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Abstract
Objective: This study aimed to evaluate the clinical outcomes for patients with stage IB2/IIA2 cervical
squamous cell carcinoma treated with neoadjuvant chemotherapy combined with radical surgery.

Methods: A total of 68 patients with cervical squamous cell carcinoma were randomly divided into the
experimental group (n = 35) and the control group (n = 33). The patients in the experimental group
received paclitaxel plus cisplatin neoadjuvant chemotherapy for two cycles after the diagnosis of cervical
squamous cell carcinoma and were rested for 2 weeks after chemotherapy, The control group underwent
radical hysterectomy and bilateral adnexectomy combined with total pelvic lymph node dissection after
the diagnosis of cervical squamous cell carcinoma. The toxic and side effects of chemotherapy in the
experimental group were observed. Also, the operation method, operation time, blood loss, grade of
wound healing, complications, and postoperative pathology were noted in the two groups. Primary foci
and pelvic lymph node recurrence and distant metastasis were observed, and 3-year and 5-year survival
rates were calculated.

Results. Only one patient in the experiment had grade Ⅲ bone marrow suppression; no other grade III and
IV chemotherapy toxic reactions were observed. The operation was successfully completed in all
patients. The operation time, intraoperative blood loss, placement of ureteral catheter, bladder injury,
ureteric injury, postoperative urinary tub, pelvic drainage tube indwelling time, anal exhaust time,
postoperative complications, and metastatic ratio of lymph nodes were not significantly different
between the two groups (P>0.05); The number of dissected lymph nodes, deep myometrial invasion, and
vascular tumor emboli showed a significant difference in the experimental group compared
with the control group (P < 0.05). The 3-year disease-free survival (82.9% vs 81.9%), 5-year disease-free
survival (71.4% vs 60.6%), 3-year overall survival (91.4% vs 87.8%), and 5-year overall survival (82.9% vs
75.6%) were not statistically significantly different between the experimental group and the control group
(P > 0.05).

Conclusions. Neoadjuvant chemotherapy in ⅠB2/ⅡA2 stage cervical squamous cell carcinoma showed
low toxic side effects. Radical surgery after chemotherapy is safe and feasible. It plays a coordinating
role in reducing the tumor infiltration depth of the deep muscle layer and the incidence of vascular tumor
emboli, reducing the use of postoperative adjuvant therapy, and improving the quality of life of patients,
but does not improve the 3-year/5-year survival rate.

Introduction
The prevalence of cervical squamous cell carcinoma and the number of young patients continue to
increase annually [1,2]. Locally advanced cervical squamous cell carcinoma is stage ⅠB2/ⅡA2 cervical
squamous cell carcinoma according to the International Federation of Gynaecologists and Obstetricians
(FIGO 2009). Comprehensive treatment is the main treatment mode of locally advanced cervical
squamous cell carcinoma or advanced cervical squamous cell carcinoma[3,4]. Many scholars believe that
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preoperative neoadjuvant chemotherapy(NACT) is desirable. It can improve the surgical resection rate of
patients; decrease the incidence of parathymic infiltration, vascular thrombin level, local and distant
lymph node metastasis; and greatly reduce the incidence of postoperative pathological high-risk factors.
It can also enable many young patients with early cervical squamous cell carcinoma to retain fertility, but
its role in improving prognosis is still controversial [5-7]. Several meta-analyses evaluated the prognosis of
neoadjuvant chemotherapy combined with surgical treatment and initial surgical treatment, and the
results were different[8-10].

Patients do not receive any treatment before NACT; therefore, the vascular bed of the tumor is not
destroyed, and chemotherapy drugs can easily enter the internal regions of tumors. The high blood
concentration of the tumor can improve the response to chemotherapy and has a high tolerance to
chemotherapy[11,12]. Lesions sized >4cm, deep myometrial infiltration, and vascular cancer thrombus are
intermediate-risk factors for the recurrence of locally advanced cervical squamous cell carcinoma. Lymph
node metastasis and positive margin are high-risk factors for recurrence[13-15]. Whether NACT can reduce
the incidence of moderate- and high-risk factors in postoperative pathology, improve the prognosis, and
improve the survival rate in patients with locally advanced cervical squamous cell carcinoma is worthy of
a prospective, randomized controlled clinical study.

