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Background: 

Main limitation of the majority of previous studies on prognostic markers lied in 

an insufficient standardisation of both clinical management and the method of 

assessment of individual parameters. 

Methods: 

All consecutive patients with early-stage cervical cancer treated by primary 

surgery in a single centre between 01/2007 and 12/2016 were eligible if they 

were assessed by standardized protocols for preoperative imaging and 

pathology. Fifteen prognostic parameters were evaluated, including age, 11 

tumour-related (stage; largest tumour size; tumour size binarized; depth of 

stromal invasion; minimal tumour free distance (TFD); TFD binarized; 

lymphovascular space invasion (LVSI); tumour type; grade; parametrial invasion) 

and 3 lymph node (LN) status related ones (number of positive LNs; LN 

involvement; type of metastasis in LN). 

Results: 

Data from 379 consecutive patients were analysed. Table 1 shows characteristics 

of the whole group (Cohort A) and LN negative patients (Cohort B). All

parameters were associated with a risk of recurrence (RR), except for age and 

grade, in Cohort A, but only 4 remained significant in Cohort B (tumor type, 

grade, minimal TFD, TFD binarized). The best predictive model for Cohort A 

entailed a combination of TFD≤3.5 mm and LN positivity, which discriminated a 
subgroup of 42 patients with RR 36% versus 6.5% in the rest of the cohort 

(Figure1). In Cohort B a combination of TFD≤3.5 mm and adenosquamous 
tumour type discriminated a small group of 9 patients with RR 33% versus 6% 

(Figure 2). 

Conclusions: 

Tumor free distance (TFD) surpassed all other traditional tumor-related 

markers in the assessment of the recurrence risk in both cohorts. Predictive 

models combining TFD with LN status (whole cohort) or histological type (LN 

negative cases) can easily be used in daily practice and can identify the smallest 

possible group of patients with the highest risk of recurrence. 

Tumor free distance is the best predictive marker in patients with early-

stage cervical cancer treated by primary surgery 

.


