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Καρκίνος τραχήλου 



Καρκίνος τραχήλου μήτρας

Η τέταρτη πιο συχνή κακοήθεια στις γυναίκες

528.000 νέες περιπτώσεις ανά έτος

Μέση ηλικία διάγνωσης τα 48 έτη (35-55)

Nόσος που μπορεί να προληφθεί

Οι ασθενείς που διαγιγνώσκονται σε αρχόμενα στάδια έχουν αρκετές εναλλακτικές θεραπευτικής προσέγγισης

Η ριζική υστερεκτομή θεωρείται ορόσημο στην αντιμετώπιση αυτής της νόσου 

Ferlay et al., Int J Cancer. 2015;136(5): E359-86
                                                                                                                             
Ribeiro et al., Int J Surg Oncol. 2012;2012:36534
                                                                                                                             
Ramirez et al., Gynecol Oncol. 2008;110(3 Suppl 2):S25-8



Staging 



Η αρχή: Ernst Wertheim, 1864-1920

• 16 Νοεμβρίου 1898: Ο 
Wertheim, σε ηλικία 34 
ετών πραγματοποιεί 
την πρώτη κοιλιακή 
ριζική υστερεκτομή σε 

ασθενή με καρκίνο 
τραχήλου μήτρας

• Η επέμβαση διήρκησε 3 
ώρες και η 39 ετών 
ασθενής και μητέρα 5 
παιδιών κατέληξε 8 
ώρες μετά, λόγω 
εκσεσημασμένης

απώλειας αίματος

Wertheim E. Arch Gynak 1990;61:627



Wertheim E. Arch Gynak 1990;61:627



Oι πρώτες 500 επεμβάσεις



Η Ιαπωνική Σχολή. 1920



Η Ιαπωνική Σχολή. 1920

• Ο Okabayashi πραγματοποίησε 3000 επεμβάσεις σε 
διάστημα 15 ετών 

• Μέση διάρκεια επέμβασης: 2 ώρες 

• Εκτεταμένη εκτομή παραμητρίου 

• Παρασκευή του οπισθίου πετάλου του 
κυστεομητρικού συνδέσμου 



Prof. D. Dargent (1937 – 2005)

• Πρωτοπόρος στη λαπαροσκόπηση στη 
Γυναικολογική Ογκολογία 

• Σχεδιάσε τη λαπαροσκοπικά
υποβοηθούμενη κολπική ριζική 
τραχηλεκτομή

• Ένας από τους πρώτους που εισήγαγε την 
τεχνική του φρουρού λεμφαδένα στον 
καρκίνο του τραχήλου 







Querleu et al., Ann Surg Oncol 2017;24:3406-3412 



SENTIX Study



SENTIX Study

N = 600 
• Η ταχεία βιοψία του SLN δεν διέγνωσε το 27.6% 

των μακρομεταστάσεων, το 90.5% των 
μικρομεταστάσεων και συνολικά το 54% των 
θετικών λεμφαδένων

• 6.7% στην τελική ιστολογική

Cibula et al., Eur J Cancer 2020;137:69-80



• Ο φρουρός λεμφαδένας 
αποτελεί μέθοδο με υψηλή 
διαγνωστική ικανότητα αν 
χρησιμοποιηθεί το σωστό μέσο 
σκιαγράφησης και σε 

επιλεγμένη ομάδα ασθενών
• Η ICG φαίνεται ότι υπερτερεί 

έναντι των άλλων τεχνικών 

Ζhang et al., Cancer Med 2020 



Ramirez et al., N Engl J Med 2018;379:1895-1904

Level A

Quality of surgery 
matters!!!



