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as PET-CT and PET-MRI, began to be increasingly used not only
in high and middle-income countries but in many parts of the
LMICs as well. Various studies showed that all these techniques,
including ultrasound in expert hands, yielded comparable results
in evaluation of tumour size. Detection of enlarged pelvic and
para-aortic lymph nodes was also comparable.7-10 Many centres
began to use this information to influence management plans.
With enhanced capability in MIS, sampling of enlarged lymph
nodes became the norm. Even in some LMICs, this became the
standard of care, whether done by the MIS route or laparotomy.
The information thus gained was used to determine whether the
patient would receive surgery or radiotherapy, and in the case
of the latter, to determine the need for extended field radiation.
Such centres began to use, therefore, a system of “surgical
staging” that was neither uniform nor reproducible.

The International Federation of Gynecology and Obstetrics
(FIGO) was the first organisation to develop a staging system.
Thus cervical cancer was the first cancer to be staged in 1958,
after the culmination of a series of efforts initiated since 1928,
and staging of other organs followed.1 A staging classification
is designed to reflect the survival differences that ensue as the
cancer progresses and spreads. This helps to assess prognosis,
plan optimum management strategies, and compare data
between centres, as well as within centres over a period of time.
It is therefore important that it should be based on universally
applicable knowledge, skills and resources. As advances occur
and data accrue, the classification is revised periodically to reflect
current knowledge and understanding.
The FIGO Committee for Gynecologic Oncology last revised
the staging of cervical cancer in 2009. Although the staging
of endometrial and ovarian cancers had been revised to a
surgico-pathological staging, a decision was taken to retain
the clinical staging as 85% of cervical cancers occur in the low
middle-income countries (LMICs) where facilities for imaging
and pathology are limited.2 However, the clinical staging of
cervical cancer had clear limitations – the volume of the tumour
could not be detected accurately based on clinical examination
alone; parametrial involvement was sometimes fallacious; most
importantly, lymph node involvement could not be detected
clinically, and when found positive at surgery did not change the
stage, even though it was a well known fact that the prognosis
was significantly poorer if there were metastases to the pelvic
nodes and, even worse, if para-aortic nodes were positive.
An important repercussion of the inadequate preoperative
assessment based on clinical methods, along with some basic
investigations that FIGO allowed to change the staging, was
that many patients received multimodal treatment: surgery
was followed by radiation or chemoradiation, which had severe
implications for morbidity even though the mortality might not
be worse.3-6 This also had implications for inappropriate use of
resources in already resource-constrained conditions.

The FIGO Committee for Gynecologic Oncology therefore began
the process of revising the staging in 2016. The process involved
reviewing the literature, drafting the proposal with inputs from all
major gynaecologic oncology society and related organisations,
development of a consensus document and, finally, the revised
staging. This was not an easy task as cervical cancer is a disease
of inequity. Keeping in mind the special considerations such as
socioeconomic factors, resource constraints, and varied access,
it was decided to have an open system that would allow staging
to be based on clinical findings (as before), or use findings on
imaging and/or pathology to change the staging. Thus the
final stage is now to be assigned after investigations or surgery.
Additionally, the most important changes were as follows:
1. In Stage IA, keeping only depth of invasion as the criterion and
removal of the criterion of lateral dimension of 7 mm, as there
was no substantial evidence to support this.
2. In Stage IB, addition of a new cut-off at 2 cm in Stage I, which
is now subdivided as Stage 1B1, 1B2 and 1B3, based on data
from radical trachelectomy that shows a substantial survival
difference at this cut-off.
3. A new Stage IIIC has been added to include all cases with
lymph node involvement, irrespective of other findings. Pelvic
nodes are assigned C1, para-aortic nodes are assigned C2. If
this was determined based on radiological findings, a notation
of r is added (C1r or C2r). If this is based on pathology (cytology
or histology), a notation of p is added (C1p or C2p).

The last decade witnessed significant improvements in the
field of imaging as well as great strides in expertise in the use
of minimally invasive surgical (MIS) techniques in oncology.
Widespread use of imaging modalities like ultrasound, computed
tomography (CT scans), magnetic resonance imaging (MRI) and
positron emission tomography (PET), alone or in combination
http://medpharm.tandfonline.com/toc/ojgo
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The revised FIGO staging was presented at the FIGO World
Congress at Rio de Janeiro in October 201811 and subsequently
published in the International Journal of Gynecology and
Obstetrics.12 It has been hailed by all societies as a great step
forward. However, there remain many controversial issues
that are unresolved at this time. Some of these were present
previously as well, and continue in the grey zone in the present
classification also in the absence of substantial data, e.g.

managed and cared for. Harnessing latest systems of e-platforms
and mobile technology will be the way forward so that LMICs
who bear the brunt of this disease can be in the forefront of
decision-making and care.
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