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Abstract 
Introduction: The Gastrointestinal tract tumors are one of commonest cancers accounting for 11% of 

all cancer. Carcinoma of upper GI tract remains one of the most lethal of all cancers. The use of CT 

scanning has empowered the modern surgeon to treat patients more effectively, facilitating reduced 

morbidity and complications. This dissertation emphasizes the radiological findings for proper 

diagnosis and staging of upper GI malignancy based upon the revised international system 

classification scheme TNM. 

Methods: 72 patients referred to the radiology department with chief complain of dysphagia, 

odynophagia, hematemesis, upper abdominal pain was evaluated by CTscan, referred from both IPD 

and OPD departments of Dhiraj Hospital. A follow up study of the diagnosis made by the CT scan was 

thence correlated with the histopathological diagnosis. 

Results: The present study on 72 patients of upper GI malignancy with various risk factors were 

evaluated by CT scan. Staging was done to determine which patients may be suitable for surgical 

resection and finally the subtype of the carcinoma was confirmed by histopathological diagnosis. The 

most common site for Ca oesophagus is middle oesophagus (31.94%). Carcinoma lower one third of 

oesophagus was most commonly adenocarcinoma (94.1%), whereas carcinoma upper and middle one 

third of oesophagus was most commonly squamous cell carcinoma (78.3%). Upper GI malignancy, 

involving the stomach, comprises majority of the cases in fundal region (85.7 %).Upper GI malignancy 

involving duodenum is very less. Involvement of the adjacent structure was seen in 25%; Mediastinal 

nodes were seen in 6.94% Distant metastasis is present in 26%, most commonly involving the liver 

(19.4%). 

Conclusion: CT is a useful diagnostic modality in the evaluation of the staging of carcinoma of upper 

GI tract and also for surgical planning to create Intra-operative road maps. 

 

Keywords: CT scan, gastro intestinal malignancy 

 

Introduction 

Discussion 

 The present study was conducted on 72 patients of upper GI malignancy with various 

risk factors and their evaluation by CT scan, along with staging and histopathological 

correlation.  

 The main purpose of cross-sectional imaging studies in patients with known upper GI 

carcinoma is to stage the disease as accurately as possible to determine which patients 

may be suitable candidates for surgical resection. 

 CT is considered complementary to barium studies and may be used to stage and follow 

up for tumors. CT may be used to define the local extent of tumor by showing the extent 

of involvement of the tumor and tumor invasion of the peripheral fat. All patients had 

undergone CT scan for assessment, the extent of involvement of wall of upper GI tract, 

tumour invasion of peri structural fat, adjacent structures, and involvement of regional 

or distant lymph nodes, and finally metastases to distant organs. 

 CT scan cannot reliably delineate the individual layers of the wall and thus cannot 

differentiate T1 from T2 neoplasms, microscopic infiltration of wall (T3) can be present 

but not evident on CT scan. 

 Tumour infiltration in to the adjacent structure (T4) is critical for patient management 

decisions; i.e.-direct invasion of the aorta and trachea, bronchial tree precludes surgical 

resection. 

 CT scan is highly sensitive for detecting metastatic disease to liver, lungs, bone,  
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 suprarenal and ovaries. 

 In the present study, most common age group is 50-

60yrs (37.5%) followed by 25% in 60-70yrs age group, 

which was also seen with  

 Cancer research UK (May 2012) and National Cancer 

Registry Ireland (2011) which showed upper GI 

malignancy is most common above 60 yrs. And also in 

study of Epidemiologic features of upper 

gastrointestinal tract cancers in Northeastern Iran. 

F Islami [1], F Kamangar [2], K Aghcheli [1], S Fahimi [1], 

S Semnani [3], N Taghavi [1], H A Marjani1, where 

Oesophageal and gastric cancers occur mainly in people 

over 55 years of age. 

● Upper GI malignancy is more common in males 

(59.7%) than in females (40.4%), comprising a ratio of  

 

2.1. Same result was also seen by  

 Cancer research UK (May 2012) and National Cancer 

Registry Ireland (2011) male/female ratio is almost 2:1. 

 Most common presenting compliant seen was 

dysphagia (87.5%) and odynophagia (80.6%), followed 

by weight loss (52.8%), regurgitation (38%), loss of 

appetite (16.7%) and hematemesis (11.1%). 

