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Executive Summary 

 

Title: “Quality of life of the patients treated with head and neck cancer”. 

Purpose: The purpose of this study is to identify the quality of life of the patients treated 

with head and neck cancer. 

Method: Considering the aim and objectives of the study investigator used cross sectional 

design. The Functional Assessment of Cancer Therapy Head and Neck (FACT-H&N) 

questionnaire was used as data collection tool in this study. Data was collected from 15 

participants from National Institute of Cancer Research Hospital, Dhaka. Data was analyzed 

by using descriptive statistical analysis method.   

Result: Investigator found that majority of the participants had severe pain in mouth and 

throat (33%), dryness of mouth (40%), loss of energy (33%), inability to work (33%) and 

worry about the side effect of HNC treatment (47%). Severe voice problem (40%), moderate 

to severe communication difficulty (67%), severe swallowing (33%) and eating (33%) 

difficulty was most important issue identified from the participants.  

Conclusion: The research finding shows that inability of communication, voice problem, 

pain and dryness of the mouth, swallowing difficulty, loss of energy and inability to work 

was identified as catalyst which impact on physical, emotional, functional and social well-

being of patients treated with HNC. All of these concerns make an individual QOL poor. 

Key words: head and neck cancer, treatment of head and neck cancer, quality of life, 

communication, swallowing. 
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Chapter: 1                                                                                                              Introduction                                                                                               

1.1  Introduction 

Human bodies are made up of billions of cells that grow, divide, and then die in a predictable 

manner. Cancer occurs when something goes wrong with this system, causing uncontrolled 

cell division and growth (Talukder et al. 2009). Cancer is one of the leading public health 

problems in the world. It is the second most important causes of death in the western 

countries and emerging as an important cause of morbidity and mortality in developing 

country as well (Dharr and Robbani, 2006). Cancer can origin in any part of the body. If it 

origins in head and neck region of the body it is called head and neck cancer (Jarrell, 

Carabasi and Radomski, 2000).  

Head and neck cancer is the sixth most common cancer worldwide. Approximately 650,000 

new head and neck cancers are diagnosed annually, and there are 350,000 deaths yearly 

worldwide (Cognetti, Weber and Lai, 2008). A World Health Organization study estimated 

that there are 49,000 oral cancer, 71,000 laryngeal cancer and 196,000 lung cancer cases in 

Bangladesh among those aged 30 years or above (Zaman, 2009). Most cancer patients are 

treated with surgery, radiation or chemotherapy or both (Kumar and Clark, 2012). According 

to Langendijk, Doornaert, Leeuw, Leemans, Aaronson and Slotman (2008) head and neck 

cancer and its treatment can affect both disease-specific health related quality of life (e.g. 

salivary and swallowing functions) and the more general domains of health, such as physical, 

mental, and social health. Before treatment the individual may have few symptoms or some 

discomfort and they are usually able to speak, eat and swallow safely. Following prolonged 

multimodality treatments there are many physiological and structural changes that affect the 

individual‟s ability to communicate, to speak, to use their voice, to eat and/or swallow, smell, 

breath, to carry out social interactions and fulfill work capabilities (Enderby, Pickstone, John, 

Fryer, Cantrell and Papaioannou, 2009).  

In this study, the investigator tried to identify quality of life of the patients treated with head 

and neck cancer at a special cancer hospital in Bangladesh.  
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1.2 Background and Literature Review 

Cancer is a group of diseases caused by unregulated growth and spread of neoplastic cells 

(Jarrell, Carabasi and Radomski, 2000). The total burden of cancer across the world is 

estimated to be around 22 million and approximately 10 million new cases of cancer are 

diagnosed every year across the world. Hence the great majority of new cases (more than 

60%) are from the developing world. Cancers in all forms are causing about 12% deaths 

throughout the world. In developing countries cancer ranks third as a cause of death and 

accounts for 9.5 % (3.8 million) of all deaths (Mishra and Meherotra, 2014). 

Bangladesh is a developing country with the highest population density worldwide. The 

current population of Bangladesh is 153.6 million with the growth rate of 1.37% (Hussain 

and Sullivan, 2013). Like many other countries in the world, cancer is one of the major killer 

diseases in Bangladesh (Talukder et al. 2009). According to the Bangladesh Bureau of 

Statistics, cancer is the sixth leading cause of death. International Agency for Research on 

Cancer has estimated cancer-related death rates in Bangladesh to be 7.5% in 2005 and 13% in 

2030 (Hussain and Sullivan, 2013). Its personal, social and economical bearing is huge 

(Talukder et al. 2009). There are 1.3 to 1.5 million cancer patients in Bangladesh, with about 

.2 million patients newly diagnosed with cancer each year (Hussain and Sullivan, 2013). The 

five most common cancers in Bangladesh are gynecological (cervix uteri, corpus uteri and 

ovary), head and neck (lip and oral cavity, nasopharynx, other pharynx, larynx and thyroid), 

lung, breast and esophagus (Hasan, Uddin, Rfiquzzaman, Chowdhury and Wahed, 2012). 

Cancer refers to those many diseases where abnormal cells divide without control and invade 

tissues. The different cancers are named by the site of occurrence (Enderby et al. 2009). Head 

and neck cancer includes epithelial malignancies of the upper aero digestive tract (Ragin, 

Modugno and Gollin, 2007) including the paranasal sinuses, nasal cavity, oral cavity, 

pharynx, and larynx (Cognetti, Weber and Lai, 2008).  

According to Joshi, Dutta, Chaturvedi and Nair (2014), worldwide 640,000 new people 

developed head and neck cancer in every year and 356,000 deaths occurred annually. An 

average mortality rate of head and neck cancer is 7.3 in males and 3.2 in females per 100,000 

and an average incidence rate of 8.8 in males and 5.1 in females per 100,000 respectively 

(Ragin, Modugno and Gollin, 2007). Specific cancers have different rates (Enderby et al. 

