ANCER
€EGISTRY
STRACT

NEWSLETTER OF THE NATIONAL CANCER REGISTRY PROGRAMME OF INDIA, VOLUME Xl

PUBLISHED BY
HOSPITAL BASED CANCER REGISTRY
REGIONAL CANCER CENTRE
THIRUVANANTHAPURAM
FOR THE
NATIONAL CANCER REGISTRY PROGRAMME
INDIAN COUNCIL OF MEDICAL RESEARCH

2006




CANCER
~EGISTRY
NESTRACT

Newsletter of the
National Cancer Registry Programme of India
Volume Xl

PUBLISHED BY
HOSPITAL BASED CANCER REGISTRY
REGIONAL CANCER CENTRE, THIRUVANANTHAPURAM
FORTHE
NATIONAL CANCER REGISTRY PROGRAMME
INDIAN COUNCIL OF MEDICAL RESEARCH
2006




| CANCER REGISTRY ABSTRACT
! NEWS LETTER OF THE NATIONAL CANCER REGISTRY PROGRAMME

Indian Council of Medical Research, Volume XIll, 2006

Adviser Dr. B. Rajan, M.D.

Editor Dr. Aleyamma Mathew, M.Sc., Ph.D
Associate Editor Ms. Anita Nayar, M.A.

Secretariat Ms. N.M. Asha, M.A.

Mr. R.K. Prasanthkumar, BSc., PGDCA

Editorial Board

Dr. A. Nandakumar, M.D.

Mr. P Gangadharan, M.Sc., MS

Dr. V.K. Bharadwaj, M.D.

Dr. R. Swaminathan, M.Sc., Ph.D

Dr. R. Ramachandra Reddy, M.Sc., Ph.D

Dr. Kishore Chaudhry, M.D.
Dr. B.B. Yeole, M.Sc., Ph.D
Dr. Pankaj M Shah, M.D.
Dr. M.S.Ali, M.Sc., Ph.D
Dr. B. Ganesh, M.Sc., Ph.D




CANCER REGISTRIES IN INDIA (2006)
Under the National Cancer Registry Programme of India

P~ A‘ q\\ P A N
f Delh' S - QJA W’Dibrugrh
| s W ‘A Suwahati
P ), A ) Sllchar--.» Al
_.\‘\“ N i‘:»-; " Im |
""!/? o A :‘ g
s Ahmedabad Bhopal A \ 2‘_; }digpram
\ /i Kolkota ./ J
%ﬂAMumbai M"
*: * Barshi S/
\ 7
\ S
WA iChennal
Bangalore ® ICMR HEADQUARTERS
. “  NCRP COORDINATING UNIT
{ A POPULATION BASED REGISTRY
*  POPULATION BASED RURAL REGISTRY
Thiruvananthapuram
™ HOSPITAL BASED REGISTRY
®  MONITORING UNIT OF NERCR




Ny =y

-

Ao B e

vy amestanpy,,
AP L 3 i
Wiy Yoo, o gy Wil guuer iy

= i ] ﬁfﬂlw
;gt_zﬁf&ﬁé\ug

(MIDI) INWYHO 0 AYLSIDTYH HIDNVD TVNOILYN
40 ONIL33N M3IATH TVNNNVY IXX




.r.
gk aw N Mg
?.-._...u'-,w?.k,.t

 Guooy ooy By XX




PREFACE

This issue of “CRAB” consists of three sections. The first section utilizes the cancer registry data to provide
information such as comparison of distribution of age at diagnosis with age at mortality, head and neck cancers
in the north east, time trend in new patient registration in a comprehensive cancer institute in eastern India, time
delay in management of cancer after diagnosis and time trend in thyroid cancer patient registration at Regional
Cancer Centre, Thiruvananthapuram. Prevalence of tobacco use in Barshi rural cancer registry population is
also given in this section. The second section depicts some of the statistical methodologies in population-
based cancer survival analysis, basic statistical terms used in cancer registries, methods to deal with small
numbers and case-finding methods in cancer registries. Some of these methodological papers were presented
at the NCRP pre-ARM workshop held at Cancer Centre Welfare Home & Research Institute, Thakurpukur,
Kolkata, 2005. The third section lists highlights of activities from various cancer registries under the network of
the national cancer registry programme.

