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Age

Cervical cancer is most frequently diagnosed among women aged 35-44.

In 2022, approximately 2500 new cases in Italy

SEER Cancer Stat Facts 2023 — NClI
| numeri del cancro in Italia 2023 - AIOM
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Amy Poe hl Mhlay rs, Ed Helms...
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) «Elderly Primigravidas»

Women start to find a pregnancy at an ever increasing age

40676 born in 2022 (387.394)

: . Only 0,1 % of babies are born from women younger |
| than 20 years

Quality care for AYA patients with cancer is tied to timely

/§/ detection and initiation of treatment, compliance with and

adherence to treatment, and access to a multidisciplinary team of

health care

44968 born in 2012 (526.567) ;T
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Carcinoma della cervice: quando la chirurgia fertility sparing
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i 1 1 Batman SH, Schmeler KM.
“ — cite Curr Oncol Rep. 2022 Nov;24(11):1541-1548. doi: 10.1007/511912-022-01317-w. Epub 2022 Aug 12.
PMID: 35953599 Free PMC article. Review.
|| Share PURPOSE OF REVIEW: Patients with early-stage cervical cancer who desire future fertility may be
____________________ I|||||I||| | O candidates for less radical surgery. ...Furthermore, neoadjuvant chemotherapy is being assessed as
an option to extend fertility-sparing treatment to ...
1978 2024
TEXT AVAILABILITY [] Fertility-sparing Surgery for Patients with Cervical, Endometrial, and Ovarian
2 Cancers.
[ ] Abstract ) ) . -
Cite Kohn JR, Katebi Kashi P, Acosta-Torres S5, Beavis AL, Christianson MS.
D Free full text J Minim Invasive Gynecol. 2021 Mar;28(3):392-402. doi: 10.1016/].jmig.2020.12.027. Epub 2020 Dec
Share 26
[ ] Full text :
PMID: 33373729 Review.
ARTICLE ATTRIBUTE For these women, although their cancer treatment can be lifesaving, it's also life-altering because

- - traditional surgical procedures can cause infertility and, in many cases, induce surgical
tps://pubmed.ncbi.nim.nih.gov/35953599/
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The Will Roger phenomenon in medicine

The NEW ENGLAND
JOURNAL of MEDICINE

The Will Rogers phenomenon. Stage migration and
new diagnostic techniques as a source of misleading
statistics for survival in cancer

A R Feinstein, D M Sosin, C K Wells

N Engl J Med 1985 Jun 20;312(25):1604-8.doi:
10.1056/NEJM198506203122504.

Will Roger (1879 to 1935)
Comedian-Humorist

| A « stage migration» resulted in an
His Joke: : .
improved survival of

«When the Okies left Oklahoma and moved to
California,

they raised the average intelligence level in both
states»

Patients in both the less and the
more severe disease stage

Migration during The American
Economic depression of the 1930’
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1
¥ /
Risk Factor: diameter/invasion/LVSI
‘ Sedlis: alwaijs valid criteria after 20 years?
1cm 1
Tumor diameter 25 mm Tumor diameter 30mm
ggg%gfmgsgl 30m Cervix diameter 45mm
[ # S LVSI pos.
- Size of disease

Out thrid
3yrs old P3003

3

25yrs old, P:0000

A
N o
- Depth of stromal invasion and free margins ~» i

2,5mm free
7,5mm free

- Distance from OUI

Melanoma (ESMO): safety marains of 0.5 cm for in situ1 cm for tumours

SIPREE
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- ESGO/ESTRO/ESP Guidelines for the

~ . management of patients with cervical cancer
.~ =Update 2023*

= = " David Cibula,'* Maria Rosaria Raspollini,® Francois Planchamp "' ,* Carlos Centeno,’
Cyrus Chargari ' ,° Ana Felix,”® Daniela Fischerova ', Daniela Jahnn-Kuch,? Florence Joly,
Christhardt Kohler,""'? Sigurd Lax,''* Domenica Lorusso,'®'® Umesh Mahantshetty,'’
Patrice Mathevet,'® Raj Naik,'® Remi A Nout,>**' Ana Oaknin ' ,**** Fedro Peccatori,**
Jan Persson,”*® Denis Querleu " ,"**" Sandra Rubio Bernabé "' ,*® Maximilian P Schmid,*
OPEN ACCESS Artem Stepanyan ' ,*" Valentyn Svintsitskyi,®' Karl Tamussino,* Ignacio Zapardiel = ,*

