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ABSTRACT

Objective: We report the results of a panel of Brazilian experts and provide
recommendations for the management of these patients. Material and Methods: The
panel convened composed by 28 local opinion leaders, addressed 59 multiple-choice
questions taking into account the published scientific literature and their own clinical
experience. The level of agreement among panel members was qualified as (1) consensus,
when at least 75% of the voting panel members; (2) majority vote (50%-74.9%); or (3) less
than majority vote. Results: There was at least majority vote for eight of 10 questions on
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staging and follow-up; for 14 of 23 questions on the treatment of early-stage disease; for
12 of 14 questions related to the treatment of locally-advanced disease; and for seven of
the 12 questions related to the treatment of recurrent/metastatic disease. Conclusion:
The current recommendations may help practitioners from Brazil and other countries to
improve the care they provide to patients.

Keywords: Chemoradiotherapy; Gynecologic surgical procedures; Immune checkpoint
inhibitors; Platinum compounds; Uterine cervical neoplasms.

RESUMO

Objetivo: Relatamos os resultados de um painel de especialistas brasileiros e fornecemos
recomendag¢Bes para o manejo desses pacientes. Material e Métodos: O painel
constituido por 28 formadores de opiniao locais, abordou 59 quest8es de escolha multipla
tendo em conta a literatura cientifica publicada e a sua prépria experiéncia clinica. O nivel
de concordancia entre os membros do painel foi qualificado como: (1) consenso, quando
pelo menos 75% dos membros do painel votaram; (2) voto majoritario (50%-74,9%); ou (3)
menos do que a maioria dos votos. Resultados: Houve pelo menos maioria de votos para
oito das 10 questdes sobre estadiamento e acompanhamento; para 14 de 23 perguntas
sobre o tratamento da doenga em estagio inicial; para 12 das 14 questdes relacionadas
ao tratamento da doenca localmente avancada; e para sete das 12 questdes relacionadas
ao tratamento da doenca recorrente/metastatica. Conclusao: As recomendacdes atuais
podem ajudar profissionais do Brasil e de outros paises a melhorar o atendimento que
prestam aos pacientes.

Descritores: Quimiorradioterapia; Procedimentos cirurgicos ginecolégicos; Inibidores do
checkpoint imunolégico; Compostos de platina; Neoplasias do colo uterino.

INTRODUCTION

Worldwide, 604,000 new cases of, and 342,000
deaths from, cervical cancer were estimated in 2020,
making it the fourth most frequent malignancy and
fourth cause of cancer death among females."
The burden of cervical cancer has been unequally
distributed between low-/middle-income (LMIC) and
high-income countries (HIC) for several decades.
(12 Although the incidence of, and mortality from,
cervical cancer have decreased by nearly 75% over
the past 50 years in HIC, around 85% of new cases
of this disease are diagnosed in LMIC.M*4 |n HIC, the
reduced burden of cervical cancer has been ascribed
mostly to the use of effective screening programs
and the ability to diagnose and treat patients with
non-invasive lesions; conversely, low population
coverage, poor-quality cytology, incomplete follow-
up of screen-positive women, and barriers to
effective treatment are thought to underlie the
relatively unsuccessful control of cervical-cancer in
LMIC.@35

In Brazil, cervical cancer is the third most

have been reported recently.®'® Moreover, regional
disparities have been reported to impact survival
rates after adjustment for relevant covariates,
suggesting that inequalities in access to adequate
treatment plays an important role in outcomes.®
Although such inequalities might be linked to various
socioeconomic factors2' as well as to treatment
delays,®'51 disparities in survival rates and other
treatment outcomes may be linked to heterogeneity
in access to and implementation of evidence-based
medical care. Our aim was to report the results
of a panel of experts and provide countrywide
recommendations for the management of patients
with cervical cancer.

MATERIAL AND METHODS

The expert panel was composed by 28 physicians
from Brazil; these physicians are opinion leaders on
cervical cancer intheir respective fields of gynecologic
oncology, medical oncology, and radiation oncology.
The panel was coordinated by a committee
composed by three of the current authors (GB, FCM
and EP), who prepared 59 multiple-choice questions

frequent malignancy among women,® and recent
studies suggests that most patients are diagnosed
with locally advanced or metastatic disease.’?
These findings likely reflect inadequate screening
strategies, where below-target rates of Pap smears

addressing issues related to staging, follow-up and
treatment of early-stage, locally advanced, and
recurrent or metastatic cervical cancer. The panel
convened by teleconference in December 2021 and
was made possible by an educational grant from
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Merck, Sharp & Dohme, who had no influence on
the creation of the questions, the panel conduct, or
the writing of the manuscript, all of which resting
under the entire responsibility of the coordinating
committee and authors.

In order to provide recommendations, panel
members were expected to take into account the
published scientific literature and their own clinical
experience. For each question, voters had the option
to abstain when they felt impeded to provide a
qualified response for any reason, including the fact
that the topic fell outside their area of expertise (mostly
surgical versus medical oncology). Of note, the staging
system used by the panel was the 2018 International
Federation of Obstetrics and Gynecology classification.
M Recommendations were provided in an anonymous
manner using an online system that also tabulated
the results after the end of the voting period for each
question. The results for each of the 59 questions
addressed by the panel were analyzed descriptively,
havinginthe denominator onlythe memberswhovoted
for a specific question. The computed percentages
of responses to each question included the option
“abstain” in their denominator. The level of agreement
among voters was ascertained by classifying responses
to each question as (1) consensus, (2) majority vote, or
(3) less than majority vote. Consensus was considered
to be present when at least 75% of the voting panel
members chose a particular answer to a given question.
When between 50% and 74.9% of the voting members
chose a particular answer, this was considered as
majority vote. The 59 questions posed to the panel are
displayed in the Supplementary Materials, alongside
the detailed results of the voting process. In the
following, however, only consensus recommendations
and majority vote are shown; for the latter, more than
two options are shown when panel members had
chosen only two predominant answers.

RESULTS
1. Surveillance and staging of cervical cancer

1.1. Consensus recommendations

1.1.1. Vaginal cytology should be performed in
patients with early-stage cervical cancer who have
undergone radical hysterectomy.

1.1.2. Patients treated curatively for early-stage
disease (<IB2) should be followed every 3 months for
the first 2 years and every 6 months until completion
of 5 years from treatment.

1.1.3. Patients treated curatively for locally-
advanced disease should be followed every 3-6
months for the first 2 years and every 6-12 months
until completion of 5 years from treatment.

1.2. Majority vote

1.2.1. The additional imaging methods for stage
IB1 or IB2 disease are magnetic resonance imaging
(MRI) of the abdomen and pelvis, and chest X-ray.
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1.2.2. The additional imaging methods for stage
<IB1 disease in which radical trachelectomy is being
considered are MRI of the abdomen and pelvis, and
chest X-ray.

1.2.3. The additional imaging methods for stage
IB3-IVA disease are MRI of the abdomen and pelvis,
and positron emission tomography (PET)-computed
tomography (CT).

1.2.4. Patients with an indication for
chemoradiotherapy and suspected para-aortic
lymph nodes (by PET-CT, MRI or CT) can start
treatment with  extended-field radiotherapy;
however, surgical staging is also an option, albeit
with less than majority vote.

1.2.5. The follow-up of patients treated curatively
for locally-advanced disease consists of physical
examination, vaginal cytology, CT or MRI of the
abdomen and pelvis, and chest X-ray.

