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Introduction

 Cervical cancer major public health problem

 4th most common cause cancer incidence and mortality in women world-wide

 Geographical variation 

- Prevalence HPV

- Coverage screening

- Adequate treatment
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Old Staging become history

 FIGO guidelines for cervical cancer staging include: 

- Invasive procedures (cystoscopy, recto-sigmoidoscopy)

- Plenty of time-consuming “old fashioned” imaging methods 

(barium enema, intravenous urography, lymphangiography, chest and skeletal radiographs) 

- Today, rarely used in clinical practice.



Limitation FIGO clinical staging

 Lead to under or over estimation of the extent of disease at diagnosis, 

Adversely affecting patient optimal care. 

 Literature data report clinical wrong staging in: 

- Up to 32% of patients with early disease (< FIGO ⅡB) and 

- Up to 65% patients with advanced disease (FIGO Ⅱ-Ⅳ)
Subak, Obstet Gynecol 1995, Bhosale ,Comput Assist Tumor 2010



Staging

 Difficulties of clinical staging include assessment

- Endocervical tumor growth to the (not accessible )

- Parametriam involvement (not accurate) 

- Lymph node involvement (impossible) 

 currently, increased use of cross sectional imaging modalities (CT), 
(MRI), (PET-CT)
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Prognostic Factors

 Maximum tumor size

 Extracervical tumor extension

 LN involvement (number, location, size, metabolic activity)

 Pathological tumor type- HPV status

 Depth cervical stromal invasion 

- Minimal thickness of uninvolved cervical stroma

 Margin status

 LVSI

 Presence distant metastases



Diagnostic Work-up

For Local disease - Clinical and Radiological work-up

 Pelvic exam and biopsy +- colposcopy >>>>> mandatory to diagnosis 

 Pelvic MRI >>>>> mandatory for

- Initial assessment 

- Guide treatment options

 ULS Endovaginal/transrectal >>>>> optional 

 Cystoscopy or Proctoscopy >>>>> not routinely recommended



Diagnostic Work-up

For Nodal/Distant Diagnostic Work-up

 In early stages T1B1, T1B2, T2a1

- Surgery PLND >>>>> standard treatment 

- Except for T1a1, T1a2 –ve LVSI

 In locally advanced stages T1b3 and higher (except T2a1)

- PET CT recommended, 

- CT (if PET is not available)





Management T1a1 disease (<3mm invasion)

 Diagnosis based on conization (depth invasion, margins, LVSI)

 Loop or Laser preferable to cold-knife for fertility preservation

 Surgical margins should be clear for invasion and preinvasion (except LSIL)

 If +ve margins >>>> repeat conization should be performed

 LN staging is not indicated when –ve LVSI

 Conization considered definitive treatment

 Hysterectomy dose not improve outcome in SCC

 SH should be offered adenocarcinoma who completed childbearing

 Radical surgery is overtreatment >>>>> should not be performed



Management T1a2 disease (3-5mm invasion)

 Conization alone or SH is adequate treatment

 Parametrial resection is not indicated

 SLN biopsy

- Can be considered –ve LVSI

- Should be performed +ve LVSI

 SH should be offered adenocarcinoma for completed childbearing pt





Management T1b1,T1b2, T2a1 (5mm-4cm, upper vag.)

 Aim avoid combined radical surgery and radiotherapy

 Minimally invasive 

- should not be uses

- may be considered low risk tumor (<2cm and free margin after conization)

 SLN first step of surgical management

 SLN using Indocyanine green            >>> preferred

Blue dye with radiocolloid >>> alternative

 Ovarian preservation

- Squamous cell carcinoma

- HPV-associated adenocarcinoma 











Fertility-sparing treatment 

 The aim of the fertility preservation should be to 

- Offer the most efficient approach  

- While not increasing the oncological risk

 Not be recommended for rare histological types including:

- Neuroendocrine carcinomas, 

- HPV-independent adenocarcinomas and 

- carcinosarcomas. 

 Prognostic factors, clinical staging, and preoperative work-up do not differ from those not 
considering fertility sparing therapy.



Fertility sparing therapy 

 Tumors >2 cm is significantly associated with a higher risk of recurrence 

- Not be considered as a standard treatment. 

- The risk of recurrence must be comprehensively discussed with the patient. 

- NACT followed by radical trachelectomy or cone has been described. 

 Any pregnancy following fertility sparing therapy should be considered as a high-risk preg.

 Intraoperative placement of permanent cerclage should be performed during simple or radical 
trachelectomy.

 Following simple or radical trachelectomy with placement of a permanent cerclage,

delivery can only be performed by cesarean section.



Fertility sparing therapy 

 Fertility sparing procedures: 

- Conization, simple trachelectomy, 

- Radical trachelectomy, (abdominal or vaginal) 

 Other options

- Ovarian transposition

- Oocyte, embryo, ovarian tissue preservation

- Egg donation 

 Routine hysterectomy after completing childbearing is not mandatory





Diagnosed after SH

 In general, follows the principles of the standard management, and is based on pathologic 
findings, and clinical staging. 

