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The present investigation was a cross-sectional descriptive study conducted to assess post-
natal complications and their relationships with age group, residence, family income, and other
socio-demographic characteristics among patients with carcinoma. A purposive sample of 280
respondents was selected. Most participants (about 80%) were between 25 and 50 years old,
and 83.6% lived with their families. In terms of monthly income, 67.5% reported earning up to
15,000 BDT. The majority were married (67.14%), and males constituted 62% of the sample.
Regarding religion, 90.36% were Muslims, followed by Hindus (4.29%) and Christians (5.36%).
A large proportion (74.29%) resided in rural areas. Educationally, 55.36% had completed
) ) schooling from Class VI to XII. Employment status showed that 38.93% were engaged in some
Kabir M, Hasan MR, Md. Hassan K, Munira S, Paul 51 of work, while 72.50% lived in joint families. Most respondents (61.1%) reported no
B, .Meha}dl EA, Ara H, Rahman H, Karmakar S, family history of carcinoma. Disease-related data indicated that 38.18% were in the
Epidemiological Assessment of Carcinoma Types  jtermediate stage (Stage 11 or I1), and 20.21% had been living with carcinoma for five years.
and Socio-Demographic Variables of Patients in | festyle factors showed that 77.77% had no history of tobacco use, and 87.11% did not
Bangladesh, Journal of Drug Delivery and  ohgume alcohol. A notable association was found between education and carcinoma site:
Therapeut1c§.2025; 15(12):51'58 ] DOIL: 13199 of those educated up to Class VI-XII had colon cancer, and 27.77% were in the
http://dx.doi.org/10.22270/jddt.v15112.7479 intermediate stage. Among participants over 50 years, 27.78% had colon cancer, while 38.18%
of those aged 25-50 years were in the intermediate stage. Additionally, 61.1% of respondents
without a family history suffered from oral cancer, whereas only 11.11% with such a history
had prostate cancer. The relationship between family history and carcinoma site was
statistically significant.
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INTRODUCTION

Cancer is alarge group of diseases that can start in almost

reported to be 3.6 years after metastatic diagnosisZ2.
Among cases with haematogenous spread to sites such as
bone, liver and lung, average survival is reported to be

any organ or tissue of the body when abnormal cells grow
uncontrollably, go beyond their usual boundaries to
invade adjoining parts of the body and spread to other
organs. The latter process is called metastasizing and is a
major cause of death from cancer. A neoplasm and
malignant tumor are other common names for cancer.
Because metastatic BCC (mBCC) is uncommon, its
incidence and disease course are poorly characterized 1.
Estimates of mBCC incidence vary widely, ranging from
0.0028% to 0.55% of all BCCs 2. Metastatic BCC spreads
by lymphatic and haematogenous routes 3. For cases with
lymph node metastases only, average survival is
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8-14 months *.

The incidence rates of UV-induced skin cancers,
including basal cell carcinoma (BCC), are increasing
worldwide and are becoming a major public health
concern 9-12. Mortality rates associated with BCC are
low (0.1%), but localized tissue invasion may induce
considerable functional and cosmetic morbidity,
especially because the majority of the lesions are located
on the face > 6 7. Only few cancers registries record BCC,
and in most cases only the first histologically confirmed
BCC per patient is included 8. This is mainly because of
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the large number of tumors involved and its associated
costs.

In general, BCCs are considered a disease of the elderly °.
Cancer is the second leading cause of death globally,
Lung, prostate, colorectal, stomach and liver cancer are
the most common types of cancer in men, while breast,
colorectal, lung, cervical and thyroid cancer are the most
common among women. The cancer burden continues to
grow globally, exerting tremendous physical, emotional
and financial strain on individuals, families, communities
and health systems. There has been growing recognition
of the importance of asking patients in palliative care
what matters to their quality of life, rather than relying
on the preferences of clinicians and family members.
Religious coping can be particularly compelling for
disenfranchised populations, such as the elderly,
minorities, and women, !0 11 who often confront
challenges in accessing health care 8.

More specifically, religious practices such as prayer and
meditation can enhance a sense of control over stressful
events16 by helping individuals achieve a personal
relationship with a higher entity that offers strength
and support to cope with their illness. Furthermore,
religion provides a sense of purpose and meaning for
seemingly incomprehensible events or chronic adversity
12,13, Religious belief systems can provide a framework
for understanding the experience of death and dying 4.