2. Treatment of early-stage disease

2.1. Consensus recommendations

2.1.1. Patients with stage IB1/IB2 disease who are
not concerned with fertility preservation should be
treated with radical hysterectomy and lymph node
assessment.

2.1.2. Patients with stage IB1 disease who are
concerned with fertility preservation should be
treated with radical trachelectomy and lymph node
assessment.

2.1.3. Patients with stage IB3 to IIB disease
should be treated with chemoradiation followed by
brachytherapy.

2.1.4. Patients with early-stage disease meeting
Sedlis criteria (lymphovascular space invasion,
cervical stromal invasion, or tumor size >2-4cm)
after surgical treatment should receive adjuvant
radiotherapy.

2.1.5. Patients with early-stage disease with
at least one high-risk feature (positive surgical
margins, positive lymph node, or parametrial
involvement) after surgery should receive adjuvant
chemoradiation.

2.1.6. Patients with micrometastasis (0.2-2mm)
in the sentinel lymph node (SLN) should receive
adjuvant chemoradiation.

2.2. Majority vote

2.2.1. Patients with stage IA1 disease with
lymphovascular space or IA2 diagnosed by conization
and with free margins who are not concerned with
fertility preservation can be treated with radical
hysterectomy and lymph node assessment; however,
simple hysterectomy and lymph node assessment is
also an option, albeit with less than majority vote.

2.2.2. Patients with stage IIAT who are not
concerned with fertility preservation can be



treated with radical hysterectomy and lymph node
assessment; however, chemoradiation is also an
option, albeit with less than majority vote.

2.2.3. Patients with stage IA1 disease, without
lymphovascular space invasion, diagnosed by
conization and with free margins who are concerned
with fertility preservation can be treated with simple
trachelectomy; however, no additional intervention
is also an option, albeit with less than majority vote.

2.2.4. Patients with stage IA1 disease with
lymphovascular space invasion or 1A2, diagnosed by
conization and with free margins who are concerned
with fertility preservation can be treated with radical
trachelectomy and lymph node assessment.

2.2.5. As a general rule, laparotomy is indicated
for the surgical treatment of tumors <4cm.

2.2.6. As a general rule, SLN evaluation is
sufficient in patients with stage IA1 tumors with
lymphovascular space invasion or |A2.

2.2.7. As a general rule, SLN evaluation followed
by lymphadenectomy is the proper procedure for
patients with stage IB2 tumors.

2.2.8. As a general rule, observation is sufficient
for patients with isolated tumor cells (<0.2mm) in the
SLN who does not fulfill Sedlis criteria and is not at
high risk factors.

3. Treatment of locally-advanced disease

3.1. Consensus recommendations

3.1.1. Patients with stages IlIA to IVA disease
should be treated with chemoradiation followed by
brachytherapy.

3.1.2. Adjuvant chemotherapy should not be
recommended after definitive treatment with
chemoradiotherapy followed by brachytherapy.

3.1.3. Neoadjuvant chemotherapy followed by
surgery should be recommended for patients with
stages IB3, [IA2, and IIB disease if radiotherapy is not
available.

3.1.4. Adjuvant hysterectomy should not
recommended in stages IB3 to IVA and complete
clinical response to chemoradiation followed by
brachytherapy and no evidence of disease on
physical examination or imaging.

3.1.5. If free margins are deemed feasible,
hysterectomy should be recommended to patients
with locally-advanced disease who undergo
chemoradiation followed by brachytherapy and
persist with biopsy-confirmed residual disease in the
cervix.

3.1.6. Extended-field chemoradiation followed by
brachytherapy should be recommended to patients
suspected or pathology-confirmed para-aortic lymph
node involvement.
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3.1.7. Patients with HIV/AIDS or other types
of immunosuppression should be treated, like
immunocompetent patients, with chemoradiation
followed by brachytherapy.

3.1.8. Weekly cisplatin should be the preferred
radiosensitizing agent.

3.1.9. Carboplatin should be wused as
radiosensitizing agent in patients who are not eligible
to receive cisplatin.

3.2. Majority vote

3.2.1. If brachytherapy is not available or not
feasible due to anatomical changes, patients
with stages IB3 to IVA disease can be treated with
chemoradiation followed by boost external-beam
radiation.

4. Treatment of recurrent or metastatic disease

4.1. Consensus recommendation

4.1.1. The first-line treatment for HIV/AIDS and
other immunosuppressed patients who are stable
from the standpoint of the underlying disease should
be the same as for immunocompetent patients.

4.2. Majority vote

4.2.1. When locoregional salvage treatment is
not feasible and there are no contraindications for
platinum or antiangiogenic therapy, if sufficient
resources are available, first-line treatment can
be done with a platinum agent, paclitaxel and
pembrolizumab, with or without bevacizumab;
however, a platinum agent and paclitaxel, with or
without bevacizumab, is also an option, albeit with
less than majority vote.

4.2.2. Patients with potentially resectable
local recurrence without suspected lymph node
involvement and without comorbidities who have
undergone previous surgery without adjuvant
treatment can be treated with chemoradiation;
however, salvage surgery can be done before
chemoradiation, albeit with less than majority vote.

4.2.3. Patients with potentially resectable
locoregional recurrence in a previously irradiated
area without suspected lymph node involvement can
be treated with salvage surgery; however, salvage
surgery followed by chemotherapy is also an option,
albeit with less than majority vote.

4.2.4. Patients with potentially resectable
locoregional lymph node recurrence in a previously
irradiated area and without comorbidities can
be treated with salvage surgery followed by
chemotherapy; however, salvage surgery alone is
also an option, albeit with less than majority vote.

4.2.5. Patients treated with a first-line platinum-
based therapy within <6 months who need second-
line treatment can be treated with immunotherapy.
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4.2.6. Patients with previously treated metastatic
disease for whom no clinical trial is available can
be treated with best supportive care alone if they
have a performance status >2 (not due to the latest
treatment).

DISCUSSION

This consensus panel aimed to provide
recommendations for management of patients
with cervical cancer in Brazil, and the results may
be applicable to countries and settings with similar
healthcare environments. It should be noted that
the questions posed to the panel include both
those about issues that have supporting literature
with high-level evidence and those for which
there is considerable uncertainty and controversy
in the scientific community. For the first type of
question, consensus elicitation is aimed mostly
at confirming that international and evidence-
based recommendations are feasible and have
high enough uptake in our country. For the second
type of question, consensus elicitation - not always
successful - aimed mostly at providing guidance to
practitioners based on the opinion of experts in their
corresponding fields.

