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Abstract 
Background: Surgery is the treatment for early-stage cervical cancer. Radio-
chemotherapy is used in the treatment of locally advanced stages. But the 
choice of treatment can be difficult. Objective: The objective of this work was 
to evaluate the therapeutic aspects of cervical cancer in the early stages IA to 
IIA in the oncology department of A Ledantec Hospital in Dakar. Patients 
and methods: This was a descriptive retrospective study, from January 2015 
to December 2020, in the oncology department of A Ledantec Hospital, in-
cluding all the patients who had been treated for early-stage invasive cervical 
cancer. Results: We included 28 patients. The average age was 49.54 years 
old. There were 11 patients (39.3%) with a stage ≤ IB1. Surgery was the first 
in 14 patients (50%). The initial approach was a midline supra and subumbil-
ical laparotomy. The surgery was R0 in 65.22%. Postoperative complications 
were found in 4 patients including 1 case of operative wound suppuration, 1 
case of dysuria, 1 case of postoperative eventration and 1 case of rectovaginal 
fistula. Concomitant Radiochemotherapy was neoadjuvant in 7 cases (25%), 
adjuvant in 14 cases (50%). The chemotherapy was neoadjuvant in 09 cases 
(56.25%) and adjuvant in 7 cases (43.75%) with minor toxicities. We had rec-
orded 2 deaths. Conclusion: The treatment of the early stages of invasive 
cervical cancer is based on surgery. Neoadjuvant treatments may be useful in 
particular situations. 
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1. Introduction 

Treatment for cervical cancer depends on the stage. The operable early stages IA 
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and IB1 are resected and locally advanced stages from IB2 onwards benefit from 
concomitant radiochemotherapy [1] [2]. The difficulty of evaluating certain cas-
es and the choice of certain teams show a difference in the treatment choices. 
Beyond stage IB2 the cancer is locally advanced. Certain situations, in particular 
the unavailability of radiotherapy and comorbidities, may require the choice of 
neoadjuvant chemotherapy or radiotherapy. The objective of this work was to 
evaluate the therapeutic aspects of cervical cancer in the early stages IA to IIA in 
the oncology department of A Ledantec Hospital in Dakar. 

2. Patients and Methods 

This was a descriptive retrospective study in the oncology department of A Le-
dantec Hospital in Dakar. It took place from January 2015 to December 2020, a 
period of 6 years. We included all patients treated for histologically confirmed 
invasive cervical cancer, early stage IA to IB1 and extended to IIA. All patients 
were listed and discussed in multidisciplinary tumor board. The data was col-
lected on a collection sheet. They are then transposed on excel and then processed 
on SPSS. Overall survival was calculated using the Kaplan Meier method. Com-
parative survival was calculated using the Log Rank method. The p value was 
considered significant for a value less than 0.05. 

3. Results 

We had registered a total of 28 patients with early invasive cervical cancer over 6 
years. The mean age of the patients was 49.54 ± 8.96. 

3.1. Tumor Size 

The tumor was clinically palpable on vaginal examination in 23 patients with a 
mean size of 2.71 ± 1.36 cm [0.6; 7 cm]. The tumor size was ≤2 cm in 11 patients 
(39.29%) (Figure 1). 
 

 
Figure 1. Distribution of patients according to tumor size. 
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3.2. Clinical Stage 

Stage IB2 was the most represented, i.e. 39.3% (n = 11) followed by stage IB1 
(Figure 2). 

3.3. Indications for Surgery 

Surgery was the first treatment in 14 patients (50%). It was post-radiochemotherapy 
in 06 patients (22%), post-chemotherapy alone in 07 patients (8.7%) and post- 
radiotherapy alone in 1 patient (3.6%). The initial approach was a midline supra 
and subumbilical laparotomy. The actions performed are summarized in Table 
1. 

3.4. Quality of Surgery 

Surgery was complete in 60.7% (n = 17) of cases. On histology, surgery was R0 in 
71.4% of cases (n = 20), R1 in 25% of cases (n = 7) and R2 in 3.5% of cases (n = 
1) (p = 0.27). The mean number of lymph nodes on dissection was 7.27 ± 6.36. 
The mean number of lymph nodes invaded was 0.23 ± 0.75 [0 and 3]. Two oper-
ated patients presented with 3 and 2 lymph nodes, respectively, for stages IB2 
and IIA. The number of lymph nodes invaded related to FIGO stage is shown in 
Table 2. 
 

 
Figure 2. Distribution of patients according to clinical stage. 
 
Table 1. Types of surgery. 

Type of surgery n % 

Hysterectomy 1 3.5 

Hysterectomy + oophorectomy 5 17.85 

Hysterectomy + oophorectomy + pelvic node dissection 22 78.57 
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Table 2. Lymph node involvement according to clinical stage. 

FIGO stage 0N+ 1N+ 2N+ 3N+ 

IA 1 0 0 0 

IA2 2 0 0 0 

IB1 8 0 0 0 

IB2 11 0 0 1 

IIA 6 0 1 0 

Total 28 0 1 1 

3.5. Adjuvant Treatment 

Radiotherapy was adjuvant in 14 cases (50%). In 50% of cases (n = 14), conco-
mitant adjuvant radio-chemotherapy was necessary due to unfavorable criteria, 
such as parametrial involvement, an affected margin, significant stromal inva-
sion, or the existence of lymph node metastases. 

The mean dose administered was 60.47 ± 7.44 Gray [46; 66 Gray]. A complete 
clinical response was noted in 19 patients (82.61%) (n = 23) and partial in 04 pa-
tients. The side effects of radiotherapy were 01 case (4.35%) of vaginal synechia, 
and 03 cases (13.04%) of grade 2 digestive toxicity. 
- Chemotherapy 

It was effective in 57.14% of cases (n = 16). It was adjuvant in 07 cases 
(43.75%). The most used protocol was the Carboplatin-paclitaxel protocol in all 
patients (n = 16). The response was complete in 87.5% of cases (n = 14). 

