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INTRODUCTION

Oral cancer is a malignant neoplasm that arises on the lip 
or in the oral cavity.1 It is traditionally defined as a squa-
mous cell carcinoma (OSCC), because in the dental area2, 

3, it has been found that 90% of cancers are histologically 
defined as having originated from squamous cells.4 It has 
been observed to have different levels of differentiation and 
a propensity for lymph node metastasis and involvement.5 

Cancers6 of all regions of the oral cavity7, 8, taking into ac-
count worldwide reports is considered to be represented as 
the sixth most common cancer9 in the world.10,11 Oral cancers 
are believed to result due to the accumulation of genetic and 
epigenetic alterations.12-14

The most important risk factors15 associated with OSCC are 
the use of tobacco or betel quid and the regular drinking of 

alcoholic beverages.16,17 Apart from these, infection18 with 
high-risk human papillomavirus (HPV) genotypes, and diet19 
low in fresh fruits20 and vegetables have also been attributed 
to the etiopathogenesis of OSCC.21,22

OSCC is managed by surgery, radiation, and chemothera-
py in combination or in a singular fashion; but despite the 
various treatment modalities, the five-year survival rate is 
poor. This can be attributed to the fact that by the time of 
diagnosis, the size of the lesion is already quite large.  The 
highest incidence23 and prevalence of OSCC is found in 
the Indian subcontinent due to prevalent habits of chewing 
tobacco and betel quid.24,25 Over the past few years, there 
has been an increasing trend in prevalence among younger 
persons.26,27 This makes Oral cancer a highly relevant is-
sue of global public health. This paper aims to report the 
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prevalence and age distribution of OSCC among patients 
of an institution.

MATERIALS AND METHODS

In this retrospective study, patients who were diagnosed with 
OSCC in a Dental Hospital from June 2019 to March 2020 
were included. A consecutive sampling method was used for 
the study. The study was commenced after approval from 
the scientific review board, and the ethical clearance was 
obtained from the ethical committee of the University with 
the following ethical approval number-SDC/SIHEC/2020/
DIASDATA/0619-0320.

Patients of all age groups, both males and females were 
included in the study. All cases of OSCC were taken into 
consideration and their digital case records including pre-
operative and intra-operative as well as the history of ad-
verse habits with digital photographs were retrieved. Only 
those case records which were approved by the specialists 
were included. Patients with potentially malignant lesions 
or carcinoma of non-squamous origin, with incomplete/
censored records, were excluded from the study. 45 sam-
ples that satisfied the criteria were included in the study. 
Variables such as age, gender, history of habit were ex-
tracted. 

Statistical Analysis
The results obtained were tabulated and exported to IBM 
SPSS Version 20.0 for Statistical analysis. Descriptive 
Data analysis was done using percentages for Nominal 
and Qualitative data. The Age, Gender, and History of 
habit were considered as the independent variables while 
the anatomic site was considered as the dependent vari-
able. Chi-square Test was used to evaluate the association 
between Age, Gender, and the occurrence of OSCC. The 
p-value less than 0.05 were considered as statistically sig-
nificant.

RESULTS AND DISCUSSION

The present study included a total of 45 patients, of which 
35 were males (77%) and 10 were females (23%) with an 
age range of 30-70 years. The mean age of the patients diag-
nosed with OSCC was 55 years of age (Figure 1). A majority 
of 66% of the patients did not have a history of any habit 
(Figure 4).

On analysis, the greatest prevalence of OSCC was found 
between the 5th and 6th decade of life (37%). This was 
closely followed by prevalence in the 4th to 5th decade of 

life (25%) (Table 1, Figure 1). The highest frequency of 
presentation of OSCC was found in the lower arch (47%), 
followed by both arches (40%) (Figure 2). On statistical 
analysis using Chi-square Test. However, no significant 
association was found between age and anatomical site, 
p>0.05 (Figure 2). Considering gender a greater preva-
lence was seen in males than in females (Table 2, Figure 
3). The association with gender and the anatomic site was 
not found to be statistically significant, p>0.05 on analysis 
using Chi-square Test (Figure 3).

OSCC distribution is highest between the 5th and 6th decade 
of life in the present study. Greater prevalence of OSCC was 
found in males than in females in our study however no sig-
nificant association was found between occurrence and gen-
der. The majority of the cases of OSCC had a presentation in 
the lower arch followed by a presentation in both arches in 
our study.

