


CANCER CERVIX WITH PREGNANCY

et al 1995). As very few institutions
have had sufficient ecxperience in
the managcment, some authors have
conducted collaborative studics
(Baltzer et al 1990) to provide optimum
management protocols. The present
study presents an cxpericnce of
8 years in a tertiary level
postgraduate institute in Pondicherry,
South India.

MATERIALS AND METHODS

The study was carried out in
Jawaharlal  Nchru  Institute  of
Postgraduate Medical Education and
Rescarch, a tertiary referral center
in Pondicherry (South India) and
in the department ol Obsictrics and

Gynccology. The total number of
pregnancics managed in the last
8 years from January 1988 to

December 1995 was obtained from
the Mecdical Record Scction and
the case shcets of patients with
carcinoma cervix during pregnancy
or within 12 months post partum
were  reviewed.  The  information
acquired was filled in structured
proforma which included age, parity,
period of pregnancy, signs and
symptoms, mode of delivery and
trcatment. The follow up data were
obtained from the out paticnt case
sheets.

RESULTS

The number of women studied was
16 who werc admitted with the diagnosis
of invasive cervical cancer associated
with  pregnancy or  postpartum
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within one year of declivery. The
total number of pregnant women
admitted during the 8 yecar study
period from January 1988 to January
1995 was 32,920 and that of women
treated for cervical cancer was 5020.
Thus the incidence of cervical
cancer with pregnancy was 1 in
2057 deliveries and 1 in 313 of cervical
cancers. The patient characteristics
are dcpicted in the Table -1 as
regards the age, parity, FIGO
stage, gestational age and trcatment
in the antenatal patients and in
Table -11 for the postpartum cases.
The mean age was 30.4 years
and mean parity was 2.55% of
patients had advanced stage of the
disease and 63% of patients had
more than 20 wecks of pregnancy.
None of them had received any
antenatal check up. All the patients
were referrcd from outside and
had not got a routine antenatal
check up. Only 2 patients were in
the first trimester and one in the
3rd trimester. Rest of the patients
were in the 2nd trimester.

Radical hysterectomy with lymph
node dissection was done in the
patients who had stage Ib or [IA
discase. Radiotherapy was given
in stage IIB and 1lIb disease
following hysterotomy or classical
caesarean section  depending  on
the gestational age of the foetus.
Only 2 women out of 16 were
followed upto 5 years with no residual
disease, onc of them was post-
partum. '
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TABLE 1
PATIENT CHARACTERISTICS
(ANTEPARTUM)
SI. No. Agc Parity FIGO Gestational Trecatment
stage period
1. 38 yrs 2 b 28 Weeks Classical C.S
. RHND**

2. 28 yrs 3 HIPN 8 Wecks RHND**
3. 25 yrs 1 IIb 16 Weceks Hysterotomy R. T*
4. 30 yrs 3 Ib 16 Weeks Hysterotomy R.T
5. 40 yrs 2 Ib 18 Weceks RHND
6. 39 yrs 3 Ib 10 Weceks RHND
7. 27 yrs 2 I1b 24 Weeks Subtotal

(with peri- Hysterectomy.

Lonitis) R.T.
8 30 yrs 3 IIb 24 Weceks Hystcrectomy, R.T.

22 yrs 0 1Ib 28 Weeks Classical CS, R.T. &
Chemotherapy

10. 22 yrs 2 ITTb 28 wecks Classical CS, R.T
11. 35 yrs 1 b 30 weeks with Classical CS, R.T

scver PIH
12. 30 yrs 2 I1Ib 36 weeks Classical CS, R.T

(Twin preg.)

