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The main aim of this study is to assess the Socio economic and Demographic
profile of Head and Neck cancer patients in Andhra Pradesh, India. In this
retrospective study, 103 patients with head and neck cancers comprised in the case
group. All patients completed a questionnaire regarding occupation,socio economic
status and area of residence. In this study the highest number of Head and Neck
Cancer (HNC) patients is from urban areas with 36.89% and (OR=0.83
95%Cl1=0.367 -1.917,P=0.678). The quantification of socio economic study
revealed that more number of HNC cases were recorded in lower income group of
total 87(84.47%) (OR=1.03,95%CI=0.342-3.104,P=0. 956). Whereas, daily wage
earner are highest number out of all the occupational exposure cases with head and
neck cancer.30 (29.13%)and(OR=2.91,95%Cl=1.1754t0 4.881,P=0.0115 ). This
study analysis reveals that occupation was the significant risk factor for the
development of head and neck cancer. Socio economic status and area of residence

shows no significant association with head and neck cancer patients.

I ntroduction

Among al other cancers, Head and Neck
cancer is the 8th most common cancer with
approximately 650,000 incidences and
350,000 deaths annually and more
predominant throughout the world (Parkin et
a., 2005; Ragin et a., 2007).Recent reports
say that 57.5% of globa head and neck
cancers occur in Asia, (Sturgis et al., 2004).
In India, it accounts for 30% of al cancer
incidences and the most common cancer
among males and third most common cancer
in females (Mathew 2007).
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In  developing countries, awareness
regarding disease outbreak and risk factors
is very low or the most of the part comes
under rural areas. In the case of HNC,
mostly people affected in rural areas are
commonly used the tobacco products either
in the form of cigarette or bidis or smoker
tobacco. Occupational data study has been
defined as the study of the effects of
workplace exposures on the frequency and
distribution of diseases and injuries in the
population. Socioeconomic status is difficult
to quantify.
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It is made up of many variables such as
occupation, family income, educational
achievement, living conditions and socia
standing. Socioeconomic disproportions are
consistently reported for total mortality and
for many causes of death.(Steerland K et
a.,2004).The men of lower socio economic
status includes higher cancer mortality
rates(Menvielle G et al.,2005).Socio-
economic status is most common variables
affecting health related quality of life and an
important  prognosticator  of  disease
morbidity and mortality.(Madani AH et
a.,2010)The am of this study is to assess
the socio-demographic profile of HNC
cancer patients in Andhra Pradesh, India.

Materialsand M ethods

This study was done at Mahatma Gandhi
Cancer hospital in Visakhapatnam, Andhra
Pradesh, India. The study populations were
subjects with HNC cancer who reported for
treatment at the hospital. The sample size
consisted of 103 HNC cancer patients who
reported during the vyear 2011 -
2013.Statistical inference was made on the
data which was collected for head and neck
cancer by using odds ratio or Analysis of
Variance (ANOVA).The significance of
correlation for the present data was
calculated by Medcalc software.(P value
<0.01 is considered as statisticaly
significant).

From table 1, it is evident that out of 103
patients, 65 males and 38 females. Males are
categorically identified from 23 i.e. 35.38%
from rura area and the 23 (35.38%) from
urban area. The remaining 19 patients were
observed from semi urban area with 29.23%.
Whereas in females, the ratio is different,
considering the females from different areas.
Out of 38, 10 patients (26.32%) are from
rural, 15 (39.47%) from urban and 13
(34.21%) from semi urban back grounds
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respectively. Subsequently, the highest
number in our HNC patients are from urban
areas with 38(36.89%) followed by 33
members (32.04%) in rural and 32(31.07%)
from semi urban areas of living. These data
are statically examined which reveaed that
P value is insignificant as the values are
greater than the table value 0.01%.

