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Abstract

Background: Despite a declining trend in the incidence of gastric cancer (GC), it is still
a major global public health concern of thé'2&ntury. It afflicts one million people

and kills 750,000 annually. It is believed that both genetic and environmental factors
contribute to the gastric carcinogenesis. However geographic variation and immigrant
studies highlight the role of environmental factors.

Objective: To evaluate the association of GC with the environmental factors of diet,
helicobacter pyloriKl. pylori) infection, lifestyle and occupation as well as family

history in Iran.

Methodology: A population based case-control study was conducted in the Northwest
of Iran where one of the highest incidence rates of the world has been reported. Two
hundred and seventeen cases of GC and 394 age and gender matched controls were
recruited. Participants were interviewed using a structured questionnaire which elicited
information on demographic characteristics, socioeconomic status, family and medical
history, lifestyle (smoking, alcohol drinking and substance abuse) and occupation. Ten
milliliters of each subjectes blood was collected for blood grouping and to investigate
presence of IgG antibodies agaiRstpylori using an ELISA kit which had been locally
validated for this study.

Results: Diet andH. pylori infection were found to be the most important determinants
of GC in this study. High intake of allium vegetables and fruit, especially citrus fruit,
appears to play a protective role. In addition to the consumption of fruit and vegetables,
consumption of fresh fish was also inversely associated with GC. On the other, hand
consumption of red meat and dairy products were positively associated with the risk of
GC. Other dietary practices were also found to be important factors in the etiology of
GC. People who had a preference for higher salt intake and drinking strong and hot tea

were at higher risk. Finally, H. pylori infection was found to increase the risk of GC.

Conclusion: This study has provided important and original information about the
etiology of gastric cancer particularly in the Iranian context. These findings could be
used in planning preventive strategies for this malignancy, which is a major health

problem in Iran.
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CHAPTER ONE: INTRODUCTION

1.1 Background

Gastric cancer (GC) is still a major global public health concern of theettury.

Despite a declining trend in incidence and mortality of GC which has been reported in
most parts of the world, GC is among the most common cancers worldwide and the
second major cause of cancer-related mortality in the world. It was ranked as the second
most common cancer in the world till year 2000 but now it is third behind lung and

breast cancer (Parkin, Bray et al. 2001). Some of the highest age standardized incidence
rates (ASR) have been reported from Korea, Japan, Chile and China with 69.7, 62.0,
46.0 and 41.4 cases per 100,000 males and 26.8, 26.1, 17.7 and 19.2 cases per 100,000
females respectively. GC affects about 1,000,000 people and kills about 750,000 around
the world annually. GC accounts for almost 10% of all cancer diagnoses. It is also
predicted that the incidence and mortality will rise to 2.5 and 1.9 million people

respectively in the year 2050 (Parkin, Bray et al. 2001; Ferlay, Bray et al. 2004).

Iran is located in Southcentral Asia, in the region with an intermediate risk of GC.
According to a report by the Iranian Ministry of Health and Medical Education
(MOHME), cancer is the third most common known cause of death in Iran, after
cardiovascular diseases and accidents (Naghavi 2000). Among cancers, GC is the most
common fatal cancer with an incidence (ASR) of 26.1 and 11.1 per 100,000 for men and
women respectively (Figure 1.1). There is a wide intra-country variation in relation to

the incidence and mortality rates. The highest incidence rate has been reported from

Ardabil province in the Northwest of Iran (Sadjadi, Malekzadeh et al. 2003). This active



cancer surveillance in Ardabil province during a period of four years (1996-1999)
showed that GC was the first among the five most common cancers in Ardabil with an
incidence (ASR) of 49.1 and 25.4 per 100,000 for men and women respectively. These
rates are approximately twice the rate of the entire country. The rate in Ardabil is also
one of the highest rates reported in the world. According to a recent report GC
constituted approximately one-third of all cancer related deaths each year in Ardabil
(Ardabil University of Medical Science 2000), while this rate was about 20% for the

entire country (Naghavi 2003).

Despite the declining trend of incidence which has been reported in most parts of the
world, such a decline has not been seen in Iran and Ardabil. There are a few studies of
GC in Iran. The first available report dates back to the 1960s when Habibi (1965)
reported that GC constituted about 2.6% of all cancers in Iran during a period of twelve
years (1948 ... 1960). In that study GC was ranked as the ninth most common cancer. In
another report in 1973 it was demonstrated that GC accounted for about 8% of alll
reported cancers in Ardabil (Mahboubi, Kmet et al. 1973) which is far below recent
report of 31% (Sadjadi, Malekzadeh et al. 2003). This remarkable difference could be
partly explained because of better survey methods. Although in a study of Mahboubi,
Kmet et al. (1973) it was not clearly reported what proportion of GC was diagnosed
histopathlogically, however it was stated that a high proportion of cases were diagnosed
by radiological investigation. In a recent survey, 60.3% of cases were diagnosed using
histopathologic reports (Sadjadi, Malekzadeh et al. 2003). In addition to the difference
in the survey methods, improvement of diagnostic method especially the availability of
endoscopy is also another possible reason for what appears to be an increasing trend.

Endoscopic instruments allow doctors to distinguish cardia cancer from lower



esophagus cancer more precisely. However, the above mentioned factors may not
explain all of this remarkable change, as similar increases was not observed for cancer
in other parts of the digestive system. Although GC is a major public health problem in
most parts of the world, it is more problematic in Iran particularly in the Northwest, as
the declining trend which was observed in most parts of the world have not been seen in

Iran and Ardabil.

There is a wide variation in the incidence (ASR) among different geographic regions of
the world with approximately 100-fold difference between the highest and lowest rates.
The highest incidence has been reported from some eastern Asian countries such as
Korea, Japan and China, while the rate is very low in some African countries
(Cameroon, Mozambique) with an ASR incidence of less than one per 100,000 people.
Almost two-thirds of GC occur in less developed countries (Ferlay, Bray et al. 2004)
(Figure 1.2) with the exception of the low incidence of GC in African countries.
However, it is believed that relatively low life expectancies of Africans with extremely
limited access to health care may be the reason for lower incidence of GC in Africa
(Agha and Graham 2005). The distribution of incidence (ASR) around the world is

shown in Appendices A and B for men and women respectively.

Migrant studies have shown that people who emigrate from high to low risk areas face a
decreasing risk. A study by Haenszel and Kurihara (1968) showed that the incidence of
GC decreased among Japanese who had immigrated to western countries, compared to
their counterparts in Japan. In addition, second generations of immigrants had a lower
risk of developing GC compared to the first generation. Therefore cancer trends for the
first generation approximate more closely the pattern of the home country (Hanley,

Choi et al. 1995).
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1.2 Etiology

The real causes of gastric cancer are not fully understood, however, worldwide variation
and immigrant studies provide evidence to support the impact of environmental factors
on this malignancy. Several demographic and environmental factors have been
implicated with GC. The main environmental factors that have been reported as being
linked to GC are dietary habitdglicobacter pyloriinfection {H. pylori), lifestyle and
occupation. An association between GC and a positive family history of GC has also
been frequently reported. However, this association between GC and family history may
support the role of both genetics and environment in development to GC as family

members may have similar exposure.

Demographic characteristics have been shown to be an important determinant in the
development of GC. Gastric cancer occurs more frequently in men, with a male-female
ratio of 1.5 ... 2.5 (Nomura 1996; Parkin, Bray et al. 2001). Although risk of
development of GC in males is approximately twice that of females, the mortality rate

is approximately equal for both genders (Ferlay, Bray et al. 2004). The incidence of GC
increases with age and it doubles through each decade: 55 to 65 and 65 to 75 and above
(Bruckner, Morris et al. 2003). Most of the cases occur between the ages of 65 and 74
years in the USA with a median age of 70 for males and 74 for females. Moreover, risk
varies among different ethnic groups. Gastric cancer occurs 1.5 times more frequently in
black than white Americans (Ferlay, Bray et al. 2004). In addition, marked ethnic and
geographic variations have been reported between Eastern and Western countries
(Schottenfeld 1996). GC was reported to be the most common malignant neoplasm in

Asia, particularly in Korea, Japan and China. In contrast, incidence of GC in the United
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States is low among Caucasians and moderate to low among blacks (Schottenfeld and

Fraumeni 1996; Ferlay, Bray et al. 2004).

Dietary factors have long been explained to play an important role in etiology of GC.
Food items could play either a protective or promoter role depending on their
components. It was thought that fresh fruits and vegetables, white meat (particularly
fish) and green tea may protect against GC. Some of studies have reported a higher
protective role for citrus fruits (Buiatti, Palli et al. 1989; Boeing, Frentzel-Beyme et al.
1991; Jansen, Bueno-de-Mesquita et al. 1999; De Stefani, Correa et al. 2001; De
Stefani, Correa et al. 2004) and allium vegetables such as garlic and onion (You, Blot et
al. 1989; Gao, Takezaki et al. 1999; De Stefani, Correa et al. 2001; Munoz, Plummer et
al. 2001). It has also been hypothesized that improved preservation methods and
refrigeration may decrease the risk by the year-round availability of fresh fruits and
vegetables as well as decreasing salting and smoking as preservation methods (Lee,
Park et al. 1995; Ekstrom, Serafini et al. 2000; Munoz, Plummer et al. 2001; Cai, Zheng
et al. 2003). On the other hand, excessive consumption of salt, meat, preserved foods
and dairy products have been reported to possibly increase the risk of GC (Kono and
Hirohata 1996; Ward, Sinha et al. 1997; De Stefani, Boffetta et al. 1998b; Munoz,
Plummer et al. 2001). Furthermore a positive correlation was reported between

consumption of cereals and GC in 15 European countries (Hakama and Saxen 1967).

H. pylori infection is another factor which has been reported to play an important role in
etiology of GC. This bacteria was primarily demonstrated by Warren and Marshall
(1983) to link to gastroduodenal diseases. Following this demonstration, the majority of
studies on GC have considetddpylori infection as one of the independent variables in

their investigation. A large body of literature has supported a positive association
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between these two factors (Forman, Sitas et al. 1990; Forman, Newell et al. 1991,
Nomura, Stemmermann et al. 1991; Parsonnet, Friedman et al. 1991; Sitas 1993; Asaka,
Kimura et al. 1994; Hu, Mitchell et al. 1994; Aromaa, Kosunen et al. 1996; Chang, Kim
et al. 2001; Wang, Wang et al. 2002) together with six related meta-analyses (Forman,
Webb et al. 1994; Huang, Sridhar et al. 1998; Danesh 1999; Eslick, Lim et al. 1999;
Helicobacter and Cancer Collaborative 2001; Xue, Xu et al. 2001). In addition, infection
rates were shown to vary between social class, which is consistent with patterns of GC
(Sitas, Forman et al. 1991). One decade after demonstratibrpgfori by Warren and
Marshall (1983),The International Agency for Research on Cancer (IARC) classified
pylori infection as a group | carcinogenic factor to humans (IARC 1994). On the other
hand, some studies did not find a significant relationship betiwepglori and GC.

This was especially so in Asian countries such as Taiwan (Lin, Wang et al. 1993; Lin,
Wang et al. 1995), India (Sivaprakash, Rao et al. 1996), China (Webb, Yu et al. 1996)
Korea (Kim, Cho et al. 1997) and Japan (Blaser, Kobayashi et al. 1993; Kato, Onda et
al. 1996). The lack of association observed between GEl gydbri in some studies

was thought to be due to false negatives. The precursors of GC such as intestinal
metaplasia have been reported to cause false negative, however, a positive association
which was shown betweét pylori infection and GC is counter to this statement

(Asaka, Kato, et al. 1995). These studies show that gastric carcinogenesis is a multi-step
and multi-factorial process, theoeé the onset of GC could not be related to one single
factor, but possibly to a series of different variables. However, the lack of significant
association in some of these studies could be due to small sample sizes. Further
guestions arise from the lack of conclusive findings from randomized control trials as
eradication oH. pylori has not always been protective against the development to GC

(Wong, Lam et al. 2004). However, it is believed that timing of eradication is an
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important factor in the result of trial. The older the group recruited, the less likely

treatment prevents development to GC (Feldman, 2001).

Lifestyle related factors were also reported to play a role in the development of GC.
Smoking and alcohol drinking have been examined in many studies. There is
inconsistency in the findings of these studies, with a higher level of inconsistency
reported for alcohol than smoking. IARC published a monograph in 1986 which was
not conclusive about the causal effect of smoking (IARC 1986). This monograph was
updated in 2002 after the evaluation of new studies in which the carcinogenic effect of
smoking was accepted (W.H.O and IARC 2004). However, some studies which were
published after this monograph failed to show a dose dependency (Sasazuki, Sasaki et
al. 2002; Gonzalez, Pera et al. 2003) or reported a weak association only among men
(Minami and Tateno 2003). The results of the association between GC and alcohol are
less consistent, the majority reporting no association. A monograph by IARC was not
conclusive about the gastric carcinogenic effect of alcohol (1988). In addition to
smoking and alcohol drinking, opium use has been reported to play a role in the
malignancy of the aerodigestive system especially esophageal cancer, but this
association has not been examined for GC (Hewer, Rose et al. 1978; Kmet 1978;

Ghavamzadeh, Moussavi et al. 2001).

Occupation has also been considered by many researchers in relation to GC. These
researchers have shown an association between GC and some particular industries and
occupations. According to some of these studies, industrial exposure in agriculture,
mining and construction (Cocco, Ward et al. 1996; Aragones, Pollan et al. 2002; Raj,
Mayberry et al. 2003; Bucchi, Nanni et al. 2004) and possibly transport and metal and

paper product manufacturing may increase the risk of GC (Cocco, Ward et al. 1998;
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Aragones, Pollan et al. 2002; Engel, Vaughan et al. 2002). Meanwhile other studies
have focused on the role of occupation. These studies have reported an increasing risk
in assembler, pulp and paper workers, publishing and printing workers as well as motor
vehicle drivers, miners and food-related occupations including, butchery, bakery and
food workers (Burns and Swanson 1995; Swaen, Meijers et al. 1995; Cocco, Ward et al.
1998; Parent, Siemiatycki et al. 1998; Boffetta, Gridley et al. 2000; Aragones, Pollan et

al. 2002). These occupations generally represent the above mentioned industries.

While occupational diseases are more common in developing countries, only a few
studies have examined these associations in developing countries. In addition, the
majority of these studies have used death certificates for assessing occupational
exposure which is less informative. A study using the more appropriate method of
assessment such as self reported work history, could be more informative in developing

countries such as Iran.

Genetics has also been suspected as playing a role in etiology of GC. This role has been
investigated in several studies in which an approximately 10% attributable risk was
reported for genetic factors. To examine the role of heredity, some observational studies
focused on family aggregation and blood typing. It has been reported that people with a
positive family history of GC may develop GC approximately 1.5 ... 4.0 times more than
those without (La Vecchia, Negri et al. 1992; Palli, Galli et al. 1994; Inoue, Tajima et al.
1998b; Lissowska, Groves et al. 1999; Munoz, Plummer et al. 2001; Yatsuya,
Toyoshima et al. 2002; Nomura, Hankin et al. 2003). It was also reported that GC in
those with positive family history tended to occur at a younger age (Koea, Karpeh, et al.
2000). However it is not clear whether this tendency is due to a higher awareness of

being screened because of a positive background in first-degree relatives or similar
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exposure to the shared environmental risk factors among family members. In addition, a
higher risk of GC has been inconsistently reported in people with blood «group AZ than
other blood groups (Glober, Cantrell et al. 1971; Bjelke 1974; Neugut, Hayek et al.
1996; Nomura 1996). In contrast a protective role was suggested for blood group O

(Aird, Bentall et al. 1953).

1.3 Anatomical sub-sites and histopathology of GC

GC can occur in different locations of the stomach with different histopathology. Sub-
sites of cancer are usually classified as scardia and non-cardiaZ or «cardia and distalZ.
Different patterns have been suggested for these sub-sites. It is believed that
environmental factors is more closely linked to non-cardia than cardia cancer (Wang,
Antonioli et al. 1986; MacDonald and MacDonald 1987; Blot, Devesa et al. 1991).
Accordingly, it is thought that. pylori infection is not an important factor in cardia

cancer (Helicobacter and Cancer Collaborative 2001). However, several studies did not
find a difference between these sub-sites in relation to environmental factors (Kono and
Hirohata 1996; Ye, Ekstrom et al. 1999; Ekstrom, Serafini et al. 2000; Kato, Asaka et

al. 2004).

GC has been histopathologicaly classified in two sub-types of intestinal and diffuse
(Lauren 1965). Risk factors were reported to vary between these two different
histopathologic sub-types. It has been suggested that intestinal types are mostly related
to the environmental factors when compared to the diffuse types (Lehtola 1978; Lehtola
1981; Parsonnet, Vandersteen et al. 1991). In contrast it is thought that genetics is more
important in the diffuse than intestinal types (Lehtola 1978; Lehtola 1981; Zanghieri, Di
Gregorio et al. 1990; Parsonnet, Vandersteen et al. 1991; Lauren and Nevalainen 1993).

However many studies could not find a significant difference between these two
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histopathologic sub-types (Ye, Ekstrom et al. 1999; Ekstrom, Serafini et al. 2000; Kato,

Asaka et al. 2004).

1.4 Objective of study

The main objective of this study is to elucidate the epidemiology of GC in the Ardabil
population. Specific hypotheses are outlined in chapter three, but in general the
hypothesis is that there are modifiable factors of dietary h&bigsylori infection and
possibly lifestyle and occupation, which contribute to GC. The ultimate goal is to

establish some strategies to improve primary prevention.

1.5 Significance of this research

A decline in the incidence and mortality of GC has been reported in many regions of the
world. However, such a decline has not been observed in Iran and Ardabil province and
GC occurrence has remained high in recent years. It has been shown that the occurrence
of GC in Iran during the last 40 years has been increasing and is still the most common
cancer with the highest mortality. The high gemce and mortality of GC has been a

major health problem in Iran. A descriptive study showed that GC in 18 provinces of

Iran leads to 42986 total person years life lost (PYLL) (Naghavi 2003). GC has a poor
prognosis with very low 5-year survival rate of about 10% (Braunwald 2001). The

majority of these deaths can possibly be prevented by modification of diet, lifestyle or

possibly byH. pylori eradication at an appropriate time.

High incidence of GC in this area (despite a substantial reduction of GC in most parts of
the world), the high mortality and lack of epidemiological studies indicated a need to
investigate factors which relate to GC specifically in Ardabil. Ultimately | saw a need to

find a means to prevent such cancers if possible, as treatment is not yet very effective.
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Therefore Ardabil was selected as the study region because it is in a high incidence area.
It is the first case-control study of GC there. This population-based case-control study
recruited a sufficient number of subjects to examine the impact of environmental factors
using a logistic regression approach. In addition, the Ardabil Cancer Registry provides
an appropriate system to collect precise information about cases. Findings of this study
provide an understanding of GC and related factors in the Iranian context. Results of

this study may lead to an improvement in primary prevention especially by focusing on
dietary habits an#li. pylori eradication. This study also provides some baseline

information for future studies.

1.6 Structure of thesis

This thesis is reported in five main chapters. Chapter one provides an overview
statement of the problem, the objective and the significance of this research. Chapter
two critically reviews the existing articles and information on GC and related factors.
The main focus is on the potential environmental factors which are dietary khabits,
pylori infection, lifestyle and occupation. This chapter also covers topics on
demographic factors, epidemiology and pathogenesis of the disease. Chapter three
focuses on methodological issues and covers study design, subject recruitment, data
collection and analytical methods. In addition, evaluation of the measurement tools are
discussed in this chapter. In chapter four, collected data are analyzed by different
methods. Cases and controls are compared using univariate and multivariate analysis by
logistic regression approach to see if there are any differences in exposure to the risk
factors between GC patients and those who are cancer free. In addition, subgroups
analyses for anatomical sub-sites and histopathologic classification are reported in the

last section of chapter four. Chapter five discusses strengths and limitations of the study
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as well as the study findings. Recommendation for future studies and implementation of

this study are also discussed in this chapter.

Figure 1. 1: Incidence and mortality rates of cancers in Iran (ASR per 100,000)
based on (Ferlay, Bray et al. 2004)

Figure 1. 2: Number of new cases of the 15 most common cancers in (a) males, 2000, (b) females,
2000.
from (Parkin, Bray et al. 2001)
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CHAPTER TWO: LITERATURE REVIEW

Gastric cancer is a major health problem in the world although a decreasing trend in
incidence and mortality has been observed during the last decades. The history of GC
was clearly discussed by Alvarez (cited in Bruckner, Morris et al. 2003). Aogbyd

this malignancy was first described by Galen (131 ... 202). Further information was
provided by the eleventh-century Iranian physician Avicenna and then Vesaligs.(151
1564) and Morgagni (16B... 1771). Following this information about GC which were
provided by ancient medical scientists, modern science sought to find factors relating to
etiology of GC. To the best of my knowledge the first of these dates back to 1930s
when the impact of alcohol on GC was reported (Wangensteen 1956). Sinceghat tim
the etiology of GC has been the subject of many studies. Different epidemiological
methods have been used to find related factors. While each study provides mote clues
the mystery of the causes of cancer, none has collectively or singly proven any
environmental component to be the exclusive cause of GC. To frame a theoretical
background of the etiology of GC, a review of related articles was conductesl and i

outlined in this chapter.

2.1 Geographic and demographic distribution and time trend

IARC provides precise information about the descriptive epidemiology of cancers
worldwide in a program named GLOBOCAN. This program is a unique sourbe of t
most up-to-date information on cancer incidence, mortality and prevalence in all the
countries of the world (Ferlay, Bray et al. 2004). According to this data source, GC is

one of the most common cancers worldwide and the second major cause of cancer-
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related mortality in the world. GC has been a disease of interest for clinions a
researchers due to its burden peopless health. It was ranked in the 1980s as the
second most common cancer in the world but now it is the third leading cancer behind
lung and breast cancer and the second imibiea lity (PaBden y et all)2GC

afflicts about 1,000,00peo0p lerd k illabout 7®,00 0 aound the world annudly . It
accounts for almost 10% of all cancer diagnosis. It is also predicted that the global
number d cases and death will rise to 2.5 and 1.9 million people respectively in year
2050 (ParkinBray et al. 20QL; Pisan, Br ay eal. 20B; F erlayBr aytal. 2@d). T he
predictive number of cases and deathsagn fetth dioas tloé w Idbis

demonstrated in Table 2.1.

Table 2. 1: Predictive number of new cases and deaths (000) among different region of the world

Regions 2000 2010 2020 2050
Cases Deaths Cases Deaths Cases Deaths Cases Deaths

World 880 650 1110 810 1440 1060 2440 1900
More developed 330 230 380 260 440 300 510 360
reglons
Less developed 540 420 730 550 990 760 1930 1540
regions
Africa 30 20 40 30 50 40 30 01
Asia (Japan) 120 60 140 70 150 80 150 80
Asia (other) 450 340 670 460 900 640 1510 1200
Europe 190 160 240 180 260 200 300 @2
South America 70 50 90 70 120 100 250 200
North America 30 20 30 20 40 30 50 30
Oceania <10 <10 <10 <10 <10 <10 10 91

based on (Ferlay, Bray et al. 2004)

There is a worldwide variation in the incidence of GC. The highest rate was teporte
from Eastern Asia and Central and Eastern Europe while the risk is low in Northern

America and Europe, Australia and most parts of Africa. Incidence and mortality
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among different regions of the world are shown in Appendix C. The table there also
presents information on the highest and lowest rates within each region showing about
100-fold difference in the incidence of GC between countries of the highest and the
lowest rate. The highest incidence has been reported from Korea, Japan, Chile and
China with ASR of 69.7, 62.0, 46.0, 41.4, among males and 26.8, 26.1, 17.7, 19.2
respectively among females, while this rate is very low in some African countries
(Cameroon, Mozambique) with reported ASR incidence of less than one per 100,000
people (Parkin, Whelan et al. 2005). Age standardized incidence rates among males and

females are shown in Figure 2.1 and 2.2 for the highest incidence countries.

Korea
Japan

Chile
Belarus
Kazakhstan
China
Costa Rica
Mongolia
Ecuador
Peru
Russian Federation
Kyrgyzstan
Azerbaijan
Colombia
Estonia
Ukraine
Haiti
Macedonia
Portugal

Jamaica

Iran
Ardabil - Iran
t

0 20 40 60 80

Figure 2. 1: Incidence of GC (ASR) among males in some of the highest risk countries and Abdla
based on (Sadjadi, Malekzadeh et al. 2003; Ferlay, Bray et al. 2004)
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Peru
Ecuador
Korea
Japan
Mongolia
Costa Rica
H Salvador
Colombia
Mali
China
Kazakhstan
Kyrgyzstan
Congo
Chile
Nicaragua
Belarus
Russian Federation
Azerbaijan
Tajikistan
Estonia
Portugal
Turkmenistan
Lithuania
Rw anda
Equatorial Guinea
Chad
Central African Republic
Ukraine
Macedonia
Venezuela
Belize
Samoa
Jamaica
Latvia
Iran

Ardabil

o a0 20 30 40

Figure 2. 2: Incidence of GC (ASR) among females in some of the highest risk countries and
Ardabil
based on (Sadjadi, Malekzadeh et al. 2003; Ferlay, Bray et al. 2004)

GC has generally shown a declining trend in most parts of the world. A comparative
worldwide incidence of GC was first provided in «The Cancer Incidence in Five
ContinentsZ in 1966 (Doll, Payne et al. 1966). This information has been updated every
five years (Parkin, Whelan et al. 2005). Eight of these monographs have now been
published and they present a declining trend of GC (Figure 2.3). Until the mid 1980s
GC was reported to be the most common diagnosed malignancy in the world. After that
GC became the second most common cancer after lung cancer (Sasako and Sugimura
1997). Currently, it has been ranked as the third common cancer behind breast cancer
(Parkin, Bray et al. 2001). This decreasing trend was seen in different countries and

ethnic groups (Hakama 1972; Sunny, Yeole et al. 2004; Parkin, Whelan et al. 2005).
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A decline in the trend of GC has not been observed in Iran, while there is a report in the
declining trend from most parts of the world which has been named as an udplanne
triumph (Howson, Hiyama et al. 1986). Studies in GC in Iran are very few. Tte fir
information was provided in 1965 by Habibi who reported that GC constitutes less than
3% of all cancer in Iran (Habibi). The result of this study was based on 10,008rsan
which were diagnosed in three pathological laboratories in Tehran (capital city of Iran).
In this study GC with 306 cases was tffe 9 most common cancer. The second article
provided information about GC in north of Iran as well as Ardabil (Mahboubi, Kmet et
al. 1973). According to this study, a cancer registry was started in Ardabil in 1970. This
survey demonstrated that GC accounted about 8% of all reported cancers in Ardabil.
Another survey which is based on the results of a population-based cancer registry
provided the most reliable information on the situation of GC in Ardabil. In this study
GC constituted 31% of all cancer diagnoses during a period of four years (1996-1999).
This rate is very high in comparison to the 8% which was previously reported from
Ardabil in the 1970s. It is also high compared to the 10% which is generally reported
worldwide (Ferlay, Bray et al. 2004). These studies show an increasing trend although
they are different in their data collection methods. In the first survey a high proportion
of cases were diagnosed by radiographic method whereas microscopic verification was
the most common method of GC diagnosis in the second survey (Sadjadi, Malekzadeh
et al. 2003). In addition, the incidence of GC (ASR) in Ardabil is the highest in Iran

with 49.1 and 25.4 per 100,000 cases in men and women respectively. These rates are
approximately twice that of the entire countryes rates which are 26.1 and 11.1 per
100,000 cases of men and women respectively. A report by Ardabil University of
Medical Science (2000) showed that one-third of cancer related deaths in Ardabil was

due to GC while this rate was about 20% for the entire country (Naghavi 2003).
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It has been found that imgration from high risk to low risk areas may result in
decreasing risk. For example, those Japanese who had emigrated to the Hawaii were at
lower risk of GC compared to the Japanese living in their home country (Haenszel and
Kurihara 1968). This decline was notably greater in second generation of immigrants
(Hanley, Choi et al. 1995). This finding suggests that exposure in the early stage of life

is very important.
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Demographic characteristics are an important determinant of GC. Gastric cancer is a
cancer of the elderly with average age of 65 years at diagnosis. Except in Japan, it is
rarely seen before the age of 50 (Nyren and Adami 2002). The risk increases by getting
older and it is doubled in people aged 75 years and older compared to age 65 ... 75 years
(Bruckner, Morris et al. 2003). It occurs more frequently in males than females with a
ratio of 1.5 ... 2.5 to one throughout different countries (Nomura 1996; Parkin, Bray et
al. 2001). However the mortality rate is approximately equal for both genders (Ferlay,
Bray et al. 2004). Moreover, risk varies among different ethnic groups. Gastric cancer
occurs approximately 1.5 times more frequently in blacks than whites. As seen in Figure
2.3 there was a declining trend between 1966 ... 2002 for both white and black in USA,
California, San Francisco, however the rate was higher for black males and females

during that period (Parkin, Whelan et al. 2005).

