Med. Forum, Vol. 23, No. 3 31 March, 2012

orgnalArtelel Relationship Between Diagnostic Delay

and Stage of Disease in Oral Cancer Patients

1. Afsheen Magsood 2. Mirza Mohammad Shakir 3. Anwar Ali 4. Yasmin Hashim
1. Lecturer of Oral Pathology 2. Asstt. Prof. of Oral Surgery 3. Assoc. Prof. of Oral Surgery 4. Dr.lIshrat-ul-Ebad
Institute of Oral Health Sciences, Karachi 4. Asstt. Prof. of Pathology, Sindh Medical College, Karachi.

ABSTRACT

Background: In spite of the belief that cancer mortality can be reduced if lesions are detected, diagnosed and
treated at an early stage. There is a concurrent increase in advanced head and neck cancer patients, because of
delayed in medical consultations.

Objectives: The objective of this study is to determine an association of staging and diagnostic delay in oral cancer
patients.

Study Design: Descriptive study.

Place and Duration of Study: This study was conducted at the Dow Diagnostic & Research Laboratory (DDRL) of
the Ojha Campus, Dow University of Health Sciences from Jan 2009 to April 2011.

Materials and Methods: The information is collected from the record files of DDRL of OJHA campus DUHS.
Two hundred and seventy nine patients with an oral cancer are included in the study.

Results: With descriptive statistics, OSCC is mostly found at 4™, 5" and 6" decades of life, with diagnostic delay of
> 6 months. OSCC is mostly seen in males than in females whereas; Well differentiated squamous cell carcinoma is
a common finding in both males and females, with the largest lesion being size 12 ¢cm in size. Buccal mucosa is a
commonly affected site in both genders. OSCC is mostly seen in males than in females.

Conclusion: Our findings highlight the importance of early detection and systemized collection of patients verbal
statements regarding their initial symptoms of oral cancer.
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INTRODUCTION

Squamous cell carcinoma (SCC) accounts for more
than 90% of all malignancies affecting the oro-facial
regions. High level of 5-year survival rate upto 80% is
investigated when diagnosed in early stages, and
comparatively 60% survival rate in metastatic lesions.
The advantage of early diagnosis not only increases the
survival rate but also enhances the sufferer quality of
life by induction of less destructive, damaging and
disfiguring interventions.. Advanced oral cancers are
mostly due to delay in diagnosis. Inherent alterations in
tumor and time interval are the two established causes.
Cancers in oral cavity may be symptom less at the
initial stages.? About 40% patients with oral cancer
presented with stage 3 and stage 4.* The delay was due
to patients rather than clinician delay. Patients either
delayed looking for support and start self-remedies and
discuss their symptoms to family or friends.®
Investigators around the globe showed poor prognosis
of cancer in young individual than old patients.
Younger ones should be positively predisposed by
community awareness.* Last twenty years has seen
increased occurrence of advanced stage cancer in oral
cavity has been observed.® Extensive management is
required in advanced stage oral cancer which increases
morbidity and mortality after intervention. A delay in
pursuing care could partly be described by tumor
associated reasons such as the location of the tumor and
the nature of symptom experienced by the patients. In

addition, socio-demographic variables, such as
socioeconomic class were found to effect patient delay.®
Current cancer Strategies and a general review have
highlighted the matter of fast recommendation and the
cancer delay group. Llewellyn et al. 4 stated instructive
stages and low socioeconomic position are responsible
for late pursuing a medical consultation. Scott et al.
similarly establish that low socioeconomic status
groups notices oral cancer mostly in an advanced
stage®. However, resourceful screening by general
dentist the most rational group to screen for oral cancer
is a substantial step frontward in the efforts to decrease
morbidity and mortality causing from oral cancers.
Diagnostic delays in oral cancer have been categorized
as ‘‘patient delay’” or ‘‘delay by patients’’ (the period
between the patient with initial appointment to a
medical consultant concerning a symptom), and
“‘provider/professional delay’” or ‘‘delay by the
clinicians’’ (the period from the patients with initial
appointment to a medical consultant and the final
pathological opinion).” Continuity of care depends
upon the communication among providers furnished by
the dental record, particularly in settings where several
practitioners are providing care for the individual
patient. It has also been recognized that the
maintenance of complete and accurate records is a
prerequisite for the assessment of the quality of care
delivered, and such records provide a basis for the
evaluation of the outcome of treatment. The problem of
the validity of the medical history recorded in the dental
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record has been documented, and indications of other
dental record deficiencies have been noted?2. *The
principal goal of the present study is to inspect the
delay in diagnosis and severity of oral cancer to govern
which justification is satisfactory.