Regarding staging and follow-up of patients with
cervical cancer, there was at least majority vote for
eight of 10 questions posed to the panel. The role
of vaginal vault cytology in the follow-up of patients
treated for early-stage disease, although limited
(or absent, according to some authors!"®' appears
sufficient to warrant its recommendation in some
guidelines.@2) Similarly, the panel recommended
by majority vote the inclusion of vaginal cytology
as part follow-up for patients with locally-advanced
disease (alongside physical examination and imaging
studies). With regard to the frequency of follow-up,
despite no study provides high-level evidence in
cervical cancer, the current panel recommendations
are in line with those from the European Society
of Gynecological Oncology (ESGO).'® Regarding
imaging methods for staging, the panel provided
majority recommendation for MRI of the abdomen
and pelvis and chest X-ray for stage <IB3 disease,
and MRI of the abdomen and pelvis plus PET-CT for
stage IB3-IVA disease. These recommendations are
in line with those provided by ESGO and the National
Comprehensive Cancer Network (NCCN),(829 as well
as with increasing evidence for the utility of PET-CT
in locally advanced disease.?? Finally, the majority
recommendation of extended-field radiotherapy for
patients with suspected involvement of para-aortic
lymph nodes scheduled to receive chemoradiation
is also supported by current guidelines.®20 The two
questions for which there was more considerable
uncertainty related to additional imaging methods
required in patients with microscopic disease in a
cone specimen (stage IA1 with lymphovascular space
invasion or IA2), and the follow-up of patients with
stage IA-IB2 disease treated with curative intent (see
Supplementary Materials).
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There was at least a majority vote for 14 of 23
questions on the treatment of early-stage disease
posed to the panel. Consensus recommendations for
radical hysterectomy and lymph node assessment
for patients with stage IB1/IB2 disease who are not
concerned with fertility preservation, and radical
trachelectomy and lymph node assessment for
patients with stage IB1 disease concerned with
fertility preservation are in line with international
guidelines.®29 | jkewise, the recommendations
of chemoradiation followed by brachytherapy for
patients with stage IB3 to IIB disease and of adjuvant
radiotherapy for patients with early-stage disease
meeting Sedlis criteria® are in line with those
same guidelines. Moreover, the recommendation
of adjuvant chemoradiation in patients with
early-stage disease with at least one high-risk
feature is supported by randomized evidence and
guideline recommendations.'®2024 Finally, there
was consensus recommendation for adjuvant
chemoradiation for patients with micrometastasis in
the SLN; this recommendation, supported by ESGO
guidelines,® is based on the adverse prognostic
role of micrometastasis,® regardless of the lack of
evidence from therapeutic randomized trials.

In addition to the above issues, for which there
was consensus, the literature about the treatment
of patients with early-stage disease is characterized
by general agreement on several important issues.
(1920 For example, patients with stage |A1 disease
without lymphovascular space invasion can be
managed with conization or simple trachelectomy
if they wish to preserve fertility, whereas simple
hysterectomy can be offered otherwise. In stage
IA1T with lymphovascular space invasion, surgical
assessment of pelvic lymph nodes assumes greater
importance. In patients with stage IA2, 1B and IIA
disease, radical hysterectomy with bilateral lymph
node dissection is standard treatment for patients
not concerned with fertility. Radical hysterectomy
and lymph node assessment was recommended
by majority vote for patients with stage IA1 disease
with LVI, IA2 diagnosed by conization and with free
margins, and for patients with IIA1 disease, all of
whom not concerned with fertility preservation.
However, alternatives suggested by the panel were
simple hysterectomy and lymph node assessment
for stage IA1 disease with lymphovascular space
invasion or stage IA2 diagnosed by conization and
with free margins, as well as chemoradiation for
stage IIA1 disease. The lack of clear consensus for
treatment of these patients reflects current doubts
in the literature. For patients concerned with fertility
diagnosed by conization and with free margins,
the panel recommended by majority vote simple
trachelectomy for patients with stage IA1 disease,
without lymphovascular space invasion, and radical
trachelectomy and lymph node assessment for
those with stage IA1 disease with lymphovascular
space invasion or |A2.



The assessment of the SLN, whose definitiveroleis
the subject of ongoing studies,??" can be considered
from stage IA1 with lymphovascular space invasion
to stage IIA disease.®29 The panel recommended
SLN evaluation alone in patients with stage IA1
tumors with lymphovascular space invasion or 1A2,
and SLN evaluation followed by lymphadenectomy
for stage IB2 tumors. For patients with isolated
tumor cells (<0.2mm) in the SLN not fulfilling Sedlis
criteria and not at high risk, the panel recommended
by majority vote no further intervention. Of note,
the management of patients with isolated tumor
cells remains controversial.?2? Surgical approach,
whether by laparotomy or laparoscopy (which can
be robotically assisted), is still subject to debate or
local preference,®® but the panel recommended by
majority vote laparotomy for the surgical treatment
of tumors <4cm, in line with recent evidence favoring
open surgery.2031.32)

There was at least a majority vote for 12 of
14 questions related to the treatment of locally-
advanced disease. This level of agreement likely
reflects the fact that the management of patients
with locally-advanced cervical cancer is based on
widely accepted strategies. For example, cisplatin-
based chemoradiation plays a key role in the
management of these patients.?*3 Moreover,
as indicated by the panel, weekly cisplatin is the
preferred radiosensitizing agent, but carboplatin
should be wused as radiosensitizing agent in
patients who are not eligible to receive cisplatin.®¥
Chemoradiation followed by brachytherapy should
also be administered to suitable HIV/AIDS patients,
notwithstanding their inferior survival, when
compared with their HIV-negative counterparts.©>3%)
On the other hand, constraints may exist is many
institutions when it comes to applying state-of-the
art treatment strategies. This is particularly relevant
in areas where surgeons do not have full training in
gynecologic oncology. Even though cisplatin-based
concomitantchemoradiationleadstosuperiorresults
when compared with neoadjuvant chemotherapy
followed by radical surgery,®” radiotherapy may not
be available in some centers, the likely reason why
the panel recommended neoadjuvant chemotherapy
followed by surgery for patients with stages IB3,
[IA2 and IIB disease if radiotherapy is not available.
Other positive consensus recommendations were
for hysterectomy in patients with locally-advanced
disease who undergo chemoradiation followed by
brachytherapy and persist with biopsy-confirmed
residual disease in the cervix, as long as free
margins are deemed feasible,®*® and for extended-
field chemoradiation followed by brachytherapy for
patients suspected or pathology-confirmed para-
aortic lymph node involvement.®29 On the other
hand, there were consensus recommendations
against adjuvant hysterectomy in stages I1B3 to IVA
and complete clinical response to chemoradiation
followed by brachytherapy,®® and against adjuvant
chemotherapy after definitive treatment with
chemoradiotherapy followed by brachytherapy.

Key issues in the management of cervical cancer: consensus recommendations by a Brazilian expert panel

204041 Finally, if brachytherapy is not feasible, there
was majority vote in favor of treating patients with
stages IB3 to IVA disease with chemoradiation
followed by boost external-beam radiation.¥

Regarding locally-advanced disease, it should
be noted that recommendation 3.1.2 above
accounts for the results of two questions related
to adjuvant chemotherapy after chemoradiation
and brachytherapy - see Supplementary Material,
questions 35 and 36). Moreover, majority vote was
also obtained for a question on what neoadjuvant
chemotherapy regimen should be used; since 70.8%
of members expressed that they do not recommend
neoadjuvant therapy, this question is only shown in
the Supplementary Material (question 46). Therefore,
only 10 recommendations are shown in the “Results”
section above - 3.1.1.

