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ABSTRACT
Objective: Cervical cancer is a common cancer in females. Clinicopathological features vary and
are heterogeneous in different studies. This study was taken up to know the clinicopathological
correlation in squamous cell carcinoma (SCC) of the cervix in our population. Methods: This is a
cross-section study. Histologically confirmed cases of squamous cell carcinoma of the cervix are
considered. Clinical history, socio-demographic details, clinical findings including stage and histo-
logical grade of the disease are noted and statistically analyzed. Result: The age range of cases was
30-80 years, with a mean of 54.2±12.0. The age range at marriage was 12-23 years, with a mean of
15.7±2.1. Parity ranged from 1 to 11, with a mean of 3.6±1.6. The p-value between bleeding per-
vagina and other symptoms versus no bleeding per-vagina and other symptoms, stage of disease
between pre & peri-menopausal, and post-menopausal cases were 0.011 and 0.020, respectively.
Growth followed by bleeding was common clinical findings. The p-value between the stage of the
disease and age, histological grade and parity, histological grade and clinical features was 0.032,
0.001, and 0.031 respectively. Conclusion: Younger age group cases and pre & peri-menopausal
women present the disease at an early stage. Older age women present at an advanced stage.
Higher parity had a higher risk of cervical cancer of well differentiated SCC. Bleeding per-vagina
was a more common clinical presentation in post-menopausal women. Clinical features of bleed-
ing per vagina with other symptoms were more common in well differentiated SCC.
Keywords: cervical cancer, clinico-pathological features, squamous cell carcinoma, uterine cervix

INTRODUCTION
Cervical cancer is a major health problem and is lead-
ing cancer in women, especially in developing regions
of the world, resulting in mortality and morbidity in
their prime reproductive age. The age standardized
rates estimated are 30 per 100,000 women. However,
the incidence and mortality are decreased by 75 to
80% by a well programmed screening procedure in
developed countries. Pap test for screening cervical
cancer has tremendously decreased the incidence of
cervical cancer. However, in developing countries,
despite the existence of a screening procedure, the
women present at the late stage of the disease with
high mortality 1–4.
The risk factors are early marriage, early age of first
sexual intercourse, early age of first pregnancy, mul-
tiple pregnancies, increased parity, use of oral con-
traceptive pills, multiple sexual partners, low socioe-
conomic status with nutritional/vitamin deficiencies,
poor genital hygiene especially penile hygiene of a
male partner, rural women, African-American race,
tobacco smoking, sexually transmitted disease, Hu-
man Papilloma virus infection, Herpes Simplex virus

infection, co-infection with HIV, immune compro-
mised status especially in renal transplanted cases and
genetic susceptibility 2–7. In addition, lack of aware-
ness of screening programmes, geographical inacces-
sibility, lack of an oncologist, negligence of initial
symptoms along with financial constraints is respon-
sible for a late presentation and diagnosis7–9.
Clinicopathological studies are done and published in
English literature. Clinicopathological features vary
and are heterogeneous in different studies. Hence we
have taken up this study to know the clinicopatholog-
ical correlation in squamous cell carcinoma (SCC) of
the cervix in our population.

MATERIAL ANDMETHODS
This is a cross sectional study done fromOctober 2017
to September 2018. Ethical clearance for the study
was obtained from the Institutional Ethical Commit-
tee. Clinically diagnosed and histopathologically con-
firmed 75 new cases of invasive SCC of the cervix
were considered for the study. The exclusion crite-
ria were Post-chemotherapy cases, post-radiotherapy
cases, recurrence of the disease, cervical intraepithe-
lial squamous neoplasia, glandular neoplasia, ade-
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nocarcinoma of the cervix, metastatic deposits (sec-
ondary deposits) in the cervix. Following informed
consent from the patients, the socio-demographic
profile including clinical presentation and physical
examination findings as: age, hospital number, biopsy
number, presenting complaints, menstrual history,
personal history, past history, family history, per-
abdominal examination findings, per-speculum ex-
amination findings, per-vaginal examination findings
and per-rectal examination findings were noted in a
semi-structured proforma. The clinical stage and his-
tological grade of the disease were also noted. The
staging was done as per the FIGO staging system10.
Histologically the cases were classified as keratiniz-
ing and non-keratinizing types 11. Keratinizing squa-
mous cell carcinomas were further classified as well
differentiated (WDSCC), moderately differentiated
(MDSCC), and poorly differentiated (PDSCC). The
non-keratinizing squamous cell carcinomas were fur-
ther classified as small cell type (NKSCSCC) and large
cell type (NKLCSCC).
The data were entered in Microsoft Excel sheet. The
data was analyzed using SPSS version 22. The categor-
ical data were recorded as frequency and proportions.
Continuous data was entered as mean, standard de-
viation, and confidence intervals. Significance of dif-
ference between the groups was estimated using stan-
dard ‘t’ test and chi-square test, p-value <0.05was con-
sidered as statistically significant.

