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INTRODUCTION

Cervical cancer is ranked as the third most common cancer in
women worldwide (after lung and breast).1  Seventy eight
percent of cases occur in developing countries, where cervical
cancer is the second most frequent cause of cancer death in
women.2

The incidence rates can vary more considerably between
different population and geographic localities; for example,
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in Israel it is 12 per 100,000 and in Columbia it is 180 per
100,000.3 We do not have the incidence rate for Nepal.

Human papillomavirus (HPV) is considered to be the most
important factor contributing to the development of cervical
cancer.4 Many studies convincingly demonstrate that the major
risk factor for development of preinvasive or invasive
carcinoma of the cervix is HPV infection, which far outweighs
other known risk factors such as high parity, increasing number
of sexual partners, young age at first intercourse, low

The purpose of this study was to find out the clinocopathologic characteristics, post-operative findings and
complications of patients with early (up to stage IIA) cervical carcinoma who underwent radical hysterectomy.
This study concentrates on the evaluation of our early experience in radical hysterectomy for cervical
cancer in Nepal. This was a retrospective analysis of 48 patients who had radical hysterectomy with bilateral
pelvic lymphadenectomy for early cervical cancer at the BP Koirala Memorial Cancer Hospital (BPKMCH)
from September 1999 through September 2002. Characteristics such as chief complaint, disease staging
and duration, intraoperative and postoperative complications, histopathological findings, need for blood
transfusion, and duration of hospital stay were considered for analysis. Patients’ age ranged from 28-67
years. Age group of 40-49 had highest number of patients (58.3%). Majority (62.5%) were premenopausal
women who presented with abnormal vaginal bleeding (73%) as the chief complaint. More than half of
them (56%) had FIGO stage IIA disease. Thirty-three percent had intraoperative and postoperative
complications such as urinary problems, wound infection and vessel injury/ureteric injury. All needed
blood transfusion, 42% needing four pints. The average duration of hospital stay was 11 days. Forty-four
had squamous cell carcinoma and four had adenocarcinoma. Pelvic lymph node metastasis was found in 10
patients. Resected margins were adequate in 42 patients. Majority (62.5%) of the women were premenopausal
and 56% of them had stage IIA disease. Although the primary treatment of early-stage cervical carcinoma
involves either surgery or radiation therapy with or without chemotherapy, surgery (radical hysterectomy)
was used for lower-stage disease and smaller lesions in fit and young patients in our resource-poor set-up.
Fifteen patients needed postoperative radiation. The complication rate seems to be higher in Nepal; however,
it will decrease as more experience is gained.
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socioeconomic status, and positive smoking history.4, 5

Other risk factors include history of sexually transmitted
diseases, smoking, partners who have had multiple sexual
partners, history of dysplasia of the cervix, vagina, or vulva.6-

10 The risk of cervical cancer is also increased in patients  who
are immunosuppressed.11-13

Signs and symptoms of early disease include watery vaginal
discharge, intermittent spotting, and postcoital bleeding,
although the symptoms may go unrecognised by patients.
Accurate diagnosis may be made with cytology screening,
colposcopically-directed biopsy, biopsy of a gross or palpable
lesion, or cone biopsy to detect microinvasion or early stage
carcinoma.14 But, in Nepal cytologic screening and colposcopy
are not available for all and are rarely performed.

Management of early cervical carcinoma involves surgery or
radiation therapy with or without chemotherapy. Surgical
treatment is preferred for young women with small tumors
because it permits preservation of ovarian function and causes
minimal vaginal shortening unlike significant fibrosis and
narrowing/shortening of the vagina with the use of radiation.
Radical hysterectomy and bilateral pelvic lymphadenectomy
has been considered standard surgical treatment.15

The aim of this study was to evaluate our experience of surgical
therapy for early cervical carcinoma at the BP Koirala
Memorial Cancer Hospital, Nepal.

PATIENTS AND METHODS

This is a retrospective study of 48 patients who have undergone
radical hysterectomy and bilateral pelvic lymphadenectomy
for early stage cervical carcinoma (stage I and IIA) from

September 1999 through September 2002. The study was
performed using the hospital records of patients treated at the
Gynecological Oncology Unit at the BP Koirala Memorial
Cancer Hospital.

Radical hysterectomy with bilateral pelvic lymphadenectomy
was performed for all of the patients: fifteen young patients
had ovarian conservation. The extension of lymph node
dissection consisted of the common iliac, internal iliac, external
iliac, and obturator groups of lymph nodes. Pelvic drainage
through the vaginal vault by placing a latex glove drain was
performed. All the patients received prophylactic antibiotic
(Inj. cefazolin) and aseptic technique was observed for the
surgeries.