2009). Worldwide people develop cancer of larynx 24%, pharynx 22%, nasopharynx 13% 

http://www.ncbi.nlm.nih.gov/pubmed/?term=Joshi%20P%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed/?term=Dutta%20S%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed/?term=Chaturvedi%20P%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed/?term=Nair%20S%5Bauth%5D
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and oral cavity 41% (Joshi, Dutta, Chaturvedi and Nair, 2014). Head and neck carcinoma is 

the most common cause with an incidence of 500,000 new cases a year in Europe. The 

incidence in Europe in 2004 to be higher in men than in women 76.6/21 per thousand in oral 

and pharyngeal cancer; 33.6/10.1 in oesophageal cancer and 42/4.1 in laryngeal cancer 

(Enderby et al. 2009). It is less common in England and Wales with approximately 6,700 new 

cases diagnosed each year over 90 percent of all malignant (National head & neck cancer 

audit, 2010). In 2006, an estimated 39,250 Americans developed head and neck cancer and 

11,090 deaths occurred (Enderby et al. 2009). Head and neck cancer is the most common 

cancer in developing countries and it form one of the most common cancers in south and 

southeast asian countries. It is the most common cancer of males in India and the fifth most 

common in females. Head and neck cancer form 21% of the cancers in males and 11% in 

females in Pakistan where oral and laryngeal cancers are predominant forms of head and neck 

squamous cell cancer in India, Pakistan, and other southeast asian countries (Joshi, Dutta, 

Chaturvedi and Nair, 2014). 

There are different risk factors that cause head and neck cancer (Enderby et al. 2009). In 

1957, cigarette smoking was first identified as an independent risk factor for oral and 

oropharyngeal cancer. Later, the use of tobacco products (e.g.- smoking cigarettes, pipes, 

and/or cigars, dipping snuff, or chewing tobacco) was confirmed, along with the use of 

alcohol, to be the two major risk factors for the development of these cancers (Ragin, 

Modugno and Gollin, 2007). High levels of smoking and/or alcohol intake have been 

identified as primary causes of oral, pharyngeal and laryngeal cancer. While smoking and 

drinking are related to a higher incidence of cancer, studies show that head and neck cancer 

occurs in 20% of people who do not smoke or drink (Enderby et al. 2009).  

Additionally, infection with certain types of human papilloma virus (HPV) causes more than 

half of all cases of oropharyngeal cancer, a type of head and neck cancer (A snapshot of head 

and neck cancer, 2013). 75% overall risk  of head and neck cancer related to tobacco 

(cigarette), betel quid (tobacco, betel leaf, slaked lime, areca nut) and alcohol (Joshi, Dutta, 

Chaturvedi and Nair, 2014). 

There are many external factors either cause or facilitate the development of cancers in 

Bangladesh. Tobacco use is the single most important cause of large variety of cancers such 

as lung, larynx, esophagus, stomach, oral cavity and others. Tobacco poses a double burden 

to Bangladesh because of high production and high consumption. Bangladesh is among the 

http://www.ncbi.nlm.nih.gov/pubmed/?term=Joshi%20P%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed/?term=Dutta%20S%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed/?term=Chaturvedi%20P%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed/?term=Nair%20S%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed/?term=Joshi%20P%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed/?term=Dutta%20S%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed/?term=Chaturvedi%20P%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed/?term=Nair%20S%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed/?term=Joshi%20P%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed/?term=Dutta%20S%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed/?term=Chaturvedi%20P%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed/?term=Nair%20S%5Bauth%5D


4 
 

world‟s 20 largest producers of tobacco and tobacco products (Zaman, 2009). Tobacco is the 

single most important modifiable risk factor for cancer. Unfortunately in Bangladesh, 

cigarette production has grown tremendously since 1980, and bidi production has grown even 

faster. A World Health Organization (WHO) study shows that 20 million people in 

Bangladesh use tobacco in some form where 62% of men and 41% of women aged more than 

30 years were found to either smoke or chew tobacco (Hussain and Sullivan, 2013).  

The National Institute of Cancer Research and Hospital (NICRH) and Bangabandhu Sheikh 

Mujib Medical University (BSMMU) cancer registry data revealed that 60% of the cancers in 

the male and 5% of the cancers in female are tobacco related (Hussain and Sullivan, 2013). 

Cigarette smoking is a well known and recognized predisposing factor for laryngeal cancer 

(Mishra and Meherotra, 2014). More than 90% of patients of laryngeal cancer have a 

significant history of smoking (Jarrell, Carabasi and Radomski, 2000). The prevalence of 

smoking in Bangladesh is 41% among men aged more than 15 years (Hussain and Sullivan, 

2013). 

The most common treatment of head and neck cancer is radiation therapy. It is the process 

where high-energy x-rays or other particles use to kill cancer cells (Curran et al. 2007). 

Chemotherapy is the use of drugs to kill cancer cells. Systematic chemotherapy is delivered 

through the bloodstream, targeting cancer cells throughout the body (Adeyemi, Adekunle, 

Kolude, Akang and Lawoyin, 2008). The surgical management is the process of move away 

of cancer cells from the body. It is increasing rapidly because of improvements of anesthesia, 

development of antibiotics and blood banking and introduction of new techniques for 

reconstruction (Cognetti, Weber and Lai, 2008). Patients require intensive multimodality 

treatments and prolonged rehabilitation with long term support to achieve an adequate 

recovery (National head & neck cancer audit, 2010). Standard treatments for head and neck 

cancers include radiation therapy and surgery, and for certain types of head and neck cancer, 

chemotherapy also recommended by doctors (A snapshot of head and neck cancer, 2013). 

The choice of modality depends on patient factors, primary site, clinical stage, and 

resectability of the tumor (Kumar and Clark, 2012). 

Intervention of head and neck cancer involve destroying cancer cells through radiation, 

chemo and surgery but all they have a significant side effect (Kumar and Clark, 2012). The 

most common side effect in patients undergoing radiation therapy is xerostomia and 

secondary side effect is damage of the salivary glands. Severe xerostomia significantly 
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impact on emotional, social, physical, and overall function (Nguyen, Sallah, Karlsson and 

Antoine, 2002). Aremucositis, dysphagia, hoarseness, erythema, and desquamation of the 

skin are also seen frequently after radiation (Dirix, Nuyts and Bogaert, 2006). The side effect 

of chemotherapy depends on the drugs that are used for the treatment. Some common side 

effect of chemotherapy is lower resistance of infection, sores in the mouth and lips, loss of 

appetite, nausea, vomiting, diarrhea, hear loss etc. (Goon et al. 2009). Side effect of surgery 

depends on the site and size of tumors and the section of cells from head and neck region. 