Table 1: Shows the age distribution in cases in
the present study

Age range (years) Cases

30-39 8 (10.6%)

40-49 19 (25.3%)

50-59 18 (24%)

60-69 19 (25.3%)

70-79 10 (13.3%)

80-89 1 (1.3%)

Total 75 (100%)

Total pre and peri-menopausal cases 19 (25.3%)

Total post-menopausal cases 56 (74.7%)

RESULTS
The age distribution of the cases is shown in Ta-
ble 1. The age range was 30-80 years of age, with a
mean age of 54.2±12.0. Maximum cases were seen
in the age group of 40-49 and 60-69 years (25.3%)

Table 2: Shows the age in years at
menopause among cases in the present
study

Age in years at menopause No of cases

Pre & Peri-menopausal 19 (25.3%)

40-44 16 (21.3%)

45-49 25 (33.3%)

50-54 13 (17.3%)

55-59 2 (2.6%)

Total 75 (100%)

Table 3: Shows the age in years at marriage among
cases in the present study

Age at marriage (years) No of cases (%)

12 5 (6.6%)

13 2 (2.6%)

14 12 (16%)

15 20 (26.6%)

16 11 (14.6%)

17 10 (13.3%)

18 11 (14.6%)

19 1 (1.3%)

20 1 (1.3%)

22 1 (1.3%)

23 1 (1.3%)

Total 75 (100%)

Table 4: Shows the parity
among cases in the
present study

Para No. of cases

Para 1 6 (8%)

Para 2 11 (14.6%)

Para 3 17 (22.6%)

Para 4 20 (26.6%)

Para≥5 21 (28%)

Total 75 (100%)
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followed by 50-59 years (24%). 74.7% of cases were
postmenopausal, and 25.3% of cases were pre and
peri-menopausal groups. Table 2 shows the age
at menopause among the cases where the majority
of females had attained menopause between 45-49
years (33.3%) of age group followed by 40-44 years
(21.3%). The age range was 40-57 years, with a mean
of 46.3±3.9 years. Table 3 shows age at marriage
among the cases where maximum cases were at 15
years (26.6%) followed by 14 years (16%) of age. The
age range was 12-23 years, with a mean of 15.7±2.1
years of age. Table 4 shows the parity in cases where
maximum cases had parity of ≥5 (28%) followed by
4 (26.6%). Parity ranged from a 1-11with a mean of
3.6±1.6.
Table 5 shows the varied clinical presentation in cases
among pre & peri-menopausal and post-menopausal
women. The P-value between bleeding per-vagina
and other symptoms versus no bleeding per-vagina
and other symptoms between pre & peri-menopausal
and post-menopausal cases was 0.011. In pre & peri-
menopausal, women bleeding per-vagina and white
discharge per vaginawere approximately equally seen.
Table 6 shows per-speculum findings of cases, among
pre&peri-menopausal and post-menopausal women.
Growth followed by bleeding is the common findings
in both pre & peri-menopausal and post-menopausal
women. The P-value for per-speculum findings be-
tween pre & peri-menopausal and post-menopausal
cases was 0.760. Table 7 shows per-vaginal find-
ings of cases, among pre & peri-menopausal and
post-menopausal women. The P-value of per-vaginal
findings between pre & peri-menopausal and post-
menopausal cases was 0.347.
Table 8 shows the stages of the disease in cases in
both pre & peri-menopausal and post-menopausal
women. Maximum cases were seen in stage III
(40%). However, maximum cases in pre & peri-
menopausal womenwere seen in stage II (36.8%), and
in post-menopausal women, it was seen in stage IV
(48.2%). The P-value of the stage of disease between
pre & peri-menopausal and post-menopausal cases
was 0.020. Table 9 shows the histological grade of
the disease in cases in both pre & peri-menopausal
and post-menopausal women. Keratinizing SCC
was maximum, constituted 90.6% of cases, and non-
keratinizing 9.2%. Among keratinizing SCC, maxi-
mum cases wereWDSCC (56%) followed byMDSCC
(21.3%). The P-value of grade of disease between pre
& peri-menopausal and post-menopausal cases was
0.46.
There was a statistically significant association be-
tween the stage of the disease and the age of the

