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Introduction

Abstract

Background: For women with early cervical cancer who wish to pre-
serve their fertility, radical trachelectomy is the recommended proce-
dure. More than 40% of all instances of cervical cancer occur in women
of reproductive age, resulting in a major increase in the frequency of
this surgery. Even though cervical cancer is common in places with few
resources, this procedure is rarely mentioned.

Case presentation: Para 4 Living 1, a 36-year-old female, was ex-
amined and cared for at our facility for one year. Her major concerns
were six years of infertility and repeated fetal loss due to recurrent
preeclampsia. During her reproductive examination, she was also
screened for cervical cancer, which found the disease’s early stages
(IB1). Her biopsy confirmed grade 1 squamous cell carcinoma. To pre-
serve her fertility, she had radical trachelectomy, bilateral pelvic lymph
node dissection, and transabdominal placement of cervical cerclage.
This is among rare reports of a radical trachelectomy as a fertility-pre-
serving treatment for early cervical cancer in low-resource settings.

Conclusion: Radical trachelectomy with pelvic lymphadenectomy is
an oncologically safe option for preserving fertility that may be consid-
ered in resource-limited areas, particularly for women with a strong
desire to have babies.

Keywords: Radical trachelectomy; Cervical cancer; Fertility-sparing
surgery; Resource-limited setup.

the burden of cervical cancer is higher where approximately ev-
ery year 10,241 women are diagnosed and 6,525 die from the

Cervical cancer is the second most commonly diagnosed
cancer and the third cause of cancer death among women in
less developed countries (sub-Saharan Africa, Latin America
and the Caribbean, and Melanesia) with more than 40% of pa-
tients with early cervical cancer affected during reproductive
age where there is a desire for future fertility [1]. In Tanzania,

disease [2].
Case presentation

A 36-year-old para 4 living 1 lady was cared for at our facil-
ity for one year with the main complaints of infertility for the
previous six years and recurrent fetal loss related to preeclamp-
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sia. She was evaluated for infertility in February 2022, and she
was also examined for cervical cancer with a Pap smear test,
pelvic ultrasound, and hormone tests. Despite having irregular
menstrual cycles with skipping patterns, her hormonal workups
were normal, as were her uterus and ovaries sonography find-
ings. The Pap smear, on the other hand, indicated a high-grade
squamous intraepithelial lesion (HSIL) associated with acute
cervicitis. She was subsequently given antibiotics for cervicitis
as well as LEEP for HSIL. Later her LEEP biopsy indicated invasive
squamous cell carcinoma keratinizing grade 1 with micro inva-
sion, yet she was missing for several months. She came in De-
cember 2022, complaining of postcoital bleeding and irregular
vaginal discharge. A 2 cm hyperemic, enlarged cervical lesion
was detected during a cervical reexamination.

Her obstetric history revealed that she became pregnant for
the first time at the age of 18. Tragically, due to eclampsia, she
lost the baby at 32 weeks. She became pregnant again at the
age of 22, and due to severe preeclampsia, she had to give de-
livery at 29 weeks. Her baby died on the fourth day of life ow-
ing to preterm issues. Her third pregnancy occurred in 2013,
at the age of 26, and her baby died intrauterine from severe
preeclampsia at 27 weeks of gestation. She gave birth vaginally
to a healthy live fetus in 2016 at the age of 29, and is still living
today. Her medical history is unremarkable, she is HIV-negative
and has no history of diabetes or chronic hypertension. She has
not been able to conceive again after her last delivery, despite
not taking contraception and remaining married to the same
spouse.

Apart from the cervical lesion, her other examination find-
ings, including laboratory and radiographic findings, as well
as vital signs, were normal, her BIM was normal at 24 kg/m>.
Because the patient desired conception, she underwent radi-
cal transabdominal trachelectomy, which included dissection of
bilateral pelvic lymph nodes and insertion of a cerclage at the
level of the cervical internal os (Figure 1 shows pictures of the
removed cervix). An intra-cavitary Foley catheter was placed
for 14 days to prevent stenosis. Her uterus, ovaries, and fallo-
pian tubes appeared normal during surgery, and there were no
pelvic adhesions. She had an uneventful recovery from surgery
and is currently undergoing follow-up, during which she has re-
mained cancer-free and resumed regular menstruation.

The final pathological report of radical trachelectomy re-
vealed an invasive squamous cell carcinoma, keratinizing large
cell type grade 1 with 2 cm in widest diameter, infiltration on
the ectocervical stroma with no involvement of endocervical
canal. Para-cervical resection margin and all pelvic lymph nodes
resected were free from tumor. Also, the vaginal extension sam-
ple submitted was free from tumor cell invasion (Figures 2 and
3). This is a rare example of trachelectomy as a fertility-preserv-
ing treatment in early cervical cancer in a resource-constrained
context.

Discussion

Childbearing is one of the most essential goals in life, and
fertility preservation surgery has become an integral part of
enhancing the quality of life for young cancer survivors. This
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Figure 1: Picture of the resected cervix showing lesion boundaries by arrows on lower lip ectocervix (left).
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Figure 2: (A) Showing the trabecular nest of the polygonal-shaped cell infiltrating the stroma-pointed by red
arrow. (x4hpf). (B) Showing the neoplastic nest of a tumor with dyskeratotic cells pointed by red arrow (x
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Figure 3: (A) Section showing a resected pelvic lymph nodes free from tumor invasion with reactive lymphoid
hyperplasia with prominent germinal center pointed by red arrow (x10 hpf). (B) Section showing the para-
\\cervical resection margin with no tumor cells invasion pointed by red arrow (x10 hpf) H&E stain. j

component was disregarded in the past, but in recent decades
it has garnered increased attention. Before cancer therapies, it
is necessary for the physician to address the issue of fertility in
patients of reproductive age [3].

