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Abstract

Introduction: Progressive urological complications represent a urological emergency and an unfavorable prognostic factor in
advanced gynecological cancers. This study aimed to describe the epidemiological, clinical, therapeutic, and evolutionary aspects
of these complications at the Ignace Deen University Hospital in Conakry. Methodology: Prospective cross-sectional descriptive
study conducted in the urology department of Ignace Deen University Hospital over 2 years (January 2024-December 2025).
This study included patients with gynecological cancer presenting progressive urological complications. Variables studied were
demographic (age, parity), clinical (histological type, FIGO stage, ECOG performance status), paraclinical (serum creatinine,
hemoglobin, ultrasound), therapeutic (urinary drainage, oncological treatments), and evolutionary. Upper urinary tract drainage
was performed by percutaneous nephrostomy or JJ stent placement. Results: We recorded 88 patients who presented with
gynecological cancer with progressive urological complications. The mean age of patients was 54.3+11.5 years. Cervical cancer
represented 96.6% (squamous cell carcinomas), predominantly at stage 11IB (61.2%). The general condition of patients was
severely deteriorated: 59.1% ECOG |1l and 40.9% ECOG IV. Isolated bilateral ureterohydronephrosis constituted the main
complication (47.7%). JJ stent drainage was successful in 55.7% of patients, percutaneous nephrostomy in 22.7%, with a failure
rate of 21.6%. Mean serum creatinine decreased from 10.1 to 6.5 mg/dl (36% reduction), hemoglobin increased from 6.9 to 10.0
g/dl. Exclusive palliative care was provided to 73.9% of patients, 21.6% received chemotherapy. Mean hospital stay was 6.2
days with in-hospital mortality of 11.4%. Conclusion: This study reveals that urological complications of gynecological cancers
in Guinea are characterized by late diagnosis and limited therapeutic options. Despite the feasibility of urinary drainage, the
massive recourse to palliative care underscores the poor prognosis. Priorities include HPV vaccination, early screening,
strengthening of technical facilities, and development of appropriate palliative care structures.
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1. Introduction

Gynecological cancers remain a major public health prob-
lem worldwide, with particularly high incidence and mortality
rates in developing countries [1]. In sub-Saharan Africa, cer-
vical cancer is the leading cause of cancer death among
women, with over 111,000 new cases diagnosed in 2018 [2].
Guinea, like many West African countries, faces this alarming
reality, where 85% of gynecological cancers are diagnosed at
advanced stages, significantly limiting treatment options and
worsening the prognosis [3].

One of the most serious consequences of the local progres-
sion of gynecological cancers, particularly cervical and ovar-
ian cancer, is urinary tract involvement. Due to the anatomical
proximity of the pelvic organs, tumor extension can lead to
compression or infiltration of the ureters, resulting in ureteral
obstruction and the development of ureterohydronephrosis.
This complication occurs in 14% to 44% of patients with ad-
vanced cervical cancer and is a major adverse prognostic fac-
tor [4, 5].

This complication therefore represents not only a urological
emergency requiring rapid drainage to preserve renal function,
but also an independent prognostic indicator of mortality [6].

The management of urological complications of advanced gy-
necological cancers relies primarily on upper urinary tract drain-
age procedures [7]. These interventions aim to rapidly restore re-
nal function, stabilize the patient's overall condition, and, when
possible, allow for the initiation of cancer treatment. However,
the success rate of these procedures varies considerably depend-
ing on the clinical context, with frequent failures [8].

In the Guinean context, characterized by limited resources,
often delayed diagnosis, and restricted technical facilities, the
management of these urological complications represents a
daily therapeutic challenge. Local data on this issue remain
scarce, even though documenting them is essential for opti-
mizing management strategies and improving patient out-
comes.

The objective of this study was to describe the epidemiolog-
ical, clinical, paraclinical, therapeutic and evolutionary aspects
of urological complications of gynecological cancers at the 1g-
nace Deen University Hospital Center (UHC) in Conakry.

