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Abstract

To assess the prevalence of risk factors for Oroplesincancer among migrants of Ahmedabad city and aong to its native population. To
recommend the preventive strategies based on the findipgsA cross-sectional study was conducted ctingioof 384 migrants and 384 native
populations of Ahmedabad City involving it's akk giones between periods May 2009 to April 2010.38gramits and equal number of native population
of Ahmedabad city were analyzed. 36.46% of migrat84.11% of native population were in age group2& 37 years. Out of 384 migrants,
132(34.38%) were having habit of smoking where g2448%) of native population were smokers (statigdjicagnificant P<0.05). The prevalence of
smokeless tobacco among migrants and native populatere 89 (23.17%) and 107 (27.86%) respectivelyigstally not significant p>0.05). The
prevalence of alcohol intake was more among migr@ni$%) as compared to native population (2.08%) Sieaily not significant p <0.05).Smoking,

a major risk factor for Oropharyngeal cancer is signifigamore in migrant population as compared to ngtiepulation
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INTRODUCTION

Among cancers, Oropharyngeal cancer is the eiglst nstommon
cancer in the world[1,2,3]. Oratancer accounts for 50-70% of
all cancers diagnosed in India clearly indicatingesious health
problem as compared to 2 to 3% in United Kingdord bimited
States of America[4]. With estimated incidence Bf4B cases per
100000 population for males and 5.52 per 10000Quiadipns in
females, oral cancer is a major problem in Indibe Estimated
mortality is about 3.48 per 100000 in males andi & 100000
in females[5]. In many diseases like Cancer, CHE disease
agent is not identified and aetiology is discusiseterms of “risk
factors”. Risk does not occur singly but occurgioup, having
complex relationship for long time. Combinationrisk factors in
the same individual may be purely additive or sgistic
(multiplicative). Risk factor may be modifiable (sking,
hypertension, physical inactivity) or non-modifiab(age, sex,
family history). If risk factors are prevented iarky life before the
exposure as in primordial prevention, most of nommunicable
disease can be prevented to a major extent. Wellvkncommon,
and widespread risk factors should be selectechab dffective
and acceptable risk reduction strategies can béedpfl]. The
risk factors associated to oral cancer with corimge@vidence are
tobacco use, betel quid chewing, alcohol drigkidow fruit
and vegetable consumption. Worldwide, 25% of oeaicers are
attributable to tobacco usage (smoking and /or atngw7-19% to
alcohol drinking, 10-15% to micronutrient deficignanore than
50% to betel quid chewing in areas of highhewing
prevalence. Carcinogenicity is dose dependent aaghified by
multiple exposures[4].In India, tobacco relatedasar account for
about half of total cancers among men and 20% amwaomgen.
About one million tobacco related deaths occur gaer; making
tobacco related health issues a major public healticern [6].
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Alcohol is the second largest risk factors for depment of
oral cancer. A recent study classified 40% of haad neck
cancer patient as alcoholics[7].

Many international studies have found that oralcean
were more prevalent in migrants living in developedintries
coming from or having origin in developing coungrige India
due to widely prevalent of tobacco use especiallgliewing
form. It is a well-known fact that migrants are mgrone for
behavioural risk factors. No studies have beeniezhrout in
Gujarat on migrants regarding risk factors for Omaid
Oropharyngeal cancers. With this aim, topic wassehoto
know the prevalence of risk factors for Orophanalgeancers
in migrants versus native population of Ahmedaliad c

MATERIALS AND METHODS

384 individuals belonging to migrant population of
Ahmedabad City and equal number of individuals belog to
native population (of Ahmedabad City) in the ageugr of 18-
65 years formed the subjects for the current stide study
was conducted from May, 2009 to April, 2010. Thedst
design was of cross-sectional type.

A pre-designed and pre-tested proforma was used to
collect data by house-to-house visit in each zdnshmedabad
City. Informed consent was taken before the indgrabf survey
and information was collected regarding Risk fagtdor
Oropharyngeal cancers such as - Tobacco smokingk&ess
tobacco use, Alcohol and diet history.Also genarfdrmation
regarding age, sex, religion, spoken language, tatastatus,
education, occupation, socio economic conditionsedaon
modified Prasad classification were collected.

Statistical analysis: Z test, Chi square test and
percentagewere used to test statistical signifieamsing
software Epi Info version 3.5.1 and Microsoft exseéet.

384 migrants and equal number of native populatibn
Ahmedabad city were analyzed. 36.46% of migrant34&.1% of
native population were in age group of 28- 37 ye@h&re was no
significant difference (Z= 0.47, P> 0.05) in theaneage of
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migrants (35.98+10.89) and of the native population

((36.3511.04).

