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Purpose : This study was to analyze the preliminary survival outcomes and treatment-
related toxicities of definitive radiotherapy with prophylactic para-aortic irradiation and
concurrent chemotherapy for patients with International Federation of Gynecology and
Obstetrics (FIGO) stage IIB/IIIB cervical carcinoma.

Materials and Methods : From June 1998 to June 2001, 20 patients with FIGO stage
1B or 1IB cervical carcinoma with no lymph node metastasis to the para-aortic area were
included in the study. Patients were treated with definitive pelvic and prophylactic para-
aortic radiotherapy, concomitant chemotherapy, and post-radiation chemotherapy.
Radiation treatments included external radiation to the para-aortic area with 45 Gy in 25
fractions and to the whole pelvis with 50.4 Gy in 28 fractions, additiona!l boost to the
parametrium with 9 Gy in 5 fractions, and the intracavitary brachytherapy with point A
doses of 22-30 Gy in 4-5 fractions. Chemotherapy included 2 cycles of cisplatinum 60-80
mg/m? on day 1 and day 29 during radiotherapy, and 2 cycles of cisplatinum 60-80 mg/m?
and 5-fluorouracil 600-800 mg/m®/day for 5 days, at 1 and 2 months after completion of
radiotherapy. Patients were followed on a regular basis. The survival outcome was calcu-
lated by Kaplan-Meier method, and the treatment-related side effects were evaluated by
RTOG criteria. The median follow-up interval was 15 months.

Results : All patients completed the planned radiotherapy and the planned 2 cycles of
chemotherapy during radiotherapy. Sixteen patients (80%) underwent 2 cycles of the
post-radiation chemotherapy, while 4 of them had modification of chemotherapy regi-
mens. One patient had local recurrence, with the 2-year local control rate of 83%. None
of the 20 patients had para-aortic recurrence, but one patient developed lung metastasis.
All patients were alive and the 2-year survival rate was 100%. Most treatment-related
side effects were gastrointestinal and hematological reactions. No patient had grade IV
acute toxicity. For gastrointestinal toxicity, there were four patients (20%) with grade 1
reaction. For hematological toxicity, there were five patients (25%) with grade Ill reaction.
All but 2 patients had the late toxicities less than or equal to grade . No patient had the
interruption of radiation therapy due to the treatment-related adverse effects.
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Conclusion : Definitive radiotherapy with prophylactic para-aortic irradiation and concur-

rent chemotherapy are safe and well tolerated for patients with FIGO stage 11B-IlIB cervi-

cal carcinoma. The preliminary survival results were acceptable. Long-term follow-up is

needed to evaluate the side effects and outcome with this intensive treatment combina-

tion.

[Therapeut Radiol Oncol 2000; 7(4): 243-251]
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INTRODUCTION

Incidences of para-aortic lymph node
(PALN) metastasis in patients with carcinoma
of the uterine cervix were reported to range
from 6% to 25% in the Gynecology Oncology
Group (GOG) study [2]. Several efforts have
been made to eradicate the para-aortic disease
by prophylactic irradiation, irradiation of known
PALN metastasis at the time of initial diagnosis
of cervical cancer, and irradiation for recurrent
disease [7,8,16,20]. Of these, the best outcome
was obtained with the use of prophylactic para-
aortic treatment in the Radiation Therapy
Oncology Group (RTOG) randomized trial [18].
Furthermore, the addition of chemotherapy to
irradiation confers significant benefits in at least
five randomized trials, in pre-operative, post-
operative, and definitive settings [10,13-15,18].
One of these studies even demonstrated superior
results in survival and local/distant disease con-
trol with pelvic radiotherapy and chemotherapy
than with pelvic and para-aortic radiotherapy
alone [13]. Several treatment-related side effects
deserved special attention with either para-aor-
tic irradiation or concomitant chemotherapy
[6,13,20]. However, few studies addressed the
toxicity and outcome with prophylactic para-
aortic irradiation and concomitant chemothera-
py. In our institution, we designed a phase /11
trial with prophylactic para-aortic radiotherapy
and concurrent chemotherapy for patients with
stage TIB-IIIB cervical carcinoma. We reported

the preliminary outcome and treatment-related

toxicities in the interim analysis.