1. Materials And Methods
1.1 Ethics statement

This study received the Ganzhou cancer hospital Ethical Committee approval (Number:2018A152)，and
the study was conducted following the principles of the Declaration of Helsinki regarding research
involving human participants. Each patient provided written informed consent to participate after the
nature of the study was explained to them.

1.2 Selection criteria

Inclusion criteria: (1) All patients diagnosed with cervical squamous carcinoma based on the pathological
examination and having stage ⅠB2/ⅡA2 cervical squamous cell carcinoma according to the FIGO 2009
staging system; (2) Karnofsky performance score (KPS) ≥80; (3) initial diagnosis and first treatment; (4)
the youngest being 18.0 years old and the oldest being 51.0 years old; (5) patients without other types of
malignant tumors, and not including heart, liver, lung, and other important organ diseases; (6) patients
whose expected survival time was more than 1 year; and (7) all patients voluntarily participating and
signing informed consent.

Exclusion criteria: (1) Pathology-confirmed other types of cervical cancer, or not ⅠB2/ⅡA2 squamous cell
carcinomas; (2) no initial diagnosis and first treatment; (3) patients with other types of tumors, including
heart, liver, lung, and other important organ diseases, who could not tolerate chemotherapy and surgery.

1.3 Clinical data
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This was a prospective, clinical, randomized controlled trial. From January 2010 to September 2015, 68
patients with locally advanced cervical squamous cell carcinoma were enrolled in the study. They were
randomly divided into two groups: the experimental group (n = 35) and the control group (n = 33). All
patients underwent computed tomography (CT) or magnetic resonance imaging (MRI) examination to
determine tumor size and lymph node metastasis. No statistically significant difference was found in
age, KPS score, pathological grade, tumor size, and clinical stage between the two groups (P > 0.05)
(Table 1). All the 35 patients in the experimental group received two times of NACT before surgery.

1.4 Chemotherapy methods

Paclitaxel was combined with cisplatin in NACT. The specific regimen was as follows: paclitaxel 135–
175 mg/m2 intravenous (i.v.) for 3h and cisplatin 50–75 mg/m2 intravenous (i.v.). The heart rate, pulse,
blood pressure, respiration, and other vital signs were closely observed during chemotherapy (3 weeks for
a treatment course). A CT or MRI examination was performed after two courses to evaluate tumor
regression.

1.5 Surgical methods

After 2 weeks of rest following chemotherapy, the patients in the experimental and control groups
underwent radical hysterectomy and bilateral adnexectomy combined with total pelvic lymph node
dissection after the diagnosis of cervical squamous cell carcinoma. Para-aortic lymph node resection and
sampling biopsy were performed when necessary. For patients less than 45 years old, one or both ovaries
were preserved, and the ovarian suspension was performed simultaneously. For patients aged ≥45 years,
bilateral adnexectomy was performed simultaneously, with frozen surgical margin and routine
pathological examination of postoperative specimens.

1.6 Principles and methods of adjuvant therapy

Patients with tumor diameter ≤4 cm, stromal invasion <⅓, no vascular tumor emboli, and negative pelvic
lymph nodes did not receive adjuvant therapy. Patients with tumor diameter ＞4 cm, stromal invasion＞⅓,
and vascular tumor emboli received postoperative adjuvant radiotherapy. Patients with positive pelvic
lymph nodes received concurrent radiotherapy and chemotherapy. Three-dimensional intensity-
modulated radiation therapy was used; the target area included pelvic lymphatic drainage area plus
cervical tumor bed plus vaginal stump (DT 45–50.4 Gy/25–28F). Concurrent chemoradiotherapy was
performed with cisplatin 30 mg/(m2 × week) five times.

1.7 Follow-up

The outcome measures included the toxic and side effects of chemotherapy, operation mode, operation
time, bleeding volume, complications, and postoperative pathology. The recurrence and distant
metastasis of primary and pelvic lymph nodes were observed. All patients were followed up every 3
months for the first 2 years after treatment, every 6 months for 2–5 years, and every year thereafter.
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1.8 Statistical analysis

 All data were processed using IBM SPSS Statistics 22.0 statistical software. The data were expressed as
± s, and the comparison between the two groups was made using the χ2 test and t test. The survival rates
and median survival times were estimated using the Kaplan–Meier method, and survival curves were
generated. The log-rank test was used to analyze survival data.

