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Introduction

The advent of Coronavirus disease (COVID-19) prompted 
a UK-wide lockdown in March 2020, following the World 
Health Organization announcement of a global pandemic. 
Remobilization of health services to facilitate emergency care of 
unwell patients infected with a novel virus impacted on patient 
care for non-communicable diseases. Cancer services were 
disrupted as a result, and outcomes have emerged suggesting  

 
reduced survival for various tumor types, such as lung cancer 
[1]. This is likely multifactorial, reflecting compromised access 
to diagnostic investigations, delays to definitive management, 
and/or adaptations to standard treatment (often de-intensified). 
A systematic rapid review suggested that gynecological cancer 
practice altered considerably in 2020 [2], but most of the literature 
is focused on surgery. For example, one in five patients undergoing 
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gynecological cancer surgery experienced treatment modifications 
during COVID-19 [3]. Significant adverse outcomes were observed 
in those with delayed or cancelled operations, largely pertaining to 
endometrial or ovarian cancer. The data are sparse on disruption 
to cervical cancer management. Yet, as a Category 1 malignancy, 
cervical cancer remained a key treatment priority. Concurrent 
chemo-radiotherapy (CCRT) is the internationally accepted gold 
standard management for locally advanced disease [4], but the 
safety of this approach at the beginning of the pandemic was 
unclear. In early 2020, patients with cancer were thought to be 
particularly vulnerable to COVID-19, most notably if they were 
receiving cytotoxic chemotherapy [5]. Additionally, there were 
concerns over safe delivery of protracted RT courses, especially 
the administration of brachytherapy as this is often facilitated by 
general anesthesia, and endotracheal intubation was highlighted 
as a hazardous aerosol generating procedure. In order to direct 
management, the UK Royal College of Radiologists (RCR) produced 
a document on gynecological cancer in May 2020 suggesting 
potential adaptations to best practice that may be considered if 
resources were to become limited due to COVID-19 [6]. Various 
international guidelines were also rapidly progressed to aid 
clinicians making complex treatment decisions under adverse 
circumstances [7]. 

Over 250 cases of cervical cancer are diagnosed annually in 
Scotland [8]. The West of Scotland Cancer Network (WOSCAN) 
serves just over half of the Scottish population, a significant 
proportion of whom are socioeconomically deprived, often with 
associated comorbidities, including obesity, which was recognized 
to be a risk factor in contracting severe COVID-19 [9]. Up to 100 
patients undergo radical CCRT (or RT) for locally advanced cervical 
cancer in WOSCAN every year. All treatment is delivered at a single 
institution tertiary referral center with no acute general medical 
receiving on-site. In order to evaluate the potential impact of the 
pandemic on diagnosis and the subsequent delivery of CCRT for 
locally advanced cervical cancer in WOSCAN, we evaluated tumor 
size and stage for a 12-month period commencing 1st April 2020 
and compared with data from a previous year. Also, we describe 
the frequency and extent of deviations in standard practice at 
our institution based on resource limitation (and/or concurrent 
positive COVID-19 Polymerase Chain Reaction (PCR) test). Finally, 
we present disease control and survival outcomes at three years 
post diagnosis.

Materials and Methods

Patient group

Patients who commenced radical RT/CCRT in WOSCAN 
between 1st April 2020 and 31st March 2021 were identified 
from the central radiotherapy prescribing system (ARIA®). 
For the purposes of a historical control, 1st April 2018 to 31st 
March 2019 served as a comparison. Clinical and pathological 
data were retrieved from corresponding medical records, 

including information on histological subtype, imaging modality 
at diagnosis, tumor size (maximum diameter recorded on MRI, 
or clinical examination if MRI not performed), stage (according 
to International Federation of Gynecology & Obstetrics (FIGO) 
versions 2009 and 2018) and treatment details pertaining to 
external beam radiotherapy (EBRT), image guided brachytherapy 
(IGBT), and administration of chemotherapy. Statistical analysis 
was performed using R version 4.4.1 and RStudio 2024.04.2. 
Wilcoxon rank sum test was used for continuous and discrete 
variables. Fisher exact test was used for categorical variables. 