MATERIALS AND METHODS

The samples were collected from the archive of the
Dow Diagnostic & Research Laboratory (DDRL) of the
Ojha Campus, Dow University of Health Sciences. All
patients were investigated in a retrospective manner by
an extensive chart review. Sex, Age, Location, Tumor
size, Delay in diagnosis were compared and then they
were analyzed to those in the existing literature. The
data was collected from the year Jan 2009 to April 2011
from the files of histopathology division. Total of 279
oral squamous cell carcinoma cases were included in

Table No.1 Diagnostic delay in Months

this study. Malignant tumors were classified through
TNM staging

All OSCC patients from the medical record of DDRL
of both sex and all age groups were included in the
study. Cases were excluded when the patient file is not
located and when information is lacking in the file.

The data was analyzed by SPSS version 16. Descriptive
and cross tabs statistics were used to investigate the
patients age, sex, tumor site, diagnosis and diagnostic
delay and their factors were compared with previous
studies.

RESULTS

Two hundred and seventy nine patients were selected
from the record of DDRL (Dow Diagnostic and
Research Lab) Ojha campus. 54 (18.0%) cases
experienced a diagnostic delay. Among 279, 246 (82%)
have no data of diagnostic delay recorded.

Diagnostic delay in months 1 12 |3 |4 |5 |6 |7 8 10 |12 | 18 |24 | 48 | Total
Well differentiated Squamous | 01 | 04 |06 | 02 |00 |08 |01 |03 [03 |04 |01 |01 |01 | 35Cases
cell carcinoma
Moderately differentiated 01 (02|00 |04 |01 |01 |00 |00 |00 |03 |01 |01 |00 |14Cases
squamous cell carcinoma
Poorly differentiated 00 (01|00 |00 |01 |01 |00 |00 |00 |02 |00 |00 |00 |05Cases
squamous cell carcinoma
Total no of cases 02 |07 |06 |06 |02 |10 |01 |03 |03 |09 |02 |02 |01 54
Table No.2: Diagnostic delay in moths correlated squamous cell carcinoma was a common diagnosis in
with gender both males and females have accounting for 118 and 70
Diagnostic delay in | Male Female | Total cases respectively, whereas moderately differentiated
months SCC were 49 and 22 cases respectively, and poorly
1 month 1 1 2 differentiated SCC was diagnosed in 5 and 7 cases
2 months 3 4 7 respectively, verrucous carcinoma have seen in 4 cases
3 months 4 2 6 only in males and schwanoma has seen 1 case in
4 months 4 2 6 females only. Mild dysplasia was discernable have in 1
5 months 1 1 2 and 2 cases in males and females respectively.
6 months 6 4 10 Table No.3: Descriptive analysis of diagnosed cases
7 months 0 1 1 _ ] Std.
8 months 1 2 3 Diagnosis Mean N Deviation
Rgmhs 2 : 5 well differentiated
15 year 5 0 > squamous cell 6.2340 188 6.14169
carcinoma
2 years 1 1 2 -
4 years 0 1 1 moderately differen-
Total 31 23 54 tiateq squamous cell | 5.8732 71 6.48940
carcinoma
One seventy seven (177) patients were male and one  |poorly differentiated
hundred and two (102) patients were female. In males  [squamous cell 6.0833 12 7.41569
31 cases have diagnostic delay with most common of 6 carcinoma
months to 1 year delay. In females 23 cases have  |schwanoma 8.0000 1 )
diagnostic delay with common of 2 m(_)nths, 6 months Verrucous carcinoma | 4.5000 412311
and 1 year delay. The most common site of tumors in
both males and females was buccal mucosa with total ~ |Mild dysplastic 14.6667| 3 3.05505
of 103 and 39 cases respectively. Well differentiated Total 6.2079 279 6.26568




Med. Forum, Vol. 23, No. 3

33

March, 2012

Diagnostic delay was commonly found at 40 years of
age. Among them 6 months delay
is common. Well differentiated
SCC is mostly commonly seen
with  diagnostic  delay and
maximum tumor size was 12 cm.
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DISCUSSION

Diagnostic delay of head and neck cancers comprises of
delay by the patient itself and delay by the professional
to provide an ultimate diagnosis.®