From the observation in the table 2, the
occupational patterns come under private
employees of total 19 individuals. This is
18.45% out of 103. Males are 14 (21.50%)
and females are 5 (13.16%). Whereas, daily
wage earner are highest number out of all
the HNC case with 30 (29.13%). Male to
Female ratio is 22 (35.38%) to 8 (21.05%).
Coming to females, it showed second
highest with 27 cases (26.21%) in males 23
(35.38%) and females 4 (10.53%) whereas
20 housewives were recorded in HNC case.
To the extent, the data has been calculated
for significance. It showed significant result
asthe P-valueisin the range.

The area of residence and occupation of the
cancer patients in relation to prevalence of
head and neck cancer has been tabulated for
their association. The mean values for the
residence is in between 1.2 to 1.4 and for
occupation it is in 0.8 to 1.8 with its
standard errors respectively. The 95%
confidence intervals and P values are not
significant in residence. But, significant in
occupation with 0.001.

From the table 4, the HNC cases were
recorded as lower status of total 87 (84.47%)
and 6 patients (5.83%) in high socio
economic status and 10 (9.71%) from
middle class category.

In these, lower class males were recorded 55
individuals with 84.62% and stand highest
in total cases. The high group females
showed only 2 and thisisthe least among all
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HNC cases in this study. Remaining cases
showed 32 (84.21%) in lower females and 6
males from middle class and 4 people each
with 10.53% in middle class femaes and
6.15% high class males respectively.
considering the statistics, significance of the
odds ratio and P value showed the in
signification result. There is no variation.

Assessment of residence showed that the
35.38% from rural area and another 35.38%
from urban area. The remaining 29.23%
from semi urban areas. Subsequently, the
highest number in our HNC patients is from
urban areas with 36.89%and
(OR=0.8395%CI=0.367 -1.917,P=0.678).
Most of the rural people are settled in urban
areas for livelihood. Another study reports
showed that among urban, one out of every
27men and one out of every 64 women
would contract head and neck cancer and
3.7% of the urban male population and 1.6%
urban female population will develop head
and neck cancer. Among rura population,
one out of every 54 men and one out of
every 494 women would contract head and
neck cancers, 2% of the rural male
population and 0.3% females will develop
head and neck cancer(Elango JK et
a.,2006).The study subjects belong to
occupational exposure are categorized as
private, Government employee, farmers,
housewives and dailly wage earners
respectively. Mostly, farmers are prone to
various forms of environmental factors.
Private employees and daily wage earners,
who are working in chemica industry and
various firms that associate with steers full
life may exposed to different chemicals and
tobacco related products due to nicotine
addiction. In this study greater part of the
patients is from dailly wage earners with
29.13%. (OR=2.91,95%CI=1.1754t0
4.881,P=0.0I15). Mae to Female ratio in
occupational patterns is 35.38% to 21.05%.
But, 52.63% are housewives, 18.45% are of
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private employees, 26.21% are farmers,
where most of them exposed to pesticides
and other environmental carcinogens.
However, 6.80 % are of .government
employees. Occupational risk factor found
to be significant with gender where p value
is <0.01 in both males and females. Two
International  studies conducted in men
by(Paget-Bailly .S et a.,2013). And women
by(Carton M, et a.,2014)with head and neck
cancer, it confirms the role of occupational
exposure in HNC patients. Other study
demonstrated that occupation was an
independent risk factor for the development
of head and neck cancers. People working at
high risk jobs had a higher risk of
malignancy (p=0.000, OR: 3.145; 95% CI:
2.2-5. 1). (Tevfik Pinar, MD et a.,2007)The
association  between  residence  and
occupation of HNC patients observed that
the residence has insignificant and
occupation showed signifying  results.
Various risk factors associated with the head
and neck cancer cases are proportionate on
the occupation and income level such are
lower, higher, middle class economic status
respectively. In the case of lower income
level groups, the people are prone to more
tobacco use than alcohol. Tobacco cost less
money compared against acohol. So, they
are more frequent enough to get addicted to
tobacco use as daily wage earners. The
guantification of socio economic study
reveded that the HNC cases were recorded
in lower income group of total 87(84.47%)
and (OR=1.03,95%CI=0.342-3.104,P=0.
956) Considering the statistics, there is no
variation with socio economic status. Most
of the study subjects belonged to lower
middle and upper lower socio economic
scale. This was similar to findings of the
study by (Khandekaret al.,2006).