Jacob Lindegaard™

Fertility Sparing Treatment

> Ferlity sparing therapy is an oncologigzlyyilisl @ismedived® cm (IA1 to 1B1)
radical hysterectomy for young patients with cervical cancer

<2cm (squamous cell carcinoma and _HPV-related adenocar-
cinoma) who want to preserve the o %ﬁa{g‘ﬂé@ %ﬁrlh e _related

Before initiating fertility sparing the?§NQFRLGHRGMA @f adenosquamous
onco-fertility center and discussion in a multidisciplinary tumor

board is recommended [lll, B].



Oncological outcomes

< than2cm - 2.7%

ART < than2cm - 1.6%

Less radical < than2cm - 1.9%

Rob L, et al. Lancet Oncol. 2011;12(2):192-200.
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: ‘ HPV Adenosquamous
r Silva Pattern based classification
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Jor LND

SENTICOL Ill: an international validation |

study of sentinel node biopsy in early - LND

3N cervical cancer. A GINECO, ENGOT, GCIG and :StN+nD

; multlcenter study '

- T P<bi TS

- Sentinel lymph node biopsy versus pelvic

@ lymphadenectomy in early-stage cervical
cancer: a multi-center randomized trial

" (PHENIX/CSEM 010)

v
If positive,

abe A prospective multlcenter trlal on sentmel
lymph node biopsy in patients with early-
oo omecntc Stage cervical cancer (SENTIX)

Selcuk i J Turk Ger Cyiicuut mosun. cucu




| TUMORI IN FASE PRECOCE: QUANDO LA GRAVIDANZA E UNA POSSIBILITA
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At least/ cm

—"
-
-

Average 3to 4 am

Types of fertility-sparing surgery:
(A) Large cone.
Average 3 cm (B1) Simple trachelectomy.
(B2) Endocervical loop.
(C) Vaginal radical trachelectomy.
(D) Abdominal radical trachelectomy or laparoscopic radical
trachelectomy.
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CERVICAL CANCER <2CM

-H\-
STAGE IB1 (FIGO 2018)
NODE NEGATIVE

/‘

- ~ ( N ™
Simple Tmchelelctomy,’ RT Vaginal approach L RT Laparotomy RT Laparoscopy
Cone resection

o J . J )

g i ™ ™
Recurrence rate: Recurrence rate: Recurrence rate: Recurrence rate:
4.1% 4.7% 2.4% 5.2%

. ) J J
' e ™ Ve ™~ ' ™
Pregnancy rate: Pregnancy rate: Pregnancy rate: Pregnancy rate:
56.3% 58.7% 36% 46.4%
Live birth rate: Live birth rate: Live birth rate: Live birth rate:
\_ 88% D, 9 71% Y N 66.6% ) \ 62% Y,
Prematurity rate: Prematurity rate: Prematurity rate: Prematurity rate:
18.2% 30% 29% 24.6%
GUSTAVE/ g/lortl'ce . e:Zalt.’ CI;y;_7 0"63822 |. & Fertil Steril. 2016
ROUSSY entivegna E et al. Lancet Oncol. & Fertil Steril.

A Rob L, et al. Lancet Oncol. 2011
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Class I versus class III radical hysterectomy in stage IB1-IIA cervical cancer.
A prospective randomized study

1,0
0,9 - =
0.8- - - s = LB |
0,71

= 0,61

= CERVICAL CANCER <3CM

= 0,51

e ;

0/ 0 Class|
0,34
0,2 Classli
0'1-‘ e — -
0.0'I'l'l'l'l'l'|'|'|'|'|'|'|‘|'

0 12 24 36 48 60 72 84 96 108120132144 156168 180
OVs

Landoni F Eur J Surg Oncol. 2012
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Simple versus Radical Hysterectomy in
Women with Low-Risk Cervical Cancer

Plante M, N Engl J Med. 2024

37 Median :

n o follow-up: : Simple hysterectomy

T 2 44 45yr '

Lo H ,

= & ; Radical hysterectomy

& 3 3 1

S & ! CERVICAL CANCER <2CM (I1A2-1B1)

g v ) Squamous or adenoca or adenosquamous

s % 2- ! 3-Yr pelvic recurrence: Depth of invasion < 10 mm

s 1 Simple hysterectomy, 2.52% . .

