
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Abstract: 
Background: Cervical cancer is a major health disorder among female population especially in developing countries like 

India. Cancer of cervix has also been recognized as a preventable disease by World Health Organisation (WHO). High 

incidence of cervical cancer is usually seen in certain strata of population, which makes it imperative to know the 

epidemiological status of the disease. Objective: To correlate the effect of age, parity, age of marriage, religion, socio-

economic status in the incidence of cervical cancer and its premalignant conditions. Materials and Methods: 100 

sexually active patients of age group 10-50 years and above with complaints of unhealthy cervix were evaluated and their 

demographic data analyzed. Diagnosis of cervical cancer was established using colposcopically guided biopsy in the 

suspected cases. Results: Out of 100 women examined 77 were in the age group of 20-39 years comprising of 51 Hindus 

and 25 muslims. 37 patients from the group of unskilled workers and 28 from semi-skilled workers were seen. Most 

females had 3-4 para with only 7 females being nulliparous. 52, 30 and 8 cases of bilateral tubectomy, non-use of 

contraception and intrauterine contraceptive device (IUCD) respectively were seen. Conclusion: Factors like high parity, 

increased duration of married life (especially with regards to early teenage marriage), non- barrier contraceptive use and 

low socio-economic status are related to increased incidence of cervical cancer.  
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Introduction: 
 Carcinoma of cervix is a major cause of 

morbidity and mortality in the female population 

more so in developing countries like India. Incidence 

of new cervical cancer cases in 2004 was estimated 

to be approximately 112,609 and is expected to rise 

to 139,864 in 2015 [1]. In India Indian Council of 

Medical Research (ICMR) has estimated its 

incidence at 17.2-55 per 100,000 women in different 

parts of the country. 126,000 new cases are reported 

in India every year with 71,000 deaths occurring 
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annually [2]. In developed countries the incidence is 

as low as 1-8 per 100,000 women [3]. 

 An estimated 4,70,000 new cases are 

diagnosed worldwide annually with about 80% of 

these being in developing countries with India 

contributing to about a quarter of the global burden 

of cervical cancer [2]. Such lopsided data indicates to 

relation of carcinoma cervix with low socio-

economic status of the population, which is more 

prevalent in developing countries. This decreased 

incidence of carcinoma cervix in developed countries 

is result of cervical cytology programmes, which 

involve screening of sexually active women 

annually, or once in every 2-5 years [4,5].  

 It has not been possible to identify with 

certainty the factors contributing to the marked 

difference in the geographic distribution of 

carcinoma cervix, however various factors such as 

repeated pregnancy, sex, hygiene and low socio- 

economic status have been described as attributes to 

carcinoma of cervix. The role of smegma has also 

been suspected in development of carcinoma of 

cervix with almost non-existence of this disease in 

Jewish population, who practice circumcision [6].  

 We hereby aim to assess the presence of the 

various risk factors associated with carcinoma of 

cervix in our study in Indian population. 

 

Materials and Methods 
 100 women were evaluated who attended the 

Gynaecological OPD and whose cervices were 

detected clinically to be unhealthy after taking a 

written informed consent. Patients unwilling for per 

vaginal examination were excluded from our study.  

 Information related to their age, religion 

(with associated religious practices), socio- economic 

status, parity, contraception practiced and duration of 

married life was collected and analyzed. The 

diagnosis of cervical cancer was established using 

cytology, colposcopy and colposcopically guided 

biopsy.  

 

Results 
 100 women of age group 10-50 years and 

above with unhealthy cervix were examined and 

evaluated. Most number of patients were present in 

the age group of 20 to 29 years with 39 patients and 

with 38 patients in the age group of 30 to 39 years 

being the second most common age group. 14 

women were from 40 to 49 years age group and 5 

women were above 50 years; thus out of 100 patients 

77 were between 20-39 years of age. 

 Age  Number of Cases 

10 to 19 03 

20 to 29 39 

30 to 39 38 

40 to 49 15 

50 and above 05 

Table 1: Age Distribution of Cases 

 

Religion  Number of 

Cases 

Atypical TZ 

Hindus  67 19 (28.35%) 

Muslims  31 07 (22.6%) 

Others  02 ----- 

Table 2: Distribution of Cases According to 

Religion 

 

 

Status  Profession of Patient/ 

Spouse 

Number of 

Cases 

I Professors, Doctors, 

Lawyers and Heads of 

Institutions 

03 

II Junior Executives, 

Higher Secondary 

School Teachers, Small 

Business persons etc. 

