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Cancer of the cervix
Globally cervix cancer accounted for an estimated 530,000 new 
cancer cases worldwide and 275,000 deaths in 2008. In Ireland 
there are appropriately 320 new cases diagnosed annually. 
Unfortunately in countries that do not have access to cervical 
cancer screening, cervical cancer remains the second most com-
mon type of cancer. Global incidence and mortality rates depend 
upon the presence of screening programmes for cervical pre-
cancer and cancer and of human papillomavirus vaccination. 
These interventions have seen a 75 % decrease in the incidence 
and mortality of cervical cancer over the past 50 years in devel-
oped countries. (BMJ 1999)

Pathogenesis 
Human papillomavirus (HPV) is central to the development of 
cervical cancer and can be detected in 99.7% of cases. There are 
four major steps in the development of cervical cancer.
1. Oncogenic HPV infection of the metaplastic epithelium at 

the cervical transformation zone.
2. Persistence of the HPV infection.
3. Progression of a clone of epithelial cells from persistent viral 

infection to pre-cancer.
4. And finally the development of carcinoma and invasion 

through the basement membrane.

It can take anywhere from 5-15 years for a pre-cancer lesion 
to develop into a cancerous lesion.

Genital tract HPV infection is extremely common but results 
in cervical cancer in only a small proportion of infected women. 
Appropriately 75-80% of sexually active adults will acquire HPV 
before the age of 50. There are over 40 genital mucosal HPV 
types identified, subtype 16 and 18 are found in over 70% of all 
cervical cancers.

The main histological subtypes of cervical cancer are squa-
mous cell carcinoma which accounts for around 80% of cervical 
cancers and adenocarcinomas which account for 20%. The 
development of adenocarcinoma is associated with exposure to 
oestrogens both endogenous e.g. obesity and exogenous e.g. 
contraceptive pill and hormone replacement therapy. Adeno-
carcinoma is associated with poorer outcome than squamous 
cell cancers.

risk factors
Early onset of sexual activity and multiple sexual partners 
increases the risk of exposure to HPV.

Women who smoke are more likely to develop pre-cancerous 
lesions and or squamous cell cervical cancer. Having a weak-
ened immune system may allow pre cancer lesions to develop 
into cancer. The immune system can be weakened by smoking, 
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a poor diet and infections such as such HIV/AIDS. 
Long term use of the contraceptive pill (more than 10 years) 

can slightly increase the risk of developing cervical cancer, but 
for most women the benefits outweigh the risks. 

Presentation
Early cervical cancers are frequently asymptomatic underscor-
ing the importance of screening. The most common symptoms 
are irregular or heavy bleeding, postcoital bleeding, and post-
menopausal bleeding. In late stage disease lower back pain may 
be problematic and may radiate along the posterior side of the 
lower limbs. 

diagnosis
This is made based upon histologic evaluation of a cervical 
biopsy. Once a diagnosis is made the patient’s cancer is staged 
by evaluating the disease radiologically. MRI imaging will assess 
the nodal status and parametrial involvement. The use of PET/
CT now allows more accurate evaluation of distant disease. 
However clinical examination is still the primary tool used to 
stage the cervical cancer. This involves examination under an-
aesthetic of the cervical canal, parametria, rectum and bladder. 
Cervical cancer is staged using the Federation of Gynaecology & 
Obstetrics (Figo).

treatment
Early stage cervical cancer (1A-1B1) is treated surgically; options 
include cone biopsy, trachelectomy simple hysterectomy or 
radical hysterectomy. A cone biopsy, involves removing a small 
cone-shaped section of the cervix which is large enough to 
contain the abnormal area. 

Trachelectomy involves removal of the entire cervix up to 
within 1 cm of the isthmus, dissection of the top 2cms of vaginal 
cuff, removal of the parametria and pelvic node dissection. 
Both procedures allow young women of childbearing years 
the opportunity to preserve fertility. There is a higher chance of 
early or late miscarriage and premature delivery. Delivery is by 
caesarean section only. 

By contrast a radical hysterectomy involves removal of the 
uterus, fallopian tubes and in the case of adenocarcinoma the 
ovaries and pelvic and para aortic lymph nodes. This procedure 
is commonly performed by laparoscopic surgery, minimizing 
post-operative recovery. Lymph node dissection carries its own 
morbidities with some women developing lymphoedema as a 
consequence which can have a profound effect on body image. 

Cervical cancers greater than 4cms (1B2-IV) are treated with 
radiotherapy and chemotherapy. The objective is curative; 
however cure rates decrease rapidly with each advancing stage. 
Potential side effects of this treatment include vaginal stenosis, 

which can have a devastating impact on sexuality and sexual 
function. Ovarian failure can occur within one week of treat-
ment, inducing menopause, where symptoms are often more 
pronounced than would be experienced naturally, particularly 
with young women in their 20s 30s and 40s. Hormone replace-
ment therapy is contra-indicated in women with an adenocarci-
noma of the cervix.

Other side effects include bladder irritation and altered bowel 
habit where in some cases a colostomy formation is required to 
relieve symptoms. However, the majority of patients experience 
minimal side effects. 

Cancer of the ovary
Ovarian cancer, commonly referred to as a ‘silent killer’, is the 
fourth most common cancer among women in Ireland account-
ing for an average of 500 new cases per year. The life time risk 
of developing ovarian cancer is approximately 1 in 80 and the 
majority of these cancers are epithelial in origin. Ovarian epithe-
lial cancer has the highest mortality of all the gynaecological 
cancers and the poor prognosis is largely due to the fact that it 
presents late in the course of the disease. 

