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SUMMARY

Introduction Cervical cancer, as a global health problem, is most commonly associated with HPV infec-
tion. The incidence is rising among women of reproductive age. The challenge is that standard treatment
is radical hysterectomy that remains a serious problem for women who still wish to conceive. Fertility-
sparing surgery is possible in strictly controlled cases, but pregnancy afterwards is still an issue.

Case outline A 32-year-old, nulliparous patient with a diagnosis of early-stage invasive squamous cell
cervical cancer is presented. After evaluation and only after selection criteria were met, radical abdominal
trachelectomy with pelvic lymph node dissection was performed. Final histological diagnosis revealed that
cancer infiltrated the entire depth of the specimen, with malignant cells present at the lateral resection
margin. Radical hysterectomy was indicated, but the patient refused. After a year, the patient conceived
spontaneously and had a successful pregnancy.

Conclusion The fertility-sparing treatment for early-stage cervical cancer is an oncologically safe option
in carefully selected patients. The pregnancy afterwards remains high risk and needs close follow-up to
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optimize both maternal and fetal outcomes.

Keywords: cervical cancer; fertility-sparing treatment; pregnancy

INTRODUCTION

Cervical cancer is a global health problem,
and although the incidence varies across the
world, it is the most common cause of death in
this part of Europe [1]. It is primarily associ-
ated with HPV infection and its global burden
arises from differences in prevalence of on-
cogenic subtypes and inequalities in screen-
ing and treatment [2]. Standard treatment
for early-stage disease is radical hysterectomy
that remains a serious problem for women of
reproductive age who still wish to conceive.
Given the issues of rising incidence of cervi-
cal cancer among younger women, delayed
childbearing, and declining quality of life after
radical surgery, in recent years, a few fertility-
sparing guidelines, by relevant gynecological
and oncological societies, have been published
[3, 4, 5]. Fertility-sparing treatments for gyne-
cological malignancies are possible in selected
cases, enabling women to keep reproductive
organs and their function with no reduction
in survival rate compared with standard radical
treatment [3]. Depending on clinical and radio-
logical staging, possible conservative options
for cervical cancer treatment are cold-knife
conization, simple and radical trachelectomy.
However, pregnancy afterwards is still an
issue. The rate of successful pregnancies after
fertility-sparing treatment is lower than in the
general population [6]. Studies show promis-
ing rates of spontaneous conception, but due

to complications of surgical treatment, as well
as patient’s characteristics, assisted reproduc-
tive treatments may be indicated [7]. Even after
successful conception, common adverse events
after fertility-sparing treatment for cervical
cancer are first- and second-trimester miscar-
riage, preterm labor and prematurity [8].

Managing malignancy while considering the
patient’s future reproductive wishes and pos-
sible pregnancy after cancer treatment requires
a meticulous, multidisciplinary approach to
provide comprehensive oncological, obstetric,
neonatal, and psychological care.

CASE REPORT

A 32-year-old nulliparous patient was initially
evaluated by the Clinic’s Cancer Board with a
diagnosis of squamous-cell invasive cervical
cancer (G2, NG2, without lymphovascular in-
vasion) after a cold-knife conization with a posi-
tive apical margin. Further standard evaluation
for staging included abdominal and pelvic MRI
and chest X-ray. Also, expert histological revi-
sion was performed, confirming the previous
histological diagnosis. Based on the radiological
imaging and histological report, the disease was
staged IB1. Taking into consideration the young
age of the patient, previous reproductive history,
desire to conceive, and only after the selection
criteria were met, the final decision of the Board
was to perform radical abdominal trachelectomy
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with pelvic lymph node dissection. During the operation,
so-called ex tempore biopsies of the apical portion of the
cervix, a slice biopsy of the isthmic portion, and the pelvic
lymph nodes had to be examined and found negative for
malignancy before the operation could proceed. In this case,
ex tempore analysis reported free margins, so radical trach-
electomy with pelvic lymphadenectomy was done. However,
final histological diagnosis revealed moderately differen-
tiated (G2) squamous-cell cervical cancer with 10 mm of
stromal infiltration and positive lymphovascular invasion.
The final report stated that squamous-cell cervical cancer
was present at the lateral resection margin of the cervix.
There was no infiltration of the parametria and pelvic lymph
nodes were negative. Considering the negative prognostic
parameters (depth of infiltration, lymphovascular invasion,
and positive resection margins), the Board suggested simple
hysterectomy, which the patient refused. First pelvic MRI at
six months after surgery did not show any signs of disease
progression. The patient conceived spontaneously one year
after the surgery. Except for gestational diabetes, the preg-
nancy was otherwise unremarkable. The patient delivered
a healthy term infant weighing 3200 g by Cesarean section,
with an Apgar score of 9/10. At one and six months after
delivery, no progression of disease was noted.

