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Abstract

India lacks nationwide cancer registration and systematic death registration. Gaining insight into the magnitude
of the cancer problem in India depends mainly on14 population based cancer registries, which provide relatively
accurate statistics although the area and population cover by these registries is minimal at about 7% (20% Urban
and 1 % Rural). With estimation of cancer burden from other sources, paucity of adequate data on the one hand
and the complex pathogenesis of disease on other makes for complexity in dealing with rural populations. However,
surveys of cause of death do reveal some interesting patterns that may very well be of use for international comparisons.
In this paper an attempt has been made to estimate the cancer burden in rural India using the information available
from surveys of cause of death for rural populations conducted by the Government of India.
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Introduction Table 1. Comparison of Percentage Distributions of
Deaths Recordedin the Survey of Causes of Death (rural)
Knowing the burden of cancer and its variation in patterrand Medical Certification of Causes of Death in India
between the regions is important for cancer control. In IndigiUrban), 1994, According to the ICD Classification
the N_ational Cancer Registry Program (NCRP) wasyisease Type SCD (rural) MCCD (Urban)
established to collect data on incidence and patterns of cancer— —
through population based cancer registries in 1982. Unt|[fectious and parasitic 16.4 16.9

recent years NCRP reported cancer surveillance from fiv: f blood and blood forming organs 3.0 21
b st B | Bh | Ch i Delhi eoplasms 3.9 3.7
urban registries at Bangalore, Bhopal, Chennai, Delhi ange ¢ iatory system (+) 151 77
Mumbai and only one rural registry at Barshi (Nationalpjgestive system 1.6 4.4
Cancer Registry Program, 2001). These estimates are @jirculatory system (*) 8.2 21.3
the basis of defined populations and there is no adequatervous system 5.0 3.7
coverage from rural India. In order to estimate cancer burde®enitourinary system 0.6 1.5
from other sources, paucity of adequate data on the one haldgntal disorders 0.4 0.2
and the complex pathogenesis of disease on the other makgeident and injury (*) 6.8 11.4
Prenatal period 9.0 9.3

for complexity in rural populations. In this vast country,

major death registration sources are neither reliable n ftg::::gy related 0.839 3;1
complete; a large percentage of cases go unregistered 3Rt genital malformations 0:3 0_'5
out of registered cases only 10% of deaths are medicallyymptoms, signs ill defined (*) 243 12.8
certified. However, some sources like Surveys of Causesther medically certified deaths 4.0 .

of Death do reveal interesting patterns that may very wett
be useful for international comparisons. Table 1 showRegistrar General of India, RGI 1966-94). Although there
variation in percentages of deaths from different causesre noteworthy differences for a few causes, percentage
according to the (SCD) survey of cause of death in ruraleaths from neoplasms are comparable, so whatever
residents compared to the medically certified cause of deaitiiformation is available in SCD thus may be reliable and
(MCCD) for urban residents (Government of India, 1994hence this paper aims to estimate the cancer burden in rural
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Table 2. Percentage Distribution and Rank of Cancer During 1971-91

Other causes Other causes Other causes
symptoms 1971 Rank symptoms 1981 Rank symptoms 1991 Rank
a.Cancer 2.12 9 a.Cancer 2.48 9 a. Cancer 3.89 6
b.Diseases-urinary tract 0.46 b.Tetanus 1.75 b. Jaundice 1.29
c.Hypertension 0.45 c.Cirrhosis-liver 0.87 c. NA —

Table 3. Age-specific Cancer Mortality Rates for Selected Status of India,1995(per 100000)

State(s) 0-4 5-14 15-44 45-59 60+ All Ages
All India 2 2 18 58 238 32
Andhra Pradesh 2 1 14 47 216 27
Gujarath 0 0 36 87 508 61
Harayana 6 3 10 60 351 37
Karnataka 0 0 23 129 371 50
Kerala 0 5 13 141 553 62
Maharashtra 4 4 14 55 185 27
Punjab 4 2 11 25 224 25
Rajasthan 0 3 8 22 277 26
TamilNadu 0 0 16 43 233 28

India. The data were mainly extracted from the “Survey 0b2, much higher than the world average (AVRamana, 2001).
Causes of Death (rural)” annual reports of Registrar Generabbacco control measures are important to control specific
of India (RGI) between 1966-95. cancers, early detection of cervical and breast cancer should
For age-standard mortality rates, state wide populationse encouraged through health education, promoting early
and their age distributions were taken from the Census arflagnosis. Cost effective procedures like visual inspection
Sample Registration Systems (SRS), respectively. Ag@ith acetic acid (VIA) and physical examination of the breast
standard mortality rates (ASMR) were calculated usingill be useful tools in this regard (Sankaranarayanan, 2000).
India’s population distribution as a standard. This paperonly From the population based rural registries the crude
presents estimates for the selected nine major states wheéfieidence rates are 38.1 for male and 48.5 for female in
data are available as a first endeavor to use cause of de&@rshi rural registry (Maharashtra) during 1990-96 and these
data in an applied way. No attempt was made to considestes are 89.2 and 72.2 for male and female respectively for
recent redistributions of state boundaries for comparisorRarunagappally rural cancer registry (Kerala) during 1990-
purposes. 96 (National Cancer Registry Program, 2001; Cancer
The percentage distribution of cancer and its rank duringhcidence in five continents, 2002). The age adjusted
1971-91, in these two decades the ranks has been progresgesttality rates are available for Barshi, among male is 46.2
from 9 to 6 and the percentage distribution has increaseghd fore female it is 57.7. According to SCD, the rate is 27
two-fold which clearly indicates that cancers in rural Indiafor rural Maharashtra, which clearly marks that a major
are on the rise. It is also clear that cancer burden is mofgoportion of cancer deaths are not registered. However,
among the elderly as shown by highest mortality in Keralathis may help us to understand the amount of under
where one-tenth of the population is aged above 60 yeanggistration and provide an approximate for other states
These ASMR shown above national average in the ruralhere there is no information for registries . Though there
population of Gujarath, Karnataka, Haryana followed byis minor concern about adequate quality of the data, it cannot
Rajasthan, Tamilnadu and Punjab. Cancer burden increages ignored that the findings of this attempt will help the
with age; the onset of cancer is high in Karnataka, Keralpealth planners to identify the dominance intensity and
and Gujarat before age 60 years. In general cancer mortalifgriations of this disease
jumps as they cross 60 years, which divulges the progression From January 1999, the survey of cause of death was
of age as a strongest risk factor. integrated with SRS (Registrar General of India, 1999). It
Affluence, progressive aging of population (olderijs understood that the SCD-Rural guidelines have been
people), upward socio-economic conditions and changed lifextended to the SRS-COD components par with WHO cause
styles may cause increase in cancer. The other possild¢ death report format, which is based on verbal autopsy
reasons might increase in life expectancy, more accurafgA). The approach of structured questionnaires and lack
medical diagnosis, tobacco use, pan masala and alcohsfl the symptoms record (SCD-Rural Form-7) has been a
consumption, air and water pollution and excessive use @hajor departure form the SCD-Rural design. As a major
pesticides. India ranks one among top five countries iimplication, steps should be taken to improve detection and
tobacco consumption, as smoking cigarette consumption pgeatment of cancer at the field level and to examine the
adult is one of the highest in India,at 236 per adult in 1990easibility of area specific programs to combat cancer.
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