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ABSTRACT

Objective: To determine epidemiological, clinical and therapeutic aspect of cervical cancer in Pointe Noire.

Patients and Methods: This was a cross-sectional descriptive study that took place in the oncology department of
loandjili General Hospital in Pointe Noire in the period from 1st January 2012 to 31st December 2018. All patients
old more than 20 years, all patients having a complete file that is to say comprising a histological diagnosis. The
variables studied were: age, level of education, parity; Clinical parameters revealing sign, stage of extension
sHistological type, The type of treatment. The multivariate analysis was done between age, parity and stage of
extension. The statistical analysis and the data processing were carried out by the Excel 2016 software and the
graphpad prism version 5 software. The statistical test used was the chi-square test.

Results: Of the 200 files, 57 files had met the inclusion criteria of our study, so the frequency of cervical cancer
in our study in women was 22.8 %. The average age was 58,12 + 13,31 years old with extrems of 28 years and
82 years. The most represented age group was the group age from 58 to 67 years old in 37% of cases, followed
by the group age from 48 to 57 years old in 26% of cases.The study level the most commonly represented was the
primary study in 70% of cases, followed by the secondary level study in 18 % of cases and the superior level study
in 12% of cases. Only two women had a oral contraception. The average of parity was 3.32 + 2 children with the
extrems of 1 and 10 children. The revealing sign most represented was genital bleeding in 100% of cases. Almost
all patient presented with an cervix ulcerate bourgeonnat. The most represented histological type was squamous
cell carcinoma in 95% of cases and adenocarcinoma was represented by two cases (3%). The stage of extension
most represented was locoregional stage in 70% of cases. The most represented treatment was chemotherapy in
56% of cases followed by radiochemotherapy in 31 % of cases. The bivariate analysis allowed to note that there
was no relationship between age and cervical There was a relationship between parity and stage of extension of
cervical cancer.

Conclusion: Cervical cancer is second cancer after breast cancer in women at Pointe Noire, patients arrived
in late stage (locoregional and metastatic). The most represented treatment is chemetherapy alone. Late-stage
diagnosed condition needs implementation of screening programme on the national level and to enhance the public
health education to save the lives of Congolese women and make possible the access to radiotherapy in our countru
in context of low incomes countries.
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Introduction

Despite considerable advances in diagnosis, treatment and
prevention, cancer remains a major worldwide burden as it is
the first cause of death in developed countries and the second
in developing countries [1]. Cervical cancer With an estimated
570,000 cases and 311,000 deaths in 2018 worldwide, this disease
ranks as the fourth most frequently diagnosed cancer and the
fourth leading cause of cancer death in women [2]. Cervical cancer
ranks second in incidence and mortality behind breast cancer in
lower HDI settings; however, it is the most commonly diagnosed
cancer in 28 countries and the leading cause of cancer death in 42
countries, the vast majority of which are in Sub-Saharan Africa
and SouthEastern Asia.

The highest regional incidence and mortality rates are seen in
Africa , with rates elevated in Southern Africa (eg, Swaziland,
with the highest incidence rate), Eastern Africa (Malawi, with
the highest mortality rate; and Zimbabwe), and Western Africa
(Guinea, Burkina Faso, and Mali) [2]. In relative terms, the rates
are 7 to 10 times lower in North America, Australia/ New Zealand,
and Western Asia (Saudi Arabia and Iraq). Human papillomavirus
(HPV) is the virtually necessary (but not sufficient) cause of
cervical cancer [3] with 12 oncogenic types classified as group 1
carcinogens by the IARC Monographs [4].

Other important cofactors include immunosuppression (particularly
human immunodeficiency virus), smoking, parity (a higher number
of full-term pregnancies increases risk), and oral contraceptive
use [5]. Over the last few decades, cervical cancer incidence and
mortality rates reportedly have been in decline in many populations
worldwide. Aside from screening (where available), these declines
have been ascribed to factors linked either to increasing average
socioeconomic levels or a diminishing risk of persistent infection
with high-risk HPV, resulting from improvements in genital
hygiene, reduced parity, and a diminishing prevalence of sexually
transmitted disease [6].

