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INTRODUCTION 

A. ORIGIN OF PROPOSAL –  

Cure with good quality of life (QOL) 

Among the common cancers like cancer breast; head and neck 

cancer; cancer lung; stomach cancer; the cancer which is predominant in 

women universally is cancer cervix. Out of all the South East Asian 

countries - India has the largest number of incident cases after adjusting 

the age is1, 34,420  

(25.9%) (1). Population Based Cancer Registries (PBCR) states 

that breast cancer has the first place in prevalence and it is succeeded by 

cancer cervix. (2)  In India cancer cervix is more prevalent in villages and 

in people with low income. (3) Recently there is an increasing trend of 

cancer cervix patients being cured completely and having long term 

survival. There is a significant loss of productive life in cancer cervix 

survivors because of prolonged disability. (4) This leads to financial 

difficulties as cancer cervix survivors between twenty five years to sixty 

five years are breadwinners or contributors towards the family’s 

economy. (5) 

In developing countries, most of the patients are diagnosed in 

advanced stage which is results higher cost of treatment and poor 
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outcome causing more deprivation. (6) Therefore, it is essential to reduce 

the cost of treatment and thereby lessen the financial burden, because 

even the most cost effective management of cancer cervix, may influence 

the survivor’s quality of life. 

Cure is a word which denotes that a  set of cancer patients have no 

clinical evidence of the disease  but at the same time they will be having a 

similar  life  span as  normal   persons who are  of  the  same  age. 

Quality of life describes how a cancer cervix patient or survivor 

feels about her health and her life with respect to symptoms, inner 

happiness, daily functioning   and other such features. 

Physical QOL – It is a measure of the physical well being of the 

survivor. 

Overall QOL – Itis a measure of the overall well being of the 

survivor. 

With the modern treatment, carcinoma cervix is highly curable 

with long term follow up and a 5 yr survival rate as follows: 

IA1> 98%   IB2 – IIA ~ 80% 

IA2 ≥ 95 %                       IIB 65 – 75% 

IB1 80-90%                      III 30-50%                    

IVA 10-15%. 
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We as radiation oncologists should understand the interactionof 

their biologic,psychological and socioeconomic needs of cancer cervix 

survivors. 

1. Biologic sequelae results in derangement of the working of 

different organs resulting in lymphedema, bladder dysfunction, 

sexual dysfunction,, bowel dysfunction,fatigue, infertility or  death. 

2. Psychological sequelae can cause depression and distress which 

leads to reduction in their ability to function with full satisfaction 

in their life. 

3. Socioeconomic sequelae due to financial constraints. 

 

  The diverse needs of the long term survivors calls for a great deal 

of action from radiation oncologists in order to give them a good quality 

of life and not just disease free life.It is vital that radiation oncologists 

must diagnose and treat the chronic manifestations of cancer cervix as 

such; as well as the side effects of the treatment; practise rehabilitation; 

thus making sure that there is equal socioeconomic treatment. This starts 

with a good communication between the cancer survivor, their family and 

the medical professional. 

   QOL is never static.There is a continuous transformation going 

on in it. In the bygone era, QOL comprised of spiritual, psychological, 
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physical and social happiness. In recent times, the QOL as advocated by 

Ashing-Giwa (7, 8) consists of individual and systemic levels. Every 

level has four major classifications : 

The individual level is classified as follows –  

(1)  General Health -   health status, co morbidity  

(2)  Medical Factors - age at diagnosis, cancer features 

(3)  Health Efficacy – utilisation of available health organisations  

       and sticking on to the advice given. 

(4)  Psychological wellness – optimistic feelings, emotional stress 

 

The systemic levelis classified as follows  

 (1) Socio-ecological area - Economic status, support by family  

                  members and the society. 

(2) Cultural factors - learning the culture of other people in the  

                 society, having the fear of God  and mingling with their  

                 neighbours happily. 

(3)  Demography -   age 

(4) Healthcare  -   Easy accessibility to good hospitals and qualified  

                doctors. 
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The concomitant chemo radiotherapy causes doubling of the acute 

and late toxicities. Of the people who are affected with cancer cervix, 

there are data which reveal the fact that it consists predominantly of 

women who have a husband or a partner and single women are only an 

insignificant number.  

Inspite of the fact that being married is not safe, there are evidences 

which feel that a husband or a partner who shows love and gives all the 

support which is needed by a cancer cervix patient, will be playing a 

positive role in their QOL. Thereforeit is extremely useful forthe health 

professionals to involve the  family and spouse . 

HOW TO MAINTAIN QUALITY OF LIFE ? 

BY ACHIEVING A GOOD THERAPEUTIC RATIO. 

WHAT IS THERAPEUTIC RATIO? 

Ratio of the tumour control probability to the normal tissue 

complication probability. 
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This shows that while planning radiation, the goal should be to 

optimize the therapeutic ratio as much as possible and increase the 

separation between the tumor control and normal tissue complications. 

 

Good therapeutic ratio can be achieved by: 

Multimodality treatment. 

High precision radiotherapy techniques like 3 D CRT, IMRT, 

IGRT to deliver high dose to the tumor while sparing the normal tissues. 

Radiosensitizers to improve probability oftumor control. 

Radioprotectors like amifostin as cytoprotective to normal tissues. 

Targeted therapies. 
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Radiation therapy consisting of teletherapy followed by 

brachytherapy (intracavitaryradiatiotherapy), has the following 

complications 

1. Perforation of the uterus  

2. Sepsis 

3. Morbidities- pulmonary embolism,deep vein 

thrombosis(occasionally seen in LDR brachytherapy)  

4. Early or late large bowel toxicities- perforation, stricture, 

bleeding, fistulae . 

5.Late urinary complications like stenosis of the ureter, 

hematuriaor  vesicovaginal fistula) 

6. Early small bowel complications -  obstruction 

7.Shortening or atrophy of the vagina – arduous intercourse 

The curative potential of radiotherapy is increased with intra 

cavitary radiotherapy. For intra cavitary radiotherapy to be useful, the 

tumor must receive high dose and at the same time, the nearby healthy 

tissues - rectum and bladder must receive lesser dose. Late chronic 

complications manifesting on these organs as a result of radiotherapy can 

decreasethe therapeutic ratio and significantly decrease the patient’s 

quality of life. 
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B. ANATOMY OF CERVIX 

The uterus is a hollow organ situated in the pelvis above the vagina 

but posterior to the bladder and anterior to the rectum.The uterus is made 

up of the corpus superiorly and cervix inferiorly.The cervix measures 

around 3 x 3 cm and is a fibrous organ. It has a part above the vagina 

which is the endocervix and the ectocervix is the part of the cervix which 

is inside the vagina. In the middle of the ectocervix is the external os 

bounded by the anterior and posterior lips of the cervix,extending inward 

to the internal os ,the endocervical canal and endometrial canal. 

 

Lymphatic drainage is through the external iliac (of which the 

obturator nodes are the innermost) and the hypogastric nodes. The pelvic 

lymphatics drain into the common iliac and the paraaorticlymphnodes 
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Stage 
Pelvic Nodal 

Metastasis (%) 

Para-Aortic Nodal 

Metastasis (%) 

I A 1 <1 

I A 2 ≤ 5 

I B 10 

IIA 15 10 

II B 20 15 

III A 25-30 20 

III B 40-50 30-35 

IV 50-60 40-45 
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C) ETIOLOGY OF CANCER CERVIX 

1. Socioeconomic status 

2. Access to health care 

3. Parity 

4. Smoking 

5. Presence of other infections 

6. Immune status 

7. Nutritional status 

HPV 

More than 90 % of cervical cancers are related to HPV.It is 

contracted via sexual intercourse. It is a small double stranded DNA. 

 Types - 16,18,31,33,35,39,45,51,52,56,58 

MOA – HPV genome integrates into the host cell chromosomes in 

epithelial cells.It encodes for E5,E6,E7 proteins which alter cellular 

proliferation.E6 inactivates p53 which results in chromosomal instability 

which inhibits apoptosis and activates telomerase.Incidence is between 25 

– 35 years. Cancer develops 10 –20 years after initial exposure to HPV. 
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Associated factors are – 

1. Having sexual intercourse at a very young age. 

2. Having intercourse with many people. 

3. Having a partner who in turn has intercourse with numerous  

                     persons. 