Breast cancer is the most common cancer in women in
the United States, with an estimate of 175,000 new cases
a year !> and constitutes a major source of medical and
psychological morbidity. In addition to the impact of
medical treatment, poor psychological adjustment to
breast cancer can influence compliance with treatment,
sexual functioning, social relationships, and quality of life
16,17,18,19 Tt has been estimated that up to 30% of women
continue to have some disruption in quality of life one
year after treatment for breast cancer 2021,

Women with ovarian cancer have the lowest overall
survival rate among gynecologic cancer patients,
partially because of difficulty in detecting this
malignancy during its early stages 2. Moreover, women
with gynecologic cancers who sought instrumental social
support had lower levels of interleukin-6 at the time of
surgery as well as better clinical and functional status 1
year after diagnosis. Interleukin-6 (IL-6) is a
proinflammatory cytokine produced by several sources
including endothelial cells, macrophages, and ovarian
tumor cells 23 24 [L-6 is low to undetectable in healthy
individuals but becomes less tightly regulated with age,
and peripheral blood levels increase 2.

In addition, we investigated whether there were any
associations between the individual dimensions of the
mental adjustment to cancer (MAC) scale and overall or
event-free survival, and similarly for the Courtauld
emotional control (CEC) scale. Women were followed up
for a minimum of 5 years. Non melanoma skin cancer
(NMSC) is the most common malignancy in the United
States, with substantial associated morbidity and cost, as
well as relatively small but significant mortality 26. Many
health systems in low- and middle-income countries are
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least prepared to manage this burden, and large numbers
of cancer patients globally do not have access to timely
quality diagnosis and treatment 27.

In many countries where health systems are strong,
survival rates of many types of cancers are improving
thanks to accessible early detection, quality treatment
and survivorship care. This study showed us the types of
carcinomas and their relationship socio-demographic
condition. It helps us to identify their problem and
condition. Also give an idea about how to treat and
prevent the carcinoma. The present study was aimed to
determine the types of carcinomas of the patients and
their socio-demographic characteristics (e.g; age, gender,
income, education level) of patients.

MATERIALS AND METHODS

Type of study

This was a cross-sectional type of descriptive study.
Place of study

All the patients with carcinoma attending Khwaja Yunus
Ali Medical College Hospital, Sirajgang, Bangladesh. The
study was carried out at Varendra University and
Varendra Institute of Biosciences, Affiliated with the
University of Rajshabhi.

Sample size
The sample size of this study 280.
Determination of sample size

The sample size was determined by using the following
formula:

Sample size, n = (z2xpq)/(d?)

Where, p = Response distribution i.e, the proportion of
factor in the population or the expected frequency value,
g =1-p, d = Margin of error is the amount of error that
one would tolerate.

Z = Are under normal curve corresponding to the desired
confidence level (CI) and it is the amount of uncertainty
that one can tolerate.

So,
n=[(1.98)2x(0.23) (0.77)] / ((0.05)2) =278.48
So, the total sample size taken for this study was 280.
Data collection instruments

A partially structured questionnaire which was duly pre-
tested was used to collect data from the respondents.

Data collection procedure

The data was collected form the carcinoma patients
attending Khwaja Yunus Ali Medical College Hospital,
Sirajgang, Bangladesh, through face-to-face interviews
through a partially structured questionnaire all efforts
were made to collect data accurately. For open questions,
the respondents were asked in such a manner so that
they could speak freely and explain their opinion in a
normal and neutral way. No leading questions were
asked.
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Inclusion criteria of the respondents

Carcinoma patients attending Khwaja Yunus Ali Medical
College Hospital, Sirajgang who came for treatment
purpose.

Statistical Analysis

All data were arranged in Microsoft Excel data calculation
and analyses were conducted using SPSS version 26.0
(SPSS Inc., USA). Documentation of differences between
the treatments were performed using a one-way analysis
of variance (ANOVA). In cases where significant
differences were found (P < 0.05).

Ethical consideration

Prior to the commencement of the study, the research
protocol was approved by the research committee of
Varendra University. Then it was assured that all
information and records would be kept confidential and
would be used only for research purposes and the
findings would be helpful in finding the relationship
between complications of the carcinoma of the patients
with their socio-demographic characteristics and might
be the basis for further in-depth study.