The lapses in the publication may kindly be excused. We did not have enough time to discuss with
the contributors some of the points made by them due to shortage of time.

We are certainly concerned the quality of the publications received and the poor response of the
registries at large. We need to seriously think of the methods by which this newsletter could be made more

meaningful and valued by the scientific community.

We thank all the contributors.

Aleyamma Mathew, MSc., PhD

Additional Professor of Statistics & Epidemiology

Regional Cancer Centre

Thiruvananthapuram
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GUEST EDITORIAL

CANCER EPIDEMIOLOGY AND CANCER REGISTRIES IN INDIA

Globally, nearly 12 million persons are reported to have developed various cancers in 2005, of which half are
from developing countries. In India, it is estimated that at least 800,000 develop cancer each year. Despite
much research into the prevalence, incidence and aetiology of cancers, there are still many gaps in our
knowledge, especially in the understanding of its epidemiology, management and prevention.

Epidemiology is an established science to describe the inter-relationships of an agent to produce
disease or disability or death in the host in a given environment, be it physical, biological, social or cultural.
Traditional techniques of epidemiology include analysis of trends over time or across geographical areas,
and evaluation of risk factors in the occurrence of disease and in estimating effectiveness of various therapies.
Clinical epidemiology is a more recent subgroup of epidemiology, and has become a powerful tool in developing
valid evidence bases for clinical and experimental medicine.

The Indian Council of Medical Research (ICMR) has taken advantage of several well established
cancer registries in India; has established population-based and hospital-based network of registries in 1982.
Over the past two decades, the Coordinating Unit of the National Cancer Registry Programme (NCRP) of ICMR
has guided, standardized, enhanced the quality of data collected, and has provided computerized statistical
software to clean, edit, and process the raw data into meaningful epidemiological information to be used for
research, training of cancer personnel, enhancing clinical services and in cancer control programmes.

However, we are yet to reap the benefits of the NCRP in implementing relevant and urgently needed
epidemiological research. With the vast core of trained staff, plethora of data collected meticulously over the
past 25 years, we have barely scratched the surface of epidemiological research in India. Our research and
scientific publications are very general, merely confirm what is already well known and rarely deal with indepth
investigations into the processes and specific risk factors of common cancers in India, some of them peculiar
to certain regions, such as cancers of the gall bladder, stomach, oesophagus, etc. Given the ageing and
changing population in India, we have not even attempted to exploit the valuable data of NCRP to study
cancers of the prostate, breast and cervix uteri. Further, very little research efforts are directed towards
paediatric cancers, and explored the role of childhood factors or nutritional habits in the manifestation of
cancers in the adults.

Where else can one find such a gold-mine of cancer data as in NCRP? What ails our researchers?
Do we lack resources or specific skills? | don't think so. It is high time that we all make up our minds to make
epidemiological research our highest priority, so that the outcomes of this research will benefit the vast sufferers
from cancer, and reduce this scourge through appropriate preventive measures.

I strongly believe that we have the necessary talent, resources and opportunity to become a world
leader in epidemiological research and be the torch bearer for focused cancer research.

P S S Sundar Rao,
Chairman, Steering Committee,
National Cancer Registry Programme (ICMR)
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A COMPARISON OF DISTRIBUTION OF AGE AT DIAGNOSIS WITH AGE AT MORTALITY
OF CANCER CASES - DOES IT HELP IN ESTIMATION OF DURATION OF DISEASE?

