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Abstract 

Objective: To determine the pattern of clinical presentations of cases of clinically diagnosed cancer of the 

cervix at the Federal Teaching Hospital Gombe.  

Method: It was a retrospective study over a ten year period.  

Results: There were 8075 Gynaecological admissions in the study period and 302 were Gynaecological 

malignancies, 176 cases were identified but only 116 folders were available for review. Hence cervical 

cancer made up 0.022% and 58.3% of all Gynaecological admissions and Gynaecological Malignancy 

admissions respectively. The mean ages was 53.5years +11.8, the peak incidence occurring at age range 

of 41-50 years. The highest incidence occurs among those with parity 5 and above (105/90.5%). The 

commonest presentation was abnormal vaginal bleeding 100(86.2%). Most of the patients presented with 

advanced disease (FIGO Stage IIB-IV). Squamous cell carcinoma accounted for 105(90.5%). 

Conclusion: The pattern of presentation and histology was in keeping with global findings. 
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Introduction  

Carcinoma of the cervix, a potentially preventable 

disease is the second most common malignancy in 

women worldwide and the leading cancer of 

women in developing countries
1
. 

Worldwide, there are an estimated 528,000 new 

cases of cervical cancer and 266,000 deaths per 

year 
2
. About 85% of cancer and 80% of deaths 

from cervical cancer occur in developing 

countries
2
 while the incidence has reduced 

significantly in developed countries due to 

widespread utilization of cervical screening 

Programme
3,4

.  

In the early stage of the disease, the patients may 

be asymptomatic or present with bleeding which 

may take the form of postcoital bleeding, irregular 

vaginal bleeding of intermenstrual, 

perimenopausal or postmenopausal bleeding. This 

may be associated with watery, bloodstained and 

offensive vaginal discharge
1
. Advanced cancer 

can be complicated by haemorrhage, pyometra, 

vesico-vaginal fistula, recto-vaginal fistula and 
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oliguria/anuria from blockage of the ureters
1,5

. 

Uraemia and torrential haemorrhage from the 

tumours are the commonest causes of death
1,5

. 

Cervical cancer mortality is about 40% higher in 

black women younger than 65 years than in white 

women of the same age
6
. Among women older 

than 65 years, the mortality for black women is 

more than 150% higher than for white women
6
. 

Studies in developing countries have shown that 

most patients present in late stages(IIB-IVB) of 

the disease
7-10

. At this stage of the disease, most 

patients cannot be cured and the best that can be 

offered is palliative radiotherapy and this is not 

readily available in most centres in developing 

countries
11

. This is in sharp contrast to situation in 

developed countries where majority of patients 

present in early stages (I-IIA) of disease
12,13

.  

Examination under anaesthesia (EUA) is 

mandatory for suspected cases of cervical 

carcinoma. It is used to determine the extent and 

stage of the disease, and to confirm the diagnosis 

through histological examination of biopsy 

specimen. It also affords the choice of an 

appropriate treatment modality and prognosis of 

the disease. Also, outcome of treatment of the 

various stages of the disease can be compared 

worldwide. EUA involves thorough visual 

inspection of the cervix, vagina and bimanual 

examination for the size and mobility of the uterus 

and parametria. Rectal examination may detect the 

involvement of the pelvic side wall and 

uterosacral ligaments. Cystoscopy and 

proctoscopy will confirm the presence and extent 

of the bladder and rectal involvement respectively.  

Other modalities for staging are Computed 

tomography (CT) and Magnetic resonance 

imaging (MRI)
14

 though not readily available in 

West African Sub-region. Ho et al reported that 

the overall accuracy of MRI in staging carcinoma 

of cervix is estimated at 75% compared to 55% 

and 32% for EUA and CT staging 
14

 respectively. 

The accuracy of these modalities for parametrial 

status is estimated at 90% for MRI, 82.5% for 

EUA and 55% for CT 
14

.  The management 

protocol was significantly altered in about 86.9% 

of patients with additional MRI findings in 

another study 
15

.  

Squamous cell carcinoma accounts for 85-90% of 

the tumours, adenocarcinoma accounts for 2-5% 

and rare histologic types such as clear cell, small 

cell, adenocystic, adenosquamous and glassy cell 

carcinoma have been reported 
5
. In developed 

countries, there is increasing trend is 

adenocarcinoma in women 35 years or younger
16, 

17
. This is largely due to the addition of HPV 

DNA testing in the management algorithms
16, 17

. 