Ethics: According to the journal’s position on issues in-
volving ethical publication, the written consent for publi-
cation of this article has been obtained from the patient.

DISCUSSION

Fertility-sparing surgery is nowadays an important strat-
egy in cancer treatment because an increasing number
of women under 45 years of age survive malignancy [9].
One-fifth of diagnosed cases occur among young adults
under 39 years [10]. This case of a 32-year-old nulliparous
woman draws attention to the rising incidence of cervi-
cal cancer among young women who have not completed
childbearing. Hence, regular Papanicolaou screening gives
the opportunity to diagnose the disease in early stages
when fertility-sparing treatment is possible. According
to the guidelines, preserving fertility is recommended in
young patients up to 45 years of age and up to the FIGO
stage IB1 [5]. Certain selection criteria are to be fulfilled
for fertility-sparing management, including tumor size,
depth of invasion, distance between cranial edge of tumor
and internal cervical orifice, as well as local spread and
lymph node involvement [3].

Only stage IA1 is treated with less invasive surgery —
conization of the cervix. Radical trachelectomy, which in-
cludes removal of the cervix with surrounding parametrium
and upper vagina, as well as pelvic lymphadenectomy, is
reserved for FIGO stages IA2-1B1 [3]. Fertility-sparing
treatment could be considered in stage IB2 in selected cases
[4]. The reason why trachelectomy is acceptable in young
women under strict conditions is because it is oncologically
safe, meaning that the oncological outcome is similar to
the standard radical treatment in which the entire uterus is
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removed [3, 4]. Results from the study by Siegler et al. [11]
that analyzed 36 patients after simple trachelectomy showed
no recurrence of disease after a mean follow-up of 7.5 years.
The systematic review by Morice et al. [12] showed that
the recurrence rate after abdominal radical trachelectomy
was 2.4%. Another systematic review including 29 studies
on cervical cancer involving 2432 patients showed that 28
(3.6%) patients had recurrent disease and six (0.8%) died
of disease during a median follow-up of 53 months [9].
More recurrences occurred in patients with FIGO stage
IB1 (3.1%) and IB2 (5.6%) disease than in patients with
FIGO stage IA1 (0.2%) and IA2 (0.7%) disease [9]. In stage
IB2 disease, the lower rate of recurrence is observed after
radical trachelectomy via an abdominal approach and the
highest recurrence rate is observed after neoadjuvant che-
motherapy and conservative surgery [12]. These promising
results in terms of disease-free survival rates are shifting
the perspective from oncologic treatment toward quality
of life and pregnancy [9, 13]. The short follow-up period
represents a limitation of this case, as longer surveillance is
required for definitive evaluation of oncological outcome.

Oncological outcomes are well reported, and fertility-
sparing surgery is clearly recommended in selected pa-
tients, but the data on pregnancy outcomes are limited and
inconsistently reported [9]. This highlights the importance
of reporting a term pregnancy after trachelectomy.

As mentioned, the reason why trachelectomy is per-
formed in the first place is to preserve the uterus and re-
productive function in order to enable an uncomplicated
term pregnancy [14]. Unfortunately, the rate of pregnancy
is lower than in the general population. A possible medi-
cal reason is that the procedure can leave scarring in the
uterine isthmus, which may impede sperm passage into
the uterine cavity. In addition, malignancy may affect
the woman’s mental health, her fertility and desire for
offspring. Moreover, adjuvant chemotherapy and radio-
therapy affect ovarian reserve. Most studies show that few
patients attempted to conceive [15].

An additional reason for the lower rate of pregnancy
could be the age of these patients. The fertility rate declines
with age, especially after the age of 35. One systematic re-
view showed that 45.4% required infertility treatment after
surgery, emphasizing the importance of IVF procedures
[15]. The reported pregnancy rates after ART ranged 36-
42% [15]. According to Okugawa et al. [16], 49% (112/230)
of the patients attempted to conceive after trachelectomy,
with a pregnancy rate of 41%. Twenty percent of those
patients conceived spontaneously [16]. In the study analyz-
ing oncological and reproductive outcomes in 471 patients
with radical vaginal trachelectomy, the fertility rate was
higher, at 73% [17]. In our case, the 32-year-old patient
conceived spontaneously only one year after the operation.