2.2 Socioeconomic status

The risk of GC has been reported to vary among those of different socio-economic
status (SES). It is thought that people in the lower level of SES are more vulnerable to
GC than higher levels. Wide variations of rates between less and more developed
regions also provide evidence to support this association as it has been shown that
almost two-thirds of GC occurs in less developed countries (Parkin, Bray et al. 2001). In
addition to the inter-country variation in relation to the risk of GC, intra-country

variation was also observed among different levels of SES. For instance a negative
gradient of GC incidence and mortality in urban residents of New South Wales (NSW)
has been reported (Smith, Taylor et al. 1996). Different determinants of SES have been
used for explanation of this association including education, income, expenses and

domestic related variables as well as occupation. It has also been reported that GC
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patients have lower levels of education (Hansson, Baron et al. 1994; La Vecchia,
D'Avanzo et al. 1995b; van Loon, Goldbohm et al. 1998; Munoz, Plummer et al. 2001;
Fujino, Tamakoshi et al. 2002; Nomura, Hankin et al. 2003), income (Gammon,
Schoenberg et al. 1997; Nishimoto, Hamada et al. 2002) and access to general facilities
such as piped water at home (Munoz, Plummer et al. 2001). Moreover, a higher risk was
observed among those working in manual class occupation than non-manual classes
(Brown, Harding et al. 1998). A higher survival rate was also shown in people of

higher levels of SES (Fontana, Decensi et al. 1998).

While it is still unclear how SES contributes to GC, several explanations have been
suggested for this association. Poor people may have a different lifestyle including
smoking, nutritional and drinking habits and workplace exposures which could expose
them to more carcinogend. pylori infection is another possible reason which may
explain this associatioi. pylori is an important risk factor for GC which is related to
SES (Sitas, Forman et al. 1991). It has been hypothesized that acquidtiqoytdri is
related to poor sanitary condition and overcrowding particularly in childhood.
Accordingly low socioeconomic status and overcrowding has been reported to increase
the risk ofH. pylori infection (Mendall, Goggin, et al. 1992; Malaty, and Graham 1994;
Kurosawa, Kikuchi et al. 2000; Moayyedi, Axon, et al. 20BR)pylori afflicts a higher
proportion of people in less developed compared to the more developed countries
(Marshall 1994). This bacteria has infected about one-third of the adults in the more
developed countries whereas this rate is about two-thirds in the less developed countries

(Pounder and Ng 1995).
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2.3 Sub-sites

Gastric cancer may occur in different anatomical sub-sites of the stomach. World Health
Organization (WHO) has provided a different code for each sub-site including cardia,
fundus, greater and lesser curvature and antrum in the International Classification of
Diseases for Oncology (ICD-O, code 160-9) (Fritz 2000). However, in epidemiological
studies it is often divided in two sub-sites of proximal and distal which are sometimes
referred as cardia and non-cardia respectively. The proximal part includes the area of
the cardia and gastro esophageal junction (GEJ) which, together, are commonly referred
to as cardia. The remaining parts are grouped as distal or non-cardia GC (Neugut,

Hayek et al. 1996).

An increasing risk of cardia cancer has been reported, while a decline has been
demonstrated for overall GC (Blot, Devesa et al. 1991, Botterweck, Schouten et al.
2000). A decline which was observed in the incidence of GC is mostly due to reduction
in antral GC rather than cardia GC (Rios-Castellanos, Sitas et al. 1992). For example an
increase of 4% ... 10% per year in cardia GC was reported from the United States during
1976 to 1987 (Blot, Devesa et al. 1991). The explanation for this increase has not been
clearly stated, however it could be explained partly due to misclassification of cardia
cancer or an improvement of sub-sites classification (Ekstrom, Signorello et al. 1999;
Corley and Kubo 2004). For example if distal esophagus cancer is classified as cardia
cancer, it will increase the rate of cardia cancer. However a concurrent increase of
esophageal and cardia cancer which has been reported in some studies argues against

this explanation (Thomas, Lade et al. 1996; Devesa, Blot et al. 1998).

By considering different demographic characteristics and trends for cardia versus non-

cardia GC, some researchers have hypothesized that these two sub-sites of GC may

29



have different etiologies (Wang, Antonioli et al. 1986; MacDonald and MacDonald
1987; Blot, Devesa et al. 1991). A number of studies have examined the association of
environmental and genetic factors with these sub-sites separately. An inconsistent risk
difference was reported for cardia and non-cardia GC in relation to dietary habits,
occupation and lifestyle. However, this inconsistency is lowtqoylori infection as

most of the studies emphasized the carcinogenic effétt pflori on non-cardia cancer
(Martin-de-Argila, Boixeda et al. 1997; Hansen, Melby et al. 1999). This difference was
also shown in a combined analysis of 12 case-control studies nested within prospective
cohorts, which suggested a relative risk of 5.9 for non-cardia cancer in those infected
with H. pylori, while they did not find any association with cardia cancer (RR = 1.0;

95% CI: 0.7 ... 1.4) (Helicobacter and Cancer Collaborative 2001). However a recent
multi-centric case-control study in Japan with 2503 histologically confirmed GC and
6578 controls found an increasing risk of GC in both sub-sites, raising the level of the

debate (Kato, Asaka et al. 2004).

2.4 Histopathology

Adenocarcinoma constitutes more than 90% of gastric cancers (Rotterdam 1989; Fuchs
and Mayer 1995; Neugut, Hayek et al. 1996). Gastric adenocarcinoma has been
histologically classified by different systems, however, the Lauren classification is the
most widely used system (Lauren 1965). Accordingly, adenocarcinoma of the stomach
is classified in two sub-types of intestinal and diffuse based on histopathological
findings. Intestinal types constitute the majority of histology of GC. This proportion has
been reported to be 50% ... 75% (Boeing, Jedrychowski et al. 1991; Harrison, Zhang et

al. 1997: Parsonnet, Friedman et al. 1997; Akre, Ekstrom et al. 2001; Uemura, Okamoto
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et al. 2001; Nomura, Hankin et al. 2003). These two sub-types are thought to have

different morphological patterns (Lauren 1991).

Intestinal type or well-differentiated carcinoma resembles adenocarcinoma of the colon
in its growth pattern and cell types (Lauren 1991). It appears in a glandular pattern, in
which nuclei are large and irregular and formed in columnar fashion. Intestinal types are
frequently ulcerative, more commonly appearing in the antrum and lesser curvature of
the stomach and often preceded by a prolonged precancerous process. It may occur
more in older ages and in males (Nomura 1996). It has been shown that the intestinal
type tends to predominate in the high-risk geographic regions than those regions with a
declining trend (Munoz, Correa et al. 1968; Amorosi, Bianchi et al. 1988; Buiatti, Palli

et al. 1991; Henson, Dittus et al. 2004). Correa, in his well known gastric carcinogenesis
model (1988) referred to the intestinal type as sepidemic typeZ. In contrast to the
intestinal type, diffuse type or poorly differentiated carcinoma of GC has been
characterized by small cells scattered either in solitary or in clusters. The glandular
pattern is rarely seen in diffuse type (Nomura 1996). It occurs more often at younger
ages and develops throughout the stomach including the cardia. While the incidence of
intestinal type of carcinoma is declining in most of the world, the incidence of diffuse

type remains similar in most populations.

It is thought that these two types may have different patterns with different
epidemiology, however, this is not consistent across the body of research. For instance,
several large case-control studies did not find any difference between these two types in
terms of exposure to the dietary items (Boeing, Jedrychowski et al. 1991; Buiatti, Palli

et al. 1991; Ekstrom, Serafini et al. 2000). In addition, a similar pattern was reported for

these two factors in relation to lifestyle, SES and family history (Buiatti, Palli et al.
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1991). This similarity was also observed in relation taHhpylori infection in which

both types had a high prevalence of infection (Hansson, Engstrand et al. 1995; Kikuchi,
Crabtree et al. 1999). A large case-control study in Japan with 2503 cases and 6578
controls did not support different epidemiologic features for these two sub-types in

relation to theH. pylori infection (Kato, Asaka et al. 2004).

2.5 Survival

The overall 5-year survival rate of GC is about 10%. However, 5-year survival in
patients who undergo successful curative resection could be over 45%. The best
prognosis has been reported from Japan with a 5-year survival rate of more than 60%,
which could be due to the screening programs available in Japan (Kampschoer, Fujii et
al. 1989; Kubota, Kotoh et al. 2000). However survival depends on several factors
including tumor staging, anatomical sub-sites and histopathology of malignancy (Rustgi
2001). In relation to the histopathologic classification, a worse prognosis has been
reported for diffuse compared to the intestinal type. In addition, the prognosis varies in
relation to the anatomical sub-sites of GC; people with cardia tumors have shown a

poorer prognosis compared to the non-cardia GC (Kasper and Harrison 2005).

2.6 Etiology

Gastric cancer has been a topic of epidemiological studies due to its impact on
population health. One of the main questions in these studies was whether causal factors
are attributed to inheritance or environmental factors. While there has been a debate
about the etiology of GC, it is generally accepted that both genetics and environmental
factors play a role in the pathogenesis of GC. Some evidence (i.e. polymorphism, blood
group and familial aggregation) emphasizes the genetic dimension. On the other hand,

the majority of studies have pointed to the etiological role of environmental factors by
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focusing on dietary practiceld, pylori infection, lifestyle and occupation. The authors
of those environmental studies used results of immigrant studies and geographical
variation as supportive evidence for their hypotheses. This section will examine the
debate on suspected etiological factors but the main focus will be on environmental

factors.

26.1 Genetic

Genetic factors have been suspected as playing a role in etiology of GC. This role has
been investigated in several studies reporting approximately 10% attributable risk to the
genetic factors (Lissowska, Groves et al. 1999). However a study of 9.6 million

Swedish families reported that a lesser risk of GC (approximately 1%) is attributed to
the genetic factor (Czene, Lichtenstein et al. 2002). Several methods have been used to
examine the role of genetics in GC including familial aggregation and twin studies and
blood typing studies. These methods aim to determine whether heredity plays a role in

GC or not.

2.6.1.1 Familial aggregation and twin studies

A familial aggregation has been observed in several studies. It has been found that the
risk of GC may increase in first degree relatives approximately 1.5 ... 4.0 times
(Videbaek and Mosbech 1954; La Vecchia, Negri et al. 1992; Palli, Galli et al. 1994; La
Vecchia, Ferraroni et al. 1995; Inoue, Tajima et al. 1998b; Lissowska, Groves et al.
1999; Munoz, Plummer et al. 2001; Yatsuya, Toyoshima et al. 2002; Nomura, Hankin
et al. 2003). The level of association may vary based on the degree of proximity of

relation, onset age, histopathological classification and anatomical sub-sites.
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The proximity of generation is a factor which has been regarded in studies looking at
familial aggregation. Approximately 5% ... 10% of patients with GC have shown a
history of GC in their relatives however, the risk is different between those with a

positive history in sibling and parents. The satgavith a positive history in their

siblings were shown to be more at the risk than those with history of GC in their parents
(Zanghieri, Di Gregorio et al. 1990; Lissowska, Groves et al. 1999). Napoleon

Bonaparte who died of GC has been used as an example as his father, grand father, four

sisters and a brother also died of GC (Sokoloff 1938).

Histopathology and anatomical sub-sites of GC have shown different patterns in relation
to the familial history. It has been reportedtttiffuse types of GC are more related to
genetic factors whereas intestinal types are mostly thought to relate to the environmental
factors (Lehtola 1978; Lehtola 1981; Parsonnet, Vandersteen et al. 1991). However,
other studies did not find a remarkable difference between these two types of
histopathologies in relation to the genetic factors (Zanghieri, Di Gregorio et al. 1990;
Palli, Galli et al. 1994). An inconsistent association between anatomical sub-sites of GC
and family history has also been noted (Palli, Bianchi et al. 1992; Inoue, Tajima et al.
1998b). These are in agreement with studies which suggested that cardia cancer may
have different etiology from other sub-sites of GC (Wang, Antonioli et al. 1986;

MacDonald and MacDonald 1987; Blot, Devesa et al. 1991).

Twin study is another method to show the relationship between GC and inheritance.
Several studies have shown that the twin of a person with GC has an increased risk of
development of the same cancer depending on zygosity: monozygote or dizygote. A
study of 44788 twins in the Swedish, Danish and Finish twinse cohort showed an

increased risk of GC in the monozygote twin of an afflicted person than dizygote. The
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authors reported a higher relative risk of 9.9 and 19.7 for men and women respectively
in monozygote compared to 6.6 and 6.2 in dizygote twin pairs. This study showed a
concordance of 0.08 and 0.10 for GC in men and women respectively. It means 8% and
10% of an identical twin of a man and women respectively with GC has a probability of

development to GC (Lichtenstein, Holm et al. 2000).

It is still unclear whether the association between family history and GC is due to the
effect of genetic or environmental factors. Several studies have shown that GC occurs
more commonly in first degree relatives and second pair of an affected twin, than in the
general population. However, it is thought that this association may also be due to a
shared environment (Czene, Lichtenstein et al. 2002). Family members have a shared
environment with generally similar exposure to the environmental factors, such as diet,
which may increase or decrease the risdlis¢ase. Therefore a familial aggregation is

not solely due to genetic exposure.

2.6.1.2 Blood group

Blood grouping has also been used as a determinant of heredity to examine the role of
genetics in etiology of GC. A higher risk was reported among people with blood group
«AZ compared to the other blood groups (Glober, Cantrell et al. 1971; Bjelke 1974;
Haenszel, Kurihara et al. 1976; Nomura 1996; Lissowska, Groves et al. 1999). Glober,
Cantrell et al. (1971) reported that people with blood group A are 16% ... 20% more at
risk than the general population. An attributable risk of 7% was estimated for blood
group *AZ (Lissowska, Groves et al. 1999). This association has also been reported in
the precancerous lesions of GC: intestinal metaplasia (OR = 1.28; 95% CI: 1.06 ... 1.53)
and dysplasia (OR = 1.39; 95% CI: 1.12 ... 1.73) (You, Ma et al. 2000). These authors

believed that blood group *AZ is associated with transition from different precancerous
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lesions and it precedes the onset of tumor. Meanwhile a protective role was suggested
for blood group OZ (Aird, Bentall et al. 1953). However other studies did not find an
association between GC and blood groups. For instance a large scale population-based
case-control study of 2639 subjects in Italy reported no association between blood

groups and GC (Palli, Galli et al. 1994).

2.6.2 Environmental factors

As discussed, environmental factors are thought to contribute to the risk of GC more
than genetics. Several environmental factors have been hypothesized to play a role in
etiology of GC. The most important factors isolated are dietary h&bips;lori

infection, lifestyle related habits and occupation. Diet is the most investigated factor in
the development of chronic diseases as well asHG@ylori is the second most

reported factor, following a report by Warren and Marshall (1983) in relation to its
association to the gastroduodenal diseases. Lifestyle factors, particularly smoking and
alcohol drinking are the next factors which could possibly play a role in the

development to the GC. In relation to lifestyle factors, there are five articles suggesting
an association between aerodigestive tract cancers and opium. However, this association
has not been examined for GC. Occupation is also inconsistently reported to link to the
GC. In addition to the dieH. pylori, lifestyle and occupation, a number of other factors
have been suggested to contribute to the GC: Epstein-Barr virus (EBV), body size,
exposure to radiation, non-steroid anti-inflammatory drug anolétkers. A model of

gastric carcinogenesis was first proposed by Correa, Haenszel et al. (1975) which
considered three major factors of nitroso compounds, high salt intake and low
consumption of antioxidants such as ascorbic acid and carotenoid. This model was later

modified as a new factoH( pylori) was introduced (Correa 1988). According to this
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model GC is a multi step and multi factorial disease. In most of cases, the initial stage is
a chronic gastritis, followed by atrophy, intestinal metaplasia, dysplasia, and eventually
carcinoma. Environmental factors may produce precancerous lesions or induce
progression to the malignancy. This multi stage theory of carcinogenesis was also
reported by Hakama (1971). He used epidemiologic evidence to show that there are

several stages in the genesis of GC.

2.6.2.1 Dietary factors

Dietary factors have long been cited as playing an important role in GC. The idea that
cancer occurrence is related to diet dates back to theetitury when Wiseman

explained that cancer might arise from an ean errour in diet, a great acrimony in the
meats and drinks meeting with a fault in the first Goncoctione (digestion) (Wiseman
1676 cited in WCRF and AICR 1997). Since that time many researchers have examined
the relationship between different dietary factors and GC using different

epidemiological methods. The majority of these studies examined the association of GC
with food groups rather than dietary constituents. It is now generally agreed that any
suggestion to reduce the risk of chronic diseases as well as cancer should be expressed
in terms of food group and drinks. Dietary constituents could be addressed in the next
step and policy developed that could allow for more practical recommendations (WCRF

and AICR 1997).

A Medline based search was done using *stomach neoplasmsZ and combination of
«dietZ and enutritionZ as subject headings. By considering a systematic and
comprehensive review and a global perspective which had been published in 1996 and
1997, special attention was paid to the studies published during the last ten years (Kono

and Hirohata 1996; WCRF and AICR 1997). Following limitation to the English
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language and careful reading of abstracts, 79 relevant articles to dietary factors were
selected. Fifty six were case-control studies (Appendix D), of which 25 were
population-based, and 23 cohort studies (Appendix E). The highest number of studies
were conducted in Asia with 18 case-control and ten cohort studies (published in 11
articles) followed by America with 11 case-control (published in 20 articles) and four
cohort studies. The lowest numbers of articles were published on European studies with
ten case-control (published in 18 articles) and three cohort studies (published in eight
articles). Most of the case-control studies measured relatively distant past rather than
current dietary habits (5 -20 years prior to onset of symptom or signs). In this review,
associations of GC with diet are examined in six food groups of vegetables and fruits,
meat products, cereal and grain, dairy products, coffee and tea and nuts and seeds.
Cooking methods and food preservation methods are also considered. In addition, the
association of histopathological classification and anatomical sub-sites of GC were
examined in relation to these food groups. Specific attention was paid to cohort and
population-based case-control studies, although other articles were not omitted. Most of
these studies measured frequency of food intake without considering the portion size of

consumption.

26.2.11 Vegetables and fruits

The association of fresh fruits and vegetables with GC is the most investigated dietary
factor. During the last ten years, 26 case-control and ten cohort studies have examined
this association (Appendix F, G). It has been estimated that consumption of fresh
vegetables and fruits may decrease the rate of GC by 50% (Norat and Riboli 2002).

While the majority of these studies have shown an inverse association, there is a
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controversy in findings about different types of vegetables (raw, green, yellow-orange

and allium) and fruits (citrus and non-citrus).

Consumption of vegetables has been reported to play a protective role in development
to GC (Kono and Hirohata 1996; WCRF and AICR 1997). As Figure 2.4 shows, the
majority of the case-control studies have reported an OR of 0.2 ... 0.6. Most of these
findings were statistically significant, but not all (Cornee, Pobel et al. 1995; Harrison,
Zhang et al. 1997; Zhang, Kurtz et al. 1997; Chen, Ward et al. 2002; Kim, Chang et al.
2002; Lissowska, Gail et al. 2004). This protective role has also been supported by
several prospective cohort studies (McCullough, Robertson et al. 2001; Ngoan, Mizoue
et al. 2002) but as seen in Figure 2.4 results in cohort studies are not as consistent as in
case-control studies. While a protective role has been observed for consumption of raw
vegetables, cooked and dried vegetables are not protective (Cornee, Pobel et al. 1995;
De Stefani, Correa et al. 2001; Kim, Chang et al. 2002; De Stefani, Correa et al. 2004).
It is believed that cooking may destroy the antioxidant components of vegetables which

are thought to be protective against GC.
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Figure 2. 4: OR (95% CI) of GC in relation to the highest vs. lowest consumption of vegetables in
reviewed studies

Associations of GC have been examined for different types of vegetables. There was not
much difference between green versus yellow-orange vegetables in case-control studies,
however one cohort study showed that yellow vegetables are more protective than green
vegetables (Kobayashi, Tsubono et al. 2002). In relation to the allium vegetables (garlic,

onion, leeks), nine case-control studies have paid specific attention to allium vegetables,
five of which reported an inverse association (Gao, Takezaki et al. 1999; De Stefani,

Correa et al. 2001; Munoz, Plummer et al. 2001; Takezaki, Gao et al. 2001; Kim, Chang

40



et al. 2002). Among allium vegetables garlic has been more consistently reported to
protect against development of GC but onion is still debatable. Although a few articles
claimed that onions may increase the risk (Takezaki, Gao et al. 2001; Chen, Ward et al.
2002), others have supported a protective role (Gao, Takezaki et al. 1999; Ekstrom,
Serafini et al. 2000; De Stefani, Correa et al. 2001; Munoz, Plummer et al. 2001). One
study observed that consumption of onion may specifically prevent gastric cardia cancer
(Ekstrom, Serafini et al. 2000). Prospective study on allium vegetables and GC is
limited to a cohort study which reported an inverse association between onion and GC
(Dorant, van den Brandt et al. 1996). It is thought that allium vegetables have an

antibacterial effect particularly agairtst pylori which is believed to be a risk factor.

In addition to vegetables, consumption of fresh fruits has also been considered as a
protective factor for GC. An OR of 0.2 ... 0.7 has been reported for consumption of fruits
in several studies (Figure 2.5). Two prospective studies have also supported this
negative association (Galanis, Kolonel et al. 1998; Jansen, Bueno-de-Mesquita et al.
1999). However this association is not consistent in all studies as two population-based
case-control studies with sufficient sample size could not find a significant association
between consumption of fruit and GC (Ward and Lopez-Carrillo 1999; Terry, Lagergren
et al. 2001a). Another case-control study in Venezuela which reported an increasing risk
of GC with consumption of fruit, challenged this association (Munoz, Plummer et al.
2001). This study which recruited about 300 cases and 500 controls reported
approximately two times increase in the risk of GC with the highest versus lowest

frequency of fruit intake (OR = 2.27; 95% CI: 1.40 ... 3.70).

Several studies have paid specific attention to citrus fruits. Fruits are rich in vitamins

and minerals and other bioactive compounds. Although these items could be different in
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guantity and type among different fruits and vegetables, antioxidants such as vitamin C
and E and carotenoid are believed to possibly be responsible for this protective role. It is
also thought that vitamin C may play a bigger protective role in this association.
Therefore several researchers have focused on a specific subgroup of fruits, namely
citrus fruits. However there is an inconsistency in the findings as four case-control
studies have reported a negative association but they westatistically significant
(Harrison, Zhang et al. 1997; Zhang, Kurtz et al. 1997; Chen, Ward et al. 2002; Kim,
Chang et al. 2002). However three cohort studies have shown a protective role for
consumption of citrus fruits (Botterweck, van den Brandt et al. 1998; Jansen, Bueno-de-

Mesquita et al. 1999; McCullough, Robertson et al. 2001).

Interpretation of data on vegetables and fruits is difficult since they have been
investigated in different ways. Some researchers examined it as an overall group of
vegetables and fruits but in several studies it has been divided in subgroups of raw,
green, yellow-orange and allium vegetables as well as citrus and non-citrus fruits. This
inconsistency in the result could be explained by either difference in study design or
difference in the micronutrients constituents of this food group. Therefore by
considering the possibility of difference in the micronutrients, there is a need to examine

the effect of dietary items on GC in different population based on their dietary practices.

Histopathologic classification and anatomical sub-sites were regarded in some of these
studies. However a similar association was shown for intestinal and diffuse
histopathological classification in most of these studies (Harrison, Zhang et al. 1997,
Ward and Lopez-Carrillo 1999; Ekstrom, Serafini et al. 2000). Meanwhile no difference
was observed for cardia and non-cardia cancer (Ekstrom, Serafini et al. 2000). This later

statement is in agreement with a review by Kono and Hirohata (1996).
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Figure 2. 5: OR (95% CI) of GC in relation to the highest Vs lowest consumption of fruits in
reviewed studies

2.6.2.1.2 Meat, poultry, fish and eggs

Meat, poultry, fish and eggs are common sources of protein. They contain various
micronutrients and have been examined in many studies for association with GC. Since
1995, 24 case-control and six cohort studies have investigated the role of meetisprodu
in GC (Appendices H and I). Ten case-control and two cohort studies have examined
the role of meat as an overall food group. The majority of case-control studiesdeporte
an increasing risk but some of them were statistically non-significant. The highest risk
was shown in a population-based case-control study which reported a three times
increase in the risk of GC with consumption of meat (Ward and Lopez-Carrillo 1999).

In addition a cohort study which examined the association of GC and meat as an overall
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food group reported a non-significant positive association among males (Ngoan,

Mizoue et al. 2002). This cohort study followed subjects for approximately ten years

and identified 116 deaths from GC. Therefore, a comparatively small sample size in the
study may be the reason for non-significance of the association. In addition, an inverse
association which was reported from Venezuela, increased debate about the association
of meat with GC (Munoz, Plummer et al. 2001). Several researchers have sought an
association of GC with meat by classifying it as red and white meat. Red meat has been
reported to increase the risk of GC moderately (Ward, Sinha et al. 1997; De Stefani,
Ronco et al. 2001; Chen, Ward et al. 2002; Hamada, Kowalski et al. 2002; Kim, Chang
et al. 2002; Rao, Ganesh et al. 2002) while an inverse association was reported for white
meat, particularly fish (Munoz, Plummer et al. 2001; Ito, Inoue et al. 2003; De Stefani,
Correa et al. 2004, Lissowska, Gail et al. 2004). However the findings wereatigner

inconsistent.

Since results are inconclusive about the association of meat, a number of researchers
have tried to examine this association for different anatomical sub-sites and
histopathologic classifications of GC. A Mexican study observed greater risk among
those consuming fresh and processed meat in the intestinal type compared to the diffuse
type of GC (Ward and Lopez-Carrillo 1999). However this difference of risk was not
observed in all studies (Harrison, Zhang et al. 1997). No difference was found between
different histopathologic sub-tes in relation to the consumption of fish. Prospective

studies did not find any associations, either with red or white meats.

Eggs are another common source of protein. They have been examined as one of
suspected foods for GC in nine case-control and one cohort studies. A significant

positive association was observed in amy case-control studies (Gao, Takezaki et al.
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1999; Nishimoto, Hamada et al. 2002). However, this positive association was not
supported by a cohort study (Ngoan, Mizoue et al. 2002) and other case-conies stud
which examined this association (Cornee, Pobel et al. 1995; Ji, Chow et al. 1998;
Mathew, Gangadharan et al. 2000; Munoz, Plummer et al. 2001; Takezaki, Gao et al.

2001; Ito, Inoue et al. 2003; De Stefani, Correa et al. 2004).

2.6.2.1.3 Cereal / grains

Nine case-control and three prospective studies examined association of cereals / grains
with GC since 1995 (Harrison, Zhang et al. 1997; Zhang, Kurtz et al. 1997; De Stefani,
Boffetta et al. 1999; Jansen, Bueno-de-Mesquita et al. 1999; Mathew, Gangadharan et
al. 2000; McCullough, Robertson et al. 2001; Munoz, Plummer et al. 2001; Terry,
Lagergren et al. 2001b; Chen, Ward et al. 2002; Kasum, Jacobs et al. 2002; Lissowska,
Galil et al. 2004; Machida-Montani, Sasazuki et al. 2004). Two case-control studies
reported a modest negative association particularly for consumption of whole grains
(Zhang, Kurtz et al. 1997; Chen, Ward et al. 2002). The protective role of whole grains
was also shown in two of four prospective studies (McCullough, Robertson et al. 2001,
Kasum, Jacobs et al. 2002). Meanwhile, it was reported that refined grains / cereal may
increase the risk of GC (De Stefani, Boffetta et al. 1999; Jansen, Bueno-de-Mesquita et
al. 1999; Kasum, Jacobs et al. 2002). Cereals contain an average of 70% starch by
weight. It also provides different amounts of non-starch polysaccharides/ dietary fibers,
protein, vitamin B and E, iron and bioactive compounds (WCRF and AICR1997).
Cereal foods may be eaten in whole grain form such as brown rice, whole meal bread

and pasta or after refinement such as white bread and pasta made from white flour.
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2.6.2.1.4 Dairy products

The association of dairy products and GC has been examined in ten case-control and
two cohort studies. No association was shown in these articles with the exception of
three case-control studies which reported 2.4 ... 3.0 times increase in the risk with dairy
product consumption (Ward and Lopez-Carrillo 1999; Mathew, Gangadharan et al.
2000; Munoz, Plummer et al. 2001). The remaining case-control and cohort studies
could not find any significant association (Harrison, Zhang et al. 1997; Zhang, Kurtz et
al. 1997; Galanis, Kolonel et al. 1998; Huang, Tajima et al. 2000; Chen, Ward et al.
2002; Kim, Chang et al. 2002; Ngoan, Mizoue et al. 2002; Ito, Inoue et al. 2003; De
Stefani, Correa et al. 2004). This observed risk could be due to consequence of GC
rather than a cause of the disease, because cases may drink more milk to control

symptoms of the disease such as dyspepsia.

2.6.2.15 Coffee and tea

The association of GC with coffee has been examined in six case-control anohiovd ¢
studies (Galanis, Kohel et al. 1998; Inoue, Tajima et al. 1998a; Chow, Swanson et al.
1999; Mathew, Gangadharan et al. 2000; Munoz, Plummer et al. 2001; Ngoan, Mizoue
et al. 2002; Rao, Ganesh et al. 2002; De Stefani, Correa et al. 2004). One case-control
study in India reported about a two fold increased risk of GC (Mathew, Gangadharan et
al. 2000). However in this study drinking of coffee with milk was associated with GC. It
is not clear whether this association was due to consumption of milk or coffee. In
addition a cohort study showed an increasing risk of GC by drinking coffee only among
males but this study did not find a dose dependency (Galanis, Kolonel et al. 1998). Two

case-control studies have stirred the debate about the carcinogenic effects of coffee on
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GC by reporting a negative association (Munoz, Plummer et al. 2001; De Stefani

Correa et al. 2004).

