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Introduction

 다양한 new molecule 들의 등장

 Specific receptor target molecule, IO drug, ADC

 Bevacizumab, Pembrolizumab,

 Endometrial cancer : Molecular classification, sub-categorization

 Ovarian cancer : Paclitaxel / PARPi

 Cervical cancer

 Radical Hysterectomy



• [ASCO 2025] KEYNOTE-A18 Final Analysis Results

• [ESMO 2025] KEYNOTE-A18 Post Hoc (Subgroup: High-Risk LACC) data

• [ESMO 2025] TroFuse-001 Phase 1/2 Cervical Cancer data (Sac-TMT mono, 2L+) 

• [IGCS 2025] KEYNOTE-826 5yr Outcome

• [SGO 2026] TroFuse-002 Phase 2 Cervical Cancer data (Sac-TMT + Pem, 2-3L)

• [ESMO Gyn 2026] KEYNOTE-A18 East Asia OS analysis 

 TroFuse 관련 참고사항*

 TroFuse-022 (OC, 2L, maint) Part1, Part2 TiP

* 현재 TroFuse 이름으로 진행되는 Sac-TMT (Sacituzumab Tirumotecan) 임상 3상 시험은 자궁경부암에서 TroFuse-020, 036이 있습니다. 
2026년 10월 19일 기준, TroFuse-036은 TiP가 외부에 공개되지 않은 터라, TiP 공개된 020만 말미에 TiP 첨부하였습니다. 
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2018 FIGO staging

Radical Suegery

CCRT 
Systemic treatment
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2018 FIGO staging 3
2
1

LN metastasis 가 확인되면,
original tumor 의 크기과는
상관없이 IIIC
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전통적인 자궁경부암 치료의 기준: IIB  IB3 ?

 FIGO IIB 치료의 이분법적 접근 방식 : RH vs CCRT

 완치율은 유사하나 중복 치료 시 골반 내 합병증 극대화' 위험성

 Lymph node metastasis 가 stage 에 들어가지 않던 시절의 구분법

 개복 수술 또는 Primary CCRT 중 하나를 선택

 환자 개별적 tumor 상태와 림프절 상태를 유연하게 반영하지 못한 과거



Radical surgery vs CCRT



Radical Surgery vs. Primary Radiotherapy (RT)
Clinical comparison of treatment strategies for early invasive cervical cancer (Based on Landoni et al., 1997)

Radical SurgeryRadical Surgery Primary Radiotherapy (RT)Primary Radiotherapy (RT)

5-Year Survival & Local Control5-Year Survival & Local Control
• Identical (83%) to RT group

• Suggests no single treatment of choice regarding local control
• Identical (83%) to RT group

• Suggests no single treatment of choice regarding local control

Patient Demographics & EligibilityPatient Demographics & Eligibility • Highly advantageous for younger / middle-aged women• Highly advantageous for younger / middle-aged women
• Easier to deliver for obese, elderly, or severely ill patients
• Avoids major surgical contraindications
• Easier to deliver for obese, elderly, or severely ill patients
• Avoids major surgical contraindications

Quality of Life & Organ PreservationQuality of Life & Organ Preservation
• Saves ovarian gonadal function (avoids early menopause)
• Vaginal shortening/fibrosis limited if sexually active
• Saves ovarian gonadal function (avoids early menopause)
• Vaginal shortening/fibrosis limited if sexually active

• High risk of early menopause (cannot save gonadal function)
• Complications are often permanent
• High risk of early menopause (cannot save gonadal function)
• Complications are often permanent

Complication ProfilesComplication Profiles
• Arise early but easily corrected
• Operative mortality & urological risks reduced past 20 years
• Arise early but easily corrected
• Operative mortality & urological risks reduced past 20 years

• Arise later than surgery
• Avoids anesthesia risks & laparotomy scars; iatrogenic 
mortality rare

• Arise later than surgery
• Avoids anesthesia risks & laparotomy scars; iatrogenic 
mortality rare

Salvage Treatment (After Relapse)Salvage Treatment (After Relapse) • Pelvic relapses can be successfully cured by RTx• Pelvic relapses can be successfully cured by RTx
• Salvage surgery after primary RT carries a high rate of failure 
and severe morbidity
• Salvage surgery after primary RT carries a high rate of failure 
and severe morbidity