2. Results
2.1 Toxic and side effects of chemotherapy in the experimental group

One patient had Grade 3 myelosuppression. No grade III–IV gastrointestinal reactions, liver and kidney
toxicity, and peripheral neurotoxicity were observed (Table 2). The evaluation of therapeutic effect in 35
patients after 2 courses of NACT revealed the following: CR 0 (0.0%), PR 28 (71.4%), NC 7 (28.6%), and
PD 0 (0.0%).

2.2 Analysis of operation situation

The experimental group included 20 cases of open operations and 15 cases of laparoscopic surgery; the
control group included 21 cases of open operations and 12 cases of laparoscopic surgery, with no
significant difference between the two groups (χ2 = 0.29, P = 0.59). The operation was successfully
completed in all patients; no patients operated under video laparoscopy required conversion to open
surgery. No iliac vascular injury was found in the two groups. The number of dissected lymph nodes
during the operation was less in the experimental group than in the control group; the difference between
the two groups was statistically significant (P < 0.05). Further, no statistically significant differences in
operation time, intraoperative blood loss, placement of ureteral stent, bladder injury, ureteral injury, and so
forth were observed (P > 0.05) (Table 3).

2.3 Analysis of operation quality

No statistically significant differences were found between the two groups in terms of the postoperative
indwelling time of the urinary tube, pelvic drainage tube, anal exhaust time, and postoperative
complication rate (P > 0.05) (Table 4).

2.4 Analysis of postoperative pathological factors

Both groups of patients were frozen during the operation to check the margins; the postoperative margins
were negative. Statistically significant differences were observed in tumor size, deep muscular infiltration,
and vascular cancer plug between the experimental group and the control group (P < 0.05). No significant
difference was found in lymph node metastasis (P > 0.05) (Table 5).

2.5 Postoperative adjuvant therapy
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In the experimental group, 15 patients received no postoperative adjuvant therapy, while 20 patients
received postoperative treatment with adjuvant radiotherapy (n = 13) and concurrent chemoradiotherapy
(n = 7). In the control group, 5 patients received no postoperative adjuvant therapy, while 28 patients
received postoperative treatment with adjuvant radiotherapy (n = 18), and concurrent chemoradiotherapy
(n = 10). The difference in postoperative adjuvant therapy between the two groups was statistically
significant (P < 0.05) (Table 6).

2.6 Treatment effect

All 68 patients were followed up from the end of treatment to September 2020; the follow-up rate was
100%. The median follow-up time was 58.4 months (25.0–103.0 months). The 3-year disease-free
survival rate in the experimental group was 82.9% (29/35), while that in the control group was 81.9%
(27/33), with no significant difference (χ2 = 0.016, P = 0.9002) (Fig. 1A). The 5-year disease-free survival
rate was 71.4% (25/35) in the experimental group and 60.6% (20/33) in the control group, with no
significant difference (χ2 = 0.100, P = 0.752) (Fig. 1B). The 3-year overall survival rate was 91.4% (32/35)
in the experimental group and 87.8% (29/33) in the control group, with no significant difference (χ2 =
0.245, P = 0.620) (Fig. 1C). The 5-year overall survival rate was 82.9% (29/35) in the experimental group
and 75.6% (25/33) in the control group, with no significant difference (χ2 = 0.256, P = 0.7089) (Fig. 1D).

Figure 1. A. Three-year disease-free survival rate; B. Five-year disease-free survival rate;C. Three-year
overall survival rate; D.Five-year overall survival rate.

2.7 Comparison of treatment failure

A total of 23 patients in the 2 groups had recurrence or metastasis; the median time of recurrence or
metastasis was 18.6 months (7.0–78.0 months). Among these, 16 patients had recurrence in the pelvic or
vaginal stump, 3 patients had distant metastases (1 lumbar spine, 1 liver, and 1 mesenteric lymph node),
and 4 patients had recurrence and distant metastases (2 lumbar spine, 1 liver, and 1 mesenteric lymph
node) (Table 7). Further, 14 patients died (20.1%), and the median survival time was 24.3 months (11.6–
52.7 months). All patients died due to tumor progression.

