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Summary
Postoperative
extrapelvic
distant metastasis
of cervical carcinomas are
usually difficult to diagnose and to treat, and their prognoses are rather poor.
We present 4 cases of recurrent cervical carcinomas metastatic to the lung.
The prognostic factors and effective therapeutic modalities were elucidated.
In addition, the literature on postoperative pulmonary metastasis of uterine
cervical carcinomas was reviewed and discussed.

Introduction
The prognosis

of patients

with cervical

carcinoma have improved

due to early

usually difficult to treat. 3The most common
sites of extra pelvic metastases are liver, lung
and bone. Less than 10% patients with
recurrent cervical cancer develops pulmonary

detection and prompt treatment. However,
it is very difficult to treat and to manage

metastases. Also, recurrence occurs among
10-20% of the patients without pelvic lymph
node metastasis, and most of the sites of such

patients with recurrent lesions. Recurrence
often occurs in patients at high risk, such
as those with pelvic lymph node metastasis
or advanced locallesions.1-3 However, it is

recurrences are intra pelvic, which are rather
easily accessible.

not possible to predict if a patient will have
arecurrence after initial successful treatment

This report analyses four patients with
cervical carcinoma metastatic to the lungand
we tried to elucidate the prognostic factors
and effective therapeutic modalities.

or when and where that might happen.
Recurrence rates are highest during the
first 2 or 3 years following treatment. It is
reported that about one-half of the patients
with pelvic lymph node metastasis will
have recurrences, and in most cases the sites
of recurrence

Materials and methods
The medical records of patients who were
pathologically proven as cervical carcinoma

are extra pelvic, which are
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and who subsequently developed pulmonary
metastasis between January to December
1998 and who attended the outpatient
department of National Institute of Cancer
and Research Hospital were reviewed
retrospectively. Pulmonary metastasis was
diagnosed clinically from the symptoms of
cough, hemoptysis, dyspnoea and later on
confirmed by chest X-ray and fine needle
aspiration cytology from metastatic lesion of
the lungs.

with pelvic lymph adenectomy was done in
three patients while one had total abdominal
hysterectomy
with bilateral salphingooophorectomy. Adjuvant radiotherapy was
given in three cases, but one patient who was
in stage la was only kept on close surveillance
after surgery. No lymph node metastasis
were detected in three cases while the
fourth one who had T AH and BSO was not
explored.
The time interval from hysterectomy

to

Results

detection of pulmonary metastasis ranged
from I month to 9 years. One patient

A total of 525 patients withinvasive cervical
carcinoma including the new and old patients
attended the outpatient department of
National Institute of Cancer and Research

developed pulmonary
time of radiotherapy.

Hospital Dhaka from January to December
1998. The old patients were the follow-up
cases following treatment. Among the total
patients four were diagnosed as having
recurrence in the form of pulmonary
metastasis. All patients were pathologically
proven to be squamous cell carcinoma. The
mean age and parity of the patients were
42.3 years and 6.3 respectively. The mean
age of marriage was 14.3years.Two patients
gave the history of single marriage while
the othertwo had two marriages. None of the
husbands had education beyond secondary
school certificate. The clinical stage were
FIGO stage la, Ib and IIa in three patients.
The fourth patient was not evaluated
preoperatively and after removing the
uterus for irregular pervaginal bleeding she
was diagnosed as carcinoma cervix on
histopathology. So, radical hysterectomy

right iliac fossa was detected in fourth
patient who was pre operatively in stage
la. Two patients
were treated
with
radiotherapy only for pulmonary metastasis.
One patient received the treatment of surgery
(lobectomy) followed by radiotherapy while

metastasis at the
With respect to

recurrence sites, lung only was found in
three patients and lung and mass in the

the fourth patient who developed extensive
bilateral pulmonary metastasis at the time of
adjuvant radiotherapy
was treated by
chemotherapy after stopping radiotherapy.
None of the patient remained well for a long
time after treatment. One was well for one
year, then developed metastasis at multiple
sites. In other two patients, the pulmonary
lesion persisted with the development of
metastasis in other sites. One patient was
taken

home

during

the

course

of

chemotherapy and died there within few
days. Table-I shows the details of patients
with pulmonary metastasis.
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Table-I: Details of patients with pulmonary metastasis
Case No.

Clinical
stage

Initial
Treatment

Interval to
pulmonary
metastasis

Metastatic
sites

Case I

Ca Cx la

R.H

4 years

Lung+other sites

Case 2

Ca Cx Ib

RH + RT

9 years

Lung only

S +RT

Case 3

Ca Cx IIa

RH + RT

Immediately

Lung only

CT

Case 4

Not done

TAH with
BSO + RT

I year

Lung only

RT

RH
RT
TAH with BSO
S
CT

=
=
=
=

Treatment of
pulmonary
metastasis
RT

Radical Hysterectomy
Radiotherapy
Total Abdominal Hysterectomy with Bilateral Salphingo-oophorectomy
Surgery
Chemotherapy

Discussion

also now widely used for monitoring the
efficacy of treatment.7

Recurrent disease after surgery or irradiation
or both is tumour appearing after a period of
complete clinical remission. 46% patients
who develop recurrence do. so within first
year of primary treatment, 73% by the end of
second year and overall, 93% by the end of
fifth year.5 Therefore, for early detection of
both intrapelvic and extrapelvic recurrences
a standard surveillance program for cervical
carcinoma has been recommended which

It is reported that both intrapelvic and
extrapelvic recun.ences occur more frequently
in positive lymph node patients) It is not clear
what clinicopathological states are inclined
to induce a pulmonary metastasis. The
findings of this report states that all patients
with squamous cell carcinoma and negative
pelvic lymph nodes developed pulmonary
metastasis irrespective of the different
surgical staging. This findings correlated well
with the findings ofK. Shiromizu who showed
no statistical difference in lymph node state,
surgical stage or histological classification
with respect to metastatic sites.8 The interval
from hysterectomy to detection of pulmonary
metastasis were wide ranging (I month to
108 months). Similar findings were also
observed by previous authors.8 This means
that pulmonary metastasis can occur at any

includes follow up of patient at an interval of
three months during the first year following
primary
treatment.
The surveillance
procedures includes clinical history, physical
examination, vaginal cytology, ultrasound,
and chest X-rays. Serological tests SCC,
CEA (squamous cell carcinoma related
antigen and carcino-embryomic antigen) are
useful for early detection of recurrence and
they become positive a few months before
clinical findings are manifested.h They are
84
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time during the follow-up period, thereby
necessitating regular and meticulous chest
examinations over the long term.9
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What therapeutic modalities are effective
for patients with cervical carcinoma who
developed
postoperative
pulmonary
metastasis remains speculative. However,
active surgical resection of pulmonary
lesions, chemotherapy and/or radiotherapy
have shown good response.!! According to
Seki et al surgical procedures for pulmonary
metastatic lesions depend on the size and
number of lesions.1O They reported that
wedge resection was proposed for lesions
less than 3 cm in size, and both lobectomy
and lymph node dissection for those greater
than 3 cm in size.1O Patients with multiple
pulmonary
metastasis
or those with
recurrences at a lung and other sites have
poor prognosis. Because surgical intervention
is not appropriate
for such patients,
chemotherapy
shou Id
be
gi ven
palliatively.11,12 Because
drugs like
Cisplatin have good response rates and
reduce
the symptoms,
regimens
of
combination
based Cisplatin are now
widely administered,12 even for palliative
treatment. II Optimal chemotherapeutic
regimens leading to complete remission
should be evaluated considering also the
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