Notably, consensus was reached for only one
question related to the treatment of recurrent
or metastatic disease, whereas a majority vote
was present for an additional six of the total of
12 questions. This level of agreement among
panel members likely reflects, at least in part, the
controversies and insufficient evidence base for
the management of recurrent or metastatic cervical
cancer. The only consensus recommendation in
this setting was for the use of conventional first-
line treatment of patients with HIV/AIDS or other
immune deficiencies who are stable from their
underlying condition. Even though the evidence
base for such a recommendation is still scarce, the
recommendation is supported by expert opinion
and limited studies.?*4? By majority vote, first-
line treatment can be done with a platinum agent,
paclitaxel and pembrolizumab, with or without
bevacizumab if locoregional salvage treatment is
not feasible and there are no contraindications;“?
alternatively, treatment can be done with a platinum
agent and paclitaxel, with or without bevacizumab.®+
4) Of note, there was less than majority vote for the
need to have programmed cell death ligand 1 (PD-
L1) positivity for the use of immunotherapy in the
first or second line, likely as a consequence of recent
results demonstrating benefit in all subgroups of PD-
L1 expression when using pembrolizumab in the first
line,*and notwithstanding the requirement for such
positivity in second line.“” For patients treated with
a first-line platinum-based therapy within <6 months
who need second-line treatment, immunotherapy
was suggested by majority vote, and by 44% of
voters for patients progressing >6 months after first-
line platinum-based therapy (see Supplementary
Materials, question 55).4850 Even though the panel
emphasized poor performance status as the major
indication for best supportive care.*"?

With regard to salvage locoregional therapy,
panel recommendations clearly reflected current
controversies in the literature. Chemoradiation
was preferred to salvage surgery followed by
chemoradiation (the latter with less than majority
vote) for patients with previous surgery without
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adjuvant treatment and with potentially resectable
local recurrence without suspected lymph node
involvement. Despite the absence of randomized
trials, cisplatin-based chemoradiation is the
treatment of choice when feasible for patients not
previously exposed to radiation therapy.?%5359 For
patients with potentially resectable recurrence in a
previously irradiated area without suspected lymph
node involvement, salvage surgery was preferred
to salvage surgery followed by chemotherapy (the
latter with less than majority vote). In this setting,
salvage surgery is arguably the only modality with
potential for cure.®%*” Finally, salvage surgery
followed by chemotherapy was preferred to salvage
surgery alone (the latter with less than majority vote)
for patients with potentially resectable locoregional
lymph node recurrence in a previously irradiated
area and without comorbidities.

Although the current recommendations are
generally in line with those from international
guidelines, such as from ESGO,"® the European
Society of Medical Oncology,®*® and NCCN,?° the
implementation of international guidelines is often
challenging in countries facing resource limitations
or unique health-care landscapes.®*¢% One option for
these countries is to follow adapted guidelines from
prominent organizations, such as the American Society
of Clinical Oncology®”and NCCN.®2%3 Another option is
to develop country-specific guidelines and consensus
panels, as we did in the current work. We hope that
the current recommendations may help practitioners
from Brazil and other countries to improve the care
they provide to women with cervical cancer.
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Consensus panel questions and answers.

Q# Question Answers

After the diagnosis of
microscopic cervical
cancer in a cone
specimen (stage
IA1 with positive
lymphovascular
involvement or 1A2),
is it necessary to
perform any additional
imaging staging tests?

A. Abdominal/pelvic/transvaginal ultrasound and chest X-ray; 0.0% (0/21)
B. CT of the abdomen and pelvis and chest X-ray; 23.8% (5/21)

C. Abdominal, pelvic, and chest CT; 4.8% (1/21)

D. MRI of the abdomen and pelvis and chest X-ray; 47.6% (10/21)

E. MRI of abdomen and pelvis and PET-CT; 0.0% (0/21)

F. None; 23.5% (5/21)

G. Abstention 0.0% (0/21)

. Abdominal/pelvic/transvaginal ultrasound and chest X-ray; 0.0% (0/21)
. CT of the abdomen and pelvis and chest X-ray; 9.5% (2/21)
. Abdominal, pelvic, and chest CT; 4.8% (1/21)
. MRI of the abdomen and pelvis and chest X-ray; 61.9% (13/21)
MRI of abdomen and pelvis and PET-CT; 23.8% (5/21)
None; 0.0% (0/21)
. Abstention 0.0% (0/21)

Which additional
imaging method is
indicated for cervical
cancer, clinical stage
IB1 or IB2 (FIGO
2018)?

Which additional
imaging method is
indicated for cervical
3 cancer, clinical stage
IB1 or lower if radical
trachelectomy is being
considered?

. Abdominal/pelvic ultrasound and chest X-ray; 4.8% (1/21)

. Abdominal and pelvic CT and chest X-ray; 4.8% (1/21)

. Abdominal, pelvic, and chest CT; 0.0% (0/21)

. Abdominal and pelvic MRI and chest X-ray; 66.7% (14/21)
MRI of abdomen and pelvis and PET-CT; 23.8% (5/21)
None; 0.0% (0/21)

. Abstention 0.0% (0/21)

. Abdominal/pelvic/transvaginal ultrasound and chest X-ray; 0.0% (0/22)
. CT of the abdomen and pelvis and chest X-ray; 9.1% (2/22)
. Abdominal, pelvic, and chest CT; 4.5% (1/22)
. MRI of the abdomen and pelvis and chest X-ray; 13.6% (3/22)
MRI of abdomen and pelvis and PET-CT; 72.7% (16/22)
None; 0.0% (0/22)
. Abstention 0.0% (0/22)

Which additional
imaging method is
indicated for clinical

stages IB3-IVA?

N
MMM OMMMOMNT> | OTMON T >

What is the next
step in patients with  A. Surgical staging; 45.5% (10/22)
an indication for B. Image-guided percutaneous biopsy; 4.5% (1/22)
5 chemoradiotherapy C. Start treatment without further investigation with extended field
and suspected para-  radiotherapy; 50.0% (11/22)
aortic lymph nodes (by D. Abstention 0.0% (0/22)
PET-CT, MRI or CT)?

For patients with
early-stage cervical
cancer who have A. Yes; 81.8% (18/22)
6 undergone radical B. No; 18.2% (4/22)
hysterectomy, should  C. Abstention 0.0% (0/22)
vaginal cytology be
performed?

A. Every 3 months for the first 2 years; thereafter, every 6 months up to 5
years from treatment; 76.2% (16/21)

B. Every 6 months up to 5 years from treatment; 4.8% (1/21)

C. Annually up to 5 years after treatment; 0.0% (0/21)

D. Every 6 months for the first 2 years, thereafter, annually until 5 years
from treatment; 19.0% (0/21)

E. None; 0.0% (0/21)

F. Abstention 0.0% (0/21)

How often do you
follow patients treated
7 with early-stage
disease (<IB2) after
curative treatment?
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What is the best
follow-up for patients
with early-stage
8 cervical cancer (FIGO
2018 1A-IB2) who
have had curative
treatment?

