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INTRODUCTION lt is an unfortunate fact that stage 11B, 111 and 
IV carc inoma of the cervix is stíl! frequently seen, especially 
in patients of lower soc io-econom ic status. The very peop le 
who need PAP smears the most, get it done the least often . 
There is also a tardin ess from the side of Govemm ent ín many 
instances to support large-scale screening program s. WHO 
recommendations suggest the first screeni ng should take place 
at 35 years of age, but in fact the darnage is done to the tran
sitional zone by the pap illoma vírus and possibl y by trauma, 
long before that age. Many people in the lower socio-econom ic 
strata participate in sex short ly after the menarche, so that there 
is already ten years that the vírus had time to transform lhe 
cells, and even at the age of 25 then , many females are already 
sadd led with CIN II or III , or eve n invasive carc inoma. 
Education and screenin g, should in the opinion of the mem
bers of our Combi ned Cl inic in Tyger berg, be slarted at an 
early age , certainly no later than age 25. 

THE MANAGEMENT OF ADVANCED CARCINOMA OF THE CERVIX 

The best management wou ld be preve ntion. Howeve r, when 
faced with an advanc ed carcinoma, the treatment is mainly 

radiotherape ulic. 

STAGING Proper stag ing in a combi ned clinic is very importa nt, 
and an adequate work-up is essential to exclude metastatic 
disease. This includ es a bone scan , cys toscopy, chest x-ray, 
sonar of the liver, intravenou s pyelogram to excl ude hydro
nephro sis, and blood tes ts to test the haemoglobin levels and 
other relevant paran1eters, as well as kidney and liver functions. 
Pati ent s with hydronep hro sis se ldom fare we ll, but if lhe 
patients are of good performance status, with adequate haemo
glob in levels, it is our policy to treat and if all goes well, to per

sist to a radical dose. 
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PlANNING AND SIMULATION Plann ing shou ld be don e by means of 
a CT scan wherever possible, as it is important to encompass 
a ll de1ectab le disea se proper ly. The fault that is common ly 
made by simple simulation, is that the extenl of the disease 
post erio rly and lateral to th e rec tum is under es timat ed . 
Similarly, disease can often be seen on CT planning to exte nd 
anteriorly and make a bulge into the bladder, even if the blad
der is not infiltrated . The superio r limit of the di sease is dif 
ficu lt to define , and the enti re fundu s should be incl uded . 
Someti mes a myoma can be ignor ed from the trealm ent 
volume if lhe latter is calcified, which may signal a benign 
confounding factor. lt is very importanl to make exact skelches 
of the extent of the tumour and to carefu lly note the extent of 
extension into the vag ina especially to the middl e or lower 
third , in order 10 ensure proper coverage of the disease. The 
extent of pararnetrial involvement must be reco rded carefull y 
prior to planning . Unilateral pelvic extension, espec ially to the 
right parametrium , may prompt a note on the presc ript ion 
form to cons ider addit ional irradia tion to the affec ted side, 
especia lly where the response is not adequale by the time the 
extemal beam radiotherapy is comple ted. 

The patient should be re-exam ined on the CT scanner bed 
(which should be tlat, like 1he treatment couch). A tampon , of 
which the tip has been dipped into a radio-opaqu e dye, should 
be used to mark the inferior limit of the tumour. The treatm ent 
fields sho uld extend well below thi s marke r for 2 reaso ns: 
firstly 10 anticipate microsco pic subepithelial creep, and se
condly, because lhree dimensional reco nslru ct ion of isodose 
curves in the sagitta l plane, will show a distinct tendency to 
"co ntract" about 1 cm in the saggitta l plane. 

Wherever possible, the patient sho uld be scanned, and treated 
with a full bladder . This helps to disp lace the more sensitiv e 
intestine out of the high dose zone. 

