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Abstract. The purpose of the review: to summarize the current knowledge on the diagnosis 

and treatment of precancer of the cervix during pregnancy. The article presents a review of the 

literature on epidemiology, classification, developmental risk factors, symptoms and diagnosis, 

principles of treatment of precancerous diseases of the cervix, management of pregnant women 

with this pathology. 
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The problem of studying pathological conditions of the cervix, their diagnosis and 

treatment, especially during pregnancy, remains relevant in protecting women's health. It is well 

known that oncological processes of the reproductive system occupy a significant place, occurring 

in 10-15% of women of reproductive age. Cervical cancer (CC) ranks second after breast cancer 

and in advanced stages (III-IV) is diagnosed in 25-40% of cases of malignant neoplasms of the 

female genital organs and mammary glands. CC ranks third in the world [21,42] and third place in 

the Russian structure of gynecological oncological morbidity [4-6]. In the Russian Federation, in 

2016, the incidence of cervical cancer over the previous 30-year period reached its maximum value 

- 15.45 per 100,000 women [6] in the age groups 25-29 years and 30-34 years (cervical cancer 

ranks 1st place - 19.82% and 23.31%, respectively [4]. 

During pregnancy, CC is detected in the early stages three times more often than in the 

general population. CC ranks first in prevalence among tumors of the reproductive organs detected 

during pregnancy. In Russia, the frequency of detection of cervical cancer during pregnancy ranges 

from 1:2000 to 1:5000, preinvasive carcinoma in situ - 1:770 pregnant women [10] 

Cervical cancer detected within 6 months after termination of pregnancy and 12 months 

after childbirth is classified as pregnancy-associated tumors, because clinical and morphological 

manifestations of the tumor process are already present during pregnancy. Among patients with 

cervical cancer, the frequency of combination with pregnancy is 1-3%. The average age of patients 

with cervical cancer in combination with pregnancy is 30 years [9]. 

According to foreign literature, cervical atypia (ASC-US, ASC-H, SIL) during pregnancy 

varies between 0.13% and 6.8% [13,44]. 

Cervical intraepithelial neoplasia, CIN) II, III degrees, Ca in situ, equivalent according to 

modern classification to severe dysplasia (HSIL, high grade squamous intraepithelial lesions), is a 

preinvasive cervical cancer with a risk of progression to an invasive process in pregnant women 

from 1.1 to 3.6% [26] 

Prevalence of CIN in pregnant women as opposed to invasive cancer cervix is higher and 

is 13.0 cases per 10,000 [13]. 

The problem of choosing different types of diagnosis and treatment of cervical pathology 

and the impact of this pathology on the course and outcome of pregnancy is of paramount 

importance. In the majority of first-time mothers, benign diseases of the cervix, including cervical 
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      intraepithelial neoplasia (CIN), are discovered only during pregnancy. The incidence of CIN is 

observed in 5–8% of pregnant women [14,19]. 

The main place in clinical practice is prevention, early diagnosis and improvement of 

treatment methods for patients with benign and precancerous diseases, as well as pre-invasive 

cervical cancer. 

Benign diseases are diseases of different morphology and etiology that do not pose a threat 

to a woman’s health and are not accompanied by the appearance of cellular atypia and impaired 

stratification of the epithelial layer. 

Benign diseases include ectopic columnar epithelium, polyps, papillomas, endometriosis, 

true erosion, cervicitis, cicatricial deformation of the cervix, leukoplakia [7]. 

Precancer is a disease characterized by proliferation, atypia of cells of the epithelial layer 

and disruption of its stratification (layering). 

There are several classifications of cervical diseases. In the International Statistical 

Classification of Diseases (ICD), 10th revision (1992), the pathology of cervical cancer is 

presented as follows: 

ICD 10 classification 

N72 Cervicitis 

N84.1 Cervical polyp 

N86 Erosion and ectropion of the cervix, included decubital (trophic) ulcer, cervical 

eversion, excluded connection with inflammatory disease of the cervix, including cervicitis, 

endocervicitis, exocervicitis (N72) 

N88.0 Leukoplakia of the cervix 

N87 Cervical dysplasia (cervical intraepithelial neoplasia), carcinoma in situ of the 

cervix excluded (D06) 

N87.0 Mild cervical dysplasia, cervical intraepithelial neoplasia grade I (CIN I). 

Low grade squamous intraepithelial lesions (LSIL). 

