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Summary

Head and Neck Squamous Cell Carcinoma (HNSCC) are generally similar in
their clinical features, epidemiology and etiology although their natural and

clinical history and treatment differ. Despite lot of improvement in diagnostic
and management technique, there is little improvement in survival rate over

the last few decades. This study was carried-out in a multidisciplinary tertiary

level hospital (BSMMU), with a country-wide catchment area to see the burden

of HNSCC existing in our country and their clinical pattern. The overall

incidence rate ofHNSCC in this study was (0.15%) i.e. 150 person in 1,00,000
population. Male incidence (0.19%) was higher than female (0.12%). This

study revealed that carcinoma of the larynx (25.22 %) and pyriform fossae
(20.57%) were the main culprit, whereas buccal carcinoma was the main

component (37.70%) in the female series. Highest incidence was found in the

61hdecade in both sexes. As the treatment of HNSCC may be time consuming,
requires multidisciplinary approach, demands lot of clinical, social and

financial consideration, therefore, the best treatment can be offered through
a combined board consisting of Surgical, Radiation, Medical oncologists,
Histopathologist and Speech therapist as required.

Introduction

Head and Neck Squamous Cell Carcinoma
(HNSCC) are broadly similar in their clinical

presentation, epidemiology and etiology I

although they have their own natural and
clinical history and treatment consideration.

Despite lot of improvement in diagnostic
technology and clinical management, there

has been little progress in improving survival
rates over the last few decades. Head and

neck cancer includes squamous cell

carcinoma of the lips, oral cavity (including
tongue). Oropharynx, hypopharynx, larynx,

nose, nasopharynx, paranasal sinuses and ear

and also the thyroid carcinoma, salivry gland
carcinomas, lymphmas, adenocarcinomas
and some other rare entities.

This study was based only on HNSCC. The

incidence of HNSCC shows geographical

variation and time trend. They also project
difference in race, gender, age and with social
habits. The global incidence of cancers of the

oral cavity, pharynx and larynx is about
500000 cases per year and excluding skin

cancer. This represents about 6 percent of
the incidence of all cancers2. In the United
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State head and neck cancers account for 3.2%
all new cancer and 2.2% of cancer deaths3.

The areas of the world with greatest incidence

are Melanesia (papua, New Guina) Western
Europe and South Central Asia (India and the
central Asian republics of the former Soviet
Union).

The incidence of head and neck cancer in

India is variable with some areas showing
rates of cancer among the highest in the world
and other areas with rates comparable to the

United States I . Oral and pharyngeal cancers
are highest in the area of Ahmedabadl. From
1973 to 1989 the incidence of oral and

pharyngeal carcinomas decreased. in white
men of all ages whereas the African-
American population experienced a signi-
ficant increase4. The greatest risk factor is

tobacco irrespective of its type i.e. cigarettes,

cigars, pipe smoking, or smokeless tobacco.
Tobacco contains over thirty known carci-

nogen, the majority of these are polycyclic
aromatic hydrocarbons and nitrosamine5. The
association between alcohol and head and

neck cancer is stronger for pharyngeal cancer
than for other site. A dose response effect has
been shown between alcohol and pharyngeal
cancer in a German study6.

Prognosis of the HNSCC is yet to get a solid
scientific basis because of complex

diagnostic system and controversies in
staging system, and in general it is still

hopeless. One series shows that among both
sexes, 32% ofthose diagnosed eventually die
of these diseases7. As estimated 41400 new

cancer cases of the oral cavity, pharynx and
larynx were detected and 12300 deaths from
these cancer occurred in the United States in

1998x. Although no such data is available in
Bangladesh, the situation is obviously more
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grave here because of late presentation on

the part of the patient and absence of
combined multidisciplinary rational

approach to the management of these patients
from the side of the clinicians.

This study was carried-out in the

Otolaryngology & Head Neck Surgery deptt.
of a.tertiary level hospital, BSMMU of this
country, spanned over five years period (2000
to 2004) to find out the incidence rate of

HNSCC among the people coming to this
hospital and to see the clinical pattern and
relative incidence rate of different HNSCC.

Materials and Methods

All the new patients ~ttended in the out

patient wing of the BSMMU hospital in
between January 2000 and December 2004
were taken into account. Those patients
attended the Otolaryngology OPD with

relevant symptoms were examined clinically.
Diagnoses were made by endoscopic
evaluation (rigid or fiber optic), histopatho-

logical examination ofthe specimen obtained
either as outdoor procedure or after hospita-
lization (according to indication). Imaging
techniques (CT/MRI) were also utilized
whenever required. FNAC from the neck
gland were also done mainly as primary

investigation to differentiate metastatic gland
from other lynphadenopathies.

