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ABSTRACT 
 

Background: Gynaecological malignancies are important cause of female mortality and morbidity 
worldwide. The distribution and frequency of these tumors vary from one region to the other.  
Aim: This study is aimed at determining the prevalence and pattern of gynecological malignancies 
in Calabar, Nigeria. 
Method: A descriptive study of the cancer of the female genital tract of 154 patients was undertaken 
using the histology register of Pathology Department, University of Calabar Teaching Hospital, 
Calabar, Nigeria to retract gynecological malignancies for a period of 11 years. 
Results: Result showed that the most prevalent gynecological malignancies occurred in the uterine 
cervix accounting for 56% of all the gynecological malignancies seen within the specified duration 
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studied with peak prevalence occurring at the fifth decade of life. The least prevalent was cancer of 
the vagina representing only 1.9% of cases evaluated. 
Conclusion:  The study revealed that prevalence of gynecological malignancies is high. There is 
therefore the need for increased awareness through outreaches, symposia, educational programs, 
health talks, etc., to enhance reduction of the menace drastically. 
 

 

Keywords:  Gynaecological malignancies; cervical cancer; corpus uteri cancer; histopathological 
subtypes; Calabar. 

 

1. INTRODUCTION 
 

Malignancy is a condition in which abnormal cells 
divide without control and can spread to other 
areas. Gynaecological malignancies affect the 
female reproductive tract and could lead to death 
if not detected early and treated [1]. 
 

Gynaecological malignancy is an important 
public health issue in the developing world [2]. 
The significant challenge in the developing world 
are the lack of and inadequate cancer 
awareness, uncertain epidemiology, variable 
pathology and lack of proper screening facilities. 
Delayed presentation often results in poor clinical 
outcome, which could be averted by early 
detection of these cancers and prompt initiation 
of treatment [2].  
 

The most common kinds of gynaecological 
malignancies affect the cervix, ovaries and 
endometrium (uterus), other less common areas 
are the vulva, vagina and fallopian tubes. And 
malignancies are mostly found in women in the 
5th decade of life (50-59 yrs). Gynaecological 
cancers are divided histologically (classification 
based on type of cells in which it began) into 
carcinomas (cancers that begin in the epithelium 
of the organs of the female  reproductive  
system) and sarcomas (cancers that  begin in  
bone, cartilage,  fat, muscle, blood  vessels,  or  
other connective  or  supportive  tissue of the 
female reproductive tract). Patients with 
sarcomas are usually younger than those with 
carcinomas [1]. Gynaecological malignancies 
affects women in developing world at a time of 
life when they are critical to the social and 
economic stability of their families [3]. 
 

2. METHODS 
 

A descriptive study of the cancer of the female 
genital tract (involving the cervix, uterus, ovary, 
vagina and vulva) was done using materials from 
the University of Calabar Teaching Hospital, 
Calabar over a period of 10 years (1996-2005). 
The histology registers of Department of 
Pathology, University of Calabar Teaching 

Hospital, Calabar was accessed and 
gynaecological malignancies were retracted for 
the study period.  
 

The data and results collated were analyzed 
using Microsoft Excel 2016 and IBM SPSS 
Version 21. The data was analyzed               
using inferential statistics (frequencies and 
percentage), analysis of variance and graphical 
charts to present the results of our findings.The 
level of significance was set at 0.05. 
 

3. RESULTS  
 

One hundred and fifty-four (154) cases of 
gynaecological malignancies were seen during 
the study period. More gynaecological 
malignancies was recorded in the year 2000 
while the least was recorded in the year 1999. 
The age of the women ranges from 7 years to 85 
years with mean age of 48.08 (SD 14.40). The 
largest numbers of gynaecological malignancies 
occurred in women from the fifth of life with 41 
(26.62%) of the women belonging to this age 
bracket. The highest mean age was in                 
women with vulva cancer followed by                  
women with uterine cancer. The lowest mean 
age was in women with vagina cancer.                 
There was no statistical significance difference              
in the mean age of the women in this study                
as all the means were presented in            
homogenous subsets after a post hoc test 
following analysis of variance (ANOVA) with F = 
2.906, P=0.010 
 

Cancer of the uterine cervix (cervical cancer) 
accounts for the most prevalent gynaecological 
malignancy in this study with a prevalence of 
59% followed by Cancers of the Corpus Uteri 
with a prevalence of 21% (of which the 
prevalence of endometrial cancer was 13.64%, 
Myometrium 1.30% and Uterus (unspecified) was 
recorded as 6.49%). The third prevalent 
malignancy was ovarian cancer accounting for 
10% followed by cancer of the vulva 8% while 
vaginal cancer was rare accounting for only 2%. 
There was no case of fallopian tube malignancy 
during the study period. 
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Fig. 1. Yearly presentation of gynaecological malignancies 
 

 
 

Fig. 2. Age distribution in gynaecological malignancies 
 

The distribution of histopathological subtypes of 
gynaecological malignancies were shown in 
Table 3. Squamous cell carcinoma was the most 
common cancer recorded in the study. 