** RHND - Radical Abdominal hystcrectomy with lymhnode dissection.

* RT Radiothcrapy

DUSCUSSION

When cancer occurs in pregnancy,
it causcs a grcat stress both to the
physician and to the patient. The
decision making is complex due to
psychological, moral and ethical aspccts
of the problem. The management issucs
are more complicated because the
simultancous occurrence of carcinoma of

cervix and pregnancy is a rclatively
uncommon cvent. The incidence of
this condition in the present study of
1 in 2057 is comparable to that of 1
in 2205 reported by Hacker ct al (1982)
in their collective data of 1657 cascs.
More recently, Allen David ct al (1995)
have shown a much lower incidence
of 1 in 4419. When the incidence of
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TABLE II
PAT:ENTS CHARACTERISTICS (POSTPARTUM)

SL Agc Parity Last Stage  Treatment

No dclivery

1. 24 yrs 2 5 months Ib2 1 coursc CT° 6 months
(Defaulter) later R.T

2. 25 yrs 2 1 ycar b - R.T

3 25 yrs 2 1 ycar lIb - R.T

4. 35 yrs 3 1 yecar l1b - R.T

Followed by CT

*C.T. = Chemotherapy

prcgnancy complicating the cases of
cervical cancer admitted during the
samc period was considered, it was
again found to be much higher (1 in 313)
than other studics (Hacker ct al 1982).
This may be cxplained by the fact that
JIPMER 1is a referral institute for cancer
and caters to a large number of cancer
cascs from the adjoining states.

The pereentage ol asymptomalic
paticnts with cervical cancer during
pregnancy is in the range of 3%
(Crcascman, ct al 1970) to S5S5%
(Sivancsaratnam ct al 1993). Nonc of our
paticnts in the present study was
asymptomatic, 12 out of 16 wecere
admitted with vaginal bleeding and
onc paticnt had scvere peritonitis for
which c¢mergency laparotomy and
subtotal hysterectomy had to be done.
These f{indings reflect the importance of
routine speculum examination to visualize
the cervix in all precgnant womcen by
medical and paramedical workers. There

is a tendency to presume that cervical
cancer cannot be  associated  with
pregnancy.

Surgical treaiment, in the form of
Radical hysterectomy with pelvic
lymphadcenectomy with conscrvation
of ovarics instage Ibto Ila is reccommended
to be the treatment of choice as pregnancy
docs not scem to incrcase opcrating
time, blood loss or major complications
(Green 1975). Shepherd (1995) has
stressed the nced to obey and respect the
basic rules of pelvic dissection and
tissue plancs, thercby reducing the blood
loss to much more cxtent than in @ non
pregnant patient. Howcever, Thompson
¢t al (1975) have experienced an
increased  blood loss and  major
complications like uretcrovaginal fistula
and pelvic abscess in 4 of their 26
paticnts. The authors of the prescent study
have not cncountered any complication
except that the blood loss was slightly
more than in the non-pregnant paticents,
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otherwise the dissection was much
easier during pregnancy.

As far as the crmination of pregnancy
with regards to foctal survival is
concerned, many studies have reported
good results in spite of dclaying the
trcatment by 11-17 weeks to gain
maturity of the fetus (Duggan, et ai 1993).
However, Dudan ct al (1973) rcported
progress of the clinical stage if
therapy was dclayed. Vaginal route of
delivery was not allowed in any of
our case including mid-trimester
termination of pregnancy which was
done by hysterotomy. Recent studics
by Hacker ct al (1982) & Shepherd (1995),
have not confirmed the fact reported
by earlicr study (Kinch, 1961) that
prognosis is worse aller vaginal delivery
in cases of carcinoma of cervix.
However, they also feel that it is better
t0 avoid an increased risk of hemorrhage
and infection in wvaginal dclivery
through a cervix which is friable due
to the presence of growth. Metastasis
to the cpisiotomy sitc is another
complication reported by different
studies (Van Dam Pcter A, 1992) &
Gordon et al (1989) which can be avoided
by rcsorting to abdominal dclivery of
the fetus. Primary radiotherapy has
becn reccommened by a few authors
(Baltzer et al 1990) for all stages of
carcinoma ccervix.

CONCLUSIONS

Cancer of ccrvix associated with
pregnancy is an uncommon problem
& poses a great challenge as far as
the balanced management in view of
optimum maternal & fetal outcome
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in concerned. Radical surgery in the
carly pregnancy & radiotherapy in
the advanced stages scems to be the
best choice of treatment.

Visual inspection of the cervix,
therefore, should always be done in a
pregnant woman by all the doctors &
the rtoutine Pap smear, whenever the
facilitics arc availablc, is mandatory.

In this way, the burdenof cervical cancer
can be minimised during pregnancy.
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