A. Physical examination and imaging tests only in case of suspected
recurrence; 10.0% (2/20)

B. Physical examination, laboratory tests and imaging tests only in case of
suspected recurrence; 15.0% (3/20)

C. Physical examination, laboratory tests, vaginal cytology and imaging tests
only in case of suspected recurrence; 45.0% (9/20)

D. Physical examination, vaginal cytology, pelvic abdominal computed
tomography and chest X-ray; 20.0% (4/20)

E. Physical examination, vaginal cytology, HPV-DNA, pelvic abdominal US
and chest X-ray; 10.0% (2/20)

F. None; 0.0% (0/20)

G. Abstention 0.0% (0/20)

How often do you
follow up patients
treated with locally

A. Every 3-6 months for the first 2 years; thereafter, every 6-12 months for
up to 5 years from treatment; 100.0% (22/22)
B. Every 6 months up to 5 years from treatment; 0.0% (0/22)

2 advanced disease C. Annually up to 5 years after treatment; 0.0% (0/22)
after curative D. None; 0.0% (0/22)
treatment? E. Abstention 0.0% (0/22)
A. Physical examination only; 4.5% (1/22)
What is the B. Physical examination, HPV DNA and laboratory work; 0.0% (0/22)
recommended follow- C. Physical examination, laboratory evaluation, PET-CT 3-6 months later,
up assessment for MRI of the pelvis 3-6 months and vaginal cytology; 22.7% (5/22)

10 patients with locally ~ D. Physical examination, vaginal cytology, CT or MRI of the abdomen/pelvis

advanced cervical
cancer (FIGO IB3-IVA)
who have had curative

3-6 months later and chest X-ray; 59.1% (13/22)
E. Physical examination, pelvic abdominal tomography and chest X-ray;
9.1% (2/22)

treatment? F. None; 4.5% (1/22)
G. Abstention 0.0% (0/22)
What is your
recon:rr?waetnrgg?ign for A. Observation after conization 31.8% (7/22)
women with stage B. Adjuvant radiotherapy; 0.0% (0/22)
. 8 C. Radical hysterectomy; 13.6% (3/22)
11 IA1 cervical cancer, ) ! o
no LVI, diagnosed by D. Simple hysterectomy; 40.9% (9/22)
conizétion and free E. Radical trachelectomy; 13.6% (3/22)
. : F. Abstention 0.0% (0/22)
margins (no desired
fertility)?
What is your
recor:\ﬁztr:gzgt)n for A. Observation after conization; 0.0% (0/22)
women with stage 1A1 B. Adjuvant chemoradiotherapy; 0.0% (0/22)
; 8¢ C. Radical hysterectomy + Lymph node evaluation; 54.5% (12/22)
12 cervical cancer with . S
. D. Simple hysterectomy + lymph node evaluation; 45.5% (10/22)
ILV or IA2 diagnosed . . n Ao
by conization and free E. Simple hysterectomy; 0.0% (0/22)
y.con . F. Abstention 0.0% (0/22)
margins (no desired
fertility)?
V\ér:attlrsn)éz?r A. Curative chemoradiotherapy; 13.6% (3/22)
recommendation for B. Curative radiotherapy; 0.0% (0/22)
: . C. Radical hysterectomy + Lymph node evaluation; 81.8% (18/22)
13 women with cervical . S
D. Simple hysterectomy + lymph node evaluation; 4.5% (1/22)
cancer stage FIGO E. Radical h v 0.0% (0/22
2018 1B1, 1B2 (no - Radical | ysterectomy only; 0.0% ( )
! F. Abstention 0.0% (0/22)

desired fertility)?

Brazilian Journal of Oncology | VOL 19:e-20230394 | January-December 2023 | http://www.brazilianjournalofoncology.com.br



Key issues in the management of cervical cancer: consensus recommendations by a Brazilian expert panel

What is your
treatment
recommendation for

A. Curative chemoradiotherapy; 40.9% (9/22)
B. Curative radiotherapy; 0.0% (0/22)
C. Radical hysterectomy + lymph node evaluation; 54.5% (12/22)

14 women with cervical D. Simple hysterectomy + lymph node evaluation; 0.0% (0/22)
cancer stage FIGO E Radical h v 4.5% (1/22
2018 IIA1 (no desired = Radical hysterectomy only; 4.5% (1/22)
N F. Abstention 0.0% (0/22)
fertility)?
What is your
treatment
recommendation for A Would indicate ovarian transposition and curative chemoradiotherapy; 0.0% (0/21)
women with stage B. Indicate ovarian ovarian transposition and curative radiotherapy; 0.0% (0/21)
15 IA1 cervical cancer, C. Would indicate simple hysterectomy with ovarian preservation; 0.0% (0/21)
without LVI, diagnosed  D.Would indicate simple trachelectomy; 52.4% (11/21)
by conization and E. Conization only after free margins; 47.6% (10/21)
free margins, and F. Abstention 0.0% (0/21)
who wish to maintain
fertility?
What is your
treatment - ) i . .
. A. Would indicate ovarian transposition and curative chemoradiotherapy; 0.0% (0/21)
recommendation for - : . . :
. B. Would indicate simple hysterectomy + lymph node evaluation with ovarian
women with stage IA1 C
cervical cancer with presenvation; 0‘0%,(0121) )
16 LV or IA2 diagnosed C. Would indicate simple trachelectomy + lymph node evaluation; 28.6% (6/21)
b < clag D. Would indicate radical trachelectomy + lymph node evaluation; 52.4% (11/21)
y conization and I ation after f ins + Lvmoh nod luation: 9.5% (2/21
clear margins and a E. Onycomzaﬂona er free margins + Lymph node evaluation; 9.5% (2/21)
. o F. Abstention 9.5% (2/21)
desire to maintain
fertility?
What is your A. Would indicate ovarian transposition and curative chemoradiotherapy; 0.0% (0/23)
treatment B. Would indicate simple hysterectomy + lymph node evaluation with ovarian
recommendation for  preservation; 0.0% (0/23)
17 women with stage C. Would indicate simple trachelectomy + lymph node evaluation; 4.3% (1/23)
IB1 cervical cancer D. Would indicate radical trachelectomy + lymph node evaluation; 82.6% (19/23)
who want to maintain  E. Only conization after free margins + Lymph node evaluation; 8.7% (2/23)
fertility? F. Abstention 4.3% (1/23)
What is your A. Would indicate ovarian transposition and curative chemoradiotherapy; 4.2% (1/24)
treatment B. Would indicate radical hysterectomy + lymph node evaluation; 8.3% (2/24)
recommendation for  C. Would indicate simple trachelectomy + lymph node evaluation; 4.2% (1/24)
18 women with stage D. Would indicate radical trachelectomy + lymph node evaluation; 29.2% (7/24)
IB2 cervical cancer E. Would indicate neoadjuvant chemotherapy followed by radical trachelectomy +
who want to maintain  lymph node evaluation; 41.7% (10/24)
fertility? F. Abstention 12.5% (3/24)
. . A. Open (laparotomy); 69.6% (16/23)
What is the surglc.al B. Minimally Invasive (laparoscopic or robotic); 8.7% (2/23)
access for the surgical o . . : . . .
19 > C. Minimally invasive (laparoscopic or robotic) but without the use of a uterine
treatment of cervical ) : . .
manipulator and with a protective vaginal closure maneuver 8.7% (2/23)
cancer (<4 cm)? ;
D. Abstention 13.0% (3/23)
. . A. Open (laparotomy); 45.5% (10/22)
Wh:gi]nsgizga'f:(; ?cc)ﬁess B. Minimally Invasive (laparoscopic or robotic); 18.2% (4/22)
20 C. Minimally invasive (laparoscopic or robotic) but without the use of a uterine

patients with cervical
cancer £2 cm?

manipulator and with a protective vaginal closure maneuver; 31.8% (7/22)
D. Abstention 4.5% (1/22)
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In case of absence of
clinical and imaging
residual tumor
after conization/
trachelectomy and
free margins, which
surgical access is
indicated for the
surgical treatment of
cervical cancer?