3. Discussion
Squamous cell carcinoma is the most common pathological type of cervical cancer, followed by cervical
adenocarcinoma and cervical adenosquamous carcinoma. Differences exist in the etiology, clinical
features, response to radiotherapy and chemotherapy, and prognosis of patients with three pathological
types of cervical cancer [16-18]. The National Comprehensive Cancer Network guidelines and FIGO
guidelines do not distinguish the treatment of cervical adenocarcinoma and cervical adenosquamous
carcinoma from that of cervical squamous cell carcinoma.

Many breakthroughs have been made in the diagnosis and treatment of cervical cancer in the last
decade. Radical surgery and radiotherapy can increase the 5-year survival rate of early-stage cervical
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cancer to more than 90%, but the prognosis of locally advanced cervical cancer has not improved
significantly. With surgery or radiation therapy alone, the 5-year survival rate is less than 50%; the
potential high risk of recurrence and/or metastasis is still a risk factor that threatens the survival of such
patients [19-21]. NACT combined with extensive hysterectomy and pelvic lymph node dissection combined
with para-aortic lymph node resection and sampling when necessary are continuously being explored to
improve the survival rate of patients with locally advanced cervical cancer[22-24].

This trial simply examined the efficacy of NACT combined with radical surgery in treating locally
advanced cervical squamous cell carcinoma. In theory, NACT can shrink tumors, improve parauterine
infiltration, create conditions for surgery, and increase surgical resection rate; decrease tumor cell activity;
and reduce the potential risk of intraoperative spread and postoperative recurrence and metastasis [7,11-

15]. Significant differences were found in the number of intraoperative dissected lymph nodes, deep
muscle infiltration, and vascular tumor thrombus in the experimental group after NACT compared with
the control group. Therefore, NACT could reduce the use of postoperative adjuvant therapy and improve
the quality of life of patients.

After NACT in this trial, only one patient had grade Ⅲ myelosuppression; no other grade Ⅲ and Ⅳ
chemotherapy toxic reactions were noted. No significant difference was found between the operation
completion rate, operation time, intraoperative blood loss, ureteral stent placement, bladder injury, ureter
injury, posterior urinary catheter, pelvic and abdominal drainage tube indwelling time, anal exhaust time,
postoperative complication rate, and lymph node metastasis rate in the experimental group compared
with the control group. The 3-year and 5-year disease-free survival rates and 3-year and 5-year overall
survival rates in the experimental group were not significantly different from those in the control group.
Therefore, NACT had few side effects in locally advanced cervical squamous cell carcinoma. Further,
radical surgery after chemotherapy was safe and feasible, but it did not increase the 3-year or 5-year
survival rate.

This was a prospective, clinical, randomized controlled trial. However, it had some shortcomings
including small sample size, single-center design, and large time span; also, the results were somewhat
biased. NACT, as a new auxiliary method in treating locally advanced cervical squamous cell carcinoma,
is still in the stage of clinical trial research. Most of the existing studies are retrospective, with small
sample size and short follow-up time. Moreover, the evaluations of tumor recurrence rate, tumor survival
rate, and overall survival rate could not assess the overall advantages of NACT. Hence, more multi-center,
large-sample, clinical, randomized controlled trials with longer follow-up time are needed[25-27].

The efficacy and prognosis of NACT in locally advanced cervical squamous cell carcinoma are related to
many complex factors, and they are related to each other [28-30]. Therefore, appropriate population size
should be selected and the best individualized comprehensive treatment plan should be developed for
each patient with locally advanced cervical squamous cell carcinoma to improve the quality of life and
prognosis of the patients.