Tea has been inconsistently reported to reduce risk of GC in case-control studies (Chow,
Swanson et al. 1999; Takezaki, Gao et al. 2001; Rao, Ganesh et al. 2002; De Stefani,
Correa et al. 2004), even though some findings were not significant. This inverse
association was not observed in cohort studies (Goldbohm, 1996). An argument was
made against this negative association in a cohort study which showed an increasing
risk of GC with drinking of tea, although this study did not adjust for SES (Kinlen,
1988). It is hypothesized that green tea may be more protective than black tea (Inoue,
Tajima et al. 1998a; Chen, Chiou et al. 2000). Both forms are made from the same
plants but are prepared in different ways. Black tea is produced by withering,
fermentation and roasting of tea leaves but green tea is produced by a short time
exposure of fresh telaaves to a very high temperature, only long enough to deactivate
enzyme fermentation. Black tea is consumed more commonly than green tea which is
commonly used in Japan, China and Taiwan (WCRF and AICR1997). However, the
majority of studies could not find a protective role for green tea in development to GC
(Galanis, Kolonel et al. 1998; Nagano, Kono et al. 2001; Tsubono, Nishino et al. 2001;
Hoshiyama, Kawaguchi et al. 2002; Koizumi, Tsubono et al. 2003). Only one study
which examined drinking of herbal tea reported no association between the drinking
herbal tea and GC (Chow, Swanson et al. 1999). The IARC monograph was not

conclusive about the causal effect of coffee and tea on GC (WHO and IARC 1991)

Tea and coffee can be habitually consumed very hot and strong. A case-control study
reported that drinking of hot tea may increase the risk of GC approximately three times

(Dorzhgotov 1989).
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2.6.2.1.6 Nuts and seeds

Different types of nuts and seeds are consumed in different countries in different
amounts and constituents. They have a very high fat content and are themefgrse e
densgWCRF and AICR1997). The association of nuts and seeds has beegn rarel
investigated for GC. It has only been examined in one case-control study as a source of
dietary fiber and no association was found between these two factors (Tegeygiiemn

et al. 2001b).

2.6.2.1.7 Cooking methods

It is believed that the way in which meat products are cooked may be an important
determinant in the development to the GC. Six case-control studies have investigated
the association between GC and cooking methods. Three case-control studies reported
that broiled, grilled and barbecued food could increase 1.6 ... 6.3 times risk of GC
(Ward, Sinha et al. 1997; Takezaki, Gao et al. 2001; Kim, Chang et al. 2002).
Heterocyclic amines were found in the meats which had been cooked at a high
temperature (Skog, Steineck et al. 1995). In contrast boiling and stewing have shown a
tendency to decrease the risk. However, this association has not been reported
consistently. A population-based case-control study in Sweden reported no association
between these two factors (Terry, Lagergren et al. 2003). In addition, this association
was not examined in prospective studiesveral cooking methods are used for
preparation of food. Cooking mettis may be different in terms of temperature, direct
exposure to the flame and use of fat or oil. Steaming, boiling and stewing methods
expose food to heat not exceeding 100° C. Baking, microwaving and roasting method
expose food to temperatures up to 200° C but not to direct flame. Roasialtyu

involves basting the food with oils or fats. Grilling (broiling) and barbecuing use
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temperatures up to 400° C and sometimes a direct flame. Pan frying normally uses high
surface temperatures (WCRF and AICR 1997). It has been hypothesized that high
temperature could produce chemicals such as polycyclic aromatic hydrocarbons and
heterocyclic amines while meats are cooked (Adamson 1990; Layton, Bogen et al.

1995). These chemicals are suspected to be carcinogenic.

2.6.2.1.8 Food preservation
Several methods have been utilized for preservation of foods over time. Foods were
usually preserved by smoking and salting before the introduction of the refrigerator. Salt

is also added to food to improve its taste in addition to its preservative role.

Salt was demonstrated to play a carcinogenic role in the stomach in the Correa model.
Since then it has been examined in several epidemiological studies. The majority of
case-control studies have reported that excessive consumption of salt or salty foods
increases the risk of GC 1.5 and 5.2 times. This association has already been reported in
a review to be from 1.5 ... 6.7 (Kono and Hirohata 1996). Of 14 case-control studies
which have examined the impact of salt and salted food on GC, six reported agositi
association (Lee, Park et al. 1995; Ji, Chow et al. 1998; Lopez-Carrillo, Lopez-
Cervantes et al. 1999; Munoz, Plummer et al. 2001; Takezaki, Gao edd].Gloen,

Qiu et al. 2003). This association has not been found in prospective studies except one
study which found a non-significant increase (Tsugane, Sasazuki 604). Based on

the Correa model (1992), salt may cause irritation and mucosal damage in the stomach.
Therefore the gastric mucosa will be prone to the other possible risk factors stich as
pylori infection. An interaction between salt intake &hdylori infection was observed

in a study which reported 14 times increase in the risk among those infected cases with

H. pylori consuming high amounts of salt (Machida-Montani, Sasazuki et al. 2004).
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This might indicate that bacterial infection is a co-factor with salt, which enhances
carcinogenesis after the gastric epithelium is damaged (Joossens, Hill et al. 1996
Animal studies showed a synergistic effect of saltldngylori in gastric
carcinogenesis. It was shown that excessive salt intake enhshno@sri colonizaton

in mice and induces gastric carcinogenesis (Fox, Dangler et al. 1999).

Smoking is another method of preservation. It has been noted that smoked foods may
have carcinogenic poly cyclic aromatic hydrocarbons at their surface (WCRF and
AICR1997). A few studies which have investigated this hypothesis have reported a
weak or no association with GC (Ji, Chow et al. 1998; van den Brandt, Botterweck et al.
2003). One of the most important factors hypothesized in the preservation methods is
that these methods may increase the formation of N-nitroso compounds. These
substances are experimentally shown to be carcinogenic in animals (Sugimura and
Fujimura 1967; Sugimura, Tanaka et al. 1971; Eisenbrand, Schmahl et al. 1976). N-
nitroso compounds present in preserved meats or can be formed endogenously from
nitrites and nitrates (Sen 1972; Wasserman, Fiddler et al. 1972). The carcinogenic role
of N-nitroso compounds has been examined by several researchers who reported an
inconsistent positive association (Zhang, Deng et al. 1991; La Vecchia, D'Avanzo et al.
1995a; Palli, Saieva et al. 2001). However, this hypothesis has not been supported in
some articles. A study by Forman, Al-Dabbagh, et al (1985) observed an inverse
association between GC and nitrite and nitrate levels in saliva. However some issues
should be considered in the interpretation of this ecological study. Firstly, this study
which reported a higher nitrite and nitrate levels in low risk area compared to high risk
area of GC had recruited older people from low risk areas. Since an increasing level of

salivary nitrate and nitrate was shown with increasing age, including older people in low
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risk area (22% aged 55 ... 74 years) compared to high risk area (10% aged 55... 74) ma
explain this inverse association. Meanwhile, this ecological study discussed that several
factors could contribute to the observed inverse relationship and help to makk a re
carcinogenic effect from nitrat@s vivo. These factors include smoking, multistage

process of gastric carcinogenesis and level of expasuneti-carcinogenic factors such

as vitamin C. In addition, an increasing risk of GC was not observed in those with
exposure to high concentration of nitrate in their workplace (Al-Dabbagh, Forman, et al.
1986). However despite this inconsistency, these compounds were considered as gastric

carcinogenic in a comprehensive review (WCRF and AICR 1997).

Vegetables can also be preserved and consumed as pickled vegetables. This has been
reported to increase the risk of GC with OR between 1.8 and 3.8 (Lee, Park et al. 1995
Gao, Takezaki et al. 1999; Takezaki, Gao et al. 2001; Cai, Zheng et al. 2003). A
prospective study in Japan showed a positive association between pickled vegetables

and GC in only men (Tsugane, Sasazuki et al. 2004).

Refrigeration began in early 1900s and gained widespread use in the 1950s in developed
countries (Paik, Saborio et al. 2001) and coincided with the decline of GC incidence. It
has been hypothesized that preservation of food in the refrigerator may decrease the risk
of GC. Several studies have examined this hypothesis, with an OR of 0.2 ... 0.7 reported.
Almost all five case-control studies which tried to examine this hypothesis reported a
protective role for using a refrigerator (Lee, Park et al. 1995; Ekstrom, Serafini et al.
2000; Munoz, Plummer et al. 2001; Kim, Chang et al. 2002; Cai, Zheng et al. 2003).

This protective effect has been reported to be higher in those using refrigerator over a
long term or during early stage of life particularly in their first and second decades (Lee,

Park et al. 1995; Munoz, Plummer et al. 2001; Kim, Chang et al. 2002; Cai, Zheng et al.
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2003). In addition, it was observed that those people who were using refrigerators for
less than nine years are 4.7 times more at risk compared to those using foama@f th
years (Lee, Park et al. 1995). However, there is no evidence from prospectigs &iud
support this hypothesis. A cohort study in Netherlands did not find an association
between risk of GC and either duration of refrigerator use or percentagezei fusers
(van den Brandt, Botterweck et al. 2003). The negative association between GC and
refrigeration, if there is one, could be explained by (1) year-round availabilitgsif fr
fruits and vegetables, (2) shifting of preservation method from traditional methods such
as smoking and salting to the refrigeration and (3) improvement of food hygiene and
protection from bacterial overgrowth. However, the reasons for decline may vary for
developed and developing countries. Since refrigerators have been introduced in
developed countries earlier than the start of the declining trend the reason for this
decline could be due to improvement of food storage rather than not using salting and
smoking as preservation methods. However the temporal correlation between
refrigeration and GC in countries like Japan where widespread use of refrigerators

started in the 1960s, has not resulted in a GC decrease (Paik, Saborio et al. 2001)

In summary, according to this review, diet is an important determinant factor which
should be taken into account in the epidemiology of GC. Fresh fruits and vegetables a
believed to possibly protect people against development of GC. Among themia highe
protective role was claimed for citrus fruits and allium and raw vegetabladdition,
improvement of preservation methods and refrigeration may decrease the risk by year-
round availability of fresh fruits and vegetables as well as decrease in salting and
smoking as preservation method. Furthermore a synergistic effect betwpgori and

diet, particularly salt, has been shown in some studies. On the other hand, consumption
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of red meat and high salt intake have been reported to possibly increase the risk. It has
also been reported that cooking of meat at high temperatures may increase the risk.
Reports on dairy products, cereal, nuts and seeds and coffee are equivocal. Finally, a
consistent difference was not reported either for different histopathologic sub-types

(intestinal vs. diffuse) or anatomical sub-sites of GC (cardia vs. non-cardia).

2.6.2.2 Dietary assessment methods

To measure exposure to dietary factors, an accurate instrument is needed. While there is
no perfect method to collect accurate dietary information, four main approaches have
been utilized in epidemiological studies to assess dietary exposure. These methods are
(1) 24-hour recall, (2) three to seven days of actual intake records, (3) diet history and

(4) food frequency questionnaire (FFQ) (Block 1982; Willett 1998). Each method has

its advantages and disadvantages and could be utilized in different situations. The first
two methods collect information on recent dietary habits and are not useful for the
measurement of long term exposure which is important in cancer epidemiology.
Assessing the average long term diet is preferred to the short term diet as carcinogenesis
occurs after long term exposure. It is possible to miss accurate intake measurement by
looking to long term exposure due to recall bias. However it is preferable to replace
precise intake measurement obtainable on recent days with more crudasaitibor

relating to an extended period of time. Diet history which attempts to elicitéwng

exposure needs an extensive interview by a trained nutritionist. FFQ is the raost oft

used tool in the dietary assessment and aims to collect information over the long term

exposure (Block 1982; Willett 1998).

FFQ yields information on the frequency of intake with an optional section on the

portion size. It includes a list of food items which are based on the study hypothesis. It
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can include either a long list to collect information about all dietary habits or a short list
in which specific attention is paid to the most informative items on the bgsigpf
information. A short questionnaire has advantages in terms of less cost and
administration time which makes it less burdensome for participants to answer.
Furthermore, data processing time is reduced in comparison to the long version of
guestionnaire. A comparable validity has been reported for short FFQ catpdhe

longer form (Ling, Horwath et al. 1998). It is believed that subjects are better able to

describe frequency of use for more generalized categories than for specific foods.

2.6.3 Helicobacter pylori

H. pylorn is agram-negative spiral and flagellatdacterium which afflicts

approximately half of the worldes population. However, prevalence varies greatly
among different geographic areas with higher occurrences in less-developed countries.
H. pylori was primarily reported in the human gastric mucosa to cause gastric disease
by Warren and Marshall (1983). Following this report, many researchers have
hypothesized that. pylori may be responsible for gastric malignancies. In this section
after a general overview on the history and epidemiolody. g@iylori, its role in

etiology of GC will be examined.

2.6.3.1 History of Helicobacter Pylori

The history oH. pyloriis clearly discussed by Rathbone and Heatley (1992) and
Marshall (2002) as going back to 1892 when Bizzozero showed colonization of spiral
organisms in the stomach of a dog (Bizzozero 1892). His work was followed by Salmon
(1896) who found similar organisms in the gastric mucosa of cats and rats but he could
not find such an organism in the human stomach. Lucetes study (1910) confirmed the

presence of bacteria in the stomach of a dog. In humans, gastric spirochetes were
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demonstrated in necrotic materials on the surface of ulcerating carcinomas andadn gast
secretions (Krienitz 1906; Luger 1917). A human gastric spiral organism was reported
in a histological study by Doenges (1939) in which he reported that 43% of gastric
autopsies were positive. This rate was 37.1% in another study (Freedbergreord Ba
1940). This bacterium was also indirectly shown to exist in a human stdipaica
presence of urease activity in the stomach (Fitzgerald and Murphy 1950) and was
explained as being due to the presence of bacteria by Lieber and Lefevre (1957). This
bacteria was later demonstrated to bthaepithelial cells of gastric ulcer patients

(Steer and Colin-Jones 1975). Finally, Warren and Marshall (1983) reported that the
majority of endoscopic specimens from patients with chronic gastritis and peptic ulcer
were colonized with curved campylobacter like organisms. It was later identified by
Goodwin, Armstrong et al. (1989) &s. pylori since the biochemical and ultra-

structural characteristics of this bacteria were different from campylobacter.

2.6.3.2 Epidemiology

H. pylori infection occurs worldwide, but the prevalence varies between more and less
developed regions. It infects about one-third of the adults in the more developed
countries whereas this rate is about two-thirds in the less developed countries (Pounde
and Ng 1995). In developed countries, such as the United States and the United
Kingdom, the prevalence of infection with pylori ranges from 20% to 60%. Similar

rates were reported in a multi-centric study from 11 developed countries (Megraud
1992). The prevalence bf. pylori infection in developed countries has declimgdch

could be explained by improvement of the standard of living in early childhood
(Duggan 2002). Infection rate is higher in developing countries such as Thailand, India,

Bangladesh, Saudi Arabia and Iran with prevalence rates of 50% to 90% (Klegrau
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Brassens-Rabbe et al. 1989; Al-Moagel, Evans et al. 1990; Perez-Perez, Taylor et al.
1990; Massarrat, Saberi-Firoozi et al. 1995) as well as Africa with a prevalence of 70%
... 85% (Megraud, Brassens-Rabbe et al. 1989; Sullivan, Thomas et al. 1990; Holcombe,
Omotara et al. 1992; Sitas, Sathar et al. 1997). While a higher risk of GC has been
reported in areas with high infection rate, the risk is low in Africa where a high
prevalence of infection was shown and named the African enigmaZ (Holcombe 1992).
However, this phenomenon has been challenged by reporting comparable rates of GC in
Kenya to the Eastern European rates (McFarlane, Forman et al. 2001). A review
explained this phenomenon as due to limited access to health care and a relatively short

life expectancy (Agha and Graham 2005).

H. pylori infection is very common in most parts of Asia as well as Iran. Several studies
indicated that Asian countries have a high prevalenét p¥lori infection as well as
gastroduodenal diseases. For example a geographic association was reported-between
pylori and GC mortality among Chinese living in rural China by Forman, Sitas et al.
(1990). In addition, a comparative seroepidemiologic study in two Iranian provinces of
Ardabil and Yazd with high and low rate of GC, a higher prevalente pylori

infection (47.5%) was reported in Ardabil among people aged less than 20 years,
whereas this rate was 30.6% in Yazd population at the same age (Mikaeli, Malekzadeh

et al. 2000).

As shown in Figure 2.6 the pattern of infection withpylori seems to be different
between developing and developed countries. In developing countries it starts from an
early age (mostly acquired in the first ten years of life) and remains constant during
adulthood. In contrast, developed countries have a low prevalence in childhood with a

slight increase with age. The prevalence of infection in developing countries increases
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to the maximum rate 75% ... 90% during the first 10 ... 20 years of age andfortinue
the rest of life. In developed cotres infection starts at a lower age with a gradually
increasing trend taking about 50 ... 60 year to reach the maximum rate which is about
50% (Marshall 1994). The observed difference could be partly explained by cohort
effect. It means prevalence of infection and its trend along the time is related to several
factors such as environment and society changes. However it is difficult to measure the
magnitude of each factor (Banatvala, Mayo, et al. 1993). Both genders can be afflicted
at similar rates and once a subject is infected the bacterium persists for life unless

treated (Pounder and Ng 1995).

Figure 2. 6: Epidemiology ofH. pylori infection in (1) underdeveloped and (2) western countries_
(a) rapid acquisition in childhood , (l)w incidence of new infection in young people, (c)rier stateZ
from childhood infection (before9¥5) modified from (Marshall 1994)

2.6.3.3 Transmission
Humans are the major reservoir frpylori. While the main transmission routenist
fully understood, person to person has been referred to as a dominant method of

transmission. Person to person transmission may occur within the family (Miyaji,
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Azuma et al. 2000; Wizla-Derambure, Michaud et al. 2001; Mosane, Malope et al.

2004) or extra familial in communities such as nursery school or kindergarten
(Kurosawa, Kikuchi et al. 2000). These results shows that close person to person
contacts, mainly in early age and within the family, or contact with other children, may
play a role in transmission. In addition to the above mentioned routes, some other
potential routes of transmission have been shown in different studies such as waterborne
(Klein, Graham et al. 1991) and nosocomial transmission among those undergoing
endoscopy (Langenberg, Rauws et al. 1990). Furthermore Mitchell, Lee et al. (1989)
found that gastroenterologists are at higher risk of infection than age-matched blood
donors and general practitioners. This could be due to close contact with patients with

Gl diseases.

2.6.34 H. pylori and GC

After infection,H. pylori colonizes in the stomach and leads to a range o€aliand
sub-clinical symptoms and signs. These symptoms and signs vary from person to person
depending on host factors and bacterial str&qngylori may cause inflammatory

lesions in the gastric mucosa which may develop into GC a long time after infection. It

is accepted that a large number of people with exposuitepglori may develop

inflammatory changes such as chronic activeérgasand possibly intestinal metaplasia
(Guarner, Mohar et al. 1993; Kuipers, Uyterlinde et al. 1995; Sakaki, Momma et al.

1995; Barreto-Zuniga, Maruyama et al. 1997; Watanabe, Kurata et al. 1997).

While the majority of infected people develop to precursor of GC, only a small
proportion of them progress to GC. It is thought thapylori increases the risk of GC
through pre-malignant lesions such as chronic active gastritis and intestinal metaplasia

(Sakaki, Momma et al. 1995; Palli 1997; Watanabe, Kurata et al. 1997). It is also
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hypothesized that. pylori may be necessary for progression to gastritis and intestinal
metaplasia but needs some other environmental factors such as diet and lifestyle to

develop GC.

The association of GC witH. pylori has been investigated by many researchers using
different epidemiological methods including ecological, retrospective and prospective
studies. Ecological studies have provided equivocal results. A positive correlation was
shown in several ecological studies (Correa, Fox et al. 1990; Kneller, Guo et al. 1992;
The EUROGAST STUDY GROUP 1993). A large ecological study examined the
geographic association betwddnpylori infection and GC in 46 rural counties of China

in which 40% correlation was reported between these two factors (Forman, Sitas et al.
1990). This association has also been reported in several case-control and prospective
studies (Forman, Newell et al. 1991; Nomura, Stemmermann et al. 1991; Parsonnet,
Friedman et al. 1991; Talley, Zinsmeister et al. 1991; Hansson, Engstrand et al. 1993;
Asaka, Kimura et al. 1994; Hu, Mitchell et al. 1994; Fukuda, Saito et al. 1995;
Yamaoka, Kodama et al. 1999; Chang, Kim et al. 2001; Wang, Wang et al. 2002).
These studies have reported an increasing risk of 1.6 ... 6.0lnpyhgyi infected.

Several meta-analyses have also provided evidence to support this association (Forman,
Webb et al. 1994; Huang, Sridhar et al. 1998; Danesh 1999; Eslick, Lim et al. 1999;
Helicobacter and Cancer Collaborative 2001; Xue, Xu et al. 2001). Meanwhile, The
International Agency for Research on Cancer (IARC) as part of the World Health
Organization (WHO) classified. pylori as a group | carcinogen to humans (IARC

1994). This group of classifications is normally used when there is sufficient evidence

of carcinogenicity in humans.
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While several studies have found an increasing risk of GCHighylori infection,

there are other studies which did not find an association between these two factors.
Italian study which compared two high-risk areas of GC with two low-risk areas

showed little geographical variationkh pylori (Palli, Decarli et al. 1993). Another

study in France in which seven regions were compared reported no correlation between
H. pylori and GC (Broutet, Sarasqueta et al. 1999). It is also believed that the
association at the group level does not necessarily represent an existing association at
the individual level. This is a major problem in ecological studies and hasé&meed

as *Ecologic FallacyZ (Selvin 1958 cited in Morgenstern 1998). In addition to the
inconsistency in the results of ecological studies, studies examining individual level
have also not been conclusive. A wide magnitude of associations have beerdrigporte
different studies from negative or no association (Archimandritis, Bitsikas et al. 1993;
Muszynski, Dzierzaowska et al. 1995; Kim, Cho et al. 1997; Fujioka, Fahey et al.

2001) to a highly significant association. A nested case-control study in China did not
find an association betweéh pylori and GC (Webb, Yu et al. 1996). Several

hypotheses have been proposed to explain variation in the results including difference in
anatomical sub-sites and histopathology of GC, variation in the virulence of bacteria as
well as effect modification by other environmental factors. In addition, diagnostic
methods are very important factors which may alter results. These techniques vary in

terms of accuracy.

While literature on the association of GC wiHhpylori is inconclusive, there is much
debate on the associationtdf pylori with different anatomical sub-sites and
histopathology of GC. In relation to anatomical sub-sites, a higher risk of non-cardia

cancer was reported hh. pylori infected people (Martin-de-Argila, Boixeda et al. 1997;
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Hansen, Melby et al. 1999; Limburg, Qiao et al. 2001). A meta-analysis has also
suggested an exclusive association with non-cardia cancer. This study reported a
relative risk of 5.9 for non-cardia cancer améhgylori infected people while there

was no association with cardia cancer (Helicobacter and Cancer Collaborative 2001).
This difference was also shown in a meta-analysis for cardia versus non-cardia cancer
(1.23 vs. 3.08; p = 0.003) respectively by Huang, Sridhar et al. (1998). Howene

of the articles did not report heterogeneity between sub-sites of GC in relatiorHto the
pylori infection (Archimandritis, Bitsis et al. 1993; Lin, Wang et al. 1994; Menegatti,
Vaira et al. 1995). On the other hand a nested case-control study found a negative
association betwedd. pylori infection and non-cardia GC (OR = 0.4; 95% ClI, 0.20 ...
0.77) (Hansen, Melby et al. 1999). Therefore it is expected to find a higher proportion
of non-cardia GC in those geographic areas with high prevalemtepgfori infection.

The situation of Ardabil province differs from this statement as there is a high
prevalence of bothl. pylori infection and cardia cancer (Mikaeli, Malekzadeh et al.

2000; Yazdanbod, Arshi et al. 2001).

It has also been reported that intestinal type of GC tended to oddupyori infected
people more than diffuse type particularly in non-cardia (Parsonnet, iaeeie et al.

1991; Buruk, Berberoglu et al. 1993; Endo, Ohkusa et al. 1995; Martin-de-Argila,
Boixeda et al. 1997; Wu, Chen et al. 1997). A meta-analysis also showed a slight
difference between these two sub-types (OR 1.14; 95% CI: 1.05 ... 1.25) in favor of
intestinal type of GC (Eslick, Lim et al. 1999), however the majority of studies showed
that both intestinal and diffuse sub-types of GC are equally associateiwtfori
infection (Hu, Mitchell et al. 1994; Kato, Saito et al. 1994, Lin, Wang et al. 1994) which

is in accordance with another meta-analysis (Huang, Sridhar et al. 1998).
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The African enigma and other reports on the imbalance between prevaléhqeylufi

and GC make investigators suspicious enough to study whether there are other sub-
types or strains dfl. pylori which are responsible for this association. These
investigators have found several strainglopylori, of which cagA and vacA are the

most reported strains. They have sought the association between these strains and
gastroduodenal diseases in which conflicting results were found in different geographic
areas. Some of the published articles have reported an increased risk of GC ajAong ca
positive patients (Blaser, Perez-Perez et al. 1995; Enroth, Kraaz et alV2ébiBe,

Kirsch et al. 2000) particularly in non-cardia GC (Queiroz, Mendes et al. 1998; Huang
Zheng et al. 2003; Wu, Crabtree et al. 2003). It has been even suggested using
seropositivity tests of cagA and vacA to identify people at high risk of developlbg G
(Grimley, Holder et al. 1999; Huang, Zheng et al. 2003). However, some issues should
be taken into account in interpreting their results. Firstly, it was shown that despite the
high prevalence of a virulent straintgf pylori in people from sub-Saharan African

who are mostly positive for cagA and vacA, there was a low prevalence of
gastroduodenal diseases as well as GC (Segal, Ally et al. 2001). This is in agreement
with some other reports which showed a high risk of cagA regardless of GC pvalen
in their community (Miehlke, Go et al. 1998; Bernstein, McKeown et al. 1999).

current study in Iran showed that the virulent typélopylori constitutes the majority

of infections in both high and low incidenceas (Siavoshi, Malekzadeh et al. 2004).
These inconsistent findings along with those other studies which have not found any
association between cagA and GC, argue against this association. These researchers
believe that the cagA gene is not a more important factor than odemflori infection
(Mitchell, Hazell et al. 1996; Matsukura, Onda et al. 1997; Miehlke, Go et al. 1998;

Kikuchi, Crabtree et al. 1999). The Eurogast study showed that variation in the
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seroprevalence of cagA did not explain geographic variation in GC rates any better than

H. pylori alone (Webb, Crabtree et al. 1999).

Interaction betweeHl. pylori and other environmental factors is another conflicting area
of discussion. Some of the environmental factors have been reported to have either a
synergic or antagonistic interaction wkh pylori. A synergistic interaction was

reported betweeH. pylori and smoking (Siman, Forsgren et al. 2001; Brenner, Aghdt

al. 2002) and diet, especially salt (Lee, Kang et al. 2003; Machida-Montani, Sasazuki
al. 2004). On the other hand, consumption of vitamin C has been hypothesized to play a
protective role amonHl. pylori infected people (Zhang, Wakisaka et al. 1997). It is
believed that geographic differences in the rate of GG-amylori infection may be

due to different lifestyle and dietary habits (Lunet and Barros 2003).

Finally, further questions arise from the lack of conclusive findings from randomized
controlled trials. IH. pylori infection increases the risk of GC, its eradication should
reduce development of GC. However reduction of GC risk has not been observed in all
studies in whiclH. pylori was eradicated. For instance a population-based progpecti
randomized, placebo-controlled study in a high risk area of China reported nd benefi

H. pylori eradication in prevention of GC (Wong, Lam et al. 2004). However, tinfing o
eradication is an important issue which could alter results pllori eradication trial

The older the group recruited, the less likely treatment prevents development to GC

(Feldman, 2001).

Although causal mechanism/s tdr pylori have not been well established, several
possible mechanisms have been suggested. It has been shown that infection with

pylori causes an inflammation in the gastric mucosal layer. Chronic inflammation can
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lead to the production of chemical intermediates, such as nitric oxide and superoxid
which can form reactive oxygen and nitrosamines which are believed to be carcinogenic
(Marshall 1994; Wink, Vodovotz et al. 1998). Free oxygen metabolites could damage
DNA and play a mutagenic role (Correa 1992). In additiarpylori infection causes
atrophic gastritis which results in reduced acid secretion in the stomach. An overgrowth
of bacteria may occur due to hypoacidity which subsequently transforms nitrate to
nitrite and increase formation of carcinogenic nitrosamine (Sobala, Pignatelli et al.

1991).

