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ABSTRACT

INTRODUCTION: In the beginning of 20th century, lung cancer was a rare disease. Indeed in 1912 a well-known
American doctor wrote “primary cancers of the lung are among the rarest forms of disease”. Lung cancer is now the
commonest malignancy in the developed world and accounts for nearly a half of all cancer deaths in men. Now it has
become the leading cause of cancer death in males in the industrialized world. For females the incidence is still
increasing, and in some countries, it is already the most frequent cause of cancer death. The number of new cases is
increasing rapidly in most of the developed as well as developing countries. For most other cancers the death rates are
either improving or at least, leveling off. But with lung cancer, where the progress in therapy is minimal, and with the
increasing use of tobacco, the decrease in incidence or mortality Appears dismal. The lung cancer epidemic was first
noted in males in the US and a number of European countries during the 1940. By the early 1950's epidemiologic studies
using case control approaches had provided strong evidence that cigarette smoking was the predominant cause of the
disease. During the 1950's and 1960s, prospective cohort it is estimated that 1-1.5 million cancers/ year are caused by
tobacco use. Although some knowledge is presently available regarding the world tobacco related cancer burden, quite
alotneeds to be better known. In order to evaluate the burden correctly, one needs to have precise statistics concerning
3 items (1) Cancer occurrence (2) Prevalence of tobacco use in its various forms. (3) Precise relationship between
tobacco use and disease for each country. OBJECTIVES OF THE STUDY: Primary Objective: To find out the pattern of
Tobacco smoke exposure and its relation to various histological types of Lung cancer with special reference to passive
smoking. Secondary Objective: To identify the clinical predictors of histological types of Lung Cancer among the
patients attending the tertiary care centre under the Department of Respiratory Medicine, Dr SM CSI Medical College,
Karakonam. METHODOLOGY: Study design: Descriptive study Study population: Included patients attending the
Department of Respiratory medicine with symptoms and signs suggestive of lung cancer. Setting: Department of
Respiratory Medicine, Medical College, Karakonam, Inclusion Criteria: Patient with definite histological evidence of
lung cancer. Exclusion Criteria: Patients without any histological evidence of Lung cancer and those with metastatic
Lung cancer Period of Study : December 2012 — June 2020 RESULTS & CONCLUSION: 71% of Lung Cancer patients
are found to be smokers. When smoking status is considered in relation to histological types 85% of squamous cell and
82% of small cell carcinoma patients are smokers. These histological types are already proven to have the clearest
association with smoking. 50% of Adenocarcinoma patients, the commonest histological type in nonsmokers, are found
to be smokers. Among the non smokers, predominantly females, 81% are passive smokers.The main histological type in

passive smokersis Adenocarcinoma.

INTRODUCTION:

The first large scale case control study from the United States
linking cigarette smoking and lung cancer was published in
1960.In this study 597 of the 605 male lung cancer patient had
a smoking history and the ratio of squamous cell lung cancer
to adenocarcinoma was 16:1 '. Later studies from US
demonstrated a significant change in the relative frequency of
adenocarcinoma versus other histological types in males.
While the number of adenocarcinoma increased”, the
frequency of squamous cell carcinoma remained stable. In
women also same trend was seen’.

Since a significant percentage of men and women who
develop Lung cancer have a smoking history, the change in
incidence of lung cancer types may be related to the
consumption of cigarettes or pattern of tobacco smoking’.
Exposure to Tobacco Smoke can be either from active
smoking or Passive smoking. In 1952 Association between
smoking and lung cancer was reported by Richard Doll and
Hill".In 1964 - causal relationship between smoking and lung
cancer was reported in U S Surgeon Generals Report’.

In developed countries 91% of male Lung Cancer patients
and 62% of female lung cancer patients are smokers. In
developing countries it 76% and 24% respectively (WHO
Report -1960-80)*"°. Analysis of 15 reports in India showed that
Smoker to Non smoker ratio varied from 3:1 to 5:1. A study
conducted in PGI Chandigarh showed that Smoker to Non
smoker ratio is less compared toWest'.

It is estimated that 1-1.5 million cancers/ year are caused by
tobacco use. Although some knowledge is presently available
regarding the world tobacco related cancer burden, quite a
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lot needs to be better known " ". In order to evaluate the
burden correctly, one needs to have precise statistics
concerning 3items (1) Cancer occurrence

(2) Prevalence of tobacco use in its various forms. (3) Precise
relationship between tobacco use and disease for each
country™.

