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INTRODUCTION 
Cervical cancer is the third most common cancer 

in women and is considered a major health concern 

worldwide with more than 85% of the global burden 

of cervical cancer occurring in developing countries. 

The high-risk regions are Asia and Africa. In these 

regions the age standardized incidence rate is 

greater than 30 per 100,000. In comparison, the age 

standardized incidence rate in North America and 

Australia/New Zealand is less than eight per 100,000. 

Cervical cancer is responsible for 275,000 deaths 

annually, about 88% of which occurs in developing 

countries.1 Lack of effective screening programs for 

cervical cancer explains high mortality in developing 

countries. As a consequence, no clinically signifi cant 

reduction in the incidences of cervical cancer has 

occurred.2,3 In contrast, there has been a major decline 

in cervical cancer mortality in developed countries 

after the introduction of population-based screening 

programs based on Papanicolaou smears (Pap smears) 

to detect cervical abnormalities.4

A screening program based on Pap smears requires 

complex infrastructure which may be unavailable 

in most developing countries. Therefore there is 

a need for more simple screening methods which 

can be interpreted immediately and combined with 

treatment. Visual inspection of the cervix after acetic 

acid application (VIA) is believed to be an effective 

method for screening in resource-limited settings.5
 

VIA is performed by a trained health care provider 

who applies acetic acid solution to the cervix and 

then observes the transformation zone of the cervix 

for one to two minutes for acetowhite epithelium, 

which is thought to be indicative of abnormal cellular 

changes.6 The implementation of VIA as a screening 

strategy has shown promising results and screening 

programs based on this methodology are being 

implemented increasingly in low income countries.7,8

Nepal is a developing country in South Asia and the 

burden of this problem is also high .As per National 

Cancer Registry Programme, data collected from 

seven major hospitals of Nepal as of 2005 shows that 

cervical cancer accounts for 21.4 % of all cancers 

in women and is the second most common cancer 

in women after lung cancer .With this high burden 

of cervical cancer the National Cervical Cancer 

Screening and Prevention Programme(NCCSP) was 

initiated by the government of Nepal in 2011 and VIA 

as the screening test and cryotherapy as the treatment 

of choice for positive lesions. The service was started 

in our department from 2012 March.
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METHODS
A prospective analysis was done after institutional 

ethical clearance. The objective was to analyze the 

feasibility of single Visit Approach (SVA) in which 

women were tested by Visual inspection with acetic 

acid (VIA) for cervical cancer screening and treatment 

with cryotherapy in case of positive test result and to 

asses  risk factors for cervical cancer in the screened 

population  .As per the NCCSP guidelines enrollment 

criteria for VIA were all women of 30-60 years as 

target age group but younger women if married earlier 

or sexually active were also enrolled .VIA testing was 

done in gynecology outpatient department using  5 % 

acetic acid. 

Women were initially counseled about the importance 

of cervical cancer screening and VIA testing, possible 

test results, post test follow up if found negative, 

possible treatment options in case of positive test 

result in the initial step and testing was done by VIA 

trained nurse or doctor. Negative were counseled to 

return in fi ve years for retesting and positive were 

counseled for cryotherapy. A standard VIA form was 

used for individual client for data entry and record 

keeping by verbal questionnaire with the woman for 

data collection. The data was entered into excel sheet 

for analysis.

The presence or absence of risk factors like previous 

history of abnormal Pap test, smoking status, use 

of barrier contraception, family history of cervical 

cancer ,post coital bleed were also recorded as per 

the VIA form. Eligibility criteria for cryotherapy was 

acetowhite lesion occupying less than 75% of cervix 

,no vaginal extension, maximum  extension of lesion 

less than two millimeters beyond cryo tip . Double 

freeze technique for cryotherapy was used. Women 

ineligible for cryotherapy were treated by loop electro 

excision (LEEP) procedure. After treatment clients 

were followed up at three and six months and retested 

by VIA at one year.  If found negative clients were 

asked to follow up after fi ve years or re-treatment 

was done by cryotherapy / LEEP in case of repeat 

positive.  

RESULTS  
Data were entered into excel sheet and analyzed 

by SPSS ver. 11.  During the study period from 

March 2012 to April 2013 a total of 4138 cases were 

counseled for screening and 33 rejected for testing, 

so 4105 were tested with VIA.  Of the tested sample 

241 were found to be positive out of which fi ve of 

them rejected to any form of treatment, 211 were 

treated with cryotherapy and 25 were treated with 

LEEP. Demographic parameters revealed mean age 

of patient in year’s ± SD 41.48 ± 9.72, mean age at 

marriage in year’s ± SD 21.83 ±3.14 and median age of 

parity inter quartile range  3(2-3) (Table 1). Analysis 

of presence of risk factors in the population revealed 

a low prevalence of risk factors in the population 

except for a presence of recurrent pelvic infection 

which was present in 14% of the study population. 

