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Classification FIGO 2018

TABLE 1 FIGO staging of cancer of the cervix uteri (2018).

2021

statistaz

Stage

1A1
1A2

1B1
1B2
1B3

1A
A1
11A2
1B

A

1B

Hic
Hc1
Hc2

IVA
VB

Description

The carcinoma is strictly confined to the cervix (extension to the uterine corpus should be disregarded)

Invasive carcinoma that can be diagnosed only by microscoex. with maximum depth of invasion <5 mm?

Measured stromal invasion <3 mm in depth

Measured stromal invasion 23 mm and <5 mm in depth

Invasive carcinoma with measured deepest invasion =5 mm (greater than Stage 1A), lesion limited to the cervix uterib
Invasive carcinoma =5 mm depth of stromal invasion, and <2 cm in greatest dimension

Invasive carcinoma z2 cm and <4 cm in greatest dimension

Invasive carcinoma z4 cm in greatest dimension

The carcinoma invades beyond the uterus, but has not extended onto the lower third of the vagina or to the pelvic wall
Involvement limited to the upper two-thirds of the vagina without parametrial involvement

Invasive carcinoma <4 cm in greatest dimension

Invasive carcinoma z4 cm in greatest dimension

With parametrial involvement but not up to the pelvic wall

The carcinoma involves the lower third of the vagina and/or extends to the pelvic wall and/or causes hydronephrosis or nonfunction-
ing kidney and/or involves pelvic and/or para-aortic lymph nodes®

The carcinoma involves the lower third of the vagina, with no extension to the pelvic wall

Extension to the pelvic wall and/or hydronephrosis or nonfunctioning kidney (unless known to be due to another cause)
Involvement of pelvic and/or para-aortic lymph nodes, irrespective of tumor size and extent (with r and p notations)®
Pelvic lymph node metastasis only

Para-aortic lymph node metastasis

The carcinoma has extended beyond the true pelvis or has involved (biopsy proven) the mucosa of the bladder or rectum. (A bullous
edema, as such, does not permit a case to be allotted to Stage V)

Spread to adjacent pelvic organs

Spread to distant organs




Recommandations ESGO/ESMo/ESTRO 2023

La chirurgie radicale comme la
colpohystérectomie élargie ou
paramétrectomie sont des
SURTRAITEMENTS pour T1A1

Patiente avec adénocarcinome qui
ont accompli leur projet de
grossesse doivent se voir proposer
une HYSTERECTOMIE

Management

T1a1 T1A2

Emboles Emboles

POS POS

. Conisation Conisation Conisation exclusive Conisation exclusive
Pas de stadif ) . . . . . GS i .
Ganalionnaire exclusive = GS en option exclusive = GS en option ou Hystérectomie 4 ou Hystérectomie
9 standard standard simple recommande simple
ESG 23" European Congress

on Gynaecological Oncology

Ewropean Sockety of
Oct 27-30, 2022 | Berlin, Germany

Gynaecological Oncology
WORLD'S 2021

2ty Cibula D et al., Int J Gynecol Cancer 2023




Recommandations ESGO/ESMO/ESTRO 2023

Stades
T1B1/T1B2/T2A1

Traitement
initial

[ IRM pelvienne ]

Débu.king +/- curage Aortique
Ganglionnaire infraMésentérique ¢ +

. ) . Option
' I.?adl'o . [ Chirurgie ] [ Alternative ]
chimiothérapie

f \ Radiothérapie def

(1) VOIE d’abord

(2) Geste
ganglionnaire

(3) Radicalité de
I’hystérectomie

. J ESGOQ

Ewropean Sockety of
Gynaecological Oncology

Curie préop ,wuis chirurgie

+ Curie

23" European Congress
on Gynaecological Oncology
Oct 27-30, 2022 | Berlin, Germany

WORLD'S 2021

2ty Cibula D et al., Int J Gynecol Cancer 2023
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Proportion of patients disease-free
0.50 i

The NEW ENGLAND JOURNAL of MEDICINE

ORIGINAL ARTICLE

Minimally Invasive versus Abdominal 2018
Radical Hysterectomy for Cervical Cancer

Pedro T. Ramirez, M.D., Michael Frumovitz, M.D., Rene Pareja, M.D.,
Aldo Lopez, M.D., Marcelo Vieira, M.D., Reitan Ribeiro, M.D., Alessandro Buda, M.D.,
Xiaojian Yan, M.D., Yao Shuzhong, M.D., Naven Chetty, M.D., David Isla, M.D.,
Mariano Tamura, M.D., Tao Zhu, M.D., Kristy P. Robledo, Ph.D., Val Gebski, M.Stat.,
Rebecca Asher, M.Sc., Vanessa Behan, B.S.N., James L. Nicklin, M.D.,
Robert L. Coleman, M.D., and Andreas Obermair, M.D.