In summary, infection withd. pylori is strongly associated with an increased risk o
precancerous lesions in the stomach. However, most of the infected peopte with

pylori with precancerous conditions will never develop to GC. More than 50% of
worldes population is infected witH. pylori, while 10% ... 20% develop to
gastroduodenal diseases and less than 1% of patients with gastroduodenal diseases
progress to GC. This means there is not a simple and direct causative association
between these two factors. Most studies and meta-analyses have shown a positive
association between GC aHd pylori, whereas some researchers do not accept a direct
and significant relationship between them (Archimandritis, Bitsikas et al. 1993;
Muszynski, Dzierzanowska et al. 1995; Kim, Cho et al. 1997; Broutet, Sarastjaéta
1999; Fujioka, Fahey et al. 2001). This group argues that gastric carcinogemesis is
multi step and multi factorial process, theref onset of GC could not be related to one
single factor but rather to a series of different variables. In addition to this inconsistency
about a general association there are some other controversies among those eeporting
positive association. These inconsistencies are about cardia versus non-cardizglintesti

versus diffuse and developed versus developing countries as well ascerafe
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bacteria The refore, because of suitftonsistencies, the *African enigmaZ, those

studies reporting no or inverse association and inconclusiveness of reports on benefits o
eradication therapy, this association needs to be re-examined to address the question of
what roleH. pylori plays in GC especially in areas of high cardia cancer rate such as
Ardabil province. Therefore despite a large number of studigsylori remains an

important world wide health problem which needs to be further studied.

2.6.3.5 Assessment methods

Several laboratory tests have been introduced to examine whether someone is infected
by H. pylori or not. These methods are divided into two categories of invasive and non-
invasive techniques. The invasive method refers to those tests requiring endoscopy and
biopsy [(histology, culture and rapid urease test (RUT)]. On the other hantyithe

invasive method refers to those without invasive procedures including serbtegtsa

urea breath test (UBT) and detectiorHofpylori antigen in a stool specimen. These
methods have different degrees of accuracy which need to be considerednghoosi
between them is not easy, and several issues need to be considered such as local

availability and the clinical circumstances of patients, as well as cost.

Histology is the most sensitive test which is preferred for patients who require
endoscopy. In this method, biopsied specimens can be investigated for both cell
abnormality andH. pylori infection. Currently it is performed either separately, or in
combination with other diagnostic tests, as a second gold standard after culture.
Sensitivity and specificity of over 95% halveen reported for histology (Vaira, Gatta et

al. 2002). However, sensitivity can be improved by getting at least two specimens, one
from the body and the other from the antrum of the stomach (Dixon, Genta et al. 1996).

Culture is a definitive marker of ia€tion in all infectious diseases. However, culture is
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not a common method for diagnosis-bfpylori and is only performed in specific

conditions. It has been recommended to use this method when there is afailure o
previous treatment, allergy to the antimand antibiotic resistance which needs to
determine antibiotic sensitivity (Marshall 1994). Althbudis test is the gold standard

for H. pylori infection, it is not technically available everywhere. RUT is currently used

in combination with histology. This test is based on the urease actittymfiori. It is

a rapid and cheap test compared to the other invasive methods and results can be seen
while the patient is in the clinic. A high accuracy has been reported for this test
(sensitivity 93% ... 98% and specificity 98%), however, accuracy of test depends on size

and location of the biopsy (Midolo and Marshall 2000).

Serological testing is one of the non-invasive diagnostic methods. The mechanism of
this test is based on the detection of specific ldnpylori either IgG or IgA antibodies

in the patient's serum. Host cells produce an immunological response-topyier
infection and produce 1gG and IgA. Presence of both antibodies in serum and asaliva h
been used for the serological diagnosis of infection (Hirschl, Brandstatter etZj]. 199
Marshall 1994). A prospective study stressed the value of IgA antibody (Aromaa,
Kosunen et al. 1996). Although both antibody levels fall after eradication, IgA falls
faster than IgG. IgG is more sensitive than IgA and long-lasting in the blood ¢gen af
treatment (Hirschl, Brandstatter et al. 1993). Therefore it demonstrates a history of
chronic infection which is preferred for retrospective studies. It has also been shown
that a positive anti. pylori IgG antibody is a sensitive test in diagnosing chronic
atrophic gastritis (CAG) and intestinal metaplasia (IM) (Sitas, Smallwood et al).1993
CAG was shown to be a major pathological precursor of GC (Correa and Ruiz 1989

Sitas and Forman 1989). Serological testing is simple to perform, non-invasive and
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reasonably cheap but a positive result is not always due to acute infection. Since IgG
antibodies persist in the blood circulation for a long period of time after treament,
positive result should be regarded as positive history of exposure rather than an acute
infection (Vaira, Gatta et al. 2002). Antibodies can be detected by different types of
serological assays including hemaglutination, complement fixation test (CFT) and
bacterial agglutination and ELISA (Marshall, McGechie et al. 1984; Kaldor, Tee et al.
1986). Several commercially available serological kits have been used as an alternative
to endoscopy for the diagnosistdfpylori infection but they vary widely in their

accuracy. It is recommended that ELISA kits be validated locally, because the antigenic
properties of local bacterial strains may differ to those used in the tests (Sacket, Haynes
et al. 1991; Lam and Talley 1998; Szeto, Lee et al. 2001; Obata, Kikuchi et al. 2003).
UBT measures the activity &f. pylori urease enzyme. It is highly specific (98%) and

very sensitive (95%) and can indicate cure ratd.qgdylori infection four weeks after

antibiotic therapy (Marshall 1994).

There are some other methods for detedidngylori infection, however most of them

are only performed in research and are not technically available everywhere. These
methods include PCR (polymerase chain reaction), near-patient tests and other
immunological tests of saliva and urine and stool antigen, as well as immunoblast whi

is used to detect an immunological memory of the infection long after the bactesum ha
disappeared (Enroth, Kraaz et al. 2002). Near patient tests were developed to be used in
the management of dyspeptic people, particularly when laboratory based tests are
available. Its accuracy has been compared in several studies which found different
validity (Duggan, Logan et al. 1996). However it is not yet recommended to be used in

primary care because of its poorer accuracy (Duggan, Elliott et al. 1999). Similarly a
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Chinese study did not find it as a sensiti\a te a general practice setting for the test-
and-treat approach (Wong, Wong et al. 2000). It is believed that the estimation of risk
for the association betweéh pylori and GC risk is to some extent related to the
diagnostic method used to detetctpylori infection. It has also been reported that

culture and immunohistochemistry may reveal generally a weaker and statistically non-
significant association betweéh pylori infection and GC compared to the serological
tests (Enroth, Kraaz et al. 2002). Therefore a serological test is the most appropriate
non-invasive test for measurement of exposure téithpylori in the epidemiological

study of GC.

2.6.4 Lifestyles

Lifestyle related habits vary between nations and populations. These habits could
expose people to some substances which may play a carcinogenic role. Among lifestyle
factors tobacco and alcohol drinking are the most widely investigated factors, as well as
snuff dipping and tobacco chewing which were subjects of interest in a few studies in

epidemiology of GC.

26.4.1 Tobacco

Tobacco is widely used in the world in its various types and different methods. At the
beginning of the Z1century about one-third of adults in the world, including incregsi
numbers of women, used tobacco. Almost one billion men and 250 million women in
the world smoke. Smoking is more common in men living in less-developedrtbee
developed countries with prevalence of 50% and 35% respectively, while this rate is
reversed for females with a higher rate of smoking in more-developed compargst to le
developed countries with prevalences of 22% and 9% respectively (Mackay, Eriksen et

al. 2002). Tobacco smoking has decreased by about 1% annually in more-developed
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countries, whereas it is increasing 1% ... 2% in the less-developed countries. This means
that the smoking burden in the less-developed countries is higher than in more-
developed countries. Therefore smoke related cancers will be an increasingly major
health problem in developing countries. It was reported that 15.3% of Iranian adults
smoke. The smoking rate in men is about ten times more than women, 27.2% and 3.4%
respectively (Mackay, Eriksen et al. 2002). A recent study in Ardabil has reported a

general smoking rate of about 30% (Sadjadi, Malekzadeh et al. 2003).

Several studies examined the association of GC and smoking before 1986 when IARC
evaluated them (IARC 1986). IARC Working Group on the Evaluation of Carcinogenic
Risks to Humans did not conclude that the associations noted in some studies were
causal. Following this monograph several other studies reported an associati@nbetwe
GC and smoking. IARC evaluated new evidence in 2002 and updated its previous
monographs (WHO and IARC 2004). In current monographs, tobacco smoking was
classified as a group | carcinogen which means tobacco smoking and tobacco smoke ar
carcinogenic to humans. It has been estimated in a meta-analysis that the proportion of
GC attributable to smoking was 11% and 4% among men aneémwondeveloping

countries respectively while this rate was 17% and 11% among men and women in
developed countries (Tredaniel, Boffetta et al. 1997). The risk of GC was reported to be
50% ... 60% higher, on average, in smokers than in non-smokers (RR = 1.5 ...1.6). This
association was higher in scurrent smokerZ than snever smokerZ in the evaluation of 44

case-control and 27 cohort studies (Vineis, Alavanja et al. 2004).

Almost all of the studies published after the IARC monograph (2004) have reported a
positive association between smoking and GC (Sasazuki, Sasaki et al. 2002; Enge

Chow et al. 2003; Gonzalez, Pera et al. 2003; Minami and Tateno 2003; Koizumi,
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Tsubono et al. 2004; Wu, Chen et al. 2004). It is shown that those classifiag@as e
smokersZ are approximately twice at risk of the development of GC compareckto thos
who never smoked. In addition, the category of scurrent smokersZ were at higher risk
than sex-smokersZ (Sasazuki, Sasaki et al. 2002; Koizumi, Tsubono et al. 2004).
However, a Japanese cohort study which reported a significant increase in tte risk o
GC among +ever smokersZ (RR = 2.01; 95% CI 1.1 ... 3.7), failed to show a dose
dependency (Sasazuki, Sasaki et al. 2002). Another case-control study in Japan also
found a weak association only in males (OR =1.31; 95% CI: 1.02 ... 1.67) (Minami and
Tateno 2003). In addition, a prospective study in ten European countries with%21,46
participants did not shw a significant trend in relation to the number of cigarettes
smoked (Gonzalez, Pera et al. 2003). Finally, it is thought that deep smoking may
increase risk compared to the those who do not swallow smoke (Chen, Chiou et al.
2000). While it has been claimed that using a filter in the cigarette can reduce exposure
to the potential chemical in cigarette, it has been shown to have little effect (Chow,

Swanson et al. 1999).

While there is a lack of evidence in terms of dose dependency, it has been suggested
that smoking may have a different effect in the GC of different sub-sites and
histopathologies. A large case-control study in Canada reported about twice higher ris
of GC in cardia with smoking compared to the distal GC (Mao, Hu et al. 200%). T

study has shown a dose dependency for smoking in cardia cancer, while there was no
consistent dose dependency for distal cancer. Several other studies have also shown a
sub-site association in favor of cardia cancer (Gammon, Schoenberg et al. 1997; Wu,
Wan et al. 2001). This difference was not observed in a recent cohort study in Japan

(Koizumi, Tsubono et al. 2004). There are also several other studies in which no
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difference was observed between two sub-sites (Ye, Ekstrom et al. 1999; Okabayashi,
Gotoda et al. 2000). A similar inconsistency has also been shown for histopathologic
classification (Ye, Ekstrom et al. 1999). The lack of evidence in dose dependency and
debate on the difference between sub-sites and histopathologies could be due to effect
modification with alcohol drinking and. pylori infection (De Stefani, Boffetta et al.
1998a; Chen, Chiou et al. 2000; Zaridze, Borisova et al. 2000; Siman, Forsgren et al.

2001).

The mechanism by which tobacco smoke causes GC is not fully understood. Cigarette
smoke contains a complex mixture of over 4000 chemicals, about 60 of which are
known or suspected to be carcinogenic. Some possible mechanisms have been
hypothesized. Tobacco smoke consists of several chemicals which may damage the
gastric mucosa layer by direct contact or indirectly through the blood streantrdgoni
compounds are well known carcinogens which have been reported in cigarekie s
(Tricker and Preussmann 1992). It was also observed that smoking-related DNA
adducts can be seen in smokers more than non-smokers because of binding of tobacco
carcinogens to the gastric mucosal DNA (Dyke, Craven et al. 1992) . In addition,
tobacco smoking may increase gastric acidity and pepsin which could damage the

gastric mucosal layer (Lanas and Hirschowitz 1992; Endoh and Leung 1994).

2.6.4.2 Tobacco habits other than smoking

Tobacco could be consumed by methods other than smoking: snuff, chewing&nd nas
Snuff comprises powdered tobacco and a variety of additives and can be edigum
inhalation or dipping. In the inhalation this powder is taken in nasally but inipipend),

snuff is placed between cheek and gum and is sucked. Although snuff has been reported

to increase the risk of cancer of the nasal cavity, sinus, tongue and gum and pharynx
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(Winn, Blot et al. 1981; Elbeshir, Abeen et al. 1989; Sankaranarayanan, Duffy et al.
1989), no association was shown with GC (Ye, Ekstrom et al. 1999; Lagergren,
Bergstrom et al. 2000). Tobacco can also be chewed as an alternative method to
smoking. However an association was not observed between GC and tobacco chewing
(Gajalakshmi and Shanta 1996; Mathew, Gangadharan et al. 2000; Mao, Hu et al. 2002;
Rao, Ganesh et al. 2002). Tobacco may also be taken orally in a mixture with other
substances such as ash, lime and cotton seed oil. This compaosition, which is common in
central Asia, northern Iran and part of Pakistan and Afghanistan is called nass. It has
been reported to possibly play a causative role in oral leukoplakia and, most probably,
oral and esophageal cancer (Zaridze, Blettner et al. 1986; Evstifeeva and Zaridze 1992)
but its role has not been examined for GC. The carcinogenic role of these habits were

evaluated by IARC but no association was concluded (IARC 1985).

2.6.4.3 Alcohol

Alcohol consumption has been reported in nearly all societies. However a decliring rat
was shown in most of the more-developed countries, whereas it is rising in mhaay of t
less-developed countries and the countries of Central and Eastern Europe. Based on
report by WHO (2001), alcohol causes as much death and disability as measles and
malaria, and far more years of life lost to death and disability than tobacco or illegal
drugs. There is not conclusive information to estimate how much people are grinkin
since hane, illegal and small commercial products may not be estimated. The most
common products are wine, beer and spirits. The main components of all alcoholic
beverages are water and ethanol. Wine generally ranges in strength from 10% to 14%

alcohol. Beer can range from 0.5% to as high as 14% alcohol and distilled spirits, which
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may contain as low as 20% but usually have upwards of 35% pure alcohol (WHO,

2001).

The association of GC with alcoholic beverages has been examined in several studies.
The results of these studies were controversial as a wide range of associations from
negative to positive have been reported in different countries in which high alcohol
consumption was prevalent, such as USA (Gammon, Schoenberg et al. 1997) Mexico
(Lopez-Carrillo, Lopez-Cervantes et al. 1998), Germany (Boeing, Frentzel-Beyme et al.
1991), Russia (Zaridze, Borisova et al. 2000) and China (Ji, Chow et al. 1996)tsResul
vary between gender (Agudo, Gonzalez et al. 1992; Zaridze, Borisova et al. 2000), su
sites (Ji, Chow et al. 1996; Zaridze, Borisova et al. 2000) and histopatwéogl even
between different form of drinks (Boeing, Frentzel-Beyme et al. 1991; Lopez-Catrrillo,
Lopez-Cervantes et al. 1998). An evaluation was made by IARC in which a causal

association was not accepted betw&C and alcohol (IARC 1988).

The association of substance abuse with cancer has been examined in sevesal studie
and shown to be related to cancer of the bladder, esophagus and larynx (Kmet 1978;
Hewer 1979; Behmard, Sadeghi et al. 1981; Dowlatshahi and Miller 1985;
Ghavamzadeh, Moussavi et al. 2001; Mousavi, Damghani et al. 2003). While there are
some studies which found an association between opium use and aerodigesfiite tra

has not been investigated for GC.

In summary, the role of smoking and alcohol drinking has been examined in many
studies. W hile role of smking in development to GC was accepted by IARC, several
well designed studies did not find a dose-dependency. The results on the assotiation o

GC and alcohol are more inconsistent with the majority reporting no association. It was
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also shown that the interaction between tobacco and alcohol may synergistically
increase the risk of GC. On the other hand, there was no evidence in the literature to

support any association between GC and snuff, tobacco chewing, nass and opium.

2.6.5 Occupation

A large part of adult life is spent in the workplace. Work environment may influence
workerse health status by exposing them to risk factors. The workers could be exposed
directly or indirectly to the occupational hazards including physical, chemical and
biologic agents. Occupational exposures are important to the cancer epidemiologist
from different points of view: scientific, social, and public health. As a scientific issue,
the workplace offers a unique possibility for epidemiological studies because of the
possibility for long term follow up. As a social issue, work has special place in most
cultures and political systems. Occupational illnesses, including cancer, deserve a
special legal compensation system. Therefore, scientific answers are needed from
exploring the links between exposure and disease. Finally, as a public health issue,
occupational cancer is theoretically preventable, so it offers a crucial opportunity for

intervention and primary prevention (Frumkin 1997).

The carcinogenic role after workplace exposures was first reportef in 18 century

where employment in particular occupations was found to potentially increase the risk

of cancer (Pott 1775 cited in Greenwald, Kramer et al. 1995). This was followed by
several studies conducted by occupational epidemiologists. Although the majority of

such studies have focused on lung cancer, a number of studies have reported that other
cancers such as GC may be linked to certain industries and occupations. It is unclear to
what extent cancer is occupational, although estimates of 2% ... 20% have been reported

(Fox and Adelstein 1978; Nurminen and Karjalainen 2001). The most widely cited
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article estimated that 2% ... 8% of cancer is attributed to occupational exposure in the

USA (Doll and Peto 1981).

A higher proportion of cancer is attributed to occupation in less-developed compared to
more developed countries (Frumkin 1997). It is believed that the intensity of exposures
may be higher in less-developed countries due to inadequate controls by authorities and
governments. The duration of exposure may also be longer in less-developed countries,
on a weekly basis because of longer work schedules, and over a lifetime because of the
prevalence of child labor. Workplaces close to residential areas, even within the same
structures, increase the opportunities for population exposure and extend the potential
exposures from the workforce to family members and others. Many of the workforce in
developing nations are employed in small firms with few technical and financial
resources to reduce exposures and are beyond the reach of inspection authorities.
Therefore epidemiological studies in developing countries play an important role in
prevention programs. As seen in Appendix J, despite this higher risk in less developed
countries the majority of occupational studies on GC have been conducted in more
developed countries. Meanwhile, people working in the same industries and occupations
but different geographic areas may have different risk. This inconsistency in the results
could be partly explained by difference in the dose and nature of exposures or by
assessment methods. In Iran, like other developing countries, work takes place in small
industries without using safety equipment such as protective clothing, gloves, and
respirators and usually involves minimally trained and educated employees. These

workplaces are geographically far from the control of the health department.

Thirty five studies and one meta-analysis relating to occupation and GC were found by

a Medline search and cross-reference checking (Appendix J). Specific attention was
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paid to the articles published during the last ten years after considering a review which
comprehensively examined related studies in 1996 (Cocco, Ward et al.). In this sectio
published articles are examined in two sections of industry and occupation by using the
Industrial Gassification of All Economic Activities (ISIC) (Appendix K) and

International Standard Classification of Occupations (ISCO-88) (Appendix L)
(International Labour Office. 1990; United Nations. Statistical Division 2004).

However, these two categories cannot be completely separated. As Appendix | shows
all of these studies except two studies in Taiwan and Brazil were conducted in more
developed countries (Yang, Chiu et al. 1997; Medrado-Faria, Rodrigues de Almeida et

al. 2001).

2.6.5.1 Industrial classification

Industries have been categorized into 17 categories and 60 sub-categories based on
ISIC. Of these, 13 categories have been investigated in the reviewed studies which are
discussed in this section. These categoridsidec(A) agriculture, hunting and forestry,

(B) fishing, (C) mining and quarrying, (D) manufacturing, (F) construction, (G)
wholesale and retail trade, repair of motor vehicles, motorcycles and personal and
households goods, (1) transport, storage and communications, (J) financial
intermediation, (K) real estate, renting and business activities, (M) education, (N) health
and social work, (O) other community, social and personal services activities and (P)

private households with employed persons.

Agriculture, hunting and forestry have been examined in several studies (Burns and
Swanson 1995; Cocco, Ward et al. 1998; Parent, Siemiatycki et al. 1998; Ekstrom,
Eriksson et al. 1999; Engel, Vaughan et al. 2002; Bucchi, Nanni et al. 2004; Krstev,

Dosemeci et al. 2005). A case-control study in which the phone interview was used to
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measure exposure, reported an OR of 2.4 (95% CI: 1.0 ... 6.1) only for white men (Burn
and Swanson 1995J his association was also observed in a cohort study which
observed a modest increase in people working in agriculture (Bucchi, Nanni et al.
2004). However, when time periods of mortality were categorized, this association
remained significant for only the time period of #1969 ... 19767 and other tiousperi
1977 ... 19847 and <1985 ... 19937 became non-significant. This findinthahtves
pattern of exposure might have changed over time. It is thought that exposure to dust
pesticide, herbicides and other chemicals may be responsible for this association.
However,most of the studies did not support this association. A meta-analysis did not
find an association between these factors (Acquavella, Olsen et al. 1998), although it
was an extension of another meta-analysis which had reported a weak association
(Blair, Zahm et al. 1992). In addition, no difference was observed between the
anatomical sub-sites in relation to work in agriculture (Engel, Vaughan et al. 2002).
This inconsistency of findings was also reported in a review by Cocco, Ward et al

(1996).

A positive association has been reported between GC and mining and quarrying (Raj,
Mayberry et al. 2003). Some studies have categorized mining based on the mined
material in which an inconsistent positive association was reported for gold mining
(Kusiak, Ritchie et al. 1993) and coal mining (Gonzalez, Sanz et al. 1991b). A
Swedish cohort study described this association as caused by exposure to dust in the
workplace (Aragones, Pollan et al. 2002). In this study risk was higher for long term
employment compared to general cohort (RR = 1.91; 95% CI: 1.40 ... 2.61) and (RR =
1.55; 95% CI: 1.25 ... 1.93) respectiv&lyrect damage of gastric mucosa layer was

suggested as a possible mechanism in development to GC. In a study of coal miners it
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was shown that people with mild pneumoconiosis or normal lung develop GC more
than those with severe pneumoconiosis. Authors believed that inhaled dust could be
cleared out from the respiratory tract and swallowed in the case of a normahckea
system (Swaen, Meijers et al. 1995). This swallowed dust may play a carcinogenic role

by local damage to the gastric mucosa.

The most widely examined category is manufacturing which was the subject of interest
in several studies. This category covers the highest number of sub-categories in ISIC.
An inconsistent positive association has been reported for five subcategories of
manufacturing: (a) food and beverage industries, (b) basic metal manufacture, (c) paper
and paper products, (d) publishing and printing and (e) rubber and plastic products.
Working in food and beverage industries may increase the risk of GC by about two fold
(Burns and Swanson 1995; Cocco, Ward et al. 1998; Parent, Siemiatycki et al. 1998;
Boffetta, Gridley et al. 2000; Engel, Vaughan et al. 2002). However association was
statistically significant in only two articles. In addition a higher risk was reported for
cardia GC compared to all sub-sites, (OR =2.6; 95% CI: 1.1 ... 6.2) and (OR = 1.6; 95%
Cl: 1.1 ... 2.3) respectively, and among meat industry workers (Boffetta, Gridley et al.
2000). Metal manufacturing was also examined in six studies and was shown to be
significantly associated with GC in three studies (Park and Mirer 1996; Ekstrom,
Eriksson et al. 1999; Engel, Vaughan et al. 2002). Risk was particularly high for

working duration of more than ten years (OR = 1.65; 95% CI: 1.17 ... 2.32) compared to
ever workersZ (OR = 1.46; 95% CI: 1.10 ... 1.94) (Ekstrom, Eriksson et al. 1999). Sub-
categories of paper, paper products and publishing and printing showed about two fold
increase in the risk of GC (Cocco, Ward et al. 1998; Engel, Vaughan et al. 2002). The

findings of these two studies were inconsistent regarding anatomical sub-sites of GC.
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Finally, the rubber industry is a suspect in GC (Tomatis, Kaldor et al. 1994, Strai
Chambless et al. 1999). According to the IARC monographs, GC may occur & exce

in various product areas and departments of rubber industry, lboheistent excess is

seen across the various studies (IARC 1987). The majority of the studies after IARC
monographs did not report any significant association between GC and this sub-
category (Cocco, Ward et al. 1998; Straughan and Sorahan 2000; Aragones, Pollan et al.
2002; Engel, Vaughan et al. 2002). No significant association has been reported
between GC and furniture and wood manufacturing industries, motor vehicles and

trailers, textile and leather manufacturering.

Construction category was examined in five studies (Burns and Swanson 1995; Cocco,
Ward et al. 1998; Ekstrom, Eriksson et al. 1999; Aragdaelan et al. 2002; Engel,
Vaughan et al. 2002). These studies showed no significant association between GC and
working in the construction industry, with the exception of a Swedish study which
reported a modest increase in the risk of GC among those working in the construction
industry (Aragones, Pollan et al. 2002). Moreover, an increase of risk which was found
in a population-based case-control study disappeared after adjustment for age, gender

and socioeconomic status (Ekstrom, Eriksson et al. 1999).

Five studies examined the association between GC and category of transport, four of
which reported a significant increas risk among sub-category of land transport

(Cocco, Ward et al. 1998; Parent, Siemiatycki et al. 1998; Aragones, Pollan et al. 2002;
Engel, Vaughan et al. 2002). They reported about 20% ... 80% increase in the risk of GC
among workers in this industry. All of these reports were about men and only one of
them found a sub-site specific association for cardia cancer (Engel, Vaughan et al.

2002).
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A significant association has not been observed for the remaining industrial categories:
wholesale and retail trade, health and social work (Burns and Swanson 1995; Engel,
Vaughan et al. 2002), private households with employed persons (Burns and Swanson
1995; Cocco, Ward et al. 1998; Ekstrom, Eriksson et al. 1999; Aragones, Pollan et al.
2002), other community, social and personal service activities (Burns and Swanson
1995; Engel, Vaughan et al. 2002), education and fishing (Aragones, Pollan et al. 2002;
Engel, Vaughan et al. 2002) and financial intermediation and real estate, renting and

business activities (Cocco, Ward et al. 1998; Aragones, Pollan et al. 2002).

2.6.5.2 Occupational classification

Occupations were classified in ten major, 28 sub-major and 116 minor groups based on
International Standard Classification of Occupations (International Labour Office.
1990). These groups have been arranged in order from non-manual to heavy manual

work titled from 0 - 9 (Appendix L).

The first major group is legislators, senior officials and managers, which were egdamin
in four studies (Kang, Burnett et al. 1997; Cocco, Ward et al. 1998; Aragones, &ollan
al. 2002; Engel, Vaughan et al. 2002), two of which showed an increased risk of GC
Cocco, Ward et al (1998) reported thdtite men working as financial managers were
at higher risk compared to the control group (RR = 6.1; 95% CI: 1.3 ... 28.8), but this
interpretation was just based on six cases. On the other hand, a protective role which
was reported for administrative and managerial workers among men, was attenuated
after adjustment for age, period of diagnosis, geographic risk area and occupational

sectors (Aragones, Pollan et al. 2002).
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The third group of occupation, technician and associate professionals, were examined in
five studies (Burns and Swanson 1995; Cocco, Ward et al. 1998; Parent, Siemiatycki et
al. 1998; Ekstrom, Eriksson et al. 1999; Engel, Vaughan et al. 2002), two of which
reported about a two fold increase in the risk of development of GC among electricians
(Parent, Siemiatycki et al. 1998; Engel, Vaughan et al. 2002). The latter found a sub-site
association for non-cardia adenocarcinoma of stomach (OR = 2.4; 95% CI: 1.0 ... 6.1).
In addition, it was reported that those who had worked more than ten years in the minor
group of safety and quality inspectors were at 2 ... 3 times higher risk of GC (Burns and

Swanson 1995).

In relation to the major group of clerks, a Swedish cohort study reported a slight
increase for the minor sub-group of cashiers, tellers and related clerks but it was
attenuated after adjustment to the age, period of diagnosis, geographic risk area and

occupational sectors (Aragones, Pollan et al. 2002).

