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INTRODUCTION
Cervical cancer is the one of the most common malignancies 
in woman, with approximately 604,000 new cases globally 
[1]. About 85% of all cervical cancers occurred in developing 
countries. Mortality was seen in 200,000 cases [2].
Cervical cancer complicating pregnancy is uncommon. The 
incidence was relatively low, with only 1%-3% cases were 
diagnosed during pregnancy or postpartum. The role of 
pregnancy in cervical progression was still controversial, as 
some had reported the indirect effect of hormonal levels during 
pregnancy (i.e., estrogen, progesterone, and human chorionic 

gonadotropin) on Human Papillomavirus (HPV) infection [3,4]. 
Another study also suggested that lymphatic and blood flow 
compromise in pregnancy may accelerate the progression of 
tumor and cervical cancer development [5].
Treatment in pregnancy complicated with cervical cancer was 
challenging. Primarily, it depended on patient’s will whether 
to maintain or terminate her pregnancy. Choices of treatment 
(e.g., chemotherapy) were also limited due to fetal risk [6,7]. In 
this case report, we presented a case of pregnancy complicated 
with early stage of cervical cancer (IB1) in patients who desired 
to continue her pregnancy.

Abstract
Cervical cancer is one of the most common malignancies affecting women worldwide, but its occurrence 
during pregnancy remains rare, affecting only 1%-3% of pregnant women. Managing cervical cancer in preg-
nancy poses significant clinical and ethical challenges, as treatment must balance maternal oncologic out-
comes with fetal safety. We report a case of a 38-year-old woman, gravida 3 para 2, diagnosed with stage IB1 
cervical squamous cell carcinoma at 30 weeks of gestation, who presented with postcoital bleeding and lower 
abdominal pain. Clinical, ultrasound, and MRI assessments revealed a 2 cm cervical mass without evidence 
of local invasion or lymphadenopathy. Histopathology confirmed moderately differentiated non-keratinizing 
squamous cell carcinoma. Respecting the patient’s strong desire to continue the pregnancy, a multidisci-
plinary team opted for delayed treatment. After fetal lung maturation, cesarean section was performed at 
36 weeks followed by radical hysterectomy with left salpingo-oophorectomy and right ovarian transposition. 
The neonate, delivered with transient respiratory complications, was managed in the neonatal intensive care 
unit. Postoperative recovery was stable, and adjuvant chemoradiation was planned. This case highlights the 
importance of individualized care, taking into account gestational age, tumor characteristics, and patient pref-
erences. In select early-stage cervical cancer cases, deferred definitive treatment until fetal maturity followed 
by radical surgery may offer favorable outcomes for both mother and fetus.
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CASE PRESENTATION
A 38-year-old female arrived at our settings with a chief 
complain of postcoital bleeding since 8 months before 
admission. There was also intermittent lower abdominal 
pain. Patient was currently in her G3P2, 30 weeks pregnancy. 
General examination and vital signs were within normal limits. 
Gynecological examination showed exophytic mass sized 2 × 2 
× 2 cm, which bleeds easily (Figure 1). Mass was palpated in the 
portio of the cervix. Digital Rectal Examination (DRE) did not 
reveal any mass in intraluminal area.

Figure 1: Exophytic mass sized 2 × 2 × 2 cm in the portio of the cervix.
USG was performed, which showed singleton live transverse 
lie fetus, with head in the right. Fetal biometry BPD/HC/AC/
FL was 82/306/279/62, which corresponded with 30 weeks 
pregnancy. Amniotic fluid and fetal vascularization status was 
within normal limits.
Gynecological USG was also performed to evaluate the 
pathological mass, which showed a pathological mass in 
cervix, hypo-hyperechoic, measuring 2.31 × 1.53 × 1.71 cm 
with a volume of 3.16 cc. The mass did not appear to infiltrate 
adjacent myometrium or bilateral parametrium. There was 
also no infiltration to bladder or rectum (Figure 2). Left and 
right ovaries were difficult to visualize, with no enlargement of 
bilateral pelvic lymph node. There was no visible free fluid in 
the pelvic area.
Patient underwent whole abdominal non-contrast MRI and 
further biopsy examination. T2W and STIR MRI revealed 
hyperintense lesion in posterior uterine cervix mucosa with 
faint diffuse restriction. No infiltration was seen to adjacent 
tissues (Figure 2). Histopathological examination was 
performed, which showed papillary squamous cell carcinoma 
with moderate differentiation in the cervix. There was no 
lymphovascular invasion found.
Radical hysterectomy with left salphingo-oophorecomy, right 
salpingectomy, and right ovarian transposition was performed 
(Figure 3). Patient was stable postoperatively. A 2060-grams, 
40 cm baby boy was born with Apgar score of 5/7. Baby was 
diagnosed with respiratory distress syndrome with differential 
diagnosis of transient tachypnea of newborn, currently on 
ventilator mode PC/AC PEEP 6 FiO2 20%.

