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Corpus Uteri — Carcinoma and Carcinosarcoma

Primary Tumor (T)

T FIGO T Criteria

P, Primary tumor cannot be assessed

TO No evidence of primary tumor

T1 I Tumor confined to the corpus uteri, including endocervical
glandular involvement

Tla IA Tumor limited to the endometrium or invading less than half]
the myometrium

T1lb IB Tumor invading one half or more of the mvyvometrium

T2 II Tumor invading the stromal connective tissue of the cervix
but not extending beyond the uterus. Does NOT include
endocervical glandular involvement.

T3 111 Tumor involving serosa, adnexa, vagina, or parametrium

T3a TITA Tumor involving the serosa and/or adnexa (direct extension
or metastasis)

T3b IHIB Vaginal involvement (direct extension or metastasis) or
parametrial involvement

T4 IVA Tumor invading the bladder mucosa and/or bowel mucosa
(bullous edema is not sufficient to classify a tumor as T4)

Regional Lymph Node (IN)

N FIGO N Criteria

NX Regional lymph nodes cannot be assessed

NO No regional lymph node metastasis

NO (i+) Isolated tumor cells in regional lymph node(s) no greater than
0.2 mm

N1 ITIC 1 Regional lymph nodes metastasis to pelvic lyvmph nodes

T ITIC 1 Regional lymph node metastasis (greater than 0.2 mm but not
greater than 2.0 mm in diameter) to pelvic lymph nodes

Nla ITIC 1 Regional lymph node metastasis (greater than 2.0 mm in
diameter) to pelvic lymph nodes

N2 111C2 Regional lymph node metastasis to para-aortic lymph nodes,
with or without positive pelvic lymph nodes

N2mi 1H1C2 Regional lymph node metastasis (greater than 0.2 mm but not
greater than 2.0 mm in diameter) to para-aortic lymph nodes,
with or without positive pelvic lymph nodes

N2a IIIC2 Regional lymph node metastasis (greater than 2.0 mm in

diameter) to para-aortic lymph nodes, with or without positive
pelvie lymph nodes
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Corpus Uteri — Carcinoma and Carcinosarcoma

Distant Metastasis (M)

M FIGO |M Criteria
MO No distant metastasis
M1 IVB Distant metastasis (includes metastasis to inguinal lymph nodes,

intraperitoneal disease, lung, liver, or bone).
(Tt excludes metastasis to pelvic or para-aortic lymph nodes,
vagina, uterine serosa, or adnexa).

STAGE GROUPS

T N M stage
T1 NO MO I
Tla NO MO IA
T1b NO MO IIB
T2 NO MO Il
13 NO MO 111
T3a NO MO 1A
T3b NO MO 1B
T1-T3 NI1/NImi/Nla MO [IC1
T1-T3 N2/N2mi/N2a MO [1C2
T4 Any N MO IVA
Any T Any N MI IVB
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Leiomyosarcoma and Endometrial Stromal Sarcoma

Primary Tumor (T

T FIGO T Criteria

TX Primary tumor cannot be assessed

TO No evidence of primary tumor

T1 1 Tumor limited to the uterus

Tla IA Tumor 5 cm or less in greatest dimension
T1b IB Tumor more than 5 cm

T2 11 Tumor extends beyvond the uterus, within the pelvis
T2a ITA Tumor involves adnexa

T2b 1B Tumor involves other pelvic tissues

T3 111 Tumor infiltrates abdominal tissues

T3a ITIA One site

T3b IHIB More than one site

T4 IWVA Tumor invades bladder or rectum

Adenosarcoma

Primary Tumor (T

T FI1GO T Criteria

TX Primary tumor cannot be assessed

TO No evidence of primary tumor

T1 1 Tumor limited to the uterus

Tla IA Tumor limited to the endometrium/endocervix

T1b IB Tumor invades to less than half of the myometrium
Tic IC Tumor invades more than half of the myometrium
T2 11 Tumor extends beyond the uterus, within the pelvis
T2a IIA Tumor involves adnexa

T2b I1IB Tumor involves other pelvic tissues

ji i 111 Tumeor infiltrates abdominal tissues

T3a ITIA One site

T3b 1B More than one site

T4 IVA Tumor invades bladder or rectum

Regional Lymph Node (IN)

All Uterine Sarcomas

N FIGO N Criteria

NX Regional lymph nodes cannot be assessed

NO No regional lymph node metastasis

™NO (i+) Isolated tumor cells in regional lymph node(s) node(s) no
greater than 0.2 mm

N1 I111C Regional lymph nodes metastasis
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Distant Metastasis (M)
All Uterine Sarcomas
Y | FIGO M Criteria
MO No distant metastasis
M1 IVvB Distant metastasis (excluding adnexa, pelvic, and abdominal
tissues)

Leiomyosarcoma and Endometrial Stromal Sarcoma
STAGE GROUPS

T N M stage
T1 NO MO I
Tla NO MO IA
T1b NO MO 1B
Tlc NO MO I1C
T2 NO MO 1T
T3a NO MO TITA
T3b NO MO I1H1B
T1-3 N1 MO I11C
T4 Any N MO IVA
Any-T Any N M1 IVB
Adenosarcoma
STAGE GROUPS

T N M stage
T1 NO MO I
Tla NO MO IA
T1b NO MO B
T2 NO MO IT
T3a NO MO TITA
T3b NO MO I11B
T1-3 N1 MO I1H1C
T4 Any N MO IVA
Any-T Any N M1 IVB
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UTERINE SARCOMA CLASSIFICATION?

* Low-grade endometrial stromal sarcoma (ESS)2
« High-grade ESS?

