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Description: Cervical cancer is cancer that starts in 

the cells of the cervix. The cervix is the lower, narrow 

end of the uterus (womb). 
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ABSTRACT 
 

Cervical cancer is cancer that starts in the cells of the cervix. The cervix is the lower, narrow end of the uterus 

(womb). The cervix connects the uterus to the vagina (birth canal). Cervical cancer usually develops slowly over 

time. Before cancer appears in the cervix, the cells of the cervix go through changes known as dysplasia, in which 

abnormal cells begin to appear in the cervical tissues. Over time, if not destroyed or removed, the abnormal cells 

may become cancer cells and start to grow and spread more deeply into the cervix and to surrounding areas.  

 

KEYWORDS: cancer, cervix, dysplasia, vagina, uterus. 
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Anatomy of the female reproductive system. The organs 

in the female reproductive system include the uterus, 

ovaries, fallopian tubes, cervix, and vagina. The uterus 

has a muscular outer layer called the myometrium and an 

inner lining called the endometrium. 

 

The cervix has two main parts 

 The ectocervix (also called exocervix) is the outer 

part of the cervix that can be seen during 

a gynaecological examination. The ectocervix is 

covered with thin, flat cells called squmamous cells. 

 The endocervix is the inner part of the cervix that 

forms a canal that connects the vagina to the uterus. 

The endocervix is covered with column-

shaped glandular cells that make mucus. 

 The squamocolumnar junction (also called the 

transformation zone) is the border where the 

endocervix and ectocervix meet. Most cervical 

cancers begin in this area. 

 

 
Fig. 2: 

 

Anatomy of the cervix. The cervix is the lower, narrow 

end of the uterus that connects the uterus to the vagina. It 

is made up of the internal OS (the opening between the 

cervix and the upper part of the uterus), the endocervix 

(the inner part of the cervix that forms the endocervical 

canal), the ectocervix (the outer part of the cervix that 

opens into the vagina) and the external OS (the opening 

between the cervix and vagina). The area where the 

endocervix and ectocervix meet is called the 

squamocolumnar junction, which contains both glandular 

cells (column-shaped cells that make mucus) from the 

endocervix and squamous cells (thin, flat cells) from the 

ectocervix. The squamocolumnar junction is sometimes 

also referred to as the transformation zone. 

 

Types of cervical cancer 

Cervical cancers are named after the type of cell where 

the cancer started. The two main types are: 

 Squamous cell carcinoma: Most cervical cancers (up 

to 90%) are squamous cell carcinomas. These 

cancers develop from cells in the ectocervix. 

 Adenocarcinoma: Cervical adenocarcinomas 

develop in the glandular cells of the endocervix. 

Clear cell adenocarcinoma, also called clear cell 

carcinoma or mesonephroma, is a rare type of 

cervical adenocarcinoma. 

 

Sometimes, cervical cancer has features of both 

squamous cell carcinoma and adenocarcinoma. This is 

called mixed carcinoma or adenosquamous carcinoma. 

Very rarely, cancer develops in other cells in the cervix. 

Most cases of cervical cancer are caused by infection 

with human papillomavirus (HPV), which is preventable 

with a vaccine. Women 35 to 44 years old are most 

likely to get it. More than 20% of new cases are in 

women over age 65, however, especially those who 

haven’t been getting regular screenings. 

 

You might be at higher risk of cervical cancer if 

you:,Started havingSex before age 18 or within a year of 

starting your period,Have multiple sexual 

partners,Take birth control pills especially for longer 

than 5 years,Smoke cigarettes,Have a weakenedimmune 

system Have a sexually transmitted disease (STD). 

 

Symptoms :Pain when you have sex, Unusualvaginal 

bleeding such as after sex, between periods, after 

menopause, or after a pelvic exam, Unusual Vaginal 

discharge.  

 

After it has spread, the cancer can cause:Pelvic 

Pain,Trouble peeing,Swollen legs,Kidney failure,Bone 

pain,weight loss and lack of appetite,Fatigue,Bleeding 

after meupause is never normal, so talk to your doctor as 

soon as possible if you have it.if you have very heavy 

periods or often bleed between periods.Some women 

have bleeding after intercourse, especially after vigorous 

sex. It’s probably nothing to worry about. But you might 

want to let your doctor know, especially if it happens a 

lot.Go to the emergency room if you havevaginal 

bleeding along with weakness or if you feelfaint or light-

headed, or pass out. 

