle-mortice,
the virtually unshiftable sacro-iliac joint with its great 
supporting interosseous ligaments.

This means that the knee depends for stability on its 
ligaments and muscular support, the latter principally 
provided by the quadriceps. The quadriceps are all-important 
and maintenance or restoration o f  quadriceps bulk and 
power is without doubt the most important single ortho
paedic function o f the “Physio” .

“Quads. Ex.” is the cardinal way back to health o f  the 
deranged knee and I cannot over-emphasize its importance. 
It is furthermore a paradox o f  locomotor function that these 
great muscles are invariably inhibited and wasted in any 
derangement, while the hamstrings are not similarly affected.

2. SUSCEPTIBILITY TO TRAUM ATIC D E R A N G E 
M ENT. In this era o f high-speed travel and organised

vigorous sporting activity, it is not surprising that the knee 
commonly bears the brunt o f a traumatic misfortune. The 
classic rugby tackle is directed against the outerside o f the 
knee, and before this winter is over, a few more crippled 
players will be receiving your and our attention.

Articular fracture o f the knee is outside the scope o f  this 
address and traumatic injuries will be confined to soft-tissue 
structures.

3. M INO R CONGENITAL ANOM ALIES. The knee-1 
joint is quite commonly the seat o f minor congential ano
malies such as knock-knee or patellar instability.
These may give rise to quite severe disability.

Furthermore, aggravating deformities or predisposing 
weakness may result from malnutritional states, such as 
rickets.

Derangements o f  the knee are usually classified as internal 
or external but for the purpose o f brevity, and since this 
classification does not really help one appreciate the problem 
any better, I am going to describe derangements in their 
order o f clinical frequency.

A. LIG AM ENTO US INJURIES. These may vary from 
minor sprains to complete ligament rupture or avulsion. 
Since the disability caused by, and treatment required for 
rupture or avulsion is the same, I will not separate these two 
entities and refer to them under the common heading 
‘Rupture’.

Minor Sprains are benign and will recover whatever 
treatment is, or is not, instituted. They may be associated 
with considerable early pain and thus be over-diagnosed 
and, consequently, overtreated. Certain simple criteria 
should help one to ascertain whether a sprain is a minor 
one:
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