Patients’ age, chief complaint, clinical stage and disease
duration, histological types of the tumor, status of pelvic lymph
node metastases, condition of the resected vaginal margin,
associated complications, need for blood transfusion, and
duration of hospital stay were analyzed. Postoperative follow-
up could not be done, so we lack data on this aspect.

RESULTS

Patients’ age ranged from 28-67 years (mean, 45 years) [Table
I]. Majority of the patients were premenopausal women
(62.5%). All were multiparous. The chief complaints were
abnormal vaginal bleeding, abnormal vaginal discharge, and
lower abdominal pain [Table II]. Duration of disease (from
the onset of symptoms to the diagnosis of the disease) was 1 to
26 months (median, 5 months) [Table III].

Of the 48 patients, 44 (92%) had squamous cell carcinoma
and 4 (8%) had adenocarcinoma. The largest group of patients
was those with stage IIA disease (FIGO Classification),

Figures in parenthesis are the percentages

Table I : Age distribution of the patients

Age (years) <40 40-49 50-59 >60 Total
Number of patients 9(18.7) 28 (58.3) 10 (20.8) 1(2.1) 48 (100)

Table II : Chief complaint of the patients

Figures in parenthesis are the percentages

Chief complaints Number of patients
Abnormal vaginal bleeding 35 (72.9)
Abnormal vaginal discharge 8 (16.7)
Lower abdominal pain 5 (10.4)

Figures in parenthesis are the percentages

Table III : Duration of the disease (from onset to diagnosis)

Duration (months) <6 6-12 >12 Total
Number of patients 30 (62.5) 16 (33.3) 2 (4.2) 48 (100)
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accounting for 56% of all patients [Table IV]. Three patients
who were initially presumed to be in stage IIA turned out to
be in stage IIB. The results would have changed if these patients
were not included. Ten of 48 patients had lymphatic spread
(21%). Resected margins were adequate in 87.5% of the
patients [Table V].

The patients whose resected margins were positive or close to
the tumor also had positive groin nodes. They (15 patients)
were treated with postoperative radiotherapy.

Eighteen patients had intraoperative or postoperative
complications, accounting for 33% of the patients and most of
them were minor problems [Table VI]. There was no mortality.

All of the patients needed blood transfusion before, during, or
after the operation, 42% needing four pints. The average
duration of hospital stay was 11 days.

DISCUSSION

Cervical cancer incidence and mortality have fallen
substantially in recent years in the industrialized world. But
in Nepal, where routine screening is not practiced, the disease
remains largely uncontrolled. Although cervical cancer is
largely a preventable disease, it continues to be a leading cause
of cancer death for women in many developing countries such
as Latin America, southern and eastern Africa, India, and
Polynesia.16  According to a recent study, the incidence of
cervical carcinoma is high in Mexico (17.1/100,000),
Venezuela (15.2/100,000), and Tobago (15.0/100,000).17

Nepal does not have its own data on the incidence of cervical
carcinoma; probably early marriage, early childbearing, and
multiparity predispose women to the disease in this country.
As there is no mass screening programs in Nepal, it is difficult
to know the HPV prevalence here. Unfortunately we also do
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Table IV : Clinicopathological FIGO staging of patients with cervical cancer

Abbreviation: FIGO = International Federation of Gynecology and Obstetrics

Stage Number of patients
IA1 1 (2.1)
IA2 1 (2.1)
IB1 10 (20.8)
IB2 6 (12.5)
IIA 27 (56.3)
IIB 3 (6.3)

Figures in parenthesis are the percentages

Table V : Status of the resected margins of the tumor

Figures in parenthesis are the percentages
* Free margin >5 mm with no microscopic involvement.
† Margin <5 mm but no microscopic involvement.
‡ Microscopic involvement of the surgical margin.

Margin Number of patients
Negative* 42(87.5)
Close to tumor† 4 (8.3)
Positive‡ 2 (4.2)

Total 48 (100)

Table VI : Complications of radical hysterectomy

Figures in parenthesis are the percentages

Complication Number of patients
Vessel injury (Laceration of Pelvic veins) 4 (8.3)
Ureteric injury 1 (2.1)
Urinary tract infection 2 (4.2)
Urinary bladder dysfunction 2 (4.2)
Vault bleeding 2 (4.2)
Wound infection 4 (8.3)
Lymphocyst formation 1 (2.1)
No complication 32 (66.7)
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not have any authentic data on the risk factors for cervical
cancer.

Although cervical cancer is associated with a broad age range,
it usually occurs in the fifth or sixth decade, at a mean age of
54 years.18 In a study at the BP Koirala Memorial Cancer
Hospital, 272 cases of cervical carcinoma were diagnosed,
which accounted for 84.73% of 321 gynecological
malignancies and 31.16% of all 873 cancers.19 And the highest
incidence was among the 31 to 50 years age group. This is in
concordance with our finding that the mean age was 45 years.