 Amongst the etiological factors, history of tobacco 

smoking/chewing have an high incidence of squamous 

cell carcinoma (53.1%) and incidence of 

adenocarcinoma (37.5 %.) Incidence of tobacco 

smoking/chewing in patients with upper GI malignancy 

is 44.44%. In males it is 90.6% and in females it is 

9.4%. 

 Similar study also shows most common etiology for 

esophageal SCC is attributed to alcohol and tobacco 

consumption- Cancer risk associated with alcohol and 

tobacco use: focus on upper aerodigestive tract and 

liver Claudio Pelucchi, Sc.D.; Silvano Gallus, Sc.D.; 

Werner Garavello, M.D.; Cristina Bosetti, Sc.D.; and 

Carlo La Vecchia. 

 In the present study gastro-oesophageal reflux disease 

(GERD) is most common etiological factor for Adeno 

carcinoma involving GE junction. Incidence of GERD 

in patients with upper GI malignancy is 36.11%. In 

males it is 76.9% and in females it is 23.1%.There was 

low incidence of squamous cell carcinoma (11.5%) as 

in comparison to incidence of adenocarcinoma (88.5%) 

on histology. Same result was also seen in 

 Study of -Management of oesophageal and gastric 

cancerA national clinical guideline;Scottish 

Intercollegiate Guidelines Network ISBN 1 899893 59 

8. 

 The most common site for Ca oesophagus is middle 

oesophagus (31.94%) followed by lower-GE junction 

(23.61%), and upper (8.33%); mid-lower (6.97%), seen 

in the present study. Carcinoma lower one third of 

oesophagus was most commonly adenocarcinoma 

(94.1%), whereas carcinoma upper and middle one 

third of oesophagus was most commonly squamous cell 

carcinoma (78.3%) on histopathological reports.  

 Same result was also seen in - Epidemiologic features 

of upper gastrointestinal tract cancers in Northeastern 

IranF Islami [1], F Kamangar [2], K Aghcheli [1], S Fahimi 

[1], S Semnani [3], N Taghavi [1], H A Marjani [1] Among 

the initial 682 patients seen at Atrak Clinic, 370 were 

confirmed histologically to have cancer, including 223. 

(60%) oesophageal squamous cell cancers (ESCC), 22 

(6%) oesophageal adenocarcinomas (EAC), 58 (16%) 

gastric cardia adenocarcinomas (GCA), and 58 (16%) 

gastric noncardia adenocarcinomas. 

 In the present study of Upper GI malignancy, involving 

the stomach, most common Carcinoma of stomach is 

adenocarcinoma, in which fundus region comprises 

majority of the cases (85.7 %). 

 Similar study was seen in: Case study of stomach 

adenocarcinoma conducted at a cancer referral hospital 

in northern Brazil. Vinagre RM1, Campos BP, Sousa 

RM- shows Adenocarcinoma accounted for 95.4% of 

all cases. 

 In Upper GI malignancy involving duodenum is very 

less (1.41%). 

 In present study, esophageal wall thickness of less than 

10mm was seen in 4 patients, between 10-20 mm in 45 

patients and more than 20mm in 5 patients. Wall 

thickening involving stomach was seen in most of the 

patients, involving more than 20 mm. 

 Gastro-esophageal junction involvement was seen in 

30% and on histology it was mostly adenocarcinoma 

(90.9%). 

 Involvement of the adjacent structure was seen in 25%; 

most commonly having loss of fat plane to adjacent 

structure (8.33%), followed by descending aorta in 

6.94% of patients. 

 Mediastinal nodes were seen in 6.94% in patients 

involving upper GI malignancy. Peritoneal nodes were 

seen in 32%, most commonly involving the celiac 

nodes (14.67%). 

 Distant metastasis is present in 26%. Most commonly 

involving the liver (19.4%), Pulmonary metastasis in 

12.5%, followed by bony metastasis (3%).  

 Similar study was seen in: Preoperative staging of 

esophageal cancer: comparison of endoscopic US and 

dynamic CT.Botet JF1, Lightdale CJ, Zauber AG, 

Gerdes H, Urmacher C, Brennan MF. CT was more 

accurate [90%] than endoscopy US to detect distant 

metastases. 

 In the present study ascitis is seen in 6.9%, Pleural 

effusion in 4.2%. 

 In the present study most of the patients of carcinoma 

stomach were in the stage IV. Same result was also 

seen in -  

 Case study of stomach adenocarcinoma conducted at a 

cancer referral hospital in northern Brazil. Vinagre 

RM1, Campos BP, Sousa RM. In which most patients 

had stage IIIB and IV tumors. 

