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In this report 51 patients affected by microinvasive carcinomas with a follow-up of 
at least 5 years, were retrospectively analyzed. Treatment modalities included conization 
in 9 patients, removal of the cervical stump in 1, hysterectomy in 23 patients (3 had 
also lymphadenectomy) and radical hysterectomy plus lymphadenectomy in 18 cases. 

Emphasis was given to the preoperative assessment of microcarcinoma, underlining 
how a presumptive diagnosis can be achieved by the combination of cytology, colposcopy 
evaluation and histologic examination of colposcopically directed biopsies. However, 
it is advisable to proceed with conization of the cervix to assess the presence of a 
microinvasive carcinoma. In our series conization was performed in 9 cases and histo
logical diagnosis was consistent with 1 high grade SIL, Stage IA2 microcarcinoma with 
negative cone margins and 7 Stage IAl lesions of which 4 had positive margins. Of these 
9 patients, 4 had no further treatment. Of the other 5 patients, in one case conization 
was repeated and diagnosis of Stage IAl with negative cone margins was made. 3 patients 
with Stage IAl carcinoma showing "non in sano" margins and 1 with Stage IA2 micro
carcinomas underwent hysterectomy and microscopic examination did not show any 
residual disease. Status of cone margins seems to be a relevant paramenter in selecting 
patients for conservative therapy. 

Tumor histotype appears of no importance in the prognosis of the lesion. Conver

;ely, tumor grade correlated with depth of stromal invas1on. Microscopic lymph-vascular 
invasion was related to depth of stromal invasion being absent in Stage IAl cases and 
evident in 7 of 30 Stage IA2 m

i 

m1crocarcmoma. 
There were lymphnode metastases in 2 of the 21 patients with dissected nodes 

(9.5%) and they were present in patients with Stage IA2 lesion. 
Recurrences occurred in 3 patients with Stage IA2 microcarcinoma and lymph

vascular involvement. Two of these had also lymphnode metastases and died of disease. 
Available data from the literature, as well as our experience, identify depth of invasion 
as a variable strongly related to lymphnode metastases and recurrences. 

The treatment of microcarcinoma of course, is intended to satisfy the need of redu
cing the morbidity due to a radical therapeutic approach while attaining complete cure. 
Although other and our reports do not provide unquestionable proof that a specific the
rapeutic measure is the most appropriate one, some recommended guidelines for beha
viour may be suggested. 

In Stage IAl microcarcinoma, non radical therapy may be safely performed. 
Caution should be exercized in Stage IA2 microcarcinoma and lymph-vascular involve
ment should be meticulously evaluated. Lesions of < 3 mm depth of invasion without 
lymph-vascular involvement might be treated by simple hysterectomy. In any of the 
other lesions that fall into the Stage IA2 category, radical or modified radical surgery 
with pelvic node dissection appears mandatory. 
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While exenterations have been widely performed in centers for gynecologic onco
logy in the United States the acceptance of this procedure has been considerably less in 
European Countries. 

Frequently arguments have been used against exenterations claiming that these 
procedures are dangerous and connected with a high mortality and morbidity, ineffective 
and mutilating. 
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