cases with a p-value of 0.032. However, there was no
statistically significant association between the stage
of the disease with age at marriage (p=0.259), par-
ity (p=0.752), clinical features (p=0.334) and per-
speculum examination findings (p=0.295).
There was a statistically significant association be-
tween the histological grade of the disease with par-
ity of the cases (p<0.001) and clinical features of the
disease (p=0.031). However, there was no statistically
significant association between histological grade and
age of cases (p=0.132), age at marriage (p=0.578), and
per-speculum examination findings (p=0.629).

DISCUSSION
Globally 13% of all deaths are due to cancer. Cervi-
cal cancer constitutes 5th deadliest cancer worldwide,
causing 5% of cancer death in females. It was leading
cancer in women 50 years back and has decreased be-
cause of screening programmes which detect precan-
cerous lesions andmalignancy in the early stage8. An-
nually the incidence is approximately 510,000 cases,
with 288,000 deaths worldwide. 80% of cases are
recorded in developing countries. It occurs in 16 per
1000 women causing 9 per 1000 deaths in developing
countries and accounts for 1.7 million cases. India ac-
counts for 1/5th of the world’s cervical cancer cases,
with 134,000 cases and 72,825 deaths5,9. In NICRH
Dhaka, Bangladesh, 19.2% of women cancer consti-
tuted cervical cancer9. In a study at a tertiary health
care center in South India, cervical cancer constituted
17% of female cancers3. Cervical cancer constituted
78.44% of all cancers of the female genital tract and
12.94% of all lesions of the cervix 12.
Screening by Pap test has reduced the incidence and
prevalence of cervical cancer. Screening every 5 and
3 years prevents cervical cancer by 84% and 91%,
respectively5.WHO predicts that by 2030, approxi-
mately 98% of cervical cancer deaths will be reported
from developing countries6.
Among the cervical cancer cases, Illiterates who can
only sign were 50.7% and with primary education
were 41.8%. The percentage of womenwhoweremar-
ried, divorced, and widow was 74.6%, 3%, and 19.4%,
respectively9. In a study, Jain DK et al., the illiterates
were 97% and with primary education 3% 7. Amaro-
Filho SM et al., in their study, states that advanced
stage (stage III & IV) shows the significant statisti-
cal association (p<0.005) with no formal education14.
In the present study illiterates were 90.6%, and those
with primary education were 10.4%.
The mean age reported by Afroj et al. is 44.9±12.01
years, with the age range of 20-75 years9. In a study
by Jain DK et al., the age range was 40-70 years of age,
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Table 5: Shows varied clinical presentation of cases in the present study

Clinical
Presentation

Total no of cases presented
n=75 (%)

Pre & Peri-menopausal cases
n=19 (%)

Post-menopausal cases
n=56 (%)

Bleeding per
vagina

60 (80%) 13 (68.2%) 47 (83.9%)

WDPV 51 (68%) 10 (52.6%) 41 (73.2%)

Others 48 (64%) 11 (57.8%) 37 (66.0%)

Pain Abdomen 40 (53.3%) 12 (63.1%) 28 (50.0%)