 Histologically most common subtype involving upper 

GI malignancy in the present study was 

adenocarcinoma (47%), followed by squamous cell 

carcinoma (44%). 

 Same result was seen in: Study done by Cancer 

research UK (May 2012) and National Cancer Registry 

Ireland (2011) which showed that histologically most 

common subtype was squamous cell carcinoma 

followed by adenocarcinoma. 

 In the present study, most common staging among 

squamous cell carcinoma was in stage I (34.4%), 

whereas in adenocarcinoma type, most common staging 

was in stage IV (44.1%) involving the upper GI 

malignancy.
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Table 1: Demographic Profile 
 

Age group Frequency Percent 

30-40 7 9.7 

40-50 15 20.8 

50-60 27 37.5 

60-70 18 25.0 

70-80 3 4.2 

>80 2 2.8 

Total 72 100.0 

 

Most common age group in our study is 50-60 yrs (37.5%) 

followed and 60-70yrs having incidence of 25%. Same 

result was also seen with Cancer research UK (May 2012) 

and National Cancer Registry Ireland (2011) shows upper 

GI malignancy is most common above 60 yrs.

 

 
 

Chart 1: Demographic Profile 

 
Table 2: Sex Distribution 

 

Sex Frequency Percent 

F 29 40.3 

M 43 59.7 

Total 72 100.0 

 

1. In our study upper GI malignency is more common in 

males (59.7%) than in females (40.4%) which is a ratio of 

2:1. 

● The study done by Cancer research UK (May 2012) and 

National Cancer Registry Ireland (2011) shows 

male/female ratio is almost 2:1. 

 

 

 
 

Chart 2: Sex Distribution 

 
Table 3: Incidence of Chief Complaints 

 

Chief complaints Present Percentage 

Dysphagia 63 87.5 

Odyaphagia 58 80.6 

Weight Loss 38 52.8 

Regurgitation 28 38.9 

Loss of appetite 12 16.7 

Haematemesis 8 11.1 
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1) Most common presenting compliant is dysphagia 

(87.5%) and odynophagia (80.6%) followed by weight 

loss (52.8%) followed by regurgitation (38%), loss of 

appetite (16.7%), hematemesis (11.1%) 

 

 
 

Chart 3: Incidence of Chief Complaints 

 
Table 4: History of Tobacco Chewing/ Smoking in Upper Gi Malignency 

 

Tobacco addiction Total Male Female Squamous Cellcarcinoma Adenocarcinoma 

Present 32(44.44) 29(90.6) 3(9.4) 17(53.1) 12(37.5) 

Absent 40(55.56) 14(35.0) 26(65.0)   

 

1) In our study tobacco smoking/chewing is the most 

common etiological factor for squamous cell 

carcinoma. 

2) In our study patients having history of tobacco 

smoking/chewing have an incidence of squamous cell

carcinoma as 53.1% and incidence of adenocarcinoma 

as 37.5%. 

3) Incidence of tobacco smoking/chewing in patients with 

upper GI malignancy is 44.44%. In males it is 90.6% 

and in females it is 9.4%. 

 

 
 

Chart 4: History of Tobacco Chewing/ Smoking in Upper Gi Malignancy 

 
Table 5: Incidence of Gastro -Oesophageal Reflux Disease in Upper Gi Malignancy 

 

GERD Total Male Female Squamous Cell carcinoma Adenocarcinoma 

Present 26(36.11) 20(76.9) 6(23.1) 3(11.5) 23(88.5) 

Absent 46(63.89) 23(50.0) 23(50.0)   
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In our study gastro-oesophageal reflux disease (GERD) is 

most common etiological factor for Adeno carcinoma.  

1) incidence of 11.5% as squamous cell carcinoma and 

incidence of 88.5% as adenocarcinoma on histology. 

2) In our study incidence of GERD in patients with upper 

GI malignancy is 36.11%. In males it is 76.9% and in 

females it is 23.1%. 