N87.1 Moderate cervical dysplasia, includes cervical intraepithelial neoplasia grade II 

(CIN II) 

N87.2 Severe cervical dysplasia, not included in other specified groups of diseases, 

excludes cervical intraepithelial neoplasia grade III (CIN III) with and without indication of 

severe dysplasia and carcinoma in situ of the cervix (D06) 

D06 Carcinoma in situ of the cervix 

However, the term cervical erosion and cervical pseudo-erosion are still used. Currently, 

the term “pseudo-erosion of the cervix” has been replaced by “ectopia”. Precancerous diseases 

of the cervix include: 

N87 cervical dysplasia (carcinoma in situ of the cervix is excluded);  

N87.0 Cervical intraepithelial neoplasia grade 1 (CIN 1, mild cervical dysplasia); 

N87.1 Cervical intraepithelial neoplasia grade 2 (CIN 2, moderate cervical dysplasia);  

N87.2 Cervical intraepithelial neoplasia grade 3 (CIN 3, severe cervical dysplasia);  

D06 Dysplasia with keratinization; carcinoma in situ of the cervix.[1]. 

Histological classification of dysplasia [15, 24]. 

         Cervical intraepithelial neoplasia (CIN) is divided into: 

♦ CIN I - mild dysplasia; ♦ CIN II - moderate dysplasia; 

♦ CIN III - severe dysplasia and pre-invasive cancer. 



 

SCIENCE AND INNOVATION 
INTERNATIONAL SCIENTIFIC JOURNAL VOLUME 2 ISSUE 10 OCTOBER 2023 

UIF-2022: 8.2 | ISSN: 2181-3337 | SCIENTISTS.UZ 

 225  

 

              Precancerous diseases of the cervix are a number of pathological conditions that, under 

certain conditions, can transform into cervical cancer. A distinctive feature of precancerous 

diseases of the cervix is that they occur with epithelial dysplasia - its hyperplastic transformation, 

proliferation, impaired differentiation, maturation and exfoliation. However, unlike cervical 

cancer, all of these cellular changes are limited to the basement membrane. 

        Dysplasia (atypia of the cervical epithelium) is characterized by intense proliferation of 

atypical cells. There are mild (CIN-I), moderate (CIN-II) and severe (CIN-III) dysplasia. With 

mild dysplasia, cells of the deep - basal and parabasal - layers are affected (less than 1/3 of the 

thickness of the stratified epithelium); There are no atypical cells. Moderate dysplasia is 

characterized by changes in 1/3-2/3 of the thickness of the epithelial layer; no atypia is observed. 

In severe dysplasia, hyperplastic cells account for more than 2/3 of the thickness of the epithelial 

layer; cells of atypical structure are found 

        Moderate and severe dysplasia more often degenerates into cancer. The frequency of 

transition of pronounced untreated dysplasia to pre-invasive and invasive cancer is 20-30%. Thus, 

the precancerous condition of the cervix (dysplasia) is borderline and has the ability to transform 

into invasive cancer. 

Precancer and subsequently cervical cancer is formed against the background of benign 

non-tumor disorders of the stratified squamous epithelium. 

All risk factors for cervical diseases are traditionally divided into exogenous 

(environmental) and endogenous (genetic). 

Hereditary factor Features of the formation of menstrual function. With early menarche 

and early puberty, the risk of developing cervical diseases increases by 5-7.5 times. Features of 

sexual history. Early onset of sexual activity during puberty or before age 18; having multiple 

sexual partners; and having a male partner who has had multiple sexual partners, all of which 

increase a woman's risk for reproductive system infection. The latter aggravates the course of 

background diseases and therefore serves as a factor in carcinogenesis. 

Reproductive function of a woman In this case, traumatic injuries to the cervix that occur 

after childbirth or abortion are important (the predisposing factor is a violation of trophism and 

innervation of tissue), as well as barrier contraceptives and vaginal tampons such as Tampax. With 

high reproductive activity (many pregnancies with different outcomes) in young women (under 30 

years of age) and early menopause (before 45 years of age), the risk of developing cervical cancer 

increases. 

Inflammatory diseases of the genitals create a background for the occurrence of 

precancerous conditions. The human papillomavirus (HPV) is of particular importance in the 

occurrence of cervical dysplasia. V.A. Ershov [3] proved the leading role of HPV genotype 16 in 

the genesis cervical neoplasia in women of St. Petersburg. It has now been proven that cervical 

cancer is an HPV-associated disease. to high cancer risk - 16, 18 and 31 types of virus. HPV types 

16 and 18 have the highest oncogenic potential and are the most virulent. 