4. Large number of pregnancies. 

5. History of sexually transmitted diseases/HIV 

HPV vaccines -   9- 26 years for both sexes. 

TYPES -    Cervarix- Only females – 16,18 

   Gardasil- Males and females – 6,11,16,18 

Nanovalent - Males and females – 6,11,16,18,31,33,45,52,58 

 DOSE –0,1,6 months 

D. NATURAL HISTORY 

Cervical squamous cell cancers usually originates at the 

squamocolumnar region- transformational zone which is midway 

between the endocervix and the ectocervix.There is a structural 

progression from normal to higher levels of dysplasia.60% of CIN I and 

40 % of CIN II will regress.Higher levels of dysplasia are more likely to 

transform into cancer.More so in the presence of cofactors like smoking 
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,impaired immunity.The transformation may be slow (10 – 20 years) or a 

rapid development in an aggressive disease. 

Malignancy occurs when cells break the basement membrane and 

invades into the stroma of the cervix. This might result in spread to pelvic 

lymph nodes or distant organs.Early detection at this point by a Pap 

smear will result in using minimally invasive therapy.However if the 

tumour progresses,it will become a superficial ulceration or exophytic 

tumour in the ectocervix or endocervix. If the cancer is not treated at this 

point it will spread further to the adjacent vaginal fornices, paracervical 

or parametrial or surrounding organs like urinary bladder or rectum or 

both. Paracervical extension correlates with stromal involvement, tumour 

size, lymphatic invasion and nodalmetastasis. It can also spread to the 

lower part of the uterus as well as to the endometrium in ten to thirty 

percent of patients. Regional lymphatic or hematogenous spread may 

occur and increases with stage although it does not occur in a definite 

order.Spread can progress to the obturator lymph nodes (medial group of 

external iliac chain),other external iliac nodes to the hypogastric 

nodes,common iliac or paraaortic lymph nodes. The metastasis to these 

nodes is dependant on the disease stage.Spread through the venous plexus 

and paracervical veins resulting in hematogenous dissemination though 

rare in early stages is quite common in advanced stages.Spinal epidural 
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compression from metastatic tumour often involving lumbar segments 

can occur rarely and spread to brain,lung and heart has also been 

reported. 

Intra Epithelial Malignancy Site of Metastasis 
Incidence 

(%) 

↓ Lung 21 

Breach of basement membrane Bone 10 

↓ 
Supra Clavicular 

lymph node 
7 

Invasion of underlying stroma Liver 4 

↓ 
Peritoneal 

cavity/Abdomen 
4 

Lympho vascular Space invasion 

and metastasis 

Inguinal Lymph 
nodes 

3 

 

E. PATHOLOGY 

1. Squamous cell carcinoma – 90% - It is divided into three : 

                a.)  Large   cell keratinizing  

                b.)  Large cellnon keratinizing  

                c.)  Small  cell type 

Depending on the degree of differentiation it is classified into 

a. Well differentiated 

b. Moderately differentiated 

c. Poorly differentiated 
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2. Adenocarcinoma -7 – 10 % 

3. Clear cell mesonephric type – 1- 2 %.  

F) PROGNOSTIC FACTORS 

I) Patient factors 

1. Age 

2. Race 

3. Socioeconomic status 

4. General medical factors like anemia and hypoxia 

II) Tumour factors 

1. HPV subtypes 

2. Tumor volume 

3. Grade of the tumor 

4. Treatment duration 

5. Biomarkers like VEGF,BAX,BcL2 
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G)  FIGO staging 

 

The basis of FIGO staging system is simple clinical examination 

(inspection, palpation, colposcopy) ; imaging the kidneys, bones and the 

chest; endocervical curettage and histopathological examination . Clinical 

staging should not be done on the grounds of any other investigations. 

Biopsy is done through cystoscopy or proctoscopy if there is doubt 

whether the cancer has invaded the bladder or rectum. Edema of the 

bladder mucosa and rectal mucosal swelling are not used as staging 

criteria. 

I-Carcinoma confined to the uterus. 

This is diagnosed only by microscopic examination having a 

stromal invasion to a maximum depth of 5.0mm from the base of the 

epithelium and a horizontal spread of less than or equal to 7.0mm. 

Involvement of blood vessels or lymphatics will not change the 

classification. 
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IA1 - Invasion of the stroma should be less than or equal to 3.0 mm 

in depth and less than or equal to 7.0 mm in horizontal direction. 

 IA2 – Invasion of the stroma should be more than 3.0 mm in depth 

and more than 7.0 mm in horizontal direction. 

IB – The lesion can be seen with the naked eye but remains within 

the  cervix or it could be a microscopic lesion greater than stage IA2. 

I B1 – The lesion can be seen with the naked eye less than or equal 

to 4 cm in greatest dimension. 

I B2 - The lesion can be seen with the naked eye more than 4.0 cm 

in greatest dimension. 

II –Cervical cancer extends beyond the uterus but not to the side 

wall of the pelvis or to lower third portion ofthe  vagina. 

II A - There is no invasion of the parametrium by the tumour. 

II A 1 – The lesion can be seen with the naked eye less than or 

equal to 4 cm in greatest dimension 

II A 2 - The lesion can be seen with the naked eye more than 4.0 

cm in greatest dimension. 

II B – Tumour invasion of the parametrium 
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III – Tumour extends to the side wall of the pelvis or to lower third 

portion of the vagina and / or resulting inhydronephrosis or non 

functioning kidney. 

III A-Tumour involves lower third portion of the vagina , but does 

not  extend to side wall of the pelvis. 

III B – Tumour extends to pelvic side wall and /or results in 

hydronephrosis or a nonfunctioning kidney. 

IV A – Tumour invades the bladder mucosa or rectum,and/or 

extends beyond the true pelvis (excluding bullous edema). 

IV B – Distant metastasis including liver, lung , bone , 

peritoneummediastinal nodes , paraaorticlymphnodes or supraclavicular  

nodes. 

H) GENERAL MANGEMENT 

Early cancer cervix stage (I andII A) is treated with radical 

radiotherapy orradical surgery (Post operative radiotherapy may be 

required). 

Locally advanced disease - stage (II B to IV A) is treated with 

concurrent chemoradiation. 

Metastatic disease (stage IV B ) is treated with palliative treatment. 
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I) SOCIODEMOGRAPHIC DATA 

MMTR DATA 

Cervix 

cancer 

1982-

1986 

1987-

1991 

1992-

1996 

1997-

2001 

2002-

2006 

2007-

2011 

2012-

2013 

Annual No. 

of cases:     

Women 

563 535 465 516 445 400 193 

% to total 

cancers 
37.7 31.5 26.1 24.6 18.5 14.3 12.8 

Women: 

CIR / 

100,000 

33.7 29.6 24.0 24.8 20.4 17.5 16.5 

ASR / 

100,000 
44.5 37.8 29.3 29.0 22.1 17.8 15.7 

Cumulative 

Risk % - 

One in 

21 25 31 31 39 47 53 
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CERVIX 

CANCER 

ALL CANCER (WOMEN) 

Region Numbers ASR Numbers ASR 

World 527624 14.0 6657518 165.2 

More developed 

region 

83078 9.9 2826882 239.9 

Less developed 

region 

15.7 444546 3830636 135.8 

India 22.0 122844 537452 97.4 

Chennai 15.7 385 3014 123.4 

ASR: Age standardized rate per 100000 populations. 

Source: Globocan-2012, IARC  France 

Death rates have begun to fall due to increased  rates of  Pap smear. 

High incidence of cervical cancer will be in regions which have a low 

socioeconomic population and a low incidence of screening programs. 

Global distribution of the incidence of cervical cancer: 

- Leading gynecological cancer among females. 