Prognostic AssessmentPrognostic Assessment • Accurate pathological assessment of lymph nodes• Accurate pathological assessment of lymph nodes
• Does not allow accurate, direct pathological assessment of 
lymph node status
• Does not allow accurate, direct pathological assessment of 
lymph node status

The Combined Risk 
(Worst Morbidity)
The Combined Risk 
(Worst Morbidity)

• Surgery + Adjuvant RT carries the worst morbidity (hydroureteronephroses, lower limb edema, bowel/vesical complications)
• RT alone is well-tolerated with low major complication rate (12%)
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CCRT vs Radiation only





Early stage

Radical surgery vs  Radiation

Michael N. Am. J. Obstet. Gynecol. Vol 123(5) 535. 1975 





Historical Evolution of Cervical Cancer Treatment
The shifting paradigms of management for early invasive carcinoma (1900-1955)

1900 ~ 1925

The Surgical Era

• Only Possible Treatment
• Early invasive carcinoma was exclusively 
managed by surgical operation.

1925 ~ 1950

The Radiotherapy Era

• Technological Leap
• Great improvements in RT techniques.
• Became the primary method for all stages in 
the US.

1944 ~ 1955

The Clash of Paradigms

• Meigs (1944): Reintroduced the surgical 
approach.
• Controversy: Intense debate between 
exponents of operation vs. RT.

Approaches to Resolve the Controversy (Until 1955)

01. Institutional Comparisons: Evaluating historical series of cases from different institutions.

02. Matched-Pairs Analysis: Comparing pairs of cases treated by different methods in the same institution.

03. Alternation of Modalities: Alternating RT or radical hysterectomy followed by RT for Stage I and II lesions.
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전통적인 자궁경부암 치료의 기준: IIB  IB3 ?
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2026년 현재

 초기암 (≤2cm): 과도한 광범위 수술 범위(Radical Hysterectomy, LND)를 축소 Less Invasive (De-escalation) 

 SHAPE, PHENIX, Concerv & GOG-278

 Locally advanced : Radical surgery 유지, MIS 반대

 LACC



Less Invasive Surgical Trials in Early Cervical Cancer
Timeline of 4 major clinical trials shaping the de-escalation of surgical radicality

2018
LACC Trial

Surgical Approach (MIS vs. Open)

• Warning on MIS approach

• Minimally invasive radical 

hysterectomy showed higher 

recurrence & lower OS vs. open 

surgery.

• Standard returned to open RH.

2021
ConCerv

Fertility saving

• Validated Fertility Sparing
• Evaluation of oncological safety in
tumors <=2cm after simple
hysterectomy or cone biopsy.
• Demonstrated low recurrence and 
high pregnancy rate.

2024
SHAPE Trial

Parametrial Resection Scale

• Shift to Simple Hysterectomy

• Simple hysterectomy (SH) proved 

non-inferior to radical hysterectomy 

(RH) in low-risk patients.

• Reduced surgical morbidity.

2025
PHENIX Trial

Lymph Node De-escalation

• Omission of PLND

• Safely omitted pelvic lymph node 

dissection (PLND) in early-stage 

patients with negative SLN.

• Reduced lymphedema.
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[Early stage] Less invasive surgery

 SHAPE trial

 RH 수술은 100년전에 도입, 제대로 된 검증이 없었다

 PHENIX trial 

 Full LND 가 정말 필요한가에 대한 검증이 없었음

 LACC trial

 MIS 도입이 가능한가

 Concerv trial

 자궁경부의 보존 or simple hysterectomy
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[Stage IB1 (≤2cm)] 저위험군 초기암의 수술 축소: SHAPE Trial

 SHAPE : 종양 크기 2cm 이하, 기질 침윤 50% 미만의 저위험군 정의

 Simple Hysterectomy(단순 자궁절제술)가 Radical 대비 골반 내 재발률 및 생존율에서 열세 없음

 수술 후 부작용의 획기적 감소: 급성/만성 방광 기능 부작용 및 성기능 합병증을 유의미하게 감소시킴

 한계점 : Surgical approach, post-OP adjuvant treatment 에 제한이 없음.

