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ABSTRACT

Invasive cancer of cervix is considered a preveetaisease as it has a long pre-invasive statdetécted in early
stages i.e upto stage H#e disease is curable with good survival rates.

 To identify the prognostic factors in surgicallsedted early stage cervical cancer

» To study if preoperative findings could accuratphgdict presence of poor prognostic factors suchnedal

status

» To evaluate these histological prognostic factarsdeciding the further management of patient witiugant

treatment

This is a prospective study of prognostic factard adjuvant treatment in 60 cases of surgicallatieel early stage
cervical cancer (Radical hysterectomy with bilatgralvic lymph node dissection).Histo-pathologifiatlings were
evaluated to determine the prognosis.Result:25%eptt had lymph node involvement and lymphovas@gace

invasion was seen in 15% of cases. Parametrium imaalved in 16.6%. There were 3 patients with pesit
margins and 65% patients had moderate differerttratif tumor. Maximum number of nodes were positivdtage

IB2. Size of the tumor more than 4 cm is an impdrteeterminant of prognosis and has an definiteatfbn lymph
node metastasis and other poor histological progindactors. « Adjuvant treatment is must incas@atients with

intermediate or high risk prognostic factors
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INRODUCTION

Cervical cancer is a deadly yet a preventable acdrable disease. If detected early i.e. upto stbfe, it is
operable. However to prevent recurrence adjuvaattitnent in the form of radiotherapy is needed. &adrapy
itself has its own morbidities over a period of éimvhich includes acute complications like, a. Diaa b.
Abdominal cramps c. Nausea d. Frequent urinatioBleeding from bladder and bowel mucosa and chronic
complications like a. Proctosigmoiditis b. Rectowad fistula c. Small bowel complications. To avoillis
morbidities we need to rationalise which patienttually need adjuvant treatment which can be kepy @n
observation without adjuvant treatment. Purposéhisf study is to analyse the prognostic factoreebasn which
adjuvant treatment can be decided and rationalised.

MATERIALS AND METHODS
This is a prospective study of prognostic factord adjuvant treatment in 60 cases of surgicallgtée early stage
cervical cancer (Radical hysterectomy with bildtg@elvic lymph node dissection) Cases of stagedBtage 1A

carcinoma cervix operated between July 2012 andueep 2014 were taken Inclusion criteria;

 Operated cases of early stage cervical canceDF$tage IB to stage IIA
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Exclusion criteria:
 FIGO stage IA and Advanced cervical cancer fréllIB to stage IV
» Medically unfit patients of early stage cervicahcer not treated with surgery.

Histo-pathological findings were evaluated to deiee the prognosis. Adjuvant treatment was indiglthed based
on the histo-pathological prognostic factors Tgbadjuvant treatment included radiotherapy, obin@rapy and
concurrent chemo-radiation.

Adjuvant pelvic radiation was given in two circuistes:
I. Patients with positive nodes, parametria, or satgimargins
II. Patients with negative nodes but high-risk featimebe primary tumor

Prognostic factors include
Intermediate Risk Factors

* Size of the primary tumor

* Depth of stromal invasion

» Lymph-vascular space invasion
» Histological type

High Risk Factors

» Status of the lymph nodes

» Parametrial extension

« Status of the vaginal margins

Patients with intermediate risk were given radiattberapy alone, however patients with high risktdes were
given concurrent chemoradiation. These patient® i@towed at 3month interval after completion céatment.

Recurrence over a period of minimum 6 months tcedry post operatively was studied. This study d@se
ethically at Gujarat cancer research institute.

RESULTS

Table: 1.Number of patient in each stage of disease

Stage| n=60| Percentage
1B, 29 48.3%

1B, 26 43.3%

1A, 5 8.3%

Table: 2.0verall histologic prognostic factors anajsed

Histological prognostic factors Present study|
N=60| %

Tumour cell type

Squamous cell carcinoma 52 86.7

Adenocarcinoma 6 10

Others 2 3.3

Depth of stromal invasion

< 2/3%invasion 37 61.6

>2/3%invasion 23 38.3

Lymphovascularspace invasion

Present 9 15

Absent 51 85

Parametrial involvement

Present 10 16.4

Absent 50 83.4

Lymph node involvement

Present 15 25

Absent 45 75

Differentiaton

Well 2 3.3

Moderate 39 65

Poor 19 31.6]

