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Abstract |

espite recent advances in the early detection method and treatment modalities (surgery
Dand/or radiation and/or chemotherapy), cervical cancer is still an important malignant disease
in women. Almost half a million new cases occur every year in the world. The management of
recurrent cervical cancers depends on primary treatment, the extent of disease, and performance
status. Patients who received primary surgical treatment without radiotherapy (RT) may undergo
curative RT. However, most recurrences occur in patients with advanced-stage disease already
treated by primary RT. For patients who failed primary RT or surgery plus adjuvant RT and had
central relapse without pelvic sidewall recurrence, pelvic exenteration may be necessary. For
patients who had pelvic sidewall recurrences, pelvic exenteration is usually not an option with
curative intent. In such situation, combined operative and radiotherapeutic treatment (CORT), and
laterally extended endopelvic resection (LEER), intraoperative radiotherapy (IORT) have been
executed with some success. Simple or radical hysterectomy can be considered for patients who
had small uterine and/or vaginal recurrences, but the high frequency of associated morbidities
such as urinary and bowel tract injury or fistula is the problem. Patients with multiple or distant
metastases are destined to receive cisplatin-based palliative chemotherapy. Recently there was a
GOG 179 study that had firstly shown a statistically significant improvement on the overall
response rate, median progression-free survival, and median survival. Until now, however, the
role of chemotherapy has been very limited.

Keywords : Recurrent cervical cancer; Pelvic exenteration; Radiotherapy; Chemotherapy
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Recurrent Cervical Cancer

Figure 1. Reconstuctive surgery after pelvic exenteration surgery.
A) Formation of ileal conduit.
B) After total pelvic exenteration.
C~E) Formation of neovagina using vertical rectus abdominus myocutaneous flap.
F) Follow-up of neovagina one year later.
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Figure 2. Combined operative and radiotherapeutic treatment (CORT) was performed in case of clear but close resection margins to
structures or residual disease after laterally extended endopelvic resection (LEER).

A) Complete array of transabdominal guide tubes for postoperative brachytherapy fixed to the lesion by the brigde implant and
additional sutures.

B) Vertical rectus abdominus myocutaneous flap used as pelvic wall plasty for CORT.
C) Completion of CORT procedure (open arrow; ileal conduit, closed arrow; colostomy).
D) Postoperative computed tomogram. The lowermost three figures showed a CORT set including fixation bridges and guide tubes.
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Recurrent Cervical Cancer &
SURVEILLANCE
Persistent If\allci)hll)rréogult{s?dzrof Definitive pelvic RT
« History & exam. or —_— : + platinum-based chemotherapy
* Pap test+visit —P| rccurrent %Z%IOHSIY treated > . brachy therapy
every 3~6months for disease
2yrs— every 6months : Pelvic
for 3yrs — then annually Pelvic | exenteration £RT
+ Optional: | recurrence
~Tumor mfclrkbersa —>| Central disease Radical hysterectomy
~Lab. studies « Pelvic/abdominal N +RT in carefully selected
-Imaging studies® /chest CT/PET 3| Prior RT patients with small (<2cm)
« Suggest use of vaginal » Surgical exploration lesions
i in selected cases
dilator after RT ——| Non-central disease —— See text
Platinum doublet based
Multiple sites chemotherapy
—p| Or
Extrapelvic unresectable
or . Best supportive care
nd paraaortic
recurrence
»| Resection =RT
| Isolated site »| RT+ Concurrent chemotherapy
—p| Chemotherapy
“Tumor markers; SCC Ag, CEA, CA-125 if clinically indicated
®Lab. studies; CBC with platelets, chemistry profile, chest X-ray, ECG and urine analysis
‘Imaging studies; Abdomino-pelvic CT / MRI/ PET if clinically indicated - RT: radiation therapy
Figure 3. Practice guideline summary for cervical cancer.
Table 1. Chemotherapy regimens for recurrent or metastatic cer- F-Agerslel @ H e HhAlA x| 2uF FHR -S4 0] A
vical cancer
o] HA| o= =] AP SkxfellA] AR, A7}
First-line therapy Possible first-line Second-line therapy
. o] 7FAF §39)= AlA| 2 X Hb tt= Zo
combination therapy* A cisplatine] 7} B3Sh= A=A AR del€
Cisplatin Cisplatin/paclitaxel Docetaxel Aa 75 Sxfel dx} AR HAEY, A A E
Carpoplatln Cfsplat!n/topote-carj Ifgsfam@e 3510 20~30%2] HFS-E-S Holt) Cisplatin NHgE
Paclitaxel Cisplatin/gemcitabine  Vinorelbine =
, = = A
Topotecan Carboplatin/paclitaxel  Irinotecan o2 37t AsH 3R AlAl= AA topotecandt
Epirubicin paclitaXdO] 9}5}, H g 0lo|A =25 gletslst
Mitomycin