Page 9/15

Declarations
Acknowledgements

None

Authors’ contributions

Jing Huang completed most of the experiments, and Xiuhong Wu , Ying Yu , Zhenrong Liao and Xiyun
Chen assisted in completing the experiments. Deping Luo, Changmei Shen, Qi Wang and Tao Peng
completed data collection and statistics. Yiyun Pan designed and supervised the completion of this
experiment and wrote this article. The authors read and approved the final manuscript

Availability of data and materials

Datasets are available on request from the corresponding author on reasonable request. The raw data
and all related documents supporting the conclusions of this manuscript will be made available by the
authors, without undue reservation, to any qualified researcher.

Ethics approval and consent to participate

This retrospective chart review study involving human participants was in accordance with the ethical
standards of the institutional and national research committee and with the 1964 Helsinki Declaration
and its later amendments or comparable ethical standards. This study received the Ganzhou cancer
hospital Ethical Committee approval (2018A152).

Funding

This work was supported by Ganzhou Cancer Hospital Science and Technology Plan Project
(GZKJB2010103) and the key research and development plan of Ganzhou Science and Technology
Bureau (Ganzhou Caijiaozi [2017] No. 8)

Competing interests

The authors declare no competing interests

Consent for publication

Not applicable

Competing interests

All authors have no conflicts of interest or financial ties to disclose

References



Page 10/15

1. Arbyn Marc,Xu Lan,Simoens Cindy, et al. Prophylactic vaccination against human papillomaviruses
to prevent cervical cancer and its precursors.[J].Cochrane Database Syst Rev, 2018, 5: CD009069.

2. Sharmila Pimple G, Mishra S, Shastri. Global strategies for cervical cancer prevention. Curr Opin
Obstet Gynecol. 2016 Feb;28(1):4–10.

3. Kim JY, Byun SJ, Kim YS, Nam J-H. Disease courses in patients with residual tumor following
concurrent chemoradiotherapy for locally advanced cervical cancer. Gynecol Oncol. 2017
Jan;144(1):34–9.

4. Peter de Boer IM, Jürgenliemk-Schulz H, Westerveld, Astrid AC, de Leeuw. Raquel Dávila-Fajardo,
Coen R N Rasch, Bradley R Pieters, Lukas J A Stalpers. Patterns of care survey: Radiotherapy for
women with locally advanced cervical cancer. Radiother Oncol.2017 May;123(2):306–311.

5. Katsumata N, Yoshikawa H, Kobayashi H, Saito T, Kuzuya K, Nakanishi T, Yasugi T, Yaegashi N,
Yokota H, Kodama S, Mizunoe T, Hiura M, Kasamatsu T, Shibata T, Kamura T. Japan Clinical
Oncology Group. Phase III randomised controlled trial of neoadjuvant chemotherapy plus radical
surgery vs radical surgery alone for stages IB2, IIA2, and IIB cervical cancer: a Japan Clinical
Oncology Group trial (JCOG 0102). Br J Cancer. 2013 May 28;108(10):1957-63.

6. Yang Z, Chen D, Zhang J, Yao D, Gao K, Wang H, Liu C, Yu J, Li L. The efficacy and safety of
neoadjuvant chemotherapy in the treatment of locally advanced cervical cancer: A randomized
multicenter study. Gynecol Oncol.2016 May;141(2):231–239.

7. Tesfai FM, Kroep JR, Gaarenstroom K, De Kroon C, Van Loenhout R, Smit V, Trimbos B, Nout RA, van
Poelgeest MIE, Beltman JJ. Fertility-sparing surgery of cervical cancer > 2 cm (International
Federation of Gynecology and Obstetrics 2009 stage IB1-IIA) after neoadjuvant chemotherapy. Int J
Gynecol Cancer. 2020 Jan;30(1):115–21.

8. Wen Zou Y, Han Y, Zhang C, Feng HY, Zhang H, Wang J. Neoadjuvant chemotherapy plus surgery
versus concurrent chemoradiotherapy in stage IB2-IIB cervical cancer: A systematic review and meta-
analysis. PLoS One.2019 Nov 14;14(11):e0225264.

9. Kong S-Y, Huang K, Zeng C, Ma X, Wang S. The association between short-term response and long-
term survival for cervical cancer patients undergoing neoadjuvant chemotherapy: a system review
and meta-analysis. Sci Rep. 2018 Jan;24(1):1545. 8(.