 

 
Fig. 3: Pre-cancers of the cervix. 

 

Cells in the transformation zone do not suddenly change 

into cancer. Instead, the normal cells of the cervix first 

gradually develop abnormal changes that are called pre-

cancerous. Doctors use several terms to describe these 

pre-cancerous changes, including cervical intraepithelial 

https://www.webmd.com/cancer/cervical-cancer/understanding-cervical-cancer-symptoms
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neoplasia (CIN), squamous intraepithelial lesion (SIL), 

and dysplasia. 

 

When the pre-cancers are checked in the lab, they are 

graded on a scale of 1 to 3 based on how much of the 

cervical tissue looks abnormal. 

 In CIN1 (also called mild dysplasia or low grade 

SIL), not much of the tissue looks abnormal, and it 

is considered the least serious cervical pre-cancer. 

 In CIN2 or CIN3 (also called moderate/severe 

dysplasia or high-grade SIL) more of the tissue 

looks abnormal; high-grade SIL is the most serious 

pre-cancer. 

 

Although cervical cancers start from cells with pre-

cancerous changes (pre-cancers), only some of the 

women with pre-cancers of the cervix will develop 

cancer. For most women, pre-cancerous cells will go 

away without any treatment. But, in some women pre-

cancers turn into true (invasive) cancers. Treating 

cervical pre-cancers can prevent almost all cervical 

cancers. 

 

he goal of cervica cancer screening is to find pre-cancer 

or cancer early when it is more treatable and curable. 

Regular screening can prevent cervical cancers and save 

lives. The tests for cervical cancer screening are the HPV 

test and the Pap test. Pre-cancerous changes can be 

detected by thePap test and treated to prevent cancer 

from developing. The HPV looks for infection by high-

risk types of HPV that are more likely to cause pre-

cancers and cancers of the cervix. HPV infection has no 

treatment, but a vaccine can help prevent it. 

 

 
Fig. 5: 

 

Primary prevention of cervical cancer with HPV 

vaccination 

The estimated cross-sectional HPV prevalence 

worldwide among healthy women aged over 30 years is 

around 11.7%, with the highest in Sub-Saharan Africa at 

around 24%, and country-specific prevalence ranging 

between 2% and 42% globally.
[6]

 Age-specific cross-

sectional HPV prevalence peaks at 25% in women 

younger than 25 years, which suggests that the infection 

is predominantly transmitted through the sexual route 

following sexual debut. Thus, prophylactic HPV 

vaccination as a preventive strategy should target women 

before initiation of sexual activity, focusing on girls aged 

10–14 years. 

 

HPV vaccination was launched in 2006. Three 

prophylactic HPV vaccines are currently available for 

use in females and males from the age of 9 years for the 

prevention of premalignant lesions and cancers affecting 

the cervix, vulva, vagina, and anus caused by hrHPV 

types: a bivalent vaccine targeting HPV 16 and HPV 18; 

a quadrivalent vaccine targeting HPV 6 and HPV 11 in 

addition to HPV 16 and HPV 18; and a nonavalent 

vaccine targeting HPV types 31, 33, 45, 52, and 58 in 

addition to HPV 6, 11, 16, and 18. In addition, the last 

two vaccines target anogenital warts caused by HPV 6 

and 11. Recently, a bivalent HPV vaccine (Cecolin; 

Xiamen Innovax Biotech Co., Ltd) has been licensed in 

China and is currently undergoing the WHO 

prequalification process. All the vaccines are 

recombinant vaccines composed of virus-like particles 

and are not infectious since they do not contain viral 

DNA. For girls and boys aged 9–14 years, a two-dose 

schedule (0.5 mL at 0 and 6–12 months, i.e. the second 

dose should be given 6–12 months after the first dose) is 

recommended. Those aged 15 years and older, and 

immunocompromised patients irrespective of age, must 

receive three doses (0.5 mL at 0, 1–2, and 6 months, as 

per the manufacturer's recommendation).
7
 WHO has 

reviewed the latest data and concluded that there is no 

safety concern regarding HPV vaccines. 