Some big surgery like laryngectomy causes the loss of laryngeal voice, stoma problems, loss 

of smell, and diminished sense of taste (Schuster, Lohscheller, Hoppe, Kummer, Eysholdt, 

and Rosanowski, 2004) and these results in physical, emotional, social and economical 

implications (Lewin, 2005). 

According to Onakoya, Nwaorgu, Adenipekun, Aluko and Ibekwe (2006), head and neck 

cancer and its treatment has an enormous impact on the quality of life of patients. Quality of 

life is both subjective, including the patient‟s point of view and multidimensional, covering a 

broad spectrum of aspects of the patient‟s life (Killgu, Gottwald, Haderlein, Maier, 

Rosanowski, Iro, Psychogios, & Schustera, 2010). The World Health Organization defined 

quality of life as an “individual‟s perception of their position in life in the context of the 

culture and value systems in which they live and in relation to their goals, expectations, 

standards and concerns”. Quality of life is therefore multi-dimensional, affecting physical, 

mental, emotional and social well-being (Prokop, 2012). 

The most important physical wellbeing associated with speech problems, dry mouth, and 

throat and swallowing problems. Pain is commonly reported in head and neck cancer 

patients, and can have a significant impact on their QOL. The effect of the pain may further 

be worsened if there is inadequate family support. The presence of pain had an adverse 

effect on life satisfaction after treatment. Physical problems that include their inability to 

communicate effectively, general physical outlook and psychosocial problems, such as 

depression or anxiety over their present health condition, which are further aggravated by 

financial worries and lack of social interactions (Onakoya et al. 2006). 

Curran et al. (2007) found poor functional and emotional wellbeing from 424 patients with 

head and neck cancer in a study. Most of the patients were have less social contact with their 

family and friends and they felt isolation from the society. Dirix, Nuyts and Bogaert (2006) 

reported from a survey of 65 patients where pain was common (58.4%) and interfered with 
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daily activities in 30.8% of patients. More than half of the patients (58.3%) had mood 

complaints, and 60% had interference by their physical condition on their social activities and 

also most of them were unable to fulfill their work either themselves or through others. Lin, 

Starmer and Gourin (2012) reported that head and neck cancer patients experience one of the 

highest rates of depression which affects quality of life, treatment compliance, disease 

progression, pain tolerance, and increases the risk for suicide.  

Nguyen et al. (2002) found that speech and swallowing problem are the main complain of the 

head and neck cancer patients after completing treatment. The loss of the ability to 

communicate and swallow has a major psychological impact on the individual and their 

concept of self. Loss of communication can be a shock and cause upset to both the individual 

and their family and a period of grief (denial, anger, bargaining, and frustration) may be 

experienced. The individual may experience feelings of isolation with the loss of personal 

relationships, loss of work, economic security, home and independence (Enderby et al. 2009). 

All these concern reduced quality of life of an individual treated with HNC. 

According to Myers (2005), head and neck cancer and its treatment strikes at the most basic 

human functions such as the abilities to communicate, eat and interact socially. For this 

reason, quality of life (QOL) has traditionally important fundamental field of SLT. People 

treated with HNC always try to find out compensatory strategies as they have difficulties in 

interaction, psychological problem, social problem, economical aspects. The SLT at each of 

these stages aims to contribute to the assessment, treatment, maximizing and maintenance of 

abilities relating to speech, voice, swallowing and communication. SLT assess and advise on 

communication skills, safe swallow and the selection, use and maintenance of prosthesis. 

SLTs may work with intensive care nurses to help to reduce the risk of aspiration in patients, 

engender safe swallow and facilitate communication. The SLT can advise on and can fit 

speaking valves to both aid communication and reduce the risk of aspiration in those with a 

long term tracheostomy or intubation (Baumgartner, 2008). It is important that health care 

providers obtain a better understanding of patients‟ health-related QOL and use available data 

to provide a more comprehensive approach to patients‟ medical care (Woodard, Oplatek & 

Petruzzelli, 2007). SLT is usually the member of multidisciplinary team who develops 

strongest bond with patients throughout the whole treatment process because of their 

swallowing and communication difficulties. SLTs make a unique contribution to the 

multidisciplinary team for rehabilitation of the patients. SLT also plays an important role in 
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providing support, counseling and rehabilitation both pre and postoperatively (Lewin, 2005). 

According to Myers (2005), quality of life is an outcome measure of a treatment and which 

very important in rehabilitation of patients with HNC. So, it is very important to study on 

quality of life of the patient treated with HNC. 

1.3 Rationale of the Study 

This study is the primary study on quality of life of the patients treated with HNC. This study 

aims to find out functional, emotional, social and physical well-being and additional concern 

including features of swallowing and voice of the patients treated with HNC. This study 

would be helpful to add knowledge and in making speech and language therapist awareness 

about the quality of life of the patients treated with HNC. Speech and language therapists can 

use this information for doing best practice by concerning physical, emotional and functional 

status of the patients. As a result this study may be helpful to develop a treatment protocol for 

patients with HNC. As this study will present clear evidence about functional, emotional, 

social and physical well-being with some additional concern including swallowing and voice 

following treatment, so patients and care giver would be aware about it. It would be very 

helpful for different professionals or organizations who are working or interested to work 

with patients with HNC. It would be helpful to establish a new role of SLT at cancer hospitals 

in Bangladesh. 

