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INTRODUCTION

Globally, cervical cancer is the most common gynecological 
cancer and the 4th most common malignancy in women with 
over 526,000 cases diagnosed in 2015 and 239,000 dying 
of carcinoma cervix every year.[1] In developed nations, 
the relative morbidity and mortality of locally advanced 
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invasive carcinoma have decreased primarily due to adoption 
of screening programs and treatment of pre-invasive 
lesion.[2] However, in the past decade, incidence rates of 
invasive carcinoma have remained relatively constant due to 
population growth and aging, and there is marked difference 
in the incidence of cervical cancer across different region of 
the world.[1] In contrast to developed countries, it is a major 
public health problem in developing countries like India, 
where women have less access to screening, lack of necessary 
infrastructure, and so much so that India alone accounts for 
one-quarter of the worldwide burden of cervical cancer.[1,3] 
Cervical cancer is the second most common cancer among 
women in India and also the second most common cancer 
among women between 15 and 44 years of age and one of the 
leading causes of cancer mortality, accounting for 17% of all 
cancer death among women aged between 30 and 69 years.[1,3] 
Nearly, all cases of cervical carcinoma can be attributable 
to human papillomavirus (HPV), and type 16 and 18 cause 
70% of cervical cancer and precancerous cervical lesion 
worldwide.[4-6] It is now well-established fact that persistence 
of HPV infection is a causative factor for cervical neoplasia. 
In systematic reviews and meta-analyses of literature by ICO 
HPV Information Centre, HPVs 16 or 18 present in about 
82.7% of invasive cervical cancer.[7] Other epidemiological 
risk factors for cervical cancer include early age at marriage, 
multiple sexual partners, multiple pregnancies, poor genital 
hygiene, malnutrition, use oral contraceptive, and lack of 
awareness. Early diagnosis and treatment could be initiated 
by screening, unlike other cancers. In India, there is large 
burden of cervical carcinoma but effective screening and 
vaccination not accessible to all part of country; this may 
be partly because India is culturally and socioeconomically 
diverse. Epidemiological data regarding cervical cancer are 
lacking in Eastern India. The aim of our study was to evaluate 
the prevalence and epidemiology of cervical cancer in our 
institution.

MATERIALS	AND	METHODS

Newly diagnosed carcinoma cervix cases registered at Nil 
Ratan Sircar Medical College, Kolkata, West Bengal, India, in 
the past 10 years (between January 2009 and December 2018) 
were analyzed retrospectively. A total of 4082 cases confirmed 
by histopathological examination included for analysis. Age, 
parity, age at marriage residential area, symptoms, stage, and 
histological types collected from patient’s record file. Staging 
was done using FIGO ( International Federation of Gynecology 
and obstetrics) staging system. Complete blood count, urea, 
creatinine, serum electrolytes, urine analysis, liver function 
test, sugar (fasting and PP), serology (HbsAg, anti-HCV, 
HIV1, 2), chest X-ray (posterior-anterior view), computed 
tomography (CT scan) of abdomen and pelvis, magnetic 
resonance imaging pelvis, and cystoscopy were done as a part 
of staging workup along with through clinical examination. 
Positron emission tomography (CT scan) and bone scan were 

done when indicated. Although our study is retrospective in 
nature and we have collected all epidemiological data from 
patient’s record file in our department only, we have informed 
formally ethical committee regarding nature the study and 
stating that no harm, no financial burden would occur to the 
patients, or patient’s further treatment will not alter for our 
retrospective analysis.

RESULTS

Between 2009 and 2018, a total of 4082 patients were 
registered in our department and included for analysis. 
About 92% of patients came from rural areas and rest of the 
patients came from urban areas. Median age of diagnosis 
is 48 years [Table 1]. Most patients presented in Stage II 
and Stage III disease (total 85%, Table 2). Squamous cell 
carcinoma found in 85% of patients and most common 
histology; adenocarcinoma second most common histology 
(14%). Small cell carcinoma, adenosquamous and lymphoma 
least common histology, found in <1% of patients [Table 3]. 
Malignant melanoma, adenoid cystic carcinoma, glassy cell 
carcinoma, adenoma malignum, and basaloid carcinoma 
were not found. Patients were diagnosed with the following 
symptoms [Table 4] such as bleeding PV (95%), foul-smelling 
discharge PV (65%); pelvic, flank, and leg pain (46%); and 
dysuria (32%). Lymph node metastasis seen in pelvic nodes 
(48%) followed by para-aortic node (9%) and supraclavicular 
metastasis in <1% of patients. Most common sites of distant 
metastasis seen in lung (19%) followed by bone (14%) most 
commonly to pelvic bone and lumbar vertebra.

DISCUSSION

In our study, 92% of patients came from rural areas and 8% of 
patients came from urban areas and nearly three-fourth of this 
study population were presented in advanced stage which is 
incurable. Median age of diagnosis is 48 years. In this study, 
squamous cell carcinoma found in 85% of patients and most 

Table	1: Disease characteristics and demographic profile
Patients’	characteristics Number	of	patients	(n)
Age

Median 48 years
Range 33–78 years

Parity (%)
≤1 490 (12)
≥2 3592 (88)

Age at marriage (%)
<15 years 2776 (68)
>15 years 1306 (32)

Residential area (%)
Urban area 327 (8)
Rural area 3755 (92)
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common histology, adenocarcinoma second most common 
histology. Incidence of pelvic lymph node metastasis is 48%.