           -Third leading cancer among female population. 
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J).  LITERATURE REVIEW 

1. Analysis at the ESMO Congress 2012  (October)  - Abstract 01 -  

by the institute of integral medicine   (9) 

No.of patients - 35           Tool used - FACT-Cx score 

Conclusion: Although the results which came soon after the 

completion radiotherapy revealedno  significant difference in QOL , if we 

study the QOL six months  after completion of radiotherapy , it might be 

different . It is possible for these findings to alter the decision on 

management. 

2. According to a study by Yao Xieet al    (10) 

No.of patients included – 92         Tool used - SHORT FORM -36 

Conclusion – This study points to the fact that cervical cancer  

patients having early stages as well as those with precancerous conditions 

had a better QOL than those having advanced cervical cancer stages both 

physically and mentally. So, if we want to improve the QOL for our 

patients, we must practise screening procedures and start early treatment. 

This study basically evaluated and compared the QOL of female patients 

with different clinical stages cervical cancer.  
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Further investigations with more number of patients who have 

lived for a longer duration of time, should be performed to evaluate the 

QOL and its influential factors on patients with different clinical stage 

cervical cancer, and to provide more evidence for extending the 

screeningservices . 

3.Based on a study by Ying ChunZeng et al(11),we can come to 

the following conclusion. 

Five databases were studied using terms -cervical cancer, 

QOL,survivorship,measurement, survivorsand instruments. 

Tool used - Eleven validated QOL instrument from forty one articles. 

These were categorised into four –  

a. Generic 

         b. Cancer type -specific 

         c. Cancer site-specific 

         d. Cancer survivor-specific . 

Conclusion  :Culture affects the QOL of cancer cervix survivors. 

So every country should develop a QOL instrument, relevant to their 

population, both for long and short term assessment which must cover all 

aspects of QOL. But time consumption will be very high when choosing 

multiple QOL instruments. 
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4.QOL and Sexual Functioning  study by Michael Frumovitz  

et al  (12)  

No.of patients - 114 ( surgery - 37,  radiotherapy - 37,   

controls - 40) 

Tool used –Cancer cervix survivors who had completed 5 years 

after initial treatment were taken. Out of them, those who had squamous 

cell pathology, tumours less than 6 cm in size at presentation and who 

were at the time of interview not having any disease, were considered . 

Moreover it had to be patients who had undergone either surgery or 

radiotherapy, but not both. Comparison using univariate analysis and 

multivariate linear regression with a control group of   women without 

cancer of the same age and race was done. 

Conclusion- Cancer cervix survivors who had only surgery had  

QOL and sexual functioning on par with the controls . On the contrary, 

sexual functioning  for cancer cervix survivors  treated with radiotherapy 

was bad. 

5. Research on PrediQt – Cx:Satwant Kumar et al   (13) 

No.of patients -198   Tool used - EORTC   C-30 and the cervical 

module questionnaire. 
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Conclusion  - The prediction model (PrediQt-Cx) for forecasting  

post treatment HRQoL in cancer cervix patients was developed based on 

Support Vector Machines and was validated internally . After validation 

externally, this model can be employed for taking decision by radiation 

oncologists  and cancer cervix patients in Northern part of  India. 

6) A study done by Dr.V.Surendran et al (14) 

No. of patients   - 103 Tool used - CI-QOL,EORTC QLQ C30 ,CX24 

Conclusion –Good QOL and distress free life are experienced by 

cancer cervix survivors. The QOL and functioning scale is not altered by 

the stage of the disease and the mode of treatment.Poor family support 

and economic problems aides in causing poor QOL. 

7) Quality of life after radiotherapy by Dr.Rishan et al (15) 

No. of patients  - 101   

Tool used-CI-QOL,EORTC QLQ C30 ,CX24 Distress 

Thermometer 

Conclusion - Cancer cervix survivors who were treated with 

radiotherapy experienced better quality of life and family life compared 

to the western world. The type of treatment these patients received and 

the disease stage did not interfere with their quality of life. 
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K. PATHOPHYSIOLOGY OF CONCURRENT 

 CHEMORADIATION 

The interaction of chemotherapy with radiation has a big influence 

on cancer treatment.  Concurrrent chemotherapy has been proven to be 

far better than radiation alone in many trial. 

Biologic rationale behind concurrent chemoradiation 

1. Reduction in the number of cells in tumors undergoing 

radiotherapy. This occurs by its separate cytotoxic action and  also by 

making the  malignant tissue more prone for  death by radiation. 

2. It also acts on metastatic disease – Therapeutic Index must 

be>1 (positive) for concurrent chemoradiation to be useful 

therapeutically. 

 Steel and  Peckham – classified into 4groups.(16) 

Spatial cooperation 

Independent toxicity 

Enhancement of tumor response 

Protection of normal tissues 
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Mechanism of interaction of cisplatin with radiation :(17, 18,19) 

Inhibition of DNA synthesis 

Inhibition of transcription elongation by DNA interstrand cross 

links. 

Repair of   DNA damage induced by radiation is prevented. 
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Emerging strategies for implementation of chemo radiation therapy  

1. Increasing antitumour efficacy of chemotherapeutic drugs by the 

following methods :(20,21) 

 a. Chemical modifications of the drug. 

b. Making chemotherapeutic drugs more toxic to the tumour 

and at the same time less toxic to normal tissues by 

conjugating it  usingpolyglutamic acid which is soluble in 

water . 

  c. Radiation modification of vasculature thereby enabling 

drugs to accumulate specifically in tissues 

   d. Radioprotective and chemoprotective drugs –eg.Amifostine 

WR – 2721 (prodrug) is converted to WR – 10665 (active 

metabolite).It protects cisplatin induced nephrologic, 

ototoxicity and neurotoxicity by the following mechanism of 

action –  

                -  Free radical scavenging 

                 - Chemical repair of damage to DNA by releasing 

hydrogen atoms. 

     - Transcriptional regulation of cell cycle regulatinggenes, repair 

genes and apoptosis controlling genes. 
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2. Normal tissue protection. (22, 23, 24) 

3. Developing strategies to execute radiation therapy in a better               

manner. 

 

 

 

 

 

 

 

 

 

  



AIMS AND OBJECTIVES 

 

 

 

 

 



28 
 

AIM and OBJECTIVES 

A. Aim : 

To assess the quality of life in long term survivors of cancer cervix 

treated with radiotherapy or concurrent chemoradiotherapy. 

B. Objectives : 

1. To assess if radiotherapy affects the quality of life among 

cancer cervix patients treated between  2009 - 2012 on the following 

dimensions: 

Bladder dysfunction 

Bowel dysfunction 

Sexual dysfunction 

Psychological dysfunction  

2. To identify the factors associated with poor Quality of  life 

Age of the patient 

Stage  of the disease at presentation  

Technique of radiation used. 

Social factors 

3. To develop interventions to improve the quality of life.   



MATERIALS AND METHODS 
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MATERIALS AND METHODS 

STUDY DESIGN:  

Prospective Study 

STUDY PERIOD:  

JUNE 2015 - JULY 2016 

MATERIALS 

200 survivors of cancer cervix  with no comorbids ,who have 

completed treatment by radio therapy or definitive chemo radiotherapy 

between 2009 – 2012 and who are disease free were  identified. 

INCLUSION CRITERIA 

          1) Performance score  : ECOG - 1 

          2) Age    : Any 

          3) Stage    : I - IV  A 

4) Histology    : Any 

 5) Comorbids   : Nil 
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EXCLUSION CRITERIA: 

  1) Performance score           : ECOG > 1 

           2) Stage                       :  IV B 

           3) Presence of residual disease      

           4) Double malignancy        

           5) Post operative cases         

           6)  Patients who have been exposed to radiation previously.  

METHODS 

1. ETHICS STATEMENT 

Approval was received after the protocol was discussed by the 

ethical committee in my hospital. 

2. PHYSICAL EXAMINATION 

General Examination including SCL and inguinal nodal areas                 

            Systemic Examination     

 - CVS,RS,CNS,P/A.               