After successful conception, these pregnancies are at
risk of miscarriage and second-trimester pregnancy loss
[18]. According to data, the incidence of first-trimester
miscarriage, which is 16%, is no different from that in the
general population. In contrast, second-trimester preg-
nancy loss is almost twice as high as in the general popula-
tion, 7% vs. 4%, due to incompetence of the lower uterine
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segment, infection, and premature prelabor rupture of
membranes. The difference in risk between the trimesters
could be explained by the fact that second-trimester loss is
more strongly influenced by cervical factors and infection
than first-trimester loss.

Preterm labor and intensive care unit stays are also more
frequent among pregnant women with previous trachelec-
tomy [19]. Even in the study by Kohler et al. [18], which
reported a high pregnancy rate, 43% of pregnancies were
preterm. On the other hand, some studies show an ex-
ceptional term-pregnancy rate, such as the results from
two oncological centers where 16/36 (44.5%) patients
achieved pregnancy and all pregnancies reached term
[11]. Prematurity is a major problem mainly because of
sequelae that can lead to lifelong disability. There is no
strict recommendation in terms of prevention of infection
and preterm delivery. In this case, the patient delivered a
healthy term infant.

According to the Serbian national guideline for nor-
mal pregnancy, urinalysis is routinely performed in each
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trimester, and urine culture is done at the first visit to
screen for asymptomatic bacteriuria [20]. A vaginal swab
is taken at the first visit in the first trimester and again in
the second trimester, and a cervical swab is recommended
in the third trimester with GBS screening [20]. Since the
permanent cervical cerclage placed during trachelectomy
could be a source of infection, pregnancies after fertility-
sparing treatment are high risk, and these patients require
closer follow-up and infection screening to avoid compli-
cations.

This case demonstrates an example of successful term
pregnancy after radical trachelectomy with a favorable
outcome. Fertility-sparing treatment for early-stage cer-
vical cancer is an oncologically safe option in carefully
selected patients. Pregnancy afterwards remains high risk,
and management in specialized tertiary centers with close
follow-up is crucial. A multidisciplinary approach opti-
mizes both maternal and fetal outcomes.

Conflict of interest: None to declare.

11.  Siegler K, Plaikner A, Hertel H, Hasenbein K, Petzel A, Schubert M,
et al. Oncologic and fertility outcomes after simple trachelectomy
in women with early cervical cancer. J Minim Invasive Gynecol.
2024;31(2):110-4. [DOI: 10.1016/j.jmig.2023.11.006]

[PMID: 37951567]

12.  Morice P, Maulard A, Scherier S, Sanson C, Zarokian J, Zaccarini
F, et al. Oncologic results of fertility sparing surgery of cervical
cancer: an updated systematic review. Gynecol Oncol.
2022;165(1):169-83. [DOI: 10.1016/j.ygyn0.2022.01.023]

[PMID: 35241291]

13. Moser EC, Meunier F. Cancer survivorship: a positive side-effect of
more successful cancer treatment. EJC Suppl. 2014;12(1):1-4.
[DOI: 10.1016/j.ejcsup.2014.03.001] [PMID: 26217161]

14.  Segarra-Vidal B, Persson J, Falconer H. Radical trachelectomy. Int J
Gynecol Cancer. 2021;31(7):1068-74.

[DOI: 10.1136/ijgc-2020-001782] [PMID: 33707207]

15.  Nezhat C, Roman RA, Rambhatla A, Nezhat F. Reproductive and
oncologic outcomes after fertility-sparing surgery for early stage
cervical cancer: a systematic review. Fertil Steril. 2020;113(4):685-
703.[DOI: 10.1016/j.fertnstert.2020.02.003] [PMID: 32228873]

16. Okugawa K, Yahata H, Ohgami T, Yasunaga M, Asanoma K,
Kobayashi H, et al. An update of oncologic and obstetric
outcomes after abdominal trachelectomy using the FIGO
2018 staging system for cervical cancer: a single-institution
retrospective analysis. J Gynecol Oncol. 2023;34(3):e41.

[DOI: 10.3802/jg0.2023.34.e41] [PMID: 36807744]

17.  ChenT, LiJ, ZhuY, Lu AW, Zhou L, Wang JS, et al. The oncological
and obstetric results of radical trachelectomy as a fertility-sparing
therapy in early-stage cervical cancer patients. BMC Womens
Health. 2022;22(1):424. [DOI: 10.1186/512905-022-01990-w]
[PMID: 36289488]

18.  Kohler C, Plaikner A, Siegler K, Hertel H, Hasenbein K, Petzel A,
et al. Radical vaginal trachelectomy: long-term oncologic and
fertility outcomes in patients with early cervical cancer. Int J
Gynecol Cancer. 2024;34(6):799-805.