=P} n' 1 p y y" 0,

g . : Radical hysterectomy, 2.17% or less than 50% of cervical stromal tissue

a s ' Difference, 0.35 percentage points

. | | (90% Cl,-1.62 to 2.32)
1 ] ] | ] ] | | ] 1
0 1 2 3 4 5 6 7 8 9 10
Years

No. at Risk
Simple 350 328 311 273 204 133 6l 31 14 4 0
Radical 350 329 315 286 208 132 66 31 16 2 0 .
Figure 1. Kaplan—Meier Curves for Pelvic Recurrence. %/

de Québec
Universite Laval
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Proof-of-concept randomized phase Il non-
inferiority trial of simple versus type B2
hysterectomy in early-stage cervical cancer
<2 cm (LESSER)

1 t 1.0
+ + - +
0.8 08—
0.6 06
0,44 D44
5-year OS:
3-year DFS:
- 90% (95% CI 64% to 97%) for SH (blue)
bRl ERL ) e S () N - 91% (95% CI 50% to 98%) for RH (green)
937 - 100% (95% CI 100% to 100%) for RH (green) s (log-rank p=0.45)
(log-rank p=0.30). g p=L.49).
10,09 A 0o B
00 1 E.'EHJ 24.Il'.‘vD BEI.DO 48:03 EIZI:I:IIZI Rili] 1 E:EHJ HIIII ES!OO d.E!I:IIZI E-DIDD

DFs

os
Q A.C.Camargo
Carneiro VCG, Baiocchi G. Int J Gynecol Cancer. 2023 Cancer Center
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ConCerv: a prospective trial of conservative
surgery for low-risk early-stage
cervical cancer

CERVICAL CANCER < 2CM (IA2-1B1)
Evaluable participants Squamous or adenoca - No LVSI

(n=100) Depth pf onvasion <10 mm
Negative conization margins
I I
Conization followed by Conization followed by "Inadvertent" simple
LN assessment only simple hysterectomy and hysterectomy followed
(fertility preservation) LN assessment by LN dissection
(n=44) (n=40) (n=16)
Positive LN Positive LN Positive LN
(n=2)* (n=3)* (n=0)

. Residual disease in
Recurrent disease

I f— hysterectomy specimen I
(n=1/42, 24%) (n=1)*

Recurrent disease
(n=2/16, 12.5%)

THE UNIVERSITY OF TEXAS

MD Anderson
T (n=0/36,0.0%) .Gaﬁe% &nter

Schmeler KM et al. Int J Gynecol Cancer. 2021 Making Gancer. History
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SINGLE Simple Lymph node .
Trachelectomy - Cone status Squamous cell carcinoma
g Adenocarcinoma
Adenosquamous

e




Carcinoma della cervice: quando la chirurgia fertility sparing

It is often difficult to comprehend the size of
disease when the conization is perfomed
outside from a referral center

| < S > |

"A ."T — i
- ~ Care should be taken
to provide an intact (unfragmented) specimen with minimal
thermal artifact. The cone specimen should be oriented for the |

athologist ‘W‘ Bi.

McCluggage WG, Int J Gynecol Pathol., 2018
Cibula D, IntJ Gynecol Cancer. 2023




& The Royal College of Pathologists
Fathodogy: the science behind the cune

Standards and datasets for reporting cancers
Dataset for histopathological reporting of cervical neoplasia

March 2021

There are several methods of dissection of cone and loop biopsies . The commonest
method is serial slicing at 2—3 mm intervals, from one edge to the other in a sagittal and
parasagittal plane (beginning at the three or nine o’clock edge, which should be noted,
particularly if the 12 o’clock position has been marked by the surgeon), perpendicular to

tha trancuarca avie nf tha avtarnal ne Thiec mathnAd avnide tha intarnratatinn nrnhlame