1.4 Operational Definition 

Key words: Quality of life, Head and Neck Cancer and Treatment of Head and Neck 

Cancer 

Quality of life  

Quality of life refers to a patient-centered subjective judgment made by the individual which 

influenced by various domains such as physical and occupational functioning, psychological 

state, social interaction and somatic sensation that changes across time and situation (Myers, 

2005). In this study, investigator used the term quality of life in the basis of functional well-

being, emotional well-being, social well-being, physical well-being and additional concern 

including swallowing and voice. 
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Head and Neck Cancer 

Head and neck tumours are squamous cell carcinomas (National head & neck cancer audit, 

2010) and one of the major health complication which can involve many different structures,  

which includes epithelial malignancies of the upper aerodigestive tract, such as the paranasal 

sinuses, nasal cavity, oral cavity, pharynx, and larynx (Cognetti, Weber and Lai, 2008). In 

this study, investigator used the term head and neck cancer to explain any kind of malignant 

tumour in the lip, tongue, floor of the mouth, oral mucosa, palate, jaw, oropharynx, postnasal 

space, nasal cavity and paranasal sinuses, larynx, upper esophagus, ear and salivary glands. 

 Treatment of Head and Neck Cancer 

Treatment of patients with head and neck squamous cell carcinoma may involve 

radiotherapy, surgery, and chemotherapy (Langendijk, Doornaert, Leeuw and Leemans, 

Aaronson, and Slotman, 2008). In this study, investigator included all the treatment of head 

and neck cancer such as radiotherapy, surgery, and chemotherapy. 

1.5 Aim and Objectives 

Aim 

To identify the quality of life of the patients treated with head and neck cancer. 

Specific Objectives 

 To identify the physical well-being of patients treated with head and neck cancer. 

 To identify the social and family well-being of patients treated with head and neck 

cancer. 

 To identify the emotional and functional well-being of patients treated with head and 

neck cancer. 

 To identify the communicational and swallowing well-being of patients treated with 

head and neck cancer. 
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Chapter: 2                                                                                                             Methodology    

2.1 Study Design 

Investigator used cross-sectional study design to conduct the study. It is one of the most 

commonly used survey research design (Shaughnessy, Zechmeister and Zechmeister, 2003). 

Investigator used this design because it generally describes a group at one point of time 

(Bailey, 1997). In this study investigator aims to identify the quality of life of the patients 

treated with head and neck cancer and cross-sectional study is a descriptive analytical study 

that obtains the health and disease profile of a resident population of an area (Dharr and 

Robbani, 2006). They (2006) also added that cross-sectional survey represents a snap-shot 

view of the frequency and distribution of disease in a community. So, cross sectional study 

would be an appropriate design to conduct the study. Besides these cross sectional survey 

design is simple to operate, cheaper and relatively quicker to carry out (Hicks, 1999). As a 

result, investigator used this design. 

2.2 Study Location 

Investigator conducted the study in National Institute of Cancer Research Hospital, 

Mohakhali, Dhaka- 1212. It is a specialized cancer hospital of Bangladesh where a large 

number of people are treating with head and neck cancer. So, investigator selected National 

Institute of Cancer Research Hospital as the study location.  

2.3 Study Population 

According to Hicks (1991) Population is a group of people who have a common 

characteristic which is of interest to the investigator. In this study, investigator is interested to 

study on quality of life of the patients treated with head and neck cancer. So, the study 

population was patients treated with head and neck cancer. Their age range was 30-85 years.  

2.4 Participants of the Study 

Investigator selected 15 patients treated with head and neck cancer as participant to conduct 

this study. Determining the number of participants in a study is a critical issue (Depoy & 

Gitlin, 1998). According to Hicks (2000) usually a survey takes large number of sample. A 

large sample is more likely to be representative of the population than a smaller one. But 
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Depoy & Gitlin (1998) suggested that, a large sample is not always the best policy and is 

often inessential. Hicks (2000) point out that there is no easy way of establishing the standard 

size of sample since this decision mainly depends on the investigator.  

2.5 Sampling Technique 

Investigator used purposive sampling method to conduct the study. It is a judgmental 

sampling process where individuals are selected purposely based on the study (Depoy & 

Gitlin, 1999). In this type of sampling, items for the sample are selected deliberately by the 

researcher; his choice concerning the items remains supreme (Kothari, 2004). According to 

Hicks (2000), purposive sampling is an easy way of accessing a sample from a population. 

Investigator used this technique because it was easy, quick and cheap to select participants 

from hospital. It saved time of the investigator and investigator selected participants 

according to the aim and objectives of the study. 

2.6 Sample Selection Criteria 

2.6.1 Inclusion Criteria  

 Both male and female participants.  

 Cancer in head and neck region. 

 At least 4 weeks post treatment including surgery, radio and chemotherapy or  both. 

 Age range between 30-85 years.  

2.6.2 Exclusion Criteria 

 Any other neurological deficits (e.g. stroke, Parkinson, motor neuron disease etc.). 

 History of voice and swallowing disorder before treatment.  

2.6.3 Rationale for Inclusion and Exclusion Criteria 

Cancer is a disease of elderly people. It is rare in children and rises in frequency throughout 

the adulthood and occurs most often in elderly (Shahriar, Islam, Mahmood, Mamun, Nahar, 

Sadiana and Shahid, 2011). As a result investigator selected 35-80 years old participants.  

Participants are selected who followed at least 4 weeks post treatment because more of the 

side effect exists after 4 weeks of post treatment. Investigator selected participants who had 



11 
 

no neurological deficits and history of voice and swallowing disorder before treatment, 

because it could interfere or change the result of the study. 

2.7 Data Collection Tool 

The Functional Assessment of Cancer Therapy Head and Neck (FACT-H&N) questionnaire 

(Annexure-2) was used as data collection tool in this study. It is a measurement system and 

collection of health-related quality of life questionnaires that assess multidimensional health 

status of patients with HNC (List, Antonio, Cella, Siston, Mumby, Haraf, and Vokes, 1996). 

It was developed by Cella et al. in 1996 with comparison of general people and the patients of 

U.S. (Webster, Cella and Yost, 2003). The FACT-H&NS consist of the FACT-G (general) 

and the H&NS. The FACT-G is a 27-item compilation of general questions divided into four 

primary QOL domains: Physical Well-Being, Social/Family Well-Being, Emotional Well-

Being, and Functional Well-Being. The H&NS is a 12 item compilation which mainly 

focuses on swallowing, voice and communication of patients with HNC. It assesses the 

effects of cancer and its treatment the patients‟ overall QOL in the physical, emotional, 

social, and functional domains (FACT-G), as well as the impact of site-specific side effects 

(Head and Neck Specific Concerns). Several studies have confirmed the reliability and 

validity of the FACT-H&N (Rose and Yates, 2001). Each response is rated by the patient 

from 0 to 4 on a Likert scale, with 0 described as „„not at all‟‟ and 4 described as „„very 

much.‟‟ Scores are calculated separately for each domain. Higher scores for the scales and 

subscales indicate better quality of life (Webster, Cella and Yost, 2003).  