The state of hormonal homeostasis and its disorders. increased gonadotropic function, 

changes in estrogen metabolism with a predominance of estradiol, an increase in oxygenated forms 

of 17-keto steroids. Use of COCs with a high content of gestagens. 

Immune disorders are characterized by an increase in the level of cytotoxic T-lymphocytes. 

The degree of dysplasia is proportional to the level of immunosuppression. Women receiving 



 

SCIENCE AND INNOVATION 
INTERNATIONAL SCIENTIFIC JOURNAL VOLUME 2 ISSUE 10 OCTOBER 2023 

UIF-2022: 8.2 | ISSN: 2181-3337 | SCIENTISTS.UZ 

 226  

 

      immunosuppressive therapy for autoimmune diseases, cancer, or organ transplantation are at 

increased risk of cervical dysplasia, which progresses to cervical cancer [18, 11]. 

Age-related changes in the genital organs. Smoking increases the risk of developing 

many types of cancer, including cervical cancer [40], and quitting smoking reduces the risk of 

developing CIN III and cervical cancer [39]. 

Body weight. Overweight women had a 25% increased risk of developing cervical cancer, 

while moderately obese women had a 70% increased risk [31]. 

Symptoms and diagnosis of precancerous diseases of the cervix. A feature of precancerous 

diseases of the cervix is the asymptomatic or nonspecific clinical manifestations; Sometimes 

watery leucorrhoea, contact or intermenstrual bleeding is observed. Early diagnosis is the detection 

of a tumor in the intraepithelial stage. Prognosis and timely diagnosis of the oncological process 

gives patients a chance to completely recover from this pathology. It is important to correctly 

assess complaints, medical history, conduct bacterioscopic and bacteriological examination of 

discharge from the vagina, cervical canal, urethra, colposcopy, cytological and histological 

examination. 

The standard classification of cytological examination of cervical smears according to 

Papanicolaou includes 5 classes: 

Class 1 - no atypical cells; 

Class 2 - changes in cellular elements are caused by an inflammatory process in the vagina 

or cervix; 

Class 3 - there are single cells with an altered ratio of nucleus and cytoplasm; a repeat 

smear or biopsy is required, followed by cytological examination; 

Class 4 - cells with signs of malignancy were found: with enlarged nuclei, basophilic 

cytoplasm, uneven distribution of chromatin; 

Class 5 - the smear contains numerous atypical cells. 

Bethesda classification [24]: 

• low grade of intraepithelial lesions (LSIL-squamous Intraepithelial lesions low grade), 

which corresponds to CIN I; 

• high degree of intraepithelial lesions (HSIL-squamous Intraepithelial lesions high grade), 

which corresponds to CIN II-III; 

• ASCUS (atypical squamous cell of undetermined significance) - squamous epithelial cells 

with atypia of unknown significance. Additional examination or follow-up is recommended. 

WHO [41] recommends HPV testing, cytological and visual examination using acetic acid 

as screening at least once for every woman in the target age group: 30-49 years. 

According to global recommendations, prenatal care includes cytological monitoring, 

colposcopic examination with targeted biopsy if an invasive process is suspected and is safe and a 

reliable method, according to foreign and domestic experts. Cone biopsy during pregnancy is 

associated with complications such as miscarriage, bleeding, premature birth. 

Colposcopic assessment during pregnancy is difficult due to physiological, pregnancy-

related metaplastic changes, which may resemble the appearance of intraepithelial lesions of the 

cervix after the use of acetic acid. Typical changes during pregnancy include cervical cyanosis and 

hypertrophy and swelling of the endocervical glands. In addition, extensive immature metaplasia 

often causes intense acetowhite staining after application of acetic acid. 
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      The main purpose of colposcopy for pregnant women is rule out invasive cancer and delay 

biopsy and definitive treatment until postpartum. During pregnancy the best method diagnosis is 

only cytological and colposcopic examination without histological confirmation. According to the 

recommendations of the NHSCSP (The National Health Service of Cervical Screening 

Programme), women who have cytologically detected LSIL during pregnancy should have a repeat 

colposcopy 3 months after birth. If there is a suspicion of HSIL, colposcopy is recommended at 

the end of the second trimester, but if the gestational age has passed the 2nd trimester, then the 

study should be carried out three months after delivery. If an invasive process is suspected 

clinically or colposcopically, a biopsy is recommended [35]. 