Tumour measurements are especially important in distinguishing between FIGO (2018) stage
IA1, IA2 and IB neoplasms since FIGO |A1 neoplasms are treated by local excision while FIGO
IA2 and IB neoplasms are treated by radical trachelectomy or hysterectomy. In the 2018 FIGO
staging system, the horizontal dimension is no longer considered when defining the upper
boundary of a stage |A carcinoma ® It is stated in the 2018 revised FIGO staging article that if the
marains of an_excision bionsv show invasive carcinoma FIGO stage 181 1s allocated_ this is not,
however explicitly tabulated in the staging criteria. In order to avoid over- or under-staging, when
small cancers involve resection margins staging should be offered a provisional stage. Staging
should be completed at MDT with clinical and radiological assessment or after due correlation
with findings on subsequent excision or resection specimens.
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Prognostic factor related to SCC

Established prognostic F Novel prognostic F Uncertain prognostic F
HPV status Tumor Budding/cell nest Grading

Depth of stromalinvasion size Horizontal spread

LVSI Tumor free distance (TFD) Extension in canal

Parametrial extension Perineural invasion (PNI)

Margin status TILS

Risk Factor: diameter/invasion/LVSI

:
A Sedlis: alwajs valid criteria after 20 years?
it 1T ¢

! e Tumor diameter 25 mm

\ mor diameter Tumor diameter 30mm
= Cervix diameter 30m Cervix diameter 45mm
........... — A LVSI pos. I LVSI pos.
..... A7 Out thrid Out thrid
...... T Tk 3yrs old P3003
A ] 25yrs old, P:0000 :
: | n ;

d i 2,5mm free
Figure 2. Building a three-dimensional object ﬁuM e s e i, A e K g e 7,5mm free

sicace




Jnrarmarional Journa! of Gy nemlogical Parkolo gy
#0545 565, Lippincent Wlkame & Wikking, Balimors
Caopyright & 21 Intermationa] Society of ical Pathologists. Publishd by Wolters Khuower Health, Inc.
) iomal Society of O sical Pathalogts.

Article

The Silva Pattern-based Classification for HPV-associated
Invasive Endocervical Adenocarcinoma and the Distinction
Between In Situ and Invasive Adenocarcinoma: Relevant Issue
and Recommendations From the International Society

of Gynecological Pathologists

Patten B

Localized (limited, early) destructive stromal invasion arising

from well-demarcated glands (pattern A-like glands)
Individual, ragged glands or small clusters of tumor cells,

separated from the rounded glands, usually in an inflamed or

desmoplastic stroma

Foci may be single, multiple, or linear at the base of the tumor,

< a 4x field (5mm in diameter)
No solid growth
LVI (%)

Pattern A

No destructive stromal invasion

Well-demarcated glands with rounded contours, commonly
forming groups

No single cells or cell detachment

Complex intraglandular growth allowed (i.e. cribriform,
papillae), < a 4% field (5 mm in diameter)

No solid growth or high-grade cytology

No lymphovascular invasion (LVT)

Irrelevant relationship to large cervical vessels or depth of the
tumor

Pattern C

Diffuse destructive invasion
Infiltrative glands that are variable in shape and size, often
angulated or interconnected

Confluent growth
Glands or papillary structures with little intervening stroma or
mucin lakes with tumor cells within the cervical stroma and
filling a 4x filed (5mm)

Solid
Poorly differentiated component (architecturally high grade)
with sheets of large malignant cells

Extensive linear destructive
Diffuse laminar EACs > 5 mm. Tumor cells or individual glands are
present in a desmoplastic stroma at the base of the tumor

Band-like lymphocytic infiltrate
Superficial prominent band-like lymphoid infiltrate that
obscures the neoplastic aggregates

Micropapillary
Numerous small clusters of tumor cells
LVI ()



International Journal of Gyneaolagical Pathalogy
#0545 $65, Lippincott Williams & Wilkina, Ba liman:

“ght & A i ety of & B
o behalf of the jomal Seciety of G

Article

PuHlished by Wolers Khmver Health, Inc.