CCRT regimen

The standard of care at WOSCAN in 2020 consisted of 
volumetric modulated radiotherapy (VMAT), 45Gy/25#, with 
weekly concurrent cisplatin 40mg/m2, and IGBT boost, 24Gy/4#. 
Daily cone beam (CBCT) soft tissue matching is performed to select 
the most appropriate “plan of the day” from a series of adaptive 
plans based on predicted organ motion. Simultaneous integrated 
boost (SIB) is considered for selected patients with involved 
nodes (up to 55 Gy), and 50 Gy is delivered to central pelvis if 
primary cervical tumor >5cm. Two brachytherapy insertions are 
performed (in weeks 5 and 6) with the applicator remaining in 
situ overnight, permitting two fractions to be delivered at each 
insertion with a gap of approximately 20 hours. CT scan is used to 
delineate the organs at risk, and dose is prescribed to Point A as per 
the Manchester system. In addition, neoadjuvant chemotherapy, 
consisting of 3-weekly Carboplatin AUC5 / Paclitaxel 175mg/
m2, is often utilized in those with “high-risk” features (primary 
tumor >5cm, multiple nodes, any node ≥15mm, presence of para-
aortic node(s)). Follow up consists of post-treatment MRI at 
three months followed by clinical examination every three to six 
months for a minimum of three years (data lock 30th June, 2024). 
COVID-19 PCR testing was performed 48 hours prior to admission 
for IGBT. 

Results

Patient Demographics 

Slightly fewer patients were referred for CCRT in the post-
COVID period (n=75) compared with pre-COVID (n=82). Patient 
demographics are illustrated in (Table 1). Median age was similar 
across the two groups but body mass index (BMI) was higher 
(p=0.026) and there was a greater preponderance of non-squamous 
histology in the post-COVID cohort (p=0.026). The median tumor 
size was larger post-COVID at 49mm compared with 45mm pre-
COVID, but this did not reach statistical significance (p = 0.3). 
There were more tumors measuring ≥50mm post-COVID and the 
largest maximum tumor diameter of 130mm was also recorded 
in this time period. Rates of diagnostic imaging were analogous, 
indicating that access to accurate staging was not compromised, 
but median time to start treatment was significantly higher post-
COVID (p<0.001). 
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Table 1: Patient Demographics.

Characteristic Post-COVID, n=751 Pre-COVID, n=821 p-value2

Age 53 (40, 61) 49 (41, 62) >0.9

BMI 30 (25, 35) 27 (23, 31) 0.026

Time to start treatment (days) 59 (49, 79) 47 (33, 60) <0.001

Size (mm) 49 (38,57) 45 (37, 55) 0.3

Squamous pathology 61 (81%) 77 (94%) 0.026

Non-squamous pathology 14 (19%) 5 (6%)

MRI at diagnosis 74 (99%) 79 (96%) 0.6

PET-CT at diagnosis 74 (99%) 79 (96%) 0.6

Maximum tumor dimension  ≥50mm 27 (33%) 34 (45%) 0.14
1Median (IQR); n (%) 
2Wilcoxon rank sum test; Fisher’s exact test

Abbreviations: BMI: body mass index; IQR: interquartile range; MRI: magnetic resonance imaging; PET-CT: positron emission tomography-
computed tomography

Stage at diagnosis

Based on FIGO 2009, more patients presented with earlier 
stage (I/II) cervical cancer pre-COVID as opposed to post-
COVID (87% and 67%, respectively), as shown in (Table 2). 
After applying the FIGO 2018 system, stage I/II distribution at 
diagnosis dropped to 67% and 31%, respectively. The presence 
of nodal involvement, as depicted by the FIGO 2019 IIIC category, 

was doubled in the post-COVID cohort (42%) compared with the 
pre-COVID cohort (21%). In addition, the proportion of patients 
with stage IVA disease was almost three times as high post-COVID 
(17% versus 6%). A small number of patients with IVB cervical 
cancer were included as they had small volume bony metastases 
or peritoneal involvement limited to the pelvis. Overall, there was 
a statistically significant pattern of stage migration post-COVID 
(see Supplementary Table 1).