Results

So far available from the entry register of the
OPD shows that total number of new patient
attended in the out patient wing of the
BSMMU, a multidisciplinary tertiary level

hospital, in between January 2000 to
December 2004 were about 12 50000
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(Twelve lacs fifty thousand) aprox. Among
which 59 8000 were male and 65 2000 were

female. Female dominance was due to huge
rash in the Gynae OPO. The number of new
patient attended the Otolaryngology OPO
in that period was 88500 (aprox), out of
which 44300 were male and 44200 were

female. After clinical examination,

endoscopic evaluation & histopathological/
cytological confirmation, total 1935 cases
were diagnosed as one or other variety of
HNSCC. Out of these 1935 cases 1315 were
admitted and 620 were non-admitted.

Among these 1935 patients 1171 were male
and the other 764 were female.

The incidence rate of HNSCC among all

the patients attended the OPO of this
hospital was 0.15%. The male incidence
was 0.19% and female was in 0.12%. The

incidence rate among the patient attended

Otolaryngology OPO was 2.18% and male,
female incidence were 2.64% and 1.72%

respectively. Total number of admission in

the Otolaryngology deptt. in the aforesaid
period was 5620. So 23.40% hospital
admission in the Otolaryngology deptt.

. were for HNSCC (Table-I).

Table-I:Age & sex incidence ofSCCHN n=f935

Age group Male n=I171 Female n=764
in years No. (%) No. (%)

<20

20- 30

30 - 40

40 - 50

50 - 60
60 -70

70 +

02(0.17)
08 (0.68)
99(8.45)
367(31.34)
521(44.49)
115(9.82)
59(5.05)

o

02(0.26)
57(7.46)
185(24.21)
291(38.09)
189(24.74)
40(5.24)

Figures in parentheses indicate percentage
n= numher of patients
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The age and sex incidences of the patient with
HNSCC is shown in Table-I, which reveals

male female ratio of 1.53: I. Highest incidence
rate is in the 6lhdecade in both sexes. In the

first two decade HNSCC is almost absent and

then there is a steady rise up to 6thdecade then
declines.

Table-II: Shows d~fferellttypes of HNSCC

Figures in parentheses indicate percentage

n= number of patients

Table II shows different types of HNSCC in
both sexes. Laryngeal carcinoma (34.07%) and

carcinoma of the pyriform sinuses :(28.69%)
dominates in the male series whereas

carcinoma of the oral cavity (excluding

tongue) is topping the list (37.7o/r) in the
female series.

Out of these 1935 patient, 862(44.55%) belong

to poor socioeconomic strata, 797(41.19%)
were from middle class and the other 276

(14.26%) from upper class. Thirteen hundred
and ninety seven patient (72.20%) came from
rural areas and 538(27.80%) were urban

people.

45

HNSCC Male Female Total

(n=1171) (n=764) (n=1935)

Laryngealcarcinoma 399(34.07) 89(11.65) 488(25.22)

Ca.pyriformsinuses 336(28.69) 62(8.12) 398(20.57)
Postcricoidcarcinoma 26 48 74(3.82)

Tonguecarcinoma 73 76 149(7.70)
CarcinomaOralcavity 94(8.03) 288(37.70)382(19.74)
(excludingtongue)
CarcinomaLips 09 12 21(1.09)
CarcinomaOropharynx 64 85 149(7.70)
(incidenceTonsil)
CarcinomaNasopharynx44 13 57(2.95)
nasalsinuses

Carcinomaofthepara 68 54 122(6.30)
Nasalcarcinoma 06 05 11(0.57)
Carcinomamiddleear 06 05 11(0.57)
Occultprimary 46 27 73(3.77)
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Discussion
Incidence of head and neck cancer varies

through-out the world. Epedemiological data
regarding head and neck cancers and

particularly HNSCC are not available in
Bangladesh as tumour registry system is yet
to establish here. So record about annual
detection of new cases is also absent. This is

a study to asses the magnitude of the bulk of
HNSCC in our community and to see their

clinical pattern and relative incidence.
Although this is a hospital based study, the
catchments area of this hospital is country-

wide and people from all corners and all
sections of life come to this hospital for better
management.

The over all incidence rate in this series is

0.15% i.e. 150 person in 100,000 people
suffers from HNSCC, and male incidence

(0.19%) is higher than female (0.12%)
incidence. Among the diagnosed cases male
female ratio is 1.53: I. Gender differences in

head and neck cancer incidence appears to
reflect differences in risk factor exposure.