Oral cancer was found to be most prevalent from the fifth 
decade of life to the seventh decade of life in the previous 
studies.28 This is in accordance with our study where the 
highest distribution was between the fifth and sixth decade 
of life. In the present study, a significant number of cases 
were also found between the 4th and 5th decade which seems 
to be a slowly increasing trend in recent years. This is con-
sistent with findings from previous studies that suggest <3% 
increase in the incidence of OSCC among patients less than 
50 years of age in recent times.29-31

The lower arch was found to be the most affected region in 
the present study closely followed by the clinical presen-
tation in both arches. This is in consensus with a study by 
Bagan et al., where the majority (20-40%) of the cases clini-
cal presentation in the lower arch, tongue32, and floor of the 
mouth.33 This can be attributed to the habit of placement of 
the betel quid in the lower arch.

Greater prevalence of OSCC was found when compared in 
males than in females in the present study. This is similar to 
previous studies which found 1.5- 2 times greater prevalence 
in males than in females.34 However, the association between 
occurrence and gender was not statistically significant in our 
study. This can be explained by the fact that over the years 
women have been equally exposed to oral carcinogens like 
tobacco and alcohol.35

The results of the present study indicate that middle-aged 
persons are most susceptible to OSCC with clinical presenta-
tion in the lower arch being most common. The limitations 
of the study include that it is a single centre study with lim-
ited sample size. Further scope of the study includes con-
ducting a multicentre study with a larger study population 
and consideration of risk factors.
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Figure 1: Bar chart depicting the age distribution of patients with 
OSCC. X-axis denotes the Age of patients and Y-axis denotes 
the number of patients. The ages range from 35-75 years. The 
mean age of the patients with OSCC is around 55 years.

Table 1: Table depicting the Age distribution by ana-
tomic site: Highest prevalence is seen in the lower 
arch (LA). Greater presentation in both arches (BA) 
seen below 55 years of age. The least presentation is 
seen in the upper arch (UA).

Age distribution by Anatomic site of OSCC

Anatomical site
Total

BA LA UA

Age Group 45 and 
below

7 3 0 10

46-55 7 4 2 13

56-65 4 9 2 15

66 and 
above

0 5 1 6

Total 18 21 5 45

Figure 2: Bar graph depicting the association between age 
and anatomic site of oral squamous cell carcinoma (OSCC). 
X-axis denotes the age group and Y-axis denotes the number 
of patients. Pearson Chi-Square test, df=6, P-value = 0.09, 
P>0.05. The greatest prevalence is seen in the lower arch 
(Red). A higher prevalence of OSCC is observed between the 
5th-6th decades. Prevalence in both arches (Blue) is seen in 
patients below 45 years of age. The least presentation is seen 
in the upper arch (Green). The association of Age with an Ana-
tomic site is not statistically significant. 

Table 2: Table depicting the Gender distribution by 
anatomic site: Highest prevalence is seen in males 
than in females. The lower arch (LA) appears to be 
the most affected site.

Gender distribution by Anatomic site of OSCC

Anatomic Site
Total

BA LA UA

Gender Female 4 4 1 9

Male 14 17 4 35

Total 18 21 5 45

Figure 3: Bar graph depicting the Association between Gen-
der and anatomic site of OSCC. X-axis denotes Gender (Fe-
male / Male) and Y-axis denotes the number of patients. The 
prevalence of OSCC was higher among the male population 
(35). Among the male population, the prevalence of OSCC was 
higher in the lower arch (red) as well as in both arches (blue). 
Among the female population, an equal number of patients 
reported with OSCC in the lower arch and both the arches. 
Pearson Chi-Square test shows, df=2, P-value = 0.97, P>0.05. 
However, statistical analysis of the association of Gender with 
an anatomic site is not statistically significant.

Figure 4: Bar graph depicting the prevalence of the adverse 
habits among patients with OSCC. X-axis denotes the adverse 
habits (Gutkha, betel quid chewing, smoking, and no habit) 
and Y-axis denotes the percentage of patients. A majority of 
around 65.9% of the study population had no adverse habits 
(Pink) followed by 15.9% having betel quid chewing habit (Yel-
low), 13.64% with gutkha habit (Orange), and 4.5% with the 
smoking habit (Brown).
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CONCLUSION

Within the limits of the present study, we can conclude that 
OSCC is most prevalent in the 5th-6th decade of life, more in 
males with the presentation in the lower arch. The manage-
ment of oral cancer mainly depends on prevention and early 
diagnosis. Educational camps and campaigns are needed on 
the local, state, and national level in order to educate the pub-
lic about the risk factors and early signs/symptoms associ-
ated with oral cancer. The general population also need to 
be encouraged to seek regular oral examinations by dentists. 
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