Table 2: Stage Distribution

FIGO version FIGO 2009 FIGO 2018

Stage Post-COVID Pre-COVID Post-COVID Pre-COVID

Stage I IB 4 (5%) 13 (16%) 3 (4%) 11 (13%)

Stage II
IIA 3 (4%) 3 (4%) 3 (4%) 2 (3%)

IIB 44 (59%) 55 (67%) 17 (23%) 42 (51%)

Stage III

IIIA 0 (0%) 0 (0%) 0 (0%) 0 (0%)

IIIB 9 (12%) 4 (5%) 5 (7%) 3 (4%)

IIIC1 - - 21 (28%) 14 (17%)

IIIC2 - - 11 (14%) 3 (4%)

Stage IV IVA 13 (17%) 5 (6%) 13 (17%) 5 (6%)

IVB 2 (3%) 2 (3%) 2 (3%) 2 (3%)

Abbreviations: FIGO – International Federation of Obstetrics & Gynecology

CCRT pathway

Chemotherapy

The rate of concurrent cisplatin administration was 5% 
lower post-COVID; the primary reason was renal function 

/ comorbidities, and not COVID-19. However, neoadjuvant 
chemotherapy was delivered to a higher proportion of patients 
post-COVID (31% versus 21%, respectively). Median number of 
cycles was 3 (range 1-6) in both cohorts. (Table 3) illustrates each 
component of the CCRT pathway. 
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Table 3: Treatment Details

Treatment component   Post-COVID, n=75 Pre-COVID, n=82

Concomitant cisplatin
Yes 64 (85%) 74 (90%)

No 11 (15%) 8 (10%)

EBRT dose fractionation
45Gy/25# 73 (97%) 80 (97%)

Other (43-50Gy/20-25#) 2 (3%) 2 (3%)

VMAT planning
Yes 74 (99%) 82 (100%)

No 1 (1%) 0 (0%)

Daily CBCT
Yes 74 (99%) 82 (100%)

No 1 (1%) 0 (0%)

Simultaneous integrated boost

Yes 47 (63%) 48 (58%)

CTVcp 15 (20%) 22 (27%)

Node(s) 10 (13%) 7 (9%)

CTVcp & Node(s) 22 (30%) 19 (23%)

Boost

Yes 74 (99%) 82 (100%)

4 fractions IGBT 62 (83%) 74 (90%)

4 fractions SBRT and/or IGBT 5 (7%) 5 (6%)

1-3 fractions IGBT or SBRT 7 (9%) 3 (4%)

Anesthetic type
General 173 (65%) 293 (95%)

Spinal 93 (35%) 16 (5%)

Overall treatment time (days) Median (IQR) 39(38, 40) 39(38, 42)

OTT <56 days
Yes 73 (97%) 77 (94%)

No 2 (3%) 5 (6%)
 
Abbreviations: EBRT: external beam radiotherapy; VMAT: volumetric arc radiotherapy; CBCT: cone beam computed tomography; CTVcp: clinical 
target volume (central pelvis); IGBT: image guided brachytherapy; IQR: interquartile range; SBRT: stereotactic body radiotherapy; OTT: overall 
treatment time

EBRT

The prescribed dose fractionation regimen for EBRT was 
predominantly 45Gy/25# (97% in both cohorts). The proportion 
of patients completing all EBRT was 90% (74/82) pre-COVID 
and 99% (74/75) post-COVID. In virtually all cases, EBRT was 
delivered by VMAT with daily CBCT. SIB was incorporated in 
approximately 60% of EBRT plans in both cohorts, with a slightly 
higher frequency of lymph node boosts delivered in the post-
COVID period (43% compared with 32% pre-COVID). 

IGBT

The majority of patients received four fractions of IGBT over 
two insertions (90% pre-COVID and 83% post-COVID). A further 
small proportion received the equivalent of 24Gy/4#, but one or 
more fractions were delivered with stereotactic body radiotherapy 
(SBRT). In total, all planned IGBT / SBRT was administered to 96% 
of patients pre-COVID and 90% post-COVID. The remaining cases 
had up to three fractions of IGBT and/or SBRT; only one patient did 
not proceed to a boost as death occurred unexpectedly after one 
week of EBRT. Prior to the pandemic, the majority of applicator 
insertions for IGBT were facilitated by general anesthesia, as 
evidenced by 95% pre-COVID. In contrast, the rate was lower 

post-COVID at 65%. 

OTT

The overall treatment time (OTT) was comparable in both 
treatment periods. OTT exceeded the UK RCR recommendation of 
56 days in less than 5% of patients, predominantly to accommodate 
urgent SBRT treatment as an alternative to IGBT. There were no 
gaps in treatment due to COVID-19 infection and no positive PCR 
tests during CCRT. 