 

 
 

Chart 5: Incidence of Gastro -Oesophageal Reflux Disease in Upper Gi Malignancy 

 
Table 6: Different Sites of Carcinoma Oesophagus 

 

esoPhagus Sites Total Male Female Squamous Cellcarcinoma Adenocarcinoma 

A 6(8.33) 5(83.3) 1(16.7) 4(66.7) 1(16.7) 

B 23(31.94) 14(60.9) 9(39.1) 18(78.3) 4(17.4) 

C 4(5.56) 3(75.0) 1(25.0) 3(75.0) 1(25.0) 

D 2(2.78) 0(0) 2(100) 0(0) 2(100) 

AB 1(1.39) 0(0) 1(100) 1(100) 0(0) 

BC 5(6.94) 2(40.0) 3(60.0) 5(100) 0(0) 

CD 17(23.61) 10(58.8) 7(41.2) 0(0) 16(94.1) 

BCD 4(5.56) 2(50.0) 2(50.0) 1(25.0) 3(75.0) 

 

A: Upper, B:Middle, C:Lower, D:GE Junction 

1) In my study, the most common site for Ca oesophagus 

is middle oesophagus (31.94%) followed by lower-GE 

junction (23.61%), and upper (8.33%); mid-lower 

(6.97%) 

2) In our study carcinoma lower one third of oesophagus 

was most commonly adenocarcinoma (94.1%) whereas 

carcinoma middle one third of oesophagus was most 

commonly squamous cell carcinoma (78.3%) on 

histopathological reports. 

3) In our study Ca middle oesophagus shows an incidence 

of 60.9% in males and 39.1% in females. 

4) In our study Ca lower-GE junction oesophagus shows 

an incidence of 58.8% in males and 41.2% in females.  

 

 
 

Chart 6: Different Sites of Carcinoma Oesophagus 
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Table 7: Different Sites of Carcinoma of Stomach 
 

Stomach Sites Total Male Female Squamous Cell carcinoma Adenocarcinoma 

A 1(1.39) 1(100) 0(0) 0(0) 0(0) 

C 7(9.72) 3(42.9) 4(57.1) 0(0) 6(85.7) 

D 4(5.56) 3(75.0) 1(25.0) 0(0) 4(100) 

AB 1(1.39) 0(0) 1(100) 0(0) 0(0) 

AD 1(1.39) 1(100) 0(0) 0(0) 1(100) 

BD 1(1.39) 1(100) 0(0) 0(0) 1(100) 

ABD 1(1.39) 0(0) 1(100) 0(0) 1(100) 

ABCD 2(2.78) 1(50.0) 1(50.0) 0(0) 1(100) 

 

A: Body, B:Antrum, C: Fundus, D:Pylorus 

In my study of Upper GI malignancy, the most common Ca 

of stomach is adenocarcinoma, in which fundus region of 

stomach comprises majority of the cases (85.7 %). 

 

 
 

Chart 7: Different Sites of Carcinoma of Stomach 

 
Table 8: Incidence of Carcinoma of Duodenum 

 

Duodenum Sites Total Male Female Squamous Cellcarcinoma Adenocarcinoma 

Absent 71(98.59)     

Present 1(1.41) 1(100) 0(0) 0(0) 1(100) 

 

1) In my study of Upper GI malignancy involving 

duodenum is very less (1.41%), which was confirmed 

on histopathology as adenocarcinoma.  

 

 

 
 

Chart 8: Incidence of Carcinoma of Duodenum 
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Table 9: Incidence of Wall Thickening In Ct Finding 
 

No. of cases Wall Thickning <10mm 10-20mm >20mm 

1. ESOPHAGUS 4(7.40%) 45(83.3%) 5(9.25%) 

2. STOMACH  5(23.53%) 13(76.47) 

3. DUODENUM   1(100%) 

 

In present study, esophageal wall thickness of less than 

10mm was seen in 4 patients, between 10-20 mm in 45 

patients and more than 20mm in 5 patients. Wall 

thickening involving stomach was seen in most of the 

patients, involving more than 20 mm. 

 

 
 

Chart 9: Incidence of Wall Thickening In Ct Finding 

 
Table 10: Incidince of Proximal Dilatation on Ct Findings 

 

Proximal Dilatation OF Positive cases Percentage 

esophagus 57 76.0 

Stomach 1 1.33 

 

In present study, proximal dilationation present in mostly in esophagal region 

 

 
 

Chart 10: Incidince of Proximal Dilatation on Ct Findings 
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Table 11: Incidence of Gasto-Oesophageal Junction Involvement and Prevelance of Adeno Carcinoma in Them. 
 

GE Junction SCC Adenocarcinoma 

Involved 1(4.55) 20(90.9) 

 

1) Gastro-oesophageal junctional involvement was 

seen in 30% of our cases and on histology it was 

mostly adenocarcinoma having an incidence of 

90.9%. 