The WHO recognizes three categories of epithelial tumors of the
cervix: squamous, glandular (adenocarcinoma), and other epithelial
tumors including neuroendocrine tumors and undifferentiated
carcinoma [7]. Depending on stage, primary treatment consists
of surgery, radiotherapy, or a combination of radiotherapy and
chemotherapy [7]. To our knowledge few studies about this
subject in our country were curry out, therefore our study aimed
to determine the epidemiological, clinical and therapeutic aspects
of Cervical Cancer in Pointe in the context of low income country.

Patients and Methods

This was a cross-sectional descriptive study that took place in
the oncology department of loandjili General Hospital in Pointe
Noire in the period from Ist January 2012 to 31st December 2018,
a period of 8 years. Were included in our study: all patients old

more than 21 years, all patients having a complete file that is to say
comprising a histological diagnosis and an extension assessment
performed using an abdominal CT scan and or abdominal
sonography. Were excluded from our study all patients with no
histological diagnosis. The variables studied were:

*  Sociodemographic parameters: age, level of education, parity;
e Clinical parameters: revealing sign, stage of extension;

*  Histological type;

*  The type of treatment.

The stage of extension was made by the FIGO (international
Federation of Gynecology and obstetrics) staging which was
grouped in local (stage IA, IB and II), locoregional or advanced
(stage IIB, III and IVA) and metastatic for stage IVB. The
treatment was done by,surgery, radiotherapy associated with
chemotherapy; chemotherapy was composed by platine drug at
the dosis of 50 mg/m?. The collection of data was made from a
previously written survey sheet, containing the different variables
studied. The multivariate analysis was done between age, parity
and stage of extension. Data entry was done using the Excel
version 2016 software. Qualitative variables were represented
in terms of number and percentage. Quantitative variables were
represented effective and on average. The statistical analysis and
the data processing were carried out by the Excel 2016 software
and the graphpad prism version 5 software. The statistical test used
was the chi-square test.

Results

During this study we collected 200 women cancer patients’
records. Of the 200 files, 57 files had met the inclusion criteria
of our study, so the frequency of cervical cancer in our study in
women was 28.5%. The average age was 58,12 + 13,31 years with
extrems of 28 years and 82 years.The most represented age group
was the group age from 58 to 67 years in 37% of cases followed
by the group age from 48 to 57 years in 26% of cases and the age
group from 68 to 77 years in18% of cases (Table 1).

Age groups Number Percentage
28-37 3 5
38-47 5 9
48-57 15 26
58-67 21 37
68-77 10 18
78-87 3 5
Total 57 100

Table 1: Distribution according to age groups.

The study level the most commonly represented was the primary
study in 70% of cases followed by the secondary level study in
18% of cases and the superior study level in 12% of cases. The
average of parity was 3.32 = 2 children with the extrems of 1 and
10 children. Most of patient had less than 3 children in 67% cases
in one side, in another side women had more than 3 children in
23% of cases (Table 2). The telltate sign most represented was
genital bleeding in 100% of cases. All patient presented with an
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cervix ulcerate budding and causing spantaneous bleeding by
contact (Figure 1).

Study level Number Percentage
Primairy 40 70
Secondary 10 18
superior 7 12
Total 57 100

Table 2: Distribution according to study level.

Figure 1: Ulcerate, budding and bleeding on contact cervical cancer.

The most represented histological type was squamous cell
carcinoma in 95% of cases and adenocarcinoma was represented
by two cases (3%) and 1 cases of sarcoma (2%) (Figure 2). The
stage of extension most represented was locoregional stage
in 70% of cases followed respectivelly by the local stage and
metastatic stage in 16% of cases and in 14% of cases (Table 3).
To the patients that received treament (47%), the most represented
treatment was chemotherapy in 56% of cases followed by
radiochemotherapy in 37% of cases, followed by the association of
radiotherapy+chemotherapiet+surgery in 7% of cases. No patients
received surgery or radiotherapy alone (Table 4).