21

A. Open (laparotomy); 33.3% (8/24)

B. Minimally Invasive (laparoscopic or robotic), 16.7% (4/24)

C. Minimally invasive (laparoscopic or robotic) but without the use of a uterine
manipulator and with a protective vaginal closure maneuver; 33.3% (8/24)

D. Abstention 16.7% (4/24)

When would simple
hysterectomy be
22 indicated in the
surgical treatment of
cervical cancer?

A. Tumors <2 cm, <10 mm stromal invasion, no ILV and no lymph node metastasis;
47.8% (11/23)

B. All tumors <2 cm; 0.0% (0/23)

C. I do not think simple hysterectomy is appropriate in this setting; 43.5% (10/23)
D. abstention 8.7% (2/23)

What is the proper
procedure for lymph
node evaluation in

A. Pelvic + paraaortic lymphadenectomy; 0.0% (0/23)
B. Sentinel lymph node investigation followed by lymphadenectomy; 30.4% (7/23)

23 atients with stage C. Sentinel lymph node survey only; 60.9% (14/23)
P . & .D. There is no need for lymph node evaluation in this setting; 4.3% (1/23)
IAT tumors with LVI or : o
IA2? E. Abstention 4.3% (1/23)
What is the proper A. Pelvic + paraaortic lymphadenectomy; 8.7% (2/23)
procedure for lymph  B. Sentinel lymph node investigation followed by lymphadenectomy; 47.8% (11/23)
24 node evaluation in C. Sentinel lymph node survey only; 39.1% (9/23)
patients with stage IB1 D. There is no need for lymph node evaluation in this setting; 0.0% (0/23)
tumors? E. Abstention 4.3% (1/23)
What is the proper A. Pelvic + paraaortic lymphadenectomy; 31.8% (7/22)
procedure for lymph  B.Sentinel lymph node investigation followed by lymphadenectomy; 59.1% (13/22)
25 node evaluation in C. Sentinel lymph node survey only; 9.1% (2/22)
patients with stage IB2  D. There is no need for lymph node evaluation in this setting; 0.0% (0/22)
tumors? E. Abstention 0.0% (0/22)
A. Curative treatment with chemoradiotherapy followed by brachytherapy; 100.0%
What is your (22/22)
y B. Neoadjuvant chemoradiotherapy followed by surgery; 0.0% (0/22)
treatment : )
. C. Surgery followed by chemoradiotherapy; 0.0% (0/22)
26 recommendation for d )
. D. Neoadjuvant chemotherapy followed by surgery; 0.0% (0/22)
women with stage 1B3 i h h followed bv radioth 0 0o
to IIB cervical cancer? E. Neoa !uvant chemotherapy followed by radiotherapy; O.QA; (0/22)
* F.Neoadjuvant chemotherapy followed by surgery and radiotherapy; 0.0% (0/22)
G. Abstention 0.0% (0/22)
After an incidental
diagnosis of
IA2 without
lymphovascular A. Strict follow-up; 47.4% (9/19)
invasion in asimple  B. External radiotherapy; 0.0% (0/19)
27 hysterectomy C. Simultaneous chemoradiation; 5.3% (1/19)

specimen and
absence of enlarged
pelvic lymph nodes
assessed by computed
tomography, what is
the best approach?

D. Colpectomy + parametrectomy + Pelvic lymphadenectomy; 15.8% (3/19)
E. Pelvic lymphadenectomy; 31.6% (6/19)
F. Abstention 0.0% (0/19)
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What is your
treatment
recommendation
for early-stage
women who meet

A. Observation; 0.0% (0/23)
B. Adjuvant radiotherapy; 82.6% (19/23)

28 Sedlis criteria after C. Concomitant adjuvant chemoradiotherapy; 17.4% (4/23)
surgical treatment D. Adjuvant chemotherapy; 0.0% (0/23)
(lymphovascular E. Abstention 0.0% (0/23)
invasion, cervical
stromal invasion, or
tumor size >2-4 cm)?
What is your
treatment
recommendation for
women with early- A. Observation; 0.0% (0/22)
stage cervical cancer  B.Adjuvant radiotherapy; 0.0% (0/22)
29 after surgery with C. Concomitant adjuvant chemoradiotherapy; 95.5% (21/22)
at least one high- D. Adjuvant chemotherapy; 0.0% (0/22)
risk feature (positive  E. Concomitant adjuvant chemoradiotherapy followed by chemotherapy; 4.5% (1/22)
surgical margins, F. Abstention 0.0% (0/22)
positive lymph node,
or compromised
parametrium)?
What is your
r:;f)urc;?ﬁ?g:atignne:;r A. Observation; 68.2% (15/22)
adl . B. Adjuvant radiotherapy; 13.6% (3/22)
in the case of isolated : . )
C. Concomitant adjuvant chemoradiotherapy; 18.2% (4/22)
30 tumor cells (<0.2 mm) di h h .
in the sentinel lymph D.A Juvanjcc emqt erapy; 0.0%(0(22)
. . E. Concomitant adjuvant chemoradiotherapy followed by chemotherapy; 0.0% (0/22)
node in a patient .
. . F. Abstention 0.0% (0/22)
without Sedlis criteria
or at high risk?
re!(\)/gaé]i’nygal{ciron A. Observation; 8.7% (2/23)
for adiuvant B. Adjuvant radiotherapy; 8.7% (2/23)
I C. Concomitant adjuvant chemoradiotherapy; 82.6% (19/23)
31 treatment in case of . Mo
micrometastasis (0.2-2 D. AdJuvanfc chemqtherapy, 0.0A;(0_/23)
. . E. Concomitant adjuvant chemoradiotherapy followed by chemotherapy; 0.0% (0/23)
mm) in the sentinel .
F. Abstention 0.0% (0/23)
node?
Do you recommend
vaginal vault
e)'ftr :rc:g’ltt‘aeéfopt{qgger A. Yes (for both scenarios), 35.0% (7/20)
25 a booster forpy' B. Yes (for Peters criteria only); 15.0% (3/20)
’ H H H . 0,
32 patients with early- C. Yes (for Sedlis criteria only); 5.0% (1/20)

stage cervical cancer
in the presence of
intermediate or
high-risk features
(Sedlis or Peters)?

D. Recommend only for positive vaginal margin; 40.0% (8/20)
E. | don't recommend it ;5.0% (1/20)
F. Abstention 0.0% (0/20)

Brazilian Journal of Oncology | VOL 19:e-20230394 | January-December 2023 | http://www.brazilianjournalofoncology.com.br @



Key issues in the management of cervical cancer: consensus recommendations by a Brazilian expert panel

In cervical cancer
patients scheduled for
radical hysterectomy
and pelvic
33 lymphadenectomy,
if you find suspicious
lymph nodes early in
surgery, what is your
recommendation?

