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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

INSTITUT SALAH AZAIZ

e 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



AWARENESS

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

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

Imternational Agency Jor Research on Cancer
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AWARENESS

6.6% of incidence
7.5% of mortality
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Highest incidence and
mortality were reported in
Southern, Eastern,
Western and Middle Africa
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FIGO Staging system for cervical cancer 2009

1A Invasive cancer identified only microscopically. Invasion is limited to measured stromal invasion with a maximum depth of
S5mm and no wider than 7mm

1A Measured invasion of stroma <3mm in depth and <7mm width

1A2 Measured invasion of stroma >3mm and =5mm in depth and =7mm width

IB Clinical lesions confined to the cervix, or preclinical lesions greater than stage IA

IB1 Tumor =4cm

IB2 Tumor >4cm

1A Involvement of up to the upper 2/3 of the vagina

A1 Tumor =4cm

a2 Tumor >dcm

1ne Parametrial tumor involvement

1] The carcinoma has extended onto the pelvic sidewall and involves the lower third of the vagina and/or hydronephrosis and/
or non-functioning kidney

A Invelvernent of the lower vagina but no extension onto pelvic sidewall

B Extension onto the pelvic sidewall, or hydronephrosis/non-functioning kidney

v The carcinoma has extended beyond the true pelis or has clinically involved the mucosa of the bladder and/or rectum (prov-
en by biopsy). Note: bullous edema is not considered stage IV.

VA Spread to bladder and/or rectum

IvB Spread to distant organs

*Figo Proposals reviewed by the International Gynecologic Cancer Society during the Figo meeting in 2006, International Journal of Gynecology & Obsterrics. 2009105 (2):103-154,
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FIGO Staging system for cervical cancer 2018

St Cescriptiom

| The carcimormsa is strictly confired o the cervis (extrension 0o the uterine corpus should be
disregarded’)

(P8 Invasive carcimoma that can be diagnossd only by microscopy, wilth macimmom depth of invasion
<=5 mrms
(F-h | FMeasurad stromal imnvasion <2 rmem N depth
- Ko FMeasured stromal imnmvasion =22 mrme and <5 morm e depti
1B Invasive carcimnoma with measured despest imeasion =25 mm {(greater than stapge 1Aa),. le=sion Limitesd
o the cearvisx wteriT
(H=5 ] |rl'-'E£i-l'l.l"E -."_-artlrlr_'l-rna =5 mmrme -:I-E-|'_'|-1'_I'| of Etl"tlrnal. |n-.rE|$|-|:|r| -Ell'l-l:l «F o in Ereatest dimensiom

1A Invasive carcinoma that can be dlagnosed only by microscopy, with maximum depth of invasion
<Smm’

A1  Measured stromal invasion <3 mm in depth
IA2  Measured stromal invasion 23 mm and <5 mm in depth

(Tr- The carcimoma involves the lower third of the vagina, with no edsension o the pabeic wall
nis Extansion to the paelvic wall and for hiydronephrnosis or nanfunctioning kidoey {unless known o e
due to arvother causs)
[ | L Invalbvaement of pebvic and for para-aaortic LS, rrespaectiere of turmor size and extent (withh r and
E motations )
([ Ly | Felvic LM matastasis omby
([ ) [mece 4 Fara-aortic LN metastasis
I The carcimormsas has ecstendeaed beyvored the true pelvis or has involved (biopsy prowven) the mocosa of
the bladder or rectuwm. {a bullous edaema,. as such,. does ot Eerrmiit a cass o be allotted bo stase ')
IMaF =, Spread o adjacent pelvic organs
I B E|:lr'-EE|.-|:I to distant org=ns

= — | - p—— " .

W|th the mtroductlon of the 2018 FIGO staging system for cervical cancer,
the number of sub-stages has increased