« Undifferentiated uterine sarcoma (UUS)*

* Uterine leiomyosarcoma (uLMS)5

Other Rare Uterine Mesenchymal Sarcoma Subtypes:

(see the NCCN Guidelines for Soft Tissue Sarcoma)

* Adenosarcomas
* PEComas
* Rhabdomyosarcoma
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4.CXR®, ECG

5.CBC/DC, SMA

6.Pelvic/Abdominal MRI® or CT@, Chest CT scan, Tumor markers ** :
LDH, Ca-125, Ca-199, CEA.

7.PET-CT**

8.Bone scan ***

9. Pelvic CT scan, Chest CT scan, Brain CT/MRI***
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Adjuvant /or Salvage i 5 /58 (# e  #4)

protocol & pF A%
Dacarbazine(DTIC), Dacarbazine 200mg QD x 5 days Q3W x 6 cycles (1)
Epirubicin, Epirubicin 50mg/m? st
Plp'tr.“ ein Carboplatin AUC x5mg st, CCR < 60
atinum, ( Cisplatin 50mg/m? st, CCR=60)
Ifosfamide [fosfamide 4mg/m? st
Gemcitabine+Docetaxel D1/D8 Gemcitabine 675-900 mg/m? Q4W x 6 cycles(2)
D8 Docetaxel 75-100 mg/m?
e o R

Pazopanib(Votrient) 200mg,4#,QDAC

J7 F % o % (for low grade ESS or ER/PR positive)

Letrozole(Femara) 2.5mg,1#,QD
Megestrol 160 mg/QD
Medroxyprogesterone acetate (Farlutal) 500mg 1# QD

15
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PRINCIPLES OF RADIATION THERAPY FOR UTERINE NEOPLASMS

General Principles—Uterine Neoplasms

* RT is directed at sites of known or suspected tumor involvement and may include EBRT and/or brachytherapy. Imaging is required to assess
locoregional extent and to rule out distant metastases before administration of RT. In general, EBRT is directed to the pelvis with or without
the para-aortic region. Brachytherapy can be delivered: 1) to an intact uterus, either preoperatively or definitively; or
2) more commonly, to the vagina after hysterectomy. For the purposes of these guidelines, whole abdominal radiotherapy is not considered
to be tumor-directed RT.

General Treatment Information
* Target Volumes

¢ Pelvic radiotherapy should target the gross disease (if present), the lower common iliacs, external iliacs, internal iliacs, obturators,
parametria, upper vaginalpara-vaginal tissue, and presacral lymph nodes (in patients with cervical involvement).

+ Extended-field radiotherapy should include the pelvic volume and also target the entire common iliac chain and para-aortic lymph node
region. The upper border of the extended field depends on the clinical situation but should at least be 1-2 cm above the level of the renal
vessels,

¢ Pelvic tissues at risk, especially in the post-hysterectomy setting, can be highly variable depending on bowel and bladder filling. In this
situation, the integrated target volume {ITV), which encompasses the range of organ movement and deformation, is considered the clinical
target volume {CTV), and should be fully covered in the treatment volume.

* Dosing Prescription Regimen — External Beam
+ External-beam doses for microscopic disease should be 45-50 Gy. Multiple conformal fields based on CT treatment planning should be
utilized, and consideration for IMRT for normal tissue sparing may be considered, with appropriate attention to QA and tissue interfraction
mobility. Postoperatively, if there is gross residual disease and the area(s) can be sufficiently localized, a boost can be added to a total
dose of 60-70 Gy, respecting normal tissue sensitivity.
+ For necadjuvant radiation, doses of 45-50 Gy are typically used. One could consider adding 1-2 high dose-rate (HDR} insertions to a total
dose of 75-80 Gy low dose-rate (LDR) equivalent, to minimize risk of positive or close margins at hysterectomy.

* Dosing Prescription Regimen — Brachytherapy

¢ Initiate brachytherapy as soon as the vaginal cuff is healed, preferably 68 weeks after surgery but in general initiation of brachytherapy
should not exceed 12 weeks. For vaginal brachytherapy, the dose should be prescribed to the vaginal surface or at a depth of 0.5 cm from
the vaginal surface; the dose depends on the use of EBRT. The target for vaginal brachytherapy after hysterectomy should be no more than
the upper two-thirds of the vagina; in cases of extensive LVSI| or positive margins, a longer segment of the vagina may be treated.

% For postoperative HDR vaginal brachytherapy alone, regimens include 6 Gy x 5 fractions prescribed to the vaginal surface, or 7 Gy x
3 fractions or 5.5 Gy x 4 fractions prescribed to 5 mm below the vaginal surface. While 7 Gy x 3 fractions prescribed at a depth of 0.5
cm from the vaginal surface is a regimen used by many, the use of smaller fraction sizes may be considered to potentially further limit
toxicity in selected cases.

4 When HDR brachytherapy is used as a boost to EBRT, doses of 4-6 Gy x 2 to 3 fractions prescribed to the vaginal mucosa are commonly
used.

» For medically inoperable uterine cancer, risk of extrauterine spread determines the combination of EBRT plus brachytherapy or
brachytherapy alone. Brachytherapy doses for definitive therapy are individualized based on the clinical situation. When available, image-
guided therapy should be used. Based on the best available evidence, an EQD2 D90 of at least 48 Gy should be delivered to the uterus,
cervix, and upper 1-2 cm of vagina if brachytherapy alone is used, and should be increased to 65 Gy for the combination of EBRT and
brachytherapy. If an MRl is used as part of planning, the target dose for the gross tumor volume (GTV) would be an EQD2 of =80 Gy. 16
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