2. Methodology

2.1. Study Design and Framework

This was a prospective cross-sectional descriptive study
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conducted in the urology department of the Ignace Deen Uni-
versity Hospital in Conakry over a period of 2 years, from Jan-
uary 2024 to December 2025. The study included all patients
with an evolving urological complication of gynecological
cancer.

2.2. Study Population and Selection Criteria

We included in our study patients with cervical and/or ovar-
ian cancer and ongoing urological complications who had
given their informed consent to participate. We excluded pa-
tients with urological complications unrelated to gynecologi-
cal cancers, those with iatrogenic urological complications re-
lated to cancer treatments, and those who declined to partici-
pate in the study.

2.3. Sample Size

This was an exhaustive sample including all consecutive
patients meeting the inclusion criteria during the 24-month
study period. No prior sample size calculation was performed.

2.4. Data Collection and Variables Studied

Recruitment was conducted prospectively and consecu-
tively through urology consultations, the emergency depart-
ment, and in collaboration with the oncological surgery and
gynecology departments. Data were collected using a stand-
ardized form and entered into SPSS version 20.0®.

2.5. Variables Studied

The variables studied were age and parity (stratified as nul-
liparity, primiparity, pauciparity [2-3 deliveries], and multi-
parity [>4 deliveries]), histological type, FIGO stage, ECOG
performance status, urological complications and comorbidi-
ties, serum creatinine (mg/dL), hemoglobin (g/dL), renal ul-
trasound, and abdominopelvic CT scan. Hydronephrosis was
graded from 1 to 4 (grade 1: mild renal pelvic dilatation; grade
2: moderate renal pelvic dilatation without parenchymal thin-
ning; grade 3: severe dilatation with moderate thinning; grade
4: major dilatation with marked thinning), urinary diversion
methods (JJ stent and percutaneous nephrostomy [PCN]), and
success rates. NPCs were performed under ultrasound guid-
ance with 10-12 Fr probes. JJ stents (6 Fr) were inserted ret-
rogradely without fluoroscopy; in case of failure, NPC was
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offered. Oncological treatments (chemotherapy, radiotherapy),
palliative care, supportive treatments (hemodialysis, transfu-
sion), and additional surgical procedures were documented.

Evolving variables: length of hospitalization, evolution of
creatinine and hemoglobin between admission and discharge,
hospital outcome (survival/death).

2.6. Statistical Analysis

This analysis was performed using SPSS 20.0®. Quantita-
tive variables were expressed as means *standard deviations
or medians with interquartile ranges; qualitative variables as
counts and percentages. The results were presented in tables
and figures and then compared with data from the literature.

2.7. Ethics

This study was approved by the Ethics Committee of the
Ignace Deen University Hospital (Ref: 138/CUA/2024). The
study was conducted in accordance with the principles of the
Declaration of Helsinki. Written informed consent was ob-
tained from all patients before their inclusion in the study, af-
ter a detailed explanation of the objectives, procedures, risks,
and potential benefits. Data confidentiality and anonymization
were guaranteed throughout the study. Patients were free to
withdraw from the study at any time without this affecting
their medical care.

2.8. Managing Missing Data

All variables of interest were recorded for all patients in-
cluded in the study, with no missing data.

3. Results

During the 24-month study period (January 2024 to Decem-
ber 2025), 98 patients with gynecological cancer and sus-
pected progressive urological complications were evaluated
for inclusion. Ten of these patients were excluded for the fol-
lowing reasons: urological complications unrelated to gyne-
cological cancers (n = 4), iatrogenic complications related to
surgical treatments (n = 3), and refusal to participate in the
study (n = 3). Ultimately, 88 patients were included and ana-
lyzed, of whom 85 had cervical cancer (96.6%) and 3 had

ovarian cancer (3.4%). No included patients were lost to fol-
low-up during hospitalization.

The mean age of the patients was 54.3 £11.5 years, with
the most frequent age group being 50 to 59 years (33.0%). Pa-
tients with few pregnancies constituted the predominant group
(39.8%). The majority of patients (52.3%) had no comorbidi-
ties. The general condition of our patients was considerably
impaired, with 59.1% classified as ECOG IlI (Table 1).

