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Introduction

Dinicu et al. J Women’s Health 2025;34:e409–e415

• 842,000 new cancers in women 
aged 15 – 39 worldwide in 2022.

• 1.9 times higher cancer incidence 
in females than males (52.9 vs. 
28.3 per 100,000).

• About 1 million cancers 
diagnosed per year among 
women of reproductive age.



Introduction

GYNECOLOGIC CANCER SURVIVORS Chan et al., 2017  •  n=470

Received pre-treatment fertility counseling 46%

Satisfied with consultation 47%

CONTEMPORARY CANCER COHORT Martin et al., 2026  •  n=107

Received pre-treatment fertility counseling 73%

Offered fertility preservation before therapy 56%

Satisfied with consultation 75%

Two different cohorts, a decade apart.
Counseling is improving, but timely fertility preservation is still not universal.

Chan et al. J Cancer Surviv 2017;11:58–63 Martin et al. IJGC 2026;36:104660



Introduction

ASCO 2025: Evaluate and counsel about reproductive risk at diagnosis and 

during survivorship; refer patients who are interested in or uncertain about 

fertility preservation, and discuss options before cancer-directed therapy.
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Cervical cancer

Do not proceed with FST when:

• Positive or suspicious nodes

• Extracervical extension or distant disease

• High-risk non-usual histology

• Tumor >4 cm / IB3+

• Upper cervical or internal-os involvement

• Positive margins that cannot be cleared



Cervical cancer

Liu et al. GMIT 2024.



Cervical cancer

Evidence supporting de-escalation in low-risk disease



Cervical cancer

Liu et al. GMIT 2024.

Reproductive outcomes: possible, but not routine obstetrics



Cervical cancer

ESGO–ESHRE–ESGE guideline, Lancet Oncol 2024.



Cervical cancer

Data 로 보는 암 동향 보고서 2026, 국립암센터



Cervical cancer

Data 로 보는 암 동향 보고서 2026, 국립암센터



Endometrial cancer

Hum Reprod Open. 2023 Feb 6;2023(1):hoac057.

Favourable candidate Selected / caution Not appropriate

• Endometrioid histology

• Grade 1

• Stage IA

• No myometrial invasion

• No metastatic disease

• Strong adherence to follow-up

• Grade 2 stage IA

• Minimal focal myometrial invasion (1-2 mm)

• Obesity, PCOS, insulin resistance

• Diminished ovarian reserve

• Non-endometrioid histology

• Deep myometrial invasion

• Extrauterine disease

• p53-abnormal / copy-number high profile

• Progression or non-response



Endometrial cancer
Fertility-sparing treatment options include:

Oral Progestins
• Medroxyprogesterone acetate (MPA): 400 – 600 mg/day
• Megestrol acetate (MA): 160 – 320 mg/day
• Typical duration: 6 – 12 months

Levonorgestrel-releasing IUS (LNG-IUS)
• Releases 20 mcg/day directly into endometrium
• Avoids systemic side effects

Combination Approaches
• Progestins + LNG-IUS
• LNG-IUS + GnRH agonists
• Hysteroscopic tumor resection + hormonal therapy

• Duration target: complete response 
within 6–12 months; do not exceed 15 
months.

• At 6 months with no response: re-
discuss in MDT; consider hysterectomy 
if persistent disease.



Endometrial cancer

Guillon 2019; Fan 2018; Rodolakis et al. 2023.

• “Response” is not cure; relapse remains possible.

• Obesity and insulin resistance can lower response; 
weight control is guideline-recommended.

“This approach buys time for pregnancy. It does not cure the disease.”



Endometrial cancer

Hum Reprod Open. 2023 Feb 6;2023(1):hoac057.
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Endometrial cancer

Int J Gynecol Cancer. 2025 Jan;35(1):100016.



Endometrial cancer

Int J Gynecol Cancer. 2025 Jan;35(1):100016.
Clinical practice needs to adopt molecular profiling as a standard in 
pre-FST workup, just as it is in adjuvant therapy planning​.



Endometrial cancer

Medicina (Kaunas). 2025 Mar 7;61(3):471.

No consensus on:
• Optimal dose
• Duration of treatment
• Maintenance therapy post-CR

In this study (18 studies, n = 23,976), CRRs varied from 18% 
to 100% across regimens; RRs from 0% to 81.8%​.
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Ovarian cancer

Morice et al. Lancet Oncol. 2024;25:e602–e610. Figure 3.
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Ovarian cancer

Kohn et al. J Minim Invasive Gynecol. 2021;28:392–402; Bercow et al. J Minim Invasive Gynecol. 2021;28:527–536.
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Ovarian cancer

Question Guideline message

When to try pregnancy?
BOT: immediately after FSS • EOC: consider after 1 year of negative 
follow-up • Early non-epithelial ovarian cancer: after 6 months of 
negative follow-up

ART allowed?
Yes, when needed. Timing should be individualized according to 
histology, stage, oncologic prognosis, and follow-up status.

How often follow-up?
Every 3–4 months for 2 years, then every 6 months for another 3–5 
years, then annually for at least 10 years.

Pregnancy surveillance?
Experienced ultrasonography in early pregnancy; routine tumor-marker 
surveillance is not recommended during pregnancy.

Morice et al. Lancet Oncol. 2024;25:e602–e610.
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