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1. Introduction

Cervical cancer is still the second most common female malignancy and the second most
common cause of cancer-related mortality in women worldwide. [1] In 1999, the National
Cancer Institute showed that in addition to radiotherapy, cisplatin chemotherapy produced a
therapeutic effect in women with locally advanced cervical cancer (LACC) in 5 randomized
trials. [2-7] However, the standard treatments for early cervical cancer have traditionally
comprised radical hysterectomy with lymph node dissection or cisplatin-based chemoradia‐
tion. [8] Unfortunately, poor prognosis was observed in patients with tumors more than 4 cm
in diameter and a poor survival rate of 50–60% was noted in patients with large tumors. To
improve the therapeutic results, a new approach with neoadjuvant chemotherapy (NACT)
followed by radical surgery or chemoradiation has been introduced. The definition of NACT
in cervical cancer is the administration of chemotherapy for the purpose of reducing the cancer
volume before the main treatment. In the late 1980s, a pilot study of NACT with cisplatin,
bleomycin, and methotrexate performed for 33 patients with a tumor larger than 4 cm showed
a response rate of 75.7% (complete response 12.1%, partial response 63.6%) on histologic
examination. The sites showing a sensitive response to NACT were the vagina, cervix, and
parametrium, in that order. [9] In 1989, Kim et al. performed NACT with vinblastine, bleo‐
mycin, and cisplatin (VBP) in 54 patients and reported a high response rate (81.0%), a low
incidence of lymph node metastasis (20%), and an improvement in the 2-year tumor free
survival rate (94%). [10]
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Since 1990, trials evaluating NACT combined with surgery and/or radiation therapy have been
undertaken, and this combination therapy has been compared with standard treatments such
as radical surgery, radiation therapy, and concurrent chemoradiation.

The aim of this chapter is to investigate the chemotherapy agents used in NACT, know the
rationale of NACT before surgery and/or radiation therapy, and review the articles comparing
results of NACT with that of surgery or radiation for cervical cancer.

2. Agents used in NACT

Historically, cisplatin has been considered the most active platinum agent drug, with a
response rate of 20% in cervical cancer. Although a higher response rate is reported with a
dose of 100 mg/m2 than with a dose of 50 mg/m2, no differences in complete remission rate,
overall survival (OS), and progression-free interval (PFS) were observed between these doses.
A high dose of cisplatin was reported to be related to nephrotoxicity and myelosuppression.
[11] Moreover, alkylating agent groups also contain an ifosfamide agent, which shows a
response rate of 20% at a dose of 1.2 g/m2 for 5 days in cervical cancer. A higher response rate
was noted in patients receiving combination chemotherapy with cisplatin and ifosfamide than
in patients receiving cisplatin only (31.1% vs 17.8%, p = 0.004). However, no significant
difference in OS was found between these groups. [12] Doxorubicin is an anthracycline
antibiotic drug that inhibits the process of cancer cell replication by intercalation into DNA.
The response rate of cervical cancer to doxorubicin is reported as 20%. The most severe side
effect of doxorubicin is cardiotoxicity, which can be fatal. [13] Paclitaxel, which belongs to the
taxane group of drugs, stabilizes polymerized microtubules and inhibits cell division. Pacli‐
taxel shows broad-range activity against a number of solid tumors, including epithelial ovarian
cancer, lung cancer, and breast cancer. A dose of 170 mg/m2 is administered intravenously for
24 hours every 3 weeks. The response rate of cervical cancer to paclitaxel is reported to be 17%.
According to pharmacological studies, the sequence of administration is very important when
paclitaxel is combined with cisplatin for chemotherapy. Administration of cisplatin before
paclitaxel generates more severe hematological toxicity (e.g., neutropenia) than administration
of paclitaxel before cisplatin. This distinction arises because of the delayed clearance of
paclitaxel when paclitaxel is administered after cisplatin. [14]

