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Summary

Objective: To evaluate the sociodemographic and clinicopathological characteristics of patients with cervical cancer seen in a ter-
tiary referral center in northern Nigeria. Materials and Methods: Between January 2002 and December 2004, 70 consecutive patients
with histologically confirmed cervical cancer, with a median age of 48 years (range, 30-75 years), were interviewed on the basis of
a structured pro forma. Results: Of these patents, 39 (56%) had had no formal education, and 36 (51%) were unemployed house-
wives. Sixty (86%) had become sexually active before 17 years of age; 44 (63%) were in polygamous families, and 25 (36%) patients
were in at least a second marriage. There was an average of 6.8 live births per patient. Vaginal bleeding was seen in all patients, and
55 (79%) had vaginal discharges; 50 (71%) had a bulky cervical mass, and 46 (66%) presented with at least Stage IIIA disease.
Squamous cell carcinoma was the commonest histology. The three HIV-seropositive patients were young and had advanced disease.
Conclusion: Sociodemographic factors, such as low socioeconomic level, early age at first sexual intercourse and multiple sexual
partners, place women at high risk of developing cervical cancer in northern Nigeria. Late presentation with advanced disease pre-

dominates.
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Introduction

The incidence of cervical cancer in developed countries
has been dropping drastically over the past two decades
owing to successful screening programs with “Pap
smears’’. On the contrary, the incidence and prevalence of
cervical cancer are rising in most African countries [1, 2].
This reflects lack of screening programs and the persis-
tence of sociocultural factors that place the population at
risk by increasing the prevalence of human papillo-
mavirus (HPV) infection, the central and necessary cause
of cervical cancer [3]. The burden of this cancer in devel-
oping countries is alarming, as they have about 80% of all
cases worldwide [4].

The true incidence of cervical cancer in Nigeria
remains unknown because of lack of a cancer registry, but
it remains a major challenge in this environment because
of the very low uptake of Pap smear screening and the
associated late presentation. The sociocultural practices
of the population include marriage at a very young age,
polygamy and many divorces and remarriages. It has been
observed that cervical cancers are commoner in the north-
ern part of the country, which is predominantly Muslim,
than in the southern part, which is predominantly
Christian and where breast is the commonest cancer. The
aim of this study was to analyse the sociodemographic
and clinicopathological characteristics of cervical cancers
in a major tertiary institution in northern Nigeria.
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Materials and Methods

The study was conducted between January 2002 and Decem-
ber 2004, accruing a total of 70 patients with histologically con-
firmed cervical cancer. Patients presenting for the first time and
those referred to the institution with histologically confirmed
carcinoma of the cervix were included. Histologic confirmation
was done either by the referring hospital or at presentation if the
patient had no histology report. For each patient, data including
sociodemographic characteristics, symptoms and signs at pre-
sentation, and histology, were collected prospectively on a
structured pro forma by a single investigator, by one-to-one
interviews with the patients. The data were entered into Epi-
Info software and analysed.

The socio-demographic information obtained from the
patients included age at time of presentation, age at first mar-
riage, number of marriages, age at first coitus, marital status,
religion, parity, menopausal status, history of sexually transmit-
ted diseases, knowledge and practice of Pap smears for screen-
ing, number of miscarriages warranting dilatation and curettage,
and history of cigarette smoking. Postmenopause was defined
as complete cessation of menstruation for at least six months.
Bulky cervical mass was defined as a cervical mass greater than
5 cm in at least one dimension by ultrasound measurement.

Written informed consent was obtained from all participants.
The first 37 patients in the study were not screened for HIV
because this aspect was not included in the initial study proto-
col cleared by the institutional ethical committee, but subse-
quent patients were ethically cleared for HIV screening.

Results

Table 1 shows the characteristics of the patients, with
the age distribution at the time of presentation. Two-thirds
of the patients were in polygamous families, and 25
(36%) were in at least a second monogamous or polyga-
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Table 1. — Characteristics of patients by age.

Age (years)

Characteristics 30-39 40-49 50-59 60-69 =70 Total
No. of patients 11 27 14 15 3 70
Religion

Christian 3 9 8 6 2 28

Muslim 8 18 6 9 1 42
Residence

Urban 10 25 9 7 1 52

Rural 1 2 5 8 2 18
Type of marriage

Monogamous 3 12 6 4 1 26

Polygamous 8 15 8 11 2 44
No. of marriages

First 7 21 8 9 - 45

Second 3 6 4 2 1 16

Third or more 1 - 2 4 9
History of divorce

No 8 22 7 9 - 46

Yes 3 5 7 6 3 24
No. of deliveries

0-4 5 4 1 2 - 12

5-9 6 19 10 11 1 47

=10 - 4 3 2 2 11
No. of abortions warranting dilatation and curettage

0 4 12 8 8 1 33

1 4 13 2 5 - 24

2 2 2 2 - 2 8

=3 1 - 2 2 - 5
Menopausal status

Pre- 11 24 3 - - 38

Post- - 3 11 15 3 32

Table 2. — Symptoms at presentation in patients with cancer of
the cervix.