Disease control rates

Relapse data and the proportion of patients alive at one- and 
three-years post diagnosis are depicted in (Table 4); two patients 
were excluded from the analysis as they were lost to follow up. 
Persistent disease and/or cumulative relapse rates at one year 
and three years were 8% and 23% in the pre-COVID cohort and 
15% and 29% in the post-COVID cohort, respectively. Local, pelvic, 
and systemic control rates were all marginally higher in the pre-
COVID treatment period. Accordingly, more patients were alive 
and disease free in the pre-COVID cohort (77%) including four 
patients who were surgically salvaged (either exenteration for 
central relapse or resection of a solitary metastasis).
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Table 4: Relapse and survival rates at 1 and 3 years

Relapse & survival 1-year 1-year 3-year 3-year

  Post-COVID, n=74† Pre-COVID, n=82 Post-COVID, n=73‡ Pre-COVID, n=82

Overall relapse rate 11 (15%) 7 (8%) 21 (29%) 19 (23%)

Site of relapse (cumulative):        

Cervix 9 (12%) 3 (4%) 12 (16%) 7 (8%)

Pelvis 10 (14%)  7 (8%) 14 (19%) 13 (16%)

Distant 5 (7%)  0 (0%) 11 (15%) 6 (7%)

Distant only 2 (3%)  0 (0%) 7 (10%) 3 (4%)

Alive 70 (95%) 79 (96%) 58 (80%) 70 (85%)

Alive – disease free 61 (82%)  75 (92%) 51 (70%) 63 (77%)

† One patient lost to follow up; ‡ two patients lost to follow up.

Discussion

Radiological investigation and clinical management of locally 
advanced cervical cancer in WOSCAN did not alter significantly in 
the first 12 months of the COVID-19 pandemic. Deviations from 
standard CCRT were based largely on medical factors other than 
intercurrent COVID-19 infection. We observed a higher frequency 
of FIGO 2018 stage III/IV at presentation post pandemic and a 
slightly lower proportion of patients were alive and disease free at 
three years post diagnosis.

Comprehensive cervical cancer control encompasses 
prevention and screening to detect and treat cervical intra-
epithelial neoplasia, as well as definitive management of invasive 
disease. The UK National Health Service (NHS) has a robust 
screening program; women between the ages of 25 and 49 years 
are invited for cervical smear every three years, and then 5-yearly 
until aged 64 years. However, the onset of the COVID-19 pandemic 
resulted in temporary suspension of screening services. Combined 
with difficulties in access to primary / secondary care and 
diagnostics, there were concerns over an initial decline in newly 
diagnosed cervical cancer cases followed by a potential future rise 
in locally advanced disease due to missed opportunities to detect 
and treat high-grade dysplasia and early invasive malignancies. 
Scottish statistics indicate that cervical cancer incidence reduced 
by 24% in 2020, with a drop-in rate from 12.3 per 100,000 to 
9.4 per 100,000. A similar pattern has emerged in other regions 
of the UK. For example, a North of England study of six centers 
indicated a 25.7% reduction in absolute numbers of diagnoses, 
predominantly accounted for by lower stage cases [10]. Although 
there are no published reports as yet with estimates of the impact 
in Scotland beyond 2020, NHS England projected an additional 
860 cases of cervical cancer presenting over three years based on 
a 6-month pause in cervical cancer screening. Likewise, various 
international reports have described concerning sequelae of 
compromised screening, including potential adverse effects on 
survival outcomes [11-15].

We observed a small reduction in the number of referrals for 
radical CCRT in WOSCAN over the study period, but there was a 
more notable increased proportion of patients presenting with 
regional lymph node involvement and/or organ threatening 
disease at diagnosis. The true impact on stage may have been 
underestimated as we did not specifically extend the analysis 
to include patients presenting with widespread IVB disease 
or locally advanced disease that was deemed too extensive for 
radical treatment (although it is our practice to offer neoadjuvant 
chemotherapy to women with very bulky disease in an attempt 
to downstage [16]). A cancer network in England reported 
analogous findings; there was no marked difference in tumor size 
but there was a statistically significant stage migration from FIGO 
2018 stage II to III cervical cancer when comparing CCRT cohorts 
two years post-pandemic with a control group two years pre-
pandemic [17]. Similarly, a US series documented an increase in 
stage II-IV presentations from 50.1% to 58.8% [18]. Moreover, a 
Romanian academic center performed a retrospective analysis of 
patients referred for CCRT and showed that 43.4% presented with 
FIGO stage III/IV disease in the two years pre-pandemic compared 
with 59.6% post-pandemic [19]. Conversely, data from a Canadian 
regional service did not demonstrate any difference on FIGO 2018 
stage at diagnosis over the same time period [20]. This variation 
may be reflective of global patterns in healthcare infrastructure 
and prioritization.