3. Rationale of NACT

In 1997, Sardi et al. reported the first randomized trial to investigate the role of NACT in 205
stage 1B women with cervical squamous cell carcinoma. [15] The NACT regimen with 10-day
intervals included 3 cycles composed of 50 mg/m2 cisplatin, 1 mg/m2 vincristine, and 25
mg/m2 bleomycin. NACT enabled radical hysterectomy for inoperable bulky cervix cancer and
improved the rate of complete resectability. [15, 16] NACT reduced the pelvic recurrence rate
significantly and increased the survival rate while decreasing the rate of parametrial invasion
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and lymph node metastasis. An initial tumor size of less than 4.8-cm diameter showed a better
response to NACT than a larger tumor size. [16] As the size of the tumor increases, the
proportion of hypoxic cancer cells with decreased chemosensitivity increases. Therefore, the
potential for complete resection decreases for large tumors. [17, 18] NACT increased the
sensitivity of tumor cells to radiation therapy and decreased the proportion of hypoxic cells.
Moreover, chemotherapy can be more effectively delivered to tumor volume before blood
vessel is destructed by surgery or radiation therapy. [19] However, an undesired delay in the
main treatment and resistance to radiation therapy can occur after NACT. [20, 21]

4. Dose of chemotherapy and interval of cycles in NACT

In 2003, the results of a large-scale meta-analysis that systemically reviewed 21 randomized
trials were reported. [22] In a comparison of NACT followed by radiation therapy with
radiation therapy alone, 2,074 patients in 18 randomized trials were considered for meta-
analysis. NACT provided a benefit in survival for cervical cancer patients treated with shorter
(interval ≤ 14 days) (hazard Ratio {HR}, 0.83; 95% confidence interval {CI}, 0.69–1.00; p = 0.046)
and more dose-intensive (cisplatin ≥ 25 mg/ m2/cycle) (HR, 0.91; 95% CI, 0.78–1.05, p = 0.20)
regimens. In contrast, survival was less favorable in patients treated with longer (interval ≥ 14
days) (HR, 1.25; 95% CI, 1.07–1.46; p = 0.005) and less dose-intensive (cisplatin ≤ 25 mg/m2/
cycle) (HR, 1.35; 95% CI, 1.11–1.14; p = 0.002) regimens. Moreover, in a comparison of NACT
followed by surgery with radiation therapy, 872 patients from 5 randomized trials were
reviewed and a significant decrease in the risk of death was found (HR, 0.65; 95% CI, 0.53–
0.80; p = 0.0004). As a result, a short interval and a high dose of cisplatin appear to offer a great
advantage for survival in cervical cancer patients. [22]

5. Neoadjuvant chemotherapy plus surgery versus surgery for cervical
cancer

In 2010, the Cochrane Database of Systematic Reviews curated by the MRC Clinical Trial Unit,
London, UK, [23] demonstrated the role of NACT in women with early or LACC. This systemic
review included 1072 patients, and outcomes such as OS, PFS, pathological response, recur‐
rence rate, and resection rates were investigated. Increased PFS (HR, 0.76; 95% CI, 0.62–0.94;
p = 0.01), decreased rate of parametrial invasion (odds ratio {OR}, 0.58; 95% CI, 0.41–0.82; p =
0.002), decreased rate of lymph node metastasis (OR, 0.54; 95% CI, 0.39–0.73; p < 0.0001),
reduced recurrence at both local (OR, 0.76; 95% CI, 0.49–1.17; p = 0.21) and distant (OR, 0.68;
95% CI, 0.41–1.13; p = 0.13) sites, and resection rate (OR, 1.55; 95% CI, 0.96–2.50; p = 0.07) were
observed in this review. Disappointingly, no OS benefit was noted (HR, 0.85; 95% CI, 0.67–
1.07; p = 0.17). Although favorable results were noted in patients treated with NACT followed
by surgery, a significant advantage with regard to OS was not seen. Therefore, the beneficial
role of NACT over surgery alone is still unclear in women with early-stage or LACC. [23]
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6. Neoadjuvant chemotherapy plus radical surgery versus radiation
therapy

Between 1990 and 1996, a randomized trial was performed in 14 Italian centers, and 441 women
were categorized into 2 groups: NACT followed by surgery patients and radiation only
patients. For patients with stage IB2 to IIB tumors, treatment with NACT and surgery showed
a 5-year survival rate of 64.7% and a PFS rate of 59.7%. These values were significantly greater
than those in the radiation only group (18.3% and 13.0%, respectively) (p = 0.005 and p = 0.02,
respectively). [24] However, an analysis of patients with stage III tumors only showed no
significant differences in OS and PFS (OS: 41.6% vs 36.7%, p = 0.36; PFS: 41.9% vs 36.4%, p =
0.29). With this result, it may be suggested that the more progressed is tumor volume, the lesser
benefit of NACT and subsequent surgery is noted over radiation therapy. Multivariate analysis
showed that OS and PFS were significantly affected by stage, treatment modality, cervical
tumor diameter, and lymph node metastasis on computed tomography/lymphangiography.
The relative risk of OS in patients treated with NACT plus surgery compared with patients
treated with radiation only was 0.63 (95% CI, 0.47–0.86). However, no significant differences
were observed in the pattern of recurrence between the NACT plus surgery group and the
radiation group. [24] In this study, NACT followed by surgery showed better results with
regard to OS and PFS than the radiation only group.