The availability of such data varies greatly from one country to
another. Lung cancer can be used as a reliable marker of
exposure to tobacco. Good estimate exist for USA, based on
Cancer Prevention Studies”. Another important observation
is that people who have never smoked also get lung cancer.
Studies relating passive smoking to the risk of lung cancer
have beenreviewed by the International Agency for Research
on Cancer, which accepts that passive smoking produces
some risk of lung cancer. 1/3 of lung cancer in non smokers
who live with smokers and 1/4 of lung cancer in non smokers
is attributable to passive smoking” '***. But how applicable are
these data for the rest of the world?. This we have to find out.
Hence the relevance of the study.

MATERIALS & METHODS:

Study design: Descriptive study

Study population: Included patients attending the Department
of Respiratory medicine with symptoms and signs suggestive
oflung cancer.

Setting: Department of Respiratory Medicine, Medical
College,Karakonam,

Inclusion Criteria: Patient with definite histological evidence
oflung cancer.
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Exclusion Criteria: Patients without any histological evidence Tabla2
of Lung cancer and those with metastatic Lung cancer. Age Distribution of lung Cancer Patients

Age Male Female Total Percentage
Period of Study: December 2010 — June 2020 s 3 3 3 7
Sample Size: Sample size was worked out based on case S s 5 1wt
control methodology. The lowest prevalent risk factor L
(Predictor) among the control is taken as Py and the estimated 41-30 16 3 19 152
Relative Risk of 2, a error of 0.05 and power of (1-8) 80%, the 51-60 28 7 35 28
sample size was worked out as 60. 61-70 30 6 36 288

=70 18 2 20 16
Sampling: The sample population was selected from patients
attending the Department of Respiratory Medicine, during Figure 2
the period mentioned above strictly adhering to the inclusion
& exclusion criteria. Age distribution of lung cancer patients
Study Instrument: The details regarding the patients were ::
collected and entered in a proforma which is appended. 20
Method of Data Collection: The details of the patients were = 10 e
collected and entered in the proforma personally. Details s
included age, occupation, history of illness with special ©% 20 3140 ars0 s1e0 e o70
mention to pattern of smoking, both active and passive.
Thorough clinical examination was done, chest X-ray was
taken for all cases and C T Chest in selected cases were it was Table 3
indicated. For histological diagnosis sputum was send for Frequency of Histological types
cytology in all cases. In patients with specific clinical
presentation appropriate specimen was send for histological Histo: types Male Female Total
diagnosis. Sq.cell ca 34 (85%) 6 (15%) 0 (2%
In case of any doubt regarding data collections or Adenoca 34 (664%) 12 Giae 36 (288%)
1nv.est1gat1ve procedure and fo.r techn%c.all assistance the Sali Celi oa T ErT = o
guide was consulted and appropriate decision taken.

Poorly diff:d ca 18 (85.7%) 3 (14.3%) 21 (16.8%)

Outcome variable:Squamous cell and Small cell carcinoma vs
Adenocarcinoma inrelation to active and passive smoking. Figure 3

Frequaency of Histologlcal types

Analysis: The datas were converted to digital format in a
personal computer using the software Statistical Package for
Social Science (SPSS) version 10. The frequencies with its
percentage were expressed in tables and charts.
Comparisons and/or associations between various
parameters were estimated using cross tab analysis.

1] 3
The significance of the relationships were estimated using _ﬂ i lg F H
Chi square analysis. [mMale = Female |
RESULTS:
The datas obtained from the study is analyzed and is given Table 4
below in the form of tables and charts.
Histological types in relation to Age group.
Table 1
m di n Poorl Total
Showing gender distribution EA!::E 5q co Adeno ca Sg:. d‘:;;; ora
=30 - 3 2 - 5
No. P t
Gender o ercentage 31-40 - 4 4 2 10
Male 103 82.4
41-50 9 4 3 3 19
Female 22 17.6
51-60 14 12 5 4 35
Total 125 100
61-70 12 9 8 7 36
70 5 4 6 5 20
Figure 1 ”
Gender distribution Figure 4

Age distribution in relation to histological types
— = o

8
]
4 s
2 1 |
- o J : | |
mMale O FemaIeJ <30 31-40 41.50 51-80 81-70 70
|mSquamouscell ~ mAdenocarcinoma ]
P
Male:Female-4.7:1 O Small cell carcinoma mPoorly differentiated carcinoma
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Table 5 2. CancerResearch campaign.Cancer in Europe community London.
3.  Enstrom JE Trends in mortality among California physicians after giving up
Frequency of selected clinical features smoking. 1950-79. Bra Med ] 1983;286:1101.
Clubbing 4. Kahn HA. The Dorn Study of smoking and Mortality among US Veterans

