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Abstract  
 

The process itself of staging of the disease during pregnancy and the treatment should comply with current standards, to 

the extent possible. Surgery and/or chemotherapy are considered to be fundamental methods of treatment for invasive 

cervical cancer during pregnancy. Tactics in the treatment of such patients is determined by a range of factors and 

depends on gestational age at the time of diagnosis, the stage of the disease, tumor size, as well as on the involvement of 

regional lymph nodes and the woman’s desire to continue pregnancy. Case Description: A 32 year-old patient, grand 

multipara, admitted for spontaneous metrorrhagia of low abundance during a 7 month pregnancy (date of last menstrual 

period is inaccurate) for which she consulted in the private sector where she underwent a gynecological examination that 

showed a tumoral process of the cervix, and then a biopsy that revealed a cervical squamous cell carcinoma. The patient 

was then referred to our departement for further care; we decided to perform a C-section at 34 weeks of ammenorrhea, 

giving birth to a male infant with a birth weight of 2300g, and then a CRC. Conclusion: The incidence of cervical cancer 

in pregnancy is itself not very high, and the symptoms are easily confused with other diseases in pregnancy. During 

pregnancy, gynecological examination is limited, and therefore, the rate of misdiagnosis is higher. The treatment of 

cervical cancer during pregnancy is related to many factors, such as tumor size, pathological type, period of gestation, 

lymph node involvement, and patients' willingness to maintain pregnancy.   
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INTRODUCTION 
The diagnosis of invasive cervical cancer 

during pregnancy is not always obvious. The incidence 

of dysplasia during pregnancy is estimated at 1% and 

that of the cervical cancer is at one in 10,000. Cervical 

cancer is one of the most commonly diagnosed cancers 

during pregnancy with the breast, with lymphomas and 

melanomas. However, the real incidence of the data 

remains unclear [1]. For patients with little follow-up, 

the beginning of pregnancy should be the occasion to 

take a cervical cytology if it has not been recently and 

to educate patients about the need of this surveillance 

[2]. The recommendation of cervical cytology in early 

pregnancy will increase the incidence of discovery of 

precancerous lesions, which is why it is important to 

define the guidelines. For cancers occurring during the 

pregnancy, the objectives are double and sometimes 

antagonistic: to achieve a management closer to that of 

patients who are not pregnant, i.e. do not subcontract 

because of pregnancy and if possible, keep the 

pregnancy. If previously an interruption pregnancy was 

often recommended during both pregnancy and 

childbirth. First quarters, recent publications report 

cases of preservation of pregnancy. This should not be 

to the detriment of the carcinological outcome [3]. 

 

CASE PRESENTATION 
A 32-year-old female patient with an 

unremarkable medical history, from and living in Fez, 

G4P3 (3 living children/vaginal delivery), pregnant at 7 

months (according to an inaccurate date of last 

menstrual period), characterized by the occurrence of 

light metrorrhagia in the first trimester, for which she 

consulted a gynecologist in the private practice (at 5 

months of pregnancy) who has suspected a cervical 

tumor, and performed a biopsy, then referred the patient 

to our departement for further care. On general 

examination : WHO:1, slightly discolored conjunctiva 
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The Gynecological examination revealed an 

ulcerative lesion of the cervix of 4 invading the upper 

1/3 of the vagina and proximally reaching the right 

parametrium. The cervical biopsy revealed a 

moderately differentiated epidermoid carcinoma with 

little keratinization and infiltrating character. 

 

The Abdominopelvic MRI showed a cervical 

lesion process that measured 54.4 mm in transverse 

diameter, 43.8 mm in anteroposterior diameter and 

extended over 57 mm in height. It also infiltrates the 

mesorectum without endorectal or bladder extension. It 

is then classified IIb. 

 

The chest X-ray was normal. The Abdominal 

ultrasound didn’t show any further abdominal location. 

The Obstetrical ultrasound showed a progressive mono-

fetal pregnancy, and a posterior placenta. The biometry 

was: p50 of 27-28 weeks of ammenorrhea, and the 

amniotic fluid of decreased quantity. The estimated 

weight was 1600g. 

 

The hematological examination showed HB of 

8 and urea/creatine of 0.12/6. It was accordingly 

decided to discuss the extraction from 32-34 weeks, to 

perform a CRC after the extraction (If patient goes into 

labor = cesarean section) and to schedule a 

postoperative CT scan of the thoracic-abdominal-pelvic 

area. 

