
PATttOLOGY ONCO[,OGY RESEARCH 
Vol 2, No3, 1996 

&ie,,ce Press [ T U D O M A N Y  1 
P ~bli.s'hin~ Lld - -  KIADO - - ~  

ARTICLE 

Early Experiences with Combined Treatment (Surgery and 
Brachytherapy) of Gynecological Recurrences Infiltrating 

the Pelvic Wall 

Mihfity PATYANIK ~, ,~rpfid MAYER' ,  Lfiszl6 UNGAR ~, lstv/m POLGAR ~ 

~Centre for Oncoradiology, Uzsoki Hospital, eDepartment of Obstetrics and Gynecology, Szent lstvAn Hospital, 
Budapest, Hungary 

Neither the surgical nor the radiotherapeutic treat- 
ment  of gynecological  recurrences infiltrating the 
pelvic wal l  can be curative alone. The treatment of 
this group of patients is poss ible  with the CORT 
(Combined Operative and Radiotherapeutic Treat- 
ment) method.  As maximal  as possible resection of 
the mal ignancy is done  for patients having no dis- 
tant metastases and the brachytherapy guiding tubes 

are implanted into the tumour bed on the pelvic 
wall .  The brachytherapy is carried out postopera- 
tively. An accurate analysis  cannot be done because 
of the short fo l low up and the few cases. The authors 
do believe that the survival results of  this poor prog- 
nostic group may  improve  by means  of  this method 
after proper selection of patients. (Pa thology  Onco-  
logy Research VoI 2, No3, 171-173, 1996) 
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h~troduction 

Gynecological recurrences infiltrating the pelvic wall 
that have been treated peviously represent a great task for 
the therapist since the possibilities of  conventional therapy 
(teletherapy, brachytherapy, surgery or chemotherapy) are 
limited. The surgery cannot be ablastic since the pelvic 
wall is involved. These alterations are out of reach for 
conventional brachytherapy because of the anatomical 
position, and there is no way to treat it again with felt- 
therapy without exceeding the dose tolerance of the nor- 
mal tissues) "2"~' 4't e 

The CORT (Combined Operative and Radiotberapeutic 
Treatment) method was developed by the Department of 
Obstetrics and Gynecology and Department of Cli lical 
Radiology, University of Mainz for the treatment of these 
patients. The treatment requires the close co-operation of 
the surgeon and the radiation oncologist. After a maximal 
resection of the malignancy, the brachytherapy guiding 
tubes are implanted into the tumour bed on the pelvic wall. 
The catheters are covered by muscle or the omentum 
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maius flap to increase the distance between the catheters 
and the radio sensitive organs. The revascularisation, 
starting from the muscle, improves the oxygenation of the 
tumor bed and through this, its radiosensitivity. The bra- 
chytherapy treatment is performed postoperatively using 
the guiding tubes postoperatively. 5'<;~'9'j~ 

The theoretical basis of this method is that distant 
metastases cannot be revealed in 10% of the patients even 
in the case of extensive local recurrencies. If local control 
succeeds, the intervention can even be curative. ~3~5 

Materials and Methods 

According to the CORT method, we treated eight patients 
from MarcEl of 1994 in co-operation with the Dept. of Ob- 
stetrics and Gynecology of the St. Istv~.n Hospital. Six 
patients having cc. planocellulare histology belonged to the 
F1GO I group. Surgical and radiotherapy treatment was 
given to four of them. Two patients were treated with sur- 
gery as a first step. The traditional radiotherapy was carried 
out only when the recurrence appeared and because of the 
further progression, CORT treatment was given. Two 
patients belonging to the FIGO IIB group (adenocarcinoma 
and cc. planocellulare of the cervix uteri) were treated by 
traditional radiotherapy alone and the CORT treatment was 
given because of tunlour progression and rest tumour. The 
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average age of the patients was 48 years (range: 31-65). The 
average time till the progression was 19 months (range: 3- 
54). The rccurrent tumor propagated on one side of the 
pelvic wall and the urinary bladder as well as the rectum 
were involved in all cases. 

