ERERAE K
FEEELBEE

20204 ZF—HhR 2020/12/08

I o2 B8 R B P ik B ]

EEEE

EEZERAETZEABMANEMRBRERDZEREERASZ ZH -
—ERERA - BERSIASEZRRALAEE - RAMVEMTE
HIGEREaE

ERIN1R 2
E R TE #A IR




CHEEEL

« NI N2 ZERUE SRR

* NCCN Clinical Practical Guidelines in Oncology ™ Cervical
Cancer (V.1 2021)

- IWERMAEZEE(2011) - FEEREEEERKIES|HEF=
SEREbniRtas| | BIXEEMF
 HthHRE = SRR RIS

:I:IIII'




E—hx T R
IR B AL A R R E Mt AR BB AU RN S 0 R | 1. /AR AR AS A 0 EE AR UM AR I8 1L LA

Bl EREMAE -

s/ NN D ERR AR LIEEER
£ Etoposide+ cyclophosphamide+
cisplatin/carboplatin

FIGO stage IB3 & IIA2 ;A RIZ (B —)8Y T1R
R 2UIR A S ZBEMEEREIRTT . SaFEE
IBRA%E—IBA -

hysterectomy - (BIY ~ f1) (p.12, 13)

. AMIBEEY/ N R AR A R I RV B R R TS

(Cisplatin/Carboplatin + Etoposide) (p.17) -

. FIGO stage IB3 & IIA2 ;5 & Ai2 (B —)/

P IRRR T B IR R B R M AR 4 08
RIS - A% B (p.9) -

. £%ZNCCN guidelinei¥stage IVBZ)8E T

RIS (p.11) -

. BIEFIGO stage IA1~2 ~ IB1~3 * IA1~2A%

FRELENSHRNEUE(p4) -

. EFTAJCCstage £ "9th Version” (p.5,6,7)




2018 FIGO staging

Box 1
Stage I:

The carcinoma is strictly confined to the cervix (extension to the corpus should be disregarded).
o |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 >3 mm and <5 mm in depth
e |B Invasive carcinoma with measured deepest invasion >5 mm (greater than stage 1A); lesion limited to the cervix uteri with size meas-
ured by maximum tumor diameter”
o |B1 Invasive carcinoma >5 mm depth of stromal invasion and <2 cm in greatest dimension
° IB2 Invasive carcinoma >2 cm and 4 cm in greatest dimension

o IB3 Invasive carcinoma >4 cm in greatest dimension

Stage II:
The cervical carcinoma invades beyond the uterus, but has not extended onto the lower third of the vagina or to the pelvic wall
o |IA Involvement limited to the upper two-thirds of the vagina without parametrial invasion
o A1 Invasive carcinoma <4 cm in greatest dimension
o [IA2 Invasive carcinoma >4 cm in greatest dimension
e |IB With parametrial invasion but not up to the pelvic wall

Stage Il

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

¢ |llA Carcinoma involves lower third of the vagina, with no extension to the pelvic wall

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

« 1lIC Involvement of pelvic and/or paraaortic lymph nodes (including micrometastases), irrespective of tumor size and extent (with r and p notations).*
o [IIC1 Pelvic lymph node metastasis only
o [IIC2 Paraaortic lymph node metastasis

Stage IV:

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

o |VA Spread of the growth to adjacent organs

e |VB Spread to distant organs

“Imaging and pathology can be used, when available, to supplement clinical findings with respect to tumor size and extent, in all stages.
Pathological findings supercede imaging and clinical findings.
PThe involvement of vascular/lymphatic spaces should not change the staging. The lateral extent of the lesion is no longer considered.

“Isolated tumor cells do not change the stage but their presence should be recorded

« YAdding notation of r (imaging) and p (pathology), to indicate the findings that are used to allocate the case to stage IIIC. For example, if imaging
indicates pelvic lymph node metastasis, the stage allocation would be Stage IlIC1r; if confirmed by pathological findings, it would be Stage IlIC1p.
The type of imaging modality or pathology technique used should always be documented. When in doubt, the lower staging should be assigned.
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T Category  FIGO Stage T Criteria

X Primary tumor cannot be assessed
TO No evidence of primary tumor
34! I Carcinoma is strictly confined to the cervix (extension to the corpus should be disregarded).
Tla IA Invasive carcinoma that can be diagnosed only by microscopy with maximum depth of invasion
<5 mm
Tlal 1Al Measured stromal invasion =3 mm in depth
Tla2 IA2 Measured stromal invasion >3 mm and <5 mm in depth
Tlb IB Invasive carcinoma with measured deepest invasion >5 mm (greater than stage IA): lesion

limited to the cervix uteri with size measured by maximum tumor diameter
Note: The involvement of vascular/lymphatic spaces should not change the staging. The lateral
extent of the lesion is no longer considered.