Increasing habit of tobacco consumption by
women since 1950 has resulted in an

increased proportion of female cancer
incidence and mortality for these cancers 9.10.

The difference in incidence rate among
different socioeconomic classes and with

habitat pattern (urban/rural) also reflects
difference in food and social habit.

In our series Laryngeal cancer (25.22 %) and
cancer of the Pyriform fossae (20.57%) form
the main bulk. This might be because of
heavy consumption of tobacco in our society
in different forms, like Cigarette smoking,

Pipe smoking, Reverse smoking (hukkah),
Bidi, Shada etc. It has been estimated that in

Head and Neck Carcinoma BH Siddiquee et al.

the United States well over three fourth of
all head and neck cancers can be attributed

to tobacco and alcohol usell . Other important

aetiological factor may be habit of chewing

Betel quids. "Pan" which combines tobacco
with betel leaf, slaked lime and areca nut are

widely consumed in rural areas of
Bangladesh. These betel quid are associated
with the risk of oral cancer. Cancer of the

mouth cavity is topping the list in this series

among female. Oral cancer risk increases in
a dose dependent manner when classified by

years of betel quid use and by numbers of
betel quid per day12. Like the relationship
between tobacco and alcohol exposure/I. IS
the use of betel quid has been shown to act

synergistically with tobacco and alcohol to
promote oral cancerl6. Besides the deficiency
diseases (Iron and vit, A deficiency), heavy

environmental pollution also might have role
in precipitating HNSCC in our society with
poor socio-economic background, unplanned
urbanization and mechanization.

Laryngeal carcinoma were detected in 488

patients. The incidence rate among all the
people came to this hospital in the aforesaid
period is 39 per 100000 person. Available
reports shows that Spain has one of t~e
highest rates with Basque and Navara regions
reaching a rate of 20 cases per 100000

persons.

There is also a very high incidence in France,

Italy and Poland17.But incidence is as reliable
as the statistical infrastructure, and a number

of less developed countries may suffer from
under reporting1x. Although community

based study would give a better picture, this
study definitely reflects Bangladesh as a very

high incidence area regarding laryngeal
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cancer. This study reveals, that laryngeal
cancer shares 25.22% of all HNSCC. One

study in United States shows that larynx
accounts for more than 20 percent of all head
and neck cancersl9. Squamous cell carcinoma

which arises from the mucosa lining the
larynx accounted for over 90 percent of all
cancers in this site211.Male female ratio in

laryngeal carcinoma in this study appears
4.5: I (approx.) Pyriform Sinuses (20.57%)

and the oral cavity (19.74%) are the other
common sites contributes largely in HNSCC.

Cancer of the oral cavity appers as the
commonest HNSCC in the female series.

Male female ratio is I: >3 and incidence in

general is about 30 per 100 000 person. In
the USA the incidence is 10 case per 100000
per year and male female ratio is 4: I in favour

of male21. So the senerio is just reverse. The
genderditference is nothing related to genetic
or biological factor but retlects the social
habit.

Nasopharyngeal carcinoma (NPC) is another

important component of HNSCC which is
very common in Southern Chinese and
South-east Asians. The incidence of NPC in

this series in 4.56 per 100000 person but
among the male the incidence is 7.35 per
100000 person. So Bangladesh suffers a

moderately elevated incidence along with
other South east Asian races (Malyas,
Indonesians, Kadazans Thais, Vietnamese

and Filipinos)22. One of the 2 cases of
HNSCC in first 2 decades was NPC and the
other was a middle ear carcinoma. NPC

forms 5% of the paediatric head and neck
cancer23.

Among the people attended the
otolaryngology deptt. the incidence of

August 2006

HNSCC was 2.19%, the male incidence was
2.64% and the female incidence was 1.73%.

23.40% admission in Otolaryngology ward
in that period were because of HNSCC. So

head and neck cancer in general must claim
a greater share.

Although relatively uncomtnon, HNSCC

continues to be a devastating disease with
high morbidity and mortality. Moleculer

biology has evolved and enabling a better

understanding of patho physiology of
HNSCC. But screening test for HNSCC in
pre disease state is yet to come out.

Management of this tumour requires
combined multidisciplinary approach with

surgery and radiotherapy beIng the
mainstays. Chemotherapy has shown a

promising role as an adjuvant therapy and
also in chemoprevention of second primary
and to reverse premalignent lesion. Overall

in the post treatment state these patients
exhibits continuing disability and
dysfunction, justifying tailored intervention
and a greater focus on rehabi Iitation2 .
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