Due to various life styles and poor working
measures and management strategies in the
industries and in private jobs, use of
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pesticides and various types of cancer
causing agents or prone to UV radiation in
agricultural labors, not following safety
standards and not enough enforcement.
Higher number of male prevalence in the
present study suggests that males often
indulged into habits like smoking, tobacco
chewing, acohol  consumption and
combination of these and occupational risk

factors like exposure to other environmental
carcinogens during the working time.
statistical analysis showed  Occupational
risk factor found to be significant both in
male and femae. There is no significant
association between area of residence,
socioeconomic status of the head and neck
cancer patients.

Table.1 Areaof residence in relation to prevalence

Ar_ea of Gender Odc_ls 95%  Confidence P Value
living Ratio Interval
Male 23 (35.38%)
Rural Female 10 (26.32%) 15333 | 0.634t03.7082 0.3428"N°
Total 33 (32.04%)
Male 23 (35.38%)
Urban Female 15 (39.47%) 0.8397 | 0.3678t01.9172 0.6783N°
Total 38 (36.89%)
Male 19 (29.23%)
Semi Urban | Female 13 (34.21%) 0.7943 | 0.337t0 1.8719 0.5985"°
Total 32 (31.07%)

*p< 0.01- Significant; **p< 0.02 -moderately Significant; ***p< 0.005-Highly Significant; NS-not significant

Table.2 Occupation and gender in relation to prevalence

Occupa Male(%) | Female(%) | Total(%) | Odds 95% P Value

Tion (N=65) (N=38) Ratio Confidence
Interval

Private 14 (21.54) | 5(13.16) 19 (18.45) | 28.2174 | 1.83421to 0.0145*

Employee 437.33

Farmer 23(35.38) | 4(10.53) 27 (26.21) | 4.6548 1.4679 to | 0.0090*
14.7606

House wife 0 20 (52.63) 20 (19.42) | 0.0069 0.0004 to | 0.0006*
0.1194

Dally wager | 22(33.85) | 8(21.05) 30(29.13) | 2.9186 1.1754 to | 0.0115*
4.8818

Govt 6 (9.23) 1(2.63) 7 (6.80) 4.7627 1.4354 to | 0.021*

Employee 32.5154

*p< 0.01- Significant; **p< 0.02 -moderately Significant; ***p< 0.005-Highly Significant; NS

not significant
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Table.3 Area of residence and occupation

Source M ean Std. Error 95% Confidence | P value
Interval

Residence

A)Rural (n=33) 1.3145 0.03132 1.1383 to 1.3394 0.7235"°

b) Urban (n=38) 1.4398 0.04424 1.2467 to 1.5409

¢)Semi Urban (n=32) 1.2173 0.06687 1.8774 t0 2.3426

Occupation

1 (n=19) 1.0032 0.06722 0.74321t01.1628

2 (n=27) 1.3381 0.14254 1.0365t0 1.5511 <0.001*

3 (n=20) 0.9000 0.08348 0.8807 t0 1.2193

4 (n=30) 1.8912 0.05817 1.7748t0 2.1426

5(n=07) 0.8846 0.26032 0.3463 to 1.4354

*p< 0.01- Significant; **p< 0.02 -moderately Significant; ***p< 0.005-Highly Significant;

NS-not significant

Table.4 Socio-economic status of cases

Socio Male Female Total(%) | Odds 95% P Value

economic | (%) (%) Ratio Confidence

status (N=65) (N=38) Interval

L ower 55(84.62) 32(84.21) | 87(84.47) |1 1313 0.3426 to] 0. 9564
3.1041

Midde | 6(0.23) 41053) |10071) |oseas |92278 o] 08304
3.2805

High 4(6.15) 2(5.26) 6(5.83) 1.1803 g?ggg 01 0.g504Ns

*p< 0.01- Significant; **p< 0.02 -moderately Significant; ***p< 0.005-Highly Significant; NS-not significant
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