A A A 903

* Preferred if cisplatin was previously used as a radiosensitizer. oA
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Table 2. Surgical procedures

Name of procedures Number of patients

Vulvovaginectomy

Simple hysterectomy
Radical hysterectomy
Anterior pelvic exenteration
Posterior pelvic exenteration
Total pelvic exenteration
LEER

LEER; laterally extended endopelvic resection, CORT; combined
operative radiotherapeutic treatment

Table 3. Bowel and Urinary Complications

Complications (n)

Fistula (6) Ureteroenteric (2)
Enterocutaneous (2)
Enterovaginal (1)
Rectovaginal (1)

Bowel perforation (3) Colorectum (2)
Jejunum (1)

Stoma failure (6) Colostomy dehiscence (1)
Colostomy obstruction (1)
Urostomy necrosis (1)
Urostomy retraction (1)
Urostomy stricture (1)
Urostomy obstruction (1)

Disease Free Survival
1.0
B
?
n 0.6
0]
2
< 0.4 (n=39)
5
O 0.2— 4 year discase free survival rate =
47%
0.0
T T T T T T
0 12 24 36 48 60
Follow—up Period (months)
Overall Survival
1.0
g 0.8+
?
n 0.6
0]
2 _
3 0.4 (n=39)
E
= 4 year overall free survival rate =
O 0.2
51
0.0
I I I I I I
0 12 24 36 48 60
Follow—up Period (months)

S 39, eI EE S
As= 1}7}_%2%‘% 01@‘%% 10v5<] kalollA| Al

o
o] 01%4\‘3}(Table 5) 23l gxpe] 437 FRAES
47%, A WEEL 51% St Figure 4).

u]

804 A xiZz=to| Rt gl X2

Figure 4. The median disease free survival was 27 months, and
the disease free survival probability at 51 months was
47.1%. The median overall survival time did not reach,
and the overall survival probability at 51 months was
51.1%.

3 Wie] Aol b BNEEEe Ale 4692
RIS SRS AV Wl FHEAEES 47%, FAYE
a2 4% 3 HARGA e 'l Hor} AAES
9] o] & QUA}ATHFigure 5)(28).
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Overall survival

1.0 Resegtion
margin
negative
= 0.8 positive
2
>
Z |
7o) 0.6
)
2
5 _
< 04
£
=
O 0.2 |
0.0 P=0.017
| | |
0 12 24

Follow—-up Period (months)

Cumulative Survival

Overall survival
1.0 Lymph node
metastasis
No
0.8— Yes
0.6 |
0.4
0.2
|
0.0 P=0.012
T T T
0 12 24
Follow—up Period (months)

Figure 5. Overall survival by the resection margin status (left)(negative margin, n=37 vs. positive margin, n=7) and lymph node metastasis
(right) (negative, n=40, vs. positive, n=4) after adjustment for tumor size, bladder wall invasion, status of resection margin, and
lymph node metastasis (Cox regression model, P = 0.017 and 0.012, respectively).
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