Five studies also examined the major group of plant and machine operators and
assemblers and its sub-groups (Burns and Swanson 1995; Cocco, Ward et al. 1998;
Parent, Siemiatycki et al. 1998; Aragones, Pollan et al. 2002; Engel, Vaughan et al.
2002), four of which showed an irgasing risk between 1.2 and 1.8 times for the sub-
major group of drivers and mobile plant operators and related minor groups particularly
in motor vehicle drivers. Meanwhile a positive association was shown for assemblers
among white men (OR = 2.0; 95% CI: 1.1 ... 3.4) and black women (OR = 5.4; 95% CI:
1.3 ... 22.0) (Burns and Swanson 1995) and white male pulp and paper mills worker (OR
=2.0; 95% CI, 1.0-37), and newspaper publishing and printing men (OR = 2.6; 95% CI,

1.0-6.3) (Cocco, Ward et al. 1998).
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Major group seven covers occupations related to craft and related trades workers. This
was the most widely examined group during the last ten years and the subject of 14
articles (Burns and Swanson 1995; Swaen, Meijers et al. 1995; Pang, Burges et al.
1996; Park and Mirer 1996; Robinson, Petersen et al. 1996; Xu, Brown et al. 1996;
Cocco, Ward et al. 1998; Parent, Siemiatycki et al. 1998; Ekstrom, Erikssoi@99y.
Boffetta, Gridley et al. 2000; Wong and Harris 2000; Park 2001; Aragones, Podan et
2002; Engel, Vaughan et al. 2002). For food products an increased risk of 1.3 ... 4.0 was
reported among different food-related occupations including butchery, bakery and food
workers (Burns and Swanson 1995; Cocco, Ward et al. 1998; Parent, Siemiatycki et al.
1998; Boffetta, Gridley et al. 2000; Aragones, Pollan et al. 2002). The secomasgab-
group which was shown to link to GC is metal and machinery and related trades
workers where there may be an increase in the risk up to five times. This sub-major
group covers the minor groups of welders and solderers, roofers and pavers and nickel
platers, lead smelter and steel workers (Burns and Swanson 1995; Pang, Burges et al.
1996; Park and Mirer 1996; Xu, Brown et al. 1996; Coccard\ét al. 1998; Ekstrom,
Eriksson et al. 1999; Wong and Harris 2000; Aragones, Pollan et al. 2002; Engel,
Vaughan et al. 2002). For wood workers, no association was reported with the exception
of one article which reported an increasing risk of about 80% (Robinson, Petersen et al.
1996). Miners were also shown to have a positive association with GC in the reviewed
articles. Accordingly, working as a miner was reported to increase the risk about 50%

(Swaen, Meijers et al. 1995; Aragones, Pollan et al. 2002).

Elementary occupations which covers most of the occupants who are working as
labourers in different industries were examined in 11 studies since 1995 (Burns and

Swanson 1995; Xu, Brown et al. 1996; Vaughan, Stewart et al. 1997; CoccoeVdard
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1998; Parent, Siemiatycki et al. 1998; Straif, Chambless et al. 1999; Tsuda, Mino et
2001; Aragones, Pollan et al. 2002; Engel, Vaughan et al. 2002; Stucker, Meguellati et
al. 2003; Bucchi, Nanni et al. 2004). Some of the minor groups have been inconsistently
reported to link to GC including manufacturing labourers with 909220 % excess in

the risk of GC (Burns and Swanson 1995; Xu, Brown et al. 1996; Parent, Siemiatycki et
al. 1998; Straif, Chambless et al. 1999), driver sales (OR = 3.8; 95% CI: 1.6 ... 9.0)
(Burns and Swanson 1995) as well as construction, transport labourers and freight
handlers and launderers and cleaners (Cocco, Ward et al. 1999; Aragones, Pollan et al.
2002). Those people working in this latter group for more than ten years were at higher

risk than those working less than ten years.

The majority of reviewed papers did not report any significant increase for major, sub-
major and minor groups of professionals (Cocco, Ward et al. 1998; Ekstriéssdn et

al. 1999; Engel, Vaughan et al. 2002), excluding a study which reported an increase in
the risk for minor sub-group of nursing and midwifery professionals amongswom
(Aragones, Pollan et al. 2002). According to this study risk of GC was higher ia thos
with job history of more than ten years compared to the general cohort (RR = 1.49; 95%
Cl: 1.22 ... 1.81) and (RR = 1.66; 95% CI: 1.20 ... 2.29) respectively. On the other hand
this study showed an inverse association between GC and the major group of
professional and technical work in both men and women (RR = 0.77; 95% CI: 0.73 ...
0.82) and (RR = 0.85; 95% CI: 0.77 ... 0.95) respectively. In addition a negative
association was reported for minaogps of engineering, medical, educational and

legal professionals among men. Furthermore there was not any significant association
among service workers and shop and market sales workers and its sub-groups in four

reviewed studies (Burns and Swanson 1995; Ekstrom, Eriksson et al. 1999; Aragones,
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Pollan et al. 2002; Engel, Vaughan et al. 2002). In the reviewed studies h@BgBoCi
was shown for group 0: armed forces (Cocco, Ward et al. 1998; Aragones,éRallan

2002; Engel, Vaughan et al. 2002).

Some issues should be considered before interpreting the above reviewed papers. First,
as seen in Appendix J, the majority of occupational studies have been based on death
certificates, cancer registry information or company records. Since these sources of
information usually provide information just on job titles, they may cause some
problems in the classification of the industries and occupations. In these records
normally only a job title is recorded without their duties and working history.
Occupational histories are often collected from next of kin and recorded by a funeral
officer so it may cause occupational misclassification. Histopathologic classification
could not be extracted from such records. As a result a proportion of deaths may have
been wrongly classified. Death certificates normally record the most common and
recent job rather than lifetime work history. It may result in an important loss of
information on exposures experienced in other jobs, mainly among short term workers

who usually experience the highest workplace exposures.

Secondly, confounding is a critical issue throughout occupational epidemiology which
was not considered in some of the above discussed studies. Therefore, estimates of risks
can differ widely between similar studies. As a result of these weaknesses occupational
risks of GC remain the subject of debate (Raj, Mayberry et al. 2003). Age is an

important confounder, since cancer varies greatly with age, but was omitted or at least
not reported in some articles (Pang, Zhang et al. 1997; Zeka, Eisen et al. 2004). Gender
and race may be important and are routinely adjusted in the studies of occupational

cancer. Another important confounder in occupational epidemiology is social class.
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Workers who experience carcinogenic exposures mostly belong to the specifiogvorki
class, or are sometimes poor. There is a complex relationship between social class and
cancer, which was not considered in some of the reviewed articles (Kang, Buahett et
1997; Kazerouni, Thomas et al. 2000; Aragones, Pollan et al. 2002; Bucchi, Nanni et al.
2004; Zeka, Eisen et al. 2004). Social class is itself a surrogate for a range of other
behaviors and exposures, including the most suspected environmental risk factor,
smoking. In fact, smoking prevalence has long been known to vary by occugation
category and social class (Giovino, Henningfiel@l. 1995; Frumkin 1997MH. pylori
infection and diet have been shown to play an important role in the etiology of GC.
Although these two factors have been important confounders and they may interact with
occupational exposure, they were not often adjusted in the reviewed studies (Kang,
Burnett et al. 1997; Cocco, Ward et al. 1998; Marsh, Gula et al. 1999; Boffetta, Gridley
et al. 2000; Kazerouni, Thomas et al. 2000; Aragones, Pollan et al. 2002; Engel,

Vaughan et al. 2002; Bucchi, Nanni et al. 2004).

Interaction is another important problem in occupational cancer epidemiology. This
phenomenon occurs when the joint effect of two or more carcinogens is different to
what would have been predicted based on the individual effects. It may be synergistic o
antagonistic, in which joint effects can increase or decrease the combined individual
effects. In some cases, interaction may be nothing more than the combined effects of
two carcinogens acting through different mechanisms, such as an initiator and a
promoter. Individually these substances may beiptedi to have a certain degree of

effect, but in combination they may be far more potent (Frumkin 1997). Ames (1983)
found a risk excess in miners who had prolonged exposure to both coal mine dust and

cigarette smoke, suggesting an interaction between these factors but it has not been
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examined in the reviewed articles (Kang, Burnett et al. 1997; Cocco, Ward et al. 1998;
Marsh, Gula et al. 1999; Boffetta, Gridley et al. 2000; Kazerouni, Thomas et al. 2000

Bucchi, Nanni et al. 2004; Zeka, Eisen et al. 2004).

2.6.5.3 Assessment methods

Exposure assessment during a person's work history is a critical component of studies
focusing on the effects of occupational exposures. Prospective exposure assessment is
ideally the best method in occupational epidemiology. However, it is difficult to follow
people for a long time as cancer always occurs some time after exposure. Therefore,
retrospective exposure assessment is generally used in occupational epidemiology either
by case-control or cohort studies. The most common method for assessment of
occupational exposure includes questionnaire, medical records, death certificates and
administrative data sources (Teschke, Olshan et al. 2002). Data on occupation and
industry, whether from questionnaires or records, is usually derived from self reports or,
when a subject is dead or in some way incapable, by next of kin. Self-reports were
shown as a valid and reliable method of exposure assessment in several sthdies w
reliability of 70% ... 90%. In these studresylts of self-reported work history were
compared with government records (Baumgarten, Siemiatycki et al. 1983) , company
records (Bond, Bodner et al. 1988) and re-interview (Brower and Attfield 1998). Since
such records did not exist in Iran, self report work history was utilized as the only

possible method of exposure assessment.

In summary, epidemiological studies have examined the influence of working in
different industries and occupations on GC. They have shown an inconsistent positive
association between GC and some particular industries including agriculture, mining,

transport, food industry and metal and paper product manufacturing. A non-significant
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increase in the risk among construction works was also reported. Meanwhile some othe
studies have focused on the role of occupation. These investigators showed an
increasing risk in assemblers, pulp and paper workers and white males in publishing and
printing as well as motor transport vehicle drivers. A positive association has been
reported vith elementary works which cover most of the labourerse job such as
construction, transport, freight handler, launderer and cleaner and driver sales. A higher
risk of GC has also been reported in food, metal and machinery products workers and
miners. Some of these studies reported a sub-site specific association, such as cardia in
the food and transport workers and non-cardia among electricians, metal, publishing and
paper product workers, however it remains uncertain because of inconsistency between

studies.

2.6.6 Other risk factors

Several other factors have been stated to link to GC. An inconsistent increasing risk of
GC was found among people with higher BMI especially in cardia GC (Chow, Blot et

al. 1998; Lagergren, Bergstrom et al. 1999b; Wu, Wan et al. 200&{giBgBarr virus
(Neugut, Hayek et al. 1996; Shinohara, Miyazaki et al. 1998; Corvalan, Koriyama et al.
2001), exposure to radiation (Neugut, Hayek et al. 1996; Nomura 1996; Kai, Luebeck et
al. 1997) whereas an inverse association was reported for non-steroid anti inflammatory
drugs (NSAID) (Farrow, Vaughan et al. 1998; Sorensen, Friis et al. 2003; Wang, Huang
et al. 2M3; Gammon, Terry et al. 2004). However these findings are controversial an

require further work before being considered in primary prevention.
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CHAPTER THREE: RESEARCH DESIGN AND
METHODS

As it was discussed in chapter one, the aim ofrdgsarch is tnvestigate whether

there is an association between environmental factors and GC in Ardabil province. In
other words, whether or not GC patients have been exposed to environmental risk
factors more than those who are cancer free. Several factors are thought to contribute to
GC as discussed earlier namely; dietary habitqylori infection, lifestyle and

occupation as well as familial history. Although many studies have been carried to
explore the relationship between these risk factors and GC, there is still controversy
abaut the findings and little has been done in Iran. The main hypothesis was mentioned
in chapter one as *There are modifiable factors of dietary h&bitsylori infection and
possibly lifestyle and occupation which coribute toGCZ. Corresponding questions

arise from these hypotheses, which are stated below.

1. Do people who have developed GC have a history of higher consumption of red
meat, dairy products and preserved food than people who do not have this disease?

2. Do people who have not developed GC have a higher consumption of eating fresh
fruits and vegetables than GC patients?

3. Do people who have a preference for higher salt intake or strong and hot tea develop
GC more than those without these habits?

4. ls there an association between GC and a history of working in a particular industry
or occupation?

5. Is an increased risk of GC associated with lifestyle (e.g. smoking, drinking alcoholic

beverage and opium use)?
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6. Is the risk of GC increased Bl pylori infection?

7. Is there any difference between anatomical sub-sites of GC (cardia and non-cardia)
in relation to exposure to the environmental factors?

8. Is there any differencedtween histopathological classifications of GC (intestinal

and diffuse) in relation to exposure to the environmental factors?

In order to find answers for these questions a study was conducted in the Noothwes

Iran. The method is explained in this chapter.

3.1 Study design

Ideally, the most powerful study design to answer these questions is an interventional
study. However, it is not feasible for this research because of ethical considerations and
time limitation. In medical research the approach often is limited to observational
methods namely; cohort, case-control, ecological and cross sectional studies. A cohort
study can provide precise information about cause and effect but it would need a very
large number of people to be followed for long term to find a similar risk ratio to that of

a case-control study. Therefore case-control method is especially preferred for
evaluating the etiology of rarer diseases. A case-control study is relatively inexpensive
and can be carried out in a short period of time. In addition, it allows the examination of
the effects of multiple etiological risk factors (Schlesselman 1982). In this method
patients who have developed a disease are identified and their past exposures to the
suspected etiological factors are compared with those controls who do not have the
disease. For these reasons a case-control approach was selected to answer the questions
of this study. This is a population-based case-control study as both cases arld contro

were selected from the community base.
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3.2 Geographic and demographic description of the study area

Ardabil province is located in Northwest of Iran (Figure 3.1) and has an area of about
17,881 square kilometers (1.09% of Iran area). The province was formerly ddtricts
East Azerbaijan province and was established in 1995. Itis a mountainous area in
which Sabalan is the highest peak with an altitude of 4811 meters. Sabalan is a volcanic
mountain which has been dormant for a long period. It borders the Reptiblic
Azerbaijan (part of former Soviet Union) in the north and Zanjan, Guilan and East
Azerbaijan provinces in the south, east and west respectively. There is a wide climate
variation between the different Ardabil districts. Districts in north of the province
(Parsabad, Bilesavand Germi) hav e a hot sumnaard temperate winter, whereas
Ardabil and Meshghin in central and Khalkhal in southern part of province have a very

cold winter and mild weather in summer (Statistical Centre of Iran 2002).

Figure 3. 1: Geographic situation and incidence res of GC (ASR) in Ardabil province, Iran and
nearby countries
(M) male and (F) female
incidences from (Ferlay, Bray et al. 2004)

90



Ardabil's population was 1,204,410 (1.84% of Iran's population) in 2002 (Statistical
Centre of Iran 2003). According to the latest National Census, 51.2% of the Ardabil
population was urban residents (Statistical Centre of Iran 1996). The population is
comparatively young; 40% under 15 years old (Figure 3.2), thus the incidence of GC
which is age related may increase during the next decades due to the aging of the
population. The population is from Arian Caucasoid ancestry and speak Azari language

(Sadjadi, Malekzadeh et al. 2003).

Figure 3. 2: Population pyramid of Ardabil province
from (Sadjadi et al., 2003)

3.3 Study population
In order to examine the risk factors proposed earlier and explore the relationship
between the selected variables to GC, subjects were recruited in two groups of cases and

controls.

3.31 Definition and Selection of Cases
Cases were defined as adults who had been diagnosed histopathologicaly as having GC.

They were diagnosed by pathologists in five private laboratories and two hospitals. The
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general inclusion criteria for cases were as follows: (1) Ardabil residents for dtleast
years prior to diagnosis; (2) aged more than 18 years (3) have not had previous gastric
surgery prior to diagnosis of GC and (4) a positive histopathologic re@sts@vere
identified from the Ardabil Cancer Registry. This registry was established in 12P9 a

is run by Ardabil University of Medical Sciences and supervised by the Digestive
Diseases Research Center (Tehran University of Medical Science). A specific data
collection form was distributed from the cancer registry to all laboratories, alkssgitd
private and public clinics working iArdabil province. All cancers were reported te th
cancer registry using this form which contained information on name, agergend
address and histopathologic diagnosis of cancer. However, a specific active surveillance
was arranged for GC by the cancer registry to ensure completeness of case
ascertainment. In that surveillance program all hospitals, public and private clinics,
particularly those of three gastroentrologists, were regularly visited. All reported cases
were classified according to the International Classification of Disease for Oncology
(ICD-O code 160-9) and entered in a database which was used for case findings
(Appendix M). The histologic sub-types and anatomical sub-sites of cancer were also

considered where such information was available from the pathology reports.

After identification of the incident cases, they were informed by the Ardabil health
department about the study which asked them whether they wished to participate in the
study or not (Appendix N). In the case of their acceptance they were introduced to the
researcher. For those cases who agreedrticipate but were not ready on that day due
to time or place inappropriateness, another session was arranged to suit the participant.
Meanwhile those cases who refused to participate were excluded from the study. A form

was completed for these refusal cases which contained information on age, gender and
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reason for non-participation (Appendix O). The process of case recruitment is shown in

Figure 3.3.

Figure 3. 3: Procedure of case recruitment

3.3.2 Definition and Selection of Controls

Controls were sought from community samples assumed to be cancer free based on
their records at the health center. The health department of Ardabil University of
Medical Science was contacted to provide a sampling frame derived from the annual
household survey. Generally, each province has a medical university which is
responsible for medical education as well as providing health care for all inhabitants via
a provincial health department. Primary health care is provided by this department to
people via urban and rural health centers. Each center normally covers 9000 ... 15000
individuals. At the beginning of each year information is collected about household
inhabitants, newborns and deaths through direct, home-to-home visits by health
professionals from rural and urban health centers. Each household is allocated a unique

household number during this home visit. This information is sent to the district health
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centers which compile information in a database to be sent to the provincial health
department. The database in the provincial health department was used to seteat rand
household numbers using an internet based program named Research Randomizer
(Urbaniak and Plous 1997). Five hundred and fifty random numbers were gdrmrate
Research Randomizer which were considered as household number. This list contained
almost one and half times the predetermined number of controls to be replaced in case
of refusals. Controls also had to be a resident of Ardabil province for at least five years
and had the same criteria as cases except for being a GC patient. Ideally, selection of
equal numbers of cases and controls will make a study most efficient, however due to
the rarity of GC, two controls were drawn for each case, frequency matched on 5-year

age groups and gender, to increase the power of study.

In relation to recruitment of controls, predetermined households were visited by health
professionals seeking eligible individuals who satisfied the inclusion and matching
criteria. If such a person was not available at that home or did not satisfy inclusion
criteria, the immediate neighbor to the right hand side was referred to for eligible
control. This process continued for a maximum of three households including the first
predetermined household. If an eligible control could not be found, the primary list of
random controls was used to choose another subject. In the next step, eligible controls
were given an information letter from the local health authority which invited them to
join this study. After agreeing to take part in the study, similar steps were performed as
the cases in relation to the interview and blood sampling. This procedure is shown in
Figure 3.4. The interviews were administered either in the local (Azari) or Persian

language, depending on subjectse preference.
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Figure 3. 4: Procedure of control recruitment

3.4 Sample size

Selection of an adequate number of subjects is an essential factor which must be
considered in all studies. This is an important issue in gaining statistically significant
results. Selection of sufficient samples will result in avoiding two types of errors, type |
and Il. Type | error Q is the probability of finding an association between disease and
exposure while they are not actually related to each other. Type Il error (3) is the
probability of rejecting the association between exposure and disease where there is an

association. The power of the studgncbe measured using (1- 3).

To calculate the sample size in this study using equation 3.1, four factors were
considered. These were firstly@Pwhich shows the proportion of exposure in the
control group, secondly *RZ that was denoted for relative risk for hypothesized
association of the exposure and disease. Odds réigs-often used instea relative
risk *RZ in case-control studies, thirdly2 which denotes level of significance and

finally the power of the study which can be calculated from *RZ (Schlesselman 1982).
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n Zﬁq—z (Equation 3. 1)
P Bo
p Py > Po qlop (Equation 3. 2)
p Py UR (Equation 3
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The quantities of Z and Z are values from the standard normal distribution
corresponding ta and . Considering predeterminecand which were 0.05 and

0.10 respectively, their values are Z =1.96 and Z = 1.28 for two-sided test of the
hypothesis. In equation 3.1 enZ denotes the sample size for each group when there is
equity in the number of case and control. To calculate sample size, the proportion of

exposure in the controlp, was estimated at 70% fét. pylori infection, althougla

wide variation was reported in different parts of Irap.wBs assumed to be 30% for
smoking based on available information (Malekzadeh, Sotoudeh et al. 2004). By
considering the above equation, the minimum number of cases were 250 and 190
patients to find a doubling in the risk of GC fér pylori and smoking respectively.
However, due to the limited time of study and the rarity of disease, it was intended to
have multiple controls per case therefore another equationa3.€mployed for an

adjustment of sample size. In this equation cZ denotes the number of controls per case.

c 1un _
nc —— (Equation 3.4)
2C
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Therefore, by assumg a ne alen e of 7 @ and 30% fbt. pylori infectiln and

smoking anongcontrols,a matchel deg , 0.05(two-sided),and havirg two

controls per case 187 and 143 gdts would be the minimum number of cases to find a
doubling of GC risk. Table 3.2 presents the number of subjects in various prevalences of
expasure and control/ case ratios to finan OR ranging 1.5 - 2.0. Therefore based on the
Table 3.1, recruitment of 200 cases and 400 controls was deemed to be sufficient

sample size to provide a good power of study (> 90%) for these exposures.

Table 3. 1: Required cases to detect OR of 1.5 ... 2.0 with various case: control ratios alpha = 0.05
and power of study = 90%

Case: control Case: control Case: control Case: contrd
(1: 1) (1: 2) (1: 3) (1: 4)
= g 15 175 20 15 175 2.0 1.5 175 20 15 175 2.0
0

0.20 716 364 231 537 273 173 478 242 154 448 227 144
0.30 570 294 190 427 221 142 380 196 126 356 184 119
0.40 520 273 178 390 205 134 346 182 119 325 170 112
0.50 520 277 184 390 208 138 346 185 122 325 173 115
0.60 563 305 205 423 229 154 376 203 136 352 191 128
0.70 670 367 250 502 276 187 446 245 166 418 230 156
0.80 913 508 349 685 381 262 609 339 233 571 317 218

P, = Prevalence of exposure in control

OR = Odds ratio

3.5 Research instruments

Two research instruments were utilized to measure exposure to the predefined factors.
These research instruments were a structured questionnaire and a biological specimen.
The questionnaire ascertained information on demographic characteristics,
socioeconomic status, smoking history and beverage consumption, medical history,
occupation and eating habits. In the next step their blood was collected and stored in
two tubes by a trained laboratorist who immediately transferred them to the laboratory.
The first tube which contained citrated blood specimen was used for blood grouping and

the second tube was centrifuged and serums were parted. These serums were kept in the
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...60C freezer to be further used for detecting 1gG antibody agdinsylori using

Enzyme-Linked Immunosorbent Assay (ELISA).

3.5.1 Questionnaire

A questionnaire is the most commonly used instrument for measurement of personal
characteristics and exposure to environmental factors. It can be either by interview or
self-administered. Both methods have advantages and disadvantages, however,
interview administered questionnaire is normally preferred. For this study a person to
person interview was selected because of high illiteracy in older people. Moreover a
personal interview can promote a subjectes collaboration and reduce misunderstanding,
although it may cause interviewer bias. To minimize this bias an instruction guide was

prepared to be used by interviewers.

The study questionnaire was based on a previously administered questionnaire in
Ardabil (Malekzadeh, Sotoudeh et al. 2004). Some modification was made to the
original questionnaire after considering principles of questionnaire design to collect
detailed information about time and dose of exposure particularly in the consumption of
tobacco, opium and alcohol (Silva 1999; Armitage, Matthews et al. 2002). For instance,
in the original questionnaire, subjects were asked about the starting and finishing date of
exposure to calculate duration of exposure. Since there was a possibility of smoking
cessation, another question was added asking about possible smoking cessation time. In
addition, due to possible variation between week-days and week-end smokingesepara
guestions were asked about smoking during week-days and the week-end. This was not
considered in the original questionnaire. The same modification was done for

consumption of alcohol and opium and other substance use.
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The modified questionnaire was pre-tested with ten Iranians to find any ambiguou
unclear wording as well as average interview time. The average time was 54 minutes
and no changes were made in wording, however, two extra choices weddadue
multiple choice questions. First a "Do not knowZ choice was given to be used in the
case of unclearness of answer for participants. Secondly, an sotherZ choice with
opportunity to specify was added in case their response was not found within provided

choices.

Validity of questionnaire is a fundamental issue in the study. The term of validity is

used in two ways namely external and internal. The term of external validity is defined

as if the study is repeated in the same population using the same methods and measures,
approximately the same results will be obtained. Another way in which the term validity

is used is whether a measure of exposure or outcome actually measures that exposure or
outcome. This is referred as an internal validity. To measure internal validity, an

absolute measure is needed to be compared with study measure (Margetts and Nelson
1991). The administered questionnaire was a modified version of an already

administered questionnaire in Ardabil province. Internal validity of this questionnaire

could not be measured as there was not a reference method. However, it showed a good
reliability. For assessment of reliability, éhquestionnaire was administered twice for a
subset of subjects (23 individuals) within a one month interval using the firsbaef
guestionnaire. The responses given on the first and second interviews were compared in
order to check for consistency of response using statistical analysis of proportion of
agreement, Kappa coefficient){ and correlation coefficient. These analyses are shown

in Appendix P and Q for categorized and continuous variables respectively. Among

those questions having similar format those of higher importance was stated. As results
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show there was a good agreement for most of the questrBs60 but for two other
guestions measuring consumption of garlic and salted fish a moderate agreement

0.40 to 0.60 was observed. However, in general all questions had an acceptable level of
agreement (> 0.50). In addition, there was a high correlation between two interviews

in relation to the continuous variables.

3.5.1.1 Structure of questionnaire

Questions were structured in eight sections including (A) introductionréotyp

interview, (B) demographic information, (C) socio-economic status, (D) smoking, (E)
beverage consumption, (F) medical and family history, (G) work history and (H) eating
habits (Appendix R). In most of the sections it was intended to ask a general question at
first and then follow with detailed questions. For example *have you smoked tobacco
regularly?Z (Regular means smoking of at least one cigarette per day for six months or
more). If the answer was positive then they were asked details about dose, duration and
type of smoking as well as any withdrawal. In the case of negative response the rest of

related questions were skipped.

35111 Introduction for proxy interview
This was an optional section which was filled ihyan the case of death or serious
illness in the cases. Information was colleabdut the reasons for a proxy interview,

relation of surrogate to the case and duration of time living with GC case.

3.5.1.1.2 Demographic and socioeconomic status
Demographic characteristics and socioeconomic status were evaluated in section *BZ
and «CZ. Section *BZ was designed to collect data about age, gender, birth and living

place, marital status, and religion and ethnicity. Section «CZ collected information on
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socio-economic status. It focused on income and expenses, domestic condition, access
to facilities at home and education. Questions in this section were similar to the
guestions used in the Iranian National Census (Statistical Centre of Iran 1996). This
allowed a comparison between socioeconomic status of our subjects with those of the

census.

3.5.1.1.3 Lifestyle

Section «DZ and *EZ collected information on lifestyle relatdstdizncluding smoking

and substances and beverage consumption. This part was intended to collect information
on various methods of tobacco smoking. A smoker was defined as someone who had
ever smoked at least once per day for six months or more. Dose and time of smoking as
well as using a smoking filter were also noted. In addition to tobacco consumption,
subjects were questioned about substance use and drinking alcoholic beverages. Alcohol
drinkers and substance users were defined as an individual who consumed these items at
least once a week for six months or more. Subjects were also asked about time and dose
of exposure. In the beverage part, subjects were also asked about their drinking habits in

relation to tea and coffee.

3.5.1.14 Medical and family history
In section *FZ, subjects were asked about their medical history and any history of cance

particularly upper Gl malignancy in their first-degree relatives.

3.5.1.15 Work history
In section *GZ, subjectse work history were explored. This section included life time
work histay since age 16 year Subjects were asked to explain the job title, activities,

industry, and duration of work and full time / part time status for each job held for at
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least one year. In addition, a subjectes main activity during the last ten years was
included. Information on occupational history was collected from age 16 years @ to th
interviewing time for controls and diagnosis date for cases. Occupational exposures
were ascertained by self reported work history. Alternative methods of ascertainment
such as company or government records were not applicable for our subjects as such
records did not exist for all subjsc Reliability and validity of self-reported work

histories have been examined in several studies (Baumgarten, Siemiatycki eBal. 198
Rona and Mosbech 1989; Rosenberg 1993; Booth-Jones, Lemasters et al. 1988). Thes
studies reported it as an accurate method particularly where subjects tend to be stable

and employed long-term, as exists in Ardabil.

3.5.1.1.6 Dietary habits

Eating habits were ascertained in section *HZ by asking people about the consumption
frequency of dietary items during the last ten years. The most informative food items
were included in the food list on the basis of prior information. The dietary section
included 20 food items plus other dietary practices of subjects. The selection of food
items includes vegetables (raw, yellow-orange, onion, garlic); fruits and juice (total and
citrus fruits and fresh juice), meat (red meat, fish and poultry), preserved food and
vegetables (smoked red meat, smoked and salted fish, processed meat and pickled
vegetables) grain (beans and seeds) and dairy products and sweets. Dietary practices
include the preference of subjects for salt and warmth and strength when drinking tea.
The frequency of food intake was measured in six categories ranging from eneverZ to 2
... 3 dailyZ. While the controls were asked about their dietary habits over the last ten
years, the cases were asked about their dietary habits during ten years prior to the

diagnosis. Subjects were also questioned about any possible changes in their habitual
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diet in the last ten years ago for controls or the ten years prior to diagnosis forrases. |
the FFQ special attention was given to food items rather than dietary constituents. As it
is now generally agreed, any suggestion to reduce risk of chronic diseasdlkaass we
cancer should be expressed in terms of food group and drinks. Dietary constituents
could be addressed in the next step. This policy could allow more practical
recommendations (WCRF and AICR1997). In addition, to the best of my knowledge,
there is not a food composition table in Iran to measure food constituents. Therefore by
considering the two above reasons the major suspect food groups were exanfiised in t

study.