In order to guide clinicians during an unprecedented time, 
various national and international guidelines or expert opinions 
on management of gynecological cancer were rapidly circulated. 
Much of the focus was on surgical practice, including acceptable 
delays to definitive surgery. The disruptions to treatment 
pathways in individual centers or at a population level are now 
being increasingly described, with a preponderance of reported 
outcomes in cervical cancer referring to earlier stage disease [21, 
22]. In a single systematic review of cervical cancer management, 
seven of eight published studies indicated that there was a change 
in treatment delivery and/or treatment delays, although this was 

http://dx.doi.org/10.19080/JGWH.2025.27.55622


006

Journal of Gynecology and Women’s Health

How to cite this article:  Joanna G, Jennifer P, Ailsa G, Douglas C, Katharine W. Impact of COVID-19 on cervical cancer stage at presentation and 
chemoradiotherapy outcomes in the West of Scotland: A retrospective analysis. J Gynecol Women’s Health 2025: 27(5): 55622. 
DOI:  10.19080/JGWH.2025.27.556222

often pertaining to localized procedures for high grade dysplasia 
[23]. In general, hysterectomy rates for early-stage cervical cancer 
decreased by 15-30% [24]. Several sources suggested that a 
waiting time of up to six to eight weeks was appropriate for radical 
hysterectomy in patients with early-stage cervical cancer [25, 26], 
otherwise CCRT was recommended. As with other centers, theatre 
availability and critical care capacity was limited in WOSCAN, but 
the anticipated increase in number of referrals for CCRT in stage 
I/IIA disease did not occur. Indeed, there were very few patients 
with operable disease who were directed towards CCRT and 
the decision was largely based on medical contra-indications to 
surgery. 

Radiotherapy practice in WOSCAN was modified in response 
to the pandemic. For example,  an increased number of patients 
received radical radiotherapy for esophageal and bladder cancers,  
whereas cervical cancer statistics remained relatively stable [27]. 
Overall, there is a paucity of data relating to alteration in CCRT for 
cervical cancer, but a population-based survey from 14 German 
university hospitals revealed that weekly performed radiotherapy 
fractions for cervical cancer decreased by almost 20% in March to 
August 2020 compared to the control cohort, but this was an in-
patient analysis and CCRT is often delivered as an out-patient [28]. 
No firm explanation was provided for the findings although the 
authors acknowledge the pattern may reflect reduced diagnoses 
or altered fractionation. The Romanian study describing stage 
migration comments that changes to treatment, postponement, 
and missed days during CCRT all occurred, but does not allude to 
the specific alterations at an individual patient level. Interestingly, 
a Turkish survey of gynecological oncologists illustrated a shift 
towards hypo-fractionated radiotherapy in locally advanced 
cervical cancer in 57% of respondents, but there was no associated 
description of precise dose fractionation regimens [29]. 

UK RCR guidance was to proceed with “lowest number 
of fractions, typically 45Gy/25#”. The British Gynecological 
Cancer Society (BGCS), on the other hand,  suggested that hypo-
fractionation could be considered but did not recommend any 
specific regimens [30]. Although some tumor types, particularly 
breast cancer, rapidly adopted hypo-fractionated radiotherapy 
during the pandemic, this may have been prompted by randomized 
evidence produced by the Fast-Forward trial [31]. We did not adopt 
a hypo-fractionated approach and suspect that many centers were 
reluctant to increase the fraction size in cervical cancer due to 
concerns over late effects, despite reports suggesting reasonable 
pelvic control rates and acceptable toxicity with a total EBRT dose 
of 39-40Gy utilizing fractions ≥2.5Gy [32]. 	  