When comparing cytological and colposcopic studies within the same severity level, the 

correspondence was 91%, when comparing colposcopic and histological diagnosis - 95%. 

Colposcopic targeted biopsy has been shown to be safe and a reliable method in pregnant 

women [23]. In Europe, cervical biopsy is regulated in cases where an invasive process is 

suspected, both clinically and colposcopically [35]. According to American Society of Colposcopy 

guidelines and cervical pathology (American Society for Colposcopy and Cervical Pathology, 

ASCCP) for pregnant women with CIN 1, in whom CIN2+ is cytologically or histologically 

excluded at initial colposcopy, postpartum observation is recommended. Additional colposcopic 

or cytological examination is not necessary. In cases of CIN 2-3 and the exclusion of an invasive 

process, colposcopic and cytological examinations are recommended at intervals of no more than 

12 weeks. A repeat biopsy is performed if the clinical picture worsens or if invasive cancer is 

suspected cytologically. Once invasive cancer has been excluded, treatment is considered 

inappropriate and re-evaluation is recommended 6 weeks after delivery [33]. The literature notes 

that if the excisional biopsy depth is less than 10 mm, the relative risk of preterm birth before 37 

weeks is significantly lower than if the excision depth is greater than 10 mm [29]. Ortoft G. et al. 

noted a 2.8-fold increase in perinatal mortality after one conization and a 10-fold increase in 

preterm birth after two conizations [37]. 

Treatment of cervical diseases 

Mild dysplasia such as CIN I or LSIL may resolve without treatment, but close monitoring 

at regular intervals, usually 6–12 months, is necessary, and treatment should be given if changes 

persist or worsen over time [12]. 

HPV immunotherapy has recently been proposed. 

It has been proposed to use high doses of vitamin D in the form of vaginal suppositories. 

High consumption of green tea and vegetables has been associated with a reduced risk of 

developing cervical cancer or CIN II or III. Folic acid is an essential factor in the proper 

functioning of DNA, and thus possibly preventing cancer formation [32]. 

Multivitamins B12, C, E and beta-carotene significantly protect against cervical neoplasia. 

Higher blood levels of vitamin E and alpha- and gamma-tocopherol compounds were associated 

with a reduction in the risk of developing CIN III by almost 50%. 

Enzymatically modified rice bran. Using enzymatically modified rice bran has been 

shown to increase NK cell activity, which may also help women with cervical dysplasia or those 

who want to prevent the condition. 

Surgical treatment includes the following methods: 

Local destruction: chemical destruction, diathermosurgical method, cryodestruction, laser 

destruction, argon plasma ablation, radio wave surgery 
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      Radical surgical intervention: excision of the cervix, amputation of the cervix, 

reconstructive plastic method, hysterectomy. 

The generally accepted standard for all women during the first examination is a cytological 

examination in combination with colposcopy. In recent years, when CIN II, III was detected in a 

pregnant woman, aggressive treatment and diagnostic tactics were replaced by conservative-

expectant ones. Excision may lead to an increased risk of preterm birth [30], but others have 

suggested that there is no significant negative effect. The European Society of Medical Oncology 

considers excisional biopsy a safe method of research: in young pregnant women with CIN II–III, 

careful observation is optimal, and only if cervical cancer is suspected, excision is indicated [33]. 

The active use of a surgical method for the treatment of intraepithelial changes in the cervix in 

young women, serves as one of the factors in the development of isthmic-cervical insufficiency, 

leading to complications of pregnancy up to its termination in the second trimester [22]. 

Russian authors recommend performing a targeted biopsy (in some cases conization) if 

CIN II–III is present in smears [8]. 

Intervention for CIN during pregnancy is dangerous due to the risk of its interruption, and 

delaying treatment may carry the risk of disease progression. This dilemma dictates the need to 

identify predictive factors that can adequately determine the prognosis of CIN in order to develop 

treatment tactics. 

The regression rate of CIN 1 ranges between 32% and 69%, CIN 2-3 from 16.7% to 70% 

[16, 26]. 

In pregnant women diagnosed with HSIL, the rate of progression to invasive cancer has 

been documented in some studies to range from 1.1 to 3.6%, while other authors have reported 

higher rates from 5.4 to 13.6% [16,17]. 