Murali Dhar', Ramnath Takiar? and N.S.Murthy®

'Senior Investigator, 2Deputy Director General, *Emeritus Medical Scientist, National Cancer Registry Programme
(ICMR), “Srinivasa Nilaya”, No. 557, 7" Main, New BEL Road, Dollars Colony, Bangalore — 560094.

In cancer studies, duration of disease is of great interest for assessing the effectiveness of a given treatment,
for understanding the biological behaviour of tumours, estimating the prevalence of the disease, defining the
follow-up intervals for cancer patients as well as for computing the comprehensive index such as disability
adjusted years of life lost. Direct estimation of duration of disease from cancer requires follow-up of cancer
patients over a long period either by passive or active means till the occurrence of terminal event or by
conducting survival studies. In developing countries, problems are enormous in the conduct of such cancer
survival studies (Mathew, 1996; Ganesh, 1995). In India, the survival data available from various registries show
a high proportion of loss to follow-up (Desai et al 1969, Nandakumar, 1993). Hence, indirect approaches are
needed for estimation of duration of cancer disease. The estimation of such indexes on the basis of other
indirect statistics, such as mortality, can therefore be of great use. It has been suggested that survival and
therefore duration of disease is inherent in the cancer incidence and mortality data (Pollard, 1980). In the
present communication, we propose an indirect procedure for an approximate estimation of duration of cancer
for “all sites” as well as for leading sites. Estimation of duration of disease has a great potential to identify
cancers which have a poor survival and in turn for undertaking research activities to improve the survival of
cancer patients.

Materials and methods

The data on occurrence of cancer incidence and mortality in the country is available from the Population-
Based Cancer Registries (PBCRs) established in various parts of India. A total of 22 PBCRs operate in the
country. Because of certain difficulties in the collection of mortality data in the country and as the National
Health Information is still in the process of development, it is not possible to have a clear and complete picture
of mortality data from the various registries as opposed to cancer morbidity data. However, Mumbai has
developed a relatively better Health Information System and has made efforts to provide reliable morbidity and

mortality data.

The published data on age, sex and site specific cancer incidence and mortality for the years 1999-
2000 of the PBCR, Mumbai formed as the basic material for computations (NCRP, 2005). The details of data
collection, quality control measures adopted by the registry and the indices of reliability have been published
elsewhere (NCRP, 2005). The various cancer sites reported are based on the tenth revision of International
Classification of diseases.




Statistical analysis

The age, site and sex-specific distribution of cancer incidence and mortality data for the above mentione
period was entered in an MS-Excel sheet. In view of skewness in the age distribution, we calculated tt
median age at diagnosis of cancer, and median age at death for the various leading sites and for ‘all sites’
sex (NCRP, 2005). The statistical significance of difference in median ages were tested employing Man
Whitney U statistic while the age-adjusted rates were tested using Z-statistic. The calculation of duration
disease was based on the differences in the median ages between cancer incidence and cancer mortalii
Further, ratio of mortality to incidence (M/l %) was also estimated for the various leading sites as well for “
sites” to know the prognosis. Rank correlation coefficient was computed to evaluate the relationship betwet
duration of disease and M/l %. In order to validate the authenticity of the findings of the present study, medie
survival period was estimated based on 1, 3 and 5 year cumulative survival probability from some of it
published data (Nandakumar et al., 1998, Jayant et al., 1998, Shanta et al., 1998 and Yeole et al., 1998) ar
compared with the median duration of disease estimated from the present study.

Assumptions in the estimation of duration of disease

The mortality experience of a group of incident cancer patients diagnosed in a particular year would be simil
to the cancer mortality patterns reported during the same year.

Results

Table 1 shows the age adjusted incidence & mortality rates, age at incidence & mortality and average duratic
of disease by sex for all sites of cancer.