Figure 1. PoshTcrative CT in axial plom' showin,c the <\~I~idi,t\, 
fube~ implo~h'd iH the tmnor bed i#' the' h'ft pelvir f~all. 

Figure 2. CT rt'co##strlfctk~z m the coro#za/ tda#k' tV the guidi~:,t; 
t~b,.?.~ m~p/m~h'd i.u lhr tumor bed m/he left pelvi, v,al:. 

I igurc 3. Cmmr,~ti<,m! ,t I ~ mr:Hcfcss:,<Trom ~,/ttlr t, lddiJs S' :ut,e- 
smNasm',.t tie tlec te,,<,~ hr, z< 

The patients were selected also fron] physical and 
internal medic ine point  o f  view. The treatment was pro- 
coded by examinat ion  designed to exclude the presence 
of distant melasiases and to determine the size of the 
recurrerJt tumor. 

The CORT method comprises surgical and brachy- 
therapy parts that are in very close connection. Even the 
laparotomical exploration that is on the other hand the first 
step of the surgical illtcrvcntion ensures the oplxiriunity 
for  excluding dissel l l i l la l loo aod te l  determmmg Ihe exlei] l  
of rcct]rlellce. At{or the i]laxinla] possible lUll]Of resection, 
the bioconlpatible flexible chlse ended end ~uidhlg tubes 
(outer diameter 5 mnL Ganimamcd lsotopcn Tcchnik Dr. 
Saucrweh]) are hnplanlcd into tile lUmOur bed on the pel 
xic wall+ The guid ing tubes should bc i l l ip la i l ied as paralie! 
as possible. The distance between tlleir axes is 15-20 l l ] l l l  
st) the tunic!  bed and the planning2 target VOlLlli/r Call IK- 
irradialed safely. The guiding tube.~ arc covered with 
muscle and t)illenltli/1 illaltlS f lap so tl lal radiatit)n dali lagL 
of  the ,,tirloiJndhlg radiosensi l ivc pelvic organs earl by 
avoided and the r-evascul,tlrlsatioll siartin 7 frcull the flal~ 
hnproves the oxygena t ion  alid through tiffs, the 
radiosensit ivi tv of  the t t l l l ior bed. The end o f  tilt." Jntcrvci] 
tion is Ihe operative reconstruction. 

The tirsl stop o f  the braci-lyiherapy i,> to deler lninc lilt; 
posit ion of  thL" gtlidil~g ttlDt_:<-;+ This cJai] be doi]c eithel wi t i l  
COlllpuler iomograpi  D or with convenl ionai  b, el l / ior lho- 
yonal spatial reconslructiou l : i v v  I 2 a#~d .7). This qep is 
Iolhi\~,ed by treai l l lcnl planning in which tilL' data acquired 
durin.~ lhc operation m; welt a,, the rcsuh el the spatial 
reconslrt lcl ion is tlSe{[. The [rsl treallYIcnt is CaiTicd {}tll Oll 
tile second week ',tiler {h{2 surgical i l i torvell{ iOll ~vitl~ a 
G A M M A M E I )  l 2i lelll~.)Ic COl]lrol high dose rate tll'tcrloa- 
diu<e operating with ]r t<'->. This l real l i lc l l t  is repeated two 
lhnes ~.i week with 0 (]5 calculated :.it 5 ii1111 f lo ln  tile Mir 
fact: t)i the guiding tubes. The number of  fraclions is deler- 
inJned by the total prcsclJt)ed dosc. 