The upper limit of the field is perhap s of lesser importanc e 
than the cervical and parametria l zone; local control is the pri 
mary objective. Field lengths are typica lly abo ut 14 to 16 cm, 
but where disease comes down low in the vag ina, the fields 
may reach 18 cm or more in length, and 10 treat such long 
fields to a high dose is probably to invite seriou s comp li-
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ca tions. Faced with such a situation , the trend should perhaps 
be to rather cut a centimetre or two off the superior border. The 
patient should be treated with multipl e fields, al l treated every 
day rather than with two par allel opposing fields. We com
monly use a fourfie ld "box" techniqu e. Field shaping is diffi 
cult where a large patient load faces a department, but should 
be attempted or the possibility assessed for each patient. 

BEAM ENERGY The best dose distributi ons are obtained with 8-
16 MeY photons, depending on the separati on (thickness) of 
the patient. Lower energies should probably be avoided. 

FRACTIONATION The frac tion size should be 1,8 Gy to 2 Gy per 
fraction, and no larger. The routine at Tyge rberg is to use 27 
fractions to the who le pelvis to a tota l dose of 54 Gy in 33 
day s, supplemented by four doses of 4 Gy to "point A" intra
cav itary treatment da ily, tota l 16 Gy, to a tota l dose of 70 Gy 
at "point A", giving a total treatment time of 38 day s. The 
intracavitary treatment is by means of an 192lridium remote ly 
contro lled aft e rloader, the "Ga mm amed 11" from Isotopen 
Technik Sauerwe in. 

INTRACAVITARY THERAPY lt has been shown by Hanks el al . (1) 

that the intracavitary therapy is cruc ia l to the optimal therapy 
for late stage disease - especially to contro l central recurrences. 
The technique used in our institut ion is that described by Smit 
et al. (2-4). Thi s technique briefly, comprises the insertion o f 
an indwelling ny lon tube or stent into the uterus on day 33. 
This tube is inserted under loca l anaesthesia (a paracervical 
block with about L0-15 ml of 1 % lignocain injected paracervi
cally), or by a brief general anaesthetic. The tube is le ft in po
sition for advanced carcinoma for 5 days. With practice, four 
patients can be fitted with tubes per hour. This tube makes it 
extremely easy to relocate and accurately place the usual intra
cavi tary appl icator s daily for 4 day s with great comfort to the 
patient. (Four fractions of 4 Gy each delivered to "Point A") . 
A Foley's catheter is cut at the side, the applicator thrcaded 
through so that the bulb surrounds the appl icator. Thi s gives 
an unobstructed view o f the tube in the uterus, and the bladder 
and rectum are then displaced away from the high dose zone 
by water injected into the bulb o f a 40 ml Foley' s catheter. 

This system allows adequate and llexible irrad iation o f the for
niccs, and in fact gives superior irradiation to the param etria 
compared to the more conventional colpostats, which irradiate 
the paraco lpos mainly, and also de livers an unnecessarily large 
do se to the vagina) surfa ce, de spite the risk of a cold spot on 
the cervix! For the same AP diameter of the isodose as obtained 
with colpostats, the spar ing of the bladder and rectum are not 
inferior. With th is sys tem , the patient is irrad iated with a full 
(but 110 1 overdis tended) bladder, which ensures autoprotection 
of the anterior and lateral walls of the bladder. Superior frac
tionation , with better rad iob iolog ical sparing of the norma), 
late reacting tissues, is achieved without supemum erary anaes
thetics . Careful dosimetry with CT scans with the applicator 
sys tem in situ showed that the bladder and rectal doses are 
within acceptab le, and reproducible limits (Figure la and l b). 
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Figure l . Dosimetry of the indwelling uterine tube/ Foley bulb 
system, determined wi th diodes in position. Doses at sites not 
accesib le by diodes, calculated by using the inverse square 
law. The co rrelation of measured and calcu lated doses were 
good . 