            Local Examination                                

a.Per vaginum 

b.Per rectum         
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3. ADMINISTRATION OF QUESTIONNAIRES 

Cervical cancer survivors who were treated with either radiation or 

concurrent chemoradiation and who were attending the OPD for follow 

up were identified and a Information sheet with all the details of the study  

was handed over to them in their respective mother tongue. They were 

explained all the details explicitly. Coding of the patient’s information 

and deleting identification data was done to increase the confidence of the 

survivors. They were also informed that they can withdraw from the 

study at any time.Written informed consent was obtained before starting 

the assessment.The mean time for assessment was 32 minutes. The 

patients were interviewed using Cancer Institute (WIA) QOL /  EORTC 

C30  and its cervical module EORTC Cx24 questionnaire.  

Cancer Institute (WIA) QOL- 

It collected demographic data followed by 41 questions covering 

bladder, bowel ,sexual and psychosocial dysfunction followed by 

physical QOL and overall QOL. 
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EORTC QLQ-C30) assesses global QOL . The 30 items cover 3 

scales:  

1.     Functioning (Physical, Role, Emotional, Cognitive, and   

    Social) 

2 .     Features like  pain, lethargy ,nausea and vomiting. 

3.    Comprehensive QOL by assessing loss of sleep, loss of 

wealth, loss of appetite,dyspnea, and altered bowel habits. 

EORTC Cx -24 -  

There are twenty four  questions - 

The following features are studied 

 a.) Functioning - body image and sexual function and happiness 

b.) Problems due to menopausal features, leg swelling, peripheral 

neuropathy and sexual discontentment). 

Both the questionnaires have  a  response scale . 

1. To assess functional items -( four points) 

not at all, a little, quite a bit, and very much 

2. To assess global health status –seven points 

very poor  to  excellent      
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QUESTIONNAIRES 

Cancer Institute  (CI-QOL) questionnaire 

Version II 

Clinical Index No. :   Out Patient No. : 

Age :     Name & Address : 

Sex : 

Occupation (Present) : 

Income/month : 

Education :      

Duration :      Site :  

Stage  :  Complaints :  

Clinical Diagnosis :    Cause of delay : 

Status :  New patient without treatment /  New patient with treatment  

taken outside  /  Follow-up 

Date of admission : 
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Treatment : 

Chemotherapy 
Radiation 
therapy 

Surgery Palliative care 

 

 

 

   

 

Habits : Smoking/Chewing/Alcohol-If yes, from__________ 

Stopped : Yes / No  How long : 

History of cancer in the family : 

Marital status : Single / Married / Divorced / Widowed 

No. of children :   Supported by   : 

Date of Interview : 

Interviewer’s Signature :                        Time taken: 

INSTRUCTIONS 

This assessment poses questions about your health level. Kindly 

answer each and every question with the answer you think to be most 

accurate. We request you to analyse the past two weeks of your life . An 

example question is given below: 
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How dependent are you on medication? 

You should highlight the digit that  indicates your level of 

dependency on medications over the last two weeks. If your answer is 

very much dependent, then circle the number 1 as shown below. 

 Very much Moderate    A little Not at all 

        1        2            3       4 

Very much    Moderate    A little    Not at all 

1. Do you experience any pain at present? 1 2 3 4 

2. Does pain hinder in your  

regularactivities?  1       23    4 

3. Is your appetite normal?   1 2 3 4 

4. Do you have any problems in sleep?  1 2 3 4 

5. Do you feel you need more rest?   1 2 3 4 

6. Do you feel fatigued?    1 2 3 4 

7.  Do you feel you are physically performing 

less than what you want to do?                 1            2          3    4 

8. Are you able to move around (physical) as usual? 1     2      3 4 

9. Do you need any assistance to do your day-to-day activities? 1  2 3 4 
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10. Do you have problems in passing urine?  1 2 3 4 

11. Do you have problems in passing motion? 1 2 3 4 

12. Do you feel depressed?  1 2 3 4 

13. Does sadness or depression 

come in the way of your daily functioning?            1          2         3   4 

14. Are you satisfied with the responsibilities 

you have already fulfilled?   1             2           3   4 

15. Do you feel very lonely or remote from other people? 1      2      3    4 

16. Do you feel that you have too much time but  

nothing important to do?                       1        2            3  4 

17. How important do you feel yourself at present? 1 2         3 4 

18.Doyou have satisfaction with  

your body image? 1 2 3 4 

19. Do you have the fear of recurrence?  1 2 3 4 

20. Do you have the fear of functional disability? 1 2 3 4 

21. Do you have the fear of rejection and losing social status?1   234 

22. Are you confident that you are able to 
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fulfill your family needs?                        1     2        3     4 

23. How satisfied are you about your relationship  

 with your family?     1 2 3 4 

24. Do you feel free to share your problems with 

your family members?    1 2 3 4 

25. Do you get the kind of support you need  

from your spouse and family members?   1 2 3 4 

26. Do you get the kind of support you need  

from your friends and relatives?   1 2 3 4 

27. How dependent are you on medication? 1 2 3 4 

28. Do you feel the doctor is co-operative?  1            2         3  4 

29. Are you comfortable attending social functions 

as usual?                     1 2 3 4 

30. Do you feel confident about managing 

your financial needs in any situation?  1 2 3  4 

31. Are you satisfied with you working capacity? 1 2 3 4 
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32. Do you feel that your physical condition  

has resulted in reduced economical status? 1 2 3 4 

33. Are you satisfied with your present sex life? 1 2 3      4 

(If applicable) 

34. Do you have  concentration1     2 3 4 

on routine activities?                                    

35. Is it difficult for you to remember                      1 2 3 4 

36. Do you expect always good things to happen?  1 2 3        4 

37. Extent of your   religious  faith                       1           2          3          4 

help you to manage difficulties?  

38. How much of information do you want 

about your disease/treatment?  1 2 3 4 

39. Are you able to get the required 1 2 3 4 

information  from your doctors?   
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40. How much you rate your overall physical condition during the past 

week? 

 

 1  2       3  4        5          6           7          8           9           10   

Poor                                                                              Excellent 

41. How would you rate your overall quality of life during the past week? 

 

1        2      3 4        5          6           7          8           9           10   

Poor                                                                                              Excellent 

EORTC QLQ-C30 (version 3) 

Please answer all of the questions  as we would like to get a feedback of 

your wellbeing by rounding the suitable number. There are no "right" or 

"wrong" answers. All your data will be kept  confidential.  

Please fill in your initial 

Your birthdate (Day, Month, Year): 

Today's date (Day, Month, Year): 

Not at All - 1 A little -2 Quite a bit – 3  Very much - 4  
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1. Do you have any trouble doing strenuous activities, like carrying a 

 heavy shopping bag or a suitcase? 1 2 3 4  

2.  Do you have any trouble taking a long walk? 1 2 3 4  

3.  Do you have any trouble taking a  

           shortwalk outside of the house?  1 2 3 4  

4. Do you need to stay in bed or a chair during the day? 12 34  

5. Do you need help with eating, dressing, 

           washing yourself or using the toilet? 12 3 4  

6. Were you limited in doing either 

            your work or other daily activities? 1 2 3 4  

7. Were you limited in pursuing your  

           hobbies or other leisure time activities? 1 2 3 4  

8. Were you short of breath? 1 2 3 4  

9. Have you had pain? 1 2 3 4  

10. Did you need to rest? 1 2 3 4  

11. Have you had trouble sleeping? 1 2 3 4  

12.  Have you felt weak? 1 2 3 4  

13. Have you lacked appetite? 1 2 3 4  
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14. Have you felt nauseated? 1 23 4  

15.  Have you vomited? 1 2 3 4  

16.  Have you been constipated? 1 2 3 4  

17.  Have you had diarrhea? 1 2 3 4  

18.  Were you tired? 1 2 3 4  

19.  Did pain interfere with your daily activities? 1 2 3 4  

20.  Have you had difficulty in concentrating on 1   2   3   4      

            things, like reading a newspaper or watching television? 

21.  Did you feel tense? 1 2 3 4  

22.  Did you worry? 1 2 3 4  

23.  Did you feel irritable? 1 2 3 4  

24.  Did you feel depressed? 1 2 3 4  

25.  Have you had difficulty remembering things? 1 2 3 4  

26.  Has your physical condition or medical treatment  

           interfered with your family life? 1 2 3 4  

27.  Has your physical condition or medical treatment 

           interfered with your social activities? 1 2 3 4  
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28. Has your physical condition or medical treatment  

          caused you financial difficulties? 1 2 3 4  

29. How would you rate your overall health during the past week?                 

 

1        2      3 4        5          6           7           

          Very poor      Excellent 

30. How would you rate your overall quality of life during the past 

 week?  