 

At the population level, there is evidence for the 

effectiveness of HPV vaccination in terms of reduced 

prevalence of hrHPV types, anogenital warts, and high-

grade cervical abnormalities (CIN2+) caused by the 

vaccine types among young women; with some evidence 

of cross-protection against nonvaccine types also.
[9]

 A 

recent systematic review and meta-analysis involving 

60 million individuals with follow up to 8 years after 

vaccination indicated that 5–8 years after vaccination, 

the following outcomes significantly declined: (1) 

prevalence of HPV 16 and 18 by 83% (RR 0.17; 95% CI, 

0.11–0.25) in 13–19-year-old girls, and by 66% (RR 

0.34; 95% CI, 0.23–0.49) in women aged 20–24 years; 

(2) prevalence of HPV 31, 33, and 45 by 54% (RR 0.46; 

95% CI, 0.33–0.66) in girls aged 13–19 years; (3) 

anogenital warts by 67% (RR 0.33; 95% CI, 0.24–0.46) 

in girls aged 15–19 years, by 54% (RR 0.46; 95% CI, 

0.36–0.60) in women aged 20–24 years, and by 31% (RR 

0.69; 95% CI, 0.53–0.89) in women aged 25–29 years. 

CIN2+ decreased significantly by 51% (RR 0.49; 95% 

CI, 0.42–0.58) among screened girls aged 15–19 years 

and by 31% (RR 0.69; 95% CI, 0.57–0.84) among 

women aged 20–24 years. Programs with multicohort 

vaccination and high vaccination coverage had a greater 

direct impact and herd effects. The impact of HPV 

vaccination on significantly reducing the risk of invasive 

cervical cancer has also been shown recently in a 

Swedish follow-up evaluation of 1 672 983 girls and 

women who were 10–30 years of age from 2006 through 

https://www.cancer.org/cancer/types/cervical-cancer/detection-diagnosis-staging/cervical-cancer-screening-guidelines.html
https://obgyn.onlinelibrary.wiley.com/doi/10.1002/ijgo.13865#ijgo13865-bib-0007
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2017.Cervical cancer was diagnosed in only 19 

vaccinated women and in 538 unvaccinated women. 

 

Recent studies have reported evidence for effectiveness 

of a single dose in preventing high-risk HPV infections 

similar to three or two doses. Results from ongoing 

purpose-designed, prospectively randomized clinical 

trials assessing the efficacy and immunogenicity of 

single-dose HPV vaccination compared to currently used 

schedules are awaited, which will further clarify the role 

of one dose in preventing cervical neoplasia. There is no 

evidence of type replacement following vaccination. 

 

It is estimated that, without vaccination, the global 

burden of cervical cancer among young girls born 

between 2005–2014 birth cohorts will be 11.6 million 

cases by 2094. Four-fifths of this burden will be in 25 

countries in Africa (5.6 million cases) and Asia (4.5 

million cases), with 51.3% of the overall expected 

burden of 5.9 million cervical cancer cases over a 

lifetime affecting birth cohorts in India, Nigeria, China, 

Tanzania, Indonesia, Uganda, the Democratic Republic 

of the Congo, Ethiopia, and Kenya. Another 2.8 million 

cases, corresponding to 24.2% of the total burden, would 

be in 17 countries, mostly in Sub-Saharan Africa (South 

Africa, Malawi, Zambia, Mozambique, Angola, 

Zimbabwe, Madagascar, Mali, Ghana, and Burkina 

Faso); Asia (Pakistan, Bangladesh, and the Philippines); 

the Americas (Brazil, Mexico, and the USA); and Russia. 

The remaining 24.5% (2.8 million cases) in unvaccinated 

birth cohorts is expected to occur in the remaining 159 

countries. It has been estimated that worldwide HPV 

vaccination with high coverage could prevent about 8.7 

million cases by 2094. 

 

Secondary prevention of cervical cancer by early 

detection and treatment of precancerous lesions. 

 

Screening is an important strategy in the global 

elimination of cervical cancer. While HPV vaccination 

aims to prevent cervical neoplasia by preventing HPV 

infection, screening aims to detect prevalent cervical 

precancerous lesions such as high-grade CIN and 

adenocarcinoma in-situ early, and effectively treat them 

to prevent invasive cancer and decrease cervical cancer 

mortality rates. It will therefore remain a priority for 

cervical cancer prevention for several decades. 