 

  
 

Chart 12: Incidence of Gasto-Oesophageal Junction Involvement and Prevalence of Adeno Carcinoma in Them. 
 

Table 13: Incidence of Adjacent Structure Involvement 
 

Adjacent structure involvement No. of cases Percentage 

Descending aorta 5 6.94 

Lt Atrium 2 2.78 

Inferior venacava 1 1.39 

Lobe of liver 1 1.39 

Posterior pericardium 1 1.39 

Narrowing of Rt main bronchus 1 1.39 

Duodenum 1 1.39 

Loss of fat plane 6 8.33 

 

1) Involvement of the adjacent structure was seen in 

25% of our cases; most commonly having loss of 

fat plane to adjacent structure 8.33% of cases 

followed by descending aorta 6.94% of cases. 

 

 
 

Chart 13: Incidence of Adjacent Structure Involvement 
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Table 14: Incidence of Involvement of Mediastinal Nodes 
 

Mediastinal Nodes No. of cases Percentage 

Present 5 6.94 

Absent 67 93.06 

 

1) Mediastinal nodes were seen in 6.94% of cases, in 72 patients involving upper GI malignancy. 

 

 
 

Chart 14: Incidence of Involvement of Mediastinal Nodes 

 
Table 15: Incidence of Involvement of Peritoneal Nodes 

 

Peritoneal nodes Frequency Percentage 

Coeliac 11 14.67 

O-G Junction 2 2.67 

Gastric 6 8.0 

Retroperitoneal 3 4.0 

Pre-para aortic 9 12.0 

Peri pancreatic 4 5.33 

Pancreaticoduodenal 1 1.33 

 

1) Peritoneal nodes were seen in 31% of our cases. 

Most commonly involving the celiac nodes seen in 

14.67% of cases. 

 

 
Peritoneal Nodes 

 

Chart 15: Incidence of Involvement Of 

 

https://www.radiologypaper.com/


International Journal of Radiology and Diagnostic Imaging https://www.radiologypaper.com 

~ 159 ~ 

Table 16: Incidence of Distant Metastasis and Most Commonly Involved Sites in Upper Gi Malignancy 
 

Distant Metastasis No. of cases Percentage 

Liver Mets 14 19.44 

Bony Mets 2 2.78 

Ovarian Mets 1 1.4 

Peritoneal Mets 1 1.4 

SuPrarenal Mets 1 1.4 

 

Distant metastasis is present in 26% of our cases; Most 

commonly involving the liver seen in 19.4% of cases 

followed by bony metastasis seen in 3% of cases. 

 

 

 
 

Chart 16: Incidence Of Distant Metastasis And Most Commonly Involved Sites In Upper Gi Malignancy. 

 
Table 17: Incidence of Presence of Pulmonary Metastasis 

 

Pulmonary Metastasis No. of cases Percentage 

Present 9 12.5 

Absent 63 87.5 

 

1) In our study pulmonary metastasis is seen in 12.5% of cases. 

 

 
 

Chart 17: incidence of presence of pulmonary metastasis 
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Chart 18: Incidence of Presence of Ascitis 

 
Table 19: Incidence of Pleural Effusion in Upper Gi Malignancy 

 

Pleural Effusion No. of cases Percentage 

Bilateral 1 1.4 

Right Side 2 2.8 

Absent 69 95.8 

 

Pleural effusion is seen in 4.2% of cases most commonly on right side. 

 

 
 

Chart 19: Incidence of Pleural Effusion in Upper Gi Malignancy 

 
Table 20: Staging of Upper Gi Malignancy 

 

Staging Frequency Percent 

I 18 25.0 

II 13 18.1 

III 15 20.8 

IV 26 36.1 

Total 72 100.0 

 

1) Patients coming to our department were mostly in stage IV (36.1%) of disease followed by stage I(25%). 
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Chart 20: Staging of Upper Gi Malignancy 

 
Table 21: Prevelance of Histological Subtypes in Upper Gi Malignancy With Respect To Sex Distrubution 

 

HistoPathology Total Male Female 

Adeno Ca 34(47.22) 22(64.7) 12(35.29) 

Gastrointestinal cell tumour 4(5.56) 3(75) 1(25) 

linitus Plastica 1(1.39) 1(100) 0(0) 

LymPhoma 1(1.39) 0(0) 1(100) 

Squamous cell Ca 32(44.45) 17(53.13) 15(46.88) 

 

1) In our study histologically most common subtype was 

adenocarcinoma in 47% of cases, followed by 

squamous cell carcinoma having incidence of 44%. 