Post-coital
bleeding

4 (5.3%) 1 (5.2%) 3 (5.3%)

Mass per vagina 2 (2.6%) 1 (5.2%) 1 (1.7%)

No symptoms 2 (2.6%) 2 (10.5%) –

WDPV: White discharge per vagina

Table 6: Shows per-speculum findings of cases in the present study

Per-speculum findings Total No. of cases Pre & Peri-menopausal cases Post-menopausal cases

Growth 49 (65.3%) 11 (57.8%) 38 (67.8%)

Bleeding 8 (10.6%) 2 (10.5%) 6 (10.7%)

Erosion 6 (8%) 3 (15.7%) 3 (5.3%)

Ulcer 5 (6.6%) 2 (10.5%) 3 (5.3%)

Unhealthy 3 (4%) 1 (5.2%) 2 (3.5%)

Mass 2 (2.6%) 00 2 (3.5%)

Stenosis 1 (1.3%) 00 1 (1.7%)

WDPV 1 (1.3%) 00 1 (1.7%)

Total 75 (100%) 19 (100%) 56 (100%)

WDPV: White discharge per vagina

Table 7: Shows per-vaginal findings of cases in the present study

Per vaginal examination Total No. of cases Pre & Peri-menopausal cases Post-menopausal cases

Friable Growth 45 (60.0%) 11 (57.8%) 34 (60.7%)

Induration 28 (37.3%) 7 (36.8%) 21 (37.5%)

Erosion 1 (1.3%) 00 1 (1.7%)

Stenosis 1 (1.3%) 1 (5.2%) 00

Total 75 (100%) 19 (100%) 56 (100%)

Table 8: Shows stages of the disease in cases in the present study

Stage of the disease Total No of cases Pre & Peri-menopausal cases Post-menopausal cases

Stage I 6 (8%) 4 (21.0%) 2 (3.5%)

Stage II 24 (32%) 7 (36.8%) 17 (30.5%)

Stage III 30 (40%) 3 (15.7%) 27 (48.2%)

Stage IV 15 (20%) 5 (26.3%) 10 (17.8%)

Total 75 (100%) 19 (100%) 56 (100%)
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Table 9: Shows histological grade of the disease in cases in the present study

Grade of the disease No of cases (%) Pre & Peri-menopausal cases Post-menopausal cases

WDSCC 42 (56%) 13 (68.4%) 29 (51.7%)

MDSCC 16 (21.3%) 3 (15.7%) 13 (23.2%)

PDSCC 10 (13.3%) 1 (5.2%) 09 (16.1%)

NKLCSCC 5 (6.6%) 2 (10.5%) 3 (5.3%)

NKSCSCC 2 (2.6%) – 2 (3.5%)

Total 75 (100%) 19 (100%) 56 (100%)

WDSCC: Well differentiated squamous cell carcinoma
MDSCC: Moderately differentiated squamouscell carcinoma
PDSCC: Poorly differentiated squamous cell carcinoma
NKLCSCC: Non-keratinizing large cell squamous cell carcinoma
NKSCSCC: Non-keratinizing small cell squamous cell carcinoma

Table 10: Shows the age distribution in various studies compared to the present study

Age range
(years)

Patil et al.,
2019 5

Gundrajakuppam
et al., 2011 8

Sarwath et
al., 2017 1

Afroj et al.,
2017 9

Gaikwad et
al., 2016 12

Present
study, 2019

20-29 8.6% 5.2% 18.6% 9% 6.5% –

30-39 37.3% 13.1% 10.6%

40-49 65.3% 60.5% 51.4% 26.9% 27.6% 25.3%

50-59 20.9% 32.8% 24%

60-69 26% 34.2% 30.0% 6% 22.3% 25.3%

70-79 – 13.3%

80-89 – – – 1.3%

Table 11: Shows the parity in various studies compared with the present study

Para Patil et al., 2019 5 Afroj et al., 2017 9 Jain et al., 2017 7 Present study, 2019