Age adjusted incidence rate & Median age at incidence from cancer

A total of 8868 males and 8674 female incident cancer cases were registered during the period 1999-2000
Mumbai registry (after excluding the unknown ages). For the calculation of incidence rates 6.6% of data we
from the death certificates (DCOs) (NCRP, 2005). Majority of cases (81.3% males and 82.8% female) he
microscopic verification. The age-adjusted incidence rate of cancer for all sites during the above period we
116.5 and 125.3 for males and females respectively per 100,000 populations.

Distribution (%) of age at diagnosis for the year 1999-2000 for “all sites” together is presented in Tab
1. Seventeen percent of incident cases were below 40 years amongst males and females while 35.5 and 33
percent were above the age of 65 years. Amongst males, the median age at incidence for ‘all sites’ was four
to be higher (58.9 years) as compared to females (54.7 years), which was found to be statistically significa
(p<0.05).

Age adjusted mortality rate & Median age at mortality from cancer

The number of deaths due to cancer in males and females were 4261 and 3586 during the years 1999-200
after excluding unknown ages. The age-adjusted mortality rates for 1999-2000 for ‘all-sites’, were found to &
61.4 for males and 58.2 for females per 100,000 population. Thus, a higher death rate was observed among
males as compared to females, which was found to be statistically significant (p<0.05) (Table 1).
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The distribution of mortality also was found to follow the general pattern of increase in higher ages.
Fourteen percent of cancer deaths were below 40 years amongst males and females while 45.5 and 52.2
percent were in the age group of 40 to 64 years. Around 41 and 34 percent deaths were above the age of 65
vears in males and females respectively. The median age at death was found to be higher for males (61.4
years) as compared to females (58.2 years). The differences were found to be statistically significant (p<0.05).

Duration of disease from cancer and M/l %

Median duration of cancer for females (3.6 years) was found to be higner as compared to males (2.5 years).
The mortality/incidence (M/1) ratio was high amongst males (48.0%) as compared to females (41.3%) indicating
a poorer survival amongst male cancer patients.

Table 2 shows the age adjusted incidence & mortality, age at incidence & mortality and average duration of
disease of leading cancer sites by sex.

Age adjusted incidence rate & Median age at incidence

The major cancer sites among males were lung, oesophagus, hypopharyny, larynx, stomach, mouth and
tongue, which together accounted for 45% of all male cancers. Among females, the leading cancer sites were
breast, uterine cervix, ovary, oesophagus and mouth. The median age at incidence of cancers such as
breast, cervix and ovary amongst females were in the early fifties as compared to other leading cancers in
men such as lung, larynx, stomach, esophagus etc. which were ali beyond 60 years. The median age at
incidence of cancer of mouth amongst males was in the mid fifties. However, median age at diagnosis of brain
tumors (CNS) amongst males and females were 44 and 48 years respectively.

Age adjusted mortality rate & Median age at mortality from cancer

Females had higher mortality rates from many cancers such as preast, cervix uteri and other reproductive
organs as compared to cancers in males. The age-adjusted mortality rate was found to be highest for female
breast cancer (10.5 per 100,000 persons) followed by cervix uteri (5.9 per 100,000 persons). Amongst males,
the highest mortality was noted for lung cancer (7.2 per 100,000 persons). Median age at mortality amongst
females for cancers such as breast and other reproductive organs was between 55 to 59 years. In males, the
corresponding median age at mortality for cancers such as lung, esophagus, larynx and prostrate were all
beyond 60 years of age.

Duration of disease from cancer and M/l %

Based on the differences in median age at incidence and mortality, the duration of disease was found to be in
the range of 4-6 years for cancers such as NHL, brain (both males and females) and cancer of ovary. For
cancers, such as tongue, stomach (males), female breast and uterine cervix, the duration of disease was
between 2-3 years. Cancers of the mouth (males & females), gallbladder (females), larynx (males) and prostate
had duration of disease between 1-2 years. Cancers of lung (males & females), and oesophagus (females)
revealed a very low duration of disease.









































































































































































































































































