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with a five Likert-scale response option for each
item or question. The raw and the transformed
scores were calculated in accordance with the scor-
ing manual of the instrument for standardization.

Data for analysis included the demographics,
tumor site in the head and neck region, stage and
treatment offered. Early stage of the disease was con-
sidered as stages 1 and 2, while advanced disease was
stages 3 and 4. The patients were categorized into
socioeconomic classes (1Ð5) in accordance with the
study done by Oyedeji3 (high socioeconomic class as
1Ð3 and low socioeconomic class as 4 and 5).

Analysis was done using Statistical Package for
the Social Sciences (SPSS), version 12.0.1 Scores for
each domain were compared using nonparametric
tests and bivariate correlation done using the Pear-
son correlation coefficient and test of significance
(two-tailed) at 0.01 and 0.05 levels. Predictors were
established through stepwise multivariate logistic
regression with significance at 0.05 level. 

RESULTS
The overall mean age was 47.74 years [standard

deviation (SD) 16.89, range 16Ð83 years]; however,
females had a slightly higher mean age than males
(49.22 vs. 46.91 years) but of no significance
(P=0.647). There were 32 males and 18 females with
an approximate male:female ratio of 2:1. Seventy
percent of the patients were married, while 22%
were single. The majority either had a secondary or
primary education (21 and 13 patients, respectively),
while nine patients had a tertiary education. Eighty

percent of the patients were in the low socioeconom-
ic class (Table 1).

Alcohol ingestion only was observed in two
females versus seven males, while only one male
indulged in smoking alone. Indulgence in both
social habits was observed only in 14 males. Twenty-
two percent believed that these social habits never
contributed to their present head and neck condition,
while 26% and 16% believed that the stoppage of
these habits had either a good or excellent effect on
QOL, respectively. The mean duration of smoking
and alcohol ingestion prior to presentation was
11.36 years (SD 9.26, range six months to 30 years)
and 13.00 years (SD 9.62, range 1Ð40 years),
respectively. The mean duration from stopping these
social habits to the appearance of symptoms was
68.42 months for smoking (SD 129.07, range two
weeks to 40 years) and 30.06 months for alcohol
ingestion (SD 40.54, range 1Ð132 months.). 

Twenty-six patients (consisting of 23 males and
three females) out of the 50 patients were employed
prior to the development of their head and neck con-
ditions out of which 25 patients (consisting of 22
males and three females) were declared unable to
work, especially while still on their treatment. 

Fifty-eight percent of the patients had squamous
cell carcinoma followed by adenocarcinoma (12%)
and adenocystic carcinoma (10%); and the sites
involved are as shown in Table 2. Eighty-two percent
of the cancers were advanced with 70% and 12%
occurring among the low and high socioeconomic
classes, respectively. Also, 54% of the males had

advanced disease as com-
pared to 28% of females.
Overall, 92% received vari-
ous forms of combined
treatment modalities, with
8% receiving radiotherapy
alone (Table 2). 

The response to pain
medication showed that 48%
and 28% either have to
always or sometimes take
pain medication, respective-
ly. Generally, females had
higher mean scores than
males in communication,
eating and emotion domains;
and global and general ques-
tions but almost equal scores
with males in pain domain.
Males only had higher
scores in overall satisfaction
with the ongoing HNC care
they were receiving in the
hospital (Figures 1Ð3). Pain

Figure 1. Mean score for main domains according to gender
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domain had the lowest overall mean score of 52.79
amongst the four domains, while the overall bother
was the lowest (46.81) amongst the global questions
(Table 3).

Statistically, there was no significant difference
in the mean score between the genders for all the dif-
ferent domains, namely communication [P=0.411,
confidence interval (CI): 46.59, 64.41], eating
(P=0.787, CI: 63.13, 74.21), pain (P=0.997, CI:
47.02, 58.56) and emotion (P=0.438, CI: 54.82,
71.01). There was also no significant gender differ-
ence in the mean score for global questions: overall
bother (P=0.293, CI: 38.07, 55.55), overall satisfac-
tion (P=0.285, CI: 64.03, 78.36), response to ongo-
ing treatment (P=0.826, CI: 45.85, 60.40), work-
related problems (P=0.809, CI: 56.89, 70.15),
marital obligations (P=0.401, CI: 66.01, 90.52) and
general questions [site with QOL (P=0.685, CI:
63.43, 76.99), health-related QOL (P=0.550, CI:
65.56, 77.15)].

