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Cancer du col utérin : prévention et dépistage

• Vaccination filles et garçons de 11 à 14 ans, rattrapage 15-19 (19-26 ans HSH)

• Dépistage : frottis 25-26-29 ans puis HPV/5 ans de 30 à 65 ans

• Information, éducation +++  
• Dédramatiser 
• Démystifier 
• Valoriser / prise de contrôle 

• Publics à risque : action sensibilisation Dr Delbreuve



Cancer du col utérin : stades précoces

• Diagnostic sur conisation : atteinte microscopique, DOI < 5 mm

• Conisation exclusive
• Carcinome épidemoïde
• Marges saines  
• Pas d’embole

• Hystérectomie : n’améliore pas pronostic / suivi colpo + difficile
• Suivi HPV 6 mois +/- colposcopie

• Vaccination HPV du couple (hors AMM)
• Sevrage tabagique / accompagnement tabacologie

pT1a



• Hystérectomie simple 
• Microscopique : adénocarcinome ; pT1a2 (option)
• Macroscopique : T1b1 (*< 2cm, DOI < 10 mm)

Cancer du col utérin : stades précoces
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BACKGROUND
Retrospective data suggest that the incidence of parametrial infiltration is low in pa-
tients with early-stage low-risk cervical cancer, which raises questions regarding the 
need for radical hysterectomy in these patients. However, data from large, random-
ized trials comparing outcomes of radical and simple hysterectomy are lacking.

METHODS
We conducted a multicenter, randomized, noninferiority trial comparing radical 
hysterectomy with simple hysterectomy including lymph-node assessment in patients 
with low-risk cervical cancer (lesions of ≤2 cm with limited stromal invasion). The 
primary outcome was cancer recurrence in the pelvic area (pelvic recurrence) at 3 years. 
The prespecified noninferiority margin for the between-group difference in pelvic 
recurrence at 3 years was 4 percentage points.

RESULTS
Among 700 patients who underwent randomization (350 in each group), the ma-
jority had tumors that were stage IB1 according to the 2009 International Federa-
tion of Gynecology and Obstetrics (FIGO) criteria (91.7%), that had squamous-cell 
histologic features (61.7%), and that were grade 1 or 2 (59.3%). With a median 
follow-up time of 4.5 years, the incidence of pelvic recurrence at 3 years was 2.17% 
in the radical hysterectomy group and 2.52% in the simple hysterectomy group (an 
absolute difference of 0.35 percentage points; 90% confidence interval, −1.62 to 
2.32). Results were similar in a per-protocol analysis. The incidence of urinary in-
continence was lower in the simple hysterectomy group than in the radical hyster-
ectomy group within 4 weeks after surgery (2.4% vs. 5.5%; P = 0.048) and beyond 
4 weeks (4.7% vs. 11.0%; P = 0.003). The incidence of urinary retention in the 
simple hysterectomy group was also lower than that in the radical hysterectomy 
group within 4 weeks after surgery (0.6% vs. 11.0%; P<0.001) and beyond 4 weeks 
(0.6% vs. 9.9%; P<0.001).

CONCLUSIONS
In patients with low-risk cervical cancer, simple hysterectomy was not inferior to 
radical hysterectomy with respect to the 3-year incidence of pelvic recurrence and 
was associated with a lower risk of urinary incontinence or retention. (Funded by 
the Canadian Cancer Society and others; ClinicalTrials.gov number, NCT01658930.)
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ABSTRACT
In 2018, the European Society of Gynecological 
Oncology (ESGO) jointly with the European Society for 
Radiotherapy and Oncology (ESTRO) and the European 
Society of Pathology (ESP) published evidence- based 
guidelines for the management of patients with 
cervical cancer. Given the large body of new evidence 
addressing the management of cervical cancer, the 
three sister societies jointly decided to update these 
evidence- based guidelines. The update includes new 
topics to provide comprehensive guidelines on all 
relevant issues of diagnosis and treatment in cervical 
cancer.
To serve on the expert panel (27 experts across Europe) 
ESGO/ESTRO/ESP nominated practicing clinicians 
who are involved in managing patients with cervical 
cancer and have demonstrated leadership through their 
expertise in clinical care and research, national and 
international engagement, profile, and dedication to 
the topics addressed. To ensure the statements were 
evidence based, new data identified from a systematic 
search was reviewed and critically appraised. In the 
absence of any clear scientific evidence, judgment was 
based on the professional experience and consensus 
of the international development group. Before 
publication, the guidelines were reviewed by 155 
independent international practitioners in cancer care 
delivery and patient representatives.
These updated guidelines are comprehensive and 
cover staging, management, follow- up, long- term 
survivorship, quality of life and palliative care. 
Management includes fertility sparing treatment, early 
and locally advanced cervical cancer, invasive cervical 
cancer diagnosed on a simple hysterectomy specimen, 
cervical cancer in pregnancy, rare tumors, recurrent 
and metastatic diseases. The management algorithms 
and the principles of radiotherapy and pathological 
evaluation are also defined.