 
Gynaecological malignancies were observed 
most in the fifth decade, (age range 50-59). A 
decline was also observed with increase in age 
among the women in this region. 

 
The table shows the age distribution of 
gynaecological malignancies in relation to their 
anatomic positions. Cervical cancer is the 

commonest of all and the presentation was 
observed to peek at the fifth decade of life 
among the study population. 

 
The highest mean age was in women with vulva 
cancer followed by women with uterine cancer. 
The lowest mean age was in women with vagina 
cancer. There was no statistical significance 
difference in the mean age of the women in this 
study (F = 2.906, P=0.010) 

 
Cancer of the cervix (cervical cancer) is the 
commonest gynaecological malignancy observed 



 
 
 
 

Omotoso et al.; ARJGO, 1(1): 6-14, 2018; Article no.ARJGO.40743 
 

 

 
9 
 

having a prevalence of 59% of the total patients 
with gynecological malignancy that visited the 
University of Calabar Teaching Hospital for 
therapy followed by cancer of the corpus uteri 

(21%), cancer of the ovary accounts for 10%, 
vulva cancer 8% while vagina cancer prevalence 
was 2%. 

 

Table 1. Age/anatomic distribution of gynaecological malignancies 
 

Site ≤19 20-29 30-39 40-49 50-59 60-69 ≥70 

Cervix 0 7 15 18 27 16 8 

Corpus uteri 

  Endometrium 

 Myometrium 

 Uterus (unspecified) 

 

0 

0 

0 

 

3 

0 

1 

 

4 

1 

2 

 

0 

0 

3 

 

8 

1 

2 

 

4 

0 

1 

 

2 

0 

1 

Ovary 2 3 4 3 2 1 0 

Vulva 0 1 1 4 1 4 1 

Vagina 0 0 2 1 0 0 0 

Total (%) 2   

(1.30) 

15 
(9.74) 

29 
(18.83) 

29 
(18.83) 

41 
(26.62) 

26 
(16.88) 

12 
(7.79) 

 

Table 2. Relative frequency and age distribution of gynaecological malignancies 
 

Site Frequency Percentage Age Anova 

Age 
range 

mean ± sd 

Cervix 91 59.09 21-85 50.07  ± 13.57
a
 F = 2.906 

Corpus uteri 

 Endometrium 

 Myometrium 

 Uterus (unspecified) 

 

21 

2 

10 

 

13.64 

1.30 

6.49 

 

25-70 

35-57 

23-70 

 

48.57  ± 14.65
a
 

46.00  ± 15.56
a
 

46.30  ± 13.52
a
 

P= 0.010 

Ovary 15 9.74 7-60 35.87  ± 14.60
a
  

Vulva 12 7.79 25-80 52.50  ± 15.30
a
  

Vagina 3 1.95 30-40 35.33  ± 5.03
a
  

Total 15 4 100 7-85 48.08  ± 14.40  

 

 
 

Fig. 3. Prevalence of gynaecological malignancies 
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Table 3. Distribution of tumour site and histopathological types 
 

Tumour site Histopathological type Number of cases (%) 

Cervix Adenocarcinoma  

 Unspecified 

 Well differentiated 

 Infiltrating  

Carcinoma in-si-tu 

Endometroid ca cystadenocarcinoma 

Squamous cell ca 

 Unspecified  

 Infiltrating 

 Invasive 

 Well differentiated 

 Moderately differentiated 

 Poorly differentiated 

 Small cell 

 Large cell 

Total 

 

1 (1.10) 

2 (2.20) 

1 (1.10) 

3 (3.30) 

1 (1.10) 

1 (1.10) 

 

29 (31.87) 

8 (8.79) 

31 (34.07) 

1 (1.10) 

2 (2.20) 

2 (2.20) 

5 (5.49) 

4 (4.40) 

91 (100) 

Endometrium   Adenocarcinoma 

 Undifferentiated 

 Well differentiated 

 Moderately differentiated 

Endometraial Ca 

 Poorly differentiated 

 Undifferentiated 

 Choriocarcinoma 

 Squamous cell ca 

 Unspecified  

 Infiltrating 

 Invasive 

 Well differentiated 

 Large cell 

 Metastatic 

Total 

 