RESULTS

The present study was performed on 280 number of
patients in response to 80% were in the age group 25-50
years, 12.5% were in less than 25 years group and 7.5%
were in >50 years age group. It was found that most
(62%) of the respondent were male any only 38% were
female (Table 1). From the collection of patient sample
90.36% of the respondents were Muslims, 4.29% were
Hindu and 5.36% were Christian. In case of educational
level highest value found from Class VI-XII 55.36% and
16.43% Graduate and Above, 16.79 % were in Class I-V
and Illiterate range 11.43% respectively (Table 01). From
the category of job holder 38.93% were employed,
22.14% were unemployed and minimal 11.07% were
doing other job. Regarding to the income sources, it was
found that the maximum monthly income ranging from
67.5% up to 15000 BDT, 26.4% were income monthly
15001- 30000 BDT and 6.1% were income monthly
above 30 thousand respectively. The maximum
sufferings of carcinoma those who are belonging from
joint family (72.50%) and 27.50% were live in nuclear
family. From the religion fact in this study the maximum
level of patient were found in Muslims (90.36%), which
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is followed by Christian (5.36%) and 4.29% were Hindu.
It was found that majorities (74.29%) of the respondents
were rural and (25.71%) were urban. From the patient
history most of them are married 67.14% and 13.94%
were unmarried rest of them were Widow 18.92%
respectively (Table 01).

From this study the management and clinical properties
of family history of carcinoma it was found that the
highest level is 61.1% and had no family history of
carcinoma, 27.50% had family history of carcinoma
(Table 02). It was found that out of 280 respondents,
majority 27.78% had history of colon carcinoma, 22.22%
had history of lung carcinoma and 5.55% had history of
others carcinoma. Regarding stage or severity of
carcinoma distribution of the respondents, majority
55.71% duration of carcinoma 2-5 years, 31.07%
duration of carcinoma <1 years and minimal 13.21%
duration of carcinoma >5 years (Table 02). Similarly, the
severity of carcinoma distribution of the respondents,
most of them (38.18%) were in intermediate stage (Stage
Il or III), 17.36% were unknown stage, 20.08% were in
early stage (Stage 0 or I) and 24.36% were in advanced
stage (Stage IV). From the present study previously
mentioned patient’s information most of them were
faced the different side effect of carcinoma treatment
(73.82%). It was found that 74.55% have the ability to
perform physical activities, 25.45% had no ability to
perform physical activities. It faced difficulties in
accessing healthcare services or cancer screenings
approximately 72.24% have faced difficulties and only
27.76% have no difficulties in accessing healthcare
services or cancer screenings (Table 02). From the
distribution of the respondents regarding alcohol user, it
was found that out of 280 respondents, most of them
have no history of alcohol drinking (87.11%) and 12.53%
were drunk alcohol (Figure 1).

Regarding tobacco smoking habit it was found that
77.77% had no history of tobacco smoking habit but
22.23% were tobacco smoker (Figure 02).

The patients severe with carcinoma and received
treatment, like: surgery, chemotherapy, radiotherapy and
immunotherapy. Maximum (39.39%) patients received
chemotherapy, 26.91% received radiation therapy and
rest of them (16.16% %) received immunotherapy
(Figure 03).

Table 1: Characteristics category of patient severe with carcinoma

Characteristics Mean Number of Percentage (%) p-Value
Response Out of (280)