The aim of the study was to review the results of 

patients who had examination under anaesthesia 

for invasive cervical cancer. The specific 

objectives were to; determine the 

sociodemographic characteristics of the patients; 

determine symptoms and the clinical stages at 

presentation; determine the histological types of 

the disease and the degree of differentiation. 

 

Material and Methods 

This was a 10-year retrospective study of patients 

who had examination under anaesthesia for 

cervical cancer between 1
st
 January, 2010 and 31

st
 

December, 2019 at Federal Teaching Hospital 

Gombe, Nigeria. 

There were 176 cervical cancers managed during 

the study period. Only 116 folders were available 

for analysis giving a retrieval rate of 65.9%.  

Data such as age, parity, educational level, and 

marital status, awareness of cervical cancer 

screening, symptoms, and duration of symptoms, 

stage, histological type and degree of 

differentiation were extracted and entered into 

SPSS version 21.0 spreadsheet. Data were 

analyzed using mean, range, standard deviation, 

frequencies and percentages. 

Clinical staging (FIGO staging) for suspected 

cases of cervical cancer was performed under 

anaesthesia by resident doctors and consultants. It 

involves clinical assessment of the cervix, vagina, 

parametrium, bladder and rectal involvement. 

However, cystoscopy and proctoscopy were not 

done. 
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Biopsy specimen is processed at the pathology 

department of the hospital. Most cases of 

histologically confirmed cancer were referred to 

Ahmadu Bello University, Teaching Hospital, 

Zaria. However, early stage diseases are being 

treated in our centre with a recently acquired 

brachytherapy facility. 

 

Results 

The mean age of the patients was 53.5years 

±11.8years. In table I, the peak incidence occurred 

in age range of 41-50 years. It was also shown in 

table I that most of the patients were housewives 

89(76.7%), married 90(77.6%) and had no formal 

education 103(88.8%). 

Table I shows the incidence of the disease rises as 

parity increases with the highest incidence seen in 

grand multipara (para 5 and above) i.e. 105 

(90.5%), while patients with parity less than 4 

were few 11(9.5%).  

Table I: Biosocial characteristics of women with 

cervical cancer 
Variables                              Frequency                   %                      

Age distribution: 

21-30                                           5                        4.3  

31-40                                          15                      12.9 

41-50                                          34                      29.3 

51-60                                           28                       24.1 

61-70                                           25                       21.6 

>70                                               9                         7.8 

Marital Status: 

Single                                          3                      2.6 

Married                                         90                    77.6 

Widow                                          22                    19.0 

Divorced                                       1                        0.9 

Educational Status: 

None                                             103                    88.8 

Primary                                         2                          1.7 

Secondary                                     4                          3.4 

Tertiary                                         7                          6.0 

Occupation: 

Housewife                                    89                       76.7 

Trading                                         19                       16.4 

C/Servants                                    6                          5.2 

Others                                           2                          1.7 

Parity Distribution:    

  0                                                   1                       0.9   

1-2                                                  3                       2.6 

3-4                                                  7                       6.0 

≥5                                                   95                     81.9 

 

In table II, the commonest symptom at 

presentation was abnormal vaginal bleeding. This 

was seen in 100(86.2%) of patients and majority 

of patients 102(87.9) % had blood transfusion. 

Most of the patients 99(85.3%) presented with 

advanced stage of the disease (stage IIb-IV) while 

few patients 17(14.7%) presented in early stage of 

the disease (I-IIa) as was shown in table II. It was 

also shown in table II that majority of patients 

95(81.9%) presented after three months of the 

onset of symptoms. 

Table II: Clinical presentation of patient with 

cervical cancer 
Variables                                   Frequency          %  

Symptoms*:                            

Irregular vaginal bleeding           100               86.2 

Vaginal discharge                         78               67.2 

Postcoital bleeding                       17               14.7 

VVF                                              7                   6.0 

RVF                                              1                   0.9 

Duration of symptoms: 

< 3 months                                 21                   18.1 

3-6 months                                 36                   31.0 

6-9 months                                 26                   22.4 

>9 months                                  33                   28.4 

Blood transfusion:     

Yes                                             102                87.9 

No                                               14                  12.1   

Clinical stage by EUA: 

Ib                                                7                      6.0 

IIa                                               10                    8.6 

IIb                                               15                   12.9 

IIIa                                              31                   26.7 

IIIb                                              37                   31.9 

IVa                                              13                   11.2   

IVb                                               3                      2.6 

         *Some patients had multiple symptoms 

 

From table III, squamous cell carcinoma was the 

commonest histologic type. This accounted for 

105(90.5%) of the cancer. There was one case 

each of clear cell and small cell carcinoma 

respectively. Majority of the cancers (46%) were 

poorly differentiated. 