● Study done by Cancer research UK (May 2012) and 

National Cancer Registry Ireland (2011) show that 

histologically most common subtype was squamous cell 

carcinoma followed by adenocarcinoma. 

 

 
 

Chart 21: Prevelance of Histological Subtypes in Upper Gi Malignancy With Respect To Sex 

 
Table 22: Comarison of Staging System by Ct Scan In View of Histopatholgical Diagnosis 

 

Histopathological Type  Staging 
Total 

  I II III IV 

 

SCC 
11 7 6 8 32 

34.4% 21.9% 18.8% 25.0% 100.0% 

Adenocarcinoma 
6 6 7 15 34 

17.6% 17.6% 20.6% 44.1% 100.0% 

Others 
1 0 2 3 6 

16.7% .0% 33.3% 50.0% 100.0% 

Total 
18 13 15 26 72 

25.0% 18.1% 20.8% 36.1% 100.0% 

https://www.radiologypaper.com/


International Journal of Radiology and Diagnostic Imaging https://www.radiologypaper.com 

~ 162 ~ 

In the present study, most common staging among 

squamous cell carcinoma was in stage I (34.4%), whereas in 

adenocarcinoma type, most common staging was in stage IV 

(44.1%) 

 

Conclusion 
CT is a useful diagnostic modality in the evaluation of the 

staging of carcinoma of upper GI tract and also for surgical 

planning to create Intra-operative road maps. 

 

Acknowledgments 
It is indeed a very pleasant opportunity to express my 

cordial thanks to each and every one,who helped me in 

completing this thesis work; without their help support and 

guidance this work would have not come in existence. 

Foremost, I would like to expresses my sincere gratitude to 

my MS DR.Meeta parikh for the continuous support, 

motivation, enthusiasm and immense knowledge and who 

has not only been my mentor but has been more than a 

father figure to me. Always bubbling with energy and 

enthusiasm and so full of life, he has taught me how to 

accept challenges in life and how to take life head on. His 

constant encouragement and excellent guidance were the 

motivating force that guided me through this work. 

 

References 

1. National Library of Medicine. Upper gastrointestinal 

tract [Internet]. Bethesda (MD): US National Library of 

Medicine, Medical Subject Headings (MeSH); [cited 

2025 Sep 30]. Available from: 

https://meshb.nlm.nih.gov 

2. Parkin DM, Bray F, Ferlay J, Pisani P. Global cancer 

statistics, 2002. CA Cancer J Clin. 2005;55(2):74-108. 

doi:10.3322/canjclin.55.2.74. PMID:15761078. 

3. International Agency for Research on Cancer, World 

Health Organization. World cancer report 2014. Lyon: 

IARC; 2014. ISBN: 978-92-832-0432-9. 

4. Initiative for Vaccine Research, Department of 

Immunization, Vaccines and Biologicals. Proceedings 

of the fourth Global Vaccine Research Forum. Geneva: 

WHO; 2004. Epidemiology of Helicobacter pylori and 

gastric cancer. Available from: https://www.who.int 

5. Butler P, Mitchell A, Ellis H, Healy JC. Applied 

radiological anatomy for medical students. 2nd ed. 

Cambridge: Cambridge University Press; 2012. p. 103-

15. ISBN: 978-0-511-36614-7. 

6. Lao-Sirieix P, Caldas C, Fitzgerald RC. Genetic 

predisposition to gastro-oesophageal cancer. Curr Opin 

Genet Dev. 2010;20(3):210-7. 

doi:10.1016/j.gde.2010.03.002. PMID:20347291. 

7. Schoenwolf GC, Bleyl SB, Brauer PR, Francis-West 

PH. Larsen’s human embryology. 4th ed. Philadelphia: 

Churchill Livingstone/Elsevier; 2009. p. 277-319. 

ISBN: 978-0-443-06811-9. 

8. de Jonge PJ, van Blankenstein M, Grady WM, Kuipers 

EJ. Barrett’s oesophagus: epidemiology, cancer risk and 

implications for management. Gut. 2014;63(1):191-

202. doi:10.1136/gutjnl-2013-305490. 

PMID:24092861. 