The Silva Pattern-based Classification for HPV-associated
Invasive Endocervical Adenocarcinoma and the Distinction
Between In Situ and Invasive Adenocarcinoma: Relevant Issues
and Recommendations From the International Society

of Gynecological Pathologists

TABLE 4. Cumulative clinico-pathologic features of patients with endocervical adenocarcinoma categorized according to the

Silva pattern-based classification

Total Pattern A Pattern B Pattern C
No. Pts 1319 253 262 804
LVI 543 (41%) 0 53 (20%) 490 (61%)
With LN mets 191 (14%) 0 14 (5%) 177 (22%)
With stage information 1102 224 241 637
Stage I 981 (89%0) 222 (99%0) 233 (97%) 526 (83%)
Stage -1V 119 (11%) 2 (1%) 6 (3%) 111 (17%)
With F/U 776 201 216 359
F/U in months, mean (range) 62 (3-392) 62 (3-252) 69 (5-392) 55 (3-258)
With recurrences 77 (10%) 0 7 (3%) 70 (19%)
DOD 42 (5%) 0 3 (1%) 35 (11%)

DOD indicates dead of disease; F/U, follow-up; LN, lymph node.




Obstetric outcomes after conservative treatment for cervical

intraepithelial lesions and early invasive disease (Review)

( Cochrane
wio# Library

Cochrm

Analysis 1.18. Comparison 1 Maternal Outcomeas-PTE, Outcome 18 PTE (=3Tw)-Repaat conas.

Study or subgrowmp Treated bty ated Hi=k Hatio W eight REigk Ratis

i MW Lot ] 1%, Band o, 3035 C1 N, Fanedoirm, D5%: T
1181 CEC/LA ws Ho Treastrmeemnt
Saunders 1986 ] (= —_—— T 5% 12 55511, 30.87]
Subtotal (S5 IR z =7 et — T.E5% 12 .11 D.ETH
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Heserogeneity: Mot applicable
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LAB 2 LLETEVLLETE ws Fo Treatmeent
Heirsone=n 3013 LOEAETD AN1E1ME51TS -+ 13 o T 5812 16.3.1]
Mos=hr 2005 FNSITE 1B424/54324 71 —— 12 S1% 2 342 4.4.6E]
Para=kew aidies 200 23 IIE s A TE & 3316433 EE]
Sarmemon PHS. = B 300 o s p— L= T 30.63,8_35]
Swbtotal (55 Ol 11w AT L ] FE. AT FEICE.2I 3.39)
Total everits 139 (Treated]), £ES585 | Unireafed)
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Total evernits % [Treab=d ], & [Unéreated]
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Te=t for owerall =ffecs F=4q. 450F <0 0]
118 % Excizsicnal Trestrmamt NI S{Excisional Treastmeent OIS ws No
Treatrmeant
Ortoft 2000 17/ IO TIATIET —— 11 SE EIFS5.11,173 5]
wan o e Vijreer 20000 0y e 1 350 2. 34[0.12,40.53]
Wuntakal 2013 5AT IZIST —_— EH 01 T 44[1.40,7.24]
Subtotal [ S5%: Ol ET TASSA R o 2ROES, EAEF.C8 . 11.374)
Total evernits 1T [Treated ], 33024 (Untreated]
Heterogeneity: Taw =0_18; Chi®=2 53, d=2{P=0_1E}; | *=44_ B4 . . .

More Harm UinEreabed

I oo Haemn Treated
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Obstetric outcomes after conservative treatment for cervical C
intraepithelial lesions and early invasive disease (Review)

Analysis 1.25. Comparison 1 Maternal Outcomes-PTB, Outcome 25 PTB (<37w)-Depth=15-1Tmm.

Study or subgroup Treated Untreated Risk Ratio Weight Risk Ratio

n/N N IV, Random, 95% CI IV, Random, 95% Cl
1.25.1 LC vs No Treatment
Andersen 1999 14/61 7/150 —_— 12.54% 4.92[2.09,11 53]
Subtotal (95% CI) 61 150 i 12.54% 4.92(2.09,11.59]

Total events: 14 (Treated), 7 {Untreated)
Heterogeneity: Not applicable
Test for overall effect: Z=3.64(P=0)

Analysis 1.35. Comparison 1 Maternal Outcomes-PTB, Outcome 35 PTB (=3 Tw)-Depth=10mm.