Our institution has access to a dedicated on-site theatre 
facility with anesthetic support two days per week. Fortunately, 
the theatre suite remained functional throughout all waves of 
the pandemic. As a stand-alone “cold” site with no acute general 
medical admissions, COVID-19 infections remained low during 

most of 2020. The only change to our practice was immediately 
adopting spinal anesthesia, but general anesthesia was phased 
back in after the first wave. Any delays or alteration in the delivery 
of brachytherapy were related to non-COVID issues, such as 
unfavorable anatomy or medical comorbidity. In several cases, 
we opted to boost the cervix with SBRT. There is a small body of 
literature on SBRT as a substitute for IGBT [33] and although it 
should not be considered a routine replacement for IGBT, we have 
acquired experience in this technique [34]. In other centers, IGBT 
may have posed more of a problem depending on the infrastructure 
and provision of theatre services. A US study of the effect of the 
pandemic on brachytherapy in 47 patients treated February to 
June 2020 revealed minor treatment delays, but only 15 patients 
were being treated for cervical cancer [35]. There are several 
smaller series focused on abbreviated schedules. Rather than 
follow the EMBRACE protocol of 4 x 7 Gy  delivered over one week 
with two fractions per application which is popular in Europe, 
regimens such as 3 x 8 - 8.5Gy over one week [36] or even 24 - 
48 hours [37, 38] were evaluated, often utilizing a single insertion 
which minimizes anesthesia and results in a shorter overall 
treatment time, advantageous from a radiobiological perspective 
if there had already been a delay due to COVID-19 infection or 
staffing issues. Preliminary results indicate higher acute mucosal 
toxicity, but excellent local control rates at 1-2 years; data on late 
effects are outstanding. It is likely that some centers adopted even 
more condensed regimens such as 2 x 9 Gy [39, 40]. However, 
this approach may be associated with compromised local control, 
especially in the context of large volume residual disease, although 
this may have been the only option in low resource settings [41].

Disease control rates and survival outcomes were slightly 
less favorable in the patient group treated post-COVID in our 
series. We suspect that the reasons for this are multifactorial and 
reflect the higher proportion of patients presenting with tumors 
measuring ≥5cm and/or involved nodes, increased frequency 
of non-squamous pathology, longer time to start treatment, and 
fewer patients completed all IGBT as planned. Other than the 
abbreviated schedule IGBT studies already outlined, the only 
other reported CCRT outcomes after the onset of the pandemic is 
the Romanian study; patients presenting at advanced stages had 
a 3.39 higher likelihood of disease progression following CCRT. 
Further institutional series and population-based studies are 
awaited.

The major strength of this series is that we have described 
a real-world depiction of the impact of COVID-19 on the CCRT 
pathway and outcomes. In addition, the relatively large patient 
numbers treated at our institution means that we are more likely 
to detect differences in stage over a one-year period compared 
with smaller centers. Ideally, Scotland wide data would provide 
a more robust representation, but we are unable to collect this 
information by electronic data linkage at present. We acknowledge 
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that as we did not include patients with advanced cervical cancer 
who received palliative treatment only or best supportive care, we 
may have underestimated the effect on potential stage migration. 
Also, it was not always possible to access COVID-19 PCR results 
that were performed out with routine testing at the central 
laboratory immediately prior to IGBT, but the clinical notes were 
reviewed meticulously for any annotations regarding a positive 
test.  Finally, we did not practice high risk CTV outlining as per 
ESTRO guidelines at this time, as implementing the technique was 
postponed due to the pandemic, but used central pelvis SIB to 
boost the cervix.  

Conclusions

In summary, although the pressures on the UK NHS in 2020 
were immense and the advent of COVID-19 interrupted many 
aspects of patient care, the investigation and management of 
locally advanced cervical cancer in WOSCAN did not significantly 
differ from previous. EBRT practice in particular remained state of 
the art, but the introduction of MRI based HR-CTV IGBT planning 
was delayed. The full impact of the pandemic on cervical cancer 
survival outcomes at an international level are awaited.

Supplementary Table 1: Stage Distribution.

FIGO Stage Post-COVID, n=751 Pre-COVID, n=821 p-value2

2009 version     0.046

I 4 (5%) 13 (16%)  

II 47 (63%) 55 (67%)  

III 9 (12%) 4 (5%)  

IV 15 (20%) 10 (12%)  

2018 version     <0.001

I 3 (4%) 11 (13%)  

II 20 (27%) 44 (54%)  

III 37 (49%) 20 (24%)  

IV 15 (20%) 7 (9%)  
1

 n (%) 
2

 Pearson’s Chi-squared test      

Abbreviations: FIGO – International Federation of Obstetrics & Gynecology
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