Table III: Histologic types and degree of 

differentiation of the tumours 
Variables                                       Frequency              % 

Histologic types:   

Squamous cell carcinoma                   105               90.5 

Adenocarcinoma                                 6                   5.9 

Adenosquamous carcinoma                3                   3.5 

Clear cell carcinoma                           1                    0.9  

Small cell carcinoma                          1                    0.9 

Degree of differentiation: 

Well differentiated                              21                 18.1 

Moderately differentiated                    29                 25.0 

Poorly differentiated                            46                 39.7 

Unspecified differentiation                  20                 17.2 
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Discussion  

The mean age of 53.5 years in this study is similar 

to other studies in Nigeria
8, 18, 19

. 

As many as 58.8% had no formal education: it 

cannot be certain if this reflects the level of 

education related to cancer of the cervix or it was 

just the level of education among the study 

population.  

The commonest symptoms at presentation in this 

study was irregular vaginal bleeding (86.2%). 

Others were vaginal discharge (67.2%); post coital 

bleeding (14.7%) vesico-vaginal fistula (6.0%). 

Many patient presents with a combination of 

symptoms. Medical record system in Nigeria is 

poor. Due to poor screening system in Nigeria 

majority of cases present late as these symptoms 

suggest late presentation. 

Most of the women were unemployed housewives 

which may suggest lower socio economic class. It 

may therefore be safe to assume that cultural and 

financial factors may have contributed to the late 

presentation with antecedent challenges of care at 

this late stage
20

. Majority of the women, 81.9% 

were of parity of 5 and above this agrees with the 

known relationship between cervical cancer and 

multiparty and other studies
8, 18, 20

.  

The actual demonstration of how bad situation is, 

is the finding of 85.3% presented with a late stage 

disease (Stage IIB-IV). Similar situation exist in 

Nigeria and world over
8, 18, 20.

 

Squamous cell carcinoma is the dominant 

histological type constituting up to 90.5% having 

similar world patterns
22

. This is followed by 

Adenocarcinoma (5.9%). 39.7% were poorly 

differentiated, Udigwe et al at Nnewi
18

 found the 

small cell non Keratinizing variety to be more 

common. 

All our cases were referred to Ahmadu Bello 

University Teaching Hospital for Radiotherapy 

due to lack of such at our centre and are usually 

cost to follow-up. 

 

Conclusion  

The presentation of cancer of the cervix at our 

centre follows similar trends in the developing 

countries. Lack of radiotherapy presents a major 

obstacle in managing these patient. But better still, 

there is a need to increase uptake of screening 

services to reduce the number of cases that require 

radiotherapy 

 

Acknowledgement  

We acknowledge the support of all the staff and 

consultants of the department for their co-

operation.    

 

References 

1. Anorlu RI. Tumour of the cervix uteri:  In  

Agboola A(ed) Textbooks of Obstetrics 

and Gynaecology for Medical Students. 

2
nd

 ed, Ibadan. Heineman Education Books 

(Nigeria). 2006;167-83. 

2. World Health Organization (WHO). World 

Cancer Report. 2014; 5-12. 

3. Ferlay J, Shin HR, Bray F. GLOBOCAN 

2008. Cancer Incidence and Mortality 

Worldwide: IARC Cancer Base No 10, 

Lyon France. International Agency for 

Research on Cancer, 2010.  Available at 

http://www.globocan.iarc.fr.   Accessed on 

12 Apr, 2015. 

4. Quinn M, Babb P, Jones J, Allen E. Effect 

of screening on incidence of and mortality 

from cancer of cervix in England: 

Evaluation based on routinely collected 

statistics. BMJ 1999;318-904. 

5. Kwame-Aryee R. Carcinoma of Cervix In: 

Kwawukume EY, Emuveyan EE (Eds) 

Comprehensive Gynaecology in the 

tropics. 1
st
 ed, Accra. Graphic Packaging 

Limited. 2005; 412-428. 

6. Howlader N, Noone AM, Krapcho M, 

Neyman N, Aminou R, Waldron W, et al. 

SEER Cancer Statistics Review 1975-

2009. Available at 

www.seer.cancer.gov/csr.  Accessed on 9 

Sept; 2015. 