MATERIALS AND METHODS

From June 1998 through June 2001, 20
patients with International Federation of
Gynecology and Obstetrics (FIGO) stage 1IB or
IIIB primary cervical carcinoma were treated at
Koo Foundation Sun Yat-Sen Cancer Center,
Taipei, Taiwan. Fifteen patients were staged as
IIB and 5 patients as IIIB. Patients' age ranged
from 31 to 69, with a mean of 50. Pathological
examinations of biopsy of the cervical tumor
were obtained for all patients. Histological fea-
tures were squamous cell carcinoma in 18
patients and adenocarcinoma in 2. The initial
evaluation included chest radiography, abdomi-
nal sonography, cystoscopy, proctoscopy, com-
puted tomography (CT) or magnetic resonance
images (MRI) of pelvis and low abdomen, a
complete blood count, and blood chemistries of
liver and renal functions. No patient had
enlarged lymph node at the para-aortic area in
the initial work-up.

All patients were treated with definitive
concomitant radiotherapy and chemotherapy.
Radiation treatment was given to the pelvis and
prophylactically to the para-aortic area.
External-beam radiation was delivered with
four-field (anteroposterior, posteroanterior, and
the two lateral opposed fields) technique, using
18-MV photons. The pelvis and para-aortic



areas were treated in a continuous field, with a
superior border at the space between L1 and 1.2
and an inferior border at the mid-pubis or 3-4
cm below the most distal vaginal or cervical site
of disease. A 1.5-2 cm margin was designed lat-
eral to the pelvic bone rim to treat pelvic lymph
nodes. Lateral fields were designed to encom-
pass S3 posteriorly, with a margin of at least 3
cm from the primary cervical tumor. Multi-leaf
collimator was used to shape the radiation
fields. The radiation dose was keyed to the
isocenter of the beams. The total dose to the
para-aortic area was 45 Gy and to the whole
pelvis was 50.4 Gy, given at a daily fraction of
1.8 Gy. A midiine shielding with rectangular
block was used after 41.4 Gy or 45 Gy. Area of
parametrial disease was irradiated with an addi-
tional boost of 9 Gy in 5 fractions.

Intracavitary brachytherapy with high-
dose-rate Iridium-192 was given after the mid-
line block was used. A dose of 4-7 Gy per frac-
tion was delivered to point A, based on the dose
limit of rectum and bladder derived from the
simulated computer treatment plan. Patients
were treated once or twice a week, with a total
of four to five insertions and point A dose of
22-30 Gy. The goal total dose to point A was
80-85 Gy and 85-90 Gy of low-dose-rate equiv-
alent dose for patients with stage IIB and IIIB,
respectively. The dose constraints were 75 Gy
for rectum and 80 Gy for bladder.

Chemotherapy included 2 concurrent
cycles of cisplatinum during radiotherapy and 2
cycles of cisplatinum and 5-fluorouracil after
completion of radiation treatment. Concomitant
chemotherapy with an intravenous infusion of
cisplatinum 60-80 mg/m2 was given on day 1
and day 29. Post-radiation chemotherapy con-
sisted of an intravenous infusion of cisplatinum
60-80 mg/m’ over a four-hour period followed
by 5-fluorouracil 600-800 mg/m” over a 120-
hour period, at one and two months after com-
pletion of radiotherapy.

Patients were evaluated weekly by clinical
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assessments, a complete blood count, and a
pelvic examination. Blood chemistries were
ordered on a needed basis. Patients had a pelvic
examination and the placement of brachythera-
py apparatus under anesthesia at the time of
each intracavitary treatment. After completion
of chemoirradiation, patients were followed
every three months for the first three years, and
every six months during the fourth and fifth
years. The evaluation consisted of physical
examination, pelvic examination, and Pap smear
on a 3-month interval, chest radiography and
abdominal sonography on a 6-month basis, and
CT or MRI of pelvis annually. Toxicity was
assessed at the time of each evaluation with the
use of Acute and Late Radiation Scoring
Scheme of the RTOG. Survival outcome was
calculated by Kaplan-Meier method.

