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A b s t r A c t

Background: Cervical cancer, the most common malignancy among Indian women, is the second most common and fifth most 
fatal cancer in women world‑wide. Aim The study is aimed to determine the risk factors, incidence of cervical malignancy in 
women with grossly unhealthy cervix in a rural population and to get an overview of effectiveness of the existing screening 
programs. Subjects and Methods: This cross‑sectional prospective pilot study was carried in a tertiary care hospital in 
a span of 6 months. A total of 300 females with grossly unhealthy cervix with suspicions of malignancy, who had never 
undergone cervical cytology or any other cervical neoplasia screening procedure, were included. Unaided visual inspection 
with Cusco’s speculum was performed followed by digital examination. Clinical staging was carried out in patients according 
to International Federation of Gynecology and Obstetrics (FIGO’S) Classification. Cervical punch biopsy was taken under 
colposcopic guidance and histopathological examinations were done. Data were analyzed using SPSS, version 15.0 (Chicago 
Illinois, USA) and presented as simple percentages. Results: Among 300 females, 63.4% (190/300) were aged between 40 
and 59 years. Nearly, 70.7% were illiterate and 52.6% had monthly family income between Rs. 2,000 and 5,000. Majority was 
married and 72.7% had parity between 1 and 3 and 58.7% had early marriages. Unaided visual examination of the women 
showed 62.7% of them had visible growth and 48.7% of them had bleeding erosions. Visible growths along with bleeding 
erosions were present in 11.3% cases. Histopathological examination of cervical biopsy specimens revealed mild, moderate 
and severe dysplasia in 14, 22 and 36 cases, respectively. A total of 212 patients had invasive squamous cell carcinoma. Only 
16 patients had normal histopathology findings. Nearly, 56.61% had Stage II disease; among them 27 had Stage IIa and 33 
had Stage IIb disease, 26 patients had Stage I disease. Stage IIIa and IIIb have been found in 50 and 12 cases respectively. 
Four cases had cancer extending to urinary bladder and rectum (Stage IVa). Conclusions: Cervical carcinoma not only has a 
biomedical spectrum, but also has a wide cultural and socio‑economic background. Extensive screening campaigns needs 
to be implemented with immediate effect to early diagnose cases to decrease the social burden of the disease.
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INTRODUCTION

Cervical cancer, the most common malignancy in Indian 
females, is the second most common and fifth most fatal 
cancer in women world-wide.[1-3] Over the past two decades, 
there has been a significant decrease in the incidence 
of cervical cancer in urban population of India.[1-3] Low 
socio-economic status, multiple pregnancies, poor sexual 
hygiene and early marriage are closely related to the 
population living in rural areas and all of these are important 
risk factors of cancer cervix.[4-6]

Cervical cancer is a preventable disease with treatment of 
precancerous lesions and is also curable at early stages.[7,8] 
Cervical cytology and human papillomavirus (HPV) co-test 
are recommended by American College of Obstetricians 
and Gynecologists as effective screening programs 
for cancer cervix, but these are not very effective in 
developing countries like India, where resources are limited 
and incidence of cervicitis is high. Adaptation of more 
cost-effective strategies like screening by unaided visual 
inspection that is “down-staging” has been advocated in 
these countries. Other methods include visual inspection 
with acetic acid (VIA), VIA after magnification and visual 
inspection with Lugol’s iodine.[8-12] In spite of these strategies 
cervical cancer is still highly prevalent and remains as a 
major cause of mortality in India.[13,14]

Original Article

Address for correspondence 
Dr. Arunima Chaudhuri, 

Krishnasayar South, Borehat, Burdwan ‑ 713 102, 
West Bengal, India. 

E‑mail: arunimachaudhuri4u@gmail.com

Access this article online
Quick Response Code

Website:
www.jbcrs.org

DOI:
10.4103/2278-960X.118648

[Downloaded free from http://www.jbcrs.org on Monday, March 13, 2017, IP: 220.227.255.125]



Journal of Basic and Clinical Reproductive Sciences · July - December 2013 · Vol 2 · Issue 298

Hazra, et al.: Cervical cancer

The purpose of this project was to find the risk factors, 
incidence of cervical neoplasia in women with grossly 
unhealthy cervix, visiting the Department of Gynecology 
and Obstetrics of a tertiary care hospital in West Bengal, 
which caters a large number of patients from its surrounding 
rural areas. Clinical staging of the disease was carried out 
to get an overview of effectiveness of the existing screening 
programs of cervical cancer.