9. Kuo D, Urma D. Esophagus: anatomy and 

development. GI Motility online [Internet]. 2006 [cited 

2025 Sep 30]. doi:10.1038/gimo6. 

10. National Cancer Institute. Gastric cancer treatment 

(PDQ®) [Internet]. Bethesda (MD): NCI; 2014 [cited 

2025 Sep 30]. Available from: https://www.cancer.gov 

11. Edge SB, Byrd DR, Compton CC, Fritz AG, Greene 

FL, Trotti A, editors. AJCC cancer staging manual. 7th 

ed. New York: Springer; 2010. p. 103-15. 

12. Edge SB, Byrd DR, Compton CC, Fritz AG, Greene 

FL, Trotti A, editors. AJCC cancer staging manual. 7th 

ed. New York: Springer; 2010. p. 117-26. 

13. Megibow AJ, Balthazar EJ, Naidich DP, Bosniak MA. 

Computed tomography of gastrointestinal lymphoma. 

AJR Am J Roentgenol. 1983;141(3):541-7. 

14. Buy JN, Moss AA. Computed tomography of gastric 

lymphoma. AJR Am J Roentgenol. 1982;138(5):859-

65. 

15. Minami M, Kawauchi N, Itai Y, Niki T, Sasaki Y, 

Morimoto S, et al. Gastric tumors: radiologic-

pathologic correlation and accuracy of T staging with 

dynamic CT. Radiology. 1992;185(1):173-8. 

16. Megibow EJ, Balthazar EJ, Hulnick DH, Cho KC, 

Bosniak MA. CT evaluation of gastrointestinal 

leiomyomas and leiomyosarcoma. AJR Am J 

Roentgenol. 1985;144(4):727-31. 

17. Chun HJ, Byun JY, Chun KA, Lee YS, Cho KS, Park 

SH, et al. Gastrointestinal leiomyoma and 

leiomyosarcoma: CT differentiation. J Comput Assist 

Tomogr. 1998;22(1):69-74. 

18. Scatarige JC, Fishman EK, Jones B, Siegelman SS. 

Gastric leiomyosarcoma: CT observations. J Comput 

Assist Tomogr. 1985;9(2):320-7. 

19. Caskey CI, Scatarige JC, Fishman EK. Distribution of 

metastasis in breast carcinoma: CT evaluation of the 

abdomen. Clin Imaging. 1991;15(3):166-71. 

20. Yoon SE, Ha HK, Lee YS, Kim PN, Kim AY, Lee MG, 

et al. Upper gastrointestinal series and CT findings of 

primary gastric plasmacytoma: report of two cases. AJR 

Am J Roentgenol. 1999;173(5):1266-8. 

 

21. Cho JS, Kim JK, Rho SM, Lee HY, Bae WK, Choi BI, 

et al. Preoperative assessment of gastric carcinoma: 

value of two-phase dynamic CT with mechanical IV 

injection of contrast material. AJR Am J Roentgenol. 

1994;163(1):69-75. 

22. Balthazar EJ, Siegel SE, Megibow AJ, Naidich DP, 

Bosniak MA, et al. CT in patients with scirrhous 

carcinoma of the GI tract: imaging findings and value 

for tumor detection and staging. AJR Am J Roentgenol. 

1995;165(4):839-45. 

23. Radin DR. Primary esophageal lymphoma in AIDS. 

Abdom Imaging. 1993;18(3):223-4. 

24. Jones DR, Parker LA Jr, Detterbeck FC, Egan TM, et 

al. Inadequacy of computed tomography in assessing 

patients with oesophageal carcinoma after induction 

chemoradiotherapy. Cancer. 1999;85(5):1026-32. 

25. Reinig JW, Stanley JH, Schabel SI. CT evaluation of 

thickened oesophageal walls. AJR Am J Roentgenol. 

1983;140(5):931-4. 

26. Petrillo R, Balzarini L, Bidoli P, Bellomi M, et al. 

Oesophageal squamous cell carcinoma: MRI evaluation 

of mediastinum. Gastrointest Radiol. 1990;15(4):275-8. 

27. Picus D, Balfe DM, Koehler RE, Roper CL, et al. 

Computed tomography in the staging of oesophageal 

carcinoma. Radiology. 1983;146(2):433-8. 

28. Daffner RH, Halber MD, Postlethwait RW, et al. CT of 

the oesophagus II: carcinoma. AJR Am J Roentgenol. 

1976;133(6):1051-5. 

https://www.radiologypaper.com/


International Journal of Radiology and Diagnostic Imaging https://www.radiologypaper.com 

~ 163 ~ 

29. Hölscher AH, Dittler HJ, Siewert JR. Staging of 

squamous oesophageal cancer: accuracy and value. 

