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History T Radical Hysterectomy

A Wertheim Hysterectomy
A Published in 1912
A 30% mortality rate
A Okabayashi modification, published in 1921
A Meig modification, published in 1944

A Medline Search

A NAVRkA;I'IL (1950) Technic in radical surgery of the vagina in cervical cancer. Arch
Gynako

A MITRA (1951) Radical vaginal hysterectomy and extraperitoneal lymphadenectomy in
cervical cancer. Zentralbl Gynakol

A MEIG (1956) Radical hysterectomy with bilateral dissection of the pelvic lymph nodes
folr cancer: of the cervix (the Wertheim, Reis, Clark, Wertheim-Meigs operation). Surg
Clin North Am

A AMREICH (1957) The lymph node problem in surgery and irradiation of the cervix
carcinoma. Wien Med Wochenschr



Classifications

A Piver MS, Rutledge F, Smith JP. (1974)

A Five classes of extended hysterectomy for women with cervical
cancer. Obstet Gynecol.

A Landoni et al. (2001)

A Class Il versus class Il radical hysterectomy in stage IB-IIA cervical
cancer: a prospective randomized study. Gynecol Oncol.

A Querleu & Morrow. (2008)

A Classification of radical hysterectomy. Lancet Oncology.

A Mota et al. (2008)

A Classification of radical hysterectomy adopted by the GCG of the
EORTC. 1JGC.



Quality Assurance

A Verleye et al. (2009)

A QA for radical hysterectomy for cervical cancer:
the view of the EORTC-GCG. Ann Oncology.



Standard Surgical Treatment

A Monaghan et al 1990 Gynecol Oncol

ARole of centralisation of surgery for IB carcinoma
of the cervix: a review of 498 cases

AOver 15 year period

ASurvival node negative disease (91%)
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Laparoscopic Assisted Radical
Vaginal Hysterectomy (LARVH)

A Dargent D & Mathevet P (1995)

A Schauta's vaginal hysterectomy combined with laparoscopic
lymphadenectomy. Baillieres Clin Obstet Gynaecol.

A Observational studies
A Comparable survival outcomes to RAH

A Naik et al. (2010)
A LARVH vs RAH: A randomised phase Il trial. BJOG

A Reduced hospital stay, blood loss, transfusion rate, bladder
dysfunction

A Less radical procedure & should be restricted to small tumours



LARVH v RAH

Randomised controlled trial
A LARVH versus RAH
A Tumours up to 2cm in size

Peri-operative outcomes

Quiality of Life
A EORTC QLQC30

Urinary Function
A Symptomatic i BBUSQ
A Objective i urodynamics (6 weeks & 4 months)

Bowel Function
A Symptomatic - BBUSQ
A Objective i ano-manometry (6 weeks & 4 months)

Pathological Measurements of specimens
A Blinded measurements
A Fresh specimens, prior to fixation
A Nerve content using IHC
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Peri-operative Factors

Estimated blood loss

Blood transfusion requirement

Operative time in minutes

Duration of hospital stay

Intra-operative complications

Post-operative complications

Opiate pain relief requirements in first 36 hours

Duration of continued bladder catheterisation

Nodal yield and positivity

Size and histological subtype of tumour

Quiality of life questionnaire (EORTCQLQ-C30) day 10-15
Bladder and bowel questionnaire (BBUSQ-22) day 10-15
Objective measurements of vaginal cuff, cardinal & uterosacral ligaments

Immunochemical assessment



Peri-operative Outcomes

LARVH (n=7) RAH (n = 6) P value'
catheterisation 4 (39) 21 (528) 0.003
Operation length 180 (171220) 138 (120137.5) 0.05
(min) median (IQR)
Hospital stay 51 7) 7(6-7) 0.04
Blood loss 400 (3251050) 1000 (800" 1025) 0.05
Opiate 30 (20 46) 53 (43 210) 0.004
Transfusion 2 1 NS
Nodal yield 14 (1219) 12 (117 14) NS
Time to 35 (28i 49) 35 (30- 42) NS
Normal
activities




Pathological Measurements

mean (SD)

ligament (cm),

LARVH RAH Pvalue’
Vaginal cuff (cm), 1.26 (0.25) 2.16 (0.66) 0.014
mean (SD)
Cardinal ligament 1.30 (0.68) 2.79 (1.0) 0.013
(cm), mean
(SD)
Uterosacral 1.47 (0.68) 4.68 (1.25) 0.034




IHC T Cardinal Ligaments




Correlation with Vaginal Cuff

mean resected vaginal cuff (cm)



Ano-manometry Results

Resting anal sphincter |N/S
pressure

Cough anal sphincter N/S
pressure

Maximum sgueeze N/S
pressure increment

First sensation to N/S
defecate

Maximal tolerated N/S
volume




EORTC QLQC30 1 Mean Role
Scores

Role functioning

Assessment points



Conclusionsi LARVH v RAH

A Less radical procedure

A Reduced urinary morbidity

A Urinary morbidity directly related to radicality
A Reduced peri-operative morbidity

A Mild effects on bowel function

A Little effect on quality of life



LARVH / RAH

FicuRe 3, Ligating the vaginal branch of the uterine artery

Resection Ine

vaginal branch of uterine artery

Diagram demonstrates the relationship of the ureter, utenne artery and its cervicavaging branch, and surgcd resachan margins.