Table 1: Age wise distribution of migrants and

Table 3: Distribution of Smoking among migrants
and native population

native population Varlaples for | Migrant Native P value
smoking (N=132) (N=94)
e | M Natve (N=354) Mean age of 24.95:6.6 | 27.28+7.74 7=2.38,
y initiation  of p<0.05
Number | Percentage Number Percentagd smoking (in
years)
18-27 94 24.48 99 25.79 Duration 8.9+6.68 8.3+6.5 Z=0.67,
28-37 140 36.46 131 34.11 (mean +SD) p>0.05
in years
38-47 86 22.39 93 24.22
Frequency 3.33%2.2 3.16+1.69 Z
48-57 45 11.72 38 09.89 (mean iSD) 20.65,p>0.05
58-67 19 04.95 23 05.99 /day
Total 384 100% 384 100% Form of
Mean + SD | 35.98+ 10.89 36.35:11.04 smoking
Table 2: Distribution of migrants and native accordng Bidi 45 47 (50%)
to predominant habits (34.09%)
i 0,
Risk No of No of native P value Cigarette 8675 910 47(50%)
factors migrants(n=384) (n=384) (65.91%)
Ever tried to
Smoking 132(34.38%) 94(24.48%) Z =3.09, stop
p<0.05* Yes 94 58 = 2.25,
Smokeless Single Single form | Z=1.49, (71.21%) | (61.70%) P>0.05
tobacco | form=89(23.17%)| 107(27.86%]) P>0.05 No 38 36
(28.79%) | (38.30%)
Various form of smokeless tobacco in single form.
Whether
they Know it
Tobacco |  14(15.73%) 16(14.95%) Z =0.15, can  cause
chewing p>0.05 cancer
7_
Gutkha 52(58.43%) 54(50.46%) Z =1.12, Yes 95 75 X =0.94,
Chewing p>0.05 (7197%) (7979%) P>0.05
No 37(28.03%)| 19
Mawa 7(7.87%) 29(27.10%) Z=3.73, (20.21%)
chewing p<0.05
Paan 13(14.60%) 15(14.01%) Z=0.11, At
chewing p>0.05 i 34.38
Areca-nut 3(3.37%) 3(2.80%) z 30 -
chewing =0.22,p>0.05
25+
* shows significance level
20 - m Migrants

??Multiform of smokeless tobacco in migrants wefeatd 6 in
native population.

The prevalence of smoking among migrants were
more (34.38%) as compared to native population were

(24.48%) which was found to be statistically sigr@ht
(Z=3.09, p<0.05).The prevalence of smokeless tabagas
found to be 27.86% & 23.17% among native populatod
migrants respectively. However the difference wasistically
insignificant (Z=1.49, p>0.05).

The mean age of initiation of smoking in migrantasw

24.95+ 6.6 years and 27.28 + 7.74years in natidedifference is

Percentage

15

10 -

Smeking

= Native

. Smokeless tobacoo
Risk factors

Figure 1: Distribution of migrants and native accoding to
predominant habits

5



Asian J Med Res |Jul-Sep 2013 | Vol-2 | Issue-3

Table 4: Distribution of migrants and native
population based on Alcohol intake

Variables Migrant Native
(N=16) (N=8)
Mean age of 30.06+7.33 | 28.12+9.58
initiation (mean
1+SD) in years
Duration (mean 10.75£7.51 | 7.55.07
1+SD) in years
Frequency (mean 1.25+0.44 1+0.0
+SD) / day
Ever tried to stop
Yes 8 (50%) | 7 (87.5%)
No 8 (50%) | 1(12.5%)
Whether they know
it can cause cancer
Yes 7 (43.75%) | 6 (75%)
No 9 (56.25%) | 2 (25%)

statistically significant (P<0.05). Among those wbkmoke,
cigarette was the main form smoking in migrant $656) and
native population (50%).

33.8%, female 3.0%), Rajasthan (male 37.8%, female

4.1%),Bihar (male 26.3%, female 6.2%), Madhya Pshdenale
29.4%, female 0.9%), Maharashtra(male 13.3%, ferQ&téo)
and that of Gujarat was 25.3% in male and 1.4%:iindles.

A study conducted by Vivek Gupta et al[9]found 25%d
daily habit of smoking in male. The mean age fdtidation of
smoking among migrants was lower (24.95years) aspeced to
native population (27.28 years).Joshi et al[10]regmb the mean
age of initiation of smoking to be 26.5 years, whizas almost
similar to the present study(Table 3). No natioleakl data were
available for the same but several studies by Kapbal [11], Sen
et al [12]accord with the findings of early agethé habit. The
mean duration of smoking in migrants was slightlghler (8.9
years) than the native population (8.3 years). Trequency of
smoking per day was slightly more in migrants (3.8&n native
population (3.16). Among those who smoke, cigaretses the
major form of smoking among migrants as comparetatove.