INTRODUCTION
Cervical cancer is a major public health problem, 
ranking as the fourth most common cause of 

cancer incidence and mortality in women world-
wide. There are geographical variations in cervical 
cancer that reflect differences particularly in 
the prevalence of human papillomavirus (HPV) 
infection and inequalities in access to adequate 
screening and treatment.1 Cervical cancer is 
uncommon in Europe but still remains the most 
frequent cause of cancer death in middle- aged 
women in Eastern Europe.2 Other epidemiologic 
risk factors associated with cervical cancer are 
notably a history of smoking, oral contraceptive 
use, early age of onset of coitus, number of sexual 
partners, history of sexually transmitted disease, 
certain autoimmune diseases, and chronic immu-
nosuppression. Squamous cell carcinomas account 
for approximately 80% of all cervical cancers and 
adenocarcinoma accounts for approximately 20%. 
The WHO recently launched a global initiative to 
scale up preventive, screening, and treatment 
interventions relying on vaccination against HPVs, 
screening and treatment of detected cervical pre- 
invasive and invasive lesions, and offering the best 
possible curative care to women diagnosed with 
invasive cancer.3

As part of its mission to improve the quality 
of care for women with gynecological cancers 
across Europe, in 2018 the European Society of 
Gynecological Oncology (ESGO) jointly with the 
European Society for Radiotherapy and Oncology 
(ESTRO) and the European Society of Pathology 
(ESP) published evidence- based guidelines to 
improve the management of patients with cervical 
cancer within a multidisciplinary setting.4–6 Given 
the large body of new evidence addressing the 
management of cervical cancer, the three sister 
societies jointly decided to update these evidence- 
based guidelines and to include new topics in order 
to provide comprehensive guidelines on all rele-
vant issues of diagnosis and treatment in cervical 
cancer. These guidelines are intended for use by 
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• Hystérectomie élargie 
• Résection paramétriale
• Collerette vaginale

• Laparotomie : bénéfice survie globale et sans récidive comparativement à la coelioscopie