14 

III Clerks, Primary School 

Teachers and 

Mechanics 

18 

IV Semi- skilled 28 

V Unskilled  37 

Table 3: Distribution of Cases According to Socio-

economic Status 

 

Parity  Number of Cases 

Nulliparous  07 

1 to 2 22 

3 to 4 51 

5 and above 20 

Table 4: Distribution of Cases According to Parity 

 

Contraception Practiced  Number of Cases 

Condom  10 

IUCD 08 

Bilateral tubectomy 52 

None  30 

Table 5: Distribution of Cases According to 

Contraception Practiced 
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Married Life  Number of Cases 

Unmarried  01 

< 10 25 

10-19 63 

> 20  08 

Table 6: Distribution of Cases According to 

Duration of Married Life 

 

 

Parity  Total 

num

ber 

of 

Case

s 

Dyspl

asia 

by 

Cytolo

gy 

Atypi

cal 

TZ 

CIN/ 

CIS 

on 

Biops

y 

Invas

ive 

Canc

er 

Nullipar

ous  

07 --- --- --- --- 

1-2 22 1 

(7.6%) 

4 

(15.3

%) 

6 

(20.7

%) 

--- 

3-4 51 6 

(46.15

%) 

15 

(57.6

%) 

15 

(51.72

%) 

1 

(50%) 

5 and 

above 

20 6 

(46.15

%) 

7 

(26.92

%) 

8 

(27.6

%) 

1 

(50%) 

Table 7: Distribution of Cases According to Parity 

and Diagnosis 

 

 

Methods of 

Contraceptio

n  

Total 

numbe

r of 

Cases 

Dysplasi

a on 

Cytolog

y 

Malignancy 

on 

Histopatholo

gy 

Condom 

 

10 

(10%) 

--- 4 (13.8%) 

IUCD 

 

8 (8%) --- 3 (10.34%) 

Bilateral 

Tubectomy 

52 

(52%) 

11 

(84.6%) 

17 (58.63%) 

None 

  

30 

(30%) 

2 

(15.4%) 

5 (17.2%) 

Table 8: Distribution of Cases According to 

Contraception Practiced and Diagnosis 

 

 

 

 

 

 

 

 

Married 

Life (in 

years) 

Total 

number 

of Cases 

Dysplasia 

on 

Cytology 

Atypical 

TZ 

Unmarried  

 

01 --- --- 

< 10 

 

25 1 (7.7%) 4 (15.4%) 

10-19 

 

66 10 (76.9%) 16 

(61.5%) 

> 20 

  

08 2 (15.4%) 6 (23.1%) 

Table 9: Distribution of Cases According to 

Duration of Married Life and Diagnosis 

 

 Amongst 100 women studied, 67 women 

practiced Hinduism and 31 women were muslims. 

With regards to socio- economic status 37 women 

were unskilled workers (status V) and formed the 

largest occupational/ socio- economic group, 

whereas only 3 women were spouses of highly 

qualified professionals like professors, doctors, 

lawyers etc. Wives of semi-skilled workers formed 

the second largest group of workers with 28 women 

forming this occupational/ socio- economic group. 9 

(24.32%) women belonging to status V socio-

economic status showed atypical T-Z and 7 (18.91%) 

cases showed dysplastic cells by cytology.  

 51 women had history of 3 or 4 paras and 

only 7 women were nulliparous. It was observed that 

higher he parity, greater the frequency of occurrence 

of carcinoma of cervix and associated premalignant 

conditions. 1 (7.6%), 6 (46.15%) and 6 (46.15%) 

patients had dysplastic changes among the 1-2 para, 

3-4 para and 5 and above paras respectively. 

Similarly 6 (20.7%), 15 (51.72%) and 8 (27.6%) 

women had CIN/ CIS changes on cytology among 

the 1-2 para, 3-4 para and 5 and above paras 

respectively. None of the nulliparous women had 

either of dysplasia, atypical TZ, CIN/CIS or invasive 

carcinoma.  

 90 women had history of unprotected 

intercourse either due to bilateral tubectomy or non-

use of contraception or intrauterine contraceptive 

device (IUCD) with 52, 30 and 8 cases respectively. 