The il leall vahie i l l  tile dose previt)tlsly adln i l l is lc ied to 
tile palienls ~t.as ?,ci ( ]y (24-55 ( i v i  1io111 teielherapy and 36 
Gv (32-39 {_it, la l /d l(i.7 (_ix, ~ 10,6- t ( ) .g)  a! l)oiiilS t \  and E,. 
resrk_'ctivclv lroii~ brachvthcrapv. A.n adcli l ional 37 G ,  
do~,e (30 4g (;)') was adnlul istcred duiirl~ e, tl-ic C()RG u-ca! 
lilt)ill. A l l  {it ela<ac o f  4 {3-5 } ~2athelei-s were h/sorted 

Resu l t s  

.;;[<_:h! [,.,.till!H,. ',yen, Ire;He(t. ncc~rdJm. ~ t(~ [he ( ' ( )RT 
metll~}tl betwecll March 19qi4 and February [ 906. ~l.ip~a 
lr and infraJe~ator toLii cxcnte[~fihm hake bcch car 
r i cd  ()Lit or] (~ UI],++[ Z p~IHCI][:',, l u~ r ) cc t [ vc l  } ( ) l lC  p~lt+L'llt g : I ,  

rcoperaled tm becau~,.' of : i l l  il ltt~<,lill;dl i ' iMtlJL i l l  the 

pn'qopor[ i l i \c ,qa~c. t;oIIo'Aill)_ > lllp., tt hylK'rlt/l l ic Clixl, 
IolraplegJa c cx_i l l lem, h.  ~pitc <>r i l l lD rO \ l l l { ]  iit.'t'lC~iOL'i,. 

,,ynlptOlll,, ;.Ill miestinal Ilsttl]~l devc l i ) l )eL I  and tilt: !]atJeill 
died >Y, ~eeks alter the c)[)er;tllOil. ()11c pal iel l l  \\:1- i eop t '  

I~Al t i t ) l J ; ) t iu  t),N, (4.t)(;'~ I-;i~..M AR(/H 
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rated on because of  a dislocation of  the guiding tubes. In 
one case, an intestinal fistula towards the abdomen closed 
in a spontaneous manner 12 weeks after the operation. 

Two patients died because of  progression. The time that 

elapsed till the appearance of  the first recurrence was 11 
mouths, the survival time was 14 months. Recurrence 

began in one patient 17 months after the operation. She 
was still alive when the collection of  data was finished (2 I 

months). One patient d idn ' t  appear for the control examin- 
ations. There is no evidence of  disease in the 4 rnonth 

average fol low up time ( 1-8 months) in three patients. The 

brachytherapy was executed without any kind of compli-  

cations up to the planned dose in each case. 

Discussion and conclusion 

Neither the surgery nor the brachytherapy alone pro- 
vides a good alternative for these patients. The combina- 

tion of the two treatment modalities, however,  has some 
advantages. L23'<2 The size of  the tumor can be reduced to 

a min imum during the operation, the boundaries of the 

tumour can be visualised so the target volume of the bra- 
chytherapy can be easily determined, and an individual 

target w~lume can be chosen with the implantation of  the 
flexible guiding tubes. The dose can be localised to the 

tumor bed as a result of  the property of  brachytherapy. The 
radiation damage to the surrounding radiosensitive pelvic 

organs can be minimized,  since the guiding tubes are 
covered by the orncntum and muscle flap. The anglo- 

genesis originating from the flap may' improve the oxygen- 
ation of  the residual tumor and thus the radiation sensitiv- 

ity. A further advantage is thai the total dose can be admi- 
nistered in fractions. 5~'7"s9t<nH 

Several technical problems occurred with the four patients 

treated between 03-08 1994, the most important of which 
was the fixation of  the catheters on the pelvic wall. 

The papers published by H6ckel and his co-workers in 
that period called attention to three factors that have sig- 
nificant influence on the survival. The five year survival is 

60% if the patient is older than 40, the tumour cml be cut out 

macroscopically and the recun'ence is smaller than 5 cm. In 
other cases the five year survival is less than 20~2; and the 
size of  the rccurrence has the greatest effect on this. ~ 

Having solved the technical difficulties, we beg',,n to 

continue the CORT method in September  1995, with 
prognostic factors and the max imum dose administered 

also taken into account. 
Because  o f  the few cases and the short fo l low up one 

cannot  make a conclusion.  We are convinced,  however ,  
that using the exper iences  of  the Univers i ty  of  Mainz  and 

fo l lowing proper  principals  when the patients are 

selected we can provide a chance for healing for this 
group of  patients. 
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