In pregnant women under 25 years of age, there is evidence of progression to CIN2/3 not 

received [17]. However, over the age of 25 years, progression of CIN2/3 to invasive cancer was 

observed in 2.5% to 22% of cases [34]. The regression rate among young patients was 52.6% 

versus 26.2% among those over 25 years of age. Patients with HSIL over 25 years of age had a 2-

fold increase in progression and persistence rates than those under 25 years of age [17]. 

The issue of regression of cervical dysplasia depending on from the route of delivery. Do 

not demonstrate the benefits of performing a cesarean section [43]. Regression after vaginal birth 

occurred in 60%-69%. According to Paraskevaidis E. et al. the frequency of CIN regression 

prevailed after vaginal birth, which the author explains by trauma to the cervix during the passage 

of the fetus through the birth canal and, as a consequence, desquamation of the altered epithelium, 

postpartum local reparative immune response [38,43]. Regression for CIN II and III occurs in 68% 

and 70% of cases, respectively. Only 7% of pregnant women progress to CIN I to CIN III in the 

postpartum period [16]. The most significant level of regression was observed in women who gave 

birth through the birth canal. In CIN II–III, repeated diagnostic procedures can be postponed until 

the postpartum period, since regression is observed in 35% of cases during the first year after 

pregnancy, and the risk of developing invasive carcinoma is 0.45–1/1000 [28]. A feature of the 

treatment tactics for women with CIN identified during pregnancy, if they wish to continue the 

pregnancy, is cytological monitoring, delivery per vias naturales, repeated cytological examination 

8 weeks after birth (the frequency is progressive invasive cancer 0.9%); if you do not want to 

continue the pregnancy, conization of the cervix 2 months after a medical abortion.                                                                                      
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      ASCCP recommends that if LSIL is present on smears during pregnancy, the patient may 

not be monitored. Pap test and colposcopy are recommended to be performed through 3–4 months 

after birth, since in 86% of cases postpartum regression of LSIL occurs [33].  Performing a biopsy 

while pregnant may be associated with high risk complications. Some authors recommend taking 

a biopsy only with colposcopic signs indicating possible cancer [16]. However, other authors 

indicate that cervical cancer can be missed with this approach. Therefore, experts recommend 

taking a biopsy from the most changed areas. Due to severe edema and increased vascularization 

of the cervix, bleeding may develop after a biopsy, in which hemostasis is achieved without 

difficulty. The results of a meta-analysis showed an increased risk of complications after 

conization for CIN [25]. A number of studies have demonstrated that if the depth of the removed 

cone is 10–12 mm, then the likelihood of preterm birth is high [27]. Other authors believe that, 

despite varying degrees of cervical shortening, conization does not lead to obstetric complications 

[36,20]. According to the latest ASCCP recommendations. Conization should be performed only 

if cervical cancer is suspected, since this procedure is associated with bleeding in 5–15% of 

pregnant women and spontaneous abortion in more than 25% of them. In the first trimester of 

pregnancy with carcinoma in situ, it is recommended to terminate the pregnancy and perform a 

cone-shaped excision of the cervix. In the second and third trimesters, it is possible to prolong 

pregnancy against the background of colposcopic and cytological control; 8–12 weeks after 

delivery, cone-shaped excision or amputation of the cervix is indicated T.N.Bebneva [2] notes the 

importance of cytological screening in the prenatal period or when registering a woman for 

pregnancy. “Pregnancy is accompanied by structural and morphological changes, which must be 

taken into account when interpreting the data of colposcopy, cytological and histological studies. 

Their implementation requires the involvement of experienced specialists. Considering that the 

rate of progression of dysplastic lesions of the cervix during pregnancy is very low, and the risk 

of developing invasive cancer is insignificant, when managing pregnant women with cervical 

interepithelial dysplasia, preference is given to conservative tactics. Surgical intervention is 

indicated only in cases of suspected cervical cancer (CC), since the risk of obstetric complications 

remains high. If cervical cancer is excluded, all further diagnostic and therapeutic measures are 

carried out in the postpartum period.” Much attention in the literature is paid to the consideration 

of tactics and standardization of management of pregnant women with cervical pathology. In 

addition, predictive factors for prognosis of the disease during pregnancy, issues of additional 

methods diagnostics and treatment. An analysis of the literature on this topic allows us to conclude 

that the problem of cervical precancer associated with pregnancy remains relevant, gives rise to 

serious discussions and requires further research. 