 

Several cervical screening strategies have been used 

effectively in varied settings: conventional cytology (Pap 

smear); in recent years, liquid-based cytology (LBC) and 

HPV testing; and, in LMICs, visual inspection with 

acetic acid (VIA).While screening with Pap smear at 

regular intervals has resulted in substantial decline in 

cervical cancer risk in high-income countries, it is 

resource-intensive, needs repeated rounds to compensate 

for poor sensitivity, and is not feasible in low-resource 

settings where poor organization, coverage, and lack of 

quality assurance result in suboptimal outcomes. HPV-

based screening has higher sensitivity and accuracy, 

lower variability and better reproducibility compared 

with conventional or LBC. In the context of declining 

HPV infections in vaccinated populations, many 

healthcare systems are switching to primary HPV 

screening, whose higher negative predictive value allows 

extended screening intervals or even a single lifetime 

screening in low-resource settings. Recent European 

guidelines strongly recommend primary HPV-based 

screening over standard cytology-based screening. 

Currently The Netherlands, Turkey, Finland, Italy, 

Sweden, and the UK are implementing HPV screening 

nationally or regionally. Countries such as Australia, 

Argentina, Chile, and Mexico are implementing HPV-

based screening programs. This has increased the 

colposcopy referral rates, but also resulted in higher 

detection rates of CIN3+ lesions and cervical cancers. 

 

VIA screening involves detection of acetowhite lesions 

on the cervix 1 minute after the application of 3%–5% 

freshly prepared acetic acid. In view of its feasibility, it 

has been widely implemented in opportunistic settings in 

many low-income countries in Sub-Saharan Africa. A 

single-visit approach (SVA) for screening with rapid 

diagnosis and treatment improves coverage, eliminates 

follow-up visits, and improves cost-efficiency in low-

resource settings. VIA screening is particularly suitable 

for SVA and WHO has issued guidelines for 

implementing SVA in public health settings. 

 

Introducing a cervical cancer screening program in a 

country should be preceded by policy and managerial 

guidelines that clearly indicate the target age group, 

screening test and screening intervals, methods to reach 

target women, management of screen-positive women 

(triaging and treating or SVA), treatment methods 

(cryotherapy, thermal ablation, loop electrosurgical 

excisions procedure [LEEP]) for CIN lesions, and 

criteria for type of treatment for prevalent cervical 

cancers detected by screening. Availability of adequate 

infrastructure and trained human resources is critical for 

initiating and sustaining the various inputs of the 

program. A program information system supported by a 

database and linkage with other information systems 

such as cancer registration, mortality registers, and health 

insurance databases is important for monitoring and 

evaluation. The screening strategy chosen must be 

feasible, simple, safe, accurate, acceptable, and easily 

accessible to the highest-risk women. In studies from 

Bangladesh and India it has been observed that following 

the right approach to organize several components and 

meticulous attention to quality is crucial for the success 

of a screening program and not merely the choice of a 

good screening test. A judicious combination of HPV 

vaccination and screening has enormous TABLE 

1. FIGO staging of cancer of the cervix uteri (2018). 
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Fig. 6: Stages of cervix cancer. 

 

StageI 
Description: 

The carcinoma is strictly confined to the cervix (extension to the uterine corpus should be disregarded) 

IA Invasive carcinoma that can be diagnosed only by microscopy, with maximum depth of invasion ≤5 mm
a
 

IA1 Measured stromal invasion ≤3 mm in depth 

IA2 Measured stromal invasion >3 and ≤5 mm in depth 

IB 
Invasive carcinoma with measured deepest invasion >5 mm (greater than Stage IA); lesion limited to the 

cervix uteri with size measured by maximum tumor diameter
b
 

IB1 Invasive carcinoma >5 mm depth of stromal invasion and ≤2 cm in greatest dimension 

IB2 Invasive carcinoma >2 and ≤4 cm in greatest dimension 

IB3 Invasive carcinoma >4 cm in greatest dimension 

II 
The carcinoma invades beyond the uterus, but has not extended onto the lower third of the vagina or to the 

pelvic wall 

IIA Involvement limited to the upper two-thirds of the vagina without parametrial involvement 

IIA1 Invasive carcinoma ≤4 cm in greatest dimension 

IIA2 Invasive carcinoma >4 cm in greatest dimension 

IIB With parametrial involvement but not up to the pelvic wall 

III 
The carcinoma involves the lower third of the vagina and/or extends to the pelvic wall and/or causes 

hydronephrosis or nonfunctioning kidney and/or involves pelvic and/or para-aortic lymph nodes 