RESULTS

The median follow-up interval was 15
months, with a range of 4 to 38 months. All
patients completed the planned pelvic and para-
aortic irradiation. The median total duration of
radiation was 61 days, ranged from 53 to 81
days. The dose of external-beam radiotherapy
was homogeneous in all patients, with 45 Gy to
the para-aortic area, 50.4 Gy to the pelvis, 59.4
Gy to the parametrial disease, except one
patient with 66.4 Gy to the gross pelvic nodes
by conformal design. All patients had the
planned courses of the intracavitary brachyther-
apy. The average dose to point A was 25.4 Gy
from the intracavitary brachytherapy, ranged
from 22.2 to 29.6 Gy. All 20 patients (100%)
completed 2 cycles of concurrent chemotherapy
during radiotherapy. Sixteen patients (80%) had
2 cycles of post-radiation chemotherapy. Post-
radiation chemotherapy was discontinued or
modified because of prolonged recovery from
hematological toxicity, diminished performance
status, or refusal. The details of chemotherapy

compliance were listed in Table 1.
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Table 1. Compliance of chemotherapy for patients with cervical cancer

Cycles of chemotherapy Number Percent
Concurrent chemotherapy
2 20 100
Post-radiation chemotherapy
0 3 15
1 1 5
2 16 80
Reasons for non-compliance or modification of chemotherapy
Prolonged hematological toxicity 3 15
Diminished performance status 3 15
Refusal 2 10
At the time of last follow-up, all patients [ {2 e
were alive and the 2-year survival rate was 0.9 e
100%. One patient had isolated local recurrence g'j
at 19 months after the diagnosis of stage IIB ;Ej 0.6
disease, with the 2-year local control rate of S‘ 8'3
£ 0
83%. This patient was successfully salvaged 03
with exenteration and still remained alive and
disease-free. One patient developed isolated ‘ ‘ ]
lung metastasis at 10 months after the diagnosis 24 36 48
Months

of stage IIB disease and is still receiving sal-
vage chemotherapy. The 2-year distant metasta-
sis-free survival was 93%. No patient had
PALN metastasis (Fig 1).

All acute treatment-related toxicities were
mild to moderate, reversible and tolerable. No
patient had grade IV acute toxicity. Most of
them were hematological and gastrointestinal
side effects. For gastrointestinal toxicity, there
were four patients (20%) with grade III reac-
tion. For hematological toxicity of leukopenia,
there were five patients (25%) with grade III
reaction. All others had the toxicities classified
as grade 0 to II. No patient had the interruption
of radiation therapy due to the treatment-related
adverse effects. Until last follow-up, most late
toxicities were the injuries to the bowels. Two
patients had radiation injury of small intestine
requiring surgery (grade III), with one of them
also had grade III radiation colitis. One of the 2
patients received 66.4 Gy of external-beam
radiotherapy to the pelvic lymphadenopathies
and had clinical evident radiation-related bowel

Figure 1. Survival outcomes for the 20 patients
with cervical cancer

obstruction, radiation colitis, and sacral plex-
opathy. The second patient was treated with
59.4 Gy to the pelvic lymphadenopathies and
had bowel obstruction and the fistula between
bowels and urinary bladder. The treatment-relat-

ed toxicities were shown in Table 2.

DISCUSSION

The incidence of PALN metastasis in
patients with cervical cancer usually correlates
with clinical tumor stage. In the GOG study of
surgical staging for patients with carcinoma of
the uterine cervix, the incidences of positive
para-aortic nodes were 6%, 16%, and 25% for
stage I, II, and IIlL, respectively [2]. Fine et al.
reported a much higher rate of PALN metastasis
from the retroperitoneal or transperitoneal
pretherapy surgical staging, with 23.6% for
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Table 2. Treatment-related toxicities for the 20 patients with cervical cancer

Number Grade 0 Grade I Grade 11 Grade 111 Grade 1V
Acute side effects

Upper gastrointestinal tract 2 8 6 4 0
Lower gastrointestinal tract 0 2 17 1 0
Hepatic system 12 8 0 0 0
Genitourinary system 11 6 2 1 0
Hemoglobin 2 11 5 2 0
Leukocytes 0 4 11 5 0
Platelets 13 5 1 1 0
Chronic side effects

