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History of cervical cancer 

treatment 

 1878 – Freund (Breslau) performed hysterectomy for cervical cancer 

 1900 - Wertheims first described treatment for cervical cancer 

 Latzko and Schiffmann – systematic lymphadenectomy + radical 

hysterectomy 

 1930s – Okabayashi nerve sparing radical hysterectomy 

 

 

 



Background 

 Statistics 

 3200 cases of cervical cancer were diagnosed each year (CRUK) 

 Survival is highest for women age 40 or less as compared to women age 

80 or over 

 >50% of women diagnosed with cervical cancer will have surgery as 

primary treatment 

 

 Recent development in surgical treatment: 

 LACC trial 

 Sentinal lymph node identification 

 

 



Principles of management 

 Age 

 Stage 

 Fertility desire 

 Medical comorbidities 

 Avoidance of dual modality treatment 
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Surgical treatment - Stage 1A1 
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Treatment of stage 1B1/1B2 

cervical cancer 

 Options would largely depend on  

 Tumour size 

 Fertility desire 

 Morbidity 

 Similar oncological outcomes between surgery and radiotherapy 

 Surgery has the advantage of: 

 preserving ovarian and sexual function 

 Preventing radiation-induced late effects 

 Preserving fertility 

 



Classification of radical hysterectomy 

Marin, F et al. “Types of radical hysterectomies : From 
Thoma Ionescu and Wertheim to present 

day.” Journal of Med Life. 2014;7(2)172-6. 



Treatment of stage 1B1/1B2 

cervical cancer 

Adapted from Cervical Cancer 
Guidelines, ESGO 



Treatment of stage 1B1cervical 

cancer 

 Risk of lymph node involvement in tumours <2cm without LVSI is 

approximately 3% 

 Risk of parametrial invasion in tumours of <2cm without LVSI and 
negative LN is small (<0.5%) 

 Hence less radical treatment modality is suggested. 

 The safety of which should be answered by SHAPE trial  

 





Ovaries 

 Risk of ovarian metastasis  

 0.5% for squamous cell carcinoma 

 Up to 4.5% for adenocarcinoma 

 Ovarian transposition can be undertaken if conserved.  

 Above pelvic brim, away from radiation field 



Trachelectomy 

 Radical excision of the cervix +/-paracervical tissues+/-upper vagina 

 Suitable for tumours <2cm.  

 Types of trachelectomy  

 Simple trachelectomy involves a supravaginal amputation of cervix.  

 Suitable for 1a1/1a2 tumours 

 Radical trachelectomy involves removal of cervix with the parametrium 

and vaginal cuff.  

 T1b1 tumours (<2cm) 

 Cerclage 



Trachelectomy 



Trachelectomy 

 Inclusion 

 Fertility desirous 

 No evidence of LN metastasis 

 Tumour of <2cm 

 Exclusion 

 Rare tumours such as neuroendocrine and non-HPV related 

adenocarcinoma 



Obstetric outcomes 

 10-13% are infertile 

 Vaginal trachelectomy is more fertility saving  

 Miscarriage rate  

 1st trimester 20% 

 2nd trimester 3% 

 73% of pregnancies reached 3rd trimester 

 Of which 75% delivered at term 

 Delivery by LSCS, care must be taken not to cut cerclage. 

 



Sentinel lymph node (SLN) 

identification in cervical cancer 

 SLN – first lymph node cancer cells are most likely to spread to from 

primary tumour 

 Established in treatment of breast and vulval cancer as well as 
melanoma 

 Would require ultra-staging  

 Multiple sections from each lymph node combined with 

immunohistochemistry 



Sentinel lymph node (SLN) 

identification in cervical cancer 

 Benefits: 

 Reduced morbidity (lymphoedema/lymphocyst) 

 Allow intra-operative assessment of lymph node – one step 

management 

 Avoidance of dual modality treatment 

 Ultrastaging improves lymph node assessment  

 Disadvantage: 

 Not been validated by prospective trial in cervical cancer 

 No uniformed protocols for ultrastaging (time consuming and cost 

issues) 



Sentinel lymph node identification 

 Retrospective cohort study – 645 cases 

 SLN followed by full pelvic lymphadenectomy 

 All SLN ultrastaged 

 47/46 cases were found to have macro- and micro-metastasis 

respectively 

 These patients had worse overall survival (HR 6.85 95% CI 2.59-18.05) 

 SLN ultrastaging could potentially detect an extra 15% of patients 

with lymph node metastasis 

 



BGCS consensus statement on SLN 

in cervical cancer 

 Should be done as part of trial 

 SLN in cervical cancer – high negative predictive value 

 Can be considered for tumour of <2cm with no evidence of mets 
(including stage 1A1 tumour with LVSI) 

 SLN – reduced complications 

 Systematic lymphadenectomy in conjunction with SLN – higher 
positive node rate 

 Ultrastaging 

 Tc99 in conjunction with dye/ICG  

 ?minimum number of cases for learning curve/case load to 
maintain skills 





Surgical management of 

recurrence 

 If had primary chemoradiation 

 Can be considered for: 

 Pelvic relapse – LEER procedure 

 Central recurrence – total/anterior/posterior pelvic exenteration 

 5-year survival 30-50% 

 High morbidity 

 Requires careful counselling 

 



Gynecologic Oncology: Clinical Practice and 

Surgical Atlas 1st Ed.  
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