
CERVICAL  
CARCINOMA





• Between 1950 and 1992, the death rate from cervical cancer declined  by 

74%. The main reason is the increasing use of cervical cytology cancer  

screening. The death rate continues to decline by approximately 4% per  

year

• The average age at diagnosis is approximately 50 years

• In studies following patients with advanced CIN, this precursor lesion  

precedes invasive carcinoma by approximately 10 years. In some  

patients, however, this time of progression may be considerably less.



• The etiology of cervical cancer is HPV in more than 90% of the  

cases.

• The two major histologic types of invasive cervical carcinomas  

are SCCs and adenocarcinomas.

• SCCs comprise 80% of cases, and adenocarcinoma or 

adenosquamous carcinoma comprise approximately 15%
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Cervical cancer



• signs and symptoms are variable andnonspecific:

❑watery vaginal discharge

❑intermittent spotting

❑postcoital bleeding.

• In cases of suspected microinvasion and early-stage cervical carcinoma, conization of the  

cervix is indicated to evaluate the possibility of invasion or to define the depth and extent 

of microinvasion.

•cytologic screening, colposcopically directed biopsy, or biopsy  

of a gross or palpablelesion

• CKC provides the most accurate evaluation of the margins.









cervical carcinoma spreads by direct invasion and by  

lymphatic metastasis

Careful clinical examination should be performed on all patients.  

Examinations should be conducted by experienced examiners and  

may be performed under anesthesia

Various optional examinations: ultrasonography

, computed tomography,  

magnetic resonance imaging,  

lymphangiography,

laparoscopy, and fine-needle aspiration,
are valuable for treatment planning and to help define the extent of tumor growth,especially in patients

with locally advanced disease



• Surgeryorradiation therapy may be options depending onthe stage and size of the lesion:

• Patients with scc and those with adenocarcinomas should be managed similarly, except for

those with microinvasive disease. Criteria for microinvasive adenocarcinomas have not

been established.

• Forstage Ia1, microinvasivescc :

conization orsimpleextrafascial hysterectomymay be considered.

• Stage Ia2, invasive scc: radical hysterectomy with lymph node dissection or radiation

therapy, depending onclinical circumstances.



• Stage Ib1: should be distinguished from stage Ib2 carcinoma of the cervix, because  

the distinction predicts nodal involvement and overall survival and may, therefore,  

affect treatment and outcome.

• For bulky stage Ib and selected lla: radical hysterectomy and lymph node  

dissection or radiation therapy with cisplatin-based chemotherapy should be  

considered.

• Adjuvant radiation therapy may be required in those treated surgically, based on  

pathologic risk factors, especially in those with stage Ib2 carcinoma. •

• Stage IIb and greater: external beam and brachytherapy radiation and concurrent  

cisplatin-based chemotherapy.



• Brachytherapy delivers radiation close to the affected organ or structure.

• Both high- and low-dose brachytherapy are used to treat cervical cancer.

• The brachytherapy radiation is delivered using special apparatuses  

known as tandem and ovoid devices placed through the cervix into the  

uterus and at the apices of the vagina.

• The external beam radiation is applied primarily along the paths of  

lymphatic extension of cervical carcinoma in the pelvis.



• the bladder and distal colon, tolerate radiation relatively well.

• Radiation therapy doses are calculated by individual patient needs to maximize  

radiation to the tumor sites and minimizing the amount of radiation to adjacent  

uninvolved tissues.

• Complications of radiation therapy :

• radiation cystitis and proctitis

• intestinal or vaginal fistulae

• small bowelobstruction

• difficult-to-manage hemorrhagic proctitis or cystitis.



• Following treatment for cervical carcinoma, patients should be monitored regularly:

• follow-up examinations every 4 months for the first 2 years and visits every 6  

months subsequently to year 5, followed by cervical cytology annually to  

perpetuity and chest x-rays annually for up to 5 years.





• Treatment for recurrent disease is associated with poor cure rates.

• Most chemotherapeutic protocols have only limited usefulness and are reserved for  

palliative efforts.

• specific “spot” radiation to areas of recurrence also provides only limited benefit.

• Occasional patients with central recurrence (i.e., recurrence of disease in the upper  

vagina or the residual cervix and uterus in radiation patients) may benefit from  

ultraradical surgery with partial or total pelvic exenteration.



• Preventive approaches to cervical cancer include

• sexual abstinence

• vaccination

• use  of  barrier protectionwith or without spermicides

• regular gynecologic examination and cytologic screening  

with treatment of precancerous lesions



• It is estimated that gynecologic examination and cervical cytology may reduce cancer  

incidence and mortality by 40%

• The HPV vaccine prevents transmission and acquisition of type specific HPV through  

sexual and nonsexual contact. Currently, there are three vaccines on the market  

(bivalent, quadrivalent, and 9-valent). One is active against oncogenic HPV types 16  

and 18 only, one is active against HPV 5 types 16, 18, as well as two types that cause  

genital warts, HPV types 6 and 11.

• The other vaccine is active against oncogenic HPV types 16 and 18, with some  

possible protection against seven other genotypes including 45 and 31



• These vaccines contain virus-like particles that consist of the main structural HPV-L1  

protein

• lack the viral genetic material and, noninfectious.

• These vaccines stimulate the production of immunoglobulin G–type-specific antibodies  

to prevent acquisition of type-specific HPV in the genital and vulvar areas.

• The quadrivalent vaccine has been shown to prevent 91% of new and 100% of  

persistent infections.

• Currently, HPV vaccines are indicated only forprophylaxis



• Currently, there are at least three vaccines which are approved by the  

Food and Drug Administration for preventing HPV infection. They differ in  

the number of serotypes covered.

• The HPV vaccine is given as two or three separate doses depending on  

age of first dose.

• If the first dose is administered before age 15, then only two doses are  

required, 6 to 12 monthsapart.

• If, for some reason, the second doses are administered less than 5  

months  apart, thena third dose isrequired.



• If the first dose is administered at the age of 15 or older, then three doses are required.  

The second dose should be given 1 to 2 months after the first dose, and the third dose  

given 6 months after the first dose.

• It is recommended as a routine vaccination for boys and girls aged 11 to 12 years.  

However, it can be given as young as 9 years.

• Previous exposure to HPV is not a contraindication to vaccination. Testing for HPV is  

currently not recommended before vaccination. •





Current cervical cytology screening recommendations remain

unchanged and should be followed regardless of vaccination

status.



CLINICALFOLLOW-UP

You explain that a colposcopy is a diagnostic procedure that will  

provide more information. On colposcopic examination, you see  

the full TZ and notice a small acetowhite area at the 3:00  

position,which you biopsy.The biopsy results demonstrate no  

evidence of dysplasia or cancer.You relay this information to the  

patient and make a plan for future follow-up

with cervical cytology
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