7. Ijaiya MA, Aboyeji AP, Olatinwo AWO, 

Buhari MO. Clinicopathological 

presentation of primary cervical cancer 



 

Azeez OA et al JMSCR Volume 08 Issue 03 March 2020 Page 695 
 

JMSCR Vol||08||Issue||03||Page 691-695||March 2020 

seen in Ilorin,Nigeria. Niger J Surg Res 

2002; 4:89-92. 

8. Ikechebelu JI, Onyiaorah IV, Ugboaja JO, 

Anyiam DC, Eleju GU. 

Clinicopathological analysis of cervical 

cancer seen in a tertiary health facility in 

Nnewi, South-east Nigeria. J Obstet 

Gynaecol. 2010 Apr;30(3):299-301 

9. Mushosho EY, Ndolovu N, Eugel-Hills P, 

Wyrley-Birch B. Presentation patterns of 

invasive cancer of the cervix: results from 

Parirenyatwa Oncology and Radiotherapy 

Centre, Harare, Zimbabwe 1998-2010. 

Central Afri J Med. 2011;57(9-12):43-9 

10. Rogo KO, Omany J, Onyango JN, Ojwang 

SB, Stendahl U. Carcinoma of the cervix 

in the African Setting. Int J Gynecol 

Obstet 1990;33:249-255 

11. Adewole IF. Epidemiology, clinical 

features and management of cervical 

cancer In: Okonofua F and Odunsi K(eds). 

Contemporary Obstetrics and 

Gynaecology for the developing countries. 

1
st
 ed, Benin city. Women Health and 

Action Research Centre.2003; 289-315. 

12. Eide TJ. Cancer of the uterine cervix in 

Norway by Histologic Type. J Natl Cancer 

Inst 1987; 79(2):199-205. 

13. Abu-Rustum NR, Sonoda Y: Fertility-

sparing in early stage of cervical cancer. 

Indications and applications. J Natl Compr 

Canc Netw 2010; 8(12):1435-8. 

14. Ho CM, Chien TY, Jeng CM, Tsang YM, 

Shih BY, Chang SO. Staging of cervical 

cancer:  Comparison between magnetic 

resonance imaging, computed tomography 

and pelvic examination under anesthesia.  

J Formos Med Assoc. 1992;91(10):982-90 

15. Dhoot NM, Kumar V, Shinagare A, Kataki 

AC, Barmon D, Bhuyan U. Evaluation of 

carcinoma cervix using magnetic 

resonance imaging: correlation with 

clinical FIGO staging and impact on 

management. J Med Imaging Radiat 

Oncol. 2012; 56(1):58-65. 

16. Smith HO, Tiffany MF, Qualls CR, Key 

CR. The rising incidence of 

adenocarcinoma relative to squamous cell 

carcinoma of the uterine cervix in the 

United States: a 24-year population-based 

study. Gynecol Oncol. 2000;78(2):97-105. 

17. Bray F, Carstensen B, Moller B, Zappa M, 

Zakelj MP, Lawrence G, et al. Incidence 

trends of adenocarcinoma of the cervix in 

13 European countries. Epidemiol 

Biomarkers Prev. 2005;14(9):2191-9 

18. Udigwe GO, Ogabido CA: A clinic-

pathological study of cervical carcinoma in 

South Eastern, Nigeria a five year 

retrospective study. Niger J.Clin Pract 

2008 Sep ll (3): 202-5 

19. Uzoigwe SA, Seleye–Fabara D. Cancers of 

the uterine cervix in Port Harcourt, Rivers 

State, a 3 year clinic-pathological  review. 

Nig. J. Med. 2004; (312):110 -3. 

20. Anorlu RT. Orakwue CO, Oyeneyin L, 

Asdidu OO. Late presentation of patients 

with cervical cancer to a Tertiary Hospital 

in Lagos. What is responsible? Euro J 

Gynaecol oncology 2004; 25 (6): 729 32. 

21. Udigwe GO. Knowledge, attitude and 

practice of cervical cancer screening. (Pap 

smear) among females nurses in Nnewi, 

South Eastern Nigeria. Nigerian J. Clin 

Practice 2006; 9(1):40, 43. 

22. Moodley M. Mould S. Invasive cervical 

cancer and Human Immunodeficiency 

virus (HIV) infections in Kwazulu. Natal 

South Africa. J Obstract Gynaecol 2008. 

25(7): 706.10.        

 

 

 

 

 

 