 

The patient was hospitalized in our department 

for PRM in a 27-28 weeks of pregnancy for which she 

received antibiotic therapy, hemostatic treatment, 

martial supplementation and corticosteroid therapy (two 

doses at 28 and 32 weeks). A C-section was performed 

at 34 weeks with an extraction of a male newborn, 

Apgar 8/10, birth weight 2300g ; the postoperative 

course was unremarkable. Subsequently, the patient 

was admitted to the departement of oncology for 

cervical radio-chemotherapy (CRC): she received a 

total dose of 46 Gy+boost with a concomitant 

chemotherapy of 4 courses and 04 sessions of 

curitherapy marked by a good tolerance and a good 

therapeutic response. 

 

DISCUSSION  
The most common gynecological malignant 

tumors in pregnancy are cervical cancer, accounting for 

71.6%, followed by ovarian malignant tumors, 

accounting for 7.0%. The clinical manifestations of 

cervical cancer in pregnant women are related to the 

clinical stage and diameter of the tumor. Pregnancy 

with early cervical cancer mostly has no obvious 

clinical symptoms. However, a few symptomatic 

patients mostly show vaginal discharge with stench, 

purulent or bloody secretions, and vaginal irregular 

bleeding. Pregnancy with late cervical cancer mainly 

shows pain caused by tumors or chronic anemia caused 

by long‐ term irregular vaginal bleeding. Due to the 

fact that such patients are either pregnant or postpartum, 

the above symptoms are easily mistaken for other 

diseases during pregnancy or puerperium symptoms. 

Therefore, in pregnant patients and postpartum patients 

with vaginal bleeding, one should be very vigilant, and 

if necessary, gynecological examination and cervical 

exfoliation cytology screening are to be carried out. 

 

Screening for pregnancy with cervical cancer 

also follows the "three‐ step model", namely, cervical 

cytology, colposcopy, and cervical biopsy.Cervical 

cytology is the first choice for rapid diagnosis of 

cervical cancer. The test does not pose a threat to 

mothers and children throughout pregnancy. Previous 

studies have shownthat the accuracy of cervical 

cytological diagnosis in pregnancy is similar to that in 

nonpregnancy[4,5]. However, recent studies have 

shown that changes in maternal estrogen and 

progesterone levels lead to glandular hyperplasia of 

cervical mucosa, migration of squamous‐ columnar 

junction, active proliferation of basal cells, irregular cell 

morphology, and enlargement of nuclei, which are 

easily misdiagnosed as highly squamous intraepithelial 

lesions or even invasive cancer[4, 6]. In view of the 

specificity of the cervix during pregnancy, it is 

recommended that cervical cytology smears be made by 

experienced pathologists who can then examine and 

make a conclusion on the film to reduce misdiagnosis 

[5]. The cervical image under colposcopy is often 

difficult to identify because of the change of maternal 

hormone level during pregnancy. Therefore, colposcopy 

is better to be undertaken within the first and second 

trimesters of pregnancy. If the early colposcopy is not 

satisfactory, it can be repeated after 20 weeks of 

pregnancy. 

 

Analysis of prognosis of cervical cancer 

during pregnancy shows no negative impact of 

pregnancy on the outcome of patients;therefore, 

pregnancy-preserving management should be 

considered initially. The different treatment options 

based on stage and gestational age at diagnosis. 

 

Pregnancy-preserving management. A cone 

biopsy may be used to treat stage IA1 tumors without 

lymphovascular space invasion.For stage IA1 with 

lymphovascular space invasion, IA2 and IB1, staging 

lymphadenectomy should be performed as a first 

step.This can be safely done up to the 22nd week of 

gestation. After the 22nd week of gestation, delayed 

treatment after delivery with regular follow-up could be 

initiated. Alternatively, neoadjuvant chemotherapy 

(NACT) could be used to control the disease.In stage 

IB2 less than the 22nd week of gestation, two options 

are available: (i) pelvic lymphadenectomy as a first step 

followedby either chemotherapy or follow-up, and (ii) 

NACT and subsequent surgical staging of the disease 

after downstaging the tumor.In the case of positive 

nodes (including micro metastases), we recommend 

termination of pregnancy. However, the panel believes 

that for those patients who refuse this option, 
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chemotherapy could be considered. In these instances, 

patients should be informed of the possible negative 

impact on the prognosis and the lack of available data. 

Follow-up of IB1, IB2 and IB3 tumors after staging 

lymphadenectomy has been described in a systematic 

review of Morice et al. [4], who collected 76 patients 

with a median follow-up of 37.5 months (mean 16 

weeks of delay) and showed excellent oncological 

outcome. After the 22nd week of gestation, only NACT 

is an option. 