— L= = ™— L= — =




FIGO Staging system for cervical cancer 2018

St e Cescriptiom
] The carcimoma is strictly confined o the carvix (extension o the utarime corpus should be
disregarded’)
(I Invasive carcimoma that can be diagnossd only by microscopy, wilth macimmom depth of invasion
<=5 mm
(F-h | FMeasurad stromal imnvasion <2 rmem N depth
- Ko Heasurad £'.-l:r'-|:|-rr|E|] |n-.ras|-:-r1. == rnr'n an-::l =5 r'r'Irrl iru -::I-|=_-|:|-'r_h
IB Invasive carcinoma with measured deepest invasion 25 mm (greater than stage lA) lesion limited
to the cervix uteri’
IB1 Invasive carcinoma 25 mm depth of stromal invasion, and <2 cm in greatest dimension
IB2 Invasive carcinoma 22 cm and <4 cm in greatest dimension
IB3 Invasive carcinoma 24 cm in greatest dimension
Ine With pararrsetrial imeclbvesment boat not up o the pebeic weall
ui The carcimorma involves the lower third of the vagina andfor extends o the pelvic wwall and for
causes hydronephrosis aor nanfunctioning kidrey andfor invalves pelvic andfor para-aortic LsT
(IR F-E The carcimoma involves the lower third of the vagina, with no esension o the pabeic wall
nis Extansion to the paelvic wall and for hiydronephrnosis or nanfunctioning kidoey {unless known o e
due to arvother causs)
[ | L Invalbvaement of pebvic and for para-aaortic LS, rrespaectiere of turmor size and extent (withh r and
P motations -
([ Ly | Felvic LM matastasis omby
[ I [t Fara-acrtic LM matastasis
I The carcimormsas has ecstendeaed beyvored the true pelvis or has involved (biopsy prowven) the mocosa of
the bladder or rectum. {a bullous edama. as such,. does ot parrmiit a cass o be allotted bo stage ')
IMaF =, Spread o adjacent pelvic organs
I B Spread to distant orgams

Wihven in doubt, the lower staging should be assigned.

FiGa, intermational Federation of Gynecology and Ohstetrics; LR, lymph node.

*mmaging and pathalogy can be ussd, where availlables, o supplemeant climbcal findings with respect to turmor Ssizs
and extent_ imn all stage=s: "The involvemant of vascularflymphatic spaces does ot change the staging. The lataral
ext=nt of the lesion is mno longer considered; Fadding notaticon of r (imaging) arnd p (pathaology]) to indicate the
finmndings that are usad to allocate thea case to stages - . Example: IfF imaging indicates pelvic LM metastasis_ thea
stage allocation would be stage 1IICTr. and if confirmeaed by pathologic findings, it swould be stage INC1p. The typa
of imaging modality or pathology technigus used should alway=s be documented.




FIGO Staging system for cervical cancer 2018

St e Cre=criptiom
] The carcimoma is strictly confined o the carvix (extension o the utarime corpus should be
disregarded’)
(I Invasive carcimoma that can be diagnossd only by microscopy, wilth macimmom depth of invasion
=5 rmrmT
(F-h | FMeasurad stromal imnvasion <2 rmem N depth
- Ko FMeasured stromal imnmvasion =22 mrme and <5 morm e depti
1B Invasive carcimnoma with measured despest imeasion =25 mm {(greater than stapge 1Aa),. le=sion Limitesd
b the cervix wterit
(H=5 ] Invasire carcimoma =5 mrm depth of stromal invasion, and «<F com in greastest dimensiom
Bz Invasnre carcimorma =2 om arnd «$ orm in greatest dimension
IB= Invasive carcimnoma =4 cm in greastest dimmeaension

] The carcimoma invades beyond the utarus, but has not extended onto the lower third of the vagina
ar o the pelwic wreall

(=4 Invalvemeant lirmited to the upper two-thirds of the vagina withowt parameastrial invobraermant
(NECh | Invasive carcimnoma <<% orm in greatest dimensior
[ oS Invasive carcimoma =4 crm in greatest dimmension
ne With pararrsetrial imeclbvesment boat not up o the pebeic weall
ui The carcinormsa involves the lower I:hir-cl af the va_gir’-a El.r'.-:l_.l'-:lr E:-:.l:En-::Is l:n- I:h-e- p-e-l.-.-i-r:. weall and far
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HiC Involvement of pelvic and/or para-aortic LNs, irrespective > of tumor size and extent (with r and
p notations)*

HICY  Pelvic LN metastasis only
HIC2 Para-aortic LN metastasis

(I Spread to adjacent palvic organs
I B Spread to distant orgams

Wihven in doubt, the lower staging should be assigned.

FiGa, intermational Federation of Gynecology and Ohstetrics; LR, lymph node.

*mmaging and pathalogy can be ussd, where availlables, o supplemeant climbcal findings with respect to turmor Ssizs
and extent_ imn all stage=s: "The involvemant of vascularflymphatic spaces does ot change the staging. The lataral
ext=nt of the lesion is mno longer considered; Fadding notaticon of r (imaging) arnd p (pathaology]) to indicate the
finmndings that are usad to allocate thea case to stages - . Example: IfF imaging indicates pelvic LM metastasis_ thea
stage allocation would be stage 1IICTr. and if confirmeaed by pathologic findings, it swould be stage INC1p. The typa
of imaging modality or pathology technigus used should alway=s be documented.