Reports on 87/2 years of observation.
5. Washington DC.Govt. Printing office 1966.
6.  Bross ID].Risk of Lung Cancer in smokers who switch to filter cigarettes. AM]

Clinical Features Yes No ! Public Health 1968:58:1396
Clubbing 67 (53.6%) | 58 7. Doll R Mortality in relation to smoking. Ten years observation on British
______ . NP doctors BrMed] 1964 :1399,1460.
Haemoptysis 63 (50.4%) 62 8. HirayamaT Cancer mortality in non smoking women with smoking Husbands
- = inalarge scale cohort study. Prev.Med 1984;13:680.
Lymphadenopahy BoiE L2 Lo 9. Janerich D T Thomson et al Lung Cancer and Exposure to tobacco smoke in
Pleural effusion 27 (21.6%) B the household N Engl] Med 1990;323:632.
10. Edwards CW Current Concepts in pathology: carcinoma of the lung 1994;
Hoarseness 17 (13.6%) 108 6:319.
sSvC 5 @%) | 120 11. Charlton A. Tobacco and lung cancer. New perspective in Lung Cancer.
London BM]J Publishing group 1994:1.
Diaphragm paralysis 5 (4%) 120 12. Report of a Task group Air pollution and cancer. Environ Health perspect
Table 6 () 1978;22.1
13. Axelson O. Occupational and Environmental Exposure to radon: Ann Rev.
Clinical features in relation to histological types Public Health 1991;12:235
14. SaracciR.Asbestos and Lung Cancer an analysis of epidemiologed evidence
Clubbing onthe asbestos - smoking interaction.
= 15. Int]JCancer 1977;20:323.
" Clubhing 16. Chaudhuri Mr. Primary Pulmonary Scar Carcinoma. Ind ] Med Res 1973;
Histo: type Yes No 61:858
Sqcell 21 G1.3% E 998
b . Gl:2%) o 17. Brincker H. The incidence of malignant tumours in patients with respiratory
Adeno Carcinoma 16 (23.9%) 20 sarcoidosis.Br] Cancer 1974,29:247.
Small cell 18 (26.9%) 10 18. Prognosis of Pulmonary Scarcarcinomas. J. Thorax- cardiovascular surgery
B — 1982;84:359.
Poorly diffd ca e Lkl s 19. Prichard MG. BAC arising is longstanding Lung cyst Thorax; 1984;39:545.

20. Tobacco Habits inIndia RBBHONSLE, P.R. Murti and PC Gupta.Tata Institute of

NSCLC 55.2% P<0.05 Fundamental Research Bombay. India Crofton &Douglas Respiratory

Diseases
. ehta , P1n org et eport on Inv. O] ral cancer in Indian Kura.
SUMMARY 21. Mehta FS, Pindb, al R Inv. of Oral in Indian Rural
1. Of the Lung cancer patients 82% are male and 18% Populations 1966-1969— Copenhages, Munksgaard. 1971.

females coming toaratioof4.7:1.
2. The largest proportion of patients are found in the age
group above 50 years.

3. Only 12% of patients belonged to below 40 years.

4. The commonest histological type is squamous cell
carcinoma.

5. More than 50% of patients presented with clubbing and
haemoptysis.

6. More than 55% of haemoptysis is associated with central
tumors.

7. 59% of patients with adenocarcinoma presented with
pleural effusion.

8. T71% ofpatients are smokers.

9. Out of male patients 85% are smokers but only 4.5% of

females are smokers.
10. 81% of non smokers is exposed passive smoking and they
have more than 30 yrs of exposure.

CONCLUSION

71% of Lung Cancer patients are found to be smokers. When
smoking status is considered in relation to histological types
85% of squamous cell and 82% of small cell carcinoma
patients are smokers. These histological types are already
proven to have the clearest association with smoking. 50% of
Adenocarcinoma patients, the Commonest histological type
innonsmokers, are found to be smokers.

Among the non smokers, predominantly females, 81% are
passive smokers. The main histological type in passive
smokers is Adenocarcinoma.

Among the clinical features, none is attributable to any
specific histological type except pleural effusion, 59% of
whichis due to adenocarcinoma.

In India where 76% of the population is rural, there is yet
hardly any awareness of hazards of smoking. With the better
understanding of Tobacco smoking as the etiological factor,
smoking cessation programme, needs a more personalized
approach than educational programmes. Intensive measures
should be undertaken to reduce the chance of passive
smoking by avoiding smoking in public places.
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