Para 1 46% 20.9% 48% 8%

Para 2 14.6%

Para 3 22.6%

Para 4 53.9% 26.6%

Para≥5 79.1% 52% 28%

with 87% of cases in more than 40 years of age and
a mean age of 56.17 years7. In a study by Esmeaili
et al., the mean age of cervical cancer was 52 years
with two peaks, one at 35-39 years and others at 60-
64 years of age4. In a study by Stoler et al., the mean
age of cervical cancer was 41.0 years15.Advanced age
is a risk factor. Postmenopausal bleeding is the most
characteristic symptom in carcinoma cervix 8. Hence
cervical cancer should be suspected in cases of bleed-
ing per vagina in old age12. Amaro-Filho SM et
al., in their study, states that advanced stage (stage
III & IV) shows the significant statistical association
(p<0.005)with the advanced age ofmore than 55 years

of age14. In the present study, the age range was 30-
80 years of age, with a mean age of 54.2±12.0. There
was a statistically significant association between age
and stage of the disease (p=0.032), indicating younger
age group cases presented with early stage and older
age group presented with a late stage of the disease.
There was statistical significant association between
the stage of disease versus pre & peri-menopausal and
post-menopausal cases (p=0.020) indicating that pre
& peri-menopausal women present the disease in a
relatively early stage compared to post-menopausal
who present in late stage of the disease probably be-
cause of atrophied cervix and relatively less volume
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Table 12: Shows the clinical presentation in various studies compared with the present study

Clinical
Presentation

Patil et al.,
2019 5

Gundrajakuppam
et al., 2011 8

Afroj et
al., 201 9

Gaikwad et
al., 2016 12

Jain et al.,
2017 7

Present
study, 2019

Bleeding per
vagina

53.3% 21.0% 80.5% 69.7% 65% 80%

Post-
menopausal
bleeding

16% 28.9% – – 65% 85.7%

WDPV 64% 44.7% 67.1% 39.4% 72% 68%

Pain Abdomen – 0% – 19.7% 28% 53.3%

Post-coital
bleeding

22.6% - 86.5% 11.8% – 5.3%

Mass per vagina 0.6% 2.6% – 3.9% 13% 2.6%

Others 66.6% 2.6% – 14.4% 83% 64%

No symptoms – 2.3% – – – 2.6%

WDPV: White discharge per vagina

Table 13: Shows Per-Speculum examination findings in various studies compared with the
present study

Per-speculum findings Gundrajakuppam et al., 2011 8 Jain et al., 2017 7 Present study, 2019

Growth 81.5% 02% 65.3%

Bleeding – – 10.6%

Erosion 5.2% – 8%

Ulcer 2.6% 72% 6.6%

Unhealthy – – 4%

Mass – – 2.6%

Stenosis – – 1.3%

WDPV – – 1.3%

Others 7.8% 19% –

Normal 2.6% 07% –

WDPV: White discharge per vagina

Table 14: Shows the stage of the disease in cases in various studies compared with the present study

Stage of the
disease

Patil et al.,
2019 5

Afroj et al.,
2017 9

Jain et al.,
2017 7

Goellner,
1976 13

Present study,
2019

Stage I 4.6% 18.96% – 42.4% 8%

Stage II 26.6% 44.81% 80% 41.4% 32%

Stage III 65.3% 34.47% 20% 11.7% 40%

Stage IV 33.3% 1.72% – 4.6% 20%
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Table 15: Shows histological type of the disease in cases in various studies compared with the present study

Grade of the
disease

Patil et al., 2019 5 Gaikwad et al.,
2016 12

Jain et al., 2017 7 Present study, 2019

WDSCC 22.2% 11.84% 62.7% 56%

MDSCC 61.1% 71.05% 26.3% 21.3%

PDSCC 16.6% 17.11% 1.8% 13.3%

NKLCSCC – – 7% 6.6%

NKSCSCC – – 2.6%

WDSCC: Well differentiated squamous cell carcinoma
MDSCC: Moderately differentiated squamous cell carcinoma
PDSCC: Poorly differentiated squamous cell carcinoma
NKLCSCC: Non-keratinizing large cell squamous cell carcinoma
NKSCSCC: Non-keratinizing small cell squamous cell carcinoma