IIIA The carcinoma involves the lower third of the vagina, with no extension to the pelvic wall 

IIIB 
Extension to the pelvic wall and/or hydronephrosis or nonfunctioning kidney (unless known to be due to 

another cause) 

IIIC 
Involvement of pelvic and/or para-aortic lymph nodes (including micrometastases)

c
, irrespective of tumor size 

and extent (with r and p notations)
d
 

IIIC1 Pelvic lymph node metastasis only 

IIIC2 Para-aortic lymph node metastasis 

IV 
The carcinoma has extended beyond the true pelvis or has involved (biopsy proven) the mucosa of the bladder 

or rectum. A bullous edema, as such, does not permit a case to be allotted to Stage IV 

IVA Spread of the growth to adjacent pelvic organs 

IVB Spread to distant organs 

 

https://obgyn.onlinelibrary.wiley.com/doi/10.1002/ijgo.13865#ijgo13865-note-0002_27
https://obgyn.onlinelibrary.wiley.com/doi/10.1002/ijgo.13865#ijgo13865-note-0003_28
https://obgyn.onlinelibrary.wiley.com/doi/10.1002/ijgo.13865#ijgo13865-note-0004_29
https://obgyn.onlinelibrary.wiley.com/doi/10.1002/ijgo.13865#ijgo13865-note-0005_30
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Fig. 7: Stage-4 cervix cancer. 
 

 
Fig. 8. 

 

Table 2 shows the types of radical hysterectomy. In 

Stage IVA, selected cases may be suitable for pelvic 

exenteration. 

 

Table 2: Types of radical hysterectomy. 
 

Simple extrafascial 

hysterectomy 

Modified radical 

hysterectomy 
Radical hysterectomy Type III 

Querleu and Morrow 

classification 
Type A Type B Type C 

Indication Stage IA1 Type IA1 with LVSI. IA2 
Stage IB1 and IB2, selected 

Stage IIA 

Uterus and cervix Removed Removed Removed 

Ovaries Optional removal Optional removal Optional removal 

Vaginal margin None 1–2 cm 
Upper one-quarter to one-

third 

Ureters Not mobilized 
Tunnel through broad 

ligament 

Tunnel through broad 

ligament 

Cardinal ligaments 
Divided at uterine and 

cervical border 

Divided where ureter transits 

broad ligaments 
Divided at pelvic side wall 

Uterosacral ligaments Divided at cervical border Partially removed Divided near sacral origin 

Urinary bladder Mobilized to base of bladder Mobilized to upper vagina Mobilized to middle vagina 

Rectum Not mobilized Mobilized below cervix Mobilized below cervix 

Surgical approach 
Laparotomy or laparoscopy 

or robotic surgery 

Laparotomy or laparoscopy 

or robotic surgery 

Laparotomy or laparoscopy 

or robotic surgery 
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Staging 

The International Federation of Gynecology and 

Obstetrics (FIGO) staging system was recently updated 

in 2018 and remains the dominant staging methodology. 

The AJCC 8 addition also has a TNM classification 

system where the T stages correspond to the FIGO stage 

however it is not regularly used. Classically, the FIGO 

staging would rely on clinical examination as well as 

cystoscopy, proctoscopy, hysteroscopy, urography, and 

plain film X-ray. These relatively basic tests were 

allowed so that developing countries with fewer 

healthcare resources could adequately stage patients. 

More recently, advanced imaging techniques such as 

MRI and PET became part of the staging workup. MRI is 

preferred for establishing the T stage given superior 

tissue delineation compared to CT with contrast. FIGO 

stage I disease is strictly confined to the cervix with the 

A/B designation indicating the depth of invasion ≤5mm 

or >5mm. FIGO stage II represents disease that invades 

beyond the uterus but has not extended into the lower 

vagina. This stage also has an A/B designation based on 

the involvement of the parametria. FIGO stage III 

indicates disease that has extended to the lower third of 

the vagina (IIIA) or extension to the pelvic side wall 

and/or hydronephrosis (IIIB). Classically, nodal disease 

did not influence the FIGO staging system, however, it 

has been shown that nodal disease is one of the most 

important prognostic indicators for reduced 5-year 

overall survivalAs a result, new stages IIIC1 and IIIC2 

were added to reflect the involvement of pelvic nodes or 

para-aortic nodes respectively. FIGO Stage IVA disease 

indicates locally aggressive disease with the involvement 

of adjacent organs such as the bladder, rectum, or tumor 

extension beyond the true pelvis. FIGO stage IVB 

disease indicates spread to other solid organs or non-

regional nodal disease. 