Cervical cancer accounted for the majority of cases with 85
patients (96.6%) and three cases of ovarian cancer (3.4%)
completed the series.

From a histological point of view, all cervical cancers were
squamous cell carcinomas and bilateral ovarian cancers were
serous carcinomas.

Isolated bilateral ureterohydronephrosis represented 47.7%
of cases (Table 2).

Among the 85 patients with cervical cancer, the majority
were at stage 111 B (61.2%) (Table 3).

Ureteral drainage by insertion of a JJ stent was the preferred
method, successfully performed in 49 patients (55.7%). The
overall drainage success rate was 78.4% (Table 4).

Renal ultrasound allowed for the grading of pyelocaliceal
dilatation. The distribution showed: 21.6% mild dilatations
(grade 1), 29.5% moderate dilatations (grade 2), 29.5% severe
dilatations with parenchymal thinning (grade 3), and 19.3%
very severe dilatations with thinned parenchyma (grade 4).

From a biological standpoint, the mean serum creatinine
level decreased from 10.1 mg/dL on admission (median 9.8
mg/dL) to 6.5 mg/dL on discharge (median 6.0 mg/dL), rep-
resenting a reduction of approximately 36%. The mean hemo-
globin level also improved, increasing from 6.9 g/dL (median
7.0 g/dL) to 10.0 g/dL (median 10.3 g/dL). The mean length
of hospital stay was 6.2 days, with a range from 2 to 17 days
(Table 5).

Exclusive palliative care was provided to the vast majority
of patients (73.9%). Palliative chemotherapy was offered to
19 patients (21.6%). Three patients (3.4%) required hemodi-
alysis in addition to palliative care. Limited surgical proce-
dures, such as transurethral resection of the bladder (TURB),
combined with either palliative care (1.1%) or radiotherapy
(1.1%), were performed in two specific cases.

Of the 88 patients included, 78 were discharged alive from
the hospital (88.6%). Ten hospital deaths were recorded, rep-
resenting a hospital mortality rate of 11.4%.

Table 1. Age groups, parity, comorbidities and ECOG status.

Features Effective Percentage
Age range (years)

30-39 9 10.2%
40-49 21 23.9%
50-59 29 33.0%
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Features

60-69

70-79

Parity
Nulliparous (0)
Primiparous (1)
Paucipare (2-3)
Multiparous (>4)
Comorbidities
None

HTA

Diabetes
Hypertension + Diabetes
ECOG Status
ECOG IlI
ECOG IV

Effective

21
8

14
17
35
22

46

25
10

52
36

Table 2. Urological Complications.

Type of complication Effective
Isolated ureterohydronephrosis 42
Ureterohydronephrosis + invasion of the meatuses 32
Ureterohydronephrosis + secondary bladder tumor 13
Ureterohydronephrosis + Vesicovaginal fistula 1

Stages

Stage IlI B
Stage IV A
Stage IV B

Drainage method

Bilateral JJ stent insertion
Unilateral percutaneous nephrostomy

Drainage failure

Table 3. Distribution of cervical cancer stages (n=85).

Effective

52
28
5

Table 4. Type of upper urinary tract drainage.

Effective

49
20
19

80

Percentage

23.9%
9.1%

15.9%
19.3%
39.8%
25.0%

52.3%
28.4%
11.4%
8.0%

59.1%
40.9%

Percentage

47.7%
36.4%
14.8%
1.1%

Percentage

61.2%
32.9%
5.9%

Percentage

55.7%
22.7%
21.6%
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Table 5. Biological and hospital data.

Settings Average
Initial serum creatinine (mg/dl) 10.1
Serum creatinine level (mg/dl) 6.5
Entry hemoglobin (g/dl) 6.9
Excreted hemoglobin (g/dl) 10.0
Length of hospital stay (days) 6.2

4. Discussion

In this prospective study of 88 patients, we described the
epidemiological, clinical, paraclinical, and therapeutic aspects
of progressive urological complications of gynecological can-
cers at the Ignace Deen University Hospital in Conakry. This
series constitutes one of the first Guinean studies specifically
dedicated to this issue, providing essential local data to im-
prove the understanding and management of these serious
complications.