2.8 Data Collection Procedure 

Investigator collected data from the participants through face to face interview. Investigator 

collected data through Bangla translated Functional Assessment of Cancer Therapy Head and 

Neck (FACT-H&N) questionnaire (Annexure-1). At first investigator took permission from 

SLT department of Bangladesh Health Professions Institute and then the authority of 

National Institute of Cancer Research and Hospital for data collection. Then investigator 

went to the study place with consent form, demographic chart and FACT-H&N 

questionnaire. Investigator explained to the participant about the purpose of the study and 

offered them to sign in consent form. Investigator requested to the carer of illiterate 

participant to sign on consent form. After taking consent, investigator read the instruction of 

FACT-H&N questionnaire. For collecting data, investigator took two assistant to help the 
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participants in order to fill up the form. Literate participants filled up the form by themselves. 

For the illiterate participants, investigator and the assistants read the FACT-H&N 

questionnaire and filled it up according to the participant‟s response.  

2.9 Data Analysis Process 

Investigator used descriptive statistics for data analysis. Because descriptive statistics are 

commonly use to make sense of survey data (Hicks, 2000). Bailey (1997) suggested that 

descriptive statistics are those that describe, organize, and summarize data. It includes such 

things as frequencies, percentages, description of central tendency (mean, mood, median) and 

descriptions of relative position (range, standard deviation).  Investigator used this technique 

because the aim of the study is to identify the quality of life of the patients treated with head 

and neck cancer and investigator showed the result easily through descriptive statistics. 

2.10 Ethical Consideration  

Investigator maintain rigorous manner to conduct the study.  All steps of the study were 

supervised by the supervisor. At first the research proposal was submitted to the ethical board 

to approve the study. Then the investigator got the official permission from the approval 

committee of department of speech and language therapy and obtained permission from 

Bangladesh Health Professions Institute (BHPI) an academic institute of CRP to conduct the 

research project. After getting permission from the institute, investigator took an academic 

permission letter which was approved the principal of BHPI for National Institute of Cancer 

Research and Hospital. Permission was also taken from National Institute of Cancer Research 

and Hospital to collect data. After getting permission from the authority of National Institute 

of Cancer Research and Hospital, investigator started data collection from the participants. 

The investigator gave detailed and clear information about the purpose of the study to the 

participant verbally in Bengali. The participants were informed that their participation will be 

fully voluntary and they have the right to withdraw or discontinue from the study at any time 

of the study. Confidentiality of information maintained during the research process. The 

investigator informed to the participants that data are collected by a standardized 

questionnaire and the supervisor will check the consent form and the data collection tools. 

Participants were also informed that they would not get any harm from the study. 
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   Chapter: 3                                                                                                                    Results 

3.1 Demographic Information of the Participants 

Data were analyzed by descriptive statistics and calculated as percentages and presented 

through tables.  

Table 1: Demographic characteristics of patients with HNC 

Demography Number Percentage 

Gender   

Male 14 93% 

Female 1 7% 

Education   

Illiterate 4 27% 

Primary  3 13% 

S.S.C 5 33% 

H.S.C 3 20% 

Graduate/Above 1 7% 

Occupational Status   

Farmer  5 33% 

Businessman  4 27% 

Service 2 13% 

Day Labor 2 13% 

House Wife 1 7% 

Retired/Aged 1 7% 

Living Status   

Rural Area 9 60% 

Urban Area 6 40% 

 

Among 15 participants 93% (14) were male and 7% (1) were female. Regarding educational 

status, 27% (4) participants were illiterate, 13% (2) were completed education at primary 

level, 33% (5) participants had completed education at S.S.C level and 20% (3) had 
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completed education at H.S.C level. Majority of the participants (33%) were farmer and next 

businessman (27%). Most of the participants (60%) were from rural area and other (40%) 

from urban area.  

3.2 Incidence of Patients with HNC According to Age 

Table 2: Percentage of incidence of patients with HNC according to their age 

Age (In year) Number Percentage 

35-45 2 13% 

46-55 5 33% 

56-65 6 40% 

66-75 1 7% 

76-85 1 7% 

 

It is clear that incidences of HNC increased noticeable after age 46 years and most prevalent 

in the age 56-65 years (40%).  The lowest prevalent of the participants found between age 66-

75 years and 76-85 years. 

3.3 Anatomic Site of Head and Neck Cancer 

Table 3: System wise distribution of HNC 

Site Number Percentage 

Larynx 11 74% 

Carcinoma of Tongue 2 13% 

Buccal Mucosa 2 13% 

 

Table 3 demonstrates that among 15 participants, majority of participants (74%) had 

carcinoma of larynx. Separately 13% had carcinoma of tongue and 13% had carcinoma of 

buccal mucosa.  
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3.4 Treatment of Head and Neck Cancer 

Table 4: Treatment pattern of patients with HNC  

Nature of treatment Number Percentage 

Radiotherapy  8 53% 

Chemotherapy and Radiotherapy 4 27% 

Surgery and Radiotherapy 3 20% 

 

Out of 15 participants, most of them (53%) were treated only by radiotherapy. 27% 

participants were treated with the combination of chemotherapy and radiotherapy and 20% 

were treated with surgery and radiotherapy. 

3.5 Descriptive Statistics of the Participants 

Investigator took 15 participants to conduct the study, and 14 participants were male and 1 

participant was female. Their mean age was 58.2667 years, minimum age was 40 years and 

maximum was 85 years and. Among overall subscale, the lowest score was 3 at functional 

well being and the highest score was 38 at additional subscale. Separately, the highest score 

of each scale represent better quality of life.  