 

Diagonasis 

The most important advance in cervical cancer screening 

is broader use of the Papanicolaou test (Pap smear) and 

high-risk HPV testing. A Pap smear is part of a woman’s 

regular pelvic exam. Your doctor collects cells from the 

surface of your cervix, and a technician looks at them 

under a microscope. If they spot anything unusual, your 

doctor will take out a bit of cervical tissue in a procedure 

called a biopsy. 

 

Other tools can find changes in your cervix. They 

include: A colposcopy is like a pelvic exam. Your doctor 

may use it if a Pap smear finds unusual cells. They stain 

your cervix with a harmless dye or acetic acid so the 

cells are easier to see. Then, they use a microscope called 

a colposcope, which magnifies your cervix by eight to 15 

times, to look for unusual cells for biopsy. You can 

usually have this procedure in your gynecologist's office. 

You might need another biopsy later if the colposcopy 

shows signs of invasive cancer. In the loop 

electrosurgical excision procedure (LEEP), your doctor 

uses an electrified loop of wire to take a sample of tissue 

from your cervix. You might have this in your 

gynecologist's office.Your doctor can do 

aconization  (removal of part of your cervix) in the 

operating room while you’re under anesthesia. They 

might use a LEEP, a scalpel (cold knife conization), or a 

laser. These are usually outpatient procedures, so you 

can go home the same day. 

 

Precancerous changes 
Unusual changes in cells on the surface of your cervix 

are usually called squamous intraepithelial lesions (SIL). 

"Lesion" means an area of unusual tissue; 

“intraepithelial” means these cells are only in the surface 

layer.These are precancerous cells. They might not 

become cancerous or invade deeper layers of tissue for 

months or years. 

 

Invasive cancer 
If a biopsy shows cancer that’s further along, your doctor 

will probably do more tests to see whether it’s spread 

and how far. They include: 

 A chest X-ray to check your lungs 

 Blood tests to see whether it’s spread to your liver; 

you might have a CT scan to refine the results 

 Anintravenous pyelogram (IVP) or CT scan to look 

at your urinary tract; a cystoscopy can check your 

bladder and urethra 

 A colposcopy to look at yourvagina   

 A proctosigmoidoscopy and barium enema to check 

your rectum 

 CT, MRI, or PET scans of your LYMPH NODES.  

 

Surgery and radiation therapy are the most common 

treatments for invasive cervical cancer. Others are 

chemotherpy and biological therapy. 

 

If the cancer is only on the surface of your cervix, your 

doctor can remove or destroy the cancerous cells with 

procedures like LEEP or cold knife conization. 

 

If cancerous cells have passed through a layer called the 

basement membrane, which separates the surface of your 

cervix from underlying layers, you’ll probably need 

surgery. If the disease has invaded deeper layers of your 

cervix but hasn’t spread to other parts of your body, you 

might have an operation to take out the tumor. 

 

If it’s spread into your uterus, your doctor will probably 

recommend a hysterectomy. Talk with them about the 

pros and cons. 

 

Radiation therapy (or radiotherapy) uses high-energy 

rays to damage cancer cells and stop their growth. As 

with surgery, the radiation affects cancer cells only in the 

treated area. 

 

Your treatments might be external, internal, or both. 

 

External radiation comes from a large machine that aims 

a beam of radiation at your pelvis. You’ll probably get 

treatments, which take only a few minutes, 5 days a 

https://www.webmd.com/a-to-z-guides/what-is-a-ct-scan
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week for 5 to 6 weeks. Finally, you may have an extra 

dose of radiation called a "boost." 

 

Internal radiation (also called implant radiation or 

brachytherapy) comes from a capsule containing 

radioactive material, which your doctor puts into your 

cervix. The implant puts cancer-killing rays close to the 

tumor while sparing most of the healthy tissue around it. 

 

Chemotherapy uses powerful drugs to kill cancer cells. 

Doctors often use it for cervical cancer that’s locally 

advanced or has spread to other parts of the body. 