Stomach/duodenum 18 1 1 0 0
Small bowels 17 1 0 2 0
Large bowels 14 4 1 1 0
Urinary bladder 19 0 0 1 0
Sacral plexopathy 19 0 0 1 0

stage II and 37.6% for stage 11l disease [5]. The
hypothesis has been generated with some of the
disease progression of cervical carcinoma
through regional pelvic lymphatics to the PALN
prior to systemic dissemination [17]. Such a sig-
nificant histological evidence of para-aortic
nodal metastasis and the possible spreading
manner aroused special attention and initiated
further study of prophylactic para-aortic irradia-
tion. RTOG began the randomized trial of pro-
phylactic para-aortic irradiation for patients
with bulky IB/IIA and IIB cervical cancer in
1979 [16,18]. The ten-year results revealed the
survival gain of 11% with this treatment design.
More important is that the superior survival was
likely from the reduction of distant metastasis in
the para-aortic irradiation arm. It supported to
some extent that prophylactic para-aortic irradi-
ation prevented some systemic metastasis via
the indolent micrometastasis in the PALN.

On the other hand, a subsequent RTOG
randomized study starting 1990 investigated the
difference in disease control and survival
between pelvic/para-aortic irradiation and
pelvic radiotherapy with concurrent chemother-
apy [13]. Surprisingly the chemoirradiation
group had better survival, local control, and
reduction of distant metastasis. However, this
trial enrolled patients with stage IB/IIA of

tumor diameter more than 5 c¢cm, and all stage
IIB-IVA [13], which was different from the
inclusion criteria of bulky IB/IIA and IIB in
RTOG 79-20 trial [16,18]. In the subgroup
analysis the survival benefit was evident only in
patients with stage 1B-IIB disease. Concurrent
chemotherapy did not significantly improve sur-
vival for those with stage III/IVA tumors.
Similarly, another randomized trial of prophy-
lactic para-aortic irradiation in the EORTC
radiotherapy group recruiting stage III patients
also showed negative results in survival [9].
Therefore, it is possible that the survival impact
of prophylactic para-aortic irradiation was
insignificant for patients with more advanced
disease extent beyond early stage.

The prognosis has been dismal for patients
with synchronous occurrence or recurrence of
cervical cancer at the para-aortic area. Grigsby
et al. reported a 5-year survival rate of 32% for
patients having biopsy-proven positive PALN
treated with definitive radiation therapy [7].
Seventeen of the 20 patients with recurrence in
their study had distant metastasis as part or sole
of disease recurrence after radiotherapy. Stryker
et al. demonstrated a S-year survival rate of
29% for patients treated with extended-field
radiotherapy for para-aortic lymph node metas-
tasis [19]. They found the 15% survival differ-
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ence for those with microscopic and gross
PALN metastasis. Vigliotti et al. published a
comprehensive report indicating the prognostic
factors for patients with PALN metastasis [21].
Patients who benefit most from extended field
irradiation are those in whom the residual dis-
ease in the para-aortic area measures less than 2
¢m in size, whose disease extends no higher
than L3, and whose pelvic disease can be con-
trolled effectively. Cunningham et al. indicated
the best outcome for patients with early-stage
cervical cancer but surgically proven para-aortic
nodal metastasis, treated with extended field
irradiation [3]. However, the major morbidity
rate was as high as 19%. Some series tried to
use the altered fractionation of radiotherapy to
improve the control rate and to reduce the treat-
ment-related morbidity [6,12]. However, the
benefits of disease control were limited and the
adverse effects were beyond the usual tolerance.
Not surprisingly. the recurrence of para-aortic
nodes is frequently associated with severe clini-
cal problems. Grigsby et al. reported the triad of
leg edema, hydronephrosis, and sciatic pain that
might result in disastrous quality of life and dif-
ficulties in aggressive treatment integration [8].
With the recent evidences of survival gain
by the use of prophylactic para-aortic irradiation
[18] and concomitant chemotherapy [10,13-
15,22]. we designed the phase I/II study of the
combined modalities for patients with FIGO
stage IIB-1IIB cervical carcinoma. The docu-
mented benefit of prophylactic para-aortic irra-
diation was for patients with FIGO stage
IB2/bulky IIA, and IIB tumors [18], while that
of concurrent chemotherapy with cisplatinum
and 5-fluorouracil was for patients with locally
advanced disease [13,15]. It is our hope that the
simultaneous use of prophylactic para-aortic
irradiation and concurrent chemotherapy is ben-
eficial in the reduction of systemic metastasis
and in the improvement of local control.
Currently there has not been the report using
chemotherapy concurrently with irradiation to