W Squamous cell
carcinoma

B Adenocarcinoma

M Sarcoma

Figure 2: Representation of patients according to histological type.

Stage of extension Number Percentage
Local 9 16
Locoregional 40 70
Metastatic 8 14
Total 57 100

Table 3: Distribution according to the stage of extension.

Treatment Number Percentage
Surgery alone 0 0
Radiotherapy-+chemotherapy 10 37
Radiotherapy 0 0
Radiotherapy-+chemotherapy-+surgery 2 7
Chemotherapy 15 56
Total 27 100

Table 4: Distribution of patient according to treatment.

In one side the majority of cervical cancer was found in women
aged more than 50 years in 56 cases, in another side women aged
of less than 50 years were represented in 11 cases. The bivariate
analysis allowed to note that there was no relationship between age
and cervical cancer (Table 5).

Stage of Extension
Age Local Locoregional | Metastatic Total
Age<50 2 8 1 11
Age> 50 7 32 7 46
Total 9 40 8 57

Table 5: Distribution according to age and stage of extension stage of
extension. P>5% result non significant.

There was a relationship between parity and stage of extension
of cervical cancer; women with parity less than 3 had more local
stage than women with more than 3 parity, locoregional stage was
more represented in women with less than 3 parity in 30 of cases;
metastatic stage was most represented in women with more than
3 parity.

Stage of Extension
Parity Local Locoregional | Metastatic Total
Parity<3 4 30 2 36
Parity>3 5 10 6 21
Total 9 40 8 57

Table 6: Distribution according to parity and stage of extension stage of
extension. P<5% result significant.

Discussion

Our study presented some limitations. Indeed, despite of the small
sample of our hospital study and the lack of grading stage that
should determine the prognostic factors of cervical cancer, this
study has described some epidemiological, clinical and therapeutic
aspects of cervical cancer in Pointe Noire which is a city of about
one million inhabitants. During our study, which took place at the
General Hospital of Loandjili in the Oncology Department, we
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received a total of 200 women cancer patients. Of the 200 patients,
57 patients had cervical cancer and met all the inclusion criteria of
our study. Thus, the incidence of cervical cancer in women during
our study was 28.5%. Cervical cancer was the second cancer in
our study. The results of the study conducted on the incidence of
cancer in Yaoundé in 2012, shows that cervical cancer was the
second cancer after breast cancer [8], and represented 13.8% of all
cancers irrespective of gender. There is actually many diversities
about the ranks of cervical cancer in women wotldwild. Cervical
cancer is the fourth most common cancer among women [9].

However, 85% of cervical cancer diagnoses and related deaths
occur in women living in LMICs (low and middle incomes
countries) [9]. Cervical Cancer ranks second in incidence and
mortality behind breast cancer in lower Human developpment
indice settings; however, it is the most commonly diagnosed
cancer in 28 countries and the leading cause of cancer death in 42
countries, the vast majority of which are in Subl/Saharan Africa
and South[|Eastern Asia.

The highest regional incidence and mortality rates are seen in
Africa, with elevated rates in Southern Africa (eg, Swaziland, with
the highest incidence rate), Eastern Africa (Malawi, with the highest
mortality rate; and Zimbabwe), and Western Africa (Guinea,
Burkina Faso, and Mali) [2,10]. In the majority of developping
countries cervical cancer is the leading cancer. Cervical Cancer
is currently the 11th most common cancer among women in the
United States, with an incidence of 7.5 per 100 000 women and
a mortality of 2.3 per 100 000 nationally between 2009 and 2013
[11]. The average age in our study was 58.12 + 13,31years old.
This age was higher than those found in Yaoundé by Sando et al.
(52.73 +£3.82 years), Engbang et al. in Douala (51.22 + 11.93 years
old), and Elmajjawi et al. Morocco, in his series of 696 cases that
had an average age of 50 years [12-14].