Our study has several methodological strengths, including
its prospective nature, which ensures higher quality data; its
focus on a specific clinical problem that is poorly documented
in the Guinean context; and the consecutive inclusion of all
eligible patients, reducing the risk of selection bias. However,
some limitations must be acknowledged: the lack of long-term
follow-up; the single-center design, which limits the extrapo-
lation of results; the absence of fluoroscopic monitoring for JJ
stent placement; and the impossibility of systematically per-
forming examinations such as pelvic magnetic resonance im-
aging (MRI).

From an epidemiological and clinical perspective, the mean
age of our patients was 54.3 years, comparable to data re-
ported in several African studies where the mean age of pa-
tients with advanced gynecological cancers is between 50 and
58 years [1, 2]. This relatively young age range contrasts with
observations in developed countries where the peak incidence
is generally after 60 years [9]. This difference is explained by
lower life expectancy in sub-Saharan Africa, early exposure
to risk factors, particularly human papillomavirus (HPV) in-
fection, and late diagnosis [4, 5].

The predominance of cervical cancer in our series is con-
sistent with African epidemiological data [10, 11]. The World
Health Organization (WHO) estimates that more than 85% of
the global burden of cervical cancer is borne by low- and mid-
dle-income countries [12]. Hypertension remained the most
frequent comorbidity, an observation consistent with the Af-
rican literature [13].

The particularly poor general condition of our patients, with
59.1% classified as ECOG 111 and 40.9% as ECOG 1V, reflects
the late diagnosis in Guinea, similar to other African contexts
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Median Min - Max
9.8 20-175
6.0 1.9-16.2
7.0 3.0-112
10.3 6.5-13.0
5.0 2-17

where 70 to 90% of gynecological cancers are diagnosed at
advanced stages [14, 15]. This situation contrasts sharply with
developed countries where screening programs allow for the
diagnosis of the majority of cases at early stages [16]. The
WHO, in its global strategy for the elimination of cervical can-
cer as a public health problem [17], has identified three essen-
tial pillars: vaccination, screening, and treatment. Several fac-
tors explain this diagnostic delay in Guinea, including low
public awareness, cultural and religious beliefs, difficulties in
accessing care, and the weakness of the health system [18].

Regarding the anatomopathological aspects and observed
complications, the distribution of tumor stages in our series,
with a majority of FIGO stage |11 B, reflects the advanced na-
ture of the cancers at the time of diagnosis [11]. Stage 11l B,
according to the FIGO classification, corresponds to tumor ex-
tension to the pelvic wall and/or the presence of hydronephro-
sis or a non-functioning kidney [19]. This definition therefore
directly incorporates urological complications as a staging cri-
terion, highlighting the intrinsic link between advanced tumor
extension and urinary tract involvement.

The squamous cell carcinoma histology found in all our pa-
tients with cervical cancer is consistent with the global litera-
ture, which reports that this histological type represents 70 to
80% of cervical cancers [20]. The serous carcinomas of the
ovaries observed in our series also correspond to the most fre-
quent histological type of ovarian cancer [21].

Isolated bilateral ureterohydronephrosis accounted for 47.7%
of complications in our series, followed by the association of
ureterohydronephrosis with invasion of the ureteral orifices.
This high frequency of bilateral complications is explained by
central tumor extension, which simultaneously affects both
ureters in their pelvic segment. Studies have shown that bilat-
eral involvement occurs in 30% to 50% of patients with ure-
teral obstruction of gynecological neoplastic origin [22, 23].