Symptom Frequency %

Post-coital bleeding 32 45.7
Unprovoked vaginal bleeding 38 543
Vaginal discharge 55 78.6
Offensive vaginal discharge 30 429
Lower abdominal pain 25 35.7
Waist pain 12 17.1
Menstrual irregularities 4 5.7
Lymphedema 1 1.4
Weight loss 3 4.3
Suprapubic swelling 1 1.4
Haematuria 3 4.3
Urinary fistula 2 2.9
Faecal leakage 1 1.4
Painful micturition 3 4.3

Table 3. — Duration of symptoms at time of first hospital pre-
sentation.

Duration (months) Frequency %o

0-3 4 5.7
4-6 19 27.1
7-9 12 17.1
10-12 12 17.1
15-18 4 5.7
24 10 14.3
36 5 7.1
60 3 43
72 1 1.4

mous marriage, 24 having divorced their first husband.
Sixty (86%) patients had become sexually active before the
age of 17, by virtue of early marriage (Figure 1). Twenty-
two (31%) had a history of pelvic inflammatory disease or
sexually transmitted disease prior to presentation. All the
patients’ sexual partners had been circumcised. At the time
of presentation, 32 (46%) patients were already in post-
menopause, and 38 (54%) were in premenopause. Fifty-
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Figure 1. — Age distribution at time of first marriage.

eight (83%) women had had at least five live births, with an
average of 6.8 live births per patient and a range of 1-14.
Similarly, 37 patients had had at least one miscarriage war-
ranting dilatation and curettage.

Thirty-nine (56%) patients had no formal education, 16
had completed primary education, 11 had completed sec-
ondary education and four patients had a tertiary educa-
tion. Thirty-six patients were unemployed housewives,
seven had white-collar jobs, and the others were farmers,
petty traders and artisans. Of the 15 patients with knowl-
edge about Pap smears, only three had had a smear, and
only after the onset of symptoms. Fifty-five (79%) of the
patients had never smoked cigarettes.

Table 2 shows that vaginal bleeding was a common
symptom in all the patients, and 55 (79%) had vaginal
discharges, which were malodorous in 30 (43%). Forty-
seven patients (67%) presented with symptoms of more
than six months’ duration (Table 3). The gross findings on
digital and speculum examination revealed 49 patients
with exophytic, 20 with ulcerative and only one patient
with endophytic growth. Fifty (71%) patients had a bulky
cervical mass. After adequate staging investigations
(without CT scan and MRI), only five (7%) patients were
found to have Stage IB, 19 (27%) had Stage II, 30 (43%)
had Stage III, 14 (20%) had Stage IVA and two (3%) had
Stage IVB disease. The histologic types seen were squa-
mous cell carcinoma, accounting for 90% (63), adenocar-
cinoma (9%; 6) and adenosquamous carcinoma (1%; 1).
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Three of the 33 patients screened for HIV infection
were found to be seropositive. Their ages were 30, 32 and
35 years, while the age range of the HIV-negative patients
was 32-75 years with a median of 48 years. All three
patients with HIV presented with advanced disease: one
each with Stage IIIB, IVA and IVB.

Discussion

The results show that most of these patients were mar-
ried before the age of 17 years and had therefore become
sexually active at that time. A large proportion of the
patients had high parity and multiple sexual partners, not
as a result of sexual promiscuity but because the culture
and religion permit divorce, remarriage and polygamy.
This directly and indirectly increases the risk of exposure
to HPV, the central and necessary cause of cervical can-
cer [3, 5, 6] and HIV. The educational level of the patients
was low, and they presented late to hospital, with symp-
toms and signs of advanced disease. A significant propor-
tion of the patients were postmenopausal. Cigarette
smoking or tobacco consumption was not common. There
was poor knowledge and attitudes about screening.

The patients in this study did not represent all the cer-
vical cancers in the region because many patients go to
private hospitals, Government peripheral hospitals and
traditional or herbal practitioners for treatment, and may
never be referred to the teaching hospital for diagnosis
and treatment. Other factors that limit patient attendance
are the prevailing poverty, the cost of medical services,
especially for diagnosis and treatment of cancers, and the
bias against women and children, whose health issues are
not considered a priority by their immediate families. Not
all the relevant investigations necessary for staging and
treatment, especially CT scan and MRI, were done for
most patients.

