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Cervical cancer 

Epidemiology 

• The second most common 

gynecological cancer. 

• The leading causes of cancer 

mortality worldwide.  

• The incidence has been on the 

decline, occult cervical 

carcinomas are sometimes 

detected after simple 

hysterectomy carried out for 

supposedly benign gynecologic 

conditions or preinvasive cervical 

lesions.  

• The incidence ranges from 5.3% 

to 10.7% of all invasive cervical 

cancers  

 

Park JY, Kim DY, Kim JH, et al. Management of occult invasive cervical 

cancer found after simple hysterectomy. Ann Oncol.2010;21:994-1000. 

Munstedt K, von Georgi R, Zygmunt M, et al. Shortcomings and deficits in 

surgical treatment of gynecological cancers: 

a German problem only? Gynecol Oncol. 2002;86337-343. 



Reasons for this unfortunate condition 

 

• Lack of preoperative PAP smear  

• Failure to check cytology before 

the operation 

• Inadequate evaluation of an 

abnormal cervico-vaginal smear 

or cervical biopsy 

• Failure to perform a cone biopsy, 

or endocervical curettage when 

indicated 

• Deliberate hysterectomy for 

grossly invasive cancer 

• Errors at colposcopic 

examination, negative cytology, 

and  

• No clinical evidence of cancer.  

 Gynecologic Oncology 94 (2004) 515–520  



Why surprised? What is the 

problem? 

• The problem lies in 

choosing the appropriate 

treatment modality for 

this rare condition.  

• Limited data are 

available. 

• Only to report conflicting 

results. 

• No strict current 

guidelines for this rare 

condition. 

• Most patients are in early 

stages. 
Ayhan et al, J Surg Oncol 2006 



Survival and recurrence rates in 

suboptimal management of cervical 

cancer 

J Low Genit Tract Dis 2004;8:102–5. 

Gynecol Oncol 2008;111:18–21.  

 



Survival and recurrence rates in 

optimal surgical management of 

cervical cancer 
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Adjuvant therapy to whom? 

 

• Whether adjuvant treatment is required or not 

and what type of adjuvant treatment is best 

depend on her pathologic findings after SH.  

• Pelvic lymph node (LN) metastasis, para- 

metrial invasion, and positive surgical 

resection margin (RM) are grouped into high-

risk factors. 

• A large tumor size, deep stromal invasion, 

and lymphovascular space invasion (LVSI) 

are grouped into intermediate-risk factors.  

 



Adjuvant therapy to whom scoring system 



Adjuvant therapy to whom? 

 Difficulties 

• Parametrial invasion is difficult to 

evaluate precisely owing to the lack of 

adequate parametrial tissue in SH 

specimens.  

• This situation makes it more difficult to 

decide what treatment modality to use.  

• A NEW SCORING SYSTEM IS NEEDED. 

 



Adjuvan therapy to whom? 

New scoring system 

RM, resection margin 

DOI, depth of invasion 



What is the best cut of value 

to give adjuvant therapy? 

• The best cutoff 

value of score 3 

was confirmed 

by the receiver 

operating 

characteristic 

curve with a 

sensitivity of 

100% and a 

specificity of 

34.8% to 65.2%  

 



Treatment modalities 

No treatment 

• Surveillance 

Surgery 

• Radical 
parametrectomy, 
consisting of resection 
of the parametrium, 
upper vaginectomy, 
and therapeutic 
(pelvic ± paraaortic 
lymphadenectomy)  

• Needs experienced 
surgeon. 

• Accompanying 
serious bladder 
dysfunction has been 
reported in up to 10% 
to 32% of patients 
after surgey. 

Radiotherapy  
and/or 

chemotherapy  

• Results in a loss of 
ovarian function and 
frequent bladder, 
rectal, and sexual 
dysfunction, especially 
after vaginal 
brachytherapy.  

• What type of adjuvant 
treatment is required?  

• It is not easy to decide 
with simple 
hysterectomy findings.  

Int J Gynecol Cancer 2011;21: 1646-1653 

Int J Gynecol Cancer 2012;22: 1383-1388 



Adjuvant therapy to whom? 

 

• Adjuvant treatment can be omitted in low-risk 

group patients with invasive cervical cancer 

detected after SH. 

 

• There can be one exception in this prognostic 

scoring system. Further treatment might be 

recommended to the patient, if any, who was 

in a low-risk group because of the one high-

risk factor, that is, positive RM or LN or para- 

metrium (score = 3).  