Study or subgroup Treated Untreated Rizk Ratio Weight Rizk Ratio

n/H nfN I¥, Random, $5% 1 IV, Ransdesm, 95%: C1
1351 LC ws Mo Treatment
Raio 1997 573 Ied S — 4 T 4.64]1.2,17.68]
Subtotal (95%. CI) b | (.8 i 4,299, 4.c4[1.7 17.E8]
Total events: 5 [Treated], 3 [Unéreated)
Heterogeneity: Mot applicable
Te=st for owerall effect: F=3 330P=0 03]

Analysis 1.26. Comparison 1 Maternal Outcomes-PTB, Outcome 26 PTB (<37w)-Depth=20mm.

Study or subgroup Treatment Untreated Risk Ratio Weight Risk Ratic

niN niN IV, Random, 95% CI IV, Random, 95% €I
1.26.1LC vs No Treatment
Andersen 1999 12/42 7/150 — 30.71% 6.12[2.57,14.57]
subtotal (95% CI) 42 150 | - 30.71% £.12[2.57,14.57]

Total events: 12 (Treatment), 7 (Untreated)
Heterogeneity: Not applicable
Test for overall effect: Z=4.1(P<0.0001)
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Pregnancy Outcomes

621 300 (48)

Number of 194 32 (16)

regnancies
Preg Cone

ST 32 23 (72)

VRT - vaginal radical trachelectomy, ART — abdominal (laparoscopic) radical trachelectomy, ST — vaginal simplex
trachelectomy

Rob L, et al. Lancet Oncol. 2011;12(2):192-200.



Current Oncology Reports (2022) 24:1541-1548
https://doi.org/10.1007/511912-022-01317-w

GYNECOLOGIC CANCERS (NS REED, SECTION EDITOR) ™)
Check for
updates
Fertility-Sparing and Less Radical Surgery for Cervical Cancer
Samantha H. Batman’ - Kathleen M. Schmeler'®
Simple Radical Radical Radical Radical Neoadjuvant
trachelectomy/ Trachelectomy Trachelectomy Trachelectomy Trachelectomy Chemotherapy

Number cone resection Vaginal approach Laparotomy Laparoscopy Robot
Patients 649 1977 2153 538 208 337
Patients excluded” 59 258 249 91 14 36
Number of teams reporting 23 35 4L 27 15 31

series/cases
Number of published articles/abstracts 33 67 81 32 20 42
B<2cm™ 436 1013 687 118 Unknown 113
IB between 2 and 4 cm™” 0 101 375 57 Unknown 147
IB>4cm 0 3 21 Atleast 3 1 At least 27
lIA 0 10 At least 19 Atleast 1 0 At least 11
LvsI** 191 At least 495 At least 227 At least 61 Unknown Unknown
Recurrences™ 18 86 76 29 9 25
pop**** 1 28 27 2 0 5
Recurrence rate (overall) 18/436:4.1% 86/1669:5.1% 73/1836:4% 29/386:7.5% 10/188:5.3% 25/300:83%
Recurrence rate IB < 2 cm 18/436:4.1% 48/1037:4.7% 17/687:2.4% 6/114:52% ND"*" ND
Recurrence rate IB 2-4 cm - 2110 20.7% 18/3754.8% B6/57.10.0% ND T6/T3T: 1375
Recurrence rate IB < 4 cm 14/254:55%""""""
Number of pregnancies 243 689 420 77 79 135
Number of pregnant patients 198 412 339 62 55 112
Pregnancy rate”” """ B0/ T42.56.3% 3377574.08.7% T90/527-36% 33765:50% ETNLRES 70/94:745%
Live birth rate”™""*""* 161/183:88% 342/481:71% 258/387:66.6% 46/69:66.6% 53/71:74.6% 111/141:78.1%
Prematurity rate”*"*"**"** 31/170:18.2% 145/481:30% 92/320:29% 17/69:24.6% 12/51:23.5% 18/57:31.5%




Carcinoma della cervice: quando la chirurgia fertility sparing

CERVICAL CANCER 2-4CM

‘ STAGE IB2 (FIGO 2018)

NODE NEGATIVE

Neoadjuvant RT Laparotomy ( RT Laparoscopy ‘
Chemotherapy '
Recurrence rate: cyrrence rate: { L i it
13.2% 4.8% 10.5%
Ve ™, e ~ ™,
Pregnancy rate: Pregnanc Pregnancy rate:
74.5% 36% 46.4%
Live birth rate: Live birth rate: Live birth rate:
78.7% y . 66.6% D, Q/ _ 63.3% y
Prematurity rate: Prematurity rate: Prematurity rate:
31.5% 29% 24%
GUSTAVE/ Morice P. et al., Gyn Onc 2022
ROUSSY Bentivegna E et al. Lancet Oncol. & Fertil Steril. 2016

A Rob L, et al. Lancet Oncol. 2011



Carcinoma della cervice: quando la chirurgia fertility sparing

WAITING FOR...