Number at risk

8 - A Overall Survival
8 W "”‘%
w Miramaby nvesve Sugery ; Mi"im"’
e 4 0.754 invasive
o § surgery
s 0.504
& 0.254 Hazard ratio for death from any cause,
g - 6.00 (95% CI, 1.77-20.30)
Bventan Oisease-Froe Survival® 0.00
o L L) L) )] Ll L T Ll L 1
8 s RIAmeMG e 0 05 10 15 20 25 30 35 40 45 50
=g T . . T T Years since Randomization
0 1 2 3 4 5
Years from randomisation No. at Risk
Open surgery 312 282 237 190 164 146 136 125 104 90 7
312 (2) 280 (8 219 (1) 162 (1) 132 (0) " Minimally invasive 319 297 249 198 174 163 150 133 113 87 S
(10) 283 (11) 217 (7)) 163 (6 130 () 12 surgery

Open surgery
Minimally invasive surgery 319

"OFS defned o
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Open (n=312) MIS (n=319)
(ITT population) (ITT population)

Withdrawn prior to surgery n=19 Withdrawn prior to surgery n=12

Surgery abandoned n=11 Surgery abandoned n=16

Received MIS n=8

Received Open
(n=274)

Withdrawn/Lost to Follow-up
n=38

Received Open n=2

Received MIS
(n=289)

Withdrawn/Lost to Follow-Up
n=36

Status Available 4.5 years(n=255) « Status Available 4.5 years(n=271) «

Lacc Trial, mise & jour ESGO 2022, Berlin
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Proportion of patients with disease

15.0%:-

10.0%:-

DISEASE-FREE SURVIVAL

HR: 3.91 (95% Cl 2.02-7.58),
p<0.0001

Events/N
Open: 11/312
MIS: 43/319

5.0%:-
- FEE s
0.0%
0 0.5 1 1.5 2 2.5 3 3.5 4 45 5
Number at risk Years from randomization

Open 312 285 280 270 265 256 254 248 245 213 15
MIS 319 294 285 272 262 253 248 241 234 202 15

Lacc Trial, mise a jour ESGO 2022, Berlin
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Cumulative incidence of
loco-regional recurrence( %)

S

Number at risk

Open
MIS

Cumulative Local/Regional Recurrence
HR: 4.70 (95% Cl 1.95-11.37), p=0.001

Events/N

Open 6/312

MIS 29/319

o 5 1 15 2 25 3 35 4 45 5
Years from randomization

312 285 279 269 264 256 254 248 245 213 15

319 294 285 272 262 253 248 241 233 202 15

Lacc Trial, mise a jour ESGO 2022, Berlin
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100% - A e e e o g B
2
s 75%! OVERALL SURVIVAL
(2]
5 HR: 2.71 (95% CI 1.32-5.59), p=0.007
§ 50% -
(@]
IS Events/N
=
2 25%1 Open 10/312
S MIS  28/319
0% 4
0 0.5 1 15 2 25 3 35 4 45 5
Number at risk Years from randomization

Open 312 287 281 275 269 261 259 253 249 215 15
MIS 319 299 291 283 2iv 269 264 260 254 219 15

Lacc Trial, mise a jour ESGO 2022, Berlin




LACC Trial, Analyses Exploratoires

* Impact de la maladie résiduelle sur la piece d’hystérectomie
* Taille tumorale <2 vs 2 2 cm

* Impact de la conisation préthérapeutique

* Taux de carcinose péritonéale

* Profil des récidives

B, = Lacc Trial, mise a jour ESGO 2022, Berlin
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TUMOR SIZE AND TREATMENT

Disease-free survival Overall survival

Open MIS Open MIS
No residual disease 0/60 2/60 0/60 0/60
Tumor < 2cm 0/65 7/75 0/65 2/75
Tumor > 2cm 6/110 23/110 7/110 19/110

ey Lacc Trial, mise & jour ESGO 2022, Berlin
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TUMOR SIZE: OUTCOMES IN >2 CMS