Regarding therapeutic management, our overall drainage
success rate of 78.4% falls within the range reported in the
international literature, which varies from 70% to 90% de-
pending on the series and techniques used [24]. Retrograde JJ
stent placement was our first-line treatment, with a success
rate of 55.7%. This therapeutic strategy is consistent with in-
ternational recommendations. Chung et al. [8], in their 15-year
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experience managing extrinsic ureteral obstruction with ure-
teral stents, demonstrated that the retrograde approach should
be attempted as a first-line treatment due to its less invasive
nature, its internal nature avoiding complex external care, and
its better impact on patients' quality of life.

The lack of fluoroscopic guidance in our practice consti-
tutes a significant technical limitation. Studies have shown
that fluoroscopic guidance improves the success rate of JJ
stent placement by 15 to 20% and reduces complications [25].
Percutaneous nephrostomy under ultrasound guidance was
our alternative in cases of failed JJ stent placement, success-
fully performed in 22.7% of patients. The African context of
percutaneous nephrostomy was specifically studied by Ahmed
etal. [7] in Nigeria, who reported a success rate of 83.3% with
ultrasound guidance, demonstrating the feasibility of sophisti-
cated techniques in resource-limited African settings.

Analysis of the results and prognosis reveals that the high
proportion of patients receiving exclusively palliative care re-
flects the very advanced stage at diagnosis and the poor over-
all condition of our patients. Only 21.6% were able to benefit
from palliative chemotherapy, a rate significantly lower than
the standards in developed countries where 40 to 60% of pa-
tients with advanced cervical cancer receive cancer treatment.

The significant improvement in serum creatinine observed
in our series, with an average reduction of 36%, demonstrates
the effectiveness of urinary drainage in restoring renal func-
tion. This improvement is consistent with data from the liter-
ature, which report reductions of 30% to 50% in serum creat-
inine after effective drainage. However, it is important to note
that this biological improvement does not necessarily reflect
an improved overall prognosis, as ureteral obstruction in the
context of advanced cancer remains a marker of poor progno-
sis.

The improvement in hemoglobin levels, increasing on av-
erage from 6.9 to 10.0 g/dL, resulted primarily from blood
transfusions administered as part of supportive care and likely
from improved renal function. The severe anemia observed on
admission reflected the chronic nature of the disease and
chronic bleeding, common complications of advanced gyne-
cological cancers.

The in-hospital mortality rate of 11.4% in our series reflects
the severity of our patients' clinical condition. The causes of
death were multifactorial, including end-stage renal failure,
sepsis, severe malnutrition, and rapid tumor progression. It is
important to emphasize that this in-hospital mortality rate only
reflects part of the reality, as the majority of patients likely
died within weeks or months of discharge.

Looking ahead, the results of our study highlight the urgent
need to develop strategies for the prevention and early detec-
tion of gynecological cancers in Guinea. Strengthening the
technical infrastructure, particularly through the acquisition of
fluoroscopy equipment to improve the success rate of drainage
procedures, as well as improving access to oncological treat-
ments, are priorities for our institution. Ongoing training for
healthcare professionals in urinary drainage techniques and
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the implementation of standardized multidisciplinary care
protocols are essential to optimizing outcomes.

Finally, the development of local clinical research, with
long-term follow-up studies to better assess the prognosis and
quality of life of these patients, would allow us to adapt our
therapeutic strategies to the Guinean context.

5. Conclusion

Our study reveals a concerning reality of urological com-
plications of gynecological cancers in Guinea, characterized
by late diagnosis, severely compromised general health of pa-
tients, and limited therapeutic options. Despite the technical
feasibility of urinary drainage in our setting, the high hospital
mortality rate and the predominant reliance on exclusive pal-
liative care reflect a poor prognosis and highlight the major
challenges in managing these patients.

The urgent need is for the development of primary preven-
tion strategies through HPV vaccination and early screening
adapted to local resources. Strengthening the technical infra-
structure, improving access to cancer treatments, providing
continuing education for healthcare professionals, and devel-
oping palliative care facilities are essential priorities. Only a
comprehensive and multidisciplinary approach, integrating
prevention, early diagnosis, optimal treatment, and quality
palliative care, will significantly reduce the dramatic burden
of advanced gynecological cancers in Guinea.
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