Radical Vaginal Trachelectomy

FicuRe 3, Ligating the vaginal branch of the uterine artery
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Resection lne

vaginal branch of uterine artery

Diagram demanstrates the relationship of the ureter, utenne artery and its cervicovaging branch, and surgcd resactan margins.



Obstetrical problems after
trachelectomy

Boss et al. 2005

First and second trimester loss | 29%

Pre-term delivery 30%

(first and second trimester loss
excluded)

Term delivery 41%




Problems related to radical
trachelectomy

F. Alexander-Sefre et al. 2005

Dyspareunia 20%
Excessive vaginal discharge 14%
Chronic pelvic pain 10%
Cervical stenosis 10%
Urinary retention 1%

Dysmenorrhoea 24%
Irregular menses 17%
Prolonged amenorrhea 7%




Complications after conisation

Klaritsch et al. 2006

Menstrual problems 0.1-23%
Cerclage needed 0%
Excessive vaginal discharge 0%
Pre-term delivery 22.4%
Term delivery 74.6%
Perinatal death 0%




Conservative surgery for small
volume stage IB1 disease

A Naik et al 2007 BJOG

A Prospective series over 6 years

A 17 cases

A Tumour volume ranged from 16mm3 to 640mm3
A Loop cone biopsy or simple hysterectomy

A Laparoscopic pelvic lymph node dissection

A All pelvic lymph node negative

A No cases presented with recurrence

A 100% overall survival

A Preserved fertility in all cases considering future childbirth



Burghardt o0s F

Giant Pathological Cross Sections

Measure tumour volume
A Information on the 3 dimension
A FIGO uses a 2 dimensional approach

500mm?

A Risk of node involvement virtually nil
A Risk of parametrial involvement virtually nil

Need for Sophisticated Pathology
A Single specimen
A Well preserved
Serial sections at measured distances
Length, depth and width
Histological Type
Differentiation
LVSI
Uni/multi-focality
Margin involvement
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Radical Abdominal Trachelectomy

Fisure 3. Ligating the vaginal branch of the uterine artery

Location of urator
_ Resection Ine
Yaginal branch of utorine artery

Diagram demonstrates the relationship of the ureter, weenee artery and its cervicovagind bianch, and surgcd resaction maigins



Radical Abdominal Trachelectomy

A Einstein et al. (2009) Gynecol Oncol

APathological Specimens of RAT & RVT
ARAT wider parametrial length

ARAT contained more parametrial nodes















Parametrial Involvement

A Covens et al 2002 Gynecol Oncol
A 842 cases over 16 years (IA1-1B1)
A 6% had positive lymph nodes
A 4% parametrial involvement
A Tumours <2cm, <1cm depth, neg nodes: risk of Pl = 0.6%

A Stegeman et al (2007) Gynecol Oncol
A Literature review
A Tumours <2cm, <1cm depth, neg Ivsi, neg pelvic nodes
A 696 pts (3 studies)
A Parametrial involvement was 0.43%
A Suitable for cone + pelvic node dissection (laparoscopically)

A Pluta et al. (2009) Gynecol Oncol

A SN negative, small volume tumours
A Less radical treatment
A Simple Hysterectomy or Simple Trachelectomy or Cone Biopsy



Nerve Sparing Radical Hysterectomy

A Rob et al. (2010)

ANerve-sparing & individually tailored surgery for
cervical cancer. Lancet Oncology

AReduced urological morbidity

AComparable survival figures



Total Laparoscopic Radical
Hysterectomy (TLRH)

A Lee etal. (2010) AJOG

A Comparable survival outcomes to RAH
Possibly as radical as RAH
More radical than LARVH

Randomised Controlled Trial in progress
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Robotic Surgery
A Boggess et al. (2008) AJOG
A Ergonomic
A Precision
A 3D Vision
A Expensive!!






Total Mesometrial Resection

A Hockel
A Leipzig, Germany

A Lancet Oncol (2009)

A remove the embryologically defined uterovaginal (Millerian) compartment
except its distal part

A Maximum tumour control
A Minimum morbidity

A Avoid need for adjuvant pelvic radiotherapy

A Gien & Covens

A Total mesometrial resection for cancer of the cervix: the future surgical
procedure, or oblivion? Lancet Oncology (2009)



Alternatives to Radical Hysterectomy

Laparoscopic Assisted Radical Vaginal Hysterectomy (LARVH)
Total Laparoscopic Radical Hysterectomy (TLRH)

Robotic Radical Hysterectomy (RRH)

Total Mesometrial Resection (TMMR)

Radical Vaginal Trachelectomy

Radical Abdominal Trachelectomy

Simple Hysterectomy (Abd / Vag / LAVH / TLH)

Simple Trachelectomy
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Cone Biopsy



Pelvic Node Dissection ??

A Cibula & Abu-Rustum. (2010)

APelvic lymphadenectomy in cervical cancer--
surgical anatomy and proposal for a new
classification system. Gynecol Oncol.



Sentinel Node Assessment

Altgassen et al. (2008) Multicenter validation study of the sentinel
lymph node concept in cervical cancer: AGO Study Group. JCO.

? Reliable in tumours > 2cm size

Gortzak-Uzan et al. (2010) Gynecol Oncol

A SN assessment more sensitive than complete lymphedenecetomy

? Uncertainties
A Ultrastaging
A IHC
A Individual Tumour Cells (ITC)



Anterior Lymphoscintogram