On the other hand, Cervical Cancer Study Group of the Asian Oceanian Clinical Oncology
Association [25] performed a chemotherapy of cisplatin 60 mg/m2 and epirubicin 110 mg/m2

at 3-week intervals for three cycles, and reported that NACT prior to radiation for cervical
cancer patients with stage IIB-IVA showed a significantly higher pelvic recurrence rate
compared to those who were treated with radiation therapy alone (p < 0.003). Also, lower
response rate and inferior survival outcome were noted in patients treated with NACT before
radiation compared to patients who received radiation therapy alone. This randomized trial
of epirubicin and cisplatin chemotherapy followed by pelvic radiation in LACC failed to
demonstrate advantage to NACT prior to radiation over radiation therapy alone in local
control and tumor response. [25]

7. Neoadjuvant chemotherapy plus radical surgery versus surgery only and
concurrent chemoradiation therapy only

Retrospective review of the follow-up reports of 476 patients with stage IB2-IIB cervical cancer
enrolled from 2000 to 2005 indicated that patients treated with NACT followed by surgery
showed significantly higher 5-year survival rates than both the radical surgery (OS: HR, 1.813;
p = 0.0175) and concurrent chemoradiation treatment (OS: HR, 3.157; p < 0.0001) groups. [26]
Moreover, in the NACT plus surgery group, NACT with a combination of paclitaxel and
cisplatin (TP) chemotherapy improved the long-term disease-free survival (DFS) and OS
compared NACT with a chemotherapy regimen of vincristine, bleomycin, and cisplatin (VBP)
(p < 0.001). A tumor size of more than 4 cm caused a significant reduction in both the 5-year
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DFS and OS rates (HR, 1.762; 95% CI, 1.131–2.744; p = 0.0122 and HR, 1.669; 95% CI, 1.164–
2.392; p = 0.0053, respectively). The limitation of this study is that a selection bias resulted
because of the retrospective nature of the investigation. In terms of the proportion of patients
with a tumor larger than 4 cm, a higher rate was observed in the concurrent chemoradiotherapy
group than in the NACT plus surgery group (77.7% vs 49.7%). [26]

8. The drug combination and regimen of NACT

In 1983, Friedlander reported that a combination of cisplatin (60 mg/m2 on day 1), vinblastine
(4 mg/m2 on days 1 and 2), and bleomycin (15 mg on days 1, 8, and 15) followed by radiation
therapy and/or surgery was performed for 35 cervical cancer patients at 3-week intervals. In
this study, 66% of cancer patients showed responsiveness, with 18% showing complete
responsiveness, to NACT with radiation and/or surgery. [27]

Between 1983 and 1990, Hwang et al. enrolled 80 women with stage IB to IIB cervical cancer
with a tumor diameter of more than 4 cm. A NACT regimen of VBP followed by radical
hysterectomy with pelvic lymphadenectomy showed overall 5-year and 10-year DFS rates of
82.0% and 79.4%, respectively. The VBP regimen is considered a tolerable combination with
low hematological toxicity and a favorable response rate. [28] In 1990, Lara et al. reported that
the administration of cisplatin and ifosfamide chemotherapy was an effective anti-cancer
remedy for cervical cancer IIIB patients as a neoadjuvant treatment. The chemotherapy
schedule was composed of 20 mg/m2 cisplatin on days 1–5 and 1.5 g/m2 ifosfamide on days 1–
5. Thereafter, radiotherapy was performed, and 62.5% of patients experienced at least a 50%
reduction in tumor size. The authors reported that these results were superior to those for
radiotherapy alone. [29]