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

e Stage IB1 was an heterogenous group with a difference in prognosis according
to tumor size
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Stage | classification

Stage I:
The carcinoma is strictly confined to the cervix uteri (extension to the corpus should be disregarded)

4 . . . . . . . : N\
* |A Invasive carcinoma that can be diagnosed only by microscopy, with maximum depth of invasion <5 mm®

o |A1 Measured stromal invasion <3 mm in depth
L © |A2 Measured stromal invasion 23 mm and <5 mm in depth py
¢ |B Invasive carcinoma with measured deepest invasion 25 mm (greater than stage IA), lesion limited to the cervix uteri®

o IB1 Invasive carcinoma =5 mm depth of stromal invasion and <2 cm in greatest dimension
o |B2 Invasive carcinoma 22 cm and <4 cm in greatest dimension

o IB3 Invasive carcinoma 24 cm in greatest dimension

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



The main changes in the revised FIGO staging system

*Stage | classification

' |A

nvasive carcinoma that can be diagnosed only by microscopy, with maximum depth of invasion <5 mm’

A1 Measured stromal invasion <3 mm in depth

A2 Measured stromal invasion 23 mm and <5 mm in depth

* 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 | classification

Stage I:

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

* |A Invasive carcinoma that can be diagnosed only by microscopy, with maximum depth of invasion <5 mm®
o |A1 Measured stromal invasion <3 mm in depth
o |A2 Measured stromal invasion 23 mm and <5 mm in depth

-(IE Invasive carcinoma with measured deepest invasion 25 mm (greater than stage 1A), lesion limited to the cervix uteri’ h

o |B1 Invasive carcinoma 25 mm depth of stromal invasion and <2 cm in greatest dimension
o |B2 Invasive carcinoma 22 cm and <4 cm in greatest dimension

o |B3 Invasive carcinoma =4 cm in greatest dimension

J

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



The main changes in the revised FIGO staging system

o IB Invasive carcinoma with measured deepest invasion 25 mm (greater than stage IA), lesion limited to the cervix uteri’
o |B1 Invasive carcinoma 25 mm depth of stromal invasion and <2 ¢m in greatest dimension
o B2 Invasive carcinoma 22 cm and <4 ¢cm in greatest dimension

o IB3 Invasive carcinoma 24 cm in greatest dimension

‘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
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Disease Free Survival

Overall Survival
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Fig. 1. Disease-free survival curves of women allocated to new stages according to
the 2018 FIGO staging system for cervical cancer (stage IB1 vs. stage IB2, p=0.11;
stage IB2 vs. stage IB3, p=0.01; stage IIIC1 vs. stage 11IC2, p=0.003).

Fig. 2. Overall survival curves of women allocated to new stages according to the
2018 FIGO staging system for cervical cancer (stage IB1 vs. stage IB2, p=0.23; stage
IB2 vs. stage IB3, p=0.12; stage IlIC1 vs. stage IlIC2, p =0.34).

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 NEW ENGLAND
JOURNAL o MEDICINE

Minimally Invasive versus Abdominal Radical Hysterectomy

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

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 Il classification

Stage II:

The carcinoma invades beyond the uterus, but has not extended onto the lower third of the vagina or to the pelvic wall
¢ |IA Involvement limited to the upper two-thirds of the vagina without parametrial involvement
o |IA1 Invasive carcinoma <4 cm in greatest dimension

o |IA2 Invasive carcinoma 24 cm in greatest dimension

¢ |IB With parametrial involvement but not up to the pelvic wall

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



Clinical Implications of Stage Il 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 IlIC

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



Stage Ill classification

Stage Ill:

The carcinoma involves the lower third of the vagina and/or extends to the pelvic wall and/or causes hydronephrosis or non-functioning
kidney and/or involves pelvic and/or paraaortic lymph nodes’

o |I1A Carcinoma involves the lower third of the vagina, with no extension to the pelvic wall

o |IIB Extension to the pelvic wall and/or hydronephrosis or non-functioning kidney (unless known to be due to another cause)

{IIIC Involvement of pelvic and/or paraaortic lymph nodes, irrespective of tumor size and extent (with rand p nntarinns)ﬁ
o IIC1 Pelvic lymph node metastasis only

0 1IC2 Paraaortic lymph node metastasis Y

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




The main changes in the revised FIGO staging system

+ [IIC Involvement of pelvic and/or paraaortic lymph nodes, irrespective of tumor size and extent (with r and p notations)*
o IlIC1 Pelvic lymph node metastasis only
o IC2 Paraaortic lymph node metastasis

The involvement of lymph nodes (LNs) according to either imaging (r) or
pathology (p) has been described as a new sub-stage (stage II1C)

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

Bhatla et al. Int J Gynecol Obstet 2019; 145: 129-135
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Clinical implications of stage Ill 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 |IIC2 needs to be distinguished from other metastatic extra-pelvic sites
due to differences in prognosis



Stage IV classification

Stage V.

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 IV
¢ |VA Spread of the growth to adjacent organs

¢ |VB Spread to distant organs

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



Clinical implications of stage IV classification

Stage IV remains unchanged



CONCLUSION

INSTITUT SALAH AZAIZ

e 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.
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