 

1        2      3 4        5          6           7           

          Very poor      Excellent 

EORTC QLQ – CX24 

Patients sometimes report that they have the following symptoms 

or problems. Please letus know the extent to which you have felt these 

symptoms or problems by circling the number that suits you best. 

31. Have you had cramps in your abdomen? 1 2 3 4  

32. Have you had difficulty in controlling your bowels? 1 2 3 4  

33.  Have you had blood in your stools (motions)? 1 2 3 4  

34.  Did you pass water/urine frequently? 1 2 3 4  
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35.  Have you had pain or a burning feeling 

when passing water/urinating? 1 2 3 4  

36.  Have you had leaking of urine? 1 2 3 4  

37.  Have you had difficulty emptying your bladder? 1 2 3 4 

38.  Have you had swelling in one or both legs? 1 23 4  

39.  Have you had pain in your lower back? 1 2 3 4  

40.  Have you had tingling or numbness 

in your hands or feet? 12 3 4  

41.  Have you had irritation or soreness 

in your vagina or vulva? 1 2 3 4  

42.  Have you had discharge from your vagina? 1 2 3 4  

43.  Have you had abnormal bleeding from your vagina? 1 2 3 4  

44.  Have you had hot flushes and/or sweats? 1 2 3 4  

45.  Have you felt physically less attractive 

as a result of your disease or treatment? 1 2 3 4  

46.  Have you felt less feminine as a result 

of your disease or treatment?  1 2 3 4  
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47.  Have you felt dissatisfied with your body? 1 2 3 4   

48.  Have you worried that sex would be painful? 1 2 3 4  

49.  Have you been sexually active? 1 2 3 4 

50.  Has your vagina felt dry during sexual activity?12 3 4  

51.  Has your vagina felt short? 1 2 3 4  

52.  Has your vagina felt tight? 1 2 3 4  

53.  Have you had pain during sexual intercourse 

or other sexual activity? 1 2 3 4  

54.  Was sexual activity enjoyable for you? 1 2 3 4  

  



RESULTS AND ANALYSIS 
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RESULTS AND ANALYSIS 

The data was analysed using Chi-square, Mann-Whitney and  

Kruskal Wallis tests. 

DEMOGRAPHIC DATA 

In our analysis we found the age grouping as follows: 

</=50 - 62 survivors    51-70 - 117 survivors  >/=71 - 21 survivors 

 

In our analysis we found the Education Status  as follows: 

Educated -   37 survivors        Uneducated - 163 survivors 

In our analysis we found the Occupational Status as follows: 

Working - 69 survivors       Housewife - 131 survivors  
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In our analysis we found the Marital status as follows 

Married -180 survivors  Widowed/divorced -20 survivors 

In our analysis we found the Parity as follows: 

No. of children : 0 - 2 survivors   1- 30 survivors     2 - 85 survivors       

3 - 51 survivors   4 - 22 survivors    5 - 8 survivors    6 - 2 survivors 

In our analysis we found the Habits as follows: 

No habits - 180 survivors    Chewing tobacco -20 survivors 

TREATMENT RELATED DATA 

In our analysis we found the HPE as follows: 

HPE – Squamous cell carcinoma – 200 survivors 

In our analysis we found the Stage Grouping as follows: 

IB2 – 34 survivors        IIA1 – 15 survivors        IIA2 – 63 survivors 

IIB - 42 survivors         IIIA - 10 survivors          IIIB- 36 survivors 
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In our analysis we found the  following data : 

Chemoradiation – 156 survivors      Radiation alone -44 survivors 
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In our analysis we found the RT Technique  as follows: 

         2D-179 survivors                    3D- 21 survivors 

 

In our analysis we found the RT Dose  as follows: 

EBRT          45 Gy– 42survivors      50 Gy – 158 survivors 

Brachytherapy – HDR – 7 x  3 # / 8  x 2 #; 1 week apart. 

EBRT Gy ICA Gy (HDR) 

Point A 45/50 7 x 3 # /  8 x 2 # 

Rectum 45/50 3.5x3# / 3.5x2# 

Bladder 45/50 7 x 3 # / 8 x 2# 
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All the following data has been analysed in comparison with the overall 

QOL as entered by the survivor in the EORTC C30 questionnaire. 

Age versus QOL 

 

QOL 
Total 

4 5 6 7 
 

Age group (years ) 

<=50 0 21 28 13 
 

62 

51-70 2 31 44 40 
 

117 

>70 0 7 10 4 
 

21 

Total 2 59 82 57 
 

200 

        

Stage versus QOL 

 

OVERALL  QOL 
Total 

4 5 6 7 
 

stage 

IB2 2 16 8 8 
 

34 

II A1 0 4 7 4 
 

15 

IIA2 0 15 43 5 
 

63 

IIB 0 6 10 26 
 

42 

IIIA 0 2 6 2 
 

10 

IIIB 0 16 8 12 
 

36 

Total 2 59 82 57 
 

200 
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2D/3D  versus QOL 

QOL 

 
4 5 6 7 

 
Total 

 

2D 2 54 74 49 
 

179 

3D 0 5 8 8 
 

21 

Total 2 59 82 57 
 

200 

 

In our analysis we found the Bowel Dysfunction as follows: 

 

Normal 94/200 

Grade 1 82/200 

Grade2 24/200 

 

 

47%

41%

12%

Normal Grade 1 Grade 2
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In our analysis we found the Bladder Dysfunction as follows: 

Normal 100/200 

Grade2 100/200 

 

 

In our analysis we found the Sexual Dysfunction as follows 

No 118/200 

Yes 82/200 

 

 

50%50%

Normal Grade 2

59%

41%

No Yes
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In our analysis we found the Psycological Dysfunction as follows: 

Yes 48/200 

No 152/200 

 

 

  

24%

76%

Yes No
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In our analysis we found the QOL  as follows 

More Than Average 138/200 

Less Than Average 62/200 

 

 

  

69%

31%

More than average Less than averag
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According to Cancer Institute QOL questionaire in our analysis we found 

the quality of life among the cancer cervix survivors as follows 

More than average 148 

Less than average 52 

 

 

  

74%

26%

More than average Less than average 
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CORRELATION SIGNIFICANCE 

S.No Factor 

Significance 

Correlation P.Value 

1. Bowel Dysfunction and  QOL S 0.034 

2. Bladder Dysfunction and  QOL S 0.033 

3. Sexual Dysfunction and Overall QOL NS 0.341 

4 Psychosocial Dysfunction and QOL NS 0.509 

5 2D/3D and QOL NS 0.729 

6 2D/3D and Bowel Dysfunction NS 0.468 

7 2D/3D and Bladder Dysfunction NS 0.569 

8 2D/3D and Sexual Dysfunction NS 0.747 

9 2D/3D and Psychosocial Dysfunction NS 0.590 

10 Stage and  QOL S 0.001 

11 Stage and Bowel Dysfunction NS 0.764 

12 Stage and Bladder Dysfunction NS 0.700 

13 Stage and Sexual Dysfunction S 0.024 

14 Stage and Psychosocial Dysfunction NS 0.372 

15 Age and  QOL NS 0.388 

16 RT alone / Chemo RT and  QOL S 0.014 

 
S – Significant       NS – Not significant 

 

 



DISCUSSION 
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DISCUSSION 

At the end of our study, we have come to a conclusion about the 

factors which influence the QOL of cancer cervix survivors who were 

given radiation alone or concurrent chemoradiation. The QOL is related 

to the type of treatment,having a persistent sexual, psychosocial bowel 

and bladder dysfunction  long after the end of treatment. 

The number of cancer cervix survivors is on the rising trend 

because there is an increased life span .This results in increased duration 

of survivorship. Moreover the disease is diagnosed early and the 

treatments have become modernised. So we need to study and collect data 

to make sure that the treatment has an outcome which takes into focus the 

QOL and the symptoms of the survivor. 