Age Less than 25 35 12.5%
25t0 50 224 80 % 0.145
More than 50 21 75%

Gender Male 107 62% 0.073
Female 173 38%

Educational level Class I-V 47 16.79 %
Class VI-XII 155 5536 % 0.046
Graduate> 46 16.43 %
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Illiterate 32 11.43 %
Employment status Employed 109 3893 %
Unemployed 62 22.14%
Retired 46 16.43 % 0.008
Business 32 1143 %
Other 31 11.07 %
Income Up to 15000 BDT 189 67.5%
15001- 30000 BDT 74 264 % 0.104
> 30000 BDT 17 6.1%
Family Type Nuclear 77 27.50 % 0.135
Joint 203 72.50 %
Religion Muslims 253 90.36 % 0.182
Hindu 12 429%
Christian 15 5.36 %
Residence Outside Home 46 16.4 % 0.188
With Family 234 83.6%
Marital Status Married 188 67.14 % 0.095
Unmarried 39 1394 %
Widow 53 1892 %
Table 2: Management and clinical status
Characteristics Mean Number of Percentage | p-Value
Response Out of (280) | (%)
Family History of Carcinoma | Yes 109 38.9% 0.069
No 171 61.1%
Site of Carcinoma Breast 47 16.67%
Lung 62 22.22%
Prostate 31 11.11% 0.002
Colon 78 27.78%
Oral 47 16.67%
Other 15 5.55%
Duration of Carcinoma <1 years 87 31.07% 0.057
2-5 years 156 55.71%
>5 years 37 13.21%
Severity of Carcinoma Early Stage (Stage 0 or I) 56 20.08%
Intermediate Stage (Stage Il or I1I) | 107 38.18%
Advanced Stage (Stage IV) 68 24.36%
Don ‘t Know 49 17.36% 0.006
Side Effect of Treatment Yes 207 73.82%
No 48 17.01% 0.128
Don ‘t knows 25 9.17
Perform Physical Exercise Yes 209 74.55% 0.146
No 71 25.45%
Difficulties in cancer Yes 202 72.24% 0.133
screening No 78 27.76%

ISSN: 2250-1177
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Figure 3: Distribution of respondents of patients on
alcohol consumption.
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Smoking Habit

HYes HNo

Figure 2: Distribution of respondents of patients on

Response to Treatment Received

Chemotherapy,
39.39%
Surgery, 17.54%
Surgery Chemotherapy

smoking habit.
Radiation,
26.91%
Immunotherapy,
16.16%
Radiation Immunotherapy

Figure 3: Distribution of respondents of patients received treatments surgery, chemotherapy, radiotherapy and
immunotherapy.

DISCUSSION

A study was conducted and published 28 from January
1981 through October 2011 on investigating post-natal
complication among 172 mBCC cases published that met
initial evaluation criteria, 100 cases with clear survival
information after metastatic diagnosis were included in
the analysis. Sixty cases were reported from North
America, 20 from Europe, 10 from Asia, seven from
Australia and New Zealand, two from Africa and one from
South America. Among 50 cases for whom race was
reported, 43 (86%) were Caucasian. Among seven cases
with both mBCC and Gorlin syndrome identified during
this time period; one had sufficient survival information
to be included in this analysis. The characteristics for the
100 mBCC cases by site of disease spread. Nine cases had
metastases to more than two locations. Among RM cases,
one had spread to three sites (auditory meatus, oral
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cavity and subcutaneous neck) 2°. From our study age
distribution of the respondents, highest 80% were in the
age group 25-50 years, 12.5 were in Less than 25 years
group and 7.5% were in >50 years age group 3°.

From this study residential status distribution of the
respondents, it was found that, majority 83.6%
respondents live with family, and 16.4% respondents
live outside home. On another study we found that 87%
respondents live with Family, and 13% respondents live
outside home 31,

In many cases family income also effects certain types of
disease, in our study it was found that majority 67.5%
were income monthly up to 15000 BDT, 26.4% were
income monthly 15001- 30000 BDT and 6.1% were
income monthly >30 thousand also found that out of 280
respondents, majority 67.14% were married, 18.92%
were Widow and 13.94% were Unmarried. On another
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study similarly found that based on population sample
86% were married, 7% were Widow and 7% were
unmarried 27.

From our study it was found that most (62%) of the
respondent were male any only 38% were female. Also,
in case of religion fact significantly highest level was in
Muslim which is followed by Christian and Hindu. It was
found that majorities (74.29%) of the respondents were
rural and (25.71%) were urban. A sensitivity analysis
that used time from lymph node metastasis instead of
time from distant metastasis four cases with this
information showed no impact on median survival,
which remained at 24 months for distant metastasis. In
this sensitivity analysis, the 1- year survival probability
for DM cases was slightly higher at 63.1% (95% CI, 49.5-
76.7%), but remained significantly shorter than for RM
cases (P = 0.0011). Additional survival estimates were
performed to determine whether other factors were
related to mBCC survival time 32,

The education level distribution of the respondents, it
was found that majority 55.36% were in the education
level of Class VI-XII and 16.43% graduate and above,
16.79 % were in class I-Vand 11.43% were illiterate. Also
found from a study it was 55.36% in the Class VI-XII and
16.43% graduate and above, 16.79 % were in Class I-V
and 11.43% were illiterate 33,3435,