 

REFERENCES 

1. Атабиева А.Д., Пикуза Т.В., Чилова РА., Жукова Э.В, Трифонова Н.С. Заболевания 

шейки матки при беременности и современные методы их диагностики (обзор 

литературы) / Вестник современной клинической медицины. — 2016. — Т. 9, вып. 4. — 

С.72—83 DOI: 10.20969/VSKM.2016.9(4).72-83.   

2. Бебнева Т. Н., Радзинский В. Е., Костин И. Н., Покуль Л. В. Тактика ведения 

беременных женщин с предраковыми процессами шейки матки //Доктор.Ру. 2017. № 9 

(138). С. 33–37.   



 

SCIENCE AND INNOVATION 
INTERNATIONAL SCIENTIFIC JOURNAL VOLUME 2 ISSUE 10 OCTOBER 2023 

UIF-2022: 8.2 | ISSN: 2181-3337 | SCIENTISTS.UZ 

 230  

 

      3. Ершов В.А., Лисянская А.С., Ронжина Е.А., Рахминова Е.Р. Значение белков L1 вируса 

папилломы человека и NuMA1 

в прогнозе цервикальной интраэпителиальной неоплазии, ассоциированной с ирусом 

папилломы человека высокого канцерогенного риска.// Акушерство и гинекология: 

Научно-практический журнал. 2017. № 11. - С. 63 68.  

4. Злокачественные новообразования в России в 2016 году (заболеваемость и смертность) 

/ Под ред. А.Д. Каприна, В.В. Старинского, Г.В. Петровой. – М.: МНИОИ им. П.А. 

Герцена - филиал ФГБУ “НМИРЦ” Минздрава России, 2018. – 250 с.  

5. Состояние онкологической помощи населению России в 2015 году / Под ред. А.Д. 

Каприна, В.В. Старинского, Г.В. Петровой. – М.: МНИОИ им. П.А.Герцена - филиал 

ФГБУ “НМИРЦ” Минздрава России, 2016 – 236 с.  

6. Состояние онкологической помощи населению России в 2016 году / Под ред. А.Д. 

Каприна, В.В. Старинского, Г.В. Петровой. – М.: МНИОИ им. П.А.Герцена - филиал 

ФГБУ “НМИРЦ” Минздрава России, 2017 – 236 с. 

7. Трубникова Л.И.,  Вознесенская Н.В., Таджиева В.Д.,КорниловаТ.Ю.,  М.Л., Тихонова 

Н.Ю. Учебно- методическое пособие. Актуальные вопросы гинекологии. Ульяновск, 

2019.266с./Под редакцией проф. Л.И. Трубниковой.  

8. Урманчеева А. Ф. Гинекологический рак в сочетании с беременностью. Практ. 

онкология. 2009; 10(4): 184–97.  

9. Урманчеева А.Ф. Опухоли женских половых органов и беременность. Пособие для 

врачей / А.Ф. Урманчеева, Е.А. Ульрих – СПб.: Изд-во Н-Л, 2011. –40 с. 

10. Чиссов В. И., Старинский В. В., Петрова Г. В. Состояние онкологической помощи 

населению России в 2010 г. М.: ФГХ «МНИОИ им. П. А. Герцена»; 2011: 188.  

11. ACOG. American College of Obstetricians and Gynecologists. Cervical Cancer. Available at: 

http://www.acog.org/Patients/FAQs/Cervical-Cancer. 7/2014. Last accessed 9/28/2014. 

12. A.D.A.M.Cervical Dysplasia.2014. Available at: http://www.ncbi.nlm.nih.gov   

/pubmedhealth/PMH0002461/. Last accessed on October 29, 2014 

13. Al-Halal, H. Incidence and obstetrical outcomes of cervical intraepithelial neoplasia and 

cervical cancer in pregnancy: a population-based study on 8.8 million births / H. Al-Halal, A. 

Kezouh, H.A. Abenhaim // Arch Gynecol Obstet. – 2013. – Vol. – 287. – № 2. – P. 245 – 

250., 

14. Booth C. N., Bashleben C., Filomena C. A., Means M. M., Wasserman P. G., Souers R. J. et 

al. Monitoring and ordering practices for human papillomavirus in cervical cytology: findings 

from the College of American Pathologists Gynecologic Cytopathology QualityConsensus 

Conference working group 5. Arch. Pathol. Lab. Med. 2013;137(2): 214–9.   