In our study we found the QOL was better in the survivors less 

than or equal to 50 years when compared to older individuals It did not 

have a statistical significance with the QOL (p =0.388).But according to 

Krista et al ,(25) the QOL was compromised in young individuals with 

poor coping mechanisms and less social support. 

In our study it was found that therewas a statistical significance 

between the stage of the survivors and the sexual dysfunction (p = 

0.024);QOL(p=0.001). According to Perez et al,(26) -Textbook of 
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Radiation Oncology by Perez-sixth edition Page no.1418) the incidence 

of major late sequelae in early stage (I and II A ) ranges from 3 – 5 

%,while the advanced stages ( IIB to III) ranges from 10 – 15 %. 

We observed no important differences in the QOL with the cervical 

cancer survivors receiving conventional and conformal external beam 

radiation therapy technique (p = 0.729) which was also confirmed by 

Barbara et al .(27 ) 

In our study we found that grade 1 bowel dysfunction was 

observed in 41%(82/200)  and grade 2 was observed in 12% (24/200 ) of  

survivors. There was a significance between the bowel dysfunction and 

the QOL with a p value of 0.034.The bowel symptoms which are 

manifesting as a result of radiation is because of the chronic alterations, 

induced by radiation, Nearly ninety percent of survivors can have long 

lasting effects in their bowel habits and at the same time only fifty 

percent of them state that these changes can reduce their QOL. But 

twenty to forty percent of the survivors felt that there was only a 

moderate impact or sometimes a severe impact on their QOL, according 

to Andreyev et al.(28). All this has a late onset – two years following 

radiation therapy. The underlying pathological changes include chronic 

mucosal ischaemia, fibrosis, obliterative endarteritis and progressive 

epithelial atrophy. The clinical features comprises of mucus discharge, 
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faecal incontinence, urgency, steatorrhea, increased frequency, 

incontinence, pain and bleeding.(29). Chronic decrease in the absorbtion 

of bile salts or proliferation of bacteria will result in increased frequency 

of stools and steatorrhea. Changes in absorption of carbohydrates or 

variations in gastrointestinal transit may also result in increased 

frequency of stools. The greatest negative effect on QOL is due to 

increased frequency of stools, urgency, incontinence,  andtenesmus. In 

twenty nine percent to fifty one percentage of patients, rectal bleeding is 

very common after radiation therapy to the pelvic region.There was a 

decrease in QOL in six percent of patients. 

Although high dose rate Intracavitary brachytherapy is associated 

with  an increased risk for late complication, the most common site is the  

rectum which is of major concern.The other important toxicities are 

bladder toxicity,sexual dysfunctions and fracture of femoral head.The 

incidence of mild to severe rectal complications in HDR brachytherapy 

ranges from 5% - 30%.It includes diarrhea, proctitis, rectal ulcer, rectal 

bleeding, stricture, diverticulitis, large bowel obstruction, fistula and 

sigmoid perforation. Following radiation therapy the manifestations of 

gastrointestinal tract injury generally occurs less than two years after 

treatment. The risk of rectal complication declined after the first 2 years 

of follow up (0.06% per year) upto 20 years.As the major complication in 
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cancer cervix survivors post radiotherapy is rectal toxicity,a short 

discussion on the same follows. 

RTOG Chronic rectal morbidity scoring criteria 

Grade 0 – No change. 

Grade I– Mild diarrhea/cramping movements of bowel five times 

everyday along with minimal discharge or bleeding from the rectum. 

Grade II– Moderate diarrhea, movements of the bowel which are 

colic in nature, and more than five times per day along with excessive 

discharge of mucus or bleeding from the rectum. 

Grade III– Bleeding/obstruction resulting in surgical intervention. 

Grade IV– Perforation/fistula. 

Grade V-Life ends. 

The risk factors for rectal complications include: 

  (A) Treatment related factors 

 (B) Patient related factors. 
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A.  TREATMENT RELATED FACTORS 

1. Biological Effective Dose to rectum -ABS recommendation - 

rectal dose of  ≤ 70Gy (BED 125Gy3) 

2. Dose rate to Point A should be less than 80cGy/hr  

3. Dose/# in HDR to point - ABS recommends individual 

fraction size should be <7.5Gy and range of #s should be 4 to 8 

depending on the # size. 

4.  EBRT Total Dose - ABS recommends whole pelvis RT of 

less than 46Gy  if  EBRT is succeded by  intracavitary  brachytherapy. 

5. EBRT Dose/fraction- Severity of late rectal and 

rectosigmoid complication related to the size of the fraction radiation 

treatment of cancer cervix. 

6.  Rectal reference point dose - ABS also recommends the 

total rectal dose to be less than 70Gy &<80% of point A dose. 

7. Conventional EBRT Technique – Multivariate analysis 

reveal that 4 field box technique has a lesser percentage of grade 2 or 3 

bowel complications than 2 field technique 

8. Chemoradiation - Perez et al 

  5FU + CDDP            7% 

RT alone    4% 
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9. Applicator -.Optimum applicator size and its placementis critical 

in maximizing local control and minimizing complication. 

B.  Patient related factors–The radiosensivity of every individual 

determines the late rectal complications. 

1.Age:There is no statistical significance between the age of the 

survivor  andoverall risk of late rectal complication. 

2.  Co-morbidities- 

a.  Inflammatory Bowel Disease -  

b. Diabetes  

c. Arteriosclerosis 

d. Collagen vascular disease 

e.  Pelvic inflammatory conditions 

3.  Prior pelvic surgery  increases the rectal  morbidity. 
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METHODS TO REDUCE RECTAL MORBIDITY 

1. Usage of high precision radiotherapy techniques like 3D CRT, 

IMRT, IGRT 

2. Using radioprotectors like amifostine. 

3. In HDR brachytherapy, an in built rectal retractor or a posterior 

vaginal speculum blade or sufficient packing with gauze or an 

inflated bulb of catheter can help in separating the bladder and 

rectum from the applicator and thus the rectal dose is reduced.  

  We as radiation oncologist must evaluate any survivor 

presenting with gastrointestinal symptoms completely, since the 

underlying cause could be due to non radiationetiology. Therefore 

unless we find the correct cause , we will not be able to treat the rectal 

symptoms and this occurs in nearly twenty five percent to sixty 

percent of cancer cervix survivors. 

 The management for faecal incontinence includes –  

a. Reassuring the patient that it will subside 

b. Sucralfate/corticosteroid enemas 

c. Exercises  

d. Anti diarhheal drugs. 

e. Phenylephrine gel. 

f. Anti depressants 
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g. Stool bulking agents 

h. Metronidazole 

i. Sulfasalazine 

j. Estrogen 

k. Thalidomide 

l. Short chain fatty acids 

m. Vitamin C and E 

n. Social support  - Able to use public restrooms easily. 

 All these play a very significant role in decreasing the negative 

impact on QOL. In the rare cases cenario when all of the above have 

failed, colostomy can be performed.  

 For rectal bleeding due to radiation proctitis the management is as 

follows –  

a. Argon plasma coagulation,  

b. Laser therapy  

c. Formalin application.  

d. Hyperbaric oxygen stimulates angiogenesis and causes 

restructuringof tissuesby providing oxygen to the  ischemic 

tissue, thus changing a portion of the changes caused by radiation  
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BLADDER DYSFUNCTION 

RTOG Grading of chronic bladder morbidity 

Grade 0 – None 

Grade I – Slight epithelial atrophy.Minor telangiectasia 

(microscopic hematuria) 

Grade II - Moderate frequency of urine ,intermittent macroscopic 

hematuria and generalized telangiectasia. 

Grade III - Severe frequency of urine and dysuria,severe 

generalized telangiectasia (often with petechiae), frequent hematuria and 

a reduced bladder having a capacity of less than 150 cc. 

Grade IV- Severe hemorrhagic cystitis.Contracted bladder with 

less than 100 cc capacity. 