 

Chemotherapy happens in cycles of intensive treatment 

followed by recovery periods. Most people have it as an 

outpatient (in an outpatient clinic at the hospital, at the 

doctor's office, or at home). 

 

Biological therapy or immunotherapy targets 

“checkpoints” in your immune cells that are turned on or 

off to set off an immune response. 

Pembrolizumap (keytruda) ortistumab vedotin-tftv 

(TIVDAK) can be used to help block a protein on the 

cells to shrink tumors or slow their growth. 

 

Doctors use it if chemo isn’t working or if the cancer has 

spread. You’ll get it through a vein (called intravenous, 

or IV) every 3 weeks. 

 

Caring for Cervical Cancer at Home 

Certain things can ease the physical and mental stresses 

of cervical cancer and treatment. 

 

One of the best things you can do is get the right 

nutrition. You may lose your appetite or have trouble 

eating during treatment. But if you get enough calories 

andprotein, you’ll have more strength and energy, and 

you’ll be able to handle treatment better. You might want 

to work with a nutritionist to keep up your calorie 

and protein intake. They may suggest you eat 

smallerportion more often. 

 

Other lifestyle changes may help keep you stronger 

and more comfortable during treatment 

 Get mild Physical actvity to keep up your energy 

level. Make sure it doesn't wear you out. 

 Get enough rest at night, and take naps if you need. 

 Quit smoking 

 Don't drink alcohol. You may not be able to drink 

alcohol while taking some medications. 

 

Regular pelvic exams and Pap tests are the best way 

to do this. Experts recommend this schedule 

 If you’re 25 to 65, you should get a human 

papillomavirus (HPV) test every 5 years. Beyond 

that age, you may be able to stop testing if your 

doctor says you’re at low risk. 

 If HPV alone isn't available, you can get a combined 

HPV and Pap test every 5 years or a Pap test alone 

every 3 years. 

 Women of any age don’t need screening if they’ve 

had their cervix removed and have no history of 

cervical cancer or precancerous lesions. 

 If you’re sexually active and have a higher risk for 

STDs 

 

Avoiding HPV is also important. Steps to prevent 

infection include 

 Use a barrier, like a condom, if you have sex. 

 Get the HPV Vaccine. The FDA has approved 

Gardasil--9 for males and females ages 9 to 45. It 

protects against numerous strains of HPV that cause 

the great majority of both genital warts, as well as 

cervical and other HPV-caused cancers.  

 Because cigarette smoking also raises your odds of 

having cervical cancer, quitting can lower your risk. 

 The survival rate is close to 100% when you find 

and treat precancerous or early cancerous changes. 

The prognosis for invasive cervical cancer depends 

on the stage. 

 More than 90% of women with stage 0 survive at 

least 5 years after diagnosis. 

 Stage I cervical cancer patients have a 5-year 

survival rate of 80% to 93%. 

 Women with stage II cervical cancer have a 5-year 

survival rate of 58% to 63%. 

 The survival rate for women with stage III cervical 

cancer is 32% to 35%. 

 Sixteen percent or fewer women with stage IV 

cervical cancer survive 5 years. 

 

 
 

CONCLUSION 
 

Cervical cancer is the fourth most common cancer 

among women worldwide. Primary prevention and 

screening are by far the most effective modalities for 

decreasing the healthcare burden and mortality 

attributable to cervical cancer. In the United States and 

other developing countries, most screening and 

diagnostic efforts are directed towards early 

identification of high-risk human papillomavirus (HPV) 

lesions through HPV testing and pap smears. 

Interprofessional team members must recognize that 

cervical cancer is a preventable disease. It is largely 
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preventable even in women who are sexually active if 

they receive early human papillomavirus (HPV) 

vaccination. The potential opportunity for prevention of 

cervical cancer via early HPV vaccination is one that 

interprofessional team members and their patients cannot 

afford to miss. Since 2006, HPV vaccination has been 

available for the prevention of cervical cancer. 

Interprofessional team members have a moral obligation 

to educate their young female patients about this the 

opportunity to prevent cervical cancer. The potential 

opportunity for prevention of cervical cancer via early 

HPV vaccination is one that interprofessional team 

members and their patients cannot afford to miss. This 

activity reviews the evaluation and management of 

cervical cancer and highlights the role of the 

interprofessional team in providing HPV vaccination to 

women of childbearing age so that these women will not 

develop what currently stands as the 4th most common 

cancer in females worldwide. 
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