 



Standard treatment modalities for 

known cervical cancer 

(No fertility desire) 

IA1 

Extrafascial or simple 
hysterectomy  

IA2-IIA 

Radical hysterectomy 
or radiotherapy  

Bulky tumors in 
more than 
Stage IB or 
advanced 
disease such as 
node positive 
and more than 
Stage IIB  

Concurrent 
chemoradiotherapy 



Primary treatment 



Surveillance 



Surgery 

• Resection of the parametrium, upper 

vaginectomy, and pelvic - paraaortic 

lymphadenectomy. 

– Open 

– L/S 

– Robotic 

 

 

• Only lymphadenectomy 

– Open 

– L/S 

– Robotic 

 



Parametrectomy  

• Very difficult following extrafascial hysterectomy. 

• Radical parametrectomy as a surgical treatment 

in patients with recurrent invasive cervical 

cancer who were initially treated with simple 

hysterectomy was first described by Daniel and 

Brunschwig in 1961.  

• What is often termed parametrial tissue includes 

cardinal ligament, uterosacral ligament, and the 

tissues between (paracervical and paravaginal) 

lateral to the ureter which includes uterine 

vessels taking off from hypogastric vessels. 

 
Cancer 1961;14:582 – 586. 



Parametrectomy 

• Although  previous studies have indicated 

that all patients with positive surgical margins 

on simple hysterectomy specimens are poor 

candidates for RP, now new studies indicate 

that if there is no parametrial involvement, RP 

can be carried out safely in patients with 

small residual disease on the vaginal stumph. 

• If there is a high probability that a patient will 

receive adjuvant RT or CCRT after RP, we 

should be carried out RT or CCRT because of 

the high morbidity of combination of RP and 

RT. 



Advantages of radical 

parametrectomy 

• Allows the assessment of the real extent of 

pelvic disease 

• A more precise prognosis 

• A proper guide for further adjuvant therapies 

only when needed  

• Avoids radiation-related complications to the 

bowel, bladder and vagina.  

• Most of the women would not need further 

treatments without detrimental effect on 

survival outcomes.  

 EJSO 38 (2012) 548e554 



Studies regarding radical 

parametrectomy 



Studies regarding radical 

parametrectomy 



Oncological results of 

radical parametrectomy 

Radical parametrectomy 

provided an excellent overall 

survival which largely 

overcomes the 90% (32-100%) 

at 5 years.  

 



The outcomes by treatment modality with 

occult cervical cancer 



• 147 patients (Korea 2009) 

– 47 patients stage IA1, they did not receive further 

treatment (surveillance group) 

– 99 patients stage IA2-IIA, most of them received 

further treatment. 

• 26 patients received no further definitive treatment 

(observation / CT group) 

• 44 patients received RT or CCRT (RT/ CCRT group) 

• 29 patients underwent RP (RP group) 

• Median follow up 116 months (3-235). 

 



• Recurrence rates 

– Surveillance group : 48 patients 0%. 

 Median follow-up time 158 months (34-235) 

– Observation/CT group : 26 patients (6 patients 

received CT) 34.6%. 

 Median follow-up time 104 months (7-232). 

 10 year DFS and OS rates are 63%, 84%. 

– Only Observation group : Recurrence  rate 40%. 

– CT group : Recurrence  rate 17%. 

– There is no differences in DFS and OS between the 

two groups. 

 



• Recurrence rates 

– RT/CCRT group : 44 patients (32 RT, 12 CCRT), 23 

patients WPRT, 3 patients ICR, 18 patients both. 

• Median follow-up time 116 months (9-232) 

• The median number of CT cycles 4 

• 3 patients had recurrence (6.8 %) 

• The 10 year DFS and OS rates 93%, 94% 

– RP+PLND group : 29 patients (19 patients 

underwent paraaortic LND). 

• The mean time from simple hysterectomy to RP 34 days.  

• Follow up time 73 months (3-220). 

• There is no recurrence no late complication. 

• The 10 year DFS and OS rates 100%. 

 





RP and RT/CCRT  

• Although RP and RT/CCRT had similar therapeutic 

efficacy, the lower rate of late complications 

observed with RP makes it preferable to RT/CCRT. 

• The 5 year survival rates in cases treated with 

adjuvant RT are between 39-96%. However in cases 

treated with RP 5 year survival rates are 67-100% 

(FIGO IA2, IIA). 

• Complication rates 

– RT/CCRT group 27 (18- 36)% 

– Open surgery 19 (8.7-30)% 

– L/S and robotic (early reports 20%, recently 7.2%) 

• Complication in RT cases 

– Radiation injury to the small intestine , the rectum and the 

bladder. 