Figure 2: Further examination of the patient. Left: USG revealed 
pathological mass sized 2.31 × 1.53 × 1.71 cm in the cervix, no infiltration 
found to adjacent structure. Right: MRI showed lesion in posterior cervix 
with malignant characteristics.

Figure 3: Radical hysterectomy was performed in the patient.

RESULTS AND DISCUSSION
This case report presented a case of pregnancy complicated 
with early-stage cervical cancer. Treatment of cervical cancer in 
pregnancy was challenging, as the choice of treatments were 
limited, and patients’ will played an important role in deciding 
treatment choice [7]. Pregnant patients with cervical cancer also 
may present with atypical and non-obvious symptoms. Clinical 
manifestations in cervical cancer may involve vaginal discharge 
with purulent or bloody secretions, irregular bleeding, or postcoital 
bleeding (in 3%-5% patients) [8]. Some also presented with pain 
or fatigue due to long-standing chronic anemia, which may mimic 
common conditions in pregnancy or other diseases [4]. 
In our patient, preservation of pregnancy was sought in 
accordance with patient’s will. There were several factors that 
may influence the decision of continuation or termination of 
pregnancy: Histological subtype, nodal status metastasis, imaging 
assessment (MRI), stage of cancer, gestational age, and presence 
of other obstetric complications [6,7,9]. 
Termination of pregnancy has been widely chosen as more 
aggressive treatment can be sought in non-pregnant patients 
with cervical cancer. Progression of cancer in pregnancy had 
been related to increased level of estradiol during pregnancy, 
which were associated with HPV infection and subsequent 
tumor development [10]. In addition, imbalance in maternal 
immunity during pregnancy (i.e., inhibition in Th1 pathway 
with enhancement in T-reg) may increase immune tolerance 
responsible for cancer progression [11]. However, despite 
some studies reported the risk of cervical cancer progression in 
continuation of pregnancy, the effect was rather controversial. For 
instance, study conducted by Haie-Meder et al. reported that an 
average delay of 16 weeks treatment in stage IB1 or higher cervical 
cancer due to pregnancy continuation resulted in 95% survival 
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rate, which did not significantly differ with pregnancy termination 
[12]. In contrast, Ma, et al. showed that Disease-Specific Survival 
(DSS) was significantly lower in those who delayed treatment 
due to pregnancy compared to patients who received immediate 
treatment (5-year DSS 61% vs. 86%; p<0.05) [13]. Prognostic 
factors such as tumor size (>2 cm) and lymph node metastasis 
were associated with worse prognosis [14]. 
In patients with stage IA1 or IA2, conization can be performed 
preferably between 14-22 weeks pregnancy. Caution needed to be 
taken not to incise too deep, as it may damage fetal membranes 
and compromised pregnancy. Conization can be combined with 
cervical cerclage to prevent premature labor and bleeding [15,16]. 
In higher stage, such as IB1 in our patients, radical hysterectomy 
with pelvic node dissection (in patients with positive lymph node) 
was recommended as it was associated with high 5-year survival 
rate [17]. Extent of radical hysterectomy can be chosen accordingly 
based on each patient’s tumor status (i.e., tumor size, presence of 
Lymph-Vascular Space Invasion (LVSI), and depth of invasion) [18].
It needed to be highlighted that despite patient’s will to continue 
her pregnancy, premature delivery may be inevitable due to cancer 
progression. Delivery with caesarean section was recommended 
as vaginal delivery was associated with increased risk of bleeding 
and tumor metastasis. Neoadjuvant chemotherapy can be 
administered after 20 weeks gestational age as it may result in 
spontaneous abortion or fetal anomaly if given early [4]. However, 
in patients without lymph node involvement, treatment can be 
safely delayed until 34-35 weeks to allow full-term delivery [16]. 
In our patient, full-term delivery was sought to optimize patient 
and fetal outcomes, with radical hysterectomy performed after 
caesarean section. Patient was stable postoperatively.

CONCLUSION
Management of pregnancy complicated with cervical cancer 
was challenging. Several factors, such as tumor size, lymph node 
involvement, tumor stage, gestational age, and patient’s will 
may influence the choice of treatment. If the patient desired to 
continue her pregnancy, such as in our patient, delayed cancer 
treatment until full-term delivery can be sought followed by 
radical hysterectomy and subsequent chemotherapy planning.
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