 Treatment strategy should aim to avoid combining further surgery and radiotherapy.

 Before making further management decisions, optimal imaging is necessary to evaluate the 
local and regional (nodal) disease status. 

 Surgical staging of nodal disease considered as the first step of surgical management in 
radiologic node negative patients.

 Any suspicious LN should be sent for intraoperative assessment (frozen section). 

 SLN biopsy cannot be performed in the absence of the uterus. 





Management of locally advanced disease

 Definitive radiotherapy should include concomitant chemotherapy whenever possible. 

 IGBT is an essential component of RT and should not be replaced with an external boost.

 (EBRT) with a dose of 45Gy/25 fractions or 46Gy/23 fractions

 Boosting of the primary tumor and/or the parametria by EBRT should be avoided.

 Additional dose of radiation should be applied to pathological LN on imaging,

- (60Gy EQD2, combined EBRT and estimated dose from IGBT).

 Concomitant weekly cisplatin is standard. 

- However, weekly carboplatin can be considered as an alternative option 

- Patients not suitable for cisplatin.



Management of locally advanced disease

 The overall treatment time including both CTRT and IGBT should not exceed 7 weeks.

 Surgical removal of large pathological PLN/PALN before CTRT is not routinely recommended.

 Not recommended outside of clinical trials:

- NACT in patients candidates for upfront definitive CTRT and IGBT 

- Adjuvant CT following definitive CTRT does not improve survival and enhances toxicity 

- Adjuvant hysterectomy after definitive CTRT should not be performed since it does not 
improve survival and is associated with increased morbidities.

 Patients with a persistent tumor 3–6 months after definitive CTRT and BT and without 
evidence of regional or metastatic disease should be referred salvage surgery.







Recurrence 

 The aim of the diagnostic work-up is to determine the extent of the locoregional and/or mets

 The recurrence should be confirmed by histological examination if feasible.

 Should not be considered as candidates for radical treatment. 

- Patients with multiple nodal/distant metastases or 

- Multifocal local disease 

- Extensive pelvic wall involvement 

 Should be considered for radical and potentially curative treatment options. 

- Patients with oligometastatic or oligorecurrent disease 

 Prognostic factors should be balanced in relation to the major morbidity caused by treatment.



Oncological follow-up

 Patients should be educated about symptoms and signs of potential recurrence.

 Appropriate imaging test (MRI, ultrasound, CT scan or PET-CT should be used in symptomatic 
women.

 In case of suspected tumor persistence, recurrence or second primary cancer, histological 
verification is strongly recommended. 

 Vaginal vault cytology is not recommended. 

 After fertility sparing treatment, follow-up should include HPV testing (at 6–12 and 24 months).





Cervical Cancer in Pregnancy

 Every patient must be counseled by a multidisciplinary team.

- Gynecological oncology, neonatology, obstetrics, pathology, anesthesiology, radiation 
oncology, medical oncology, psycho-oncology, and, spiritual and ethical counseling.

 Recommend a treatment plan according to

- Patient’s intention, 

- Tumor stage, and

- Gestational age of pregnancy at the time of cancer diagnosis. T



Clinical and Imaging Diagnosis 

 Pathological confirmation via colposcopy oriented biopsy or small cone

- Appropriate only during the first trimester of pregnancy, 

- Endocervical curettage is contraindicated). 

 Preferred imaging modalities for clinical staging include

- Pelvic MRI or expert ultrasound 

- Gadolinium-based contrast agents should be avoided. 

- If not available, chest CT scan with abdominal shielding is an alternative. 

- PET-CT should be avoided during pregnancy.



Oncological Management 

 Tumor involvement of suspicious nodes should be histologically confirmed.

 Minimally invasive approach could be considered before 14–16 weeks of gestation.

 Several treatment modalities are available and should be discussed with the patient.

 Conization or simple trachelectomy in order to 

- completely remove the tumor, 

- obtain free margins and 

- perform nodal staging if needed, 

- with the intention to preserve the pregnancy.



Oncological Management 

 Radical surgery or definitive CTRT are recommended outside pregnancy.

 Chemotherapy until term of pregnancy (37 weeks of gestation)  

- At least a 2week interval between chemotherapy and surgery is recommended. 

 Chemotherapy based on cisplatin or carboplatin can be considered after 14 weeks

- Combination with taxanes is an option. 

- Bevacizumab and checkpoint inhibitors are contraindicated. 

- Before starting each cycle of CT, an assessment of treatment response should be made, 

- If no response is achieved after 2 cycles of chemotherapy during pregnancy, treatment 
strategy should be re-evaluated.



Pregnancy Management 

 Spontaneous delivery have negative prognostic impact in patients with cervical cancer in 
pregnancy. 

 Thus, cesarean section is the recommended mode of delivery. 

 At the time of cesarean section, definitive cancer specific treatment should be performed 
corresponding to that of nonpregnant women, taking into account the treatment that has 
already been given during pregnancy.



Thank you



Treatment - NCCN Guidelines 



Radical surgery
Laparotomy vs laparoscopy


