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• Cervical cancer staging is the oldest staging in the literature, dating back to 1928

• In 1950, during the International Gynecological Congress and the 4th American Congress of

Obstetrics and Gynecology, a new classification was named “The International Classification

of the Stages of Carcinoma of the Uterine Cervix.”

• Since then the staging for cervical cancer has undergone 8 revisions, the most recent in 2009.



INTRODUCTION

• Cervical cancer is the 4th most common cancer for women and the 8th cancer 
overall

• Low and middle-income countries face this burden more than high-income 
countries (85%)

• Developed nations have organized screening programs and vaccination



Highest % are noted in Africa
(20%) and Asia (7.8%)

Over 500,000 new cases in 2018
• 55.2% in Asia
• 21% in Africa



• 6.6% of incidence
• 7.5% of mortality



Highest incidence and
mortality were reported in
Southern, Eastern,
Western and Middle Africa



According to these epidemiological data, the International Federation
of Gynecology and Obstetrics FIGO committee used only clinical
criteria for staging of cervical cancer because it was more practical in
low-ressources countries.



FIGO Staging system for cervical cancer 2009



Group Proportion 5 year OS

Early stage 48% 90%

Locally
Advanced

36% OS 66%

DFS 58%

Advanced 16% 40%



FIGO Staging system for cervical cancer 2018

With the introduction of the 2018 FIGO staging system for cervical cancer, 
the number of sub-stages has increased



FIGO Staging system for cervical cancer 2018



FIGO Staging system for cervical cancer 2018



Why change??

• Clinical limitations of the previous cervical cancer staging system : FIGO staging
is largely clinical and imaging exams are unavavailable in many low resources
countries

• Recent developments in biological therapy, imaging technology and minimally
invasive surgery have changed the management of cervical cancer

• Stage IB1 was an heterogenous group with a difference in prognosis according
to tumor size





Stage I classification

Bhatla et al. Int J Gynecol Obstet 2019; 145: 129–135 



The main changes in the revised FIGO staging system

•Stage I classification

• For microinvasive disease, the horizontal dimension is no longer considered in 
the 2018 revision, as it is subject to many artefactual errors  and it doesn’t
change the treatment.

Bhatla et al. Int J Gynecol Obstet 2019; 145: 129–135 



Stage I classification

Bhatla et al. Int J Gynecol Obstet 2019; 145: 129–135 



The main changes in the revised FIGO staging system

THE FIGO COMMITTEE CONSIDERED THE 2cm CUTOFF ON RISK 
STRATIFICATION: Difference in caracteristics and outcomes

Bhatla et al. Int J Gynecol Obstet 2019; 145: 129–135 



IB1 IB2 IB3

Cause 
specific
survival

97% 92.1% 83.1% P<0.001

survival is significantly different between stage IB1
and IB2 disease, with nearly two-hold increased risk
in cervical cancer mortality in stage IB2 disease
compared to IB1 disease (p=0.001)





A. Ayhan et al. / European Journal of Obstetrics & Gynecology and Reproductive Biology 240 (2019) 209–214 



Clinical implications of the FIGO 2018 Stage IB

• Dividing stage IB into 3 not 2 groups by size criteria will improve selection of patients
between surgery and radiotherapy.

• Surgery is the preferred treatment of stage IB1 IB2

• The place of laparoscopy is now discussed after publishing the LACC Trial

• Patients with IB3 tumors are best managed with chemoradiotherapy

• Fertility sparing trachelectomy is an acceptable option for stage IB1 but not for IB2

• The role of Pet-CT for Ib2 and higher stages has been demonstrated in many studies.

Bhatla et al. Int J Gynecol Obstet 2019; 145: 129–135 



Stage II classification 

Bhatla et al. Int J Gynecol Obstet 2019; 145: 129–135 



Clinical Implications of Stage II classification 

• There is no change in staging system

• The size of the lesion can be measured clinically, or by imaging or pathology

• Any patient with positive lymph node gets upstaged stage IIIC

Bhatla et al. Int J Gynecol Obstet 2019; 145: 129–135 



Stage III classification

Bhatla et al. Int J Gynecol Obstet 2019; 145: 129–135 



The main changes in the revised FIGO staging system

The involvement of lymph nodes (LNs) according to either imaging (r) or
pathology (p) has been described as a new sub-stage (stage IIIC)

THE FIGO COMMITTEE CONSIDERED THE EFFECT OF LYMPH 
NODE METASTASIS ON PROGNOSIS

Bhatla et al. Int J Gynecol Obstet 2019; 145: 129–135 



IIIC1 IIIB IIIA

Cause 
specific
survival

62.1% 42.6% 46%
P<0.001

T1 T2 T3

Cause 
specific
survival

74.8% 58.7% 39.3% P<0.001



Clinical implications of stage III classification 

• Pathological confirmation of lymph node involvement is the standard but
imaging can be used to interpret disease extent because identifying positive
lymph nodes has major implications for treatment management and
prognosis

• Stage IIIC2 needs to be distinguished from other metastatic extra-pelvic sites
due to differences in prognosis



Stage IV classification 

Bhatla et al. Int J Gynecol Obstet 2019; 145: 129–135 



Clinical implications of stage IV classification

Stage IV remains unchanged



• Staging system needs to be reviewed according to recent developments in
biological therapy, imaging technology and minimally invasive surgery

• The revised staging system does not mandate the use of a specific imaging
technique, lymph node biopsy, or surgical assessment of the extent of tumor. In
low-ressourced conditions, clinicians can continue to assess the patient clinically

• Non availability of an imaging modality should not be a reason to delay the
initiation of treatment.

CONCLUSION
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Thank you for your attention…