The prevalence of smoking was found to be more in
younger adults in migrants as compared to natiyailadion.In
case of tobacco chewing, the mean age of initiaties almost
similar in both migrants and native (26.22 & 26.96ars
respectively). The mean duration of tobacco chewinas
slightly more in native population than migrantsheTmean
frequency of tobacco chewing especially khaini day was
551 in migrants where as 5.13 in native
population.VivekGuptaetal[9] observed similar fingi

Among those who consume smokeless tobacco, gutkha
chewing was the major form whose prevalence in-amgr
(58.43%) was more than native population (50.46%@shi
U[10] found tobacco chewing in form of Gutkha to H&.6%,
which is almost similar to our study. The mean namdf times
gutkha consumed in a day by current daily smokeielacco
users to be 4.04 in migrants and 4.52 in nativeulation.

The alcohol intake was found to be more amongsimilar observation was found by Guptaet al[9],ihieh mean

migrants (4.16%) than in native (2.08%), howevéfedénce is
not significant (Z=1.66, p>0.05).

DISCUSSION

number of gutkha use per day was 4.3.0ral cancamisnable
to primary prevention. If the tobacco habits aienglated from
the community, a great deal of reduction in thedecce of oral
cancer can be achieved. Oral cancers are easigssibte for

23% and 27% of the migrants and native populationngpection allowing early detection. If detectedyeaossibly at

were using smokeless tobacco in one or the othiar fuich as
tobacco chewing, gutkha, mawa, pan etc. ( Tablef@ére 1)
No significant difference (P>0.05) was found in thee of

smokeless tobacco between the two groups exceptamaw

chewing which was significantly higher (P< 0.05) ag
native population.Among migrants, prevalence of limgpwas

precancerous stage, they can be treated or cured.
CONCLUSION
Migration in Gujarat especially in Ahmedabad from

neighboring states and less developed states isnoanfor
better employments and labour work due to rapid

34.38% and smokeless tobacco was 23.17% where asgam industrializations and development in all sectdrs.present
native population, use of smokeless tobacco wasemorstudy, the prevalence of tobacco either in smokingmokeless

(27.06%) than smoking (24.48%).

The major risk factors mainly responsible
orophrayngeal cancer are tobacco consumption infdha of

forms were found to be approximately 30-35% in boigrants

for @and native population. Prevalence of smoking wasificantly

higher among migrants. Though there was no sigmific

smoking as well as smokeless tobacco. The highhalco difference in the use of smokeless tobacco betwiergroups,

consumption is one of the major risk factor butnglowith
smoking, it has synergistic action in development
orophrayngeal cancer. In this study, smoking wamdoto be
more prevalent among migrants (34.38%) than nainulation
(24.48%).Similar findings had been found byRanig8]an his
study for National Family Health Survey-2(1998-98%d found
30% of population 15 years older either smoked bewed
tobacco. The prevalence of smoking and chewingedawidely
between different states and had a strong assmtiatiith
individual socio-cultural characteristics. As peFHS 2, state
wise prevalence of tobacco smoking were in UttadBsh (male

prevalence of mawa chewing was significantly marenative

o Population compared to migrants. The other riskdiacwere

insignificants as they were found in very few passo

Due to wide prevalence of major risk factors espbci
tobacco in its various forms in both migrant antveapopulations,
there is a need for appropriate prevention andatiessstrategies
for smoking and smokeless tobacco products alorily aisocial
war against by intense education programme to retier present
trend of preventable Oropharyngeal cancer.

Based on the findings of this study, the following
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recommendations are made:

1.Since the mean age of initiation of smoking and

smokeless tobacco was found to be in early agharptesent

study, strategies for the prevention and contrdbbfcco need 4.

to be focused on school going children mainly sdeoy and
higher secondary students-

A.Taking steps for “Tobacco free schools™ by baugni
the sale of tobacco products in and around the dshand
rehabilitation of the students who are addictetbbacco.

5.

6.

BCoordination with the education department for the

inclusion of topics on the hazards of tobacco a@sdcontrol
measures in the curriculum.

7.

C.Development of training materials on tobacco rant

for training the teachers.

8.

2. Strategies for community awareness to reduce the

prevalence of risk factors for oral oropharyngeaicers

a.Awareness programme among people
community regarding various
oropharyngeal cancer and its health hazards thrqught
media, television, local folk, radio etc.

b.Strict implementation of the legislation prohiibpg
smoking in the public places and banning the athertent
promoting the smoking.
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