3.6. Operative Complications 

No intraoperative incident was notified during the various surgical procedures. 
The postoperative course was marked by complications in 4 cases (14.3%). 

Postoperative complications were divided into early, secondary and late. 
- Early complications: 

1 case of suppuration of the abdominal occurred on day 3. 
- Secondary complications: 

1 functional urinary disorder, such as dysuria, was found in one (01) patient. 
- Late complications: 

1 rectovaginal fistula was noted. The patient presented with stage IIA squam-
ous cell carcinoma of the cervix having undergone radiotherapy alone 66 gray 
followed by R1 surgical resection without pelvic dissection due to post-radiation 
fibrosis. An elective colostomy was therefore performed. 

1 case of postoperative eventration was noted. 

3.7. Survival 

Mortality was 7.14% (n = 2). Bilateral centro-pelvic and iliac recurrence was di-
agnosed at month 19. Nine (09) cases of recurrence were noted within a mean 
period of 26.33 ± 09.24 months. 
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The overall survival of the patients was 28.78 ± 12.77 months [5; 64 months]. 
For patients who had surgery as first treatment (n = 14), survival was 28.56 ± 

16.40 months [12; 64 months], median at 27 and 27.59 ± 16.29 months [5; 64 
months], median at 26 for patients having had post-radiochemotherapy surgery 
(n = 7); (p = 0.46). 

4. Discussion 
4.1. Primary Surgery 

Surgery remains the standard treatment for invasive early cervical cancers (IB1 
or IIA1), based on radical hysterectomy associated with pelvic dissection [1] [3]. 
There is no data showing the superiority of surgery over radiotherapy and the 
likelihood that patients will require additional radiotherapy due to negative risk 
factors is high [4]. The sentinel node technique has been prospectively evaluated 
in early stage cervical cancers and the Senticol-1 study demonstrated the feasi-
bility of this technique [5]. To date, dissection remains the gold standard for as-
sessing lymph node status. Tumor size has little influence on the choice of sur-
gery. It seems to influence the choice of radiotherapy [6]. 

4.2. Surgery after Neoadjuvant Treatment 

Concurrent radiochemotherapy (CRC) is the benchmark in locally advanced stag-
es. In the early stages, even in cases of non-inferiority, morbidity is a sufficient 
argument for the choice of surgery. It is not clear whether patients with stage IB2 
or IIA2 cervical cancer can first receive chemotherapy and then have a hyste-
rectomy, even under certain conditions. However neoadjuvant treatments can al-
low tumor volume and bleeding regression [7]. 

4.3. Surgery and Radiotherapy 

There is no data showing the superiority of surgery over radiation therapy and 
the likelihood that patients will require additional radiation therapy due to nega-
tive risk factors is high. For patients who develop recurrent disease after defini-
tive surgery and who have not received previous radiation therapy, salvage radi-
ation therapy is the treatment of choice. And patients who have received defini-
tive primary radiation therapy are candidates for surgical resection [8]. The use 
of brachytherapy seems to lead to a very low rate of local relapses, a risk of pa-
rametrial damage of the order of 0.5% and a completely acceptable safety profile, 
without an increase in operative morbidity [9] [10]. 

4.4. The Results of the Surgery 

On the carcinological level, the state of the surgical margins does not correlate 
with the prognosis because of the potential use of adjuvant radiotherapy [11]. 
The complications of radical hysterectomy are numerous. Lesions of the geni-
tourinary system are in the order of 1% to 2% [12] [13]. Considering the surgical 
way, the risk of bladder and ureteral injury is higher with laparoscopic hyste-
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rectomy than with abdominal hysterectomy [14]. 
Ureteral lesions are generally less common than bladder lesions because their 

incidence is underestimated. Studies show that around 66% of ureteral lesions 
are unrecognized intraoperatively [15]. Recto-vaginal fistulas are rarer, but their 
repair is more difficult. They are seen especially in the event of very extensive 
surgery and if radiotherapy has been administered. Their diagnosis is easy and 
repair should be postponed [16]. Regarding the quality of sex life, several women 
have reported sexual dysfunctions after radical hysterectomy. Dyspareunia, anor-
gasmia and vaginal dryness have been reported [17] [18]. 

4.5. Adjuvant Treatment 

It is not systematic, it depends on the histological results of the surgery and fol-
low up. In the event of incomplete surgery, progressive continuation or recur-
rence, radiotherapy or radiochemotherapy are more indicated than salvage sur-
gery. 

4.6. The Survival 

The difference in terms of overall survival at five or ten years is not significant in 
patients with stage IB2, IIA or IIB disease treated with radiotherapy alone and 
radiotherapy followed by surgery (p > 0.5) [19]. Surgery may reduce the rate of 
local recurrence, especially in patients with tumors larger than 4 cm [20]. Posi-
tive lymph nodes are an independent prognostic factor for overall survival [21]. 
A high rate of extra cervical disease and pelvic and/or para-aortic lymph node 
involvement is associated with a decrease in overall survival despite a complete 
response after chemoradiotherapy [22]. 

The limitations of the work are above all the inconstancy of the availability of 
radiotherapy; This resulted in the exclusion of some patients from the study. 

5. Conclusion 

Surgery is the essential treatment for the early stages of cervical cancer. For more 
advanced stages, concomitant radiochemotherapy is recommended. Surgery can 
be a recourse in the event of recurrence. The carcinological prognosis is good. 
But the complications and sequelae are still numerous. Hence the interest is in 
developing less invasive surgical methods and promoting prevention. 
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