8  250% HR:4.25(1.73 - 10.4), P=0.002 DFS events/N
2
2 200%
= MIS 22cm  23/110
82 15.0%-
5 Open 22cm  6/110
S 10.0%
ks
S 5.0%
=
(@]
Q.
o 0.0%:
Q o 05 1 15 2 25 3 35 4 45 5
Number at risk Years from randomization
Open/22cm 110 104 102 99 96 91 91 87 8 73 5
MIS/22cm 110 100 96 91 84 80 76 75 71 64 4
e Lacc Trial, mise a jour ESGO 2022, Berlin
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TUMOR SIZE: OUTCOMES IN <2 CMS

§ 25.0%

b HR (NOT ESTIMABLE)

e 200% DFS events/N
:‘;‘

.g 15.0% MIS

15 <2cm 7175
8 10.0% + I

§s)

8 5.0%

= O%

Q Open <2cm | o/65
C‘Lo- 0.0%{ M—t—t HIHHH

0 05 1 15 2 25 3 35 4 45 5
Number at risk Years from randomization

Open<2cm 65 63 61 59 59 57 656 56 56 48 3

MIS<2em 75 73 72 69 67 66 65 64 62 50 4

Lacc Trial, mise a jour ESGO 2022, Berlin
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Proportion of patients with disease

CONIZATION OuTCcOMES: NO PREVIOUS CONE

25.0%| HR: 5.85 (2.47 - 13.9), P<0.0001 DFS events/N
20.0%-+
MIS, No cone 37/191
15.0%-
Open, No cone 6/176
10.0%-
5.0%-
0.0%-

0 0.5 1 1.5 2 25 3 35 4 45 5
Number at risk Years from randomization

Open/Nocone 176 153 149 142 140 133 131 127 124 109 6
MIS/Nocone 191 170 162 153 144 137 133 128 123 103 ¢

Lacc Trial, mise a jour ESGO 2022, Berlin
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Proportion of patients with disease

CONIZATION OuTCcOMES: PREVIOUS CONE

DFS events/N

MIS, Cone+ 6/128

25.0%-
2000/04 HR: 1.27 (0039 - 4.17)’ P=0069
15.0%+
10.0%-
5.0%-+ I - B S
25 {3 e
0.0%] W Open, Cone /136
0 0.5 1 15 2 25 3 35 4 45 5
Number at risk Years from randomization
Open/Cone 136 132 131 12 18 183 18 12 121 104 9
MIS/Cone 128 124 123 119 118 116 115 113 111 99 8

Lacc Trial, mise a jour ESGO 2022, Berlin
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CHARACTERISTICS OF RECURRENCE: CARCINOMATOSIS

Open MIS

Total recurrences 1" 37
Carcinomatosis (randomized 1 (9% 8 (22%
Carcinomatosis (received) 0 9 (24%)
Site of recurrence

Vault 3 (27%) 6 (16%)

Pelvis 0 (0%) 10 (27%)

Abdomen 0 (0%) 2 (5%)

Distant 3 (27%) 2 (3%)

Multiple 3 (27%) 14 (38%)

Other 2 (18%) 3 (8%)

WORLD'S &
HOSPITALS 5

Lacc Trial, mise a jour ESGO 2022, Berlin
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Original research

SUCCOR study: an international European
cohort observational study comparing
minimally invasive surgery versus open
abdominal radical hysterectomy in patients
with stage IB1 cervical cancer

Luis Chiva @, Vanna Zanagnolo,? Denis Querleu,® Nerea Martin-Calvo," Juan Arévalo-Serrano,®

Cumulative Incidence of Relapse

0.5

0.4

0.2

0.1

0.0

Mirvenaly Imvasive Surgery
Open surgery | Without protective | With protective
colpotomy colpotomy
Incident caves 47 52 3
Time at risk (person/months) 217920 9645.8 20516
MR (95% C1) 1.00 (Ref) 2.58(1.70-3.95) | 0.63{0.15-259)
p value <0.001 0518
MIS without protective colpotomy,

Log-Rank test: p<0.001

Avec Protection /

I

0

5

10 15 20 25 30 35 40 45 50 55 60

Months of Follow up after Radical Hysterectomy

Chiva et al. Int J Gynecol Cancer, 2020




Recommandations ESGO/ESMo/ESTRO 2022-23

Stades

Voie d’abord miniinvasive peut étre
T1B1/T1B2/T2A1

considérée dans les tumeurs a bas risque
<2cm ET avec marges négatives apres
conisation, dans les centres experts
présentant les criteres qualités ESGO et
apres information loyale au patient

Laparotomie = voie d’abord standard pour
toutes les procédures incluant la
paramétrectomie radicale (GradeA)
Voie d’abord miniinvasive acceptable pour
la stadification ganglionnaire

