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 With the FIGO 2018 staging system for 

uterine cervical cancer, imaging is formally 

incorporated as a source of staging 

information.



 For patients suspected of having stage IB 

(invasive cancer ≥5 mm) disease or greater, 

imaging is indicated to assign stage.

 Choice of modality depends on the 

technology available within the practice 

setting. 





Radiographic Imaging

 Chest radiography in PA and LAT in patients 

with local-regionally advanced disease to 

evaluate for pulmonary metastases. 

 Most common are lung nodules, although 

pleural effusions or masses can also be seen. 

Consensus guidelines state that Chest xray, 

not CT, is the initial choice for chest imaging 

if PET/CT is not performed. 



US Imaging

 Endovaginal or endorectal US with a high-

frequency (eg, 7–9 MHz) transducer is used 

to measure the primary tumor and to assess 

for local spread into the uterine cervical 

stroma (stage IB) or parametria (stage IIB) in 

patients suspected of having early stage 

disease. 

 Size 



 At US, tumor is typically homogeneously solid 

and hypoechoic relative to the uterine 

cervical stroma.

 In patients suspected of having advanced 

disease, transabdominal US can be used to 

evaluate for hydronephrosis (stage IIIB) if 

cross-sectional imaging with CT, MRI, or 

PET/CT—usually performed for 

retroperitoneal nodal evaluation—is not 

performed.



CT Imaging

 Abdominopelvic CT is performed to 

evaluate for retroperitoneal 

lymphadenopathy (stage IIIC). 

 It is usually performed as part of a PET/CT 

examination or as an alternative to 

abdominopelvic MRI if the latter 

examination is contraindicated or 

unavailable. 



 If performed as an alternative to pelvic MRI, 

then intravenous contrast material should be 

administered for soft-tissue contrast to aid in 

distinguishing tumor from the normal uterine 

and other pelvic tissues.



 However, because tumor is usually 

homogeneously enhancing similar to normal 

cervical tissue, CT is usually suboptimal for 

assessing tumor extent of central pelvic 

spread and accurate measurement of the 

tumor.



 For diagnosing lymphadenopathy based on 

morphology, there is variability in the 

literature on the acceptable size of cutoff 

value, which ranges between 0.8 cm and 

1.0 cm in short-axis measurements



 This variability is reader specific and 

attributable to the preference for minimizing 

false-negative or false-positive findings. 

 . 



LAP

 To be consistent with consensus guidelines 

for solid tumor measurement, we report 

tumor involvement 

 as “likely” if the lymph node measures 

greater than or equal to 1.0 cm 

 as “almost certainly” if it measures greater 

than or equal to 1.5 cm in short axis



LAP

 Other features such as density, shape, and 

the presence or absence of the fatty hila 

have been suggested as important but 

consensus guidelines are silent on how they 

should be applied.



Chest CT

 Chest CT without or with contrast 

enhancement is performed to evaluate for 

distant metastases (stage IVB). 

 It is usually performed as part of a PET/CT 

examination or to follow-up abnormalities 

seen at chest x-ray. 



Chest CT findings 

 pulmonary nodules 

 involvement of the supraclavicular nodes

 Mediastinal lymphadenopathy, unlike 

retroperitoneal or supraclavicular 

lymphadenopathy, does not result from 

direct drainage of the primary tumor; 

instead, it would suggest underlying 

pulmonary metastases.



MRI

 Pelvic MRI visualizes the primary tumor and 

evaluates tumor spread into the soft tissues 

of the central pelvis. 

 Diagnostic-quality imaging requires a system 

greater than or equal to 1.5 T .

 IV  contrast.



 Often, large field-of-view anatomic images 

(eg, gradient-echo T1-weighted or echo 

planar T2-weighted images) from the level 

of the renal hilum through the pelvic floor 

are also obtained in the axial plane to 

evaluate for hydronephrosis (stage IIIB) and 

lymphadenopathy (stage IIIC). 



Abdomen MRI

 These should be routinely acquired if a 

PET/CT or an abdominopelvic CT is not 

planned. As with CT, lymph nodes are 

evaluated not only based on size, but also 

for abnormal signal and/or shape.



DWI

 When compared with the conventional T1-

or T2-weighted sequences, the diffusion-

restricted tumor is more conspicuous against 

the normal tissue and is especially useful 

when gadolinium-based contrast agent 

cannot be administered. 



DWI

 Similarly, intrauterine tumor growth

 lymph node metastases 

 peritoneal carcinomatosis

 more reliably depicted than with 

conventional noncontrast sequences 



 PET/CT is best used to evaluate for 

hydronephrosis (stage IIIB), retroperitoneal 

lymphadenopathy (stage IIIC), and distant 

metastases (stage IVB). 



 The primary drainage of uterine cervical 

cancer is 

 pelvic sidewall (ie, external iliac, obturator, 

and internal iliac) 

 Supraclavicular lymph nodes.



 A lymph node is considered positive for 

metastasis when it is within the anatomic 

nodal drainage pathway for the primary 

tumor and demonstrates tracer uptake 

greater than that of a clearly a normal node 

elsewhere on the scan 



 Distant metastases noted at PET/CT should 

be confirmed with pathologic analysis, 

because this finding significantly impacts 

patient prognosis and treatment 
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PET-CT

 preferred examination for whole-body 

staging 

 in patients with local-regionally advanced 

cancer at pelvic examination (ie, clinical 

stage IB3, IIA2, >IIB)

 in patients in whom radiography, CT, or MRI 

indicates extrauterine spread of the primary 

tumor. 





 In a multicenter prospective trial, 14% (21 of 

153) of women with local-regionally 

advanced cervical cancer (2014 FIGO 

stage IB2, IIA with tumors >4 cm, and IIB–IVA 

with clinical examination) demonstrated 

unsuspected distant metastases.



 Lungs

 peritoneum 

 Supraclavicular 

 thoracic lymph nodes 

 bones



 High sensivity

 Low specificity 



 The specificity and positive predictive value 

of PET/CT was 98% and 79%, respectively.

 Distant metastases depicted with PET/CT 

should be confirmed with biopsy, because a 

designation of stage IVB is associated with a 

significant change in treatment strategy.