10. Marchetti C, Fagotti A, Tombolini V, Scambia G, De Felice F. Survival and toxicity in neoadjuvant
chemotherapy plus surgery versus definitive chemoradiotherapy for cervical cancer: A systematic
review and meta-analysis. Cancer Treat Rev.2020 Feb;83:101945.

11. Mariateresa Lapresa G, Parma R, Portuesi N, Colombo. Neoadjuvant chemotherapy in cervical
cancer: an update. Expert Rev Anticancer Ther. 2015;15(10):1171–81.

12. Carla Rameri Alexandre Silva de Azevedo. Luiz Claudio Santos Thuler, Maria Julia Goncalves de
Mello, Carlos Gil Ferreira. Neoadjuvant Chemotherapy Followed by Chemoradiation in Cervical
Carcinoma: A Review. Int J Gynecol Cancer.2016 May;26(4):729–36.

13. Masayoshi Hosaka H, Watari T, Kato T, Odagiri Y, Konno D, Endo T, Mitamura S, Kikawa. Yoshihiro
Suzuki, Noriaki Sakuragi. Clinical efficacy of paclitaxel/cisplatin as an adjuvant chemotherapy for



Page 11/15

patients with cervical cancer who underwent radical hysterectomy and systematic
lymphadenectomy. J Surg Oncol.2012 May;105(6):612–6.

14. Marie Plante N, van Trommel S, Lheureux AM, Oza L, Wang K, Sikorska SE, Ferguson K, Han F,
Amant. FIGO 2018 stage IB2 (2–4 cm) Cervical cancer treated with Neo-adjuvant chemotherapy
followed by fertility Sparing Surgery (CONTESSA); Neo-Adjuvant Chemotherapy and Conservative
Surgery in Cervical Cancer to Preserve Fertility (NEOCON-F). A PMHC, DGOG, GCIG/CCRN and
multicenter study. Int J Gynecol Cancer.2019 Jun;29(5):969–975.

15. Taisuke Mori H, Makino T, Okubo Y, Fujiwara M, Sawada H, Kuroboshi H, Tsubamoto H, Murakoshi T,
Motohashi J, Kitawaki K, Ito. Multi-institutional phase II study of neoadjuvant irinotecan and
nedaplatin followed by radical hysterectomy and the adjuvant chemotherapy for locally advanced,
bulky uterine cervical cancer: A Kansai Clinical Oncology Group study (KCOG-G1201). J Obstet
Gynaecol Res.2019 Mar;45(3):671–678.

16. Kanyarat Katanyoo S, Sanguanrungsirikul S, Manusirivithaya. Comparison of treatment outcomes
between squamous cell carcinoma and adenocarcinoma in locally advanced cervical cancer.
Gynecol Oncol.2012 May;125(2):292–6.

17. Lilian T, Gien M-C, Beauchemin. Gillian Thomas. Adenocarcinoma: a unique cervical cancer. Gynecol
Oncol. 2010 Jan;116(1):140–6.

18. Huang Y-T, Wang C-C, Tsai C-S, Lai C-H, Chang T-C, Chou H-H, Lee SP. Ji-Hong Hong. Clinical
behaviors and outcomes for adenocarcinoma or adenosquamous carcinoma of cervix treated by
radical hysterectomy and adjuvant radiotherapy or chemoradiotherapy. Int J Radiat Oncol Biol
Phys.2012 Oct 1;84(2):420-7.

19. Wright Jason D,Matsuo Koji,Huang Yongmei, et al. Prognostic Performance of the 2018 International
Federation of Gynecology and Obstetrics Cervical Cancer Staging Guidelines[J]Obstet Gynecol, 2019,
134: 49–57.

20. Peter Hass H, Eggemann SD, Costa. Atanas Ignatov. Adjuvant hysterectomy after radiochemotherapy
for locally advanced cervical cancer. Strahlenther Onkol.2017 Dec;193(12):1048–1055.

21. Roger S, Koubaa I, Limkin EJ, Dumas I, Bentivegna E, Castanon E, Gouy S, Baratiny C, Monnot F,
Maroun P. Samy Ammari, Elise Zareski, Corinne Balleyguier, Éric Deutsch, Philippe Morice, Christine
Haie-Meder, Cyrus Chargari. Locally advanced cervical cancer with bladder invasion: clinical
outcomes and predictive factors for vesicovaginal fistulae. Oncotarget Actions.2018 Jan
18;9(10):9299–9310.