Generally, patients aged <65 years, when com-
pared with those ≥65 years, had lower mean scores
in three domainsÑnamely, communication (44.53
vs. 57.59), eating (65.11 vs. 69.35) and pain (51.56
vs. 55.03)Ñbut higher in emotion domain (69.27 vs.
61.71). However, there was no significant difference
in their mean scores for all the different domains:
communication (P=0.285, CI: 46.59, 64.41), eating
(P=0.578, CI: 63.12, 74.21), pain (P=0.854, CI:
47.02, 58.56) and emotion (P=0.469, CI: 54.82,
71.01). Also, no significant difference was noted in
global questions: overall bother (60.71 vs. 44.38;
P=0.183, CI: 38.07, 55.55), overall satisfaction
(75.00 vs. 70.39; P=0.629, CI: 64.03, 78.36) and
response to ongoing treatment (53.13 vs. 53.13;
P=1.000, CI: 45.85, 60.40). There was also no sig-
nificant difference in work-related problems (57.14
vs. 64.58; P=0.424, CI: 56.89, 70.15), general ques-
tions site with QOL (75.00 vs. 69.23; P=0.526, CI:
63.43, 76.99) and health-related QOL (71.88 vs.
71.25; P=0.937, CI: 65.56, 77.15).

Pain domain correlated significantly with eating
domain (r=0.465, P=0.001 at 0.01 level), emotion
domain (r=0.345, P=0.014 at 0.05 level) and marital
obligations (r=0.431, P=0.007 at 0.01 level) but
weakly with stage of the disease (r=0.291, P=0.05 at
0.05 level). In the global questions, there was signif-
icant correlation between overall bother, as a result
of the HNC, with communication domain (r=0.362,
P=0.012 at 0.05 level), emotion domain (r=0.643,
P=0.000 at 0.01 level), response to ongoing treat-
ment (r=0.345, P=0.020 at 0.05 level) and work-
related problems (r=0.331, P=0.024 at 0.05 level).

Also, in the general questions, the comparison of
site of the HNC to QOL in general correlated signifi-
cantly with emotion domain (r=0.352, P=0.015 at

0.05 level), overall satisfaction with cancer care
(r=0.725, P=0.000 at 0.01 level) and the response to
ongoing treatment (r=0.646, P=0.000 at 0.01 level).
The rating of the HRQOL compared to the month
before the development of the cancer correlated with
emotion domain (r=0.413, P=0.004 at 0.01 level),
overall bother (r=0.436, P=0.003 at 0.01 level), over-
all satisfaction with treatment (r=0.474, P=0.001 at
0.01 level), response to ongoing treatment (r=0.502,
P=0.000 at 0.01 level) and site of the cancer to QOL
in general (r=0.700, P=0.000 at 0.01 level).

Predictive factor for overall bother about QOL in
all patients at 95% CI was mainly emotion domain
(P=0.012, CI: 0.102, 0.753), while the site of the
HNC in respect to the rating of QOL was the predic-
tive factor for overall satisfaction (P=0.000, CI:

Table 1. Demographic characteristics

Age
Overall mean age = 47.74 years

(SD 16.89, range 16–83 years)
Mean age for females = 49.22 years

(SD 14.86, range 20–80 years)
Mean age for males = 46.91 years

(SD 18.12, range 16–83 years) 

Age Group Distributions
Age Group Males Females Total (%)
16–25 6 1 7 (14)
26–35 4 3 7 (14)
36–45 5 3 8 (16)
46–55 5 4 9 (18)
56–65 7 5 12 (24)
66–75 4 1 5 (10)
76–85 1 1 2 (04)