the para-aortic area in prophylactic setting,
except for those in definitive setting for the
proven para-aortic metastasis. To avoid exces-
sive bowel irritation and bone marrow suppres-
sion, we used the single agent of cisplatinum of
moderate dose concomitantly with pelvic and
para-aortic irradiation. The supplement cycles
of chemotherapy with cisplatinum and 5-fluo-
rouracil after completion of radiotherapy were
designed to obtain the possible effect of sys-
temic control. Total treatment time of radiother-
apy plays an important role in disease control
and survival for patients with cervical cancer
[4,11]. The design was based on the integration
of both modalities with no delay or interruption
of radiotherapy due to treatment-related adverse
effects. In our preliminary analysis all patients
completed the radiation therapy with no inter-
ruption or unacceptable side effects.

Most of the treatment-related toxicities
were mild to moderate in the series using pelvic
and para-aortic irradiation with or without con-
current chemotherapy. In GOG 125 study
extended field radiotherapy (45 Gy) and concur-
rent chemotherapy with cisplatinum and 5-fluo-
rouracil were given to patients with documented
PALN metastasis. They reported 15.1% patients
with grade 3 or 4 acute hematological toxicity
and 18.6% of patients with grade 3 or 4 acute
gastrointestinal toxicity [20]. Our data demon-
strated 25% and 20% of patients with hemato-
logical and gastrointestinal toxicities, respec-
tively. In contrast, the side effects were less
toxic in the series with pelvic and para-aortic
irradiation alone. Grigsby et al. reported well
tolerance to acute reactions and few late toxici-
ties for patients with positive PALN metastasis
treated with 30.6-55 Gy of para-aortic irradia-
tion [7]. RTOG randomized trial designed the
radiotherapy arm with 45 Gy to the para-aortic
area [13]. It showed 3% and 2% of patients with
equal to or more than grade 3 acute hematologi-
cal and the other toxicities, respectively.

Although the follow-up interval was too



short to conclude the definite disease control,
the treatment-related toxicities were moderate
and tolerable. The acute and chronic side effects
were similar to those reported in the other series
[1,13,15,18]. Most of them were gastrointestinal
or hematological and self-limited. There were
only one patient with local recurrence, another
patient with distant metastasis, and no recur-
rence at the para-aortic area. The preliminary
results were promising and encouraging, but
needed to be conservatory for their limited fol-
low-up period. It deserves further attention to
have long-term follow-up and enrollment of
more patients in this study.

In conclusion, definitive radiotherapy with
prophylactic para-aortic irradiation and concur-
rent chemotherapy are feasible and well tolerat-
ed with moderate toxicities for patients with
FIGO stage 11B-11IB cervical carcinoma. The
preliminary results in survival and disease con-
trol were acceptable. Long-term follow-up is
demanded to evaluate the side effects and out-
come with this intensive combined modalities

of treatment.

REFERENCES

1. Barillot I, Horiot JC, Maingon P, et al.:
Impact on treatment outcome and late
effects of customized treatment planning in
cervix carcinomas: baseline results to com-
pare new strategies. Int J Radiat Oncol Biol
Phys 2000; 48: 189-200.

2. Berman ML, Keys H, Creasman W, DiSaia
P, Bundy B, Blessing J: Survival and pat-
terns of recurrence in cervical cancer
metastatic to periaortic lymph nodes (a
Gynecologic Oncology Group study).
Gynecol Oncol 1984; 19: 8-16.