22. Sudeep Gupta A, Maheshwari P, Parab U, Mahantshetty R, Hawaldar SS, Chopra R, Kerkar R, Engineer
H, Tongaonkar J, Ghosh S, Gulia N, Kumar TS, Shylasree. Renuka Gawade, Yogesh Kembhavi,
Madhuri Gaikar, Santosh Menon, Meenakshi Thakur, Shyam Shrivastava, Rajendra Badwe.
Neoadjuvant Chemotherapy Followed by Radical Surgery Versus Concomitant Chemotherapy and
Radiotherapy in Patients With Stage IB2, IIA, or IIB Squamous Cervical Cancer: A Randomized
Controlled Trial. J Clin Oncol.2018 Jun 1;36(16):1548–1555.



Page 12/15

23. Katsumata N, Yoshikawa H, Kobayashi H, Saito T, Kuzuya K, Nakanishi T, Yasugi T, Yaegashi N,
Yokota H, Kodama S, Mizunoe T, Hiura M, Kasamatsu T, Shibata T, Kamura T. Japan Clinical
Oncology Group. Phase III randomised controlled trial of neoadjuvant chemotherapy plus radical
surgery vs radical surgery alone for stages IB2, IIA2, and IIB cervical cancer: a Japan Clinical
Oncology Group trial (JCOG 0102). Br J Cancer. 2013 May 28;108(10):1957-63.

24. Wenxing Y, Si L, Ding Y, Qiu S, Zhang Q, Liu L. Neoadjuvant chemotherapy does not improve the
prognosis and lymph node metastasis rate of locally advanced cervical squamous cell carcinoma: A
retrospective cohort study in China. Medicine. 2019 Sep;98(39):e17234.

25. Domenica Lorusso F, Petrelli A, Coinu F, Raspagliesi S, Barni. A systematic review comparing
cisplatin and carboplatin plus paclitaxel-based chemotherapy for recurrent or metastatic cervical
cancer. Gynecol Oncol.2014 Apr;133(1):117–23.

26. Zhao H, He Y, Zhu L-R, Wang J-L, Guo H-Y, Xu T, Wang Y-Q, Yao Y, Wu Y-M. Effect of neoadjuvant
chemotherapy followed by radical surgery for FIGO stage IB2/IIA2 cervical cancer: A multi-center
retrospective clinical study. Medicine (Baltimore).2019 May;98(21):e15604.

27. Gadducci A. Stefania Cosio. Neoadjuvant Chemotherapy in Locally Advanced Cervical Cancer:
Review of the Literature and Perspectives of Clinical Research. Anticancer Res.2020 Sep;40(9):4819–
4828.

28. Tian Tian,Gong Xing,Gao Xudong. et al. Comparison of survival outcomes of locally advanced
cervical cancer by histopathological types in the surveillance, epidemiology, and end results (SEER)
database: a propensity score matching study.[. J]Infect Agent Cancer. 2020;15:33.

29. Caryn Wujanto BA, Choo D, Tan A, Ilancheran J, Ng JJH, Low L, Shen J, Tang. Vicky Koh. Does
external beam radiation boost to pelvic lymph nodes improve outcomes in patients with locally
advanced cervical cancer? BMC Cancer.2019 Apr 25;19(1):385.

30. Arbyn M, Weiderpass E, Bruni L, Sanjosé S, Saraiya M, Ferlay J, Freddie Bray. Estimates of incidence
and mortality of cervical cancer in 2018: a worldwide analysis. Lancet Glob Health. 2020
Feb;8(2):e191–203.