15. College of American Pathologists Gynecologic Cytopathology Quality Consensus 

Conference working group 5. Arch. Pathol. Lab. Med. 2013;137(2): 214–9.   

16. Coppolillo, E.F. High-grade cervical neoplasia during pregnancy:diagnosis, management and 

postpartum findings / E.F. Coppolillo, H.M. De Ruda Vega, J. Brizuela, M.C. Eliseth // Acta 

Obstet Gynecol Scand. – 2013. –Vol. 92. – № 3. – P. 293-297. 

17. Cubo-Abert M. Risk factors for progression or persistence of squamous intraepithelial lesions 

diagnosed during pregnancy / M. Cubo-Abert, C. CentenoMediavilla, P. Franco-Zabala // J 

Low Genit Tract Dis. – 2012. – Vol. 16. – № 1. –P. 34-38  

http://www.ncbi.nlm.nih.gov/


 

SCIENCE AND INNOVATION 
INTERNATIONAL SCIENTIFIC JOURNAL VOLUME 2 ISSUE 10 OCTOBER 2023 

UIF-2022: 8.2 | ISSN: 2181-3337 | SCIENTISTS.UZ 

 231  

 

      18. Dugué PA, Rebolj M, Garred P, Lynge E. Immunosuppression and risk of cervical cancer. 

Expert Rev Anticancer Ther. 2013;13(1):29-42. 

19. Fleury A. C., Birsner M. L., Fader A. N. Management of the abnormal Papanicolaou smear 

and colposcopy in pregnancy: an evidencedbased review. Minerva Ginecol. 2012; 64(2): 137–

48. 

20. Founta C., Arbyn M., Valasoulis G., Kyrgiou M., Tsili A., Martin-Hirsch P.et al. Proportion 

of excision and cervical healing after large loop excision of the transformation zone for 

cervical intraepithelial neoplasia. BJOG. 2010; 117(2): 1468–74. 

21. Hernández-Hernández D.M., Apresa-García T., Patlán-Pérez R.M. Epidemiological overview 

of uterine cervical cancer / D.M. Hernández-Hernández, // Rev. Med. Inst. Mex. Seguro. Soc. 

– 2015. – Vol. 53, Suppl. 2. – S. 154-161. 

22. House M. Three-dimensional, extended field-of-view ultrasound method for estimating large 

strain mechanical properties of the cervix during pregnancy / M.House, H. Feltovich, T.J. Hall 

[et al.] // Ultrason Imaging. – 2012. – Vol. 34, N. 1. P. 1-14. 

23. Hunter M.I. Cervical neoplasia in pregnancy. Part 1: screening and management of 

preinvasive disease / M.I. Hunter, B.J. Monk, K.S. Tewari // Am J Obstet Gynecol. – 2008. – 

Vol. 199. – № 1. – P.3-9,        

24. IARC. International Agency for Research on Cancer. Chapter 2: An introduction to cervical 

intraepithelial neoplasia (CIN). Available at: http://screening.iarc.fr/colpochap.php?chap=2. 

2014. Last accessed 9/7/2014. 

25. Jin G. Pregnancy outcome following loop electrosurgical excision procedure (LEEP) a 

systematic review and meta-analysis. Arch. 

Gynecol. Obstet. 2014; 289(1): 85–9 

26. Kärrberg, C. Colposcopically directed cervical biopsy during pregnancy; minor surgical and 

obstetrical complications and high rates of persistence and regression / C. Kärrberg, M. 

Brännström, B. Strander // Acta Obstet Gynecol Scand. –2013. – Vol. 92. – № 6. – P. 692–

699., 

27. Khalid S., Dimitriou E., Conroy R., Paraskevaidis E., Kyrgiou M., Harrity C. et al. The 

theckne LLETZ specimens can predict the 

relative risk of pregnancy-related morbidity. BJOG. 2012; 119(6):685–91, 

28. Kim Y. H., Park J. S., Norwitz E. R., Park J. W., Kim S. M., Lee S. M.et al. Genotypic 

prevalence of human papillomavirus infection during normal pregnancy: a cross-sectional 

study. J. Obstet. Gynaecol. Res.2014; 40(1): 200–7 

29. Kyrgiou, M. Obstetric outcomes after conservative treatment for intraepithelial or early 

invasive cervical lesions: systematic review and meta-analysis /M. Kyrgiou, G. Koliopoulos, 

P. Martin-Hirsch, M. Arbyn // Lancet. – 2006. – Vol. 36. –P. 489–98 

30. Kyrgiou M., Arbyn M., Martin-Hirsch P., Paraskevaidi S. E. Increased risk of preterm birth 

after treatment for CIN. Br. Med. J. 2012; 345: e5847 

31. Lee JK, So KA, Piyathilake CJ, Kim MK. Mild obesity, physical activity, calorie intake, and 

the risks of cervical intraepithelial neoplasia and cervical cancer. PLoS One. 