3. Cunningham MJ, Dunton CJ, Corn B, et al.:
Extended-field radiation therapy in early-
stage cervical carcinoma: Survival and com-
plications. Gynecol Oncol 1991; 43: 51-54.

4. Delaloye JF, Coucke PA, Pampallona S,

1.

249

Peltecu G, De Grandi P: Radiation therapy
duration influences overall survival in
patients with cervical carcinoma. Int J
Gynaecol Obstet 1997; 57: 295-303.

.Fine BA, Hempling RE, Piver MS, Baker

TR, McAuley M, Driscoll D: Severe radia-
tion morbidity in carcinoma of the cervix:
Impact of pretherapy surgical staging and
previous surgery. Int J Radiat Oncol Biol
Phys 1995; 31: 717-723.

. Grigsby PW, Lu JD, Muich DG, Kim RY,

Eifel PJ: Twice-daily fractionation of exter-
nal irradiation with brachytherapy and
chemotherapy in carcinoma of the cervix
with positive para-aortic lymph nodes:
Phase II study of the Radiation Therapy
Oncology Group 92-10. Int J Radiat Oncol
Biol Phys 1998; 41: 817-822.

. Grigsby PW, Perez CA, Chao KSC, Herzog

T, Mutch DG, Rader J: Radiation therapy
for carcinoma of the cervix with biopsy-
proven positive para-aortic lymph nodes. Int
J Radiat Oncol Biol Phys 2001; 49: 733-
738.

. Grigsby PW, Vest ML, Perez CA: Recurrent

carcinoma of the cervix exclusively in the
para-aortic nodes following radiation thera-
py. Int J Radiat Oncol Biol Phys 1994; 28:
451-455.

. Haie C, Pejovic MH, Gerbaulet A, et al.: Is

prophylactic para-aortic irradiation worth-
while in the treatment of advanced cervical
carcinoma? Results of a controlled clinical
trial of the EORTC radiotherapy group.
Radiother Oncol 1988; 11: 101-112.

.Keys HM, Bundy BN, Stehman FB, et al.:

Cisplatin, radiation, and adjuvant hysterec-
tomy compared with radiation and adjuvant
hysterectomy for bulky stage 1B cervical
carcinoma. N Engl J Med 1999; 340: 1154~
1161.

Lanciano RM, Pajak TF, Martz K, Hanks
GE: The influence of treatment time on out-

come for squamous cell cancer of the uterine



250

13.

14.

16.

cervix treated with radiation: a patterns-of-
care study. Int J Radiat Oncol Biol Phys
1993; 25: 391-397.

.MacLeod C, Bernshaw D, Leung S,

Narayan K, Firth I: Accelerated hyperfrac-
tionated radiotherapy for locally advanced
cervix cancer. Int J Radiat Oncol Biol Phys
1999; 44: 519-524.

Morris M, Eifel PI, Lu J, et al.: Pelvic radia-
tion with concurrent chemotherapy com-
pared with pelvic and para-aortic radiation
for high-risk cervical cancer. N Engl J Med
1999; 340: 1137-1143.

Peters III WA, Liu PY, Barrett II RJ, et al.:
Concurrent chemotherapy and pelvic radia-
tion therapy compared with pelvic radiation
therapy alone as adjuvant therapy after radi-
cal surgery in high-risk early-stage cancer of
the cervix. J Clin Oncol 2000; 18: 1606-
1613.

.Rose PG, Bundy BN, Watkins EB, et al.:

Insalaco S. Concurrent cisplatin-based
radiotherapy and chemotherapy for locally
advanced cervical cancer. N Engl J Med
1999: 340: 1144-1153.

Rotman M, Choi K, Guse C, et al.:
Prophylactic irradiation of the para-aortic
lymph node chain in stage IIB and bulky
stage 1B carcinoma of the cervix, initial
treatment results of RTOG 7920. Int J
Radiat Oncol Biol Phys 1990; 19: 513-21.

17.

18.

19.

20.

21.

22.

Rotman M, John M, Boyce J: Prognostic
factors in cervical carcinoma: Implications
in staging and management. Cancer 1981;
48: 560-567.

