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Cervical Cancer treatment 

• Treatment planning should be made on a multidisciplinary basis 
(generally at a tumor board meeting) and based upon the 
comprehensive and precise knowledge of prognostic and predictive 
factors for oncological outcome, morbidity and quality of life. 
Patients should be carefully counseled on the suggested treatment 
plan, and potential alternatives, including risks and benefits of all 
options. Treatment should be undertaken by a dedicated team of 
specialists in the diagnosis and management of gynecologic cancers 

• Treatment strategy should aim for avoiding the combination of 
radical surgery and postoperative external radiotherapy, due to the 
significant increase of morbidity and no evident impact on survival

ESGO guidelines 2017



Radiotherapy +/- chemo

• Definitive treatment  LACC
- focus of todays presentation

• Post op treatment 
- high risk factors/ incidental finding 

• Recurrence post surgery

• Palliation



Locally advanced disease



Locally advanced disease

• Heterogenous group FIGO IB2/IIB-IVA

• Variation in treatment (IB/II) based on surgical 
expertise and availability of RT & Brachy

• Neoadjuvant chemo/surgery v CRT

• Challenges- nodal staging

- treatment technique

- morbidity

- outcome



Feb 1999: NCI clinical 
announcement on cervical cancer-

changed clinical practice 
worldwide

5 Pivotal Trials of Chemoradiation

NCI Clinical Announcement 1999: 

www.cancer.gov/newcenter/cervicalcancer

Morris M, et al. N Engl J Med 1999;340:1137–43. 

Rose PG, et al. N Engl J Med 1999;340:1144–53.

Keys HM, et al. N Engl J Med 1999;340:1154–61.

Whitney CW, et al. J Clin Oncol 1999;17:1339–43.

Peters WA 3rd, et al. J Clin Oncol 2000;18:1606–13.



Primary RT & Chemotherapy
Meta-analysis 

• 18 trials from 11 
countries/analysis limited to 13 
trials

• Confirmed benefit of CRT-
smaller effect

• Overall HR survival 0.81 / HR 
DFS 0.78

• Suggestion that greatest  
benefit with earlier stage (7-10% 
I/II vs 3% III/IV)

• Significant benefits with non-
platinum agents

• Suggestion that adjuvant 
chemo may improve outcome 
further

Vale et al JCO 2008



Primary surgery v radiotherapy



Challenges in management

• Nodal staging—determine RT fields/prognosis

• Local control 

• Morbidity & QOL

• Overall outcome



Nodal staging



Risk of nodal involvement

Quinn et al FIGO annual report 2006



Outcome & Nodal status

Kidd et al JCO,2010



Staging- nodal



Accurate target definition



PA nodal metastasis & outcome 
in PET negative patients

• Prospective 
muliticenter study

• 237 pts PA node 
negative on PET

• Lap surgical staging 

• 12% positive PA nodes

• Outcome related to 
size

Gouy et al J Clin Oncol 2013



Local control



Role of Brachytherapy

Seer analysis of 7359 cases stage 
IB2-IVA cervical cancer definitive 
RT ( ExBRT+/-Brachy)

• Matched cohorts 2000-09

• CSS- 64% V 51% ( No BT)

• OS –58% V 46% (No BT)

• BT independently associated 
with CSS/OS

Han et al IJROBP 2013 



Image guided adaptive 
brachytherapy

• Technical advances in imaging &  RT planning led 
to increased precision in brachytherapy practice

• More accurate definition of target volume & dose 
escalation

• Dual aim-improve LC & reduce normal tissue 
toxicity 

• Colleagues in Vienna, Denmark and France led 
the way in developing IGABT



MRI -local staging & target 
definition for Brachy



RetroEMBRACE

• Retrospective obs study 
731pts

• Cohorts 12 institutions

• 91% treated 3D 
conformal EXBRT

• All MR guided BT

Sturdza et al Radiotherapy & Oncol 2016



RetroEMBRACE

Sturdza et al Radiotherapy & Oncol 2016

Local control Overall survival    

G3-5 morbidity at 5 years
5%,7%,5% for bladder/GI tract/vagina



Morbidity & QOL



Frequency and range of GI symptoms 
reported after pelvic RT in Gyn 
patients

Modified from Andreyev Lancet Oncology 
2007;8(11):1007



3D CRT and IMRT



3D CRT vs IMRT

NRG – RTOG Time-C trial  (presented at ASTRO 2016)
• Randomised trial of IMRT vs 4-field pelvic radiotherapy
• IMRT reduces acute GI and GU toxicity at 5 wks
• IMRT improved QOL with regard to physical functioning

Klopp et al, ASTRO 2016

Simultaneous Tntegrated Boost (SIB)



3D CRT and IMRT

Bowel obstruction

• Retrospective review 
224pts/12years

• Overall 5yr actuarial rate 
BO 4.8%

• 5 yr rate 9.3% (3D CRT)  & 
0.9% IMRT

Shih et al Gynae Oncol 2016



Morbidity with IGABT

Lindegaard et al Acta Oncologica 2013 



OUTCOME
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Locally advanced cervical cancer
• Squamous cell carcinoma, 

adenocarcinoma or adenosquamous
carcinoma

• Node-positive stage IB1 or IB2, II, IIIA 
or IVA

• ECOG PS 0–2

(N=915)

NCT01414608

Paclitaxel + 
carboplatin q3w 

for 12 weeks

EBRT Mon–Fri 

for 5 weeks

Weekly cisplatin
for 5 weeks

Intracavitary
brachytherapy (HDR, 

PDR or LDR)

EBRT Mon–Fri 

for 5 weeks

Weekly cisplatin
for 5 weeks

Intracavitary
brachytherapy (HDR, 

PDR or LDR)



Randomise

Carboplatin AUC2 & 

Paclitaxel 80mg/m2
Weeks 1-6

Weeks 7 – 13
Standard CRT

Standard CRT

Follow-up
3 monthly for 2 years; 6 monthly  for 3 years

Prospective RTQA
IMRT  & IGABT PERMITTED 
Overall treatment time </=50 days
Min EQD2 dose 78Gy Point A
Weekly cisplatin 40mg/m2 x 5 weeks

INTERLACE

Current status 
300/500 pts 
accrued



Conclusions

• Radiation therapy come along way since

Chicago physician early-1900s: “I believe this treatment is an absolute cure 
for all forms of cancer. I do not know what its limitations are.”

• Urgent need to improve survival further-on going trials chemo

• Define role of immunotherapy in this disease

• Survivorship and QOL of paramount importance