– In young patients ovarian and sexual disfunction. 
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detected early-stage cervical cancer after simple hysterectomy without
intermediate-risk factors: An application of the concept of less radical
surgery.
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Abstract

To assess the feasibility of less radical surgery in patients with incidentally-detected cervical

cancer at simple hysterectomy.

High-risk factors (HFs) were evaluated in 104 patients who underwent

radical hysterectomy and lymphadenectomy for the treatment of stage IA1-IB1 cervical cancer

according to intermediate-risk factors (IFs).

Thirty-three patients without IFs had no HFs. As the number of IFs increased, the

number of HFs increased (p=0.009). Multivariate analysis revealed that lymph node metastasis was

the only independent risk factor for parametrial involvement (hazard ratio, 31.3; 95% confidence

interval, 1.6-599.4; p=0.022). An absence of IFs was associated with a longer progression-free

survival than the presence of IFs in the subgroup analysis of favorable histologies (p=0.044).

HFs could be excluded in stage IA1-IB1 cervical cancer without IFs. Omitting

parametrectomy seems a feasible option for selected patients with incidentally-detected early-stage

cervical cancer at simple hysterectomy, without IFs.
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• 104 patients. 

• An absence of IFs was associated with a longer 

progression-free survival than the presence of IFs in the 

subgroup analysis of favorable histologies. 

• HFs could be excluded in stage IA1-IB1 cervical cancer 

without IFs. Omitting parametrectomy seems a feasible 

option for selected patients with incidentally-detected 

early-stage cervical cancer at simple hysterectomy, 

without IFs.  

• Lymph node metastasis is the only independent risk factor 

for parametrial involvement. 

  

 



Laparoscopic Nerve-Sparing Radical Parametrectomy 

for Occult Early-Stage Invasive Cervical Cancer After 

Simple Hysterectomy  

 

• 28 patients (2006-2010 Chinese) 

• Median follow-up period 38 (4-62) months 

• 3 patients received adjuvant therapy. 

• Bladder voiding function recovery to grade 0 to grade 

1was observed in 26 patients (92.9%). 

• A therapeutic option for occult early-stage invasive 

cervical cancer discovered after hysterectomy.  

• Nerve-sparing radical surgery in indicated patients 

may lead to optimal preservation of bladder function.  

 

Int J Gynecol Cancer 2012;22: 1383-1388 



117 patients (Korea), Stage IA, IB 

(mostly), median follow-up time 75 

months  

IIA, IIB, IIIB 

EBRT /+/- ICR 



Analysis of 117 patients 

with salvage RT 



Analysis of literature 

findings with salvage RT 

90 

84 83 



Comparison of RT and Surgery 

revealed similar results 



Additional Intracaviter RT 

to EBRT 

Additional ICR to EBRT 

may be omitted in patients 

with no residual disease 

and negative resection 

margin.  

 Am J Clin Oncol 2010;33: 229–232 



Vaginal brachytherapy 

alone  

• Retrospective study including 25 patients 

(USA, 1961-2004) 

• The actuarial rate of tumor control and 

relapse-free survival at 5, 10, and 20 years 

was 96%. 

• Only for patients with  

– negative postoperative imaging 

– negative surgical margins, and 

– <10 mm tumor invasion.  

 Am J Clin Oncol 2010;33: 229–232 



Conclusion- I 

• When invasive cervical cancer is found after 

simple hysterectomy, further treatment is  

mostly necessary, except very rare 

conditions. 

• In occult cervical cancer treatment modalities 

are surveillance, RP and RT. 

• In low risk groups (risk score <3), surveillance 

should be performed.  

• Salvage radiotherapy (RT, CCRT, vaginal 

brachterapy) or radical parametrectomy 

should be performed in many cases 

(intermediate or high risk groups >3). 

   



Conclusion- II 

• If a lesion is found to be IA1 cervical cancer, 

further management is not required, regardless 

of the status of LVSI. However if the lesion in 

larger, definitive RT, CCRT or RP is required 

because higher recurrence, death rates have 

been observed in patients who did not receive 

further management or who received adjuvant 

therapy. 

•  Both treatment modalities (RP, RT) have 

similar oncologic outcomes but RP is feasible 

in all patients. Because the rate of perioperative 

complications is very low, and there is no late 

morbidity. 

 



Conclusion- III 

• Due to the high rates of long term morbidity 

after RT or CCRT; RP may be preferable for 

selected patients with IA2 – IIA occult 

invasive cervical cancer. 

• Also RP may be of greatest benefit in young 

patients who want to preserve their ovarian 

and sexual functions.  
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