Grade V -Death 

Chronic bladder dysfunction is seen in twenty percent of cancer 

cervix survivors which will affect the QOL tremendously. Although 

modern radiotherapy techniques has reduced the severity of 

complications, we need to be cautious while delineating radiation 

fields(30). Hemorrhagic cystitis might requirediathermy or intravesical 

management but sometimes it will subside without any intervention at all. 

The pathological basis is seen by tissue vascularity and plaiability 
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changes resulting in the small blood vessels getting closed  andmucositis. 

As the dose of radiation reaches three thousand centigray there is 

manifestations of suprapubic tenderness, dysuria and increased frequency 

of micturition as result of cystitis. Chronic changes and decreased bladder 

capacity due to fibrosis are seen when the dose is nearing more than six 

thousand centigray.(31) As per Pushpalatha et al(womens health open 

journal – page 8,2015) ,increased daytime frequency of urination – 

25%,dysuria – 25%,hematuria- 26%,nocturia – 30%,urinary hesitancy – 

7% , there is high load  of urogynecological problem in cancer cervix 

survivors who have undergone surgical management and chemoradiation 

when compared to controls. It has a significant association with 

depression, anxiety, socialization, sexual dysfunction and working 

capacity.  

In our study the frequency of micturition was seen in 46%(92/200) 

and dysuria was seen in 3.5%(7/200) and hematuria in 0.5 

%(1/200).There was a significant association between bladder and overall 

QOL with a p value of  0.033.Those survivors who are not able to 

completely empty the bladder, can catheterise themselves in a sterile 

manner, in order to reduce chances of infection, urine leakage, fibrosis 

and stones. They must be cautioned to abstain from giving increased 

intrabdominal pressure. Medical management comprises of 
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anticholinergics, chondroitin sulphate, and injection of toxins. Surgical 

management is required for survivors with reduced compliance and 

increased pressure in the bladder. 

Spontaneous closure occurs in fifteen to twenty percent of patients 

when we manage them just by inserting a Foleys catheter. In recent times 

hyperbaric oxygen is under trial. 

SEXUAL DYSFUNCTION 

Symptomatic sexual dysfunction was observed in 41 % (82/200) of 

the cancer cervix survivors in our study. We also found no correlation 

between sexual dysfunction and QOL with a p value of  0.341. 

According to Gotay et al concluded that although cervical cancer 

survivors reported a overall high quality of life,many survivors underwent 

significant decrements in sexual functioning (32) 

 According to Wenzel et al(33), who after  studying fifty one 

cancer cervix survivors and their controls ten years after completion of 

treatment,  concluded that when compared with controls there was a 

greater degree of peneteration pain, dryness in vagina and sexual 

discomfort among the survivors. On the other hand, all of them had the 

same degree of pleasure while having sex. But Le Borgne et al (34) did a 

study on hundred and seventy three cancer cervix survivors and stated 
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that there was improvement in the sexual functioning of cancer cervix 

survivors with time. There was another study in which thirty five patients 

who had received brachytherapy were questioned after one year of 

completion of brachytherapy, and there was bleeding , dryness and 

shortening of vagina, but it was not associated with dose volume 

parameters(35), Eight out of the thirteen survivors who had resumed 

intercourse after one year, had pain during sexual activity. Gondi et al(36) 

came to a conclusion that cancer cervix survivors who were treated with 

chemoradiation had 35.1 % morbidity when compared to those who had 

only radiation-20.2 %, There are controversial researches on the time of 

regainment of sexual pleasure (37, 38) , One such analysis has concluded 

stating that those survivors who started to dilate their vagina as soon as 

the acute radiation side effects decreased, had good sexual outcome(39). 

 The survivors are encouraged to lubricate by themselves, because 

after radiation there is shrinking of the vagina. This results  in "adhesions, 

or areas where scar tissue forms, sticking  the sides of the vagina 

together. This makes it difficult for the radiation oncologist to perform 

vaginal examination and makes sexual intercourse difficult,painful and 

uncomfortable. 

 



68 
 

A vaginal dilator is a smooth plastic or rubber cylinder, resembling 

a tampon. It is 6 inches in length and is available in three different widths. 

It works by stretching the scar tissue that has formed in the vagina thus 

making intercourse more comfortable as well as physical examinations. It 

is recommended to use the dilators for the rest of the survivors  life, as 

scarring can occur at any time after  the completion of  treatment.It has to 

be used 

4 weeks after the last radiation treatment (after vaginal irritation 

has decreased ). 

For the first month -  5 days a week. 

For the 2nd to 6th month - 3 days per week. 

After 6 months -  2-3 times per week for life. This will keep the 

vagina healthy and supple. 

Instructions to be followed when a cervical cancer survivor starts 

to use a vaginal dialtor - Wash the dilator with warm soapy water and 

rinse well.Apply a water-soluble lubricant (K-Y Jelly, Fem Glide) to the 

rounded end of the dilator and a small amount to the vaginal opening. Lie 

on the back with knees bent and slightly apart ( preferably in a bathtub of 

lukewarm water.).Relax the muscles of the pelvic floor and follow it with 

two squeezes (similar to trying to stop the flow of urine) and then allow 
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those muscles to relax completely. Then take five deep breaths. While 

you inhale, your abdomen should expand and should fall when you 

exhale.Using your fingers,part the skin outside the vagina as when 

inserting a tampon. Place the rounded end of the dilator into the vagina as 

far as possible using firm and gentle pressure . Sometimes, rotating the 

dilator makes it easier to do it.Hold the dilator in place for 20-30 minutes 

while at the same time keeping your muscles relaxed.This can be done 

twice daily. 

.Alternate Method:Insert the dilator, hold for 5 seconds while 

taking  two deep breaths, then remove it.Repeat the insertion and removal 

for a 10-15 minute period and remove the dilator. Wash your hands and 

the dilator with warm water and soap. Let the dilator dry completely to 

prevent infection.It may take 8-12 weeks to feel an increase in the size of 

the vaginal opening and a softening of the tissue.The survivor is 

counselled to be patient and talk to the doctor, nurse or therapist. For 

most survivors,there is a period of adjustment, and then using it becomes 

more routine.We as radiation oncologists must make them feel free to 

discuss such issues with us.At first there may be a small amount of 

bleeding or spotting. This is normal and should stop as the vagina begins 

to stretch. The spotting may also occur after using the dilator and/or after 

intercourse for a couple of months. If there is heavy bleeding or excessive 
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pain ,she should contact the radiation oncologist immediately and also 

when she experiences symptoms like vaginal itching,fever,vaginal 

discharge with strong odor and abdominal pain. 

Regular sexual intercourse, about 3 days per week, can also help to 

prevent vaginal shrinkage and can be a substitute for using the dilator. 

PSYCHOSOCIAL DYSFUNCTION  

You can’t control the way cancer changes your body, but you can 

control how you cope with those changes 

In our study 76% (152/200 survivors) did not have any 

psychosocial dysfunction. It did not affect the  QOL ( p = O.509). 

Psychosocial problems affecting QOL in cervical cancer survivors 

include mood and stress disorders, body image concerns and fear of 

recurrence.(40)In a study that concentrated on psychosocial problems for 

women receiving external beam radiation with or without 

brachytherapy,patients experienced psychological and social effects of 

disease and treatment most common  in the first 3 months after 

radiotherapy.(41) Depression and worry were initially higher in cervical 

cancer patients, but decreased to the level of controls at 6 months. The 

need of the cervical cancer survivor to talk about their disease also 

reduced over time. By 24 months after treatment, the survivors attained 
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making plans for the future and ability to perform daily activities on par 

with the controls..However, their ability to share problems with others 

decreased over time indicating  less social support.Reduced daily 

activities was confirmed by Cull et al,(42) who reported that 2 years after 

diagnosis, only 40% of cervical cancer survivors had regained their 

normal level of social activity. Twenty-five percent of them also stated 

decreased performance of social activity, paid employment, heavy 

housework, and leisure. Cervical cancer patients 9 to 30 months post 

diagnosis who were identified and recruited through the California 

Cancer Registry reported lower QOL and significantly higher levels of 

depression and anxiety; 26% were found to have severe depression; and 

28% identified severe anxiety.(43) Body image concerns reduced after 

treatment for cervical cancer, particularly after radiation treatment. 