• Formes macroscopiques : T1b < 3 cm

Cancer du col utérin : stades précoces

T1b1
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BACKGROUND
There are limited data from retrospective studies regarding whether survival out-
comes after laparoscopic or robot-assisted radical hysterectomy (minimally invasive 
surgery) are equivalent to those after open abdominal radical hysterectomy (open 
surgery) among women with early-stage cervical cancer.
METHODS
In this trial involving patients with stage IA1 (lymphovascular invasion), IA2, or IB1 
cervical cancer and a histologic subtype of squamous-cell carcinoma, adenocarci-
noma, or adenosquamous carcinoma, we randomly assigned patients to undergo 
minimally invasive surgery or open surgery. The primary outcome was the rate of 
disease-free survival at 4.5 years, with noninferiority claimed if the lower boundary 
of the two-sided 95% confidence interval of the between-group difference (mini-
mally invasive surgery minus open surgery) was greater than −7.2 percentage 
points (i.e., closer to zero).
RESULTS
A total of 319 patients were assigned to minimally invasive surgery and 312 to open 
surgery. Of the patients who were assigned to and underwent minimally invasive 
surgery, 84.4% underwent laparoscopy and 15.6% robot-assisted surgery. Overall, 
the mean age of the patients was 46.0 years. Most patients (91.9%) had stage IB1 
disease. The two groups were similar with respect to histologic subtypes, the rate of 
lymphovascular invasion, rates of parametrial and lymph-node involvement, tumor 
size, tumor grade, and the rate of use of adjuvant therapy. The rate of disease-free 
survival at 4.5 years was 86.0% with minimally invasive surgery and 96.5% with open 
surgery, a difference of −10.6 percentage points (95% confidence interval [CI], −16.4 
to −4.7). Minimally invasive surgery was associated with a lower rate of disease-
free survival than open surgery (3-year rate, 91.2% vs. 97.1%; hazard ratio for disease 
recurrence or death from cervical cancer, 3.74; 95% CI, 1.63 to 8.58), a difference 
that remained after adjustment for age, body-mass index, stage of disease, lympho-
vascular invasion, and lymph-node involvement; minimally invasive surgery was 
also associated with a lower rate of overall survival (3-year rate, 93.8% vs. 99.0%; 
hazard ratio for death from any cause, 6.00; 95% CI, 1.77 to 20.30).
CONCLUSIONS
In this trial, minimally invasive radical hysterectomy was associated with lower rates of 
disease-free survival and overall survival than open abdominal radical hysterectomy 
among women with early-stage cervical cancer. (Funded by the University of Texas M.D. 
Anderson Cancer Center and Medtronic; LACC ClinicalTrials.gov number, NCT00614211.)
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• Ganglion sentinelle (GS) non validé en procédure exclusive 

• Intérêt du GS pour guider curage 

• Si indiqué : curage pelvien bilatéral guidé par le GS 
• Coelioscopie +/- robot assistée

• Résultat stadification ganglionnaire avant toute hystérectomie 
• N+ = stade III = traitement non chirurgical 

 58 ATLAS OF PROCEDURES IN GYNECOLOGIC ONCOLOGY

1 – Right external iliac artery
2 – Right obturator lymph nodes
3 – Right obturator nerve
4 – Right superior vesical artery
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Figure 4.32 Identifying the obturator nerve. 
After exposing the obturator space, the obturator nerve must be identifi ed before attempting to remove any lymphatic tissue. 
The lymphatic tissue can fi rst be freed from the obturator internus muscle. Afterward, gentle blunt dissection of the lymphatic 
tissue will reveal the obturator nerve. Once this vital structure has been identifi ed, the lymphatic tissue can be grasped and 
elevated away from the obturator nerve (A). The argon-beam coagulator can now be used to safely free the nodal package 
from its attachments (B). This is similar when using the robotic platform except using robotic-specifi c instruments.

1 – Right external iliac artery
2 – Right external iliac vein
3 – Remaining obturator lymph nodes
4 – Right obturator vein
5 – Right obturator internus muscle
6 – Right obturator artery
7 – Right obturator nerve
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Figure 4.33 Final dissection of the obturator space. 
This is the lateral view after the lymphatic tissue has been 
removed from the obturator space. The obturator nerve and 
the obturator internus muscle are visualized. The obturator 
artery and vein lie below the obturator nerve, so caution 
must be used when dissecting in this region. This is similar 
when using the robotic platform except using robotic- specifi c 
instruments.

Source : Abu-Rustum, Atlas of Procedures in Gynecologic Oncology 2013

Cancer du col utérin : stades précoces
Stadification ganglionnaire



• Taille > 4 cm (3 cm) ; atteinte paramètres ; paroi pelvienne (hydronéphrose) ; N+ ; vessie/rectum 

• Bilan initial : IRM + TEP + SCC

• Traitement : Radiochimiothérapie puis curiethérapie utéro-vaginale
• 5 semaines RT avec cisplatine hebdomadaire
• Curiethérapie en hospitalisation 

• Champs d’irradiation adaptés à l’atteinte ganglionnaire 
• TEP = N0 : pas de curage, radiochimiothérapie pelvienne
• TEP = N+ pelvien bas = curage lombo aortique inframésentérique par coelioscopie
• TEP = N+ iliaque primitive ou lombo aortique : RTCT pelvienne + lombo aortique

• Pas de chirurgie sauf poursuite évolutive ou fistule

Cancer du col utérin : stades avancés (LACC)
T1b>3cm T2b T3-T4 N+