From our study most of them are employed (38.93%) as
well as majority (72.50%) were live in joint family and
27.50% were live in nuclear family. Among them
majority 61.1% had no family history of carcinoma,
27.50% had family history of carcinoma. Most of them
suffering with (27.78%) colon carcinoma, (22.22%) had
history of lung carcinoma and (5.55) had history of
others carcinoma. In another one we saw 28% had
history of colon carcinoma, 25% had history of lung
carcinoma and 7% had history of other carcinoma 3¢,

The significantly enhanced in case of intermediate stages
38.18% (Stage II or III) followed by 17.36% were
unknown stage, 20.08% were in early stage (Stage 0 or I)
and 24.36% were in advanced stage (Stage IV).
Regarding stage or severity of carcinoma distribution of
the respondents, the maximum 20.21% duration of
carcinoma in 5 years, 8.26% duration of carcinoma in 4
years and minimal 1.96% duration of carcinoma in 12
years. It was also found that most of them 39.39%
received chemotherapy, 26.91% received radiation
therapy and minimal 16.16% % receive immunotherapy.
It was also reported that 42% receive chemotherapy,
24% received radiation therapy and minimal 18%
receive immunotherapy 7.

Besides the side effect of treatment distribution of the
respondents, maximum 73.82% had side effect of
treatment, 17.01% had no side effect of treatment and
minimal 9.17% respondents don ‘t knows about side
effect. In our study the effectiveness of tobacco smoker
from our patient sample 77.77% had non tobacco
smoker, 22.23% had history of smoking habit similarly
87.11% were not alcohol drunk patients 12.53% were of
alcohol uses. Physical exercise may also keep our body fit
and mentally active for many diseases. Physically active
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persons who are suffering from carcinoma maximum
range were reported 74.55% and 25.45% were ability to
perform normal physical activities and also reported by
38 75% had ability to perform physical activities, 25% had
no ability to perform physical activities.

It was found that majority 72.24% had difficulties in
accessing healthcare services or cancer screenings,
27.76% only had no difficulties in accessing healthcare
services or cancer screenings and also reported that
13.19% of the respondent whose education level
between secondary & higher secondary (class 6-12) are
highly face problem colon cancer. On the other hand, only
1% respondent are facing lung carcinoma whose
education level graduate plus. Also average 6%
respondent face prostate carcinoma whose education
level primary (class 1-5) also 11% respondent face
breast carcinoma whose education level primary (class
1-5). And average 14% respondent face breast carcinoma
whose education level graduate plus as 2% face breast
carcinoma whose education level primary (class 1-5) 3°.

Above table showed the relationship between education
level of the respondents and severity of carcinoma.
About majority 27.77% of the respondent whose
education level between secondary & higher secondary
(class 6- 12) were in intermediate stage (Stage II or III).
On the other hand, only 1.97% respondents were in
advanced stage (stage iv) whose education level
primary (class 1-5). Also average 10.23% were in I early
stage (Stage 0 or I) who was illiterate. The relationship
between education level of the respondents and severity
of carcinoma was found statistically significant. And also
reported by 40 that 27.77% of the respondent whose
education level between secondary & higher secondary
(Class 6-12) were in intermediate stage (Stage 1I or III).
On the other hand, only 1.97% respondents were in
advanced stage (stage iv) whose education level primary
(class 1-5). Also average 10.23% were in I early stage
(stage 0 or I) who wasiilliterate *..

On the other hand, only 3% respondents were in
Advanced Stage (Stage IV) whose age < 25 years Also
average 16% were in Intermediate Stage (Stage II or III)
whose age between >50 years 19 424344,

In case of family history of carcinoma of the respondents
and site of carcinoma. The maximum level (24.01%) of
the respondent who have no family history of carcinoma
are highly face problem oral cancer. On the other hand,
only 0.60% of the respondent who have family history of
carcinoma are highly face problem Prostate cancer. Also
average 12.80% of the respondent who have family
history of carcinoma are highly face problem breast
cancer also 10.16% respondent face lung carcinoma who
have family history of carcinoma. However, the lifetime
BCC risk for men was approximately 1in 5 (21%) and for
women it was 1 in 6 (18%) *°. And average 9.66%
respondent face breast carcinoma who have family
history of carcinoma. The relationship between family
history of carcinoma of the respondents and site of
carcinoma was found statistically significant.
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