Traitement
initial

[ IRM pelvienne ]

Débu.king +/- curage Aortique ¢ a

Ganglionnaire infraMésentérique

v

. _ Option
[ Chirurgie ] [ Alternative ]

Radio
chimiothérapie

Radiothérapie def

: Curie préop uis chirurgie
+ Curie preop, &

23" European Congress
on Gynaecological Oncology
Oct 27-30, 2022 | Berlin, Germany

ESGOQ

Ewropean Sockety of
Gynaecological Oncology

WORLD'S 2021

2ty Cibula D et al., Int J Gynecol Cancer 2023




Recommandations ESGO/ESMo/ESTRO 2022-23

Stades
T1B1/T1B2/T2A1

Traitement GS doit etre réalisé systématiquement.
SI GS non détecté, une lymphadénectomie
doit étre réalisée

initial

[ IRM pelvienne ]

Débu.<king +/- curage Aortique Tous les GS doivent etre analysés selon un
Ganglionnaire infraMésentérique v protocole d’ultrastadification

. . fon
Radio [ Chirurgie ] /@ﬁ:ﬁve ]

chimiothérapie

Curie préop ,wuis chirurgie

inell Radiothérapie def
GG Sentinelle ~ @i

23" European Congress
on Gynaecological Oncology
Oct 27-30, 2022 | Berlin, Germany

ESGQ

Gynaecological Oncology

WORLD'S 2021

2ty Cibula D et al., Int J Gynecol Cancer 2023
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Results ESGO 2022; ID 908

SLN from 647 patients processed by an intensive ultrastaging protocol

Standard assessment = frozen section

ULTRASTAGING
FROZEN TOTAL

SECTION ’ Tl E— % of all patients

36 (83.7%)  6(14.0%) 1(2.3%) 0 (0%) 43 (6.6%)
10 (25.6%) 14 (35.9%) 8 (20.5%) 6 (15.4%) 39 (6.0%)

2(91%)  6(27.3%) 10 (45.4%) 4 (18.2%) 22 (3.4%)

ITC: isolated tumour cells macrometastases; MIC: micrometastases

und by > ESGQ

9 (11.0%) 6 (7.3%) 82 (12.7%)

Gym«olog»cd Oncology

23" European Congress
on Gynaecological Oncology

Oct 27-30, 2022 | Berlin, Germany



Recommandations ESGO/ESMo/ESTRO 2022-23

Stades
T1B1/T1B2/T2A1

Traitement
initial

[ IRM pelvienne ]

Débu.king +/- curage Aortique
Ganglionnaire infraMésentérique ¢ +

. ) . Option
' I.?adl'o . [ Chirurgie ] [ Alternative ]
chimiothérapie

. Radiothérapie def : > o :

Examen extemporané des GS par cryostat. [ GG Sentinelle ] + Curie Curie préop ,wuis chirurgie

Les GS des deux cotés du pelvis et/ou tout

ganglion suspect doivent etre adressés en
anatomopathologie (Grade A)

[ Extempo des GS ]

23" European Congress
on Gynaecological Oncology
Oct 27-30, 2022 | Berlin, Germany

Ou pickin®ganglionnaire ESGQ

Ewropean Sockety of
Gynaecological Oncology

Cibula D et al., Int J Gynecol Cancer 2023 2222720

WORLD'S 2021
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23" European Congress
Euwropean Society of on Gynaecological Oncology
Gynaecological Oncology | Oct 27-30, 2022 | Berlin, Germany
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Recommandations ESGO/ESMo/ESTRO 2022-23

ESG

EXAMEN EXTEMPO

Curalge pfalwen reste des GS
systématique (Grade
A). |
Si GS négatif bilatéral )
la dissection peut etre GS idemne ou GS métastatique
L . GS NON fait
limité au niveau 1
(Grade B)
Pas de curage pelvien
\ Curage pelVien +/_ .......................... g P )
Pas de colpohystérectomie
transpo OV ou
annexectomie
+/- curage Aortique
infraMésentérique

Radiochimiothérapie
concomitante

Cibula D et al., Int J Gynecol Cancer 2023

WORLD'S 2021
HOSPITALS 5
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Sentinel lymph node mapping and intraoperative L)
assessment in a prospective, international, multicentre, B

observational trial of patients with cervical cancer: The
SENTIX trial

David Cibula “*', Roman Kocian "j', Andrea Plaikner ® Jiri Jarkovsky ©,

n=714
\
..................... Recopes e
LEVEL Il
CONCLUSIONS:
(7> Themaiority (97.3%) of SLN are I A e - AR—

located in Level |

The risk of isolated SLN located
in Level Il is very low (2.7%)