In physical well-being subscale, the mean score of the participants was 17 but the total score 

physical well-being subscale is 28 which represent medium level of QOL. Participants 

showed 16.3333 as mean score of social/family well-being subscale out of 24 that means 

participants had quite a bit good QOL. The mean score of the participants at functional well-

being subscale was 8.2 out of 28 that represent very poor QOL. In additional subscale which 

mostly related with communication, voice and swallowing, participants showed mean score 

23.1333 out of 48 that represent moderately poor QOL.  
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Table 5: Descriptive Statistics for the quality of life of the people with HNC 

 

 Minimum Maximum Mean Std. Deviation 

Age in year 40.00 85.00 58.2667 11.10641 

Physical wellbeing 7.00 22.00 17.0000 4.15761 

Social/family wellbeing 6.00 20.00 16.3333 4.48277 

Emotional wellbeing 11.00 22.00 18.7333 2.60403 

Functional wellbeing 3.00 23.00 8.2000 5.26715 

Additional concern 12.00 38.00 23.1333 6.50128 

     

                           

Table 5 demonstrates the descriptive statistics for the quality of life of the people with HNC. 

On an average, additional concern (one of the primary QOL domain) was higher (M= 23.133) 

whereas the score of functional wellbeing was lowest (M= 8.2). The score of physical 

wellbeing, social/family wellbeing and emotional wellbeing were fairly similar. Out of these 

five domains, data dispersion of emotional wellbeing is less (SD= 2.6) whereas it is higher 

for additional domain (SD=6.5). 
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3.6 Physical Well-being 

 

Figure- 3.6: Physical Well-being of the Participants 

The graph shows that majority of the participants (33%) respond that they had very much 

lack of energy. Most of the participants (73%) answered that they had very much trouble of 

meeting the needs of their family because of their physical condition. Almost every 

participant experienced pain at different level whereas most of them (40%) said about quite a 

little pain into their body. The highest 47% participants were very much bothered where 40% 

were quite a bite bothered by the side effect of treatment of HNC. Most of the participants 

(60%) respond that they feel very much ill. Majority of the participants (86%) were not 

forced to spend time in bed and which was the highest score in physical well-being scale. 
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3.7 Social/Family Well-being 

 

Figure- 3.7: Social/family Well-being of the Participants 

Out of 15 participants, majority of them (40%) were respond almost similar in terms of 

relation with and support from their friends. In family issue, the highest number of 

participants said that family accepts their illness and they were very much satisfied with 

family communication about their illness. Most of the participants (46%) were getting very 

much emotional support from their family. In terms of relation with life partner majority of 

the participants (67%) were very much satisfied. 
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3.8 Emotional Well-being 

 

Figure- 3.8: Emotional Well-being of the Participants 

The graph demonstrates that most of the participants (86%) were very much sad for their 

current status. Majority of the participants (40%) were a little bit satisfied with how they were 

coping with their illness where 60% participants were severely losing hope in the fight 

against of their illness. Most of the participants (73%) were some-what nervous in terms of 

treatment and its side effect of HNC. Majority of the participants were very much worried 

about dying and their condition will get worse. 
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3.9 Functional Well-being 

 

Figure- 3.9: Functional Well-being of the Participants 

In functional well-being, among 15 participants 53% were able to work a little bit where 33% 

were unable to work at all. Most of the participants (60%) responded that they are not able 

enjoy their life. The highest 73% of the participants could not accept their illness. Majority of 

the participants (47%) said that they had no trouble in sleep. Most of the participants (53%) 

were not enjoying at all the things they usually do for fun. Majority of the participants (47%) 

were not content with present quality of life where 40% participants were little bit content 

with their present quality of life. 
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3.10 Additional Concerns  

 

Figure- 3.10: Additional Concern of the Participants 

The graph demonstrates that majority participants (33%) had severe problem of eating and 

swallowing food whereas 20% respond that they were unable to eat and swallow. Investigator 

found that most of the participants (47%) were unable eat food according to their need. Most 

of the participants (40%) had very severe problem of eating solid foods where a few number 

(13%) no difficulty of eating solid food. In terms of voice and communication, majority of 

participants (40%) said that their voice does not have its usual quality and strength. Most of 

the participants (33%) were some-what able to communicate with others. Majority of the 

participants had very dry mouth (40%) and severe pain in mouth, throat and neck (33%). 

Most of the participants (33%) had breathing severe problem. Most of participants (60%) do 

not smoke where 27% had a little bit tendencies to smoke cigarettes or other tobacco 

products. Among 15 participants, no one had a history of drinking alcohol.  
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Chapter: 4                                                                                                                 Discussion 

The study was conducted among 15 participants where 93% were male and 7% were female. 

Joshi et al. (2014) said that HNC is the most common cancer of males in India. Ragin, 

Modugno and Gollin (2007) revealed that an average incidence rate of head and neck cancer 

8.8 in males and 5.1 in females per 100,000 respectively. This study indicates that HNC is 

very common among male. In this study incidences of HNC increased noticeable after age 46 

years and most prevalent in the age 56-65 years (40%). Regarding educational status, 27% 

participants were illiterate and majority of the participants (33%) were farmer.  A study was 

conducted among 171 cancer patients in Dhaka division, Bangladesh, where majority of the 

participants were male with a male female ratio 2.1:1 and cancer is prominent after 40 years 

old and majority were under the age group of 50-60 years. Most of the participants found as 

illiterate (34.5%) and farmer (28.4%) (Hasan et al. 2012). A study from Ludhiyana, India on 

a retrospective review of 56,565 histopathological biopsies concluded the malignancy of 

larynx as the most common amongst males (Mishra and Meherotra, 2014). They also found 

that cancer of the larynx is the most common head and neck cancer. In this study it was also 

noticeable that majorities of the participants were male and had carcinoma of larynx (73%). 

To obtain real view of head and neck cancer patients a population based survey is very 

essential. 

Globally, standard treatments for head and neck cancers include radiation therapy and 

surgery, and for certain types of head and neck cancer, chemotherapy also recommended by 

doctors (A snapshot of head and neck cancer, 2013). Curran et al. (2007) said that the most 

common treatment of head and neck cancer is radiation therapy. According to Dirix, Nuyts 

and Bogart (2006) radiotherapy is the main treatment of HNC. In this study, radiotherapy 

found as a common and main treatment of all the participants where the highest numbers of 

the participants (53%) were treated only by radiotherapy, 27% participants were treated with 

both chemo and radiotherapy and 20% participants were treated with surgery and 

radiotherapy.  