 정말 수술의 효과인건지, adjuvant treatment(chemoradiation) 효과인건지 증명이 어려움
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Sentinel Lymph Node (SLN) Biopsy, PHENIX

 Full LND 로 인한 다양한 수술후 삶의 질 저하문제

 SLN 만 시행해도 survival 에는 차이가 없고, 수술후 부작용이 현저히 적은 결과

 False Negative (위음성) 위험성: 미세 전이(Micrometastasis)나 Low-volume 병변을 놓칠 경우

 장기 생존율 데이터 부재

 Full Lymphadenectomy를 완전히 생략해도 장기 예후에 안전하다는 결과 필요

 Adjuvant treatment 의 적용을 임상의사가 결정하도록 설계되어, SLN vs Full LND 의 비교가 어려움

 전체환자의 50% 에서 adjuvant treatment(CCRT or radiation) 시행
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SLN biopsy

 자궁경부암 림프 흐름(Lymphatic drainage)의 심한 개별 변이성

 종양 비대로 인한 림프관 폐쇄: 추적제(ICG 등)가 차단되어 엉뚱한 림프절을 감시림프절로 오인할 위험 내포

 전문가 사회의 합의

 종양학적 안전성이 완벽히 담보되지 않은 상태, 

 병기 설정 오류 유발 가능

 Surgical staging : incomplete



Bizzarri N, et al. Int J Gynecol Cancer 2024;34:504–509. doi:10.1136/ijgc-2023-005151
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ConCerv : Non-radical surgery to Early stage cervical cancer

 IA2, IB1 을 대상으로 Conization or simple hysterectomy + PLND
• FIGO 2009 Stage IA2 – IB1 cervical carcinoma

• Histology & Grade Requirements
- Squamous cell carcinoma (any grade)
- Adenocarcinoma (grade 1 or 2 only)

• Tumor Size & Depth of Invasion
- Tumor size < 2 cm (by physical exam / imaging)
- Depth of invasion < 10 mm

• LVSI Negative

• Negative Imaging for Metastatic Disease
- Clear scans via CT, MRI, and/or PET

• Pre-operative Evaluation
- Conization margins negative for malignancy
- Endocervical curettage (ECC) negative for
malignancy & high-grade dysplasia
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ConCerv : Non-radical surgery to Early stage cervical cancer

 IA1, IA2, IB1 을 대상으로 Conization or simple hysterectomy + PLND



2

MIS(Laparoscopy or Robot)
Vs.
Open Laparotomy

연구에서 밝히고 싶은것은, 
: MIS 가 non-inferior 하다
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LACC trial : MIS 의 배제

 종양 크기가 2cm를 초과하는 Locally advanced cancer

 골반 림프절(Pelvic LN) 전이율의 동반 상승으로 인한 예후 악화 우려?

 Parametrial invasion 에 대한 대처가 어려움. Uterine manipulator 로 인해 micro dissemination?

 Skilled surgeon? 실력양성할때까지 치료받는 환자의 억울함?
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Surgical De-escalation 요약

 SHAPE / PHENIX

 2cm 이하 저위험군: Simple Hysterectomy로 축소 (QoL 극대화) +/- Adjuvant treatment

 SLN 한계인정

 No LND vs full LND 연구

 Tumor specific antigen 을 활용한 microimetastasis detection 방법 연구

 종양 크기 및 위험도 스펙트럼에 따른 선별적 치료 체계 구축 필요

 수술 vs CCRT 가 아닌, 적절한 수술과 적절한 adjuvant treatment 의 추가

 Simple or Modified etc + adjuvant treatment 의 QoL 연구 동반
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마지막 Slide

 FIGO 2018 stage 의 정리가 필요

 LN metastasis 에 의한 예후의 차이분석,

 Original tumor 와 LN metastasis 두가지 factor 중 어느것이 예후에 직접적인 영향을 주는지

 IIA 와 IIB 의 진행방향성

 Radical surgery VS CCRT

 적절한 수술 + 적절한 adjuvant treatment 

 Micrometastasis 를 확인하는 new technique 연구