Rotman M, Pajak TF, Choi K, et al.:
Prophylactic extended-field irradiation of
para-aortic lymph nodes in stage IIB and
bulky IB and IIA cervical carcinomas: Ten-
year treatment results of RTOG 79-20.
JAMA 1995; 274: 387-393.

Stryker JA, Mortel R: Survival following
extended field irradiation in carcinoma of
cervix metastatic to para-aortic lymph
nodes. Gynecol Oncol 2000; 79: 399-405.
Varia MA, Bundy BN, Deppe G, et al.:
Cervical carcinoma metastatic to para-aortic
nodes: Extended field radiation therapy with
concomitant 5-fluorouracil and cisplatin
chemotherapy: A Gynecologic Oncology
Group Study. Int J Radiat Oncol Biol Phys
1998; 42: 1015-1023.

Vigliotti AP, Wen BC, Hussey DH, et al.:
Extended field irradiation for carcinoma of
the uterine cervix with positive peri-aortic
nodes. Int J Radiat Oncol Biol Phys 1992;
23: 501-509.

Wong LC, Ngan HY, Cheung AN, Cheng
DK, Ng TY, Choy DT: Chemoradiation and
adjuvant chemotherapy in cervical cancer. J
Clin Oncol 1999; 17: 2055-2260.



251

TR S N A TRBS P 1 BIE 5 bk E T 0 il B DRI B e
B8R BLER 1 5

RAEE REw® SRR’ HEk’ R Eess” BERY FaEkC

HIEE AR ARESERIEEET OER REHEER g EEAER
NEDACEEPRE -
FLRIREE R, AHIERRE R

EBY : AR EAESTE A B B =15 B TH SRR AT 2R AGHEES > INATER 1
FEIIRSS & BT B & LB G R A AR iE R R B A AR B R F 47T -
MEEAE ¢ 1998 5 6 HE 2001 48 6 AR - 20 15 1 B 8 =1 B T = %/% A | Y BIIKs5
MREARER AR A - #E AAETE T - AR S B 21 E RN G - G 1E Bk
FRE AR AWE&E}‘H&%%&E@E’HL%@% HE BT AR AR RS R R A9 (LB AR - 1L
SHGHREET A 45 Gy / 25 R T ENRSFREE B INIENER - 504 Gy / 28 RATE R kERE M isS
G 0 9 Gy /5 R SESFEH BRI SMBGT G » LUK Point A 4-5 ZR3EET 22-30 Gy HYHSHE
POREERAT AR - (LR ERERATERE S | & 29 RN cisplatinum 60-80 mg/m® » LUK
TG AR #R 1 R 2 {8l A B9 cisplatinum 60-80 mg/m’ FIEAE TS S H &Y S-fluorouracil 600- 800 mg/m’
TR AGGRRAS Rk E WEREIFTR2 B il & - fRERCR T LA Kaplan-Meier 75355347 » i FHREE]
(ERILARTOG f2HEREE » BB MR R 1S @A -
ig.% FTA IR N B SE IR E RIS VG R R R R R & LB EH - 16 (R A (80%)
FER T AR R IR LB G - B 4 (0 ATE (LB GREEY) L ERTEERE - 1 (R B
Mﬂiﬁfﬁ%iﬁg%‘ 2 FREEHIRE 83% » S—{rin AR ENERS - 2R A EEh IR
FEMEER > AR AGMER 2 FEEER 100% - FTER AT REENEN&EaER
REHETHFERIRIE A Rsl5 BB R M AR I - TURR A (20% ) HBHEE 3 IS B ERIE
ﬁ% C AR (25%) HIIRES 3 FIMCRAEEITER » (84 2 (i A HE S 2 LU RAv R I3
o RE A R G A E TS BURET A R AR A 3Rl o -
ﬁm SRS ERE R INATER 1 BRSSO E RSN ER R & L2 » HEZH B K&E
=W BT ESER AL HAZAER G - VHFEREE T EZE - ARREE
FERFFREIRENE - LAERE M KM & 1675 7 UV B RE R ER -
(RSB BRI E2 2000; 7(4): 243-251]

SR RS - T EEIGTE ERGERE - FRP LB AR - AN