T1bl IBI Invasive carcinoma >5 mm depth of stromal invasion and <2 cm in greatest dimension
T1b2 IB2 Invasive carcinoma >2 ¢m and <4 ¢m in greatest dimension
T1b3 IB3 Invasive carcinoma >4 ¢m in greatest dimension
T2 1 Carcinoma invades beyond the uterus, but has not extended onto the lower third of the vagina or

to the pelvic wall

T2a ITA Involvement limited to the upper two-thirds of the vagina without parametrial invasion
T2al 1A Invasive carcinoma <4 c¢m in greatest dimension
T2a2 IIA2 Invasive carcinoma >4 ¢m in greatest dimension
T2b 11B With parametrial invasion but not up to the pelvic wall
T3 11 Carcinoma involves the lower third of the vagina and/or extends to the pelvic wall and/or causes

hydronephrosis or nonfunctioning kidney

Note: The pelvic wall is defined as the muscle, fascia, neurovascular structures, and skeletal
portions of the bony pelvis. Cases with no cancer-free space between the tumor and pelvic wall
by rectal examination are FIGO III.

T3a IIIA Carcinoma involves lower third of the vagina, with no extension to the pelvic wall

T3b IIIB Extension to the pelvic wall and/or hydronephrosis or nonfunctioning kidney (unless known to
be due to another cause)

T4 IVA Carcinoma has involved (biopsy-proven) the mucosa of the bladder or rectum, or has spread to
adjacent organs. (Bullous edema, as such, does not permit a case to be assigned to stage IVA)
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N Category F1GO Stage

NX

NO
NO(i+)

N1 HICI
N1mi HIC1
Nla HIC]

N2 IC2
N2mi IC2
N2a IC2

N Criteria
Regional lymph nodes cannot be assessed
No regional lymph node metastasis

Isolated tumor cells in regional lymph node(s) 0.2 mm, or single cells or clusters of cells
<200 cells in a single lymph node cross section

Regional lymph node metastasis to pelvic lymph nodes only
Regional lymph node metastasis (>0.2 mm but 2.0 mm in diameter) to pelvic lymph nodes
Regional lymph node metastasis (>2.0 mm in diameter) to pelvic lymph nodes

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

Regional lymph node metastasis (>0.2 mm but <2.0 mm in diameter) to para-aortic lymph
nodes, with or without positive pelvic lymph nodes

Regional lymph node metastasis (>2.0 mm in diameter) to para-aortic lymph nodes, with or
without positive pelvic lymph nodes

Note: Suffix (f) is added to the N category when metastasis is identified only by FNA or core biopsy. Suffix (sn) is added to the N
category when metastasis is identified only by sentinel lymph node biopsy.

M Category FIGO Stage
MO

cM1 IVB

pM1 IVB

M Criteria
No distant metastasis

Distant metastasis (includes metastasis to inguinal lymph nodes. intraperitoneal disease,
lung, liver, or bone) (excludes metastasis to pelvic or para-aortic lymph nodes, or vagina)

Microscopic confirmation of distant metastasis (includes metastasis to inguinal lymph
nodes, intraperitoneal disease, lung, liver, or bone) (excludes metastasis to pelvic or para-

aortic lymph nodes, or vagina) 6
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When T is...

T3b
TX,T0,T1-3
TX,T0,T1-3
T4

Any T

And N is...
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NI

Any N
Any N

And M is...
MO
MO
MO
MO
MO
MO
MO
MO
MO
MO
MO
MO
MO
MO
MO
MO
MO
MO
MO
Ml

Then the stage group is...

111
IITA
1B
HIC1
1IC2
IVA
IVB
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SEDLIS CRITERIA FOR EXTERNAL PELVIC RADIATION AFTER RADICAL HYSTERECTOMY IN NODE-

NEGATIVE. MARGIN-NEGATIVE. PARAMETRIA-NEGATIVE CASES "

LVsI

Stromal Invasion

Tumor Size (cm)
(Determined by clinical

palpation)
* Deep 1/3 Any
+ Middle 1/3 22
+ Superficial 1/3 25
- Middle or Deep 1/3 =4

LVSI: Lymphovascular space invasion

16
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frpuATERENEER ;8 © D platinum-based &/RHI - ol R FNRYERE

1. IP (Ifosfamide 4 gm/m2 + cisplatin 50mg/m2 or carboplatin AUC=5 every 21 days x 3~6 cycles)(48,49)

2. Irinotecan 60mg/m2 + cisplatin 50mg/m2 or carboplatin AUC=5 every 28 days x 3~6 cycles (optional )(43,47)
3. (1B2-11B) Weekly Taxol + Carboplatin(AUC=2) (D1,D8,D15)x 9 cycles(58)