1 (4.79) 

2 (9.52) 

3 (14.29) 

 

1 (4.79) 

1 (4.79) 

1 (4.79) 

 

 

5 (23.81) 

1 (4.79) 

3 (14.29) 

1 (4.79) 

1 (4.79) 

1 (4.79) 

21 (100) 

Myometrium Infiltrating adenosquamous ca 

Infiltrating squamous cell ca 

Total 

1 (50.00) 

1 (50.00) 

2 (100) 

Uterus (otherwise 
unspecified)   

Adenocarcinoma 

 Infiltrating 

 Moderately differentiated 

Burkitt lymphoma 

Choriocarcinoma 

Cystadenocarcinoma 

Squamous cell ca 

 Unspecified 

 Infiltrating 

 Invasive 

Total 

 

1 (10.00) 

1 (10.00) 

1 (10.00) 

1 (10.00) 

1 (10.00) 

 

1 (10.00) 

3 (30.00) 

1 (10.00) 

10 (100) 
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Tumour site Histopathological type Number of cases (%) 

Ovary Adenocarcinoma 

Burkitt lymphoma 

Endometrioid ca 

Papillary cystadenocarcinoma 

Papillary adenocarcinoma 

Serous cystadenocarcinoma 

Squamous cell ca 

 Unspecified  

 Infiltrating 

 Invasive 

Total 

1 (6.67) 

3 (20.00) 

1 (6.67) 

1 (6.67) 

4 (26.67) 

2 (13.33) 

 

1 (6.67) 

1 (6.67) 

1 (6.67) 

15 (100) 

Vulva Endometrioid cancer 

Squamous cell ca 

 Unspecified 

 Invasive  

Total 

1 (8.33) 

 

7 (33.33) 

4 (58.33) 

12 (100) 

Vagina Squamous cell ca 

 Unspecified 

 Invasive 

Total 

 

2 (66.67) 

1 (33.33) 

3 (100) 
 

4. DISCUSSION 
 
Gynaecological malignancies accounted for 
12.78% of all the 1207 malignant tumours 
histologically studied over the period of eleven 
years, this is quite high when compared with 
other studies [4-9]. 11.7% was reported in a 
study conducted in Kano [4], in Abakaliki [5] 
(8.4%), 5.4% in Jos [6], 4.18% in Port Harcourt 
[7], 2.8% Ghana [8] and 0.32% was reported in 
Pakistan [9]. More gynaecological tumours were 
seen in the year 2000 compared with the amount 
seen in other years in this study. Cancer of the 
cervix was the most prevalent gynaecological 
malignancy seen, with a prevalence of 59% (91) 
of the total gynaecological malignancies. This 
finding is consistent with other reports from             
other parts of Nigeria, and other parts of Africa 
[4-7,8]. 
 
Majority of the gynaecological malignancies 
occurred within the age bracket 30-69 years, 
similar with what was obtained from other studies 
from Abakaliki [5], Enugu [10,11], and Port 
Harcourt [7]. The mean seen in this study was 
48.08 ± 14.40, this is similar to the mean age 
from a study in Bangladesh that focuses on 
gynaecological cancers from surgical specimens 
by Rahman et al. [12]. There was no observable 
statistical difference between the tumour site   

and age distribution of the gynaecological 
malignancies (F=2.906, P=0.010) with a             
p-value of 0.05. The highest mean age was  
seen in cancer of the vulva with mean age of 
52.50 ± 15.30 while the least was seen among 
those with vagina cancer with mean age of 35.33 
± 5.03.  
 
Cervical cancer is the 4th most common cancer 
affecting women worldwide, after breast, 
colorectal, and lung cancers [13] but second 
most common malignancy in developing 
countries [14]. In this study also, cancer of the 
cervix accounted for the most prevalent 
gynaecological malignancy in our centre, with a 
prevalence of 59% in our eleven years study. 
This agrees with studies from other centres 
locally [4-7] and some international reports [2,8-
9,12].   

 
The prevalence of cancer of the corpus uteri was 
21%, the prevalence of endometrial cancer was 
13.64%. In this study, endometrial cancer 
accounts for the second most prevalent 
gynaecological malignancy. In the previous 
studies from other centers in Nigeria [4-7,10-11, 
14], Ovarian cancer is mostly reported to be 
more prevalent than endometrial cancer.  The 
mean age of cancer of corpus uteri in this study 
was 48.57 ± 14.65 for endometrial cancer, 46.00 
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±15.56 for cancer of the myometrium and 46.30 
± 13.52  for cancer of the uterus (site 
unspecified). There is no significant statistical 
difference in the mean ages of the individuals 
with cancers of the corpus uteri. The mean age 
reported for cancer of the corpus uteri in this 
study is similar with 41.58 ± 10.04 that was 
reported by Rahman et al. [12] and lower than 
58.0 ± 11.5 that was reported by Nwankwo et al 
in Enugu [10]. 
 