Ramirez et al., N Engl J Med 2018;379:1895-1904





Radical Trachelectomy-Indications

1. Desire for fertility-preservation 
2. Confirmation by pathology 
3. Squamous, adenosquamous, HPV-related adenocarcinoma
4. Tumor size < 2 cm
5. St IA1, LVSI(+) / St IA2 / St IB1
6. Tumor confined to the cervix (MRI)
7. Negative LNDs by CT or PET-CT
8. No history of infertility 

Abu-Rustum et al., Gynecol Oncol 2006





Διεγχειρητική εκτίμηση των 

λεμφαδένων

St IB1 – IIA1









Conization Simple trachelectomy Radical abdominal trachelectomy

Radical vaginal trachelectomy

Ovarian transposition 







Preoperative work-up

Locally confined disease

• Clinical examination under anesthesia and biopsies 

• Pelvic MRI or TV-U/S

Lymph node assessment and distant 
metastases

• PET-CT or CT chest/abdomen



Parametrial assessment 

Epstein E et al., Gynecol Oncol 2013;128:449-53 





Radical trachelectomy

Or not???

Alternatives

Conization / simple trachelectomy

St IA2 – IB1





Radical surgery 

- Constipation 9-18%
- Urinary Incontinence 33%
- Dispareunia (18 - 42%)
- Vaginal dryness (10 - 55%)
-  Need for sex (31%)
-  Vaginal shortness (25 - 29%)
-  stress due to Cacx and sexual disfunction 
→  Interest (25 – 66%),  pleasure,  anxiety for future intercourses (53%)

-  Sexual activity (91%)
-  Frequency of intercourses 
-  QoL



Parametrial Involvement



Parametrial Involvement

• 842 pts – radical hysterectomy
• St IA1 – IB1

• 33 pts (4%) → parametrial involvement

➢ Large tumors
➢ LVSI (+)
➢ Depth of Invasion 
➢ PLNDs (+)

Covens et al., Gynecol Oncol 2002;84:145-149  



Parametrial Involvement

Covens et al., Gynecol Oncol 2002;84:145-149  

• Sub-group analysis of 536 pts with:

➢ Tumor size ≤ 2 cm
➢ < 10 mm depth of invasion
➢ PLNDs (-)

➢  Parametrial involvement: 3 pts (0.6%)



• 350 pts

• 27 pts (7.7%) with para

➢ Sub-group 125 pts:

• Tumor size < 2 cm
• LVSI (-)
• PLNDs (-)

➢ Parametrial involvement: 0%







2020 Jul;40(7):3651-3658



Theofanakis et al., Anticancer Res. 2020;40:3651-3658



Theofanakis et al., Anticancer Res. 2020;40:3651-3658



Theofanakis et al., Anticancer Res. 2020;40:3651-3658



• 100 pts

• St IA2 – IB1

• Tumor size < 2cm 

• DOI < 10mm

• LVSI (-)

• Squamous Gr 1,2,3 or adenoca Gr 1,2

• Cone and ECC negative or CIN/AIS



Positive LNDs: 5%

Occult disease after cone resection: 2.5%

2year recurrence rate: 3.5%

2.4% (1/42) in patients after cone resection

0% (0/36) in patients that had a hystrectomy after cone resection

12.5% (2/16) in patients that had a simple hysterectomy

No parametrial recurrence

Schmeler et al., Int J Gynecol Cancer 2021;31:1317-1325



SHAPE trial

Marie Plante, Janice S. Kwon, Sarah Ferguson, Vanessa Samouëlian, Gwenael Ferron, Amandine 

Maulard, Cor de Kroon, Willemien Van Driel, John Tidy, Christian Marth, Karl Tamussino, Stefan 
Kommoss, Frederic Goffin, Brynhildur Eyjólfsdóttir, Jae-Weon Kim, Noreen Gleeson, Juliana M Ubi, Lori 

Brotto, Dongsheng Tu, Lois E. Shepherd



Lancet Oncol 2024 





• Radical trachelectomy with removal of a part of parametria is not recommended for stage IB1 

disease fulfilling all the strict inclusion criteria of the ConCerv trial (III,E)