Literature mentioned 47.36 years old in ivory coast and the 49.5
years old indicated by Hasiniatsy et al. in Madagascar [15,16]. The
higher age in our study could be explaine by the fact that aging is a
risk factor for persistent infection. The rate of persistent high-risk
infection for women older than age 55 is 50%, while the persistent
rate of women younger than 25 years old is 20% [17]. The age
group most represented in our study was the age group from 58 to
67 years old in 37% of cases. In the N’Dah’s series the age group
most represented was the age group from 45 to 54 years made up
the majority of cases [15]. Most of patient had than 2 children in.

It has been demonstrated in literature that there is an association
among increased risk of Cervical Cancer and higher parity [18-
20]. In our study the party was higer in 63% of cases.

The level of study was primary in 70% of cases in our study, this
can be one of the causes of lack of knowlege about prevention of
cervical cancer, that can lead to human papillomavirus infection by
using the unprotected intercourse relationship. According to some
studies, Human papillomavirus (HPV) types 16, 18, 31, 33, 35,
39,45, 51, 52, 56, 58, and 59 are classified as causes of Cervical

Cancer [15] Also in low incomes countries the programm against
cancer is often not available.

Only two patient received oral contraception in our study. of
oestrogen-progestagen contraceptives are also a risk factor of
Cervical Cancer [21]. In most of low incomes countries particularly
in subsaharian Africa, patients come late and at that time disease are
not limited in cervix, therefore the most revealing sign or clinical
presentation was ulcerate budding cervix in 100% bleeding in our
study. This result was simular to those of literarature [22,15].

The histological type most represented by squamous cell carcinome
in 95% of cases in our study. This predominance of squamous
was also the same in literature [16,23,24]. Other authors found
the predominance of adenocarcinome [25]. The most represented
stage of extension in our study was locoregional or advanced stage
in 70% of cases. This was also found in literature [6,28]. This could
be explained by the lack of knowledge about cervical cancer due to
the primary level study in our study and the lack of policies about
cancer prevention in general and particularly in cervical cancer.

Ouf of 57 patients only 27 received specific treatment soit 47.36%
in our study so the most represented treatment was chemotherapy
in 56% of cases followwed by radiochemotherapy in 37% of
cases. No patient received surgery alone because they were in
locoregional or advanced stage and the treatment at that stage is
radiochemothrapy. Surgery is indicated in a local stage for the
treatment of cervical cancer [27].

The comparison of the two groups (age<50 and age >50 years old)
allowed to note that there was more cervical cancer (56 cases) in
the the group of women with the age of more than 50 years old in
our study. This result was not significant but could be explaine by
the fact that getting aging is a risk factor for persistent infection.
The rate of persistent high-risk infection for women older than age
55 is 50%, while the persistent rate of women younger than 25
years old is 20% [17]. There was relationship between parity and
cervical cancer in our study. This results was stastiscally significant
and was corroborate with the literature [18-20].

Conclusion

Cervical cancer is second cancer after breast cancer in women
at Pointe Noire, patients arrived in late stage (locoregional and
metastatic). The most represented treatment at Pointe Noire is
chemetherapie alone. Radiotherapy is not avalable in our context
of low incomes countries. The increasing trend of Cervical Cancer,
its identification at advanced stage, increasing cost of treatment
and poor knowledge about screening have increased the burden
of cervical cancer. Although the incidence of Cervical Cancer in
Pointe Noire is lower than other western countries, but Late-stage
diagnosed condition rate is high due to scarcity of awareness,
unavailability of Pap smear test, lack of follow-up and late
presentation of cervical cancers. Late-stage diagnosed condition
needs implementation of screening programme on the national
level and to enhance the public health education to save the lives
of Congolese women.
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