Tables
Table 1 General comparison/patient (%)
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Table 2. Toxic and side effects of chemotherapy in the experimental group/patient

Adverse reaction  I II III IV
Myelo suppression 10 (28.6)  5 (14.3) 1 (2.9)  0 (0.0)

Gastrointestinal reactions 19 (54.3) 3 (8.6) 0 (0.0) 0 (0.0)

Liver and kidney toxicity 3 (8.5) 2 (5.7) 0 (0.0) 0 (0.0)
Peripheral Neurotoxicity 2 (5.7) 1 (2.9) 0 (0.0) 0 (0.0)

Characteristic Experimental group (n =
35)

Control group (n =
33) t/χ2 P

Age (year) 45.32 ± 7.36 46.47 ± 8.12 0.61 0.54
KPS score        

≥90 23 (65.7) 20 (60.6)    
80–89 12 (34.3) 13 (39.4) 0.19 0.66
Grade        
High 2 (5.7) 2 (6.1) 0.16 1.00

Moderate 21 (60) 20 (60.6)
Low 12 (34.3) 11 (33.3)

Tumor size 4.81 ± 0.63 4.72 ± 0.74 0.54 0.59
Lymph node
metastasis

10 (28.6) 9 (27.2) 0.01 0.91

FIGO stage        
ⅠB2 16 (45.7) 15 (45.5) 0.0005 0.98
ⅡA2 19 (54.3) 18 (54.5)

 

 
 

Table 3. Comparison of intraoperative conditions between the two groups/patient
Parameter Experimental group (n =

35)
Control group (n =

33) t/χ2 P

Operation time/min 188 ± 13 187 ± 32 0.17 0.87
Placement of ureteral stent 4 (11.4) 3 (9.1) 0.10 0.75
Number of dissected lymph

nodes
22.51 ± 8.95 27.62 ± 8.83 2.37 0.02

Intraoperative blood loss 182.46 ± 191.37 175.13 ± 186.58 0.16 0.87
Bladder injury 1 (2.9) 1 (3.0) 0.002 0.97
Ureteral injury 2 (5.7) 1 (3.0)  0.29 0.59

 
 

Table 4. Comparison of intraoperative situation/patient (%)
Parameter Experimental group (n =

35)
Control group (n =

33) t/χ2 P

Catheter indwelling (day) 12.26 ± 3.64 11.58 ± 2.73 0.87 0.39
Drainage tube indwelling

(day) 
3.82 ± 1.90 3.57 ± 1.63 0.58 0.56

Anal exhaust (day) 2.68 ± 0.59 2.55 ± 0.68 0.84 0.40
Intestinal obstruction 2 (5.7) 1 (3.0) 0.29 0.59

Urinary fistula 2 (5.7) 2 (6.1) 0.004 0.95
Urinary retention 3 (8.6) 2 (6.1) 0.15 0.69

Urinary tract infection 7 (20) 6 (18.2) 0.04 0.85
Lymphatic cyst 5 (14.3) 6 (18.2) 0.19 0.67

Incision infection 2 (5.7) 1 (3.0) 0. 29 0.59
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Table 5. Comparison of postoperative pathology/patient (%)

Parameter Experimental group (n =
35)

Control group (n =
33) t/χ2 P

Tumor size  2.58 ± 0.32 4.72 ± 0.74 15.60 0.00
Lymph node metastasis 7 (20.0) 10 (30.3) 0.95 0.33

Deep muscle layer
infiltration 

19 (54.3)  26 (78.8) 4.49 0.03

Vascular tumor thrombus 2 (5.7) 8 (24.2) 4.58 0.03

 

Table 6. Postoperative adjuvant therapy/patient (%)
Parameter Experimental group (n =

35)
Control group (n =

33) χ2 P

No therapy 15 (42.8) 5 (15.2)  6.19 0.01
Radiotherapy 13 (37.2)  18 (54.5) 2.04 0.15
Concurrent

chemoradiotherapy
7 (20.0)   10 (30.3) 0.95 0.33

 
 

Table 7. Comparison of treatment failure/patient (%)
Parameter Experimental group (n =

10)
Control group (n =

10) χ2 P

Recurrence 15 (42.8) 5 (15.2)  6.19 0.01
Metastasis 13 (37.2)  18 (54.5) 2.04 0.15

Recurrence and
Metastasis

1 (10.0)  3 (20.1) 0.64 0.42

 

Figures
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Figure 1

Different survival between experimental group and control group. A.Three-year disease-free survival rate.
B. Five-year disease-free survival rate. C. Three-year overall survival rate. D. Five-year overall survival rate.