The SNAP01 (Studio Neo-Adjuvante Portio) randomized trial was performed in 21 Italian
centers from 1997 to 2000, and 219 patients were divided into 2 groups: 113 women were treated
with the ifosfamide, and cisplatin (IP) combination regimen and 106 received the paclitaxel,
ifosfamide, and cisplatin (TIP) combination regimen. [30] The response rate of patients treated
with the IP regimen was 23%, whereas that of patients treated with the TIP regimen was 48%
(p = 0.0004). However, the HR was not significant for patients treated with the TIP regimen
(HR, 0.66; 95% CI, 0.39–1.10; p = 0.11) and those treated with the IP regimen with respect to
OS. Hematological toxicity was more severe in the TIP regimen group; therefore, women older
than 70 years or those with renal problems were not recommended for intense NACT. The
authors suggested that the optimal response rate could be used as a surrogate marker for
survival. Thus, optimal response rate can be used as a cornerstone to quickly monitor the
therapeutic results in cervical cancer patients.

Helena et al. [31] performed NACT in 141 women with cervical cancer 1B (1B1: 30 patients,
1B2: 111 patients) from 1998 to 2008. A regimen of cisplatin (75 mg/m2) and ifosfamide (2
g/m2) was used in patients with squamous cell cervical cancer and a combination of cisplatin
(75 mg/m2) and doxorubicin (35 mg/m2) was used in women diagnosed with adenocarcinoma.
The NACT cycle was 3 days, and the interval was 10–14 days. The most common hematological
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toxicity was neutropenia. Interestingly, 69.5% of women who were treated with NACT
experienced a reduction in tumor size of more than 50%, and 11.3% of patients showed no
residual malignancy on pathological examination after NACT. Further, the 5-year survival rate
was 80.6%, and 56.8% of patients are now disease free.

From 1999 to 2004, Bae et al. [32] enrolled 112 patients with stage IB to IIB tumors who were
treated with 3 cycles of NACT composed of cisplatin (60 mg/m2 on days 1 and 2) and etoposide
(100 mg/m2 on day 1). Etoposide is a topoisomerase inhibitor that inhibits the re-ligation of
DNA strands and induces breaks in DNA strands. Etoposide can induce cell death through
autophagy. The authors demonstrated that NACT followed by surgery resulted in 5-year OS
and PFS rates of 88.1% and 60.5%, respectively.

Between 2000 and 2002, Park et al. [19] administered a NACT regimen of paclitaxel (60
mg/m2 on day 1) and cisplatin (60 mg/m2 on day 1) for 43 stage IB2 to IIB cervical cancer
patients, with 3 cycles every 10 days. The authors reported a high response rate of 90.7%, with
a complete response rate of 39.5% (11.6% confirmed by pathology), a partial response rate of
51.2%, and no cases of progression. Thirty-one of 43 patients (72.1%) experienced downstaging
of cervical cancer. The 43 patients underwent radical hysterectomy and lymph node dissection
after NACT. The 2- and 5-year DFS rates were 94.5% and 89.2%, respectively. Response after
NACT, differentiation of cancer cells, and metastasis were reported to be associated with
survival. The authors insisted that the reduced delay because of the shorter interval of NACT
had a positive effect on survival. [33]

In 2004, NACT was successfully used in fertility-preserving radical trachelectomy for young
women with early-stage cervical cancer. The chemotherapy regimen was composed of
paclitaxel (175 mg/m2 on day 1), cisplatin (75 mg/m2 on day 2), and ifosfamide (5 g/m2 over 24
hours). [34]

Between January 2006 and December 2009, 123 women with stage IB2 to IIA cervical cancer
were randomly divided into 4 groups. The NACT combination was cisplatin (50 mg/m2) and
5-fluorouracil (750 mg/m2) at a 2-week interval. No significant differences in 3-year PFS and
OS were observed between the 4 groups. [35]

Between 2007 and 2010, 46 cancer patients with stage IB2 to IIIB tumors were enrolled. The
NACT schedule was topotecan (0.75 mg/m2 on days 1–3) followed by cisplatin (75 mg/m2 on
day 1). The authors examined the therapeutic results in patients treated with NACT followed
by surgery. They found that 89.5% of patients experienced a pathological response and 15.8%
achieved a complete response. The 2-year PFS and OS of the 38 patients treated with NACT
and surgery were 79% and 95%, respectively. [36]

