
Il tumore della cervice uterina

Trattamento Conservativo

Dorella Franchi
Preventive Gynecologic Unit

European Institute of Oncology



Cervical cancer

Epidemiology

• Fourth most frequent cancer in women

• 570,000 new cases in 2018 (6.6% of all female cancers)

• 311.000 deaths in 2018 (approximately 90% occurred in low-

and middle-income countries)

• Virtually all cervical cancers are associated with human 

papilloma viruses (HPV)



Cervical Cancer - Hystology

Squamous Cancer  80%

Adenocarcinoma 15%

Usual Type

Adenosquamous

Adenomucinous

SMILE

Endometrioid AdenoCa

Mucinous Gastric Type

Malignant Adenoma 5%

Clear Cell

Mesonephric Type

Neuroendocrin Type

Undifferentiated Carcinoma

HPV related

NON HPV related



Cervical cancer

Prognostic factors

• TNM and FIGO stage (including tumor size 

extracervical tumor extension and nodal involvement)

• Depth of cervical stromal invasion and a minimum 

thickness of uninvolved cervical stroma

• Lymphovascular space involvement (LVSI)

• Distant metastasis



Survival by stage



✓ Stage IA : only infiltration depth!

✓ Stage IB : substaged in B1-2-3

✓ Stage IIIC: substaged according to N + 

( pelvic or paraaortic) 

Int J Gynecol Obstet 2019; 145: 129–135

From Clinical staging - - > 

To Clinical, radiological and surgical staging



• Tumors < 4 cm with no parametrial invasion)

• Radical hysterectomy  + lymphadenectomy 
(except stage IA1)

Stage IA – IB2

• Tumors > 4 cm or parametrial invasion) or bulky 
lymphnodes

• Radiotherapy/Chemiotherapy or NACHT+ 
Surgery

Stage >IB3

• exophytic tumors > 4 cm, with no parametrial

engagement -> surgery
Exception

Cervical Cancer – standard management



40% of cervical cancer are

diagnosed in fertile age



First birth rate by selected age of mother



Fertility Sparing Treatment 

✓ Fertility preservation

✓ Oncological outcome



2018

✓ Before starting FST, consultation at a fertility center is recommended.

✓ FST only in gynecologic-oncological centers (expertise in this kind of oncologic therapy).

✓ Prognostic factors, clinical staging, and preoperative workup do not differ from those who 

do not consider FST.

✓ Squamous cell carcinoma or usual-type (HPV-related) adenocarcinoma =<2 cm of the 

largest diameter 

✓ FST not recommended for rare histological subtypes (more aggressive behavior).

✓ FST abandonment if : lymph node involvement or positive margins

Fertility Sparing Treatment

(FST)



Diagnostic preoperative work-up 



Can TVUS be used to guide the management of 

cervical cancer in young patients ?



In a series of 95 cases

TRU > MRI to detect small cervical cancers (<1 cm)

TRU more sensitive than MRI for detecting parametrial

involvement (83 % vs 50 %)

68 women with cervical cancer

TVS = MRI tumor detection and tumor size

TVS more sensitive than MRI for identifying parametrial

involvement (60 % vs 40 %). p=ns

182 early-stage cervical cancers.

TVS > MRI in tumor detection.

TVS = MRI for parametrial involvement and stromal

invasion >2/3.

2014

2008

2009



How can we assess cervical cancer

by TVUS - TRUS?



What should be assessed

by TVUS - TRUS?

Presence of  disease



Sonographic characteristics of squamous cell cancer (SCC) and 

adenocarcinoma of the uterine cervix (AC) at TVUS
Prospective two center study 40 pts (20 SCC, 20 AC)

Isoechoic echogenicity

associated with AC in 68%  

Ipoechoic echogenicity

associated with SCC in 73%  

Epstein et al Ultrasound Obstet Gynecol 2010



Tumor measurement

Longitudinal plane: 

Cervical fundal (CF) 

Antero-posterior (AP)

Longitudinal plane Transversal plane

APCF

LL

Transversal Plane:

Lateral-lateral (LL)

Maximal tumor diameter < or > 4 cm



The role of vaginosonography

Suitable for small and /or 

mainly exophytic lesions



Long section Transverse section





35 mm







Assessment of stromal invasion & parametrial invasion

Stromal and lateral parametrial invasion

should be assessed at the level where uterine 

arteries arrive = above vaginal fornices

- Exophytic tumors growth below fornices

- no risk of parametrial invasion

- don’t forget to look for vaginal/paracolpic extension



Assessment of stromal invasion

(transverse section)

One wall max tumor diameter (A) /

One wall cervical diameter (B)

Assess  if stromal invasion < 2/3 or >

2/3 on right and left side

A

B



Minimum Free Margin > 3 mm



Assessment of minimal distance upper

margin of tumor to inner cervical os

Distance highest margin of 

tumor to inner cervical os

(at arrival of uterine arteries )

Trachelectomy or conization:

Tumors < 2 cm,

Distance tumor to inner

cervical os > 1 cm



15x10 mm 19 mm

17 mm





Maximal lenght 9 mm

Stromal infiltration 1 mm

Stage IA1  LVSI-

Laserconization



FIGO stage IB1

Inf stromale > 5 mm e diam max < 2 cm





TVUS diameter 13x8x11 mm

21 mm



Final pathology: adenocarcinoma stage IB1 N-



2022



o FST in tumors > 2 cm is considered as an 
experimental approach.

o The first selection criterion is node-negative disease

o Response rate   87-92%

o Relapse rate      6 - 12,8%

o Pregnancy rate  84 - 96%

2021

NACHT in cervical cancers 2– 4 cm prior to FSS: decrease tumor size, ease 

surgical resection, and reduced risk for postoperative adjuvant radiotherapy

114 patients

205 patients







Lymphadenectomy + NACHT (6 courses)

Lasercone: 

• residual tumor Max lenght 5 mm

• stromal infiltration 2,9 mm

• free margin 0 mm

Further 3 Courses CHT

Lasercone: negative







Pre NACHT

Post NACHT



2022



Don’t forget a correct staging!



Vescico-cervical space

Anterior Compartment



Recto-vaginal space

Utero-sacral ligaments
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Lateral parametria



➢ Negative pelvic lymph node status is the precondition for any 

FST

➢ First step in each FST procedure: pelvic lymph node (sentinel 

lymph node) staging (and ultrastaging)

➢ In case of intraoperatively proven lymph node involvement,  

FST should be abandoned, and the patient referred to definitive 

chemoradiotherapy 

Nodal Assessment



Can we use US to identify

Pelvic Nodes?







❖ Risk of tumor recurrence following FST 

❖ Patients must be carefully followed up by expert gynecologic oncologist and 

colposcopist

❖ Follow-up intervals should be 3–4 months for the first 2 years postoperatively, 

and then 6 months up to 5 years.

❖ Pelvic MRI and TVUS once a year

❖ PET scan once a year (IA2 – IB1 - IB2< 3 cm)

❖ Follow-up should include HPV testing (with or without cytology). 

❖ Pregnancy is allowed after 12 months of negative controls

❖ Routine hysterectomy after finishing fertility plans is not mandatory (can be 

discussed according to clinical history)

ESGO – ESTRO – ESP Guidelines 2018 



Conclusions

• In experienced hands ultrasound at least as good as MRI for 

the assessment of early cervical cancer

• The great advances in ultrasound technology

• Its relatively low cost

• The rapidity of the procedure

• The role of ultrasound in the pre-treatment work-up of cervical

cancer in young patients must be considered