of healthy cervical tissue resulting in fast spread of
the disease. Hence younger patients and patients in
the pre & peri-menopausal age group presented at an
early stage in the present study. There was no statis-
tical association between age and histological grade
of the disease in the present study. The age distribu-
tion in various studies compared to the present study
is shown in Table 10, where maximum cases are seen
between 40-59 years of age in all studies.
Early marriage is a risk factor as frank cases with
late stage of the disease is noted when the age of
marriage was between 15-19 years followed by 20-24
years8.Age at the marriage of fewer than 20 years was
49.25% of cases in a study by Afroj et al.9 83% and
17% of cases had first coitus at less than or equal to 20
years and more than 20 years, respectively, in a study
by Jain et al.7. Amaro-Filho SM et al., in their study,
states that the advanced stage was also associated with
the age of marriage at less than 17 years but not sta-
tistically significant (p=0.752)14. Cervical carcinoma
behaves as a sexually transmitted disease 8. There was
no statistical association between age at marriage in
cases with stage and histological grade of the disease
in the present study. The age range for marriage was
12-23 years, with mean 15.7±2.1 years of age. Max-
imum cases were between 15-18 years (69.3%), fol-
lowed by 12-14 years (25.3%). Among cases between
15-18 years, 59.6%of caseswere in the advanced stage.
Frank cervical cancer with the late stage was seen
maximum with parity of ≥4 followed by 3 in a study
by Patil N et al. 5. Among cases, 3.8% were nulli-
parous, and 96.2% were multiparous in a study by
Jyothi V et al6. Amaro-Filho SM et al., in their study,
states that advanced stage (stage III & IV) shows a
significant statistical association (p<0.005) with more
than four pregnancies14. In the present study, parity
ranged from 1 to 11, with a mean of 3.6±1.6. There

was no statistically significant association between
parity and stage of the disease in the present study.
However, 55% of para 4 cases and 66.6% of para ≥5
were in an advanced stage (stage III & IV).Therewas a
statistically significant correlation between parity and
histological grade of the disease (p=0.001) which in-
dicates that higher parity had a higher risk of cervical
cancer of WDSCC followed the MDSCC histological
type. The parity in various studies compared with the
present study is shown in Table 11, where maximum
cases are seen with parity≥4 in all studies.
Patients of cervical cancer present with local and sys-
temic symptoms. The local symptoms can be bleed-
ing per vagina, mass per vagina, rarely leakage of
urine, or feces per vagina. The systemic symptoms
are loss of appetite, loss of weight, weakness, pelvic
pain, pain in the leg, etc 5. Irregular bleeding per
vagina had a statistical association with stages of can-
cer9. In the present study, there was a significant
association between bleeding per-vagina and other
symptoms versus no bleeding per-vagina and other
symptoms between pre & peri-menopausal and post-
menopausal cases (p=0.011) which indicates that
bleeding per-vagina was amore common clinical pre-
sentation in post-menopausal women than in pre &
peri-menopausal which can be due to atrophic cervix
and age-related changes of blood vessels. There was
also a statistical association between clinical presen-
tation and histological grade of the disease (p=0.031)
suggesting that the clinical features of bleeding per
vagina with other symptoms were more common in
WDSCC, followed by MDSCC than in cases with-
out bleeding per vagina. In the present study, there
was no statistical association between clinical presen-
tation and stage of the disease. The clinical presen-
tation in cases in various studies compared with the
present study is shown in Table 12, where bleeding
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per-vagina is the most frequent presentation in the
present study and study by Gaikwad et al12. WDPV
was the most frequent presentation in a study by Patil
et al., Gundrajakuppam et al., and Jain et al.5,7,8. Post-
coital bleeding was the most frequent presentation in
the study by Afroj et al.9.
The per-speculum findings in cases in various stud-
ies compared with the present study are shown in Ta-
ble 13. The most frequent finding is growth, as re-
ported by Gundrajakuppam et al. (81.5%) and also
in the present study (65.3%) 8. In a study by Jain
et al. the most frequent finding was ulcer (72%) 7.
The commonest per-vaginal examination findings re-
ported is frank growth, which bleeds on touch8. Cer-
vical growth was noted in 9.2% of cases in a study
by Gaikwad SL et al.12. In the present study, growth
which bleeds on touch was the commonest presenta-
tion. There was no statistical association between per-
speculumfindingswith stage and histological grade of
the disease.
Table 14 shows the stage of the disease in cases in var-
ious studies compared with the present study, where
stage I was commonest in the study by Goellner13.
Stage II was commonest in the study by Afroj et al.
and Jain et al.7,9. Stage IIIwas commonest in the study
by Patil et al. and the present study5. Table 15 shows
the histological type of the disease in cases in various
studies compared with the present study where WD-
SCC is commonest in the present study and study by
Jain et al.7. MDSCC was commonest in the study by
Patil et al. and Gaikwad et al.5,12.
44.44% of all the cervical biopsies were squamous cell
carcinoma in a study by Jyothi V et al.6. Among cer-
vical cancer, 80-90% of cervical cancer are squamous
cell carcinoma and 14% adenocarcinoma, as reported
by Patil N et al.5. Squamous cell carcinoma consti-
tuted 86.57% and adenocarcinoma 13.43% in a study
by Afroj S et al.9. Squamous cell carcinoma consti-
tuted 95% of the cases of cervical carcinoma in a study
Gaikwad SL et al.12 91% of cases were squamous cell
carcinoma, and 9% were adenocarcinoma in a study
by Jain DK et al. Of squamous cell carcinoma, 91%
were keratinizing type, 07% were non-keratinizing
type, and 02% were basaloid type7. In a study by Sar-
wath et al., histological type analysis showed 26%were
keratinizing and 68.8% non-keratinizing type1. In a
study by Goellner et al., keratinizing was 29.0%, and
non- keratinizing was 71% 13. In the present study,
the keratinizing and non-keratinizing types consti-
tuted 90.8% and 9.2%, respectively.
There is no significant difference in the prognosis be-
tween histological types of tumors within any stage.
However, large-cell cancers have a better prognosis