Ferrandina et al(37) found that body image actually improved after 

surgery as sole treatment. However, patients undergoing radiation had a 

significant reduction in body image concerns which returned very slowly 

almost back to baseline by 1 year after treatment. By contrast fear of 

recurrence persisted. Notably, Wenzel et al (44) found that persistent 

cancer-specific distress was significantly higher in patients with younger 

age, lower spiritual well-being, more reproductive concerns, worse 

mental state, and poor social support and maladaptive coping.As per Kim 

SH et al, whether temporary or permanent, any of these changes can 
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adversely affect how the survivor views her body. Even changes within 

her body that are not visible to the outside world can have just as much of 

an impact on her body image as external physical changes. 

Hospital Anxiety and Depression scale defined  anxiety in CCSs 

did not differ from that in healthy controls(39.5% and 32.%  

respectively.P = 0.218).Anxiety was significantly more  in younger 

CCSs(less than or equal to 50 years)than in controls(40% vs 26.4% 

repectively;P < 0.001).Hospital Anxiety and Depression Scale stated that 

depression was even lower in CCSs than in controls(34.6% vs 

48%,respectively;P <0.001).In multivariate analysis the HADS defined 

anxiety and depression in CCSs were commonly associated with financial 

difficulty,poor body image,sexual inactivity and low existential well 

being.Low support and insomnia were strongly related to anxiety,with 

older age and decrement role function uniquely related to 

depression.However,disease related clinical factors were not correlated 

with either anxiety or depression.Hence it was inferred that cervical 

cancer survivors showed relatively good mental health,compared with 

healthy controls;however,women who have low functioning and well 

being could be at high risk of anxiety or depression or both. Regardless of  

the  age, gender, sexuality, or relationship status, it is  very essential  to 

address body image concerns particularly when one is dealing with 
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cancer.For this reason, focus-group interviews of cervical cancer 

survivors was conducted. Patients strongly identified that social support 

was important to cope with the cancer diagnosis, treatment, and the 

emotional consequences thereafter. They noted that  social support from 

their partners was invaluable, with a high value of emotional support 

versus instrumental or  practical support. Although some patients 

received emotional support from their partners, other patients  felt  that 

emotional support was lacking from their partners and feeling burdened 

that their partners had to cope with their cancer diagnoses. In addition, 

some patients sought social support almost exclusively from family 

members other patients sought a broader range of sources of social 

support, including friends.Progressive work to improve treatment 

outcomes and survival should also focus on reducing adverse long-term 

side effects. Providing support during treatment and evaluating the effects 

of the same can reduce the prevalence and severity of  long-term sequelae 

of cervical cancer, which will in turn lead to better quality of life and 

quality of care.All members of the care team need to be conscious that 

significant psychosocial morbidity may occur many years after the 

successful completion of treatment and may be associated with elevated 

supportive care needs. Comprehensive supportive care services are 

required to address anxiety and trauma responses and analyse strategies to 

meet ongoing needs in order to improve long-term psychosocial 
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outcomes. Adverse health behaviors like smoking, physical activity, and 

alcohol consumption  were associated with impaired QOL and higher 

levels of depression and distress.Positive changes in health behaviors are 

associated with significant improvement in QOL.We know that in 

individuals that experience chronic psychological stress, their immune 

system shifts a bit,to try to make more antibodies to keep the body from 

getting an infection rather than having an immune system that is primed 

to fight the infection once it arrives – known as T-helper type 2 or TH-2, 

response.” According to Nelson, when a person has psychological 

distress, there is an increase in the levels of TH-2 and a fall in the levels 

of TH-1. There is a reduction in TH-2 when the cancer cervix survivor 

has lesser distress and good QOL.“If we ask the immune system to 

behave in the way that you would like it to behave, to fight off cancer, 

especially with some of our other now novel immunotherapeutic 

strategies, you would like it to be tuned up in a way that makes it most 

likely that it is going to be effective. 

We must encourage cancer cervix survivors to communicate with 

their loved ones about how they endured the disease. She must be taught 

to develop an optimistic image about herself.She should be taught to 

indulge in various situations which was a pleasure to her before she 

developed the disease. The other alternatives to improve her psychosocial 
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dysfunction are yoga, playing in the park, swimming, taking spas, going 

to beach resorts, keeping a pet at home, thus distracting her 

attention.Latest magazines must be kept out of eyesight. 

The medical fraternity must form support groups to help such 

people. This will help the cancer cervix survivors to mingle among 

themselves and encourage one and another. They must also be given 

counselling over telephone on various issues. This must be modified to 

meet the requirement for every individual cancer cervix survivor. The 

support group should have a radiation oncologist, physician, medical 

oncologist, social workers, molecular oncologist, chartered accountants 

and lawyers. Cancer cervix survivors need all the above professionals to 

help them live a life with their head held high. Thus the following 

categories of side effects must be analysed while trying to support a 

cancer cervix survivor. 

Short-term side effects: Nausea, low blood count, hair loss, weight 

loss 

Long-term side effects: Surgical scar tissue, hot flushes, 

neuropathy, etc. 

Late side effects: Secondary tumors, premature aging like 

osteoporosis . 
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Survivors must be given an option to take part in Survivorship 

Support Program which must include management of pain and nutrition, 

psychooncology reviews and encouraging spirituality in order to help 

them endure the problems arising due to cancer. 

Interventions to improve the QOL of cancer cervix survivors in our study 

1. Make a list of factors affecting QOL 

  2. Telephonic calls and counseling of patients 

  3. Calling over survivors for certified psycho-oncologist  

  counseling. 

  



CONCLUSION AND FUTURE 

RECOMMENDATIONS 
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CONCLUSION 

In our study we found out that the QOL  in cancer cervix survivors 

who were treated with radiotherapy or chemo radiotherapy  showed a 

reduction in QOL with increasing stage of the survivor .QOL  did not 

vary depending on the age of the survivor  or the radiation technique(2D 

vs 3D). Occupied and educated women had a better QOL than 

housewives and those survivors who did not have any formal education. 

Marital status did not affect the QOL. Bowel and bladder dysfunction 

affected the QOL of the survivors whereas QOL was not affected by 

sexual or psychosocial dysfunction. 
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FUTURE RECOMMENDATIONS 

1. Genetic basis of the interactions between a person’s genetics, 

previous cancer treatment and their choice of living conditions are 

not clearly known.It should be researched further. 

2. Development of a new tool for Indian cancer cervix survivors  

3. Introduction of long term interventions to improve the quality of 

life of cancer cervix survivors. 
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PATIENT INFORMATION SHEET 

ASSESSMENT OF QUALITY OF LIFE IN LONG TERM SURVIVORS   
OF CANCER CERVIX TREATED WITH RADIOTHERAPY OR 

CONCURRENT CHEMORADIOTHERAPY 
 

You are invited to participate in the study .It is important that you should 

know what is the subject of the study and the reason why we are conducting 

it.Please read this information carefully and take time to discuss it with your family 

,friends and doctor.you are free to ask us if you are not able to understand or incase 

if you have any doubts.It is up to you to decide whether or not to participate in the 

study 

Aim : To assess the  quality of life in long term survivors of cancer cervix 

treated with radiotherapy or concurrent chemoradiotherapy. 

It will take half an hour for this interview you have to fill 2 questionnaires which 

will contain personal questions. We have chosen 200 survivors who were treated in 

cancer institutes in between 2009 and 2012 for cancer cervix with radiation 

It is your responsibility to decide whether to participate in this study or not 

.If you decide to participate you will be asked to sign the consent form. You can 

withdraw from the study at any time without giving any information. This will not 

affect your medical attention given by your doctor.It will not affect your lifestyle. 

This information will be used to help other cancer cervix patients in the future. 

If you agree to take part in this study all the details of this study will be 

examined by the ethics committee. Your name or address will not be displayed 

anywhere or used for any other study. All your details will be kept strictly 

confidential. This study has been approved by the Ethical Committe of Cancer 

Institute, Adyar,  Chennai. 

Thank you for your participation. 
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