In 2012, the Japanese Gynecologic Oncology Group reported a phase II NACT study with
irinotecan hydrochloride and nedaplatin followed by radical hysterectomy for bulky stage IB2
to IIB cervical squamous cell carcinoma. Sixty-six patients were treated with irinotecan (60 mg/
m2 on days 1 and 8) and nedaplatin (80 mg/m2 on day 1) with a 21-day interval. Radical
hysterectomy was performed after NACT, and the response rate was 75.8%. Of these patients,
72.2% complained of neutropenia, and the side effects of NACT were acceptable. [37]
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9. Neoadjuvant chemotherapy plus radical surgery followed by
chemotherapy

Between 2000 and 2007, NACT (cisplatin 100 mg/m2 and paclitaxel 175 mg/m2, 3 cycles every
3 weeks) plus surgery followed by 4 cycles of platinum-based adjuvant chemotherapy was
performed by Angioli et al. The authors reported that the 5-year OS and DFS rates were
81% and 70%, respectively. The 5-year OS rates of cervical cancer patients with positive and
negative lymph nodes were 75% and 88%, respectively. The authors showed that adjuvant
chemotherapy after NACT and surgery could be useful for patients with LACC. [38]

10. Currently ongoing randomized trial

A randomized phase III trial comparing the effectiveness of cisplatin-based NACT followed
by radical hysterectomy with the effectiveness of concomitant radiotherapy and chemotherapy
in patients with stage IB2 or stage II cervical cancer has been undertaken by the European
Organization for Research and Treatment of Cancer (55994). However, the results of that phase
III trial have been not yet published.

11. Conclusion

A review of  the literature associated with NACT showed that  most  chemotherapy regi‐
mens included cisplatin (Table 1 and Table 2). Recently, the number of clinical trials that
include the use of paclitaxel chemotherapy has gradually increased. A short interval between
cycles and a high dose of cisplatin were considered optimal for NACT. Three cycles was
the most frequently used method in NACT for cervical cancer. In general, the side effects
and toxicity of NACT seemed acceptable for patients with cervical cancer. In a review of
medical literatures, high response rate after cisplatin-based NACT provided an advantage
to surgery and prevention of lymph node metastasis.  Moreover,  NACT prior to surgery
showed acceptable improvement in survival rate in phase III trial. However, no definitive
agreement on the best management strategy for NACT has been determined for early and
LACC.  Therefore,  clinicians  should  carefully  compare  the  efficacy  of  NACT  with  the
disadvantages of the delayed start of the main treatment and the toxicities associated with
chemotherapy.

In the future, early markers or clinical variables for monitoring the effect of NACT during the
early phase may be helpful for determining the optimal treatment for cervical cancer patients.
Further, drugs that are highly effective for cervical cancer will need to be developed for the
NACT regimen. For the determination of optimal treatment in cervical cancer, advantages of
NACT should be evaluated in phase III trial compared to standard treatments.
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Authors Publication Number Stage Comparison Response rate

Friedlander

[27]
1983 35 IIB

cisplatin (60 mg/m2 day1), vinblastine (4 mg/m2, days 1 and 2), and

bleomycin (15 mg, days 1, 8, and 15) followed by radiation therapy

and/or surgery

66%

(complete response

18%)

Lara [29] 1990 26 IIIB cisplatin (20 mg/m2 on day 1-5) and ifosfamide (1.5 g/ m2 on day 1-5) 62.5%

Hwang [28] 2001 80 IB-IIB
cisplatin (50 mg/m2 day1), vinblastine (4 mg/ m2, days 1), and

bleomycin (16 mg/ m2, days1, 2)

93.7%

(complete response

50%)

Park [19] 2004 43 IB-IIB paclitaxel (60 mg/m2, day 1) and cisplatin (60 mg/m2, day 1) 90.7%

Buda [30] 2005 113 IB-IV

cisplatin 75 mg/m2

paclitaxel 175 mg/m2

ifosfamide 5 g/m2

48%

Bae [32] 2008 112 IB-IIB cisplatin (60 mg/m2, days 1, 2) and etoposide (100 mg/m2, day 1) 69.7%

Helena [31] 2010 141 IB cisplatin (75 mg/m2) and ifosfamide (2 g/m2) 69.5%

Table 1. Pilot study of neoadjuvant chemotherapy for cervical cancer

Authors Publication Number Stage Comparison Neoadjuvant chemotherapy

Souhami [39] 1991 107 IIIB NACT+RT vs RT
Bleomycin 15U IM days 1-4, vincristine 1mg/m2 day 1,

mitomycin C 10 mg/m2 day 1, cisplatin 50 mg/m2 day 1,

Chauvergne

[40]
1993 151 IIB~III NACT+RT vs RT methotrexate, chlorambucil, vincristine, cisplatin