Cervical cancer is a significant health burden in India despite 
the availability of effective, affordable screening methods, and 
HPV vaccine. Due to high prevalence of HPV infection, poor 
living slandered, low socioeconomic condition, and lack of 
screening, age-adjusted incidence of carcinoma cervix in India 
is higher than world (19.2/100,000 vs. 7.9/100,000).[8] Because 
in rural areas due to cervical cancer cases are underdiagnosed, 
hysterectomy specimen of subclinical microinvasive cancer 
cervix not subject to routine histopathological examination, 
the incidence rates of carcinoma cervix are underestimated.[9] 
Although during gynecological examination, cervical cancer 
most frequently diagnosed in the United States.[10] Carcinoma 
cervix patients at the time diagnosed asymptomatic state 
not seen in our study. As disease progresses with in cervix, 
bleeding, and ranging from minor spotting to life-threatening 
hemorrhage, vaginal discharge pain dyspareunia may 
occur.[10] Local bulky disease or pelvic adenopathy may cause 
pressure on lumbosacral nerves or hypogastric plexus, so 
pain may be referred to lower back or gluteal region. Bladder 
wall invasion causes dysuria or hematuria. In our study, 
patients diagnosed with the following symptoms: Bleeding 
PV (95%), foul-smelling discharge PV (65%); pelvic, flank, 
and leg pain (46%); and dysuria (32%). These symptoms well 

correlated with published literature.[10] In multiple published 
literature, squamous cell carcinoma seen in >90% of patients, 
adenocarcinoma in 10–20%, and endometrioid carcinoma, 
adenoma malignum, adenoid cystic carcinoma, and small cell 
carcinoma (<2%) were rare histological types.[11-13] In our study, 
squamous cell carcinoma found in 85% of patients and most 
common histology; adenocarcinoma second most common 
histology (14%) comparable to incidence reported in above-
mentioned literature. In our study, most patients presented in 
Stage II and Stages III and IV disease (94%) and lymph node 
metastasis seen in 48% of patients; in these stages, cure rate 
is less. Because of lack of awareness, inaccessible health care 
facility in rural areas and  organised mass screening programme 
is not in practice, regional spread of disease is common in 
most cervical carcinoma cases at the time of diagnosis and 
only very small portion of patients detected in early stage of 
disease which is curable.[14] Immune compromised patients 
such as HIV infection and organ transplant; patients are 
increased risk of developing carcinoma cervix due to rapid 
progression of cervical intraepithelial neoplasia to invasive 
carcinomas.[15-18] In our study, only nine patients found to be 
HIV positive. About 68% of patients married before the age 
of 15 in our study. Early age at initiation of sexual activity and 
multiple sexual partners (>5) is associated with increased risk 
of the development of cancer cervix. Intercourse before the age 
of 16 has 2-fold increase risk over those who began after the 
age of 20. This is due to fact that the process of transformation 
to squamous epithelium from columnar epithelium is active 
and this columnar epithelium is vulnerable to carcinogenic 
HPV virus infection.[19-21] Some may be cofactors with other 
risk factors increased risk carcinoma cervix, for example, 
poor socioeconomic status which is related to the pattern of 
sexual activity, poor genital hygiene, smoking, and limited 
access to Pap screening.[22] In India, survival rate of carcinoma 
cervix showed wide geographic variation ranging 59.6% in 
Chennai to 34.5% in Bhopal with overall 5-year survival rate 
46%. The 5-year survival rates in other Southeast Asia Region 
country ranging from 61% in Thailand to 79% in South Korea 
are somehow higher than India.[23,24] Because nationwide 
screening program is not available in India, inaccessible 
health-care facility in rural areas, most cases diagnosed in 
advanced stage which partly explain lower survival rate.[25]

However, major limitation of our study is that the results may 
not be true representative of all carcinoma cervix patients’ 
in the community because our study is retrospective, single-
institution study and we have analyzed data of the past 
10 years only.

CONCLUSION

Most carcinoma cervix patients came from rural areas, presented 
in Stages II and III and squamous cell carcinoma is the most 
common histology which seen in 85% of patients. HPV related 
and molecular risk factors are needed further investigation in 

Table	2: Stage at diagnosis FIGO (International 
Federation of Gynecology and obstetrics)

Stage Number	of	patients	(n)	(%)
I 245 (6)
II 1510 (37)
III 1959 (48)
IV 367 (9)

Table	4: Clinical features
Clinical	features %
Bleeding PV 95
Foul-smelling discharge PV 65
Pelvic, flank, or leg pain 46
Dysuria 32
Hematuria <1
Constipation <3

Table	3:  Histopathology
Histology n	(%)
Squamous cell carcinoma 3469 (85)
Non-squamous histology

Adenocarcinoma 571 (14)
Adenosquamous <1
Small cell carcinoma <1
Malignant lymphoma <1
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future. Multi-institutional and study with long follow-up may 
represent population-based data. Awareness of our society 
regarding needs for screening of asymptomatic patients and 
HPV vaccination initiative from government is needed for the 
reduction of incidence and death from cervical cancer.
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