(Table 2). The VIA positivity rate was 5.9%.During 

screening fi ve cases of invasive cervical cancer of 

advanced stage were detected which were referred for 

radiotherapy after histological confi rmation and were 

not included in the analysis .

Table 1. Demographic parameters of the study 

population (n= 4105)

Risk factors Categories No of 
Patients

Percentage
(%)

Age group (years) <30 434 10.6

31-40 1635 39.8

41- 50 1229 29.9

51-60 807 19.7

Mean age of 
patient (year’s)

± SD 41.48 ± 9.72

Age at marriage 
(year’s)

<20 757 18.4

≥20 3348 81.6

Mean age at 
marriage (year’s)

± SD 21.83 ± 3.14

Parity Nullipara 145 3.5

1 391 9.5

2 1203 29.3

3 1750 42.6

4 235 5.7

≥5 381 9.3

Median parity 
of patient (IQR)

3 (2 – 3)

Table 2. Risk factors for cervical cancer in the study 

population (n= 4105)

Risk factors absent  present (%)

Contraceptive use (barrier) 3673 432 (10.5)

History of post coital bleed 4006 99    (2.4)

Smoker 3796 309   (7.5)

Family history of cervical cancer 3783 322   (7.8)

Recurrent pelvic infection 3512 593  (14.4)

Previous abnormal PAP smears 4090 15    (0.4)

Among those treated with cryotherapy 15 patients 

returned in less than six weeks with complaints of 

excess vaginal discharge but after examination it was 

found to be normal and they didn’t require any further 

treatment. Among those 25 treated with LEEP, 
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fi ve patients returned in less than six weeks with 

complaints of vaginal bleeding and they were treated 

with oral tranexamic acid. Among 25 patients treated 

with LEEP, 23 patients had histopathological report 

of CIN1/2 and two had report of CIN3 on whom 

hysterectomy was performed on patients request 

after discussing the risks and benefi ts of conservative 

treatment. 

The patients were assessed during follow up at three 

months, six months and one year and repeat VIA was 

done at the end of one year .Of the 236 treated for 

VIA positive only 202 came for follow up after one 

year (21 LEEP group and 181 cryotherapy group). 

In the cryotherapy group repeat VIA was positive in 

fi ve  out of 181 (2.7%) ,who were  advised for repeat 

treatment with LEEP and four were treated with LEEP 

and one opted for hysterectomy and was  performed . 

In the LEEP group only one out of 21 tested positive 

and the patient refused conservative treatment again 

and hysterectomy was performed.

DISCUSSION 
Various studies have been conducted around the 

globe to estimate the feasibility and acceptability of 

SVA for cervical cancer screening and treatment .In 

the present study only 33 out of those 4138 rejected 

for screening with VIA ,which shows high acceptance 

similar to other series reported.8,9,10  The VIA positivity 

rate in the current series is 5.9 % which is similar 

to other series reported11,12,17 but higher percentage 

reported in other series were done in a cohort of high 

risk groups comprising of HIV positive population or 

HPV - DNA positive population.7,12 

Our population displayed a signifi cantly low 

prevalence of risk factors like presence of HIV or 

previous abnormal Pap Smears which could be 

explained by the fact of low prevalence of HIV in 

general population and very low voluntary cervical 

cancer screening practices in our population. Studies 

focused on screening on high risk groups and adoption 

of HPV DNA testing in our screening programmes 

will help estimate the actual presence of risk factors 

in our population. 

A small percentage of patients who received 

treatment lost to follow up at the end of one year, 

which could be due to fi nancial constraints, diffi cult 

in access to health services as pointed out in a similar 

study.13 Presence of severe side effects with either 

form of treatment have been reported in a very few 

series except minor complaints of vaginal discharge 

or vaginal spotting which is expected to be normal 

after these treatment procedures. 

 A more organized screening system should be 

initiated to keep track of all those who has received 

treatment or not received any form of treatment. 

During follow up at the end of one year, 2.7 % of 

those who received cryotherapy as initial treatment 

were found to be repeat positive, which  is more or less 

similar to the series reported.14,15,16   A more detailed 

evaluation using a bigger sample size is required to 

estimate the true positivity rate in our population. 

CONCLUSION 
Screening with VIA and treatment with cryotherapy 

(SVA) has a high acceptance rate in our population 

with low side effects. In spite of high burden of 

clinically detected advanced stage cervical cancer 

the low prevalence of risk factor emphasizes the 

need to incorporate screening of high risk groups 

like HIV positive groups and HPV DNA testing in 

our screening programme. We should also focus on 

strategies to improve women’s voluntary participation 

in screening programmes. 
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