Several methods have been used to investigate the role of diet in development to GC. It
is known that development to cancer does not occur in a short period of time but needs a
long time of exposure to the environmental factors such as dietary factors. Therefore
past dietary habits are important determinants in cancer development. The associatio
between diet and GC could be examined by either prospective or retrospective
approaches. Each of these approaches has its strengths and limitations. Ideally the best
ways of investigating dietary effects are randomized trials and prospective studies.
However these methods are time and cost consuming aretistes are not ethical.
Therefore looking to the past history of exposure is more feasible. There are four basic
methods for assessing dietary intake: dietary recalls, food records, diet histories and
FFQ. The first two methods focus on current intake whereas diet histories and FFQ
focus on usual intake over a period of time (Block 1982). FFQ was selecteliett co

information on past exposure to the dietary items during last ten years.

In addition to the above-mentioned sections there was another section (J) in wvhich th

interviewer was asked to comment about the reliability of the general interview and
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each separate section. After the interview, the subjectes weight and height were
measured to be used for the calculation of BMI. BMI was calculated using the subjectes
weight, prior to the occurrence of signs and symptoms, in kilograms and height in
centimeters, using following equation.

Weighikg)
Height®(m)

Results in kilogram per squared meter (kgf) were divided in four categories;
underweight = BMI below 18.5 kg /3mormal = BMI of 18.5 ... 24.9 kg #:raver

weight = BMI of 25.0 ... 29.9 kg femd obese = BMI of 30 and above kg%hased on

CDC classification (Centers for Disease Control and Prevention 2005). In agditio
subjects vere asked about themormal weight before signs and symptoms were noticed.
To help them to answer accurately to this question they were asked whether they have

currently had a weight loss or not.

3.5.1.2 Laboratory test

Ten milliliters (ml) d blood were collected from each of the cases and controls. One ml
of this was collected in a citrated anticoagulant tube for blood grouping. The rest of the
blood specimen was centrifuged and serum was separatetivaaed in two different
tubes. These specimgwere transferred to the Aras clinic in Ardabil and kept af’... 60
C to be furthe analy zed with all the other samples at once toimine measurement

error. All tubes were labeled by a unigdentification number (ID) which had already

been assignéfor su bjects. This ID was the same as the quesiiemamber.

3.5.1.21 Blood grouping
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In this study, a blood typing was done for all cases to define their blood typesgA80
Rh). Blood typing was determined by adding anti-serum *AZ, «BZ and *DZ into the
blood samples. The determination of blood group and Rh was specified by gaiidelin

stated in Table 3.2.

Table 3. 2: The guideline for determination of blood groups and Rh

Blood type Definition
Blood type A Blood sample clotted whesmti-A serum was added.
Blood type B Blood sample clotted wheamti-B serum was added.
Blood type AB Blood sample clotted when both anti-A and anti-B serum were added.
Blood type O Blood sample did not ot when either anti-A or anti-B serum were added.
Rh Positive Blood sample clotted wheamti-Rh serum was added.
Rh Negative Blood sample did not clavhen anti-Rh serum was added.

3.5.1.2.2 ELISA test

A serological test was carried out to detect antibody agdinsylori IgG using an

ELISA test. To select an accurate ELISA kit from those of available in Iran, a vatidati
study was carried out using four commercially available kits. These kits had been
manufactured by @nesis, IBL, Biohit and DIA.PRO. This study is discussed in
Appendix S but briefly serum of 83 patients who had been referred for upper endoscopy
due to dyspepsia were selected. Forty of thebgsts were positive and the remaining
were negative foH. pylori based on results of the gold standard (positive results of
histology and rapid urease test). Serums were examined using the four kits. The kit
manufactured by Biohit showed a satisfactory level of accuracy for the selected
subjects. The respective sensitivity, specificity and positive and negative predictive

values for the kit manufactured by Biohit were 92.5%, 90.7%, 90.2% and 92.9%.
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In the final stage of data collection, all frozen serums were transferred into the
refrigerator to be de-frosted. All serums were examined together by a laboratorist
experienced in serological tests particularly ELISA. She was blinded to the subjectse
diagnosis. Results were reported to the researcher by the ID number which had been

given to subjects.

3.6 Data collection and data entry

Data collection was conducted between June 2003 and April 2005 aiming to include all
incident cases of GC in the Ardabil province. Cases were mainly identified from the
Ardabil Cancer Registry. In addition, active surveillance was conducted it zurtal

private hospitals and laboratoriesvesl as gastroenterologists clinic to ensure
completeness of casscertainment. Two controls per case from the general population

of Ardabil province were identified randomly from a database which is kept in the

health department. Controls were frequency matched to the cases by gender and 5-year
age group. Eligible cases and controls were invited to participate in this study. In the

case of their acceptance and signing the consent letter they were included in the study.

Subjects were interviewed by me and three of my colleagues in the health department.
These three health professionals had already been involved in several surveys including
a study where the original questionnaire was derived (Sadjadi, Malekzadeh et al. 2003).
An instruction guide was prepared for interview which was discussed in a training
workshop. Following this workshop five interviews were conducted by the investigator
followed by six interviews by my colleagues (two interviews by each interviewer) while
all interviewers attended in the interview session. To ensure about accuracy of
interviews, ten questionnaires were selected and subjects re-interviewed in which results

were comparable.
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The collected information from questionnaires and laboratory results were coded and
entered into a database which had been developed using the Microsot pigzm.

To double check the accuracy of data entry, 40 questionnaires were randomlylselecte
by the investigator and compared with existing information in the database. All
information in the database was completely similar to the questionnaires. Following this
double check, the file was exported to the Microsoft Excel program and finally imported
into the SPSS 13.0 for windows (Statistical Package for the Social Sciences) (SPSS Inc

2004).

3.7 Statistical analysis

The analysis was started by evaluasngjectse datasets during the data collection

period when the researcher checked each questionnaire to ensure that no questions were
unanswered. This allowed us to follow any incomplete questionnaire, either by phone

call or home visit, to be completed. Following data entry, statistical analysis

commenced with general descriptive analysis followed by multivariate analyisis. A

analyses were conducted using SPSS for windows version 13.0 (SPSS Inc 2004).

3.7.1 Descriptive analysis

Preliminary assessment of the dataset was performed to look at any missing variables
and outliers. This assessment allowed us to follow whether these missing variables or
outliers had been correctly coded or not. The frequency of variables in the control group
was also compared to the results of the national census and other available information
where it was applicable. This could help to judge whether controls are likely to
represent the Ardabil population where the study case arose. In the next step, the

distribution of GC was examined by gender, age group, histopathology and anatomical
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sub-sites. Subjects were recruited in two groups of cases and controls. These pgo grou
were firstly compared in relation to the continuous variables by looking to the, me
mode, median and standard deviation. Differences between cases and controls in
relation to continuous variables were assessed using unpaired t-tests. Continuous
variables were convertdad categorical variables and distributions of these categories
were compared between cases and controls similar to the other categorical variables in
this study. These variables were firstly compared visually by graphing them. Then a
cross-tabulation was run between dependent variables of subjectse status (case or
control) and each independent variable. Differences between them were examined for
significance using t-test for continuous variables and chi-square for categorical
variables. Chi-square test was used to compare the difference between case and control
in relation to the categorical Hables. Following these descriptive analyses of overall
cases, similar analyses were conducted for each anatomical sub-sites (cardia and non-
cardia) and histopathologic sub-types (intestinal and diffuse) of GC. In addition,
distribution of histopathology waesxamined for sub-sites of GC. Finally, reliability of

the questionnaire was assessed using proportion of agreement, Kappa statistics and

correlation coefficient.

In addition population attributable risk percent was calculated to estimate burden of
each risk factors in community level. PAR percent was calculated using following

equation.

PRR 1
PRR 1 1
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To calculate PAR, two factors were considered. These were firstly «PZ wiials she
proportion of exposure in the control group, secondly *RRZ that was denoted for

calculated relative risk. However, Odds ratio was used instead of RR.

3.7.2 Multivariate analysis

This analysis was started by binary logistic regression analysis between outcome and
each variable separately. In all these analyses age group and gender were included.
These analyses were conducted in two steps. In the first step, all cases were included in
the analyses whereas in the second step proxy interviews were excluded. This allows us
to see whether collected information from proxy interviews is comparable to case
interviews. The results of these analyses led to conducting multivariate analyses.
Multivariate analyses proceeded via logistic regressioestimate risk in exposure

adjusted for covariates. This analysis was used to analyze the relationshiphbetwee
dichotomous dependent variables and a set of predictor or independeriesatiatas
performed to identify those environmental etiologic factors associated with GC. This
analysis was commenced with inclusion of all relevant variables in the logistic
regression model. The next step was continued with removing of variables from the full
model using a backward logistic regression. All variables which remained significant
after removing of non-significant variables except age group and gender were removed
from this model one by one. Those variables which made a significant contribution to
GC were kept in the model. Age group and gender were always kept in the model.
Trends of ordinal variables were ascertained by considering them as continuous
variables in the logistic regression model. The contribution of environmental variables

to the anatomical sub-sites and histopathological sub-types of GC were alsoeekam

using the same model which was used for all cases.
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3.8 Predictive model
To determine the final model, three strategies were employed by considering 18

variables which were found to be associated with GC in univariate analysis.

Firstly, in the main categories of SES, two variables (educational level and availability
of hot shower at home) showed an association with GC in univariate analysis. However,
using these two variables together in the multivariate logistic regression, the association
of hot shower and GC disappeared. Therefore of these two variables, education was
considered as a determinant of SES and was kept in the model. After excluding

availability of hot shower, 17 variables remained significant.

To avoid over adjustment, a second strategy, logistic regression analyses were used by a
backward elimination approach to select the best subset of risk factors. In this method

all variables with significant univariate association with GC were included in the

analysis including age groups and gender. Six variables were excluded in the backward
logistic regression in seven steps. The excluded variables included consumption of
poultry, education, BMI, family history of GC, main job and consumption of fresh

fruits. After excluding those six variables a model including preference for salt intake,
warmth and strength of tea, consumption of garlic, onion, fish, citrus fruits, red meat,
dairy products, opium use aht pylori infection was found to be statistically a

significant logistic regression model.

To avoid more over adjustment a third strategy was conducted. In this strategy, the
above mentioned variables were excluded one by one from the main model to look at
the impact of each of them in the model. Theoretically, a confounder is an extraneous

variable that satisfies both of two conditions: (1) being a risk factor for study disease
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and (2) being associated with the study exposure but not a consequence of exposure.
However, in practice it has been recommended that if an adjustment for devariab

makes no substantive difference in the analysis, then it can be ignored even if the
variable is significantlyZ associated with both outcome and exposure (Schlesselman
1982). Hence, opium use was excluded from the final modeguse this exclusion did

not change the significance of the predictive model. Meanwhile there was no
association between opium use and some of associated variables including eddcation,
pylori infection and consumption of dietary factors such as citrus fruits, onion, red meat,
fish and dairy products. Therefore opium use could not theoretically play confounding
role in the final model. On the other hand, if the adjustment for the variable yields a
substantive difference in the analysis, then it can be adjusted even if the variable is not
significantly associated with exposure or disease (Schlesselman 1982). For this reason,
two variables of education and family history of GC were added to this model. Both of
these variables have already been reported to be important confounders. Considering
above strategies and the practical guidance of Schlesselman (1982), a model including
preference for salt, warmth and strength of tea, seropositivity.fpylori and

consumption of garlic, onion, citrus fruits, red meat, fish and dairy products, family
history of GC and education as well as age groups and gender were taken in account in

the final logistic regression model for gastric carcinogenesis.

3.9 Ethical considerations

The Study protocol and informed consent used for this investigation were apjoved
both the ethics committees of UNSW and Ardabil Medical University prior to the study.
For the benefit of ethical considerations, it was ensured that there would be no

compulsion in the participation of the survey. The participation was tataliyntary
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and all subjects were invited to participate in the study, in writing, by the health
department. Those subjects willing to participate were asked to sign a consent letter
(Appendix T and U) and let us interview them and collect their blood. A four-digit
sequential ID code was assigned to each participant so their names would not be a part
of the survey. All questionnaires bound with the signed consent letter were kept in a
cabinet in the Ardabil Cancer Registry under the supervision of the researcher. In the
next step the collected data was entered in the database which was developed using
Microsoft Access program by the director of Ardabil Cancer Registry. This database
was secured, and the data were accessible only to me and Director of Cancer Registry.
Data were backed up frequently. Finally this file was exported to SPSS software for
future analysis (SPSS Inc 2004). All computer files, questionnaires and laboratory
findings have been kept confidential and strictly secure in the Ardabil Cancer Registry.
This information will be kept securely for a minimum of seven years in accordance with

the Human Ethics Research Committee (HREC) regulation of the study.
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CHAPTER FOUR: FINDINGS

A population-based case-control study was conducted in Ardabil province in Northwest
of Iran in which a high incidence of GC had been reported. This study aimed to examine
association of GC with environmental factors including dietary hatbitgylori

infection, lifestyle and occupation. Findings of this study are presented in this chapter in
six sections. The first section explains recruitment and interview of subjects. The second
section discusses definition of cases and controls. In the next section, univariate analysis
carried out between GC and each factor is explained. Multivariate analysis discusses a
predictive model in the etiology of GC using logistic regression approach. The final
section explains subgroup analysis in relation to the anatomical sub-sites and

histopathological sub-types of GC.

4.1 Recruitment and interview of subjects

A total number of 231 cases of GC were histopathologicaly diagnosed and reported to
the Ardabil Cancer Registry, of these cases nine did not satisfy study inclusion criteria
because they were not resident of Ardabil province during the last five years prior to the
diagnosis (East Azerbaijan 2, Guilan 5 and Tehran 2). After excluding them, 222 cases
were invited to participate in the study. However, five of them could not be recruited
because of refusal in two cases and an unidentifiable contact address in three cases.
Finally, 217 cases (97.8% of eligible cases) were included in the analysis. As described
in chapter three, it was planned to recruit two controls per each case. A total of 434
households were randomly selected from a database of the provincial health department

to find eligible controls. Four hundred and fifteen eligible controls agreed to participate
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in the study, of which 21 persons refused to give a blood sample. Finally, 394 controls
(90.8% of eligible controls) agreed to participate in the study and give a blood sample.
Non-participants tended to be older (67.3 vs. 64.7) than controls but the difference was

not significant (p = 0.18). Refusal was higher in males than females (12.3% vs. 2.3%).

Cases and controls were interviewed by the investigator and three health professionals
using a structured questionnaire. In general, subjects were mainly interviewed in their
home and private and public health centers (61%, 18% and 13%). However this
proportion was different between cases and controls. The majority of cases (61.9%)
were interviewed in two private clinics of gastrteologists and the Aras special clinic
which had been established for gastrointestinal diseases while controls were mostly
interviewed at home (79.5%) (Table 4.1). In 16 cases (7.4%), interviews were carried
out with next of kin due to subjectes death (13) or disability (3). These surrogates had
lived with the subjects for 26.4 years on average before diagnosis with a range of 10 ...
55 years. The remainder of cases and all controls were interviewed in person. Interviews
were conducted either in the local language (Azari) or in Persian, depending on the

subjectes preference. The average time for general interview was 41.0 £ 15.5 minutes.

4.2 Definition of cases and controls

The demographic characteristics of subjects are summarized in Table 4.2. Of 217 cases,
151 (69.6%) were male and 66 (30.4%) female which showed a male / female ratio of
2.3. This ratio was 2.1 among controls which is not statistically different than the
observed ratio for cases (p = 0.56). The average age of the cases was 66.0 £ 11.6 years
which was non-significantly higher for males compared to females 66.7 + 10.4 and 64.3
+ 14.1 respectively. Controls tended to be younger than cases, 64.7 and 66.0 years

respectively (p = 0.19). Gastric cancer was not common in those aged less than 50
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years, however, it started to rise from age 50 and peaked in age groups 65 ... 74. While
the number of cases in age below 40 was small, it was seen in females more than males

(Figure 4.1).

More than half of the cases were rural residents (52.5%) whereas controls were more
likely to be urban dwellers (51.8%) which corresponds closely to the result of the last
national census in Ardabil province which showed that 51.2% of the population were
urban residents (Statistical Centre of Iran 1996). This difference was not statistically
significant (p = 0.31). In addition, cases and controls were similar in term of marital

status (p = 0.30).

4.3 Histopathology and anatomical sub-sites of GC

Adenocarcinoma constituted 96.3% of GC. In relation to the Lauren (1965)
histopathological classification, intestinal type congttiumore than half of the cases

with 116 subjects (53.5%), followed by the diffuse type 70 (32.3%) and mixed type 14
(6.4%). In addition, nine (4.1%) cases were identified as undifferentiated
adenocarcinoma (Figure 4.2). In relation to the sub-site analysis, cardia was the most
common sub-site of GC compared to the non-cardia with 115 (53.0%) and 81 (37.3%)
cases respectively. In 21 (9.7%) of the cases the location of malignancy could not be

identified (Figure 4.3).

In relation to the Lauren histopathologic classification, intestinal type was the more
common type in both males and females 53.0% and 54.5%, which is similar to the
proportion of overall cases. Both sub-types were also similar in average age of

diagnosis. After categorization by age a higher risk of diffuse type was observed in

those aged less than 50 years and 60 ... 64 years compared to the other age groups (Table
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4.3). For anatomical sub-sites, cardia cancer was more common in males than females
(62.1% vs. 49%). In addition, the average age of both sub-sites was approximately 66
years (Table 4.4). As seen in Table 4.5 intestinal type was the common type of GC in

both anatomical sub-sites.

4.4 Univariate analysis

A univariate analysis was conducted between GC and each variable. In all analyses, age
and gender were included. Univariate analysis was conducted twice. In the first step, all
cases were considered in the analysis. In the second step, analysis was conducted by

excluding the proxy interview.

44.1 Socioeconomic status

Socioeconomic indicators are presented in Table 4.6. As seen in the table, illiteracy was
high in both groups of cases and controls, however cases were significantly less
educated than controls, with an average 0.9 and 1.9 years of schooling respectively (p <
0.01). A higher proportion of controls had completed at least one grade in the
educational system (26.9%) compared to the cases (13.4%). This showed a significant
inverse association for completing at least one grade in the education system with odds
ratio (OR) of 0.33. Cases and controls were approximately similar in economic status.
As seen in Table 4.6 there was no significant difference between cases and controls in
term of monthly income and expenses. Peoptaerlowest categories of income and
expenses did not show a higher risk compared to those at highest level of income and
expenses with OR of 1.07 and 1.24 respectively. Exclusion of proxy interviews did not

change these results.
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In domestic related indicators, cases and controls reported almost similar numbers of
family members (5.5 £ 2.7 and 5.2 + 2.9), number of occupied rooms (2.5 + 1.0 and 2.6
+ 1.1) as well as the home area (114.8 + 85.8 and 125.4 + §frdspectively (Table

4.7). Furthermore, categorization of these variables did not reveal any difference
between the two groups. Cases and controls were also compared in term of access to
facilities at home. They reported approximately equal access to piped water, electricity,
telephone with 92%, 99% and 83% respectively. Central heating system was not
commonly used by both groups of cases and controls. On the other hand, controls
reported a significantly higher access rate to the hot shower and piped gas at home
compared to the controls. Access to the hot shower facility at home appeared to be a
better determinant of economic status, since differences in the access rate to the piped
gas could be due to unavailability of piped gas, as it is not available everywhere in the
province. Results remained almost the same after excluding proxy interviews but

association of GC with piped gas became non-significant.

4.4.2 Medical and family history and BMI

In this section cases and controls were compared regarding their medical and family
history of cancer as body size. These factors included body mass index (BMI), ABO
blood groups, Rh and family history of cancer (Table 4.8). The original four categories
of BMI were re-categorized into two categories of over weight = BMI5 and not

over weight = BMI < 25 kg / fbecause the number of people in the underweight and
obese people were too small and approximately similar in cases and controls (Figure
4.4). A higher proportion of cases were overweight than controls showing an OR =

1.77.
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Cases and controls were compared for s/ABOZ blood grouping system. Blood group *OZ
was considered as the reference group. Blood group *AZ was slightly higher in the cases
than controls, however, no significant association was observed between any blood
groups and GC. Cases and controls were also compared in term of IgD which did not

show a significant difference (OR = 1.47; 95% CI: 0.84 ... 2.56).

In relation to the family history of cancer, 100 subjects reported a positive background
of cancer in their first degree relatives. Fifty five of them were GC and 45 subjects
reported other types of cancer in their first degree relatives. Subjects were divided into
three categories of positive history for GC, other types of cancer or no background of
familial cancer as the reference group. A significant increase in the risk was noted for
those with a positive family history of GC (OR = 2.64). Although this association
reduced after exclusion of proxies, there still remained a significant positive association.

There was no association between GC and family history of other types of cancer.

4.4.3 Diet

As was explained in chapter three, frequency of consumption was measured in Six
categories, however by considering distribution of consumption among controls, it was
re-categorized to form more meaningful categories of exposure. In this section
association of GC with diet is presented in five subsections of vegetables and fruits,
meat and dairy products, preserved foods and preservation methods, other dietary items

and eating and drinking preferences.

44.3.1 Vegetables and fruits
In this sub-section, associations of GC with intake of vegetables and fruits were

examined. There was no significant difference between cases and controls in
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consumption of raw vegetables. For both cases and controls, more than 50% had
consumed at least one serve per week of raw vegetables. Similarly no significant
association was found between GC and the highest versus lowest consumption category

of yellow-orange vegetables (Table 4.9).

An association was observed between GC and consumption of allium vegetables.
Controls reported consuming allium vegetables twice as often as cases, although
consumption of garlic was less common than onion. Those who consumed garlic more
than three times per week were at lower risk than those who never or infrequently
consumed it (OR = 0.42; p for trend < 0.01). Similarly a lower rate was observed among
those who ate onion at least once per day compared to those eating less than twice per

week (OR = 0.35; p for trend < 0.01) (Table 4.9).

A reduced risk was also observed for consumption of fruits overall, and citrus fruits in
particular. Those who consumed fresh fruits at least three times per week had
approximately 50% lower risk compared to those who never or infrequently ate them
(OR = 0.45). A significant dose dependency was also observed (p < 0.01). However a
greater inverse association was observed for consumption of citrus fruits than all fruits
as general. Those who ate citrus fruits more than three times per week had
approximately 70% lower risk than those who never or infrequently ate this group of
fruits (OR = 0.28; p for trend < 0.01). No association was found for drinking juice with

GC (Table 4.9).

4.4.3.2 Meats and dairy products

Associations of different types of animal protein including red meat, fish and poultry as

well as dairy products are shown in Table 4.10. A high intake of red meat was
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associated with an approximately 2.5 fold increased risk of GC. Those people
consuming red meat at least once per day were at higher risk than those consuming it
less than twice per week, with a significant dose dependency (OR = 2.71; p for trend <
0.01). This risk was greater after excluding the collected information from proxy
interviews. In addition, cases tended to consume dairy products more frequently than
controls. People who ate any dairy products more than once per day were at higher risk
than those who consumed it less than twice per week (OR = 2.16). An increasing trend
of risk was seen by increasing frequency of intake (p < 0.01). An increasing risk, but
not significant, was also observed for consumption of cheese alone. In addition, a
positive association was observed for consumption of chicken and poultry, however
there was no dose dependency (p < 0.11). On the other hand, consumption of fresh fish
was inversely associated with GC. Those people who ate fresh fish more than once per
week had approximately 80% lower risk compared to those who never or infrequently

ate it (OR = 0.22).

4.4.3.3 Preserved foods and preservation methods

Association of GC with intake of preserved foods including smoked meat and fish,
salted fish, processed meat and pickled vegetables are presented in Table 4.11. Little
variation was seen in the consumption frequency of the above mentioned items in this
population, hence only two levels of intake were formed. No significant association was
found between GC and consumption of any of these food items. In addition, there was
no difference between cases and controls in term of their access to the refrigerator (OR

= 1.10).
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4434 Other dietary items

Association of GC with beans, seeds and sweets are shown in Table 4.12. Cases and
controls reported approximately similar frequency of intake for these dietary items. A
significant association was not observed between GC and any of these dietary items.

Results were similar for all cases whether proxies were included or not.

4.4.35 Drinking and eating preferences

The majority of subjects (> 99%) drank tea as the most common beverage after water in
Ardabil province. This rate was similar in both groups of cases and controls. Almost all
of the subjects drank black tea except seven subjects who drank green tea (five cases
and two controls) and two drank herbal tea (one case and one control). While cases and
controls were similar in term of frequency of drinking tea, cases drank hot and strong
tea more than controls. Those who drank hot tea were significantly at higher risk than
those drinking tea at mild temperatures (OR = 4.05). Similarly, cases drank strong tea

significantly more than controls (OR = 3.89) (Table 4.13).

In addition, risks of GC rose with a high preference for the consumption of salt
compared to non salty food. People with a preference for higher salt intake were
approximately four times greater at risk of GC than those who prefer non-salty food

(OR = 4.21) (Table 4.13).

444 Helicobacter pylori

In total, apart from 16 proxies who obviously were not able to give blood specimens,

595 subjects donated a blood specimen for laboratory tests. As was explained in chapter
three, these collected blood specimens were centrifuged and serums were stored at ...

60°C until analysis. In the analysis, eight blood specimens, which had been collected
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from controls, could not be identified because of unclear ID number in three subjects
and missing in five subjects. Therefore 587 serums were analyzed using ELISA test
(Biohit Corporation 2005) with sensitivity and specificity of 92.5% and 90.7%

respectively.

One hundred and fifty five patients with GC and 269 control subjects were considered
positive forH. pylori infection after considering the results of ELISA. The overall
prevalence oH. pylori infection was 68.3% in the control subjects while it was 71.4%

in the cases. However this prevalence was greater for the cases if the ratio was
calculated against the existing number of serum. This means, after exclusion of proxies,
prevalence oH. pylori infection was 77.1% (155 /201) for the cases. The prevalence
was also higher for controls after excluding unidentified samples (269 / 386) which was
69.7%. In addition, 17 subjects had equivocal results, nine of which were cases and
eight were controls. People with a positive resuld opylori infection were at higher

risk than those without (OR = 1.72; 95% CI: 1.12 ... 2.63) (Table 4.14).

4.4.5 Lifestyles
Among lifestyles factors that may be related to GC, smoking, drinking alcoholic

beverage and substance use were examined and the results are presented in this section.

445.1 Smoking

Subjects were asked about their history of ever smoking and whether they are currently
smoking or not. Two hundred and forty four subjects had ever smoked tobacco at least
once daily for 6 months or more. Sixty five of ever smokers had quit smoking and 179
were currently smoking. Seventy of current smokers were cases and 109 controls.

Prevalence of current smoking in the controls was 27.7% which is close to the reported
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prevalence in the study by Malekzadeh, Sotoudeh et al. (2004) in Ardabil. In this study
a community based survey was conducted looking into the prevalence of gastric
precancerous lesions in subjects aged 40 and above in the Ardabil and reported that
29.9% of subjects were smokers. Cigarettes were the most commonly used form of
tobacco smoking (224 / 244) followed by hubble-bubble (smoking pipe that uses water
to filter smoke) (19 / 244). One of the suligereported using a special traditional pipe
which is locally named «ChopoghZ. Cases were slightly more ever smoker (92 / 217)
than controls (152 / 394) with a prevalence rate of 42.4% compared to 38.6%

respectively, but this difference was not significant.

The influence of smoking on GC was examined in three steps. In the first step, cases
and controls were compared in terms of ever smoking of different forms of tobacco.
There was no significant association between GC and both methods of smoking:
cigarette and hubble-bubble. Ever smokers were categorized as current and ex-smokers
to find whether there was a risk difference between them or not. No significant
association was observed between GC and both current and ex-smoking for overall
tobacco smoking with OR of 1.22 and 0.97 respectively. Similarly no association was
observed between GC and both current and ex-smoker of cigarettes with OR of 1.10 and

0.93 respectively (Table 4.15).

The next step examined the role of dose dependency by looking at the starting age of
smoking, average cigarettes per day and total smoking years. The average age for
starting smoking was 26.2 versus 26.3 for cases and controls respectively which was not
statistically different (p = 0.92). The starting age of cigarette smoking was divided into
three categories of below 20, 20 ... 29 and 30 or more years and compared to those who

had never smoked. As seen in Table 4.15 there was no significant association between
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age of starting cigarettes and GC. The number of cigarettes smoked was assessed for
week-days and week-ends separately. These numbers were summed up and the average
number of cigarettes per day was calculated. These numbers were categorized into two
groups of less than 20 and 20 or more per day and neither were significantly associated
to GC (OR =0.93) and (OR = 1.19) respectively. Total years of smoking were also
calculated by subtracting the starting age from current age or age at cessation by
considering duration of cessation which may have occurred between starting age and
current age. Total years of smoking was divided into three categories of more than 35,

21 ... 35 and 20 or less years and compared to the never smokers. This analysis did not

also reveal any significant difference between cases and controls.