A. Proceed with surgery as planned (radical hysterectomy with pelvic + para-aortic
lymphadenectomy); 0.0% (0/22)

B. Resect the suspected lymph node and send it for freezing. In case of confirmed
metastasis, abort the surgery without any further dissection; 27.3% (6/22)

C. Resect the suspected lymph node and send it for freezing. In case of confirmed
metastasis, perform pelvic lymphadenectomy and maintain the uterus; 9.1% (2/22)
D. Resect the suspected lymph node and send it for freezing. In case of confirmed
metastasis, perform para-aortic lymphadenectomy to staging and maintain the
uterus; 40.9% (9/22)

E. Resect the suspected lymph node and send it for freezing. In case of confirmed
metastasis, perform pelvic + para-aortic lymphadenectomy and maintain the uterus;
18.2% (4/22)

F. Abstention 4.5% (1/22)

A. Surgery followed by radiotherapy; 0.0% (0/23)

What is your B. Surgery followed by chemoradiotherapy; 0.0% (0/23)
treatment C. Neoadjuvant chemotherapy followed by surgery; 0.0% (0/23)
34 recommendation for  D. Curative treatment with chemoradiotherapy followed by brachytherapy;
women with stage llIB 100.0% (23/23)
through IVA cervical ~ E. Neoadjuvant chemotherapy followed by surgery and radiotherapy; 0.0% (0/23)
cancer? F. Neoadjuvant chemotherapy followed by radiotherapy; 0.0% (0/23)
G. Abstention 0.0% (0/23)
Do you recommend
cheargjctjt\r/waer:g A. Yes, for all cases of locally advanced disease; 4.5% (1/22)
€rapy B. Yes, only for positive lymph nodes (pelvic or para-aortic); 0.0% (0/22)
after definitive o ) )
35 . C. Yes, only for positive para-aortic lymph nodes; 4.5% (1/22)
treatment with ) o
chemoradiotherapy D. No; 86.4% (19/22)
E. Abstention 4.5% (1/22)
followed by
brachytherapy?
A. Carboplatin and paclitaxel; 4.5% (1/22)
If adjuvant B. Cisplatin and paclitaxel; 4.5% (1/22)
36 chemotherapy is C. Cisplatin and gemcitabine; 9.1% (2/22)
indicated, which D. Another regimen; 0.0% (0/22)
regimen? E. I do not recommend adjuvant chemotherapy; 77.3% (17/22)
F. Abstention 4.5% (1/22)
lr;gs;ﬁ?;j \;\It';hé()ch'a?)lly A. Isolated chemotherapy; 0.0% (0/22)
ge'8> g Neoadjuvant chemotherapy followed by surgery; 77.3% (17/22)
IIA2 and IIB cervical ;
. C. Isolated surgery; 0.0% (0/22)
37 cancer, what is the )
D. Surgery followed by chemotherapy; 18.2% (4/22)
best treatment when ;
radiotherapy is not E. None; 0.0% (0/22)
Py F. Abstention 4.5% (1/22)

available?

In situations where
brachytherapy is
not feasible (due to
anatomical changes
38 or unavailability of
brachytherapy) how
do you treat patients
with cervical cancer in
stages IB3 to IVA?

A. Chemoradiotherapy followed by surgery; 17.4% (4/23)

B. Chemoradiotherapy followed by external radiotherapy boost; 69.6% (16/23)

C. Chemoradiotherapy only and reserve surgery in case of residual disease; 13.0% (3/23)
D. Neoadjuvant chemotherapy followed by surgery; 0.0% (0/23)

E. Neoadjuvant chemotherapy followed by surgery and radiotherapy; 0.0% (0/23)

F. Abstention ; 0.0% (0/23)
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Patients with cervical
cancer in stages IB3
to IVA and complete
clinical response
with combined
treatment followed

A. Yes, for bulky tumors; 0.0% (0/23)
B. Yes, for adenocarcinoma histology; 4.3% (1/23)

39 by brachytherapy. C. Yes, for answer A and B; 4.3% (1/23)
Is there a role D. There is no role for adjuvant hysterectomy; 91.3% (21/23)
for adjuvant E. Abstention 0.0% (0/23)
hysterectomy (no
disease on physical
examination or
imaging)?
In patients with
locally advanced
cervical cancer who
undergo combined A. Hysterectomy if surgically feasible disease with free margins; 90.5% (19/21)
treatment followed B. Pelvic exenteration; 9.5% (2/21)
40 by brachytherapy C. Start palliative chemotherapy; 0.0% (0/21)
and only persist with  D. Initiate palliative chemotherapy only after clinical orimaging progression; 0.0% (0/21)
residual disease E. Booster radiotherapy (Boost) if feasible; 0.0% (0/21)
in the cervix (with F. Abstention 0.0% (0/21)
biopsy confirming),
what would be your
approach?
For women with
stages IB3 to
IVA treated only
with primary
chemoradiation or A. 8 weeks; 42.9% (9/21)
radiation therapy, B. 12 weeks; 47.6% (10/21)
41 what is the maximum  C. 15 weeks; 4.8% (1/21)
acceptable duration D. 20 weeks; 4.8% (1/21)
of radiation therapy  E. Abstention 0.0% (0/21)
(total pelvic radiation
+ brachytherapy
or external beam
reinforcement)?
For wormen with A. Extended-field chemoradiotherapy followed by brachytherapy; 87.0% (20/23)
cervical cancer - . 0.0% (0/23
and suspected B. Palhatlye chemotherapy; 0.0% ( ) '
C. Neoadjuvant chemotherapy followed by chemoradiotherapy and brachytherapy;
or pathology- 0.0% (0/23)
42 conﬁrmed para- D. Chemotherapy followed by surgery; 0.0% (0/23)
aortic lymph node . )
) E. Retroperitoneal lymphadenectomy followed by extended field
involvement, what . 12 (o
is your treatment chemorao!lotherapy, 13.0% (3/23)
) F. Abstention 0.0% (0/23)
recommendation?
Whatis the best A. Standard combination treatment followed by equal brachytherapy for
treatment for HIV/ . .
immunocompetent; 91.7% (22/24)
AIDS and other o .
. B. Standard combination treatment followed by brachytherapy but with
43 immunosuppressed

patients with locally
advanced cervical
cancer?

reduced chemotherapy dose; 8.3% (2/24)
C. Radiotherapy followed by brachytherapy; 0.0% (0/24)
D. Abstention 0.0% (0/24)
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In patients with
locally advanced
cervical cancer, what

A. Weekly cisplatin; 100.0% (23/23)
B. Cisplatin every 3 weeks; 0.0% (0/23)
C. Cisplatin and fluorouracil; 0.0% (0/23)

a4 is the preferred D. Cisplatin and gemcitabine; 0.0% (0/23)
radiosensitizing E. Other regimen; 0.0% (0/23)
agent? F. Abstention 0.0% (0/23)
In patients with locally A. Use carboplatin asa radiosensiFizer; 87.5% (21/24)
advanced cervical B. Use carboplatln and fluorouracil; 4.2% (1/24)
cancer who are not C. Use fluorouracil; 0.0% (0/24)
45 eligible to receive D. Use a taxane; 4.2% (1/24)
cisplatin, what would E. Use gemcitabi.ne; 0.0% (0/24)
be youé approach? F. Treat with radiotherapy alone; 0.0% (0/24)
) G. Abstention 4.2% (1/24)
If you recommend A. Cgrboplatin and p.aclitaxel; 16.7% (4/24)
neoadjuvant B. Cisplatin a_nd pachtaxgl; 12.5% (3/24)
chemotherapy for C. C{;\rboplatln and gechgabme; 0.0% (0/24)
locally advanced D. Cisplatin and gematabme; 0.0% (0/24)
46 cervical cancer E. Cisplatin and fluorouracil; 0.0% (0/24)
what is the beslt F. Paclitaxel, ifosfamide and cisplatin; 0.0% (0/24)
chemotherapy G. Isolated cisplatin; 0.0% (0/24)
regimen? H. | do not recommend neoadjuvant chemotherapy; 70.8% (17/24)

I. Abstention 0.0% (0/24)

Should ovarian
transposition
in the setting of
47 locally advanced
cervical cancer
always be offered at
childbearing age?