SUBJECTS AND METHODS

This cross-sectional pilot study was carried in a tertiary 
care hospital in a span of 6 months after taking clearance 
of the Institutional Ethical Committee and informed consent 
of patients. Three hundred females with grossly unhealthy 
cervix, who had never undergone cervical cytology or any 
other cervical neoplasia screening procedure, were included.

Inclusion criteria
Females above the age of 30 years, with grossly unhealthy 
cervix with suspicions of malignancy (defined as presence 
of either or both of these: A visible growth with an irregular 
surface and erosion that bleeds on touch).

Exclusion criteria
Pregnant women, women who had undergone hysterectomy, 
women who received any prior treatment regarding 
cervical neoplasia, women with cervical lesions other than 
pre-defined criteria.

After history taking, general physical examination was 
performed. A structured questionnaire regarding the 
socio-demographic details (age, educational status and 
monthly family income, age at marriage, marital status and 
parity) of the study population and given to every participant.

Unaided visual inspection with the help of Cusco’s speculum 
was performed in every case in well-lighted condition 
followed by the digital examination. Clinical staging was 
performed in patients according to International Federation 
of Gynecology and Obstetrics Classification.

Cervical punch biopsy was taken carefully under all aseptic 
condition in operation theater under colposcopic guidance 
and specimens collected in sterile vial containing 10% 
formalin were sent to The Department of Pathology for 
histopathological examination. Data was analyzed using 
SPSS, version 15.0 (Chicago Illinois, USA) and presented as 
simple percentages.

RESULTS

Among 300 females, 190 (63.4% 190/300) were between 
the age of 40 and 59 years. Most of them were illiterate 

(70.7% 212/300) and 52.6% (158/300) had monthly family 
income between Rs. 2,000 and 5,000. Majority were married 
(76.7% 230/300) and 72.7% (218/300) had parity between 
1 and 3. Only 3.3% (10/300) were nulliparous. Nearly, 58.7% 
(176/300) had early marriages between 15 and 19 years of 
age. Unaided visual examination of the women showed 
that 188 (62.7% 188/300) of them had visible growth and 
146 (48.7% 146/300) of them had bleeding erosion. Both 
these two lesions were present in 34 (11.4% 34/300) 
cases [Table 1].

Histopathological examination of cervical biopsy 
specimens revealed mild, moderate and severe dysplasia in 
14 (4.7% 14/300), 22 (7.3% 22/300) and 36 (12% 36/300) cases 
respectively. 212 (70.7% = 212/300) women had invasive 
squamous cell carcinoma. Only 16 (5.3% = 16/300) women 
had normal histopathology findings.

Clinical staging was performed in 212 women affected with 
invasive squamous cell carcinoma in cervix. Majority of 
the patients (56.6% 170/300) had Stage II disease. Among 
them 54 (25.5% 54/300) had Stage IIa and 66 (31.1% 66/300) 
had Stage IIb disease. A total of 26 (12.3% 26/300) 
patients had Stage I disease. Stage IIIa and IIIb has been 
found in 50 (23.6% 50/300) and 12 (5.7% = 12/300) cases, 
respectively. Four cases had cancer extending to urinary 
bladder and rectum (Stage IVa). In Stage I cases surgical 
interventions were carried out followed by radiotherapy 
as required. Stage IIa onward patients were treated with 
radiotherapy and chemotherapy. Among the operated cases 
three patients complained of irregular bleeding per vagina 
on follow-up. In two patients, bleeding was controlled 
with medical management and one patient was lost during 
follow-up. Seven cases (Stage IIIb and IVa) expired during 
follow-up. This was a pilot project conducted by us to 
get an overview of the problem regarding diagnosis in a 
densely populated rural background of West Bengal. Hence, 
long-terms follow-up was not included in this study. We are 
conducting a larger project with long-term follow-up of 
patients at present.