 

In stage IB3 (according to the new FIGO 2018 

classification [7]), the only pregnancy-preserving 

option is the application of NACT, although its 

efficiency has only been investigated in a small number 

of trials, and further research is warranted [8].The role 

of staging lymphadenectomy is controversial [9]. 

Follow-up without therapy in such cases is likely to 

compromise the prognosis and is thus not 

recommended. 

 

With increasing gestational age, a delay of 

definitive treatment is more commonly used, though 

NACT (until the 34–35th week of gestation) will 

prolong the duration of pregnancy until term delivery. 

 

Pregnancy nonpreserving management. 

Pregnancy nonpreserving management is chosen in 

advanced disease (stage IIB or higher or lymph node 

metastases) or in cases when the patient chooses not to 

preserve her pregnancy (based on local legislation and 

usually until the 24th week of gestation). Treatment is 

thus planned without intention to preserve the fetus. In 

case of an operable disease (IA2-IB2), a radical 

hysterectomy with fetus in utero (during the first- or 

early-second trimester) or after hysterotomy (during the 

late second trimester) can be performed. In IB3 and 

higher stages, during first trimester chemoradiation can 

be applied with the fetus in utero (the death of the fetus 

occurs within few days), while during second trimester 

a hysterotomy as a first step is advised. This reduces the 

risk of obstetrical complications (bleeding, rupture of 

the cervix, diffuse intravascular coagulation) and 

psychological impact on the patient.Alternatively, 

before chemoradiotherapy is initiated, feticide can be 

considered for ethical and psychological reasons [10]. 

 

Cesarean section is the preferred method for 

delivering fetuses with giant cervical tumors. Vaginal 

delivery carries risks of vaginal laceration, massive 

hemorrhage at scar incision, and metastasis of tumors. 

When the tumors are locally advanced, transverse 

cesarean section should be avoided because of the risk 

of cutting or tearing the tumors. Classic vertical incision 

can reduce bleeding and avoid damaging the blood 

vessels of tumors. Postoperative placenta should be sent 

for pathological examination to determine whether 

there is any metastasis. The second international 

consensus issued by the International Association of 

Gynecological Oncology in 2014 pointed out that 

delivery could be postponed to full‐  term pregnancy 

(>37 weeks), but premature delivery would inevitably 

occur in some patients because of tumor progression or 

need of radiotherapy. Neonatologists should discuss the 

timing of delivery together at this time. 

 

The effect of chemotherapy on the fetus 

depends on the dose of drugs transferred to the fetus by 

pregnant women receiving chemotherapy during 

pregnancy. Calsteren et al. [11] studied placental 

transport of chemotherapeutic drugs commonly used in 

pregnant baboon models. 

 

The results showed that the average 

concentration of carboplatin in baboon fetal plasma was 

57.5% of the maternal body; in addition, the 

concentration of paclitaxel in fetal umbilical cord blood 

was 15% of the maternal body after 3 hours of 

paclitaxel infusion; after transfusion of docetaxel, the 

concentration of docetaxel in fetal umbilical cord blood 

was 5%‐ 50% of maternal plasma, while after 26 hours, 

the concentration of both was high. The transplacental 

transmission rate of trastuzumab decreased from 85% to 

3% at 2 and 26 hours after trastuzumab injection. 

Kohler et al. [12] suggested that there might be a 

platinum placental filtration mechanism because the 

platinum concentrations in fetal cord blood and 

amniotic fluid were 23%‐ 65% and 11%‐ 24% of 

maternal blood, respectively. Chemotherapy can 

directly act on the growing fetus, or indirectly act on the 

growing fetus through the placenta.29, 30 After the 

development of fetal organs, chemotherapy can affect 

fetal eyes, genitals, hematopoietic system, and central 

nervous system.29 Chemotherapy‐ induced suppression 

of maternal and fetal bone marrow can also lead to 

anemia, which in turn affects fetal growth [13]. 

 

CONCLUSION 
The clinical manifestations of pregnancy 

complicated withcervical cancer are atypical, easily 

confused with pregnancy diseases, easily concealed by 

pregnancy status, and difficult to diagnose. Prenatal 

examinations are often neglected by pregnant women, 

which make it difficult to detect tumors. The effective 

treatment to women with pregnancy complicated with 

cervical cancer is mainly aimed at safeguarding both 

maternal and fetal health. Because of the pregnancy, it 

is not always easy to diagnose and treat such women, 

and any interventions on behalf of physicians are 

limited in such cases. 
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