Of all cervical cancers, 85-90% are squamous cell carcinoma.20

In this series, of the 48 patients, 44 (92%) had squamous cell
carcinoma and four (8%) had adenocarcinoma.

Surgical therapy and radiotherapy are the two main treatment
modalities for carcinoma of the cervix. From a clinical
perspective, cervical cancer is readily managed in its early
stages by surgery, with radiation or chemoradiation therapy
reserved for high-risk early or advanced stages.

Early invasive disease (stages IA2, IB1, and small stage IIA)
is managed with radical hysterectomy  or radiation therapy,
which results in a 5-year survival rate of 80%-90%.21

The optimal treatment for most patients with Stage IIA cervical
cancer is radiation therapy consisting of a combination of
external and intracavitary therapy. However, patients can also
be treated effectively by radical hysterectomy with pelvic and
para-aortic  lymphadenectomy and upper vaginectomy, provided
that adequate surgical margins can be obtained.

In patients undergoing radical hysterectomy for stage IB
cervical cancer, metastasis to the pelvic lymph nodes is found
in 15-20%.22,23  In a recent European study of patients
undergoing radical hysterectomy for early cervical cancer,
lymph node metastasis rate was 22%.24 In this series, the lymph
node metastasis rate was 21% that is not much different from
what is expected for stage I and IIA disease (4.3% to 34.0%).25,26

Concurrent chemoradiation (cisplatinum 40 mg/m2 and 5-
flurouracil 1000 mg/m2) is the standard of care for locally
advanced cancers of cervix in some centers.27,28 In Nepal,
cisplatin only (for chemoradiation) is used in most centers.

In a large European study of patients undergoing radical
hysterectomy for early cervical cancer, post-operative mortality
was <1%; urinary tract infection was 42%; deep venous
thrombosis was 3%; and fistula was 2%.24

In another study, seven percent of the patients undergoing
radical hysterectomy exhibited intraoperative complications
and 35% suffered from early postoperative urinary tract
problems; most frequently urinary tract infection.29

In this series, eighteen patients had intraoperative or
postoperative complications, accounting for 33% of the patients
and most of them were minor problems .There was no operative
mortality.The patients whose resected margins were positive
(2 cases) or close to the tumor (4 cases) were treated with
adjuvant concurrent chemoradiation. In cases of large stage
IIA/B disease adequate surgical margins could not be obtained.
With proper case selection and management, the margin
positivity will be reduced in the future.

Technical competency will improve in the future and thereby
leads to the reduction in vessel injuries/lacerations, other
complications and resected margin positivity.

There seems to be a rather high rate of complications, especially
the requirement for transfusion in all patients undergoing
surgery. This may be due to the fact that most of the patients
had stage IIA disease. And their nutritional status and
hemoglobin (Hb) level was not optimum (Hb was around 10
gm %). A longer hospital stay was partly because of this and
also by the  practice( in our hospital) of admitting patients two
days before surgery for preoperative evaluation.

Although surgery and radiation therapy produce similar
survival rates, radical hysterectomy is considered by many to
be the treatment of choice for young, healthy patients with
IB1 lesions.30,31 Excellent survival rates can be achieved in
these patients along with preservation of ovarian and sexual
functions.

In clinical circumstances where survival rates after treatment
are equivalent, radical hysterectomy has advantages over
radiotherapy. Therefore, for Nepalese women with early
cervical cancer the primary treatment option is considered to
be surgical excision rather than radiotherapy. This is partly
because of the availability of the surgical expertise in the
country and surgery here is cheaper as opposed to the radiation
therapy, which is of longer duration and demands more
financial resources. In addition, surgery preserves the ovarian
function, permits a comprehensive surgical staging of the
extent of disease, avoids the chronic bowel and bladder
problems of radiation and also maintains the vaginal canal in
young patients unlike radiation therapy thereby maintaining
the quality of the psychosexual component of the patients'
life.32,33 Furthermore, surgical and pathologic data from radical
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surgery are important for precise analysis of survival and
prognostic risk factors.  On the other hand, the radical
hysterectomy procedure carries possible morbidity similar to
that encountered with other major pelvic operations, but this
acknowledged, if the operation is properly performed, it is
safe and effective.14

CONCLUSION

The primary treatment of early-stage cervical carcinoma
involves either surgery or radiation therapy, with or without
chemotherapy. The selection of either option depends on patient
factors and available local expertise. A radical hysterectomy
and removal of the pelvic lymph nodes is most commonly used
to treat stage I or stage IIA cervical cancers in our set-up. In
Nepal, radical surgery was found to be valuable in fit and young
patients with lower-stage disease and smaller lesions.
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