None of the patients was tested for HPV infection or
checked for the presence of inclusion bodies in histolog-
ic specimens, as there are no facilities for these tests.
Thus, the role of these infections could not be established.
However, in a separate study carried out by the
International Agency for Research on Cancer (IARC), the
prevalence of HPV types was determined in a random
sample of 932 asymptomatic women aged 15 to > 65
years in Ibadan, Nigeria. The overall HPV prevalence was
very high (26%), and the most frequent types were HPV
16, 35, 31 and 58. In contrast to populations studied in
similar surveys, the HPV prevalence was high not only
among young women but also among those in middle and
old age [7].

Epidemiological studies conducted over the past three
decades have consistently indicated that the risk for cer-
vical cancer is strongly influenced by measures of sexual
activity, such as the number of sexual partners, age at first
coitus and sexual behavior of the male partner [4], which
are correlates of exposure to HPV [3]. We confirmed
these observations in our study environment.

The peak age and cluster age for this cancer in our
study occurred in the parturient age group of 40-49 years.

In terms of age distribution, parity and menstrual status,
cervical cancers in the northern savannah of Nigeria were
similar to those reported elsewhere in Africa [8, 9] but
significantly different from those in developed countries
[10]. The patients not only had had first coitus before the
age of 17 years but were sexually active by virtue of their
marriage. This also contributes to the high parity, as the
religion discourages use of family planning of any kind.
A decline in fertility rates in North America over the past
four decades has reduced the incidence of and mortality
from cervical cancers [11, 12].

Lack of cervical cancer screening, coupled with delay
in presentation to hospital, might account for the predom-
inantly advanced stage of disease in developing countries.
Cigarette smoking has been incriminated in cervical can-
cer, as the tobacco components lower local immunity in
female genitalia [13]. In our study, however, most of the
patients had never smoked cigarettes, and those that did
did so very occasionally. In this study, all the male part-
ners were circumcised and therefore did not play a role in
spreading HPV [14].

The symptoms at presentation in this environment were
that of advanced disease, with unprovoked bleeding,
offensive vaginal discharges, lower abdominal pain and
waist pain and, in some cases, the presence of fistula. This
is the norm in most developing countries but differs sig-
nificantly from the presentation in developed countries,
where patients are seen at an early stage, with post-coital
bleeding and occasionally, as a result of screening, with
no symptoms [15]. The pattern of histology seen in our
study was similar to that in the developed world, adeno-
carcinoma and adenosquamous carcinoma accounting for
about 10% of all cervical cancers [11, 16, 17].

Although only about half of the patients had been
screened for HIV, those with HIV antibodies were
younger, with more advanced disease and, in terms of his-
tology, had poorly differentiated squamous cell carcino-
ma. This result, although observed in only a few patients,
supports reports in the literature of the pattern of carcino-
ma of the cervix in HIV-positive patients, suggesting that
HIV-infected women with cervical cancer are more likely
to have advanced disease at presentation and to have a
higher recurrence rate than non-HIV-infected women
[18]. Furthermore, cervical intraepithelial neoplasia
occurs more frequently in women with HIV infection
[18]. Our findings support previous observations on
cofactors of HPV [19].

This study lays the foundation for a more comprehen-
sive prospective study of cervical cancer and, on the basis
of these findings, in promoting cervical cancer screening
and discouraging the population from practicing lifestyles
that place the individual at risk. We consider the results to
be revealing despite the limitations of the study. Much
needs to be done to change these sociocultural factors,
and it may take time.

There is also a need for broader, all-encompassing
research to address the remaining questions about cervi-
cal cancers in African countries, especially in Nigeria,
and also to study the impact of the high prevalence of
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HIV/AIDS on the natural history and therapeutic out-
come of cervical cancers. A multidisciplinary protocol for
prospective research on cervical cancers is currently
being developed to evaluate the outcome of treatment and
prognostic factors. HPV vaccines, which have been
shown recently to be safe and to be highly effective in
preventing precancerous lesions of the cervix and which
are being commercialized, offer great hope for the pre-
vention of cervical cancer in Africa and other developing
countries where screening programs have been difficult or
impossible to establish [20].

Conclusion

In northern Nigeria, the risk factors for cervical cancer
include active sex at a young age, multiple sexual partners
(due to polygamy, divorce and remarriage) and multipar-
ity. In this environment, because of sociocultural factors
including religion, illiteracy and poverty, many women
are exposed to these risk factors that increase the chances
of acquiring genital HPV infection, the central and neces-
sary cause of cervical cancer. The situation is worsened
by poor uptake of screening programs.
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