TOTAL TREATMENT TIME The time of the lrea tment is import ant. 
The longer the overa ll treatment time, the worse the prognosis 
with a highly significant difference between overall treatment 
limes of <6, 6-7.9, 8-9.9 and 10+ weeks (5) . Our own ove rall 
treatment time is 38 days i.e. <6 weeks. The total treatment 
tim e with the above scheme is 38 days, the total T DF 90 
(extemal) plus 40 (intracav itary to point A) so that the total 
TD F to point A is 130 (6). Chougule et al. (7) showed that 
for carcinoma of the cervix the TDF and TSD concepts pre
dicted probable tumour response as well as the LQ model. A 
narrow , 3cm wide "boost" is sometimes give to persistent 
involvement of, espec ia lly the right para metrium (less risk 
than the left parametr ium with the rectosigmoid in the field) 
The field length for this boos t is usually no longer than 8-10 
cm, and is given with 8- 16 Me V photons by two para lle l 
opposing fields. 

With this approach, an actuarial survival rate for stage III carc i
noma of 60 per cent, and an absolute 5 year survival of 39,7 
per cent was achieved in 732 patients (8). The complication 
rate was low, 6% for late grade 2-3 cystitis/proctiti s. 

CHEMOTHERAPY AS SENSITIZERS V arious efforts have been made 
to improve the 5 year survival of patients with advanced carci
noma of the cervix. Th e bette r "comp lete response rates" 
achieved with combination chemotherapy appears to be 29 per 
cent, with a combination of mitomycin-C, vincristine, bleo
mycin and c isplatinum (in 14 pat ients), and with doxo rubi cin 
and methyl CCNU (3 1 patients) (9) . Smit et al. ( LO) showed 
an actuaria l survival of 60% (RT alone) ; 84% (RT + Cisplatin) 
and 85% (RT + Hydrea) ina small controll ed study (Figure 1.) 
confinn ing findings by Piver et al. (11). Further refe rences on 
this topic are obta inable in Perez (9). Compl ications were not 
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Tab/e 1. Complications of combined radiation and chemo
therapy ( 1 O) 

EARLY COMPLICATIONS 

Treatment arm Cystitis Proctitis 
No(%) No (%) 

RT alone 3 (15) (5) 
(20 potients) 

RT +Cisplatin (4.7) 
(21 potients) 

RT +Hydrea 2 (9.l) (4 .5) 
(22 patients) 

LATE COMPLICATIONS 

Treatment arm 

RT alone 
(20 patients) 

RT +Cisplatin 
(21 potients) 

RT+Hydrea 
(22 patients) 

Cystitis 
No( %) 

Proctitis 
No(%) 

2 (10) 

2 (9 5) (4.7 ) 

(45 ) 2 (91) 

Diarrhoea RVF/ 
No(%) WF 

(5) 

3 (14 .21 

3 (13 6) 

Diarrhoea RVF / 
No(%) WF 

(4.7) 

2 (9. l) 

RVF Recto-vaginal fistula W F Vesico-vaginal fistula 

severe (Tab/e / .). Recently, gemcytabine has been identified 

as an active drug ( 12). 

MANAGEMENT OF RECURRENT CARCINOMA Th is is always a very 
frustrating, usually debilitatin g, but not always fata l occur
rence. Monaghan (13) is very pos itive in his appro ac h to 
rec urrent disease. Acco rdi ng to thi s source, survi vals with 
exe nteration now reaches 40% to 60% in recently reported 
large series . This reader is referred to this excellent rev iew of 

this subjec t. 
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An absolute contraindication is distant meta stases . Relative 
contraindications to surgery include spread to the pelv ic side
wall, the triad of unilateral leg oedema, sciat ic leg pain and 
unilateral uropathy is an omin ous sign. Obes ity and a poo r 
menta! orientation by the patient are risk factors. 

Surviva l at 5 years varied from 18 per cent to 6 1,8 per cent, so 
that it is obv ious that this procedure may offer some hope to a 
substant ia l number of otherw ise hopeless pat ien ts, but the 

price in morbidity is relative ly high. 
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