In the final step, cases and controls were compared regarding the intensity of smoke
inhalation and using filtered cigarettes. Intensity of inhalation was categorized into two
levels of deep and moderate to slight, and was compared with non-smokers. No
significant association was observed between intensity of smoking and GC. In addition,
risk in those using filtered cigarettes was compared to those without. Non-filtered
cigarettes were rarely smoked by both groups of cases and controls. Although cases
tended to use non-filtered cigarettes more than controls, this difference was not
statistically significant (OR = 1.62; 95% CI: 0.63 ... 4.14). In all analyses relating to
smoking, exclusion of proxy interviews did not change the direction or significance of

association (Table 4.15).

Since male smokers constituted the majority of smokers, a separate analysis was
performed looking on the male smokers which are presented in Table 4.16. As seen in

this table, results were approximately similar with those of all subjects.
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4.45.2 Alcoholic beverage and opium

Thirty two participants answered syesZ to the question asking about their history of
opium use by smoking. A higher proportion of cases (18 / 217) 8.3% were opium users
than controls (14 / 394) 3.6%. There are several sources which have reported prevalence
of drug use in Iran (Ministry of Health and Medical Education, Islamic Republic of Iran
Police) with different prevalences ranging from 1.6% to 5.5%. In this study, 3.6% of
controls were drug users (mostly opium) which is in the above mentioned range and
also compatible with the latest report by the United Nations. In this report annual
prevalence of opiate abuse was 2.8% of the population aged 15 ... 64 (United Nations
Office for Drug Control and Crime Prevention. 2004). Univariate analysis showed
approximately 2.5 time increases in the risk of development to GC among opium users
(OR =2.45; 95% CI: 1.18 ... 5.07). As seen in Table 4.17 both groups of cases and
controls were approximately similar in the duration of drug abuse, about 12 years (p =
0.85). In relation to consumption of alcoholic beverages only 12 people reported a
history of drinking. No statistical difference was observed between cases and controls in

terms of alcohol drinking.

4.4.6 Occupation

As mentioned in chapter three, each job and industry reported by a subject was coded
according to the International Standard Industrial Classification of all Economic
Activities (ISIC) and International Standard Classification of Occupations (ISCO-88)
respectively (International Labour Office. 1990; United Nations. Statistical Division
2004). However there were not a sufficient number of subjects in 6 / 10 of occupational
categories (Figure 4.5). Similarly a sufficient number of subjects for statistical analysis

were observed in only four industrial categories (Figure 4.6). Therefore the subjectes
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main activity was taken into account for analysis corresponding to the ISIC grouping
scheme which is compatible to that classification which had been used in the Iranian
National Census (Statistical Centre of Iran 1996). For the purposes of this analysis, jobs
were compressed into five groups; agriculture, manufacturing, construction, wholesale
and retail trade and other activities, and compared to the reference group. The group of
unexposed included financial intermediation, real estate, public administration,
education and private households with employed persons. The individuals who had
worked in these industries plus those who had never worked or worked as home duties

were grouped as the reference group.

Table 4.18 presents distributions of main activities among subjects showing only groups
with at least five cases and controls. In general, except for 13 subjects who reported no
history of work, the remainder reported a work history for at least six months, although
139 of them were home duties. Agricultural work was the most common job in both
groups of cases (114 / 217) and controls (135 / 394) followed by construction,
wholesale and retail trade as well as manufacturing. Four main activities of agriculture,
constructions, wholesale and retail trade and manufacturing constituted about 75% of
occupations which is close to the result of the national census in Ardabil that had
reported 80% of people who had ever worked were in these four groups (Statistical

Centre of Iran 1996).

An increasing risk of GC was observed among those working in agriculture and
construction. People who were mainly working in agriculture and construction were
approximately three times at higher risk than the reference group (OR = 3.13; 95% CI:
1.87 ... 5.23) and (OR = 2.78; 95% CI: 1.38 ... 5.62) respectively. No association was

found between GC and working in the manufacturing and wholesale and retail trade.
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Since the numbers of subjects were small, a separate analysis was not conducted for
different subgroup of manufacturing and wholesale and retail trades (Table 4.18). A
separate analysis was conducted for male workers as they constituted the majority of
occupants in which a higher risk was found for both agriculture and construction. There

was still no association between GC and other activities (Table 4.19).

4.5 Multivariate analysis

As discussed in chapter three, the final predictive model was constructed by considering
the results of univariate analyses. Based on univariate analyses 18 variables were
associated with GC. Two of these variables (education and access to hot shower at
home) were indicators of SES. The association of these two variables with GC was
examined in logistic regression in which education was significantly associated with

GC. In the next step, full related variables (17 variables) were included in the logistic
regression model. Six of these variables were removed from the model based on the
result of backward logistic regression. The final predictive model included 12 variables:
preference for salt intake, warmth and strength of tea, seropositivity fofori and
consumption of garlic, onion, citrus fruits, red meat, fish and dairy products, family
history of GC and education as well as age groups and gender. In the following section
results are presented in two sections. Firstly findings about those variables in the final
predictive model are presented. The second section examines those variables which
have been previously reported as possible risk factors for GC by adding them separately
to the final model, although no association was found between them and GC in
univariate analysis. A similar model was used for examining association of

environmental factors with anatomical sub-sites and histopathologic sub-types of GC.
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45.1 Variables included in the final predictive model

The final predictive model is presented in Table 4.20. The inverse association which
was observed between GC and consumption of garlic, onion, citrus fruits and fresh fish,
remains significant after adjustment for confounders. Risk of GC was approximately
65% lower in those who ate garlic more than three times per week compared to those
who ate never or infrequently (OR = 0.35). The trend of this association was significant
(p < 0.01). This inverse association was also observed among those who ate garlic1 ... 2
times per week, even though it was not as high as the highest category of consumption.
Similarly, an inverse association was found for onion intake among those who
consumed at least once a day (OR = 0.34; p for trend = 0.02). An inverse association
which was found in univariate analysis between GC and consumption of fresh and citrus
fruits remained only significant for citrus fruits intake after adjustment for confounders.
Those who ate citrus fruits at least three times per week were at lower risk compared to
those who ate them never or infrequently (OR = 0.31; p for trend < 0.01). Finally,
consumption of fresh fish showed an inverse association with GC. People who ate fresh
fish at least once a week were approximately 60% at lower risk than those never or

infrequently ate fish (OR = 0.37; p for trend < 0.01).

In contrast to the consumption of allium vegetables, citrus fruits and fresh fish which

had inverse association with GC, an increasing risk was observed for consumption of
fresh red meat and dairy products. The value of OR for consumption of red meat, which
was seen in univariate analysis, increased after adjustment for confounders. People who
had at least one serve of red meat in their daily meal were 3.5 times at higher risk than
those with less than two serves per week (p for trend < 0.01). Similarly a higher risk

was found for those who consumed any dairy products at least once a day with a
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significant dose dependency (OR = 2.28; p for trend < 0.01). In addition to red meat and
dairy products, several dietary and drinking practices were also positively associated
with GC. People who reported a preference for higher salt intake were approximately
three times at higher risk than those who did not prefer salty food, although risk was
attenuated after adjustment for confounders (OR = 3.10). Strength and warmth of tea
were also positively associated with GC. People who drank hot tea were three times at
higher risk compared to those drinking non-hot tea (OR = 2.85). This risk was 2.64

times in those who drank strong tea rather than light tea (Table 4.20).

In addition to the diet, an association was observed between G& agtbri infection

and a positive history of GC in the first degree relatives. A positive association which
was observed between GC andpylori infection became stronger after adjustment for
confounders (OR = 2.41). In addition, people who had a positive history of GC were
approximately 2.3 times at higher risk than those without a positive background. A

positive history for cancer other th&C was not associated with GC (Table 4. 20)

45.2 Variables not included in the final predictive model

Other variables which did not show an association with GC in univariate analysis were
also examined separately in the model. In relation to the dietary items, no significant
associations were found between GC and preserved foods, sweets, seeds, beans, chicken
and cheese. An inverse risk was observed between the second category of fresh fruit
intake and GC, while this association was not observed for the highest category of

intake (p for trend = 0.32). On the other hand an increasing risk was observed for high
consumption of raw vegetables @ times per week vs. never or infrequently) (Table 4.

21).

129



In relation to lifestyle related behaviors, associations between GC and smoking and
alcoholic beverage still remained non-significant. Tobacco smoking overall and
cigarette smoking in particular were nofated to GC. A positive association which was
observed between opium use and GC became just non-significant after adjustment for

confounders (OR = 2.83; 95% CI: 0.99 ... 8.08) (Table 4. 22).

An increasing risk which was observed among those who work in agriculture and
construction was attenuated after adjustment for confounders. Although people working
in these categories had approximately two times greater risk than those people working
in the reference group, these associations were not statistically significant (OR = 1.96;
95% CI: 0.95 ... 4.01) and (OR =1.78; 95% CI: 0.67 ... 4.76) for agriculture and

construction respectively (Table 4. 23).

In relation to other factors, an inverse association was found between blood group *ABZ
and GC but it was not significant. Rh was also positive in cases twice as much as
controls, however this difference was non-significant. There was also a non-significant

increase of risk in those who were overweight (Table 4. 24).

4.6 Sub-sites analysis

The associations of environmental factors were examined in relation to the anatomical
sub-sites of GC. The same model as overall analysis was used for this analyses.
Findings are presented here in two sections. The first section examines those variables
which were associated with GC in overall analysis, which is followed by another section

presenting those variables which were not associated to GC in overall analysis.
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4.6.1 Variables in the model

Allium vegetables (garlic and onion) wareersely associated with both cardia and
non-cardia GC. However the association of onion was greater for non-cardia than cardia
cancer. An inverse association was also observed between consumption of citrus fruits
and both anatomical sub-sites, although association with non-cardia GC was non-
significant. Consumption of fresh fish was also inversely associated with GC in both

sub-sites but this association was not significant (Table 4. 25).

On the other hand, in the sub-site analysis, there was an association between
consumption of red meat with both cardia and non-cardia cancer. However the
magnitude of risk for cardia was approximately twice more than non-cardia cancer.
People who ate fresh red meat at least once daily were 5.8 times at higher risk of GC in
the cardia compared to those who ate red meat less than twice a week, whereas this risk
was 2.9 for non-cardia cancer. In addition, consumption of dairy products showed a
significantly increased risk of cardia cancer but not in non-cardia cancer. People who
had consumed dairy products at least once a day were 3.1 times at greater risk of GC in
cardia than those who ate less than twice a week, while this risk was 1.9 for non-cardia

GC (Figure 4. 25).

Similar to the risk in the combined analysis, there was an increasing risk with strength

of tea for both cardia and non-cardia. However, the magnitude of association was higher
for cardia than non-cardia cancer with OR of 3.29 versus 2.68 respectively. Warmth of
tea was also related to GC in both sub-sites; however, association was higher for the
non-cardia than cardia cancer with OR of 4.38 versus 3.06 respectively. There was a
preference for higher salt intake among those with non-cardia than cardia GC with OR

of 4.94 versus 2.83 (Table 4.25).

131



A difference was observed between cardia and non-cardia GC in tétnpgbri

infection and family history of GC. A higher rate of seropositivity was seen in both sub-
sites compared to the control groups, but risk was greater for non-cardia GC than cardia
with OR of 3.25 versus 2.02 respectively. This association was statistically significant
only for non-cardia GC. The magnitude of this association was greater than that which
was calculated for all cases. In addition, a strong increasing risk was observed for non-
cardia cancer (OR = 5.28) in relation to the family history of GC which was twice as

much as that of combined cases. This association was not found between cardia GC and

history of GC in first degree relatives (Table 4. 25).

4.6.2 Variables not in the model

Sub-sites analysis was also conducted for other variables which were not in the model.
Among dietary factors, no significant association was found between GC of both
anatomical sub-sites and the remainder of dietary items with the exception for raw
vegetables. Consumption of raw vegetables was positively associated to GC in both
sub-sites. People who ate raw vegetables at least three times per week were at higher
risk of GC than those who never or infrequently ate them (Table 4. 26). No significant
association was observed between remaining dietary factors and anatomical sub-sites of

GC.

In relation to lifestyle factors, there was no association between either overall tobacco or
cigarette smoking and GC of both sub-sites. Categorization of smokers as current and
ex-smokers also did not reveal any association. A higher risk of GC in both anatomical
sub-sites was seen among those people who were opium users, even though it was not

statistically significant. Sub-sites analysis was not performed for alcoholic beverages,
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because the number of subjects who reported drinking alcohol was too small to be

divided in two groups (Table 4. 27).

In relation to occupation, sub-site analysis did not reveal any significant association
between GC of both sub-sites and any of the related categories although, the value of
OR for non-cardia GC was at least twice greater than cardia among those who had

worked in agriculture, construction and whole sales and retail trades (Table 4. 28).

Finally a sub-site analysis was performed for BMI and blood group. As seen in Table 4.
29, there was no difference between cardia and non-cardia GC in relation to the BMI.
ABO blood group and Rh also did not show a significant association with both sub-
sites, even though there was a variation of OR between these two anatomical sub-sites

of GC.

4.7 Histopathologic analysis
Histopathologic analyses were conducted similar to those analyses which were
performed for anatomical sub-sites. Results are reported in this section separately for

those variables in the predictive models and those which were not.

4.7.1 Variables in the model

In relation to the dietary items which were in the model, an inverse association was
observed between consumption of allium vegetables, citrus fruits and fresh fish and
both histopathologic types of GC. Consumption of garlic and onion had an inverse
association with both intestinal and diffuse types, however the magnitude of these
inverse associations was greater in the diffuse than intestinal type of GC. In addition,
the association of intestinal type of GC with consumptibgarlic was not statistically

significant. For citrus fruits, a negative association was observed for both
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histopathologies which were close to the calculated risk of overall cases. Consumption
of fresh fish was also inversely associated with both sub-types of GC, although it was

statistically significant for only intestinal type (Table 4. 30).

On the other hand, two other dietary items of red meat and dairy products showed an
increasing risk of GC in both histopathologic types. People who ate fresh red meats at
least once daily were three times at higher risk of intestinal type of GC compared to
those who had consumed meat less than twice per week. The magnitude of this
association was lower and non-significant for diffuse type. In contrast to the red meat,
dairy products showed a greater association with risk of diffuse type of GC, although

both were significant (Table 4. 30).

In relation to drinking and dietary preferences, an increasing risk of both intestinal and
diffuse type was observed among those who had high preference for drinking of hot and
strong tea. However the risk in the intestinal type was slightly less than the diffuse type
and also non-significant for strength of tea. For salt preference, there was an increasing
risk of development to the both intestinal and diffuse type. However, the magnitude of
risk was higher for intestinal than diffuse type with OR of 4.39 versus 2.25 respectively

(Table 4. 30).

In relation to the non-dietary factors, no difference was found between intestinal and
diffuse type of GC in term dfl. pylori infection and a positive family history of GC.
Those people infected with. pylori were at twice the risk of both sub-types of cancer
than uninfected people but these associations were non-significant. In addition, a
positive history of GC in first degree ralaes increased risk of both GC sub-types by

three times, although this risk was non-significant for diffuse type (Table 4. 30).
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4.7.2 Variables not in the model

Subgroup analysis was also conducted for other variables which were not in the model.
Among dietary factors no significant association was found between GC of both
histopathologic types and the remaining of dietary items, with the exception of yellow-
orange vegetables. An increasing risk was only observed for highest versus lowest
consumption of yellow-orange vegetables with intestinal type of GC. This association

was marginally significant (OR = 2.70; 95% CI: 1.05 ... 6.96) (Table 4. 31).

In relation to lifestyle, there was no association between either overall tobacco or
cigarette smoking and GC of both intestinal and diffuse type. Categorization of smokers
as current and ex-smokers did not also reveal any association. There was an increasing
risk of intestinal type of GC among opium users but it was not significant. Risk could

not be calculated for diffuse type in relation to the opium use, because there were only
four opium users who developed to GC. This subgroup analysis could not be performed
for alcoholic beverages due to the small number of subjects in each subgroup (Table

4.32).

In relation to the histopathologic classification, subgroup analysis did not reveal any
significant association between GC of both intestinal and diffuse and none of the work-

related categories (Table 4.33).

Finally association of BMI and blood groups was examined with different types of GC.
Although a positive association was observed between the intestinal types of GC with
BMI, this association was statistically non-significant. ABO blood group and Rh also
did not show a significant association with both histopathologic types, although there

was a variation of OR between these two types (Table 4. 34).
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4.8 Population attributable risk

Population attributable risks (PAR) were calucalted for main risk factors of H. pylori
infection, dietary items and preference for salt and warmth and strength of tea (Table
4.35). As shown in table the highest PAR was foundHfgoylori infection followed by

dairy products and preference for high salt intake.

In summaryH. pylori infection and diet were the major environmental determinants in
the etiology of GC. In addition to these environmental factors, a positive history of GC
in first degree relatives was also associated with increased risk of GC. Among dietary
items, high consumption of red meat and dairy products increased the risk of GC. In
addition, a preference for higher salt intake and drinking of hot and strong tea were
positively associated with risk of GC. By contrast, an inverse association was found
between GC and consumption of allium vegetables (garlic and onion), citrus fruits and
fresh fish. Finally, non-cardia GC was more associated with environmental factors
compared to cardia GC, although this difference was not observed for all environmental
factors. No specific pattern was found to show a meaningful difference between

intestinal and diffuse type of GC in term of risk factors.
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Table 4. 1: Place of interview for cases and controls

Subjects

Total %
Place of interview Case % Control %
Aras clinic 24 111 2 0.5 26 4.3
Home 59 27.2 313 79.5 372 60.9
Health center 6 2.8 75 19.0 81 13.2
Hospital 17 7.8 2 0.5 19 3.1
Work 1 0.4 2 0.5 3 0.5
Private clinics 110 50.8 0 0.0 110 18.0
Total 217 100.0 394 100.0 611 100.0
Table 4. 2: Demographic characteristics of cases and controls
- Cases (%) Controls (%)
Characteristics (No: 217) (No: 394) P - value
Gender
Male 151 (69.6) 265 (67.3)
Female 66 (30.4) 129 (32.7) a
Age groups (years)
Less than 50 17 (7.8) 32(8.1)
50 ... 59 35 (16.1) 68 (17.3)
60 ... 64 33 (15.2) 59 (15.0) a
65 ... 69 41 (18.9) 73 (18.5)
70 ... 74 41 (18.9) 71 (18.0)
75 and more 50 (23.1) 91 (23.1)
Average age (overall) + SD 66.0+ 11.6 64.7+11.6
Male 66.7 £ 10.4 65.0+11.0 a
Female 64.3+14.1 64.0+12.8
Residence
Urban 103 (47.5) 204 (51.8) 0.3
Rural 114 (52.5) 190 (48.2)
Marital status
Never married 3(1.4) 6 (1.5)
Married 184 (84.8) 316 (80.2) 0.30
Widowed 29 (13.4) 72 (18.3)
Missing 1(0.4) 0 (0.0)

(a) not tested because matched , (b) adjusted for gender and age group

137



Table 4. 3: Demographic characteristics in relation to the Lauren histopathologic classification of
GC

Intestinal Diffuse Other
(No: 116) (No: 70) (No: 31)
Characteristics No % No % No % P - value
Gender
Male 80 69.0 54 77.1 17 54.8
Female 36 31.0 16 22.9 14 45.2 0.23
Age groups
Less than 50 5 4.3 7 10.0 5 16.1
50...59 21 18.1 8 11.4 6 19.3
60 ... 64 17 14.7 14 20.0 2 6.5 0.3
65 ... 69 22 19.0 16 22.9 3 9.7 '
70 ... 74 22 19.0 11 15.7 8 25.8
75 and more 29 25.0 14 20.0 7 22.6
Average age + SD 67.3 + 9.9 64 +13.2 0.12

a: not significant for itestinal vs. diffuse

Table 4. 4: Demographic characteristics imelation to the anatomical subsites of GC

Cardia Non-cardia Other
(No: 115) (No: 81) (No: 21)
Characteristics No % No % No % P - value
Gender
Male 74 64.3 64 79.0 13 62.0
Female 41 35.7 17 21.0 8 38.0 0.03
Age groups
Less than 50 7 6.1 7 8.6 3 14.3
50 ... 59 21 18.2 10 12.3 4 19.1
60 ... 64 17 14.8 14 17.3 2 95 0.46
65 ... 69 27 23.5 12 14.8 2 9.5 '
70 ... 74 20 17.4 16 19.8 5 23.8
75 and more 23 20.0 22 27.2 5 23.8
Average age = SD 66.1 + 9.9 68 +13.1 0.87

a: not significant for cardia vs. non-cardia

Table 4. 5: Lauren histopathologic classification in relation to the anatomical sub-sites of GC
Anatomical sub-sites

Histopathologic sub-types  Cardia % Non-cardia % Other %
Intestinal 64 55.7 50 61.7 2 9.5
Diffuse 26 22.6 28 34.6 16 76.2
Mix 13 11.3 0 0.0 1 4.8
Undifferentiated 12 10.4 3 3.7 2 9.5

Total 115 100.0 81 100.0 21 100.0
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Table 4. 7: Domestic related indicators among cases and controls

_ Cases (%) Controls ) ,
Variables (No: 217) (%) OR™ (95 % CI) OR” (95 % CI) p -
' (No: 394) value
pome area (M* 1148+858 1254+87.4 0.15
Home area (nf)
" 75 60 (27.6) 92(23.3) 1.38(0.85...2.23)1.39(0.85 ... 2.30)
76 ... 100 72 (33.2) 121 (30.7) 1.25(0.79...1.98)1.31(0.82 ... 2.10)
101 ... 140 36 (16.6) 85(21.6) 0.89(0.53...1.51)0.90(0.52 ... 1.55)
> 140 46 (21.2) 96 (24.4) 1.00 1.00
Missing 3 (14) 0 (00) a a
Number of rooms
+ 3D 25+1.0 26+1.1 0.52
Family members
+ 3D 55+27 52+29 0.30
Family members
"3 52 (24.0) 122 (31.0) 0.76(0.45 ... 1.29)0.81 (0.47 ... 1.38)
4..5 56 (25.8) 103 (26.1) 1.00(0.60 ... 1.66)1.00 (0.59 ... 1.69)
6..7 69 (31.8) 96 (24.4) 1.32(0.80...2.18)1.39(0.83 ... 2.34)
>7 39 (18.0) 72 (18.3) 1.00 1.00
Missing 1(0.4) 1(0.2) a a
Facilities at home
Piped water
Yes 198 (91.2) 366(92.9) 0.80(0.43...1.47)0.73(0.39 ... 1.34)
No 19 (8.8) 28 (7.1) 1.00 1.00
Electricity
Yes 215(99.1) 392 (99.5) 0.55(0.08 ... 3.96)0.50 (0.07 ... 3.62)
No 2(0.9) 2(0.5) 1.00 1.00
Piped gas
Yes 97 (44.7) 214 (54.3) 0.68(0.48 ... 0.95)0.72 (0.51 ... 1.01)
No 120 (55.3) 180 (45.7) 1.00 1.00
Hot shower
Yes 121 (55.8) 265(67.3) 0.61(0.43...0.86)0.61(0.43 ... 0.87)
No 96 (44.2) 129 (32.7) 1.00 1.00
Telephone
Yes 186 (85.7) 326(82.7) 1.26(0.79...2.00)1.20(0.75 ... 1.92)
No 31 (14.3) 68 (17.3) 1.00 1.00
Central heating
Yes 2(0.9) 2(0.5) a a
No 215(99.1) 392 (99.5)

OR!: Adjusted for age groups and gender (all cases)
OR? Adjusted for age groups and gender (excluding proxies)
a: Was not calculated because number of subjects was less than five

140



Table 4. 8: Odds ratios (ORs) and 95% confidence interval (Cl) of GC in relation to family and
medical history

_ Cases (%) Controls ) ,
Variables (No: 217) (%) OR™ (95% Cl) OR“ (95% CI)
' (No: 394)
BMI (Before symptoms)
Over weight 135(62.2) 191 (48.5) 1.77(1.25...2.49) 1.92(1.35... 2.73)
Not overweight 81 (37.3) 200 (50.8) 1.00 1.00
Donet know 1(0.5) 3(0.7) a a
BMI (Before symptoms)
Obese 26 (12.0) 52 (13.2) 1.46(0.14 ... 14.88)1.40 (0.14 ... 14.33)
Over weight 109 (50.2) 139(35.3) 2.30(0.24 ...22.63)2.19(0.22 ... 21.58)
Underweight 3(1.4) 10 (2.5) 0.88 (0.06 ... 12.06)0.90 (0.07 ... 12.43)
Normal 78 (35.9) 190 (48.2) 1.00 1.00
Donet know 1(0.5) 3(0.8) a a
Blood group
A 76 (35.1) 121 (30.7) 1.43(0.94 ... 2.18)
B 48 (22.1) 93 (23.6) 1.18 (0.75 ... 1.88)
AB 7(3.2) 30 (7.6) 0.52(0.21 ... 1.24) b
o] 61 (28.1) 139 (35.3) 1.00
Unknown 25 (11.5) 11 (2.8) a
Rh
Positive 173 (79.7) 330(83.8) 1.47(0.84 ... 2.56)
Negative 19 (8.8) 53 (13.4) 1.00 b
Unknown 25 (11.5) 11 (2.8) a
Family history of cancer
Gastric cancer 31 (14.3) 24 (6.1) 2.64(1.49 ... 4.68) 2.29 (1.27 ... 4.15)
Other type of cancer 16 (7.4) 29 (7.4) 1.10(0.58 ... 2.08) 1.01(0.52 ... 1.98)
No cancer 170 (78.3) 341 (86.5) 1.00 1.00

OR": Adjusted for age groups and gender (all cases)

OR? Adjusted for age groups and gender (excluding proxies)

a: Was not calculated because number of subjects was less than five

b: Was not calculated because blood samplere not collected from surrogates
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Table 4. 9: ORs and 95% CI of GC in relation to the consumption of vegetables and fruits

Cases (%)

Controls (%)

H 1 2
variables (No: 217) (NO: 394) OR™ (95% CI) OR*“ (95% CI)
Raw vegetables
» 3times / week 58 (26.7) 95 (24.2) 1.31(0.86 ... 1.99)1.37 (0.90 ... 2.11)
1...2times / week 70 (32.3) 113 (28.7) 1.33(0.89 ... 1.98)1.27 (0.84 ... 1.93)
Never or infrequently 88 (40.6) 184 (46.7) 1.00 1.00
Donet know 0 (0.0) 1(0.2) a a
Missing 1(0.4) 1(0.2) a a
P for trend 0.13 0.12
Yellow-orange vegetables
3 times / week 27 (12.4) 43 (10.9) 1.39(0.82 ... 2.37)1.54 (0.90 ... 2.63)
1... 2times /week 65 (30.0) 84 (21.3) 1.72(1.16 ... 2.54)1.75 (1.17 ... 2.62)
Never or infrequently 122 (56.2) 264 (67.0) 1.00 1.00
Donet know 2(0.9) 1(0.3) a a
Missing 1(0.5) 2 (0.5) a a
P for trend 0.01 <0.01
Garlic
» 3times / week 13 (6.0) 46 (11.7) 0.42 (0.22 ... 0.81)0.41 (0.21 ... 0.81)
1...2times /week 27 (12.5) 91 (23.1) 0.43 (0.27 ... 0.69)0.40 (0.25 ... 0.66)
Never or infrequently 173 (79.7) 254 (64.5) 1.00 1.00
Donet know 2(0.9) 2 (0.5) a a
Missing 2(0.9) 1(0.2) a a
P for trend <0.01 <0.01
Onion
 once per day 38 (17.5) 160 (40.6) 0.35(0.23 ... 0.55)0.29 (0.18 ... 0.46)
3...4/week 78 (35.9) 86 (21.8) 1.36(0.91 ... 2.03)1.22 (0.81 ... 1.84)
" 2 times / week 98 (45.2) 147 (37.3) 1.00 1.00
Missing 3(1.4) 1(0.3) a a
P for trend <0.01 <0.01
Fresh fruits (total)
» 3times / week 68 (31.3) 137 (34.8) 0.45(0.29 ... 0.68)0.46 (0.30 ... 0.71)
1... 2times/week 58 (26.7) 172 (43.7) 0.30(0.20 ... 0.46)0.30 (0.19 ... 0.46)
Never or infrequently 89 (41.0) 82 (20.8) 1.00 1.00
Donet know 1(0.5) 1(0.2) a a
Missing 1(0.5) 2 (0.5) a a
P for trend <0.01 <0.01
Citrus fruits
» 3times / week 42 (19.4) 126 (32.0) 0.28(0.18 ... 0.44)0.30 (0.19 ... 0.47)
1...2times / week 45 (20.7) 154 (39.1) 0.25(0.16 ... 0.38)0.24 (0.16 ... 0.37)
Never or infrequently 127 (58.5) 109 (27.7) 1.00 1.00
Donet know 2 (0.9 4 (1.0) a a
Missing 1(0.5) 1(0.2) a a
P for trend <0.01 <0.01
Juice
» once / week 73 (33.6) 125(31.7) 1.10(0.77 ... 1.57)1.13(0.79 ... 1.63)
Never or infrequently 138 (63.6) 260 (66.0) 1.00 1.00
Donet know 5(2.3) 8 (2.0) a a
Missing 1(0.5) 1(0.3) a a

OR": Adjusted for age groups and gender (all cases)
OR? Adjusted for age groups and gender (excluding proxies)
a: Was not calculated because number of subjects was less than five
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Table 4. 10: ORs and 95% CI of GC in relation to the consumption of meat and dairy products