Gender
Male 32 (64%)
Female 18 (36%)
Males:Females 2:1

Marital Status
Married 35 (70%)
Single 11 (22%)
Separated 1 (2%)
Widow/widower 3 (6%)

Level of Education
Primary 13 (26%)
Secondary 21 (42%)
Tertiary 9 (9%)
None 7 (14%)

Socioeconomic Class
High 10 (20%)
Low 40 (80%)

Social Habits
Smoking alone 1 (2%)
Alcohol alone 7 (14%)
Both 14 (28%)
None 28 (56%)
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0.452, 1.173), response to ongoing treatment in all
patients (P=0.003, CI: 0.231, 1.019) and HRQOL
rating (P=0.000, CI: 0.450, 0.521), respectively.

DISCUSSION
In any patient, the diagnosis of cancer, especially

in the head and neck region, generally creates an
atmosphere of unbelief and doubt. Coming to terms
with its reality may thus result in a varied psycho-
logical response. The patients are cosmetically
deformed by the disease, their daily activities disor-
ganized and further compounded by the treatment
regimens instituted.4 They are therefore threatened
physically in relation to their speech, ability to swal-
low, taste and psychological well-being. This is the
reason why the HNC is described as being more
emotionally traumatic than any other type of cancer.4

Also, anxiety at the time of diagnosis exists more in
females than males, and depression during the

course of treatment has been identified as a major
source of mental stress in HNC patients.5

The cancer of the head and neck region was
observed in this study to be a disease of male pre-
ponderance, low socioeconomic and educational
status and peculiarly common among the middle age
group (36Ð65 years) in our environment. The elderly
mostly had advanced upper aerodigestive tract
malignancies, and this may have influenced their
scores in the main domains. It has been noted in the
literature that patients aged >65 years generally have
lower scores than those below that age.5,6These same
patients, when compared with those <65 years, had
lower mean scores for communication, eating and
pain,6 as also noted in our study. This may be due to
impairment in chewing and swallowing, which are
the physiologic functions of the oral cavity and phar-
ynx. This impairment has been noted in the literature
to be more common in patients with oral and

oropharyngeal tumors than in those with
laryngeal and hypopharyngeal tumors.7

Speech, when impaired, has been noted to
be associated with laryngeal and hypopha-
ryngeal tumors than those with oral and
oropharyngeal tumors, as also documented
in the literature.7

Social habits, such as tobacco smoking
and alcohol ingestion, have been noted to be
the main predisposing factors to the develop-
ment of cancer, especially of the aerodiges-
tive tract.8 The age at onset (<18 years of age)
and the duration of smoking (>35 years) are
high-risk factors.9 Forty-four percent of
patients, mostly males, indulged in these
social habits as noted in this present study.
Aggressive intervention strategies that will
systematically address the prevalent disor-
ders resulting from these social habits as not-
ed by Duffy and coworkers10 is advocated.

Patients in lower socioeconomic classes
mostly presented with advanced-stage dis-
ease. As already noted in this work, a signif-
icant proportion of the male patients were
unable to work, especially while still on
treatment, and this may add financial bur-
den to their already stressed lives and that of
their families, since they are likely to be the
bread winners. They should therefore be
guided by their physician and occupational
therapist on the nature of work that will be
more appropriate and which will thus
impact more positively on their QOL rela-
tive to other aspects of their lives as docu-
mented in the literature.11

A literature review shows that female
patients generally scored significantly better

Table 2. Site of lesion, histology, stage of disease and
treatment options

Site of Lesion Patients (%)
Aerodigestive Tract 31 (62)

Oral cavity 3 (6)
Pharynx 11 (22)
Larynx 9 (18)
Sinonasal 8 (16)

Head and Neck 19 (38)
Salivary glands (parotid/submandibular) 7 (14)
Mandible 2 (04)
Face 3 (06)
Brain 2 (04)
Scalp 2 (04)
Others (eye, neck, thyroid) 3 (06)

Histology
Squamous cell carcinoma 29 (58)
Adenocarcinoma 6 (12)
Adenocystic carcinoma 5 (10)
Lymphoepithelioma 2 (04)
Sarcoma 2 (04)
Others 7 (14)