than keratinizing cancers, and small-cell cancers have
theworst prognosis. The stage of the disease has a def-
inite impact on prognosis13. In the present study, the
cases were not followed up for prognosis.
The limitation of the present study is that the cases
were not followed up for prognosis. However a
few objective conclusions were drawn by this study
which can be generalized by doing a similar study
in a larger population as; younger age group cases
and pre & peri-menopausal women present the dis-
ease at an early stage compared to post-menopausal
women, older age presents with advanced stage, max-
imum cases were seen between 15-18 years of age
of marriage, higher parity had a higher risk of cer-
vical cancer of WDSCC and advanced stage, bleed-
ing per-vagina was a more common clinical presenta-
tion in post-menopausal women than in pre & peri-
menopausal, a growth which bleeds on touch was the
common clinical examination findings in both pre &
peri-menopausal and post-menopausal, clinical fea-
tures of bleeding per vagina with other symptoms
were more common in WDSCC than cases without
bleeding per vagina and other symptoms.

CONCLUSION
Cases with younger age present with early stages of
cancer. Cervical cancer screening should be done in
older agewomenmore frequently, especially when the
clinical feature is bleeding per vagina as they present
with advanced stage. Young age at marriage and high
parity are high risk factors for cervical cancer. WD-
SCC is associated with high parity and bleeding per
vagina.

ABBREVIATIONS
FIGO: International Federation of Gynecology and
Obstetrics
HIV: Human Immunodeficiency Virus
MDSCC: Moderately differentiated squamouscell
carcinoma
NKLCSCC: Non-Keratinizing Large Cell squamous
cellcarcinoma
NKSCSCC: Non-Keratinizing Small Cell squamous
cellcarcinoma
PDSCC: Poorly differentiated squamous cell carci-
noma
SCC: squamous cell carcinoma
WHO: World Health Organisation
WDPV: White discharge per vagina
WDSCC: Well differentiated squamous cell carci-
noma
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