4. Clinical trials

FigEEENEE A% : D platinum-based &/RHI - iR FNRERE
1. IP (Ifosfamide 4 gm/m2 + cisplatin 50mg/m2 or carboplatin AUC=5 every 21 days x 6 cycles) (38,45,49)

2. Clinical trials
B A IR F T E BB B2 8BS {EMUE LA platinum-based AR RIO] 5 AU N EIE
1. Etoposide + Platinum (Etoposide 100mg/m2 + Cisplatin 50mg/m2 or Carboplatin AUC =5, every 21 days x 4~6 cycles

SEIVHEAB - FEM TR (persistent disease) 8 55 3 BE 4% 14 %2 7% (recurrent/metastatic disease) Z = B4 {LEAE
N REEARIRA - olEAMTREE

1. Topotecan 0.75mg/m2 x 3 days+ cisplatin 50mg/m2 or carboplatin AUC=5 every 21 days x 6 cycles(GOG 179, level Ib) (42) +
Bevacizumab 7.5~15 mg/kg

2. IP (ifosfamide 4gm/m2+cisplatin 50mg/m2 or carboplatin AUC=5 every 21 days x 6 cycles)(GOG 110, level Ib)

3. Paclitaxel 175mg/m2+ cisplatin 50mg/m2 or carboplatin AUC=5 every 21 days x 6 cycles)(optional)(GOG 169, GOG 204,
level Ib) (51) % Bevacizumab 7.5~15 mg/kg (GOG 240) (55)

4. Irinotecan/platinum (Irinotecan 60mg/m2+cisplatin 50mg/m2 or carboplatin AUC=5 every 28 days x 6 cycles) (optional)

(43,47)

. Paclitaxel 175mg/m2(D1)+ topotecan 0.75mg/m2(D1-3) +Bevacizumab 7.5~15 mg/kg(D1) every 21~28 days (63)

. Tamoxifen 10mg QD (61,62)

. Keytruda(Pembrolizumab) for PD-L1(+) or MSI-H/dMMR tumor ((59, 60, 64 (KEYNOTE-028,158))

. Clinical trials

00 N O U

[& bR RS FB 2 cisplatin 40 mg/m? /carboplatin 100 mg/m? or AUC=2 weekly x6 cycles 7 {b 2k i PR A B 2£47)(29)
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1. CCRT —Cisplatin (40mg/m?2)

2. CCRT - Carboplatin (100mg/m2) or AUC =2

3. CCRT — Weekly cisplatin (40mg/m?2) + gemcitabine (120mg/m?2)

4. P (Carboplatin, AUC =5) C (Cyclophosphamide, 500mg/m?2) + VP-16
(100mg/m2) [ CCR <60ml/min]

5. P (Cisplatin, 50mg/m2) C + VP-16 (100mg/m2) [ CCR >60ml/min ]

15t Line: | (Ifosfamide) + Mesna (4gm/m?2)) + P (Carboplatin, AUC =5)
[ CCR <60ml/min]

7. 1stLine: IP (Cisplatin, 50mg/m2) [ CCR>60ml/min]

2" Line: Taxol (175 mg/m?2, palself)(D1) + Topotecan (0.75mg/m2)(D1-3)
9. 2" Line: Irinotecan (Payself) (60mg/m?2) + Carboplatin (AUC =5) (D1)

2"d Line: Irinotecan (Payself) (60mg/m?2) + Cisplatin (50mg/m?2) (D1)

2"d Line: Irinotecan (Payself) (60mg/m2) (D8 or D15)
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10. 2" Line: Taxol (Payself) (175mg/m?2) + Carboplatin (AUC =5)
[ CCR<60mI/min ]

11. 2" Line: Taxol (Payself) (175mg/m?2) + Cisplatin (50mg/m?2)
[ CCR>60mI/min ]

12. 2" Line: Topotecan (0.75mg/m2) + Carboplatin (AUC=5) [ CCR <60ml/min ]
13. 2" Line: Topotecan (0.75mg/m2) + Cisplatin (50mg/m2) [CCR >60ml/min ]
14. Weekly Taxol (80mg/m?2) + Cisplatin (20mg/m2) (D1 or D8 or D15)

15. Weekly Taxol (80mg/m?2) + Carboplatin (AUC =2) (D1 or D8 or D15)

16. Avastin (Payself) (7.5~15mg/kg)

17. Tamoxifen 10mg QD

18. Pembrolizumab (Keytruda)
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