Results from this study under physical well being suggested that participants treated with 

head and neck cancer experience a range of common problems. The study obtained that 

majority of the participants experienced pain at different level whereas most of them (40%) 

said about quite a little pain into their body. Similar result found in a study conducted in 

http://www.ncbi.nlm.nih.gov/pubmed/?term=Joshi%20P%5Bauth%5D
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Nigeria where researchers found that pain is commonly reported in head and neck cancer 

patients, and has a significant impact on their QOL (Onakoya et al. 2006). Dirix, Nuyts and 

Bogaert (2006) reported from a survey of 65 patients with HNC where pain was common 

(58.4%) and interfered with daily activities in 30.8% of patients. The study showed that the 

majority (47%) participants were very much bothered by the side effect of treatment of HNC. 

Similar result found from a study that was conducted among 58 participants with HNC which 

indicate that the participants were most bothered by side effects at the end of treatment (Rose 

and Yates, 2001). 

Combination of both family and friends‟ support are important to make an individual good 

QOL. Lack of support either from family or friends, could represent poor QOL. Curran et al. 

(2007) conducted a survey on 424 patients with HNC where most of the patients had less 

social contact with their family and friends and they felt isolation from the society. In this 

study it is also noticeable that majorities of the participants (40%) were not so closed and did 

not get enough support from their friends. But in terms of relation with life partner majority 

of the participants (67%) were very much satisfied and (46%) were getting very much mental 

support from their family. This result reflects family bonding into the community of 

Bangladesh.  

The study infers that the majority of the participants (60%) were unable to enjoy their life. 

Most of the participants (73%) did not accept their illness and they think they were not 

content with the quality of life. Common problems on functional subscale found from most of 

the participants as reduced work ability (53% were able to work a little bit where 33% were 

unable to work at all). Mallis et al. (2011) have published a study on 92 patients with HNC in 

Greece where 80.5% of the patients reported worsened financial situation, with the majority 

(91.3%) of the patients also reporting decreased capacity for work.  

Nguyen et al., (2002) reported that speech and swallowing problem are the main complain of 

the head and neck cancer patients after completing treatment. According to Myers (2005) 

head and neck cancer and its treatment strikes at the most basic human functions such as the 

abilities to communicate, eating and social interact.  The study obtained that majority 

participants (33%) had severe problem of eating and swallowing food whereas 20% respond 

that they were unable to eat and swallow. Investigator found that most of the participants 

(47%) were unable eat food according to their need where (40%) had very severe problem of 

eating solid foods. In terms of voice and communication, majority of participants (40%) said 
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that their voice does not have its usual quality and strength where most of the participants 

(33%) were some-what able to communicate with others. Majority of the participants had 

very dry mouth and severe pain in mouth, throat and neck. Mallis et al. (2011) conducted a 

study on 92 patients with HNC in Greece where the majority of patients reported difficulties 

communicating with strangers (56.5%) or via telephone (78.3%). They also found 

swallowing and eating disorders were also reported by a significant percentage of patients 

15.2% and 13% respectively. Nguyen et al. (2002) found that speech and swallowing 

problem are the main complain of the head and neck cancer patients after completing 

treatment. This study also indicates swallowing and communication difficulty is significant 

among patients treated with HNC.  

Lin, Starmer and Gourin (2012) reported that head and neck cancer patients experience one 

of the highest rates of depression which affects quality of life, treatment compliance, disease 

progression, pain tolerance, and increases the risk for suicide. In this study, most of the 

participants (86%) were very much sad for their current status. Majority of the participants 

(60%) were severely losing hope in the fight against of their illness. Most of the participants 

(73%) were some-what nervous in terms of treatment and its side effect of HNC. Onakoya et 

al. (2006) conducted a research on 50 patients with HNC and found that physical outlook and 

psychological problem affect on social interactions. 

Better score at each subscale indicate good quality of life (Silveira et al. 2010). Descriptive 

statistics obtained that the mean score of additional concern (one of the primary QOL 

domain) was higher (M= 23.133) whereas the score of functional wellbeing was lowest (M= 

8.2). The mean score of physical wellbeing, social/family wellbeing and emotional wellbeing 

were fairly similar. Out of these five domains, data dispersion of emotional wellbeing is less 

(SD= 2.6) whereas it is higher for additional domain (SD=6.5).  Participant‟s mean score on 

physical well-being subscale was 17 and social/family well-being subscale was 16.333. 

Almost similar score found by Dapueto et al. (2001) in Uruguay among 140 participants with 

HNC where they found 15 mean score at physical well-being subscale and 16.1 at 

social/family well-being subscale and they reported as poor quality of life of participants with 

HNC. Swallowing difficulty, problem in voice and communication, pain, loss of energy, 

decrease of work capacity, depression was the main concern of this study which hampering 

QOL of the patients treated with HNC where loss of the ability to communicate and swallow 

has a major psychological impact on QOL. 
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Chapter: 5                                                                                                                 Limitation  

This is the first primary study on QOL of the patients treated with HNC in Bangladesh.  So 

there were some limitations and barriers during conducting the study. The study was done 

within short period of time and only 15 participants were selected to conduct the whole study. 