Cervical cancer is the fourth most common cancer affecting
women worldwide, after breast, colorectal, and lung cancers,
accounting for nearly 570,000 new cases every year diagnosed
and over 311,000 deaths reported annually [4]. But a wide
variation of cervical cancer was observed in lower resource
countries where the highest incidence rates were picked in Sub-
Saharan Africa and with 85% of deaths occurring annually in
developing regions. Inadequate screening and limited access to
standard treatment options explain the large geographic varia-
tion in cervical cancer rates. Persistent infection with high-risk
Human Papillomavirus (HPV) types is the major risk factor for
cervical cancer. High parity, long-term use of oral contracep-
tive pills, tobacco consumption, co-infection with other sexu-
ally transmitted agents, lifestyle factors such as multiple sexual
partners, younger age at first sexual intercourse, immunosup-
pression, and diet has been identified as the co-factors most
likely to influence the risk of acquisition of HPV infection and
its further progress to cervical carcinogenesis [5]. Our patient
presents a unique case, as she possesses few of the recognized
risk factors associated with the development of cervical cancer.
However, two factors stand out: early sexual exposure and the
absence of regular cervical cancer screening. It is worth not-
ing that she experienced her first pregnancy at the age of 18,
indicating early sexual activity. Additionally, the lack of regular
screening for cervical cancer likely contributed to the situation.
Fortunately, her diagnosis occurred at an early stage due to the
opportunity she received during the infertility evaluation, high-
lighting the importance of such evaluations in detecting cervical
cancer early.

These circumstances should serve as a valuable reminder to
clinicians, particularly those operating in resource-limited areas
where routine screening may be lacking. It is crucial for clini-
cians to conduct cervical tests for all women seeking gynecolog-
ical care, even if they present with other unrelated concerns. By
incorporating cervical cancer screening into their practice, clini-
cians can contribute to the early detection and prevention of
this disease, ultimately improving patient outcomes and reduc-
ing the burden of cervical cancer in resource-limited settings.

For most women diagnosed with cancer of the cervix at
the aged of 35-44, the radical trachelectomy is preserved for
highly selected patients with early-stage disease. Although dif-
ferent fertility-sparing options can be selected in these women,

among them simple cervical cone biopsy, and cone biopsy with
pelvic lymph node assessment, radical trachelectomy with pel-
vic lymph node assessment is the best option [6]. The radical
trachelectomy consists of en bloc removal of the cervix, vaginal
margins, and bilateral lymph node dissection while leaving the
uterine body and fundus in situ, the uterus is attached to the
remaining part of the vagina with the aid of a special stitch on
the uterus to help keep the uterus closed during pregnancy [7].
Concerning our case, she had a lesion of 2 cm hyperemic, swol-
len cervical lesion, clinical stage 1B1, and a punch biopsy of the
lesion confirmed grade 1 invasive squamous cell carcinoma of
the cervix [8]. Radical trachelectomy is an acceptable surgery
when it does not appear that the selected patient will impair
the cure rate of early-stage malignancies, and it allows for the
retention of reproductive potential. Because of concerns about
the oncologic safety of larger tumors, initial eligibility criteria
were restricted to patients with no more than stage IB1 tumors
with good histology and a size of less than 2 cm [9]. Our patient
met the criteria for radical trachelectomy since she was stage
IB1, had a tumor smaller than 2 cm in diameter, was restricted
to the uterine cervix, and histology confirmed grade 1 squa-
mous cell carcinoma.

The rate of conception among women who have undergone
trachelectomy is experiencing a significant increase of 70%,
with 49% of them successfully giving birth at term. However, it
is important to note that pregnancy following radical trachelec-
tomy carries an elevated risk of various obstetric complications.
These complications include an 8.07% rate of second-trimester
pregnancy loss, a 20.5% rate of preterm delivery, occurrences
of preterm premature membrane rupture, as well as abnormal
bleeding from varices at the site of uterovaginal anastomosis.
To mitigate these risks, certain measures should be considered.
In the first trimester of pregnancy, expectant management is
advisable and can be beneficial. Additionally, a cesarean section
may be recommended to prevent the release of the preventive
cerclage and minimize the chances of cervical lacerations. It is
essential to conduct cervical cytology during and after pregnan-
cy to detect any potential recurrence. Furthermore, it should
be noted that preventative cerclage often leads to a narrowing
of the cervical canal, which can result in lochiometra. However,
surgical dilation can effectively manage this issue. Nevertheless,
it is crucial to maintain regular follow-up due to the higher likeli-
hood of cervical stenosis. Overall, while the rate of conception
is rising among women who have undergone trachelectomy, it
is essential to be aware of and manage the associated obstet-
ric complications. By implementing appropriate measures and
closely monitoring the patient’s condition, healthcare profes-
sionals can optimize outcomes for these individuals [10].
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Conclusion

Radical trachelectomy is a safe and effective treatment for
women with early-stage cervical cancer who preserve fertility,
but a proper selection of patients, shared decision making and
detailed informed consent can help to optimize desired out-
comes.
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