Cases (%) Controls (%)

H 1 2
variables (No: 217) (No: 394) OR” (95% CI) OR*(95% CI)
Fresh red meat
« once / day 67 (30.9) 70 (17.8) 2.71(1.75 ... 4.20) 3.16 (2.01 ... 4.96)
3...4/week 76 (35.0) 125 (31.7) 1.71(1.15 ... 2.56) 2.05(1.35 ... 3.11)
" 2 times / week 70 (32.3) 195 (49.5) 1.00 1.00
Donet know 2(0.9) 3(0.8) a a
Missing 2(0.9) 1(0.2) a a
P for trend <0.01 <0.01
Fresh fish
 once / week 22 (10.1) 133 (33.8) 0.22(0.14 ... 0.36) 0.22 (0.13 ... 0.36)
Never or infrequently 188 (86.6) 256 (65.0) 1.00 1.00
Donet know 6 (2.8) 4 (1.0) a a
Missing 1(0.5) 1(0.2) a a
Chicken
« once / day 30 (13.8) 32(8.1) 1.92(1.11 ... 3.33) 2.06 (1.18 ... 3.60)
3...4/week 74 (34.1) 134 (34.0) 1.12(0.77 ... 1.61) 1.19(0.82 ... 1.73)
" 2 times / week 111 (51.1) 226 (57.3) 1.00 1.00
Donet know 1(0.5) 1(0.3) a a
Missing 1(0.5) 1(0.3) a a
P for trend 0.11 0.05
Dairy products
* once / day 107 (49.3) 182 (46.2) 2.16(1.38 ... 3.40) 2.07 (1.31 ... 3.28)
3 ... 4/ week 71 (32.7) 85 (21.6) 3.09(1.88 ... 5.07) 2.85(1.72 ... 4.73)
" 2 times / week 34 (15.7) 124 (31.5) 1.00 1.00
Donet know 4 (1.8) 2 (0.5) a a
Missing 1(0.5) 1(0.2) a a
P for trend <0.01 <0.01
Cheese
* once / day 163 (75.1) 292 (74.2) 156 (0.88 ... 2.77) 1.75(0.95 ... 3.23)
3 ... 4/ week 34 (15.7) 50 (12.7) 1.93(0.96 ... 3.89) 2.21 (1.06 ... 4.61)
" 2 times / week 18 (8.3) 50 (12.7) 1.00 1.00
Donet know 0 (0.0) 1(0.2) a a
Missing 2 (0.9 1(0.2) a a
P for trend 0.22 0.15

OR': Adjusted for age groups and gender (all cases)
OR* Adjusted for age groups and gender (excluding proxies)
a: Was not calculated because number of subjects was less than five
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Table 4. 11: ORs and 95% CI of GC in relation to the consumption of preserved foods and

refrigerator use

Cases (%)

Controls (%)

variables (No: 217) (No: 394) OR! (95% CI) OR? (95% Cl)
Smoked meats
 once / month 20 (9.2) 33(8.4) 1.13(0.63 ... 2.02) 1.09 (0.60 ... 1.99)
Never 189 (87.1) 350 (88.8) 1.00 1.00
Donst know 7(3.2) 10 (2.5) a a
Missing 1(0.5) 1(0.3) a a
Smoked fish
* once / month 59 (27.2) 112 (28.4) 0.94(0.65 ... 1.37) 0.97 (0.66 ... 1.41)
Never 152 (70.0) 272 (69.0) 1.00 1.00
Donet know 5(2.3) 9(2.3) a a
Missing 1(0.5) 1(0.3) a a
Processed meats
» once / month 23 (10.6) 50 (12.7) 0.84 (0.49 ... 1.43) 0.80 (0.46 ... 1.40)
Never 188 (86.6) 338 (85.8) 1.00 1.00
Donet know 5(2.3) 5(1.3) a a
Missing 1(0.5) 1(0.2) a a
Salted fish
 once / month 35 (16.1) 74 (18.8) 0.84(0.54 ... 1.31) 0.76 (0.48 ... 1.21)
Never 174 (80.2) 310 (78.7) 1.00 1.00
Donet know 7 (3.2 9(2.3) a a
Missing 1(0.5) 1(0.2) a a
Pickled vegetables
* once / week 63 (29.0) 129 (32.7) 0.87(0.61 ... 1.26) 0.85 (0.58 ... 1.23)
Never or infrequently 147 (67.8) 261 (66.3) 1.00 1.00
Donet know 5(2.3) 3(0.7) a a
Missing 2(0.9) 1(0.3) a a
Refrigerator
Yes 202 (93.1) 364 (92.4) 1.10(0.58...2.12) 1.02 (0.53 ... 1.96)
No 15 (6.9) 30 (7.6) 1.00 1.00

OR': Adjusted for age groups and gender (all cases)
OR? Adjusted for age groups and gender (excluding proxies)
a: Was not calculated because number of subjects was less than five
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Table 4. 12: ORs and 95% CI of GC in reldion to the consumption of other food items

Cases (%) Controls (%)

variables (No: 217) (No: 394) OR! (95% CI) OR?(95% ClI)
Beans
e once / week 109 (50.2) 183 (46.4) 1.20(0.85...1.68)1.16 (0.82 ... 1.64)
Never or infrequently 105 (48.4) 207 (52.6) 1.00 1.00
Donet know 2(0.9) 3(0.7) a a
Missing 1(0.5) 1(0.3) a a
Sweets
e once / week 37 (17.0) 98 (24.9) 0.74 (0.49 ... 1.12)0.75 (0.49 ... 1.14)
Never or infrequently 177 (81.6) 292 (74.1) 1.00 1.00
Missing 3(1.4) 4 (10.0) a a
Seeds
*once / week 13 (6.0) 34 (8.6) 0.69 (0.35 ... 1.36)0.64 (0.31 ... 1.31)
Never or infrequently 200 (92.2) 357 (90.6) 1.00 1.00
Donet know 3(1.4) 1(0.3) a a
Missing 1(0.4) 2 (0.5) a a

OR%: Adjusted for age groups and gender (all cases)
OR? Adjusted for age groups and gender (excluding proxies)
a: Was not calculated because number of subjects were less than five

Table 4. 13: ORs and 95% CI of GC in relation to the dietary habits

0 0
variables Cases (%) Controls (%)

OR! (95% CI)

OR? (95% Cl)

(No: 217) (No: 394)

Strength of tea
Strong tea 87 (40.1) 57 (14.5) 3.89(2.63 ... 5.78) 3.94 (2.64 ... 5.87)
Not strong 129 (59.4) 327 (83.0) 1.00 1.00
Donet know 1(0.5) 10 (2.5) a a

Warmth of tea
Hot 106 (48.8) 74 (18.8) 4.05 (2.80 ... 5.86) 3.94 (2.70 ... 5.75)
Not hot 109 (50.3) 308 (78.1) 1.00 1.00
Donet know 2(0.9) 12 (3.1) a a

Salt preference
Salty 121 (55.8) 92 (23.4) 4.21(2.93 ... 6.03) 4.57 (3.16 ... 6.62)
Not salty 95 (43.8) 299 (75.9) 1.00 1.00
Missing 1(0.4) 3(0.7) a a

OR": Adjusted for age groups and gender (all cases)
OR? Adjusted for age groups and gender (excluding proxies)
a: Was not calculated because number of subjects was less than five

Table 4. 14: ORs and 95% CI of GC in relation to theH. pylori infection

Helicobacter pylori Cases (%) Controls (%)

OR (95% CI)

(No: 217) (No: 394)
Seropositivity
Positive 155 (71.4) 269 (68.3) 1.72(1.12 ... 2.63)
Negative 37 (17.1) 109 (27.7) 1.00
Equivocal 9(4.1) 8 (2.0) a
Unknown 16 (7.4) 8 (2.0) a

a: Was not calculated
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Table 4. 15: ORs and 95% CI of GC in relation to the smoking

Cases (%) Controls (%) 1 /a0 2 rora
(No:217)  (No:394)  OR (9% ChH  OR7(35%Cl)

Variables

Tobacco smoking

Yes 92 (42.4) 152 (38.6) 1.15(0.80...1.65) 1.27(0.85...1.89)
No 125 (57.6) 242 (61.4) 1.00 1.00
Smoking methods
Cigarette 82 (37.8) 142 (36.1) 1.1076 ... 1.59) 1.19.{7 ... 1.62)
Hubble-bubble 9(4.1) 10 (2.5) 1.71(0.66 ... 439) 1.61(0.61...4.27)
Other 1(0.5) 0 (0.0) a a
Never 125 (57.6) 242 (61.4) 1.00 1.00
Tobacco smoking status
Current smoker 70 ((32.3) 109 (27.7) 1.22(0.83 ... 1.81) 1.27(0.85 ... 1.89)
Ex-smoker 22 (10.1) 43 (10.9) 0.97 (0.55 ... 1.71) 0.90(0.49...1.63)
Never smoker 125 (57.6) 242 (61.4) 1.00 1.00
Cigarette smoking
Yes 82 (37.8) 142 (36.0)  1.05(0.73 ... 1.50) 1.07 (0.74 ... 1.54)
No 135(62.2) 252 (64.0) 1.00 1.00
Cigarette smoking status
Current smoker 60 (27.7) 99 (25.1) 1.10(0.74 ... 1.65) 1.16 (0.77 ... 1.74)
Ex-smoker 22 (10.1) 43 (10.9) 0.93(0.53 ... 1.63) 0.86 (0.48 ... 1.55)
Never smoker 135 (62.2) 252 (64.0) 1.00 1.00
Age at Start (year)
<20 17 (7.8) 37(9.4) 0.85(0.45 ... 1.58) 0.92 (0.49 ... 1.73)
20...29 41 (18.9) 53 (13.4) 1.41(0.88 ... 2.28) 1.34(0.82 ... 2.20)
« 30 24 (11.1) 52 (13.2) 0.84 (0.49 ... 1.44) 0.90 (0.53 ... 1.55)
Never 135(62.2) 252 (64.0) 1.00 1.00
Average cigarette per day
« 20 41 (18.9) 79 (20.0) 0.93 (0.59 ... 1.46) 0.90 (0.56 ... 1.44)
<20 41 (18.9) 63 (16.0) 1.19(0.76 ... 1.88) 1.27 (0.80 ...2.01)
Never 135(62.2) 252 (64.0) 1.00 1.00
Total smoking year
> 35 46 (21.2) 62 (15.7) 1.36 (0.86 ... 2.15) 1.35(0.85...2.16)
21...35 21 (9.7) 39 (9.9) 1.00 (0.55 ... 1.81) 0.99(0.54 ...1.84)
" 20 15 (6.9) 41 (10.4) 0.67 (0.35 ... 1.26) 0.73 (0.39 ... 1.38)
Never 135(62.2) 252 (64.0) 1.00 1.00
Non-filtered VS. Filtered
Non-filter 9(4.2) 10 (2.5) 1.62(0.63 ... 4.14) 1.52 (0.58 ... 4.01)
Filtered 68 (31.3) 125(31.7) 0.99(0.68 ... 1.45) 1.04 (0.71 ... 1.53)
Both equally 5(2.3) 7(1.8) 1.29(0.40 ... 4.17) 0.81(0.20 ... 3.24)
Never 135(62.2) 252 (64.0) 1.00 1.00
Smoke inhalation
Deeply 33(15.2) 93 (23.6) 0.64 (0.40 ... 1.02) 0.67 (0.42 ... 1.08)
Moderately or slightly 49 (22.6) 48 (12.2) 1.87 (1.16 ... 2.93) 1.84 (1.15... 2.95)
Never 135(62.2) 252 (64.0) 1.00 1.00
Missing 0 (0.0) 1(0.2) a a

OR': Adjusted for age groups and gender (all cases)
OR? : Adjusted for age groups and gender (excluding proxies)
a : Was not calculated because number of subjects was less than five
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Table 4. 16: ORs and 95% CI of GC in relation to the smoking among males

Cases (%) Controls (%) 1 rar0 2 oz
(No:151)  (No:265)  OR (95%Cl) OR"(35% CI)

Variables

Tobacco smoking

Yes 83 (55.0) 129 (48.7) 1.29(0.86 ... 1.93)1.31 (0.87 ... 1.99)
No 68 (45.0) 136 (51.3) 1.00 1.00
Smoking methods
Cigarette 74 (49.0) 119 (44.9) 1.25(0.83...1.89)1.28(0.84 ... 1.96)
Hubble-bubble 8 (5.3) 10 (3.8) 1.59 (0.59 ... 4.25) 1.50 (0.54 ... 4.17)
Other 1(0.7) 0 (0.0) a a
Never 68 (45.0) 136 (51.3) 1.00 1.00
Tobacco smoking status
Current smoker 62 (41.1) 96 (36.2) 1.30(0.84 ... 2.01) 1.34 (0.86 ...2.09)
Ex-smoker 21 (13.9) 33 (12.5) 1.27 (0.68 ... 2.37) 1.24 (0.65 ...2.36)
Never smoker 68 (45.0) 136 (51.3) 1.00 1.00
Cigarette smoking
Yes 74 (49.0) 119 (44.9) 1.18(0.79...1.77)1.22(0.81 ... 1.84)
No 77 (51.0) 146 (55.1) 1.00 1.00
Cigarette smoking status
Current smoker 53 (35.1) 86 (32.5) 1.18(0.75... 1.83)1.23(0.78 ... 1.9 4)
Ex-smoker 21 (13.9) 33 (12.5) 1.20 (0.65 ...2.23) 1.18 (0.63 ...2.23)
Never smoker 77 (51.0) 146 (55.1) 1.00 1.00
Age at Start (year)
<20 16 (10.6) 33 (12.5) 0.94 (0.48 ... 1.82) 1.02 (0.52 ...2.00)
20 ... 29 38 (25.2) 47 (17.7) 1.54(0.92 ... 2.57) 1.50(0.89 ... 2.55)
* 30 20 (13.2) 39 (14.7) 0.97 (0.53 ... 1.77) 1.04 (0.57 ... 1.92)
Never 77 (51.0) 146 (55.1) 1.00 1.00
Average cigarette per day
« 20 39 (25.8) 69 (26.0) 1.06 (0.65 ... 1.73) 1.07 (0.65 ... 1.75)
<20 35 (23.2) 50 (18.9) 1.35(0.81 ... 2.26) 1.43 (0.85 ... 2.42)
Never 77 (51.0) 146 (55.1) 1.00 1.00
Total smoking year
>35 43 (28.5) 55 (20.8) 1.49(0.91 ... 2.43)1.53(0.93...2.53)
21...35 18 (11.9) 33 (12.4) 1.05(0.54 ... 2.04)1.01(0.51 ... 2.03)
" 20 13 (8.6) 31 (11.7) 0.79 (0.39 ... 1.60) 0.85 (0.42 ... 1.76)
Never 77 (51.0) 146 (55.1) 1.00 1.00
Non-filtered VS. Filtered
Non-filter 8 (5.3) 9(3.4) 1.65(0.61 ... 4.49) 1.57 (0.56 ... 4.41)
Filtered 62 (41.1) 103 (38.9) 1.15(0.75...1.75)1.21(0.79 ... 1.86)
Both equally 4 (2.6) 7 (2.6) a a
Never 77 (51.0) 146 (55.1) 1.00 1.00
Smoke inhalation
Deeply 32 (21.2) 77 (29.0) 0.79(0.48 ... 1.30) 0.83 (0.50 ... 1.38)
Moderately or slightly 42 (27.8) 41 (15.5) 1.94(1.16 ... 3.24) 1.96 (1.16 ...3.31)
Never 77 (51.0) 146 (55.1) 1.00 1.00
Missing 0 (0.0) 1(0.4) a a

OR': Adjusted for age groups and gender (all cases)
OR? Adjusted for age groups and gender (excluding proxies)
a: Was not calculated because number of subjects was less than five
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Table 4. 17: ORs and 95% CI of GC in relation to the alcohol drinking and opium use

Cases (%) Controls (%)

; 1 0 2 0
variables (No: 217) (No: 394) OR!(95% CI)  ORZ2(95% Cl)

Alcohol

Yes 5 (2.3) 7 (1.8) 1.30 (0.40 ... 4.20) 1.45 (0.45 ...4.71)

No 212 (97.7) 387 (98.2) 1.00 1.00
Opium

Yes 18 (8.3) 14 (3.6)  2.45(1.18 ... 5.07) 2.39 (1.12 ...5.03)

No 199 (91.7) 380 (96.4) 1.00 1.00
f‘ge[r)age yearsofdruguse 15674937  1182+113

OR": Adjusted for age groups and gender (all cases)
OR?Z Adjusted for age groups and gender (excluding proxies)

Table 4. 18: ORs and 95% CI of GC in relation to the main job during last ten years

Cases (%) Controls (%)
(No: 217) (No: 394)

Main activities OR! (95% ClI) OR?(95% Cl)

Main job during last 10 years

Agriculture 114 (52.5) 135(34.3) 3.13(1.87...5.23)3.22(1.89...5.48)
Manufacturing 9(4.1) 30 (7.6) 1.13(0.47 ... 2.72)1.14 (0.45 ... 2.85)
Construction 28 (12.9) 40 (10.2) 2.78(1.38...5.62)3.03(1.47 ... 6.22)
Wholesale and retail trades 11 (5.1) 30 (7.6) 1.46 (0.62 ... 3.44)1.63 (0.d8 ... 3.89)
Other 7(3.2) 21 (5.3) 1.25(0.47 ... 3.32)1.42 (0.53 ... 3.79)
Reference group 48 (22.1) 138 (35.0) 1.00 1.00

OR%: Adjusted for age groups and gender (all cases)
OR? Adjusted for age groups and gender (excluding proxies)

Table 4. 19: ORs and 95% CI of GC in relation to the main job among males

Cases (%) Controls (%)
(No: 217) (No: 394)

Main activities OR*! (95% CI) OR? (95% Cl)

Main job during last 10 years

Agriculture 89 (58.9) 114 (43.0) 3.74(1.62 ... 8.66)3.96 (1.63 ... 9.59)
Manufacturing 9 (6.0) 26 (9.8) 1.65 (0.55 ... 4.90)1.68 (0.53 ... 5.28)
Construction 28 (18.5) 40 (15.1) 3.34(1.33...8.40)3.70 (1.41 ... 9.70)
Wholesale and retail trades 11 (7.3) 30 (11.3) 1.74 (0.61 ... 4.96)2.00 (0.68 ... 5.89)
Other 6 (4.0) 19 (7.2)  1.47(0.44 ... 4.91)1.70 (0.50 ... 5.83)
Reference group 8 (5.3) 36 (13.6) 1.00 1.00

OR!: Adjusted for age groups and gender (all cases)
ORZ Adjusted for age groups and gender (excluding proxies)
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Table 4. 20: Multivariate analysis for variables included in the predictive model

Variables OR'(95% CI) Pfortrend OR?(95%Cl) P fortrend
Garlic
+ 3times / week 0.42 (0.22 ... 0.81) 0.35(0.13 ... 0.95)
1...2 times / week 0.43(0.27...069) ~991  04g(025..001) <OV
Never or infrequently 1.00 1.00
Onion
 once per day 0.35(0.23 ... 0.55) 0.34(0.19 ... 0.62)
3 ... 4/ week 1.36(0.91...2.03) <001 178(073..223 002
" 2 times / week 1.00 1.00
Citrus fruits
* 3times / week 0.28 (0.18 ... 0.44) 0.31(0.17 ... 0.59)
1... 2 times / week 0.25(0.16 ...0.38) <001 018(0.10...033) <001
Never or infrequently 1.00 1.00
Fresh red meat
 once / day 2.71(1.75 ... 4.20) 3.40 (1.79 ... 6.46)
3 ... 4/ week 171115 ...256) ~901  550126.. 385 <001
" 2 times / week 1.00 1.00
Fresh fish
« once / week 0.22 (0.14 ... 0.36) a 0.37(0.19 ... 0.70) a
Never or infrequently 1.00 1.00
Dairy products
* once / day 2.16 (1.38 ... 3.40) 2.28(1.23 ... 4.22)
3.4/ week 3.00(1.88..507) <~991  377(192. 742 <001
" 2 times / week 1.00 1.00
Salt preference
Salty 4.21(2.93 ... 6.03) a 3.10(1.88 ... 5.10) a
Not salty 1.00 1.00
Strength of tea
Strong tea 3.89(2.63 ... 5.78) a 2.64 (1.45 ... 4.80) a
Not strong 1.00 1.00
Warmth of tea
Hot 4.05(2.80 ... 5.86) a 2.85(1.65 ... 4.91) a
Not hot 1.00 1.00
H. pylori seropositivity
Positive 1.72 (1.12 ... 2.63) 2.41(1.35...4.32)
Negative 1.00 a 1.00 a
Equivocal and unknown a a
Family history of cancer
Gastric cancer 2.64(1.49 ... 4.68) a 2.32(1.11 ... 4.85) a
Other type of cancer 1.10(0.58 ... 2.08) 0.82(0.33 ... 2.01)
No cancer 1.00 1.00

OR": Adjusted for gender and age group
OR? Adjusted for gender, age group, education, famistory of GC, citrus fruits, garlic, onion, red
meat, fish, dairy products, strength and wiwf tea, preference for salt intake ahdoylori

a: was not calculated

149



Table 4. 21: Multivariate analysis for dietary variables which were not included in the predictive
model

Variables OR'(95% CI) Pfortrend OR?(95%Cl) P fortrend
Raw vegetables
« 3 times / week 1.31(0.86 ... 1.99) 2.08(1.13 ... 3.82)
1...2times / week 1.33(0.89 ... 1.98) 0.13 1.56 (0.89 ... 2.73)  0.02
Never or infrequently 1.00 1.00

Yellow-orange vegetables

» 3times / week 1.39(0.82 ... 2.37) 001 1.78(0.81 ... 3.89) 001
1... 2times /week 1.72(1.16 ... 2.54) ' 2.07 (1.15 ... 3.70) '
Never or infrequently 1.00 1.00

Fresh fruits (total)
« 3times / week 0.45(0.29 ... 0.68) <001 0.89(0.43 ... 1.86) 0.32
1...2times / week 0.30(0.20 ... 0.46) ' 0.44 (0.22 ... 0.89) '
Never or infrequently 1.00 1.00

Juice
« once / week 1.10(0.77 ... 1.57) a 1.29 (0.73 ... 2.29) a
Never or infrequently 1.00 1.00

Chicken
 once / day 1.92(1.11 ... 3.33) 011 0.93(0.39 ... 2.20) 0.41
3...4/week 1.12(0.77 ... 1.61) ' 1.40(0.80 ... 2.42) '
" 2 times / week 1.00 1.00

Cheese
 once / day 1.56 (0.88 ... 2.77) 0.22 1.16 (0.54 ... 2.51) 071
3 ... 4/ week 1.93(0.96 ... 3.89) ' 1.00 (0.39 ... 2.56) '
" 2 times / week 1.00 1.00

Smoked meats
e once / month 1.13(0.63 ... 2.02) a 0.91(0.40 ... 2.09) a
Never 1.00 1.00

Smoked fish
* once / month 0.94 (0.65 ... 1.37) a 1.09 (0.63 ... 1.89) a
Never 1.00 1.00

Processed meats
« once / month 0.84(0.49 ... 1.43) a 1.14 (0.55 ... 2.37) a
Never 1.00 1.00

Salted fish
 once / month 0.84 (0.54 ... 1.31) a 1.08 (0.57 ... 2.05) a
Never 1.00 1.00

Pickled vegetables
« once / week 0.87(0.61 ... 1.26) a 1.47 (0.84 ... 2.58) a
Never or infrequently 1.00 1.00

Refrigerator
Yes 1.10(0.58 ... 2.12) a 1.07 (0.41 ... 2.80) a
No 1.00 1.00

Beans
« once / week 1.20(0.85 ... 1.68) a 1.04 (0.65 ... 1.66) a
Never or infrequently 1.00 1.00

Sweets
» once / week 0.74 (0.49 ... 1.12) a 0.70 (0.38 ... 1.29) a
Never or infrequently 1.00 1.00

Seeds
« once / week 0.69(0.35 ... 1.36) a 0.96 (0.37 ... 2.46) a
Never or infrequently 1.00 1.00

OR%: Adjusted for gender and age group

OR? Adjusted for gender, age group, education, famistory of GC, citrus fruits, garlic, onion, red
meat, fish, dairy products, strength and wirorf tea, preference for salt intake a&hdpylori

a: was not calculated
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Table 4. 22: Multivariate analysisfor lifestyle related variables

Variables OR'(95% CI) Pfortrend OR?(95%Cl) P fortrend

Tobacco smoking
Yes 1.15(0.80 ... 1.65) a 0.90 (0.54 ... 1.49) a
No 1.00 1.00

Smoking methods
Cigarette 1.10 (0.76 ... 1.59) 0.87 (0.52 ... 1.46)
Hubble-bubble 1.71(0.66 ... 4.39) a 1.14(0.29 ... 4.42) a
Other a b
Never 1.00 1.00

Tobacco smoking status
Current smoker 1.22(0.83 ... 1.81) 0.77 (0.44 ... 1.34)
Ex-smoker 0.97 (0.55 ... 1.71) a 1.42 (0.63 ... 3.18) a
Never smoker 1.00 1.00

Cigarette smoking
Yes 1.05 (0.73 ... 1.50) a 0.86 (0.52 ... 1.42) a
No 1.00

Cigarette smoking status
Current smoker 1.10(0.74 ... 1.65) a 0.71(0.41 ... 1.25) a
Ex-smoker 0.93(0.53 ... 1.63) 1.40(0.63 ... 3.12)
Never smoker 1.00 1.00

Age at Start (year)
<20 0.85(0.45 ... 1.58) 0.54 (0.22 ... 1.29)
20 ... 29 141(0.88...2.28) 0.84 1.28(0.65...2.54) 0.51
« 30 0.84 (0.49 ... 1.44) 0.75(0.36 ... 1.54)
Never 1.00 1.00

Average cigarette per day
* 20 0.93(0.59...1.46) 0.58 0.67 (0.35 ... 1.30) 0.35
<20 1.19(0.76 ... 1.88) 1.07 (0.57 ... 1.99) '
Never 1.00 1.00

Total smoking year
> 35 1.36 (0.86 ... 2.15) 0.87 (0.45 ... 1.70)
21...35 1.00(0.55...1.81) 0.53 1.11(0.51...2.46) 0.80
" 20 0.67 (0.35 ... 1.26) 0.61 (0.26 ... 1.47)
Never 1.00 1.00

Non-filtered VS. Filtered
Non-filter 1.62(0.63 ... 4.14) 0.99 (0.23 ... 4.31)
Filtered 0.99 (0.68 ... 1.45) a 0.86 (0.51 ... 1.47) a
Both equally 1.29(0.40 ... 4.17) 0.71(0.15 ... 3.41)
Never 1.00 1.00

Smoke inhalation
Deeply 0.64 (0.40 ... 1.02) 0.39 0.51 (0.27 ... 0.99)
Moderately or slightly 1.87(1.16 ... 2.93) ' 1.90(0.91...4.01) 0.29
Never 1.00 1.00

Alcohol
Yes 1.30(0.40 ... 4.20) a 2.03(0.44 ... 9.31) a
No 1.00 1.00

Opium
Yes 2.45(1.18 ... 5.07) a 2.83(0.99 ... 8.08) a
No 1.00 1.00

OR%: Adjusted for gender and age group
OR? Adjusted for gender, age group, education, famistory of GC, citrus fruits, garlic, onion, red
meat, fish, dairy products, strength and wiwrof tea, preference for salt intake ahdoylori

a: was not calculated
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Table 4. 23: Multivariate analyss for occupational variables

Variables OR! (95% CI) OR? (95% ClI)
Main job during last 10 years

Agriculture 3.13(1.87 ... 5.23) 1.96 (0.95 ... 4.01)
Manufacturing 1.13(0.47 ... 2.72) 0.80 (0.25 ... 2.58)
Construction 2.78 (1.38 ... 5.62) 1.78 (0.67 ... 4.76)
Wholesale and retail trades 1.46 (0.62 ... 3.44) 1.32 (0.39 ... 4.49)
Other 1.25(0.47 ... 3.32) 0.71 (0.17 ... 3.01)
Reference group 1.00 1.00

OR" Adjusted for gender and age group
ORZ Adjusted for gender, age group, education, family history of GC, citrus fruits, garlic, onion, red
meat, fish, dairy produst strength and warmth of tea, preference for salt intak&lapgori

Table 4. 24: Multivariate analysis for BMI and blood groups

Variables OR' (95% CI) OR? (95% ClI)
BMI (Before symptoms)
Over weight 1.77 (1.25 ... 2.49) 1.57 (0.98 ... 2.54)
Not overweight 1.00 1.00
Blood group
A 1.43 (0.94 ... 2.18) 1.44 (0.81 ... 2.55)
B 1.18 (0.75 ... 1.88) 1.15(0.60 ... 2.20)
AB 0.52 (0.21 ... 1.24) 0.46 (0.14 ... 1.49)
O 1.00 1.00
Rh
Positive 1.47 (0.84 ... 2.56) 2.08 (0.97 ... 4.52)
Negative 1.00 1.00

OR%: Adjusted for gender and age group
ORZ Adjusted for gender, age group, education, family history of GC, citrus fruits, garlic, onion, red
meat, fish, dairy produst strength and warmth of tea, preference for salt intakélapglori
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