Margins

Positive 3 5

Negative 57 95
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Table: 3.Stage and lymph node involvement

Stage | n=60 Present study
Lymph node positive | %
n=15
1By N=29 6 20.6
B, N=26 8 30.7
1A 4 N=5 1 20

Table: 4.Size of tumor and lymphnode involvement

Size of tumor | Lymph node involved (%)
<4cm 20
>4cm 32

Table:5.Depth of stromal invasion and lymph node imolvement

Depth of invasion | Lymph node positive
(%)

<2/3° 13.51

>2/3° 43.47

Table:6.Lymphovascular space invasion and lymph naglmetastasis

LVSI Lymph node positive
(%)

Present 55.5

Absent 19.6

Table:7. Stage and number of associated risk facter

Stage | Highrisk | Intermediate risk | Low ris k | Intermediate risk + high risk
IB: 34 51.7 20.6 24.1

1B, 3.8 42.3 3.8 50

1A, 40 60

Table: 8. Adjuvant treatment

Adjuvant treatment Percentage of patients

RT 53.3

CT-RT 23.3

Observation 15

Lost to follow up | Adjuvant treatment not take 6.6
Incomplete adjuvant treatment 1.6

Table :9 Stage and adjuvant treatment

Stage| RT | CT-RT | Observation | Lost to follow up%
% % %

1By 51.7 17.2 24.1 6.8

1B 65.3 23 7.6 3.8

1A, 80 20

Table: 10 Follow up

Follow up Duration - one year
Free of disease n=52 86.6%
Alive of disease n=8 13.3%

Table: 11 Recurrence in relation to treatment

Recurrence Total Over all Percentage
Number n=8 | 13.33%

After treatment 3 5%

Lost to follow up/incomplete treatment 5 8.33%

Table:12 High risk factors in recurrence after competing adjuvant treatment

Recurrence | High risk factors Intermediate risk facbrs
Recurrence 1] Lymph node involvegd  >%: stromal thisknenoderate differentiation, uterus involved
Recurrence 2 Lymph node involvegd  >Y% stromal théslen moderate differentiation
Recurrence 3 Lymph node involvgd > stromal théglsn poor differentiation
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DISCUSSION

Carcinoma of cervix is a clinically staged caféeccording to studies upto figo stage IIA1 of cendx is
considered operable. Above I1A1 the treatment @i@his primary radiotheraff} However all operated cases need
to be evaluated thoroughly to avoid recurrencetangive a disease free survival for the patieneésBnce of high
risk histological prognostic factors for recurrerioethe tumor such as a) Positive or close mafjiby Positive
lymph node¥ c) Microscopic parametrial involvement. Or elséeimediate risk factors such as a) Large tumor
size b) Cervical stromal invasion to the middledeep 1/3rd c) Lymph vascular space invasion m#iepatient
appropriate candidate for adjuvant treatrf’érithrough this study we shall study these factorss to rationalise
the need for adjuvant treatment thus avoiding ¢ing kerm morbidity of these treatment. In this gtitds seen that
size of the tumour plays an important role in dejdorognosis. Stage IB2 where size of the tumeumare than 4
cm is associated with poor prognostic factors alhdhase patients including 1IA1 were given combioa of
chemotherapy plus radiotherapy instead of radiaferlone. Limitation of these study is the sangite and the
short duration of follow up (1 year). Recurrencesvgeen in 8 patients out of which 3 patients haupdeted
adjuvant treatment and 5 patients were defaulfdrase 3 patients had associated high risk fadtossalso seen in
this study that patients with low risk can be safept on observation without adjuvant treatmelmtistavoiding
morbidity.

CONCLUSION

Thus we conclude that size of the tumor more tham4s an important determinant of prognosis argldradefinite
effect on lymph node metastasis and other pooolbigical prognostic factors. Adjuvant treatmentnigst in case of
patients with intermediate or high risk prognodéctors. Such high risk patients who did not takiueant

treatment, have very early recurrence. Most imporéstological and clinical prognostic factorslinde, a) Size of
the tumor b) Lymph node metastasis ¢) Parametnadlvement d) Positive margins. Adjuvant treatmienniust in

such cases. However patients with intermediatefastors also require adjuvant treatment. Only t@sk cases can
be kept for observation with successful outcome.
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