• Radical trachelectomy is recommended for stage IB2 disease by use of an abdominal 

approach (eg, laparotomy or mini-invasive approaches [robotic-assisted or pure laparoscopic 

approaches]

     (IV, B) 

• Lymph node staging strategies for stage IB1 and IB2 diseases should follow the ESGO–

ESTRO–ESP guidelines (IV, B)

• Negative margins (a non-fragmented specimen, with at least 1 mm histological-free margin 

from carcinoma or dysplasia) are mandatory. A non-fragmented cone is crucial for pathological 

evaluation. The base of the cone should encompass the visible gross lesion on the ectocervix 

with at least 1 mm histological margin (III, A)

• The height of the cone (centre of cone base to vertex) should be at least 10 mm. Cones can be 

oriented with a suture at the midpoint of the anterior cervical lip (IV, B)

Χειρουργικά και παθολογοανατομικά κριτήρια

Morice P et al., Lancet Oncol 2024



• Negative pelvic nodal status is mandatory for any fertility-sparing therapy. For assessing the 

pelvic nodal staging, ESGO–ESTRO–ESP guidelines should be followed (IV, A) 

• Pelvic nodal staging is not indicated in T1a1 LVSI-negative tumours that have negative margins 

on conisation (IV, D)

• Intraoperative frozen section of cone margins can be considered to tailor the surgery (IV, B) 

Χειρουργικά και παθολογοανατομικά κριτήρια

Morice P et al., Lancet Oncol 2024



Κριτήρια υπέρ της συντηρητικής αντιμετώπισης

Morice P et al., Lancet Oncol 2024

1. Αssignment of patients to favourable selection criteria is based on all 

clinicopathological variables (IV, B)

2. Confirmed histology on cervical biopsy or conisation is consistent with squamous cell 

carcinoma (all grades) or usual-type HPV-associated adenocarcinoma (all grades) 

with no more than 10 mm stromal invasion (IV, B)

3. Absence of LVSI is a favourable pathological biomarker (III, B)

4. No evidence of any metastasis is required (IV, A)

5. Largest measurement of a tumour is 2 cm by imaging or clinical exam (IV, B)

6. Free margins on final pathology are mandatory (III, A)

7. No evidence of tumour involvement of the internal cervical orifice and cranial extent of 

cervical tumour is 1 cm or more from the internal cervical orifice on imaging (IV, B). 



Κριτήρια κατά της συντηρητικής αντιμετώπισης (τουλάχιστον 1)

Morice P et al., Lancet Oncol 2024

1. Αny histological type other than squamous cell carcinoma and usual-type HPV-associated 

adenocarcinoma (mucinous-type HPV-associated carcinomas, gastric-type cervical 

adenocarcinoma, mesonephric carcinoma, small-cell neuroendocrine carcinoma, and clear cell 

carcinoma; IV, C)

2. Confirmed pelvic nodal involvement, extracervical tumour extension, evidence of tumour 

beyond the cervical ring, or metastasis (IV, B)

3. The largest tumour measurement is more than 4 cm by imaging or clinical exam (IV, B)

4. FIGO stage is IB3 or more (IV, B)

5. Tumour cranial extent is less than 5 mm from, or involves, the internal cervical orifice or lower 

uterine segment by imaging (IV, B)

6. Intraoperative frozen-section assessment of the resected cervical specimen for assessing the 

upper resection margin reveals a positive margin from the internal cervical orifice with inability 

to achieve a wider margin (IV, B)

7. Histologically confirmed endocervical margin, endocervical curettage above resection, or 

endometrial involvement on final pathology (IV, B)



Ογκολογικά κριτήρια αποδεκτά σε επιλεγμένες περιπτώσεις 

Morice P et al., Lancet Oncol 2024

1. Τumour size is 2–4 cm by exam or imaging (IV, C)

2. Stromal invasion by conisation is more than 10 mm but has negative margins (IV, C)

3. Evidence of deep cervical stromal invasion on MRI or sonography (IV, B)

4. Tumour cranial extent is 5–10 mm from internal cervical orifice by imaging (IV, C)

5. Trachelectomy specimen margin reveals a 5–10 mm tumour-free margin from the internal 

cervical orifice (IV, B)

6. Silva pattern C of HPV-associated usual-type adenocarcinoma (data are scarce on pattern B 

with LVSI; IV, C). 