Two hundred and seventy nine patients are selected
from the record, among them fifty-four patients(19.3%)

of OSCC with diagnostic delay are enlisted in the study.
Patients with large tumors had less specialist delay than
those with small tumors.® In current years, modern,
sophisticated tools were used for finding of
mechanisms  responsible  for growth of oral
malignancies; but the role of general dental practioner
is of paramount importance in initial detection of oral
cancer. Both patient reluctance and lack of general
dental practioner vigilance are classically responsible
for delayed detection of oral malignancies. Scott and
colleagues; found OSCC in upto 30% of patients with
delayed  pursuing  professional  advice.  Poor
understanding of treatment and fear of cancer was the
two main factors involved. Hence, before looking
professional advice, patients mostly start self-
medication and limits their communication with nearby
relatives.*** Men were at higher risk of having
aggressive tumor when compared to women. However,
early stage tumor was higher in females as reported
earlier. In our sample, males are more commonly
affected than females. Age at diagnosis was not
associated with stage of oral cancer, Diagnostic delay is
commonly found at 40 years of age and most
commonly OSCC is found at 5" and 6™ decades of life.
Age and gender are not establish to be prognostic,
consistent with previous finding.2 Women reported
longer evolution time than men which is in agreement
with other studies. Taking into account gender
differences are detected in this sample.!
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Tumors situated in the posterior area of the mouth have
been remarked late.®!%1° This statement is approved by
our study that buccal mucosa is a most common site
affected in both genders. No substantial relationship
among the age, gender, alcohol abuse, tumor site and
patient delay is shown by researchers.® In our society,
females do not generally practice the potential risk
habits such as tobacco smoking whereas these habits
are common in males. Common risk behavior in
females particularly in the rural area is betel quid
chewing. The habit is usually started at a young age?®.
Larger size oral malignancies were detected prior than
reduced size lesions. Our study has shown that OSCC
ranges from 0.09 to 12 cm, with the diagnosis of well
differentiated OSCC. In patients with reduced size
tumors, the delay in diagnosis is associated with
professional delay, other studies shown that there was
no remarkable relationship among tumor size and
diagnostic delay.® The absence of significant
association between age and specialist delay in our
study is consistent with the findings from other studies.
Neither education nor sex was associated with specialist
delay.® Wildt et al. found a significant positive
correlation  between older age and increased
professional delay.*®

Conversely, studies from united states investigated that
general dental practioner are not skilled about oral
cancer detection and avoidance.*'5¢ Consultation
postponed by the patient due to their reluctance for
more than 3 months is associated with delay by
patients.>” In this retrospective study there are
problems of incomplete Data. Detailed clinico-
pathologic information need to be recorded. The
incomplete files could be upgraded by eventual
assessment. Guggenheimer, 1989 stated that oral
carcinoma were asymptomatic initially and their signs
are mostly misunderstood as other dental problems.
Other studies highlighted a factor of deprivation. Due to
low socioeconomic status, people are less liable to
observe oral cancer in its initial stages and delay
pursuing health care consultation.®2°Another potential
problem is the validity of the crucial delay data which is
largely dependent upon subject recall.’® Because of the
retrospective design we cannot make associations
between history, examination, sign and symptoms.

The percentage of patient delay of more than 6 months
in the present study is nearly equal to that reported in
UK by Cooke and Taper- Jones. It has been observed
that access to treatment in a public hospital is often
delayed and it cannot be attributed only to the patient.'!
As oral cancer patients liked to discuss their symptoms
to nearby relatives therefore general public education is
beneficial. They need to be helped and educated patient
for early consultant advice. The majority would advise
earlier for oral cancer if they had been prior educated.®
Stress and tobacco smoking may be accountable for
longer diagnostic delay.* Our results shows that

diagnostic delay is severely blamed for head and neck
cancer patients, and proper history record of first
recognition of symptoms is not optimal. It is our duty
that the recording of clinical stages will should be
undertaken at the first hospital appointment and make
cancer registry.

Limitations: The limitation of the study is improper
analysis of diagnostic delaying, due to consultant
invagiliance.

The regularity of patients dental attendance, was not an
inclusion criteria in the present study.

In the study, duration of delay in diagnosis cannot be
clearly defining weather it was due to patient or
professional delay. The data is retrospective, therefore
it was difficult to contact patients and gather
information about the symptoms first noticed.

CONCLUSION

The association between staging and duration of
delaying in early diagnosis is hampered due to
aggressive behavior of oral cancer. In this research
there is no association existing between duration of
diagnostic delay and advanced stage of oral cancer due
to complex clinical behavior, some tumors remain silent
until they get advanced. We recommend that
professionals must improve approaches to entice and
reassure patients to go through routine dental checkup.
Finally highlighting on self-examination for early oral
lesions can similarly attain certain achievement.
However further analysis would be necessary, as
present consideration of diagnostic delay in oral
squamous cell carcinoma is unsatisfactory.
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