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Editorial on the Research Topic
 Early cervical cancer: laparotomic vs minimally invasive surgery and fertility-sparing possible strategies




Cervical cancer (CC) is the third most common malignancy in terms of both incidence and mortality among women, with ~604,000 new cases and 342,000 deaths reported in 2020 (1). The gold standard treatment for patients with early-stage CC (FIGO stages IA2-IB1) is radical hysterectomy (RH) (2, 3). For years, laparotomy has been frequently performed, achieving high cure rates. Although several studies have shown the superiority of the open surgical approach in terms of overall survival (OS) and disease-free survival (DFS), showing higher recurrence rates with the use of minimally invasive surgery (MIS), growing evidence supports the adoption of the MIS, which includes laparoscopic and robotic techniques, for the treatment of early-stage CC (4–6). These surgical approaches demonstrate benefits despite suboptimal oncologic outcomes (7–9). In addition, a fertility-sparing strategy should be considered for patients expressing a desire for future childbearing. The procedures of conization, simple trachelectomy, and radical trachelectomy represent the fertility-sparing approaches (2). However, the use of minimally invasive techniques is debated and continuously questioned, especially for cervical cancers (4, 5, 7).

The main aim of this Research Topic was to focus on oncologic and surgical outcomes by comparing laparotomic hysterectomy with minimally invasive hysterectomy for early-stage CC patients.

Four high-quality papers were published on this Research Topic: two original research, one review, and one ongoing randomized controlled trial.

Given the controversy in identifying the optimal surgical technique, conducting randomized trials is essential to reach a shared consensus. Tang et al. are among the investigators who are implementing a three-arm randomized trial in which participants will be randomly assigned to one of the following three groups: conventional laparoscopic RH, laparoscopic RH without the use of gas, or abdominal RH. For a sample of ~500 patients, 2-year DFS and 5-year OS will be evaluated. Surgical outcomes will also be examined, including duration of surgery, intraoperative blood loss, surgical complications, and patients' quality of life. Analysis of the results obtained will provide important information and help improve the clinical management and counseling of patients with this disease, guiding the selection of the optimal surgical technique to maximize oncologic outcomes and improve the overall quality of care.

One of the main advantages of minimally invasive surgery lies in the reduction of the postoperative stay and the early discharge of patients undergoing surgery. In Liu et al. review, factors that might influence the daily hospitalization of patients undergoing hysterectomy were examined. Twenty-nine studies were included, involving a total of 218,192 patients undergoing minimally invasive surgery for both benign and malignant conditions.

What emerged from the analysis highlights that factors including increasing age, body mass index, and the presence of comorbidities such as diabetes, pulmonary, cardiac, or cardiovascular disease may influence the possibility of same-day discharge. In addition, the type of surgical procedure performed was found to be a determining factor; in fact, RH was unfavorable for same-day discharge, as was prolonged operative time. Gynecological affections, both malignant and benign, showed similar same-day discharge rates. However, the time of surgery start time and BMI have a greater influence on the likelihood of same-day discharge in malignant conditions than in non-malignant conditions.

The primary objective of surgery is to achieve optimal radicality because the type of surgery can have a significant impact on OS and DFS. Wang, Liu, Duan, Li, Su et al. conducted a retrospective study of 426 patients to evaluate the survival outcomes associated with Querleu-Morrow type B RH and type C RH in patients with early-stage CC. The results showed that there were no significant differences in 5-year OS and DFS between the group undergoing type B RH and the group undergoing type C RH (OS: 87.8 vs. 89.4%, p = 0.814; DFS: 84.9 vs. 85.6%, p = 0.898). These results suggest that both surgical procedures can be considered viable options for patients with early-stage CC, allowing surgeons to adopt a personalized strategy based on specific patient characteristics and surgical preferences.

An individualized surgical approach could contribute to the reduction of surgical morbidity. Patient analysis using advanced methodologies such as computed tomography or magnetic resonance imaging, resulting in 3-D models, would allow individualized planning of paratumoral tissue resection in patients with CC. Wang, Liu, Duan, Li, Li et al., through a retrospective analysis conducted on 374 patients undergoing RH, acquired instrumental imaging data for 3D modeling. It was found that the greatest survival benefits were observed when the paratumoral resection range reached 32.35 mm in patients with stromal invasion < 1/2 the depth. To achieve favorable oncological outcomes in patients exhibiting stromal invasion exceeding half the myometrial depth, a minimum paratumoral resection margin of 32.35 mm was required. This assessment could allow more accurate customization of the type of cardinal ligament resection in CC patients.

In conclusion, the use of MIS techniques remains debated, and many challenges remain regarding the application of MIS for the treatment of gynecological cancers, particularly cervical cancers, leaving the need for randomized trials to establish its role and the need for further investigation.

We hope that this Research Topic will spark the reader's interest, inspiring new ideas for future research.
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