Νεοεπικουρική ΧΜΘ σε ασθενείς St IB2 

Morice P et al., Lancet Oncol 2024

• Neoadjuvant chemotherapy has been used by various investigators as an alternative to radical 

trachelectomy for selected patients with stage IB2 (2–4 cm) cervical cancer (IV, C)

• Various chemotherapy regimens have been used to reduce cervical tumour burden and allow 

for a satisfactory resection of the primary tumour with conisation and simple or radical 

trachelectomy (IV, C)

• Retrospective data suggest that abdominal radical trachelectomy has the lowest recurrence 

rate for patients with stage IB2 cervical cancer (IV, C)

• Ongoing prospective trials with platinum and paclitaxel will clarify the validity of neoadjuvant 

chemotherapy in fertility-sparing treatment of stage IB2 disease (IV, C)

• Including patients with stage IB2 cervical cancer in ongoing trials is encouraged to evaluate the 

safety of neoadjuvant chemotherapy (V, B)

• Confirming pathological-negative bilateral pelvic nodes (sentinel lymph node or 

lymphadenectomy) before starting neoadjuvant chemotherapy allows for the most accurate 

staging and selection of appropriate candidates for neoadjuvant chemotherapy approach (IV, 

B)

• Preoperative imaging with pelvic MRI and whole-body PET-CT is favoured (IV, B). 





Mitra et al., Microbiome (2016) 4:58





Συμπεράσματα 

• Abdominal radical trachelectomy is the gold-standard for young 
patients with early-stage cervical cancer, who wish to preserve 
their fertility

• Tumors ≤ 2 cm,  with < 10 mm depth of invasion and without LVSI 
can be treated with less radical surgery 

• Less complications, better quality of life, with oncologic safety

• Careful patient selection for radical hysterectomy to avoid adjuvant 
chemoradiation treatment  

• Treatment in high-volume centers

• Decision within MDT



ch.theofanakis@gmail.com
6973042478

mailto:ch.theofanakis@gmail.com
mailto:ch.theofanakis@gmail.com

	Slide 1
	Slide 2: Καρκίνος τραχήλου μήτρας
	Slide 3: Staging 
	Slide 4: Η αρχή: Ernst Wertheim, 1864-1920
	Slide 5
	Slide 6: Oι πρώτες 500 επεμβάσεις
	Slide 7: Η Ιαπωνική Σχολή. 1920
	Slide 8: Η Ιαπωνική Σχολή. 1920
	Slide 9: Prof. D. Dargent (1937 – 2005)
	Slide 10
	Slide 11
	Slide 12
	Slide 13
	Slide 14
	Slide 15
	Slide 16
	Slide 17
	Slide 18
	Slide 19: Radical Trachelectomy-Indications
	Slide 20
	Slide 21
	Slide 22
	Slide 23
	Slide 24
	Slide 25
	Slide 26
	Slide 27
	Slide 28
	Slide 29
	Slide 30
	Slide 31: St IA2 – IB1
	Slide 32
	Slide 33
	Slide 34
	Slide 35
	Slide 36
	Slide 37
	Slide 38
	Slide 39
	Slide 44
	Slide 45
	Slide 46
	Slide 47
	Slide 48
	Slide 49
	Slide 50: SHAPE trial
	Slide 51
	Slide 52
	Slide 53
	Slide 54
	Slide 55
	Slide 56
	Slide 57
	Slide 58
	Slide 59
	Slide 60
	Slide 61
	Slide 62: Συμπεράσματα 
	Slide 63