Tattersall [25] 1995 260 IIB~IVA NACT+RT vs RT cisplatin 60 mg/m2 and epirubicin 110 mg/m2 day 1

Sardi [15] 1997 205 IB NACT+RT vs RT
vincristine 1mg/m2 day 1, cisplatin 50 mg/m2 day 1,

bleomycin 25 mg/m2 days 1-3

Kumar [41] 1998 184 IIB~IVA NACT+RT vs RT bleomycin, ifosfamide, cisplatin

Symonds [42] 2000 204 IIB~IVA NACT+RT vs RT methotrexate 100 mg/m2, cisplatin 50 mg/m2

Chang [43] 2000 124 IB~IIA NACT+RS vs RT
vincristine 1mg/m2 day 1, cisplatin 50 mg/m2 day 1,

bleomycin 25 mg/m2 days 1-3

Herod [44] 2000 172 IB~IVA NACT+RS vs RT
bleomycin 30 units/24-hour infusion, ifosfamide 5 g/m2/24 hours,

cisplatin 50 mg/m2

Benedetti-

Panici [24]
2002 441 IB~III NACT+RS vs RT cisplatin-based NACT ( with a "/>240 mg/m2 total cisplatin dose)

Wen [35] 2012 123 IB-IIA
NACT+RS vs RS vs BT

+RS vs IACT
cisplatin (50 mg/m2) and 5-fluorouracil (750 mg/m2) at a 2-week interval

NACT:neoadjuvant chemotherapy, RS: radical surgery, RT: radiation therapy, BT:Brachy radiation, IACT:Intra-arterial
chemotherapy

Table 2. Randomized controlled trial about neoadjuvant chemotherapy for cervical cancer

Neoadjuvant Chemotherapy - Increasing Relevance in Cancer Management94



Author details

Sung-Jong Lee, Jin-Hwi Kim, Joo-Hee Yoon, Keun-Ho Lee, Dong-Choon Park, Chan-Joo Kim,
Soo-Young Hur, Tae-Chul Park, Seog-Nyeon Bae and Jong-Sup Park

Department of Obstetrics and Gynecology, College of Medicine, The Catholic University of
Korea, Seoul, Korea

References

[1] Parkin, D. M, Pisani, P, & Ferlay, J. Estimates of the worldwide incidence of eighteen
major cancers in 1985. Int J Cancer (1993). , 54(4), 594-606.

[2] Whitney, C. W, Sause, W, Bundy, B. N, Malfetano, J. H, Hannigan, E. V, Fowler, W. C,
et al. Randomized comparison of fluorouracil plus cisplatin versus hydroxyurea as an
adjunct to radiation therapy in stage IIB-IVA carcinoma of the cervix with negative
para-aortic lymph nodes: a Gynecologic Oncology Group and Southwest Oncology
Group study. J Clin Oncol (1999). , 17(5), 1339-48.

[3] Morris, M, Eifel, P. J, Lu, J, Grigsby, P. W, Levenback, C, Stevens, R. E, et al. Pelvic
radiation with concurrent chemotherapy compared with pelvic and para-aortic
radiation for high-risk cervical cancer. N Engl J Med (1999). , 340(15), 1137-43.

[4] Rose, P. G, Bundy, B. N, Watkins, E. B, Thigpen, J. T, Deppe, G, Maiman, M. A, et al.
Concurrent cisplatin-based radiotherapy and chemotherapy for locally advanced
cervical cancer. N Engl J Med (1999). , 340(15), 1144-53.

[5] Keys, H. M, Bundy, B. N, Stehman, F. B, Muderspach, L. I, Chafe, W. E, Suggs, C. L, et
al. Cisplatin, radiation, and adjuvant hysterectomy compared with radiation and
adjuvant hysterectomy for bulky stage IB cervical carcinoma. N Engl J Med (1999). ,
340(15), 1154-61.

[6] Peters, W. A. rd, Liu PY, Barrett RJ, 2nd, Stock RJ, Monk BJ, Berek JS, et al. Concurrent
chemotherapy and pelvic radiation therapy compared with pelvic radiation therapy
alone as adjuvant therapy after radical surgery in high-risk early-stage cancer of the
cervix. J Clin Oncol (2000). , 18(8), 1606-13.