Neo-Adjuvant Chemotherapy and Conservative

Surgery in Cervical Cancer to Preserve Fertility
(NEOCON-F)

Stage IB1 (2-4 cm) Cervical cancer treated
with "' eoadjuvant chemotherapy followed by
fertility--paring “urgery ( )

Sample size A total of 90 evaluable patients will be
needed to complete the study.

Box 2. Primary objectives and end points

Expected complete accrualin 2022

) ) Primary objectives
with presentation of results by 2025. v ool

» Toevaluate the feasibility of preserving fertility in women with node

negative, 2018 FIGO stage IB2 cervical cancer with lesions mea-
suring 2—4 cm

Primary end points
* To assess the rate of functional uterus defined as successful fertili-
Plante M et al. Int J Gynecol Cancer. 2019 ty-sparing surgery and no adjuvant therapy




TAKE HOME MESSAGES
Remember the red flags

I N 7 T

St Ib1 <2cm LVSI neg no benefit indicated no benefit

St Ib1 <2cm LVSI pos indicated indicated feasible:more

FEASIBLE/safety

St Ib2 UNSAFE UNSAFE
St 1b3 Contraindicated Contraindicted FEASIBLE/safety
UNSAFE UNSAFE being assessed
Unusual Histological Contraindicated Contraindicated Contraindicated
subtype UNSAFE UNSAFE

Nodal status UNSAFE



'i-‘ *

Pattern A

No destructive stromal invasion

‘Well-demarcated glands with rounded contours, commonly
forming groups

No single cells or cell detachment

Complex intraglandular growth allowed (i.e. cribriform,
papillae), < a 4x field (5 mm in diameter)

No solid growth or high-grade cytology

No lymphovascular invasion (LVT)

Irrelevant relationship to large cervical vessels or depth of the
tumor

Treatment modalities based on tumor pattern
Initial biopsy

Pattern A

Cone/leep/ local
excision

TAKE HOME MESSAGES
Remember the red flags

Pattem B

Localized (limited, early) destructive stromal invasion arising
from well-demarcated glands (pattern A-like glands)

Individual, ragged glands or small clusters of tumeor cells,
separated from the rounded glands, usually in an inflamed or
desmoplastic stroma

Foci may be single, multiple, or linear at the base of the tumor,
< a 4x field (5 mm in diameter)

No solid growth

LVI (%)

Pattern B

Cone/leep/ local

RELAPSES 0%
Persistent pattern A DOD 0%

Yes /
.

Tumor entirely
resected =P No

excision with neg  RELAPSES7%
margins- SLN

DOD 1%

Yes L Follow-up Re-excision vs AdjChemo? ESGO

Pattern C

Diffuse destructive invasion
Infiltrative glands that are variable in shape and size, often
angulated or interconnected

Confluent growth
Glands or papillary structures with little intervening stroma or
mucin lakes with tumor cells within the cervical stroma and
filling a 4x filed (5mm)

Solid
Poorly differentiated component (architecturally high grade)
with sheets of large malignant cells

Extensive linear destructive
Diffuse laminar EACs > 5 mm. Tumor cells or individual glands are
present in a desmoplastic stroma at the base of the tumor

Band-like lymphocytic infiltrate
Superficial prominent band-like lymphoid infiltrate that
obscures the neoplastic aggregates

Micropapillary
Numerous small clusters of tumor cells

LVI (%)

Pattern C

Radical surgery
PLD

RELAPSES 19%
DOD 11%



Perché viaggiare in moto € uno dei
viaggi piu INTIMI che si possano
compiere: si e soli con la strada, con
la propria voglia di viaggiare ma
soprattutto con i propri pensieri
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