World J Surg. 1994;18(3):312-20. 

30. Cortese AF, Cornell GN. Carcinoma of the duodenum. 

Cancer. 1972;29(4):1010-5. 

31. van Westreenen HL, Westerterp M, Bossuyt PM, 

Hoekstra OS, et al. Systematic review of the 

performance of 18F-fluorodeoxyglucose positron 

emission tomography in esophageal cancer. J Clin 

Oncol. 2004;22(20):3805-12. 

32. Gollub MJ, Prowda JC. Primary melanoma of the 

esophagus: radiologic and clinical findings in six 

patients. Radiology. 1999;213(1):97-100. 

33. Levine MS. Other malignant tumors. In: Gore RM, 

Levine MS, Laufer I, editors. Textbook of 

gastrointestinal radiology. Philadelphia: WB Saunders; 

1994. p. 446-78. 

34. Wolfel DA. Leiomyosarcoma of the esophagus. Am J 

Roentgenol Radium Ther Nucl Med. 1963;89:127-31. 

35. Moss AA, Schnyder P, Thoeni RF, Margulis AR. 

Oesophageal carcinoma: pretherapy staging by 

computed tomography. AJR Am J Roentgenol. 

1981;136(6):1051-6. 

36. Wynder EL, Mabuchi K. Cancer of the gastrointestinal 

tract: etiological and environmental factors. JAMA. 

1973;226(13):1546-8. 

37. Shaheen NJ. Advances in Barrett’s esophagus and 

esophageal adenocarcinoma. Gastroenterology. 

2005;128(6):1554-66. 

38. Edge SB, Byrd DR, Compton CC, Fritz AG, Greene 

FL, Trotti A, editors. AJCC cancer staging manual. 7th 

ed. New York: Springer; 2010. p. 127-32. 

39. Takashima S, Takeuchi N, Shiozaki H, Morimoto S, et 

al. Carcinoma of the esophagus: CT vs MRI imaging in 

determining resectability. AJR Am J Roentgenol. 

1991;156(2):297-302. 

40. Chen MY, Frederick MG. Barrett oesophagus and 

adenocarcinoma. Radiol Clin North Am. 

1994;32(6):1167-81. 

41. Greene F, Page D, Fleming I, Fritz A, Balch C, Haller 

D, et al. AJCC manual of staging of cancer. 6th ed. 

New York: Springer-Verlag; 2002. 

42. American Joint Committee on Cancer. Oesophagus. In: 

AJCC cancer staging manual. 6th ed. New York: 

Springer; 2002. p. 91-8. 

43. Munden RF, Macapinlac HA, Erasmus JJ, Smythe WR, 

Broemeling LD, et al. Esophageal cancer: the role of 

integrated CT-PET in initial staging and the response 

assessment after preoperative therapy. J Thorac 

Imaging. 2006;21(2):137-45. 

44. Kalogerinis PT, Poulos JE, Morfesis A, Papaxoinis G, 

et al. Duodenal carcinoma at the ligament of Treitz: a 

molecular and clinical perspective. BMC Gastroenterol. 

2010;10:109. doi:10.1186/1471-230X-10-109. 

PMID:20849628; PMCID:PMC2949773. 

45. Abdalla EK, Pisters PW. Staging and preoperative 

evaluation of upper gastrointestinal malignancies. 

Semin Oncol. 2004;31(4):513-29. 

46. Wakelin SJ, Deans C, Crofts TJ, Allan PL, Plevris JN, 

Paterson-Brown S. A comparison of computerized 

tomography, laparoscopic ultrasound and endoscopic 

ultrasound in the preoperative staging of oesophago-

gastric carcinoma. Eur J Radiol. 2002;41(2):161-7. 

 

 
How to Cite This Article 

Patel RH, Patel H. Role of CT scan in diagnosis and staging of upper 

gastro intestinal malignancy. International Journal of Radiology and 

Diagnostic Imaging 2025; 8(3): 150-163. 
 

 

Creative Commons (CC) License 

This is an open access journal, and articles are distributed under the 

terms of the Creative Commons Attribution-Non Commercial-Share 

Alike 4.0 International (CC BY-NC-SA 4.0) License, which allows 
others to remix, tweak, and build upon the work non-commercially, 

as long as appropriate credit is given and the new creations are 

licensed under the identical terms. 

https://www.radiologypaper.com/