Stage of Disease
Advanced 41
(82%)
Early 5
(10%)
Not documented 4
(8%)

Treatment Modalities
Radiotherapy 4 (08)
Radiotherapy + surgery 6 (12)
Radiotherapy + chemotherapy 8 (16)
Combination therapy (radio-, chemo- and surgery 32 (64)
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than the males when another QOL instrument was
utilized.12 Therefore, there is need for further
research that will be able to identify prognostic fac-
tors. This will guide clinical or workplace efforts to
restore cancer survivors to their desired level of
work function and economic productivity as advo-
cated by Main and other coworkers.11

In all the tumor sites, the composite scores have
been noted in literature to be significantly worse in
advanced tumors than early-stage tumors, and the use
of combined treatment is also noted to have the greatest
negative impact on QOL scores.7,13 It was observed in
another study that some individual
patients with HNC, after receiving
postoperative radiotherapy, suf-
fered from a deterioration of QOL
scales, especially in some specific
head and neck symptoms; howev-
er, some patients, especially those
with more advanced head and
neck squamous cell carcinoma,
would have developed coping
abilities to deal with the adverse
effects of adjuvant radiotherapy
on their global QOL.14

HNC has an enormous impact
on the QOL of patients, and the
most important physical symp-
toms associated with it are speech
problems, dry mouth, and throat
and swallowing problems.15 Pain
is also commonly reported in
HNC patients, although its severi-
ty is unclear and can have a signif-
icant impact on their QOL. The
effect of the pain may further be
worsened if there is inadequate
family support while they are still
on treatment.16 This is further sup-
ported by the report of Chaplin
and Morton, who noted that 48%
of patients with HNC had pain at
diagnosis,17 and analyses by these
authors also indicated that the
presence of pain had an adverse
effect on life satisfaction at vari-
ous times after treatment. The sig-
nificance of pain in patients with
HNC is therefore pronounced and
the response to it by many patients
is the use of medication. Disabili-
ty, which usually results from the
effect of this symptom and the
HNC, will therefore require opti-
mal pain management through the
liberal use of analgesics in rela-

tion to the severity of the pain, as well as the treatment
of other adverse effects of HNC through a multidisci-
plinary team approach as suggested in literature.18

The overall bother as a result of their head and
neck condition had the lowest score of 46.81
amongst the global questions. In this regard, the
findings of this study are relatively similar to what
Taylor et al. documented.12 These are physical prob-
lems that include their inability to communicate
effectively, general physical outlook and psychoso-
cial problems, such as depression or anxiety over
their present health condition, which are further

Figure 2. Mean score of various global questions according to gender

Table 3. Overall mean scores of various domains, global and general
questions

A. Domains
Communication 55.50 (SD 31.36)
Eating 68.67 (SD 19.49)
Pain 52.79 (SD 20.29)
Emotion 62.92 (SD 28.48)

B. Global
Overall bother 46.81 (SD 29.77)
Overall satisfied 71.20 (SD 24.13)
Response to treatment 53.13 (SD 25.07)
Work-related problems 63.52 (SD 23.08)
Marital obligations 78.26 (SD 37.28)

C. General
Compare site with QOL 70.21 (SD 23.10)
Rate HRQOL 71.35 (SD 19.97)
Difficulty completing questionnaire 90.31 (SD 19.64)

QOL: quality of life; HRQOL: health-related quality of life
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aggravated by financial worries, lack of social inter-
actions due to loss of self-esteem and air of uncer-
tainty in the response of their condition to treatment.
Similarly, the psychosocial effect of the HNC could
further account for the predictive factor for overall
bother about QOL in all patients, which is mainly
the emotion domain. 

The psychosocial impact of this disease on family
life is an important issue that cannot be overempha-
sized; that is why further research needs to be carried
out to identify prognostic factors that can guide in
restoring cancer patients to their desired level of work
function and economic productivity. It is suggested that
pain relief in patients with HNC should also require
more attention by the caregiver in order to improve
their QOL through a multidisciplinary approach.
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