A. Yes, if there is no ovarian involvement; 20.8% (5/24)

B. Yes, if squamous-cell histology; 4.2% (1/24)

C. Alternatives 2 and 3; 41.7% (10/24)

D. The benefits do not justify the routine indication; 33.3% (8/24)
E. Abstention 0.0% (0/24)

What is the
recommended
first-line treatment
in the metastatic
or relapse setting,
not amenable to
48 locoregional salvage

treatment, without
contraindications
for platinum or
antiangiogenic, when
all resources are
available?

A. Cisplatin-paclitaxel-bevacizumab. In case of contraindication or use of
cisplatin, | would previously change cisplatin to carboplatin; 45.8% (11/24)
B. Carboplatin-paclitaxel with or without bevacizumab; 0.0% (0/24)

C. Topotecan-paclitaxel with or without bevacizumab; 0.0% (0/24)

D. Platinum (carboplatin or cisplatin as indicated)-paclitaxel-pembrolizumab
+/- bevacizumab; 50.0% (12/24)

E. Abstention 4.2% (1/24)

In what situation
would you add

49 pembrolizumab to
the initial first-line
schema?

A. For all patients regardless of CPS 32.0% (8/25)

B. For patients with CPS >/=to 1 24.0% (6/25)

C. For patients with CPS >/=to 10 4.0% (1/25)

D. Would not recommend pembrolizumab even though it is available 4.0% (1/25)
E. Abstention 36.0% (9/25)
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What is the
recommended
first-line treatment
for AIDS and other
immunosuppressed
patients who are
stable from the

A. Same as immunocompetent patients; 84.0% (21/25)

B. Same regimen for immunocompetent patients but with reduced dose; 4.0% (1/25)

C. Platinum agent monotherapy; 0.0% (0/25)

>0 standpoint of the D. Non-platinum agent monotherapy; 0.0% (0/25)
underlying disease, E. Best supportive care; 0.0% (0/25)
with metastatic or F. Abstention 12.0% (3/25)
recurrent cervical
cancer not amenable
to locoregional
salvage treatment?
What is the
recommended
treatment option
for patients with A. Combined chemotherapy and radiation therapy; 64.0% (16/25)
potentially resectable  B. Radiotherapy alone; 0.0% (0/25)
local recurrence C. Isolated salvage surgery; 0.0% (0/25)
51 without suspected D. Rescue surgery followed by combined chemotherapy and radiation
lymph node therapy; 36.0% (9/25)
involvement and E. Palliative chemotherapy; 0.0% (0/25)
without comorbidities  F. Best supportive care; 0.0% (0/25)
who have undergone  G. Abstention 0.0% (0/25)
previous surgery
without adjuvant
treatment?
What is the
recommended
t;eatment option A. Reirradiation with or without cisplatin; 4.0% (1/25)
or a resectable . o
locoregional B. Isolated salvage surgery; 64.0% (1.6/.25)
recurrence without C. Rescue surgery followed by reradiation; 4.0% (1/25)
52 suspected lymph D. Rescue surgery followed by chemotherapy; 28.0% (7/25)
; E. Palliative chemotherapy; 0.0% (0/25)
node involvement . . hno
in patients without F. Best supportwe care; 0.0% (0/25)
S G. Abstention 0.0% (0/25)
comorbiditiesin a
previously irradiated
area?
Whatis the A. Combined chemotherapy and radiation therapy; 48.0% (12/25)
recommended . )
. B. Radiotherapy alone; 0.0% (0/25)
treatment option C. Isolated salvage surgery; 0.0% (0/25)
for a locoregional ’ & sery, 007 ¢
resectable lymph D. Rescue surgery followed by radiotherapy; 8.0% (2/25)
53 E. Rescue surgery followed by combined chemotherapy and radiation

node recurrence in
a patient without
comorbidities initially
treated with surgery
alone?

therapy; 40.0% (10/25)

F. Palliative chemotherapy; 4.0% (1/25)
G. Best supportive care; 0.0% (0/25)

H. Abstention 0.0% (0/25)
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What is the
recommended
treatment option
for a resectable
locoregional lymph

A. Reirradiation with or without cisplatin; 0.0% (0/24)
B. Isolated salvage surgery; 25.0% (6/24)
C. Rescue surgery followed by reradiation; 0.0% (0/24)

54 node recurrence in D. Rescue surgery followed by chemotherapy; 66.7% (16/24)
. ) E. Palliative chemotherapy; 8.3% (2/24)
a patient without £ B . Ao,
comorbidities in a . Best supportwe care; 0.0% (0/24)
. . . G. Abstention 0.0% (0/24)
previously irradiated
area?
What is the
recommended A. Non-platinum monotherapy (paclitaxel, pemetrexed, gemcitabine,
second-line treatment  topotecan, irinotecan, etc); 8.0% (2/25)
55 for patients who B. Immunotherapy (eg, pembrolizumab or cemiplimab); 44.0% (11/25)
have failed first-line  C. Re-exposure to initial platinum regimen; 20.0% (5/25)
platinum-based D. Better supportive care; 0.0% (0/25)
treatment > 6 months  E. Abstention 28.0% (7/25)
ago?
What is the
recommended A. Non-platinum monotherapy (paclitaxel, pemetrexed, gemcitabine,
second-line treatment  topotecan, irinotecan, etc); 12.5% (3/24)
56 for patients who B. Immunotherapy (eg, pembrolizumab or cemiplimab); 54.2% (13/24)

have failed first-line
platinum-based
treatment < 6 months
ago?

C. Re-exposure to initial platinum regimen; 0.0% (0/24)
D. Better supportive care; 0.0% (0/24)
. Abstention 33.3% (8/24)

m

For women with
previously treated
metastatic cervical
cancer and no clinical

57 trial available, when
do you recommend

the best supportive

care in an area with

limited resources?

. After first-line treatment; 16.7% (4/24)

. After second-line treatment; 12.5% (3/24)

. After third-line treatment or more; 8.3% (2/24)

. Performance status > 2, not related to treatment line; 54.2% (13/24)
Abstention 8.3% (2/24)

moNm>

In the case of
using second-line
58 immunotherapy,
which situation would
you indicate?

. For all patients regardless of CPS; 25.0% (6/24)

. For patients with CPS >/=to 1; 33.3% (8/24)

. For patients with CPS >/=to 10; 0.0% (0/24)

. Would not indicate immunotherapy even if available; 0.0% (0/24)
Abstention 41.7% (10/24)

moNw>

Would you consider
metastasectomy
or radiotherapy

for oligometastatic

59 cervical cancer (<4
lesions and restricted
to one organ)
(excluding bone
metastasis)?

. In most patients, and | prefer surgery; 12.0% (3/25)

. In most patients, and | prefer radiation; 24.0% (6/25)

. In a minority of patients, and | prefer surgery; 12.0% (3/25)

. In a minority of patients, and | prefer radiation; 28.0% (7/25)
| consider both as equivalent; 16.0% (4/25)

| do not recommend; 8.0% (2/25)

G. Abstention 0.0% (0/25)

mmoNw>
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