[7] Thomas, G. M. Improved treatment for cervical cancer--concurrent chemotherapy and
radiotherapy. N Engl J Med (1999). , 340(15), 1198-200.

[8] Benedet, J. L, Odicino, F, Maisonneuve, P, Beller, U, Creasman, W. T, Heintz, A. P, et
al. Carcinoma of the cervix uteri. J Epidemiol Biostat (2001). , 6(1), 7-43.

[9] Benedetti Panici PScambia G, Greggi S, Di Roberto P, Baiocchi G, Mancuso S. Neoad‐
juvant chemotherapy and radical surgery in locally advanced cervical carcinoma: a
pilot study. Obstet Gynecol (1988). Pt 1): 344-8.

Neoadjuvant Chemotherapy for Cervical Cancer: Rationale and Evolving Data
http://dx.doi.org/10.5772/53406

95



[10] Kim, D. S, Moon, H, Kim, K. T, Hwang, Y. Y, Cho, S. H, & Kim, S. R. Two-year survival:
preoperative adjuvant chemotherapy in the treatment of cervical cancer stages Ib and
II with bulky tumor. Gynecol Oncol (1989). , 33(2), 225-30.

[11] Bonomi, P, Blessing, J. A, & Stehman, F. B. DiSaia PJ, Walton L, Major FJ. Randomized
trial of three cisplatin dose schedules in squamous-cell carcinoma of the cervix: a
Gynecologic Oncology Group study. J Clin Oncol (1985). , 3(8), 1079-85.

[12] Omura, G. A, Blessing, J. A, Vaccarello, L, Berman, M. L, Clarke-pearson, D. L, Mutch,
D. G, et al. Randomized trial of cisplatin versus cisplatin plus mitolactol versus cisplatin
plus ifosfamide in advanced squamous carcinoma of the cervix: a Gynecologic
Oncology Group study. J Clin Oncol (1997). , 15(1), 165-71.

[13] Wallace, H. J. Jr., Hreshchyshyn MM, Wilbanks GD, Boronow RC, Fowler WC, Jr.,
Blessing JA. Comparison of the therapeutic effects of adriamycin alone versus adria‐
mycin plus vincristine versus adriamycin plus cyclophosphamide in the treatment of
advanced carcinoma of the cervix. Cancer Treat Rep (1978). , 62(10), 1435-41.

[14] Mcguire, W. P, Blessing, J. A, Moore, D, Lentz, S. S, & Photopulos, G. Paclitaxel has
moderate activity in squamous cervix cancer. A Gynecologic Oncology Group study.
J Clin Oncol (1996). , 14(3), 792-5.

[15] Sardi, J. E, Giaroli, A, Sananes, C, Ferreira, M, Soderini, A, Bermudez, A, et al. Long-
term follow-up of the first randomized trial using neoadjuvant chemotherapy in stage
Ib squamous carcinoma of the cervix: the final results. Gynecol Oncol (1997). , 67(1),
61-9.

[16] Sardi, J, Sananes, C, Giaroli, A, & Maya, G. di Paola G. Neoadjuvant chemotherapy in
locally advanced carcinoma of the cervix uteri. Gynecol Oncol (1990). , 38(3), 486-93.

[17] Benedetti-panici, P, Greggi, S, Scambia, G, Amoroso, M, Salerno, M. G, Maneschi, F, et
al. Long-term survival following neoadjuvant chemotherapy and radical surgery in
locally advanced cervical cancer. Eur J Cancer (1998). , 34(3), 341-6.

[18] Sananes, C, Giaroli, A, Soderini, A, Guardado, N, Snaidas, L, Bermudez, A, et al.
Neoadjuvant chemotherapy followed by radical hysterectomy and postoperative
adjuvant chemotherapy in the treatment of carcinoma of the cervix uteri: long-term
follow-up of a pilot study. Eur J Gynaecol Oncol (1998). , 19(4), 368-73.

[19] Park, D. C, Kim, J. H, Lew, Y. O, Kim, D. H, & Namkoong, S. E. Phase II trial of
neoadjuvant paclitaxel and cisplatin in uterine cervical cancer. Gynecol Oncol (2004). ,
92(1), 59-63.

[20] Gonzalez-martin, A, Gonzalez