It was a small number of participants to conduct a survey to find out QOL of patients treated 

with HNC. Investigator did not get any financial support to conduct the study and so it was 

not possible to move and gather more participants from different hospitals around 

Bangladesh. Due to lack of number of the participants, the external validity of the study 

decreased. The QOL of male and female were not studied separately in this study.  
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Chapter: 6                                                                                                     Recommendation 

By conducting the study, investigator found that majority of the patients had pain and dryness 

of mouth, lack of energy, inability to work, less social interaction etc. as a result of side effect 

of HNC treatment. The most significant issue identified from the patients with HNC was 

voice problem, communication difficulty, swallowing and eating difficulty. This study 

selected only 15 participants as sample and one study location for conducting the study. It is 

suggested to increase the number of the sample as well as study location for further study on 

it. Sample was selected in this study following purposive sampling technique. It will be the 

best, if randomization should be done in future.  It is also suggested for the further study that 

the QOL of male and female should study separately which will provide a clear idea about 

the QOL of male and female patients with HNC. 
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Chapter: 7                                                                                                                Implication 

The result of the study can help to the health care providers to obtain a better understanding 

of HNC patients‟ QOL and they can use this result to provide a more comprehensive 

treatment for the patients. This study can help the clinician, patients and carers to raise 

awareness about the impact of HNC and its treatment. SLT is usually the member of 

multidisciplinary team who will develop strongest bond with patients throughout the whole 

treatment process because of their swallowing and communication difficulties. So, this study 

will provide a clear idea about the types of swallowing and communication difficulties 

among patients treated with HNC and also it helps to make a unique contribution to the 

multidisciplinary team for rehabilitation of the patients. SLT can also use this result for 

providing support, counseling and both pre and postoperative care. Finally, this study will 

show an evidence for SLT to play a role into cancer hospital in Bangladesh. 

 

 

 

 

 

 

 

 

 

 

 

 

 



28 
 

Chapter: 8                                                                                                                Conclusion 

Quality of life is an objective measure that shows an individual‟s appearance including 

physical, emotional, functional and social status into the community.  This study clearly 

indicates poor QOL of the participants treated with HNC.  Majority of the patients mentioned 

pain in mouth and throat, dryness of mouth, loss of energy, inability to work, less social 

interaction and hopeless and worry as a result of side effect of HNC treatment. Voice 

problem, communication difficulty, swallowing and eating difficulty was the most important 

issue identified from the patients. Inability of communication and swallowing difficulty 

hampered into their physical, emotional, functional and social well-being. And all together 

make QOL of an individual poor. So, speech and language therapist has an important role to 

play at each of these stages aims to contribute to the assessment, treatment, maximizing and 

maintenance of abilities relating to speech, voice, swallowing and communication.  
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Annexure: 1 FACT-H&N Data Collection Tool (Bangla Version) 
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Annexure: 2 FACT-H&N Data Collection Tool (English Version) 

 

PHYSICAL WELL-BEING 
Not 

at all 

A 

little 

bit 

Some

what 

Quite

a bit 

Very 

much 

I have a lack of energy ................................................................  0 1 2 3 4 

I have nausea ..............................................................................  0 1 2 3 4 

Because of my physical condition, I have trouble 

meeting the needs of my family...................................................  

 

0 

 

1 

 

2 

 

3 

 

4 

I have pain ..................................................................................  0 1 2 3 4 

I am bothered by side effects of treatment ...................................  0 1 2 3 4 

I feel ill .......................................................................................  0 1 2 3 4 

I am forced to spend time in bed .................................................  0 1 2 3 4 

 

 

 

 

SOCIAL/FAMILY WELL-BEING 

I feel close to my friends .............................................................  0 1 2 3 4 

I get emotional support from my family ......................................  0 1 2 3 4 

I get support from my friends ......................................................  0 1 2 3 4 

My family has accepted my illness ..............................................  0 1 2 3 4 

I am satisfied with family communication about my 

illness .........................................................................................  

 

0 

 

1 

 

2 

 

3 

 

4 

   I feel close to my partner (or the person who is my main    

support) .......................................................................................  

 

0 

 

1 

 

2 

 

3 

 

4 
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FUNCTIONAL WELL-BEING 

 

Not 

at all 

A 

little 

bit 

Some

-what 

Quite

a bit 

Very 

much 

I am able to work (include work at home) ...................................  0 1 2 3 4 

My work (include work at home) is fulfilling ..............................  0 1 2 3 4 

I am able to enjoy life..................................................................  0 1 2 3 4 

I have accepted my illness ...........................................................  0 1 2 3 4 

I am sleeping well .......................................................................  0 1 2 3 4 

I am enjoying the things I usually do for fun ...............................  0 1 2 3 4 

I am content with the quality of my life right now .......................  0 1 2 3 4 

 

 

 

 

 

EMOTIONAL WELL-BEING Not 

at all 

A 

little 

bit 

Some

-what 

Quite

a bit 

Very 

much 

I feel sad......................................................................................  0 1 2 3 4 

I am satisfied with how I am coping with my illness ....................  0 1 2 3 4 

I am losing hope in the fight against my illness............................  0 1 2 3 4 

I feel nervous ..............................................................................  0 1 2 3 4 

I worry about dying .....................................................................  0 1 2 3 4 

I worry that my condition will get worse .....................................  0 1 2 3 4 
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ADDITIONAL CONCERNS 

 

Not 

at all 

A 

little 

bit 

Some

-what 

Quite 

a bit 

Very 

much 

      

I am able to eat the foods that I like ....................................  0 1 2 3 4 

My mouth is dry ................................................................  0 1 2 3 4 

I have trouble breathing .....................................................  0 1 2 3 4 

My voice has its usual quality and strength ........................  0 1 2 3 4 

I am able to eat as much food as I want ..............................  0 1 2 3 4 

I am unhappy with how my face and neck look ..................  0 1 2 3 4 

I can swallow naturally and easily ......................................  0 1 2 3 4 

I smoke cigarettes or other tobacco products ......................  0 1 2 3 4 

I drink alcohol (e.g. beer, wine, etc.) ..................................  0 1 2 3 4 

I am able to communicate with others ................................  0 1 2 3 4 

I can eat solid foods ...........................................................  0 1 2 3 4 

I have pain in my mouth, throat or neck .............................  0 1 2 3 4 
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Annexure: 3 Demographic Information Chart 

 

Name:                                                                        Age:                                      Sex: 

Educational Level: 

Occupation: 

Mobile Number: 

Current Living Status: 

Age at Diagnosis: 

Diagnosis: 

Anatomic Site: 

Treatment: 

Duration of treatment: 

 Surgery: 

o What kind of Surgery: 

o Time of surgery: 

 Radiation: 

o How much radiation: 

o Time since radiation completed: 

 Chemotherapy: 
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Annexure: 4 Bangla Consent Form 
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Annexure: 5 Permission Letter for Conducting Research Project  
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Annexure: 6 Permission Letter for Collecting Data 
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Annexure: 7 Permission Letter from NICRH 
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