[DOI: 10.1136/ijgc-2024-005274] [PMID: 38599782]

19. Lim YK, Lek SM, Yeo SH. Obstetric care after radical abdominal
trachelectomy in a patient with stage IB1 cervical cancer: a case
report and a review of medical literature. Gynecol Oncol Rep.
2016;17:86-8.[DOI: 10.1016/j.gore.2016.07.005] [PMID: 27536720]

20. Radna grupa za izradu vodica za lekare u primarnoj zdravstvenoj
zastiti ,Zastita zdravlja Zena u toku trudnoce”. Nacionalni vodi¢ za
lekare u primarnoj zdravstvenoj zastiti: zdravstvena zastita zena u
toku trudnoce [Internet]. Beograd: Ministarstvo zdravlja Republike
Srbije; 2025 [cited 2026]. Available from: https://sldrustvo.org.rs/
wp-content/uploads/2025/05/PREDLOG-NACIONALNOG-VODICA-
ZDRAVSTVENA-ZASTITA-ZENA-U-TRUDNOCI.pdf

Srp Arh Celok Lek. 2026 Jul-Aug;154(7-8):452-455



A case report of successful pregnancy after radical trachelectomy

TpyaHoha HaKOH paguKanHe TpaxenekTomuje — NpuKas 6onecHuKa

WBaHa Juknh Jlahesuh'? KatapuHa Credanosuh'? Anekcanapa benecnun’, Hnkona Jlahesuh?®, CredaH dyranuh'2
'YHVBep3UTETCKI KNMHUYKM LieHTap Cpbuje, KnuHuKa 3a ruHekonorujy 1 akywwepctso, beorpag, Cpbuja;

?Ynueep3utet y beorpagy, MeanunHcku gakyntert, beorpag, Cpbuja;

*YHnBep3UTETCKI KNUHUYKK LieHTap Cpbuje, KnuHuka 3a yponorujy, beorpaa, Cpbuja

CAMETAK

YBop KapuuHom rpnuha matepue, Kao rnobanHu 3gpaBcTBe-
HW Npobnem, Hajuelwhe je noBe3aH ca MHGEKLMjOM XyMaHUM
nanunoma supycom (XMB). C 0631pom Ha To Aa HeroBa yue-
cTanoct pacte mehy xeHama penpoayKTBHOT 063, Npobnem
npeAcTaB/ba CTaHAAPAHN BUA Nleyetba Koju nogpasymeBsa pa-
JMKanHy xuctepektomujy. To ocTaje 036mrbaH Npobnem 3a keHe
Koje 1 parbe xene fa octBape TpyaHohy. MowwTeHo XMpypLUKO
neyvetbe je Moryhe y CTPOro KOHTPOIMCaHNM YC/IOBMMA, au
TpyaHoha HaKoH Tora 1 fasbe NpefcTaBsba 13a30B.

Mpukas 6onecHuka lMNpeacTaBibeH je cyyaj 32-roguiltbe
6onecHuLe, Koja 1o Taaa Huje pahana, ca AnjarHo30M VHBa-
3UBHOTI CKBaMoLleNlyNlapHor KapuuHoma rpavha matepuue.
HakoH naxbrBe eBanyauuje NCNyHEHN Cy KpUTEPUjyMM 3a
noLITeHV TPETMaH Te je ypaheHa paankanHa abgomMuHanHa
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TpaxesieKTOMMWja ca NenBUYHOM NMMPoHogeKkToMMjoM. Ko-
HayHa X1CTOJOLLKa AMjarHo3a je mokasana Aa je KapymHom
HOUNTPKCao ueny aebrwuHy rpavha u ga cy manurte henwje
NPUCYTHE Ha JlaTepanHoj UBULIA pecekuuje, Te je UHAUKOBaHa
papvKanHa Xuctepektomuja, Kojy je 6onecHuua ogbuna. HakoH
rofvHy fiaHa, 6onecHLa je CNOHTaHO 3aTpyAHena v ycneguna
je ycnewHa TpygHoha.

3akibyuak Jleuerbe KapuuHoma rpauha matepuue y paHom
CTazujymy y3 ouyBatbe MIoAHOCTY NPefCcTaB/ba OHKOMOLWKY 6e-
36eAHy onuyjy KoA Naxsbreo ofabpaHux bonecHuua. TpyaHoha
HaKOH TOra OCTaje B1COKOT pr3KKa 1 3aXTeBa Na/b1Bo Mpa-
hetbe Kako 61 ce ONTMI30BaNM NCXOAW U 33 MajKy U 3a deTyc.

KmbyuHe peun: pak rpnnha matepuue; neyere Koje Wwiean
NJ04HOCT; TpyAHoNha
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