Pathogenesis
Epithelial ovarian carcinoma refers to a large group of pelvic 
cancers which present as a congealed mass involving ovary, 
fallopian tube and peritoneum. These epithelial tumours can 
broadly be divided into two main categories in terms of prob-
able site of origin. The first group, with possible origin in the 
ovary, include mucinous, clear cell, borderline, endometroid 
and low grade serous tumours. The clear cell and endometroid 
carcinomas carry the worst prognosis and can be a continuum 
from endometriosis to advanced ovarian malignancy. The sec-
ond categories of pelvic serous tumours, particularly the high 
grade ones, were traditionally considered to have arisen from 
the ovarian surface epithelium. Now, the distal fallopian tube is 
emerging as a potential site of origin for these tumours in the 
general population. 

Presentation
Up to 75% patients of ovarian malignancies present with 
advanced stage disease (stage III/IV). Most women may have 
vague or no symptoms at the early stage disease. Early symp-
toms include abdominal discomfort/distension, vague aches 
and pains, anorexia, bowel or bladder symptoms and weight 
loss. Late presentation could be back pain and shortness of 
breath due to pleural effusion or significant ascites. 

risk factors
Nulliparity, early menarche, late menopause, hormone replace-
ment therapy especially oestrogen only preparation for over 
5 years, use of fertility drugs e.g. clomiphene citrate, endome-
triosis, high fat diet, and family history of ovarian cancer are 
considered to be the risk factors for developing ovarian cancer. 
Women with personal or family history of breast cancer and, in 
particular, those carrying BRCAI/BRCAII germ line mutation are 
at increased risk of ovarian cancer.

Investigations
In primary care
Women, especially over the age of 50, with persistent abdominal 
pain/bloating, weight loss, unexplained fatigue, altered bowel 
habit or bladder symptoms should be considered for CA125 and 
pelvic ultrasound to assess adnexa. Women with abdomino-
pelvic mass and or ascites on ultrasound should urgently be re-
ferred to hospital for further investigation. Women with normal 
or raised CA125 should be investigated for other causes.

genital tract hPv 
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In secondary care
CT thorax, abdomen and pelvis and CA125 if not already done 
should be performed in cases of suspected ovarian cancer to 
establish the stage of the disease. There is no need for a routine 
MRI. In younger women under 40, other tumour markers – alpha 
fetoprotein (AFP), beta human chorionic gonadotrophin (beta-
hCG) – should also be performed prior to referral to a tertiary 
regional gynaecological oncology centre. In cases of advanced 
malignancy involving abdomen and pelvis, percutaneous 
image-guided biopsy is arranged to determine the histological 
type of cancer prior to the treatment.

screening
Despite all the recent advances in the field of radiology and 
molecular biology, there is no reliable method of screening for 
ovarian cancer. Failure to detect early ovarian cancer reliably 
with a combination of trans-vaginal ultrasound and CA-125 has 
left at risk women, with no option but to have surgery following 
genetic risk assessment.

risk reducing surgery
Until recently, salpingo-oophorectomy was considered the only 
option in surgical prophylaxis in ovarian cancer. With emerg-
ing evidence that the fallopian tube may be the origin of some 
ovarian cancers, salpingectomy alone may offer some protec-
tion; however, the extent of that protection remains to be deter-
mined. Women from high risk families, and those known to carry 
BRCA mutations, form a separate group for whom there is a 
current recommendation that bilateral salpingo-oophorectomy 
should be considered after the age 35 years or when childbear-
ing is complete (NIH consensus 1995).

treatment
Treatment of ovarian cancer should be provided in the desig-
nated specialised centres. The debulking procedures for ovarian 
cancers are often highly complex due to widespread carcinama-
tosis and require extensive abdomino-pelvic resections, which 
can be best undertaken in a tertiary gynaecological oncology 
centres with particular expertise. 

In early stage ovarian cancer, primary surgery remains the 
mainstay of treatment. Surgery alone may prove curative in 
early stage ovarian cancer without the need for chemotherapy. 
However, in certain early stage ovarian cancers such as poorly 
differentiated tumours chemotherapy can be considered.

In the advanced stage ovarian cancer (stage II-IV), the main 
aim of treatment is to achieve the complete cytoreduction 
which is an important independent prognostic factor in terms 
of survival and progression free interval. The treatment of 
advanced ovarian cancer could be either neo-adjuvant chemo-
therapy followed by interval debulking surgery or primary 
surgery based on radiological appearance, the stage of the dis-
ease, histological type and the performance status of a patient. 
The UK’s National Institute of Health and Care Excellence (NICE) 
recommends paclitaxel in combination with platinum based 
compound or platinum based therapy alone (cisplatin/carbopl-
atin) as first line chemotherapy. 

Prognosis
Survival rates in women with ovarian cancers have improved in 
the last three decades due to centralised cancer care, advances 
in surgery and better chemotherapy agents. Patients under the 
age of 50 with good performance status have better 5 years 
survival rate. Overall, 5 year survival in women with advanced 
epithelial cancers is still poor; 15-20% and 5% in stage III and IV 
respectively.

the role of the nurse 
The role of the nurse in caring for these women cannot be un-
derestimated. They are often the greatest source of information 
and support for women both from a practical and psychological 
point of view. It is paramount that they have a good under-
standing of the disease process, its treatment and potential 
complications/side effects. They should assess and examine the 
patients view regarding treatment and the impact of a cancer 
diagnosis. A good working knowledge of local and national 
support services i.e. Irish Cancer Society, MLD Ireland and local 
cancer support groups (which may be a cancer site specific) 
are invaluable to some patients. Ultimately communication 
between primary and secondary healthcare should be seamless 
in order to deliver optimum patient care. 
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