The risk of positive SLN
7 inLevel llis even lower (1.3%)

i RIGHT LEFT
il Cibula et al., European Journal of Cancer, 2020




23" European Congress
on Gynaecological Oncology

Oct 27-30, 2022 | Berlin, Germany

% Antoine Lacassagne ESGQ
CENTRE D LUTTE CONTRE LE CANCER Ewopean Sockety of

unicancer NICE Gynaecological Oncology

A
Recommandations ESGO/ESMo/ESTRO 2022-23

EXAMEN EXTEMPO

des GS
|
GSidemne ou GS métastatique
GS NON fait
r - ~N Pas de curage pelvien
Curage pelvien +/- i . .
; Pas de colpohystérectomie
transpo OV ou ;
_ annexectomie D,
+/- curage Aortique
- ~ infraMésentérique
HYSTERECTOMIE : o
RADICALE e Radlochlmu.)theraple
_ _J concomitante

Figure 3. Risk groups according to prognostic factors:
BAS RISQUE RISQUE Intermediaire

Risk group Tumour size LVSI Stromal invasion

Low risk <2cm Negative Inner1/3
Intermediate risk 22cm Negative Any

A/B1 B2/C1 C1/C2 <2cm Positive  Any
High risk 22cm Positive  Any

HOSPITALS ey

Cibula D et al., Int J Gynecol Cancer 2023
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ENTRE DE LUTTE CONTRE LE CANCER :
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RADICALITE de I’hystérectomie : Essai SHAP

#ASCO23

* Essai de phase 3 randomisé comparant hystérectomie simple
VS hystérectomie radicale dans les cancers du col a bas
risque

* Bas risque = 1A2-1B1 moins de 10 mm d’invasion stromale,
dimension max £ 20 mm

* N=700, 90% IB1

e 2 groupes similaires en termes d’emboles, d’atteinte gg, de
positivité des marges, et de lésoins > 2cm

[ i, == M Plante et al., abstr. LBA5511, ASCO 2023

2023 ASCO McCormick Place | Chicago, IL & Onling =
ANNUAL MEETING am.asco.org



SHAPE: Résultats positifs

Essai SHAPE : qualité de vie sexuelle aprés chirurgie
Essai SHAPE : taux de rechute pelvienne 9 P 9

Score FSFltotal Score FSDS total
5 1 —— Hystérectomie simple o B L8y

o Suivi médian : 4,5 ans —— Hystérectomie radicale 5 ] S 151
& & 51 I 9 12 4
s 41 - LB

c | 3 34 1 T 94

c 4}
8 g 1] E 6
% 3 1 % o 3

. > 11 20
5 g 3 B .3
£ c

o 2 4 ; ‘ c e b1

2 Taux de rechute pelvienne a 3 ans : S 24 S 9] T A
3 Hystérectomie simple : 2,52 % ; hystérectomie radicale : 2,17 % ® .g 12 4 == +
X 14 Différence : 0,35 % bome haute ICes : 2,32 % <4 % 'E & <] L -
= - Hystérectomnie simple est non inférieure a I'hystérectomie > 9- > 15 -

radicale M3 M6 M12 M24 M36 M3 M6 M12 M24 M36
0 T T T T T T T T ]
0 1 2 3 4 5 6 7 8 9 10 —— Hystérectomie simple
Années ~— Hystérectomie radicale

Patientes (n)

— 350 328 31 273 204 133 61 3 14 4 0 Slevdindi : aud i

T 558 Si5 e psd i3 b 4 i 2 6 - Up score plus e_levelndlque unmeilleur - Up scoreplus elevglndlque un plus haut

niveau de fonction sexuelle niveau de dysfonction sexuelle
E w%_?'s 2021
wostitas Bt M Plante et al., abstr. LBA5511, ASCO 2023




Take home Message

 Dans les stades 1A:

o Importance des emboles pour le choix du geste ganglionnaire
o GS seul validé
o Pas d’hystérectomie élargie

 Dans les stades 1B:

o Laparotomie systématique sauf si ECAD premiere in sano

o GS systématique avec extempo + ultrastadif : guider le geste perop,
augmenter la probabilité de détection des pN1

o Curage pelvien reste recommandé (dans I'attente de senticol 3....)

uuuuuu