2013;12;8(6):e66555. 

32. Liu P., Xu L., Sun Y., Wang Z. The prevalence and risk of human  papillomavirus infection 

in pregnant women. Epidemiol. Infect. 

2014; 142(8): 1567–78. 



 

SCIENCE AND INNOVATION 
INTERNATIONAL SCIENTIFIC JOURNAL VOLUME 2 ISSUE 10 OCTOBER 2023 

UIF-2022: 8.2 | ISSN: 2181-3337 | SCIENTISTS.UZ 

 232  

 

      33. Massad, L.S., Einstein M.H., Huh W.K Updated consensus guidelines for the management of 

abnormal cervical cancer screening tests and cancer precursors.  2012. ASCCP Consensus 

Guidelines Conference. // J Low Genit Tract Dis. – 2013. – Vol. 5. – № 1. – P.1–27 

34. Mitsuhashi, A. Loop electrosurgical excision procedure (LEEP) during first trimester of 

pregnancy / A. Mitsuhashi, S. Sekiya // Int J Gynaecol Obstet. – 2000. –Vol. 71. – № 3. – P. 

22–79.  

35. NHS Cervical Screening Programme Colposcopy and Programme Management NHSCSP 

Publication number 20 Third Edition March 2016 Public Health England leads the NHS 

Screening Programmes 

36. Origoni M., Salvatore S., Perino A., Cucinella G., Candiani M. Cervical intraepithelial 

neoplasia (CIN) in pregnancy: the state of the art. 

Eur. Rev. Med. Pharmacol. Sci. 2014; 18(6): 851–60 

37. Ortoft, G. After conisation of the cervix, the perinatal mortality as a result of preterm delivery 

increases in subsequent pregnancy / T. Henriksen, E. Hansen, L. Petersen. BJOG. – 2010. – 

Vol 117. – 3. –P. 258 – 267 

38. Paraskevaidis, E. Management and evolution of cervical intraepithelial neoplasia during 

pregnancy and postpartum / G. Koliopoulos, S. Kalantaridou, L. Pappa // Eur J Obstet Gynecol 

Reprod Biol. – 2002. – Vol 104. –1. P. 67-69 

39. Roura E, Castellsague X, Pawlita M, Travier N, Waterboer T, Margall N, Riboli E. Smoking 

as a major risk factor for cervical cancer and pre-cancer: results from the EPIC cohort. 

International journal of cancer. Journal international du cancer. Jul 15 2014;135(2):453-466. 

40. Silva C, Almeida EC, Côbo Ede C, Zeferino VF, Murta EF, Etchebehere RM. A retrospective 

study on cervical intraepithelial lesions of low-grade and undetermined significance: 

evolution, associated factors and cytohistological correlation. Sao Paulo Med. 

2014;132(2):92-6. 

41. Tumours of the uterine cervix // WHO Classification of tumours of female reproductive 

organs / Edited by R.J. Kurman, M.L. Carcangiu, C.S. Herrington, R.H. Young. – Lyon: 

International agency for research on cancer, 2014. – P. 169-206. 

42. .Turinetto, V., Giachino C.Multiple facets of histone variant H2AX: a DNA double-

strandbreakmarker with several biological functions.// Nucleic AcidsRes. – 2015. – Vol. 43, 

N. 5. – P. 2489-2498. 

43. Ueda Y. Postpartum outcome of cervical intraepithelial neoplasia in pregnant women 

determined by route of delivery / Y. Ueda, T. Enomoto, T. Miyatake // Reprod Sci. – 2009. –

Vol 16. – 11. – P. 1034 – 1039.    

44. Xavier-Júnior, JC. High-grade squamous intraepithelial lesions in pregnant and non-pregnant 

women / JC. Xavier-Júnior, RM. Dufloth //. – 2014. – Vol 175. – P.103-106. 

 

 

 

 

 

 