Ovarian cancer was the third commonest 
malignancy in our study, accounting for 9.74% of 
gynaecological malignancies. The prevalence is 
low when compared with other findings from 
different centres in Nigeria. 23.6% in Kano [4], 
21.2% in Enugu [11], 19.2% in Abakaliki [5], 
15.3% was reported in Jos [6]. The mean age 
ovarian cancer occurrence in outer study was 
35.87 ± 14.60 which was lower than the 46.7 ± 
11.3 reported in Enugu [10].  
 
Cancer of the vulva accounts for 7.79% which is 
in concordance with 7.1% which was reported by 
Agboeze et al in Abakaliki [5]. Ulla et al reported 
17.8% in a hospital based study in Pakistan [9], 
this is significant higher than the 7.79% observed 
in our study. Nwankwo et al also reported 4.3% 
in Enugu, Eastern Nigeria [10], 2.7% was 
reported in a study by Dhakal et al on the 
histological pattern of gynecological cancers in 
Nepal [15]. The mean age of 52.50 ± 15.30 was 
also observed in this study. Cancer of the vulvar 
are of two types, one resulting from intraepithelial 
neoplasia caused by human papilloma virus 
(HPV) infection the same committed virus 
causing cancer of the cervix and the order which 
results from the alterations of p53 or from chronic 
inflammation by non-neoplastic epithelial 
disorders [16].     
 
Cancer of the vagina accounts for 1.95% of 
gynaecological malignancies in our centre. 
Cancer of the vagina is usually not common as 
seen in previous studies from other parts of 
Nigeria [4-7,10-11]. 1.4% was reported in a study 
in Jos [6], 0.9% was reported in Enugu [10], and 
no case of vagina cancer was reported in a study 
in Kano and in Abakaliki [4,5]. A relatively low 
prevalence of 0.2% was reported in Ghana [8], 
1.08% was reported in Dhaka, Bangladesh by 
Rahman et al. [12] 3.5% was also reported in 
Sudan [17], and 4.44% was reported in a study in 
Pakistan [9]. The mean age seen in this          
study was 35.33 which is comparable to 37.67 
that was reported by Rahman et al in 
Bangladesh [12].  

Squamous cell carcinoma accounts for majority 
of the gynaecological malignancies seen in our 
study as presented in Table 3.  
 
Some common symptoms of gynaecological 
cancers/malignancies include: Abnormal vaginal 
bleeding or discharge, pelvic pain/pressure, 
bloating, abdominal or back pain, itching or 
burning sensations felt in/around the vulva. Both 
endometrial and cervical cancers are more likely 
to be diagnosed in the early stages because of 
their symptoms and the availability of effective 
screening tools. Regrettably, ovarian cancer is 
denoted the “silent killer” among the 
gynaecologic cancers because it is often not 
diagnosed until an advanced stage when a cure 
is difficult. 
 
Geographic variation of cancer cases involves 
regional variations in presence of major risk 
factors, availability of medical facilities, use of the 
available medical facilities, age and quality of the 
treatment prescribed for the patient [18,19]. In 
2007, about 72% of all deaths from cancer 
occurred in low- and middle-income countries, 
and the incidence is increasing [20]. Studies 
have shown that about 85% of cervical cancers 
occur in less developed regions mainly due to 
poverty, lack of knowledge and ignorance [21]. 
Cervical Cancer accounts for over 60% of the 
gynaecological burden in developing countries 
despite being preventable by current 
technologies [22]. Human Papilloma Viruses 
(HPV) are the principal causes of cervical 
cancers.  
 
A study by A.O. Oguntayo et al. [22] shows that 
gynaecological malignancies possesses a great 
financial burdens and most women who 
otherwise escaped maternal mortality might 
eventually become victims of cancer death, 
hence, prevention of gynaecological 
malignancies is of top most importance. 
 

5. CONCLUSION 
 
The morbidity and mortality resulting from 
gynaecological malignancies is progressing at an 
increasing rate, but can be effectively reduced 
through regular screening programs, life style, 
use of vaccination and through nationwide 
educational awareness and enlightenment 
programs. Endometrial cancer cases were seen 
to be on the rise, nationwide facilities for 
screening and regular gynaecological 
examinations and detailed follow-up surveillance 
system can drastically reduce the mortality and 
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morbidity resulting from gynaecological 
malignancies.  
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