Only 10 females gave history of use of condom as 

the choice of contraception. No female gave history 

of use of oral contraceptives. Of all the cases 

showing changes of malignancy on histopathology, 

22 (75.83%) had history of unprotected intercourse 

with 17 females having history of bilateral tubectomy 

and 5 females not using any contraception.  
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 63 females gave history of 10-19 years of 

age of marriage, whereas 25 women had < 10 years 

of age of marriage. Only one female was unmarried. 

16/ 26 (61.5%) and 10/ 13 (76.9%) of cases of 

atypical TZ and dysplasia belonged to females with 

history of 10-19 years of marriage. Similarly 6/ 26 

(23.1%) and 2/ 13 (15.4%) of cases of atypical TZ 

and dysplasia belonged to females with history of 

>20 years of marriage. 

   

Discussion 
 Association of cervical cancer with various 

socio- economic status has been studied in recent 

years. Studies have shown that incidence of cervical 

cancer is relatively more in certain religious 

communities, primarily because of religious beliefs 

and practices especially believing in occurance of 

disease as a cause of God’s wrath [7]. In our study 

we found no significant difference in presence of 

malignant/ pre-malignant conditions in hindus and 

muslims with 19 (28.35%) and 7 (22.6%) of patients 

from each community effected respectively.  

 Increased presence of cervical disease in 

females of lower socio-economic status has been 

well researched in recent years [6,8,9]. In our study 

we found that 9/ 37 (24.32%) of women belonging to 

status V showed atypical TZ and 7/ 37 (18.91%) 

showed dysplastic cells by cytology. This was in 

accordance with other studies that women of low 

socio- economic status tend to have higher risk for 

developing disease likely due to increased risk of 

infection and lack of knowledge and health facilities.  

 In our study we found that incidence of 

cervical disease was higher in women with high 

parity. In women with parity 1-2, the incidence of 

dysplasia was 1 (7.6%), whereas in women with 

parity 3-4, the incidence of dysplasia was 6 

(46.15%). Among women with parity 5 or more the 

incidence of dysplasia was also 6 (46.15%). Atypical 

TZ was seen in 7 (26.92%) in women with children 5 

or more. The incidence of CIN/ CIS was seen in 15 

(51.72%) in women with 3-4 children. One case of 

invasive carcinoma was seen in women with 3-4 and 

5 or more children respectively. Similarly higher 

percentage of cases of CIN I and CIN II were seen 

more frequently in women with parity 3-4 and 5 or 

more children. A study published in 2013 also found 

out that parity is a cofactor in development of 

cervical carcinoma [10,11].  

 Consummation of marriage at an early age is 

a significant risk factor for development of 

carcinoma of cervix. In our present study 6 (23.1%) 

had atypical TZ by colposcopy and 2 (15.4%) of 

cases showed dysplasia by cytology in women who 

had married life for > 20 years. Similar findings have 

been published by other authors who found that 

incidence of cervical cancer increased in women who 

were married before the age of 17-20 years [11,12]. 

28% of our patients also gave history of first 

intercourse before the age of 20 years. 

 Relation of contraceptive practice and 

incidence of cervical cancer is well known. 4/ 10 

women who practiced barrier contraception using 

condoms had CIN on histopathology. Out of 13 cases 

that had dysplasia on cytology 11 (84.6%) had 

history of bilateral tubectomy. 17/ 52 women who 

had history of bilateral tubectomy had CIN on 

histopathology. This higher incidence of cervical 

cancer in patients with high possibility of 

unprotective intercourse is in concordance with other 

studies conducted in various parts of the world [13-

15]. It is believed that increased chances of exposure 

to Human Papilloma Virus in cases of unprotected 

intercourse leads to higher chances of cervical 

cancer. More direct exposure to carcinogens like 

spermatozoa has also been implicated to increased 

risk of cervical cancer in unprotected intercourse [6]. 

 In concordance with our findings we would 

like to conclude that factors like high parity, 

increased duration of married life (especially with 

regards to early teenage marriage), non- barrier 

contraceptive use and low socio-economic status are 

related to increased incidence of cervical cancer. 

However, no significant correlation to religious 

practices was seen in our study with both the major 

religions showing similar incidence of disease.  
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