DISCUSSION

In India, the age-adjusted incidence of cervical cancer 
(30.7/100,000 women, 132,082 incident cases) is the highest 
relative to that of all other types of cancer and is higher than 
the average for the South Central Asia region (GLOBACAN 
2002 database, International Agency for Research on 

Table 1: Clinical findings of cervix at first visit
Clinical findings of cervix No. of subjects (n=300) %

Visible growth with irregular surface only 154 51.3 (154/300)
Erosion that bleeds on touch only 112 37.3 (112/300)
Both growth and bleeding erosion 34 11.4 (34/300)
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Cancer 2009). By 2025, the number of new cervical cancer 
cases in India is projected to increase to 226,084 (World 
Health Organization/Institut Català d’Oncologi Information 
Center on HPV and Cervical Cancer).[7]

In the present study, it was found that age more than 
40 years, illiteracy, low family income, marriage at early 
age and increased parity is associated with increased risk of 
having unhealthy cervix and as well as cervical carcinoma. 
The studies of Juneja et al.,[14] Shields et al.[15] also pointed 
out these risk factors.

Majority of the patients (56.61%) had Stage II disease. 
Among them 25.47% had Stage IIa and 31.14% had Stage IIb 
diseases. Around 70.7% women had invasive squamous cell 
carcinoma. Carcinoma cervix can be treated with operations 
only in early stages, so early diagnosis is a prerequisite 
for better prognosis. Gaya et al. in 2012 reviewed the 
presentation and histopathological types of cervical cancer 
cases seen in Aminu Kano Teaching Hospital Kano, over 
a 16-year period. Among these cases with cancer of the 
cervix, 71.1% (275/386) were grand multiparous and 89.7% 
presented with advanced disease. Squamous cell carcinoma 
accounted for 86.3% (333/386) of the cancers.[5]

Shanta et al. in 2000 studied etiologic association and 
possible risk factors for cervical carcinoma. Sexual and 
reproductive factors, socio-economic factors (education 
and income), viruses e.g., herpes simplex virus, HPV, human 
immunodeficiency virus in cervical carcinogenesis and 
other factors such as smoking, diet, oral contraceptives, 
hormones play a significant role. These suggest that cervical 
cancer is highly suitable for primary prevention.[3]

Misra et al. in 2009 studied the role of risk factors in 
cervical carcinogenesis and strategies for control of the 
disease were assessed from the data, derived from 35 years 
of hospital-based screening in North India. It was felt that 
single lifetime screening should be carried out in all women 
of high parity irrespective of age and in older women above 
the age of 40 years irrespective of parity.[6]

Recently, a National Task Force was constituted for 
developing a “Strategy for Cancer Control in the 11th five year 
plan (2007-2011),” summarizing the current scenario and 
developing a comprehensive cancer control strategy for the 
country (National Cancer Control Program task force reports 
for 11th plan, 2008). The recommendations for cervical 
cancer are: Opportunistic screening using sustainable and 
financially viable means; capacity building for early detection 
and diagnosis; development of infrastructure and human 
resources for appropriate treatment and regular follow-up; 
provision of palliative care for advanced stage cancer across 
the country. There are missing components in this strategy. 

Opportunistic screening has been recommended for India 
ignoring the fact that the improvements in cervical cancer 
incidence and mortality in the developed world are based 
on organized, nationwide screening campaigns. In the 
absence of any nationwide cervical screening program, 
cancer of cervix remains a major public health problem for 
India.[4,7,16-19]

Limitations of the study and future scope
This was a pilot project conducted in a time span of 6 months 
to get an overview of the problem regarding diagnosis in a 
densely populated rural background of West Bengal. Future 
projects with population at a large are on the way.

CONCLUSIONS

Cervical carcinoma not only has a biomedical spectrum, but 
also has a wide cultural and socio-economic background. 
Extensive screening campaigns needs to be implemented 
with immediate effect to early diagnose cases to decrease 
the social burden of the disease.
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