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ABSTRACT

Background: Cervical cancer is the leading cause of cancer deaths in women. In India, cervical cancer is the most
common cancer in women followed by breast cancer. A numbers of risk factors reproductive as well as
sociodemographic have been widely studied for cervical cancer. The countries where universal screening is restricted
because of various reasons economical, lack of resources etcetera, a modified screening procedure which is targeted
on the high risk population can help solve the problem.

Methods: This prospective study was conducted in a tertiary institute on sexually active women attending the gynaec
OPD. A total of 200 women eligible for the study underwent a cytological evaluation and those with positive findings
on Pap smear were followed by colposcopy directed biopsy. A detailed proforma including risk factors was filled for
each patient and at the end of study data collected was tabulated in a master chart and was analyzed statistically.
Results: A total of 200 women underwent screening with Pap smear in present study. The Pap smear was normal in
93 (46.5%) of cases, 77 (38.5%) showed inflammatory smear and 3 (1.5%) subjects had an unsatisfactory smear. The
Pap smear was abnormal in 27 (23.5%) of cases constituting 17 (8.5%) cases of LSIL, 2 (1%) of HSIL and 8 (4%)
cases of AGS. All the women with LSIL and HSIL were subjected to colposcopy directed biopsy. Amongst 17 cases
of LSIL on pap 8 came out as LSIL, 2 were HSIL and rest 7 were inflammatory after histopathological analysis. The
2 cases of HSIL on pap were confirmed as carcinoma in situ after biopsy. The maximum incidence of SIL of 16.66%
was observed in age group of more than 40 years. The majority of cases of SIL, 12 (63.2%) had coitus before the age
of 18 years. A positive correlation of SIL was seen with decreasing socioeconomic status, 8 (42.1%) of cases of SIL
belonged to the low socioeconomic status while this group constituted only 23% of the total subjects.

Conclusions: The frequency of malignant and premalignant lesions was found to be significant, further emphasizing
the importance of screening of cervical cancer. The prevalence of carcinoma cervix increases with age, in those with
young age at first coitus, lower socioeconomic status and with low education level. A modified screening method can
be an effective strategy to control cervical cancer in a developing country like India, where cost and manpower is an
issue.
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INTRODUCTION

Cervical cancer is the leading cause of cancer deaths in
women. Worldwide 231,000 women die due to cervical
cancer, with over 80% of these deaths occurring in
developing countries. In India, cervical cancer is the most
common cancer in women followed by breast cancer,
accounting for 26.1-43.8% of all cancers in Indian

women.'India’s cervical cancer age standardized
incidence rate (30.7 per 100,000) and age standardized
mortality rate (17.4 per 100,000) are the highest in South
East Asia.”

According to The American cancer society the risk

factors for cervical cancer are smoking, hormonal
contraception, multiple pregnancies, early age at first
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intercourse and first pregnancy. It is magnified by early
use of oral contraceptives.® It has been shown that women
who initiate sexual activity before the age of 16 have a
twofold or greater risk compared with women becoming
sexually active after 20 years. Also young age at marriage
signifies a longer duration of active sexual life.

Cervical cancer is more prevalent in women living in
poor conditions with a low income and indifferent
education.*

METHODS

This study was conducted on sexually active women
attending the Gynae OPD at MMIMSR, Mullana,
Ambala, Haryana, India

The inclusion criteria were sexually active women with
age between 18-50 years.

The exclusion criteria were pregnant female, women who
had hysterectomy or treated for cervical pre cancer or
cancer in the past.

A total of 200 women eligible for study underwent a
cytological evaluation of cervical smears and those with
positive findings on Pap smear were followed by
colposcopy directed cervical biopsy.

A structured questionnaire was designed to assess the risk
factors associated with the development of cervical
cancer including sociodemographic factors, reproductive
variables and presenting complaints.

In all women a scrape smear was taken from the
squamocolumnar junction of cervix and fixed in 95%
ethyl alcohol. The smears were stained using papanicolau
method and read by the pathologist. All smears were
interpreted according to the bethesda system.®

Those with positive test result on Pap smear were further
subjected to colposcopy directed biopsy. A proforma was
filled for each patient and at the end of study data
collected was tabulated in a master chart and was
analyzed statistically.

RESULTS

A total of 200 women underwent screening with Pap
smear in the present study. The Pap smear was normal in
93 (46.5%) cases, 77 (38.5%) showed inflammatory
smear and 3 (1.5%) subjects had unsatisfactory smear.
The Pap smear was abnormal in 27 (23.5%) cases
constituting 17 (8.5%) cases of LSIL, 2 (1%) of HSIL
and 8 (4%) cases of AGS (Table 1). All the women with
LSIL and HSIL were subjected to colposcopy directed
biopsy. Amongst 17 cases of LSIL on Pap, 8 came out as
LSIL, 2 were HSIL and rest 7 were inflammatory after
histopathological analysis. The 2 cases of HSIL on Pap
were confirmed as carcinoma in situ after biopsy
(Table 2).
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Table 1: Results of Pap smear.

Normal 93 46.5
Inflammatory smear 77 38.5
Unsatisfactory 3 1.5
LSIL 17 8.5
HSIL 2 1.0
AGS 8 4.0
Total 200 100.0

Table 2: Pap test and biopsy.

. Mild Moderate
Egiin(;gg dysplasia dysplasia CIS
(LSIL) (HSIL)
LSIL 7 8 2 0
HSIL 0 0 0 2
AGUS 4 4 0 0

Table 3: SIL frequency in association with risk

factors.
Age
20-30 years 59 6 (10.17%) 31.6%
31-40 years 117 9 (7.69%) 47.4%
41-50 years 24 4 (16.66%) 21%
Age at first coitus
15-18 years 121 12 (9.9%) 63.2%
19-22 years 70 5 (7.1%) 26.3%
> 22 years 9 2 (22.2%) 10.5%
Socioeconomic status
Upper 45 4 (8.8%) 21.19%
Middle 109 7 (6.4%) 36.8%
Lower 46 8 (17.4%) 42.1%
Education status
Literate 96 7 (7.29%) 36.8%
Illiterate 104 12 (11.53%) 63.2%

Cervical condition
Healthy cervix 49
Cervical Erosion 151
Post coital bleed
Present 28
Absent 172

2 (4.08%) 10.5%
17 (11.25%)  89.5%

5 (17.85%) 26.3%
14 (8.14%) 73.7%

The incidence of LSIL was studied in relation with
various factors like age, parity, age at first coitus,
socioeconomic status, education status and cervical
condition in examination. The maximum incidence of
SIL of 16.66% was observed in age group of more than
40 years. The majority of cases of SIL, 12 (63.2%) had
coitus before the age of 18 years. A positive correlation
of SIL was seen with decreasing socioeconomic status, 8
(42.1%) of cases of SIL belonged to the low
socioeconomic status while this group constituted only
23% of the total subjects. Although the relative
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percentage of illiterate and literate cases was 52 and 48%
respectively, the frequency of SIL was found to be higher
that is 63.2% in the illiterate group. In addition a
significant association was observed with the symptoms
of post coital bleed, 17.85% of 28 cases with postcoital
bleed had SIL. A marked difference was observed as
regard to SIL in healthy and unhealthy cervix. Unhealthy
cervix was present in 17 out of 19 cases of SIL and only
2 cases of SIL belonged to the group with healthy cervix.
Increasing parity has been established as a high risk
factor for carcinoma cervix but in our study all cases of
SIL were found in parity <4 as group with parity >4
constituted a small number of 18 cases only (Table 3).

DISCUSSION

A wide variation in the incidence of abnormal Pap smear
has been reported in the literature ranging from 5.2%,
4.6% to 15% as reported by Manos et al, Engineer AD et
al and Sherwani RK et al respectively.>”® We observed
an incidence of 13.5% of abnormal smears in our study,
the higher incidence can be attributed to the fact that ours
was an opportunistic screening.

Out of the abnormal smear (27), mild dysplasia was seen
in 17 (62.96%) subjects which is comparable to those
reported by Luthra et al (62.6%) and HSIL was observed
in 1% of cases in our study, Gehlot et al and Fonn S et al
report HSIL incidence of 1% and 1.8% respectively.****

A number of studies support a higher incidence of
cervical cancer with increasing age. A higher frequency
of SIL (12.4%) was found in the present study in women
over 40 years of age. Thulaseedharan JV et al observed
2.5 fold increased risk in women aged 50-59 years. Misra
JS et al too observed higher frequency (10.71%) of SIL in
>40 years age group.'**

Age at first coitus was studied as a risk factor. All the
subjects were in a monogamous relationship and 88.5%
had first coitus below the age of 22 years. It can be the
reason for relatively higher incidence of SIL in our study.
The frequency of SIL was higher (9.9%) in group with
first coitus below 18 years than the group with coitus
between 19-22 years of age (7.1%). The group with first
coitus at age >22 years constituted only 9 number of
cases and cannot be taken as representative of this group.
Herrero et al reported maximum risk of cervical cancer in
women with first coitus between 14 and 15 years of age.™

Deficiency in the genital hygiene are associated with
education level and low socioeconomic status,
contributing to a no significant excess risk of cervical
dysplasia.’ Jissa V et al observed that compared to those
with no formal education, women with some formal
education had a reduced risk of cervical cancer, as
observed in the present study.*

The likelihood of having SIL and carcinoma cervix is
significantly high in those whose cervix appears to be
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abnormal macroscopically. Misra JS observed an
incidence of 14.1% versus 1.7% in unhealthy and healthy
cervix respectively.”®> Fonn S et al reported that healthy
cervix are less likely to have abnormal outcome.* A
higher incidence of SIL (11.25%) was observed in
unhealthy cervix compared to healthy cervix (4.08%) in
the present study. The prevalence of post coital bleed in
women with cervical cancer ranges from 0.7 to 39% and
role of cytology for evaluation in post coital bleed is
required.’®

The frequency of malignant and premalignant lesions was
found to be significant, further emphasizing the
importance of screening of cervical cancer. The
prevalence of carcinoma cervix increases with age, in
those with young age at first coitus, lower socioeconomic
status and with low education level. A modified
screening method can be an effective strategy to control
cervical cancer in a developing country like India, where
cost and manpower is an issue, as also suggested by
Misra JS et al.”®

CONCLUSIONS

A single lifetime screening based on high risk cases as
defined in our study as well as a number of studies in the
literature can prove to be a practical alternative. Health
organizations can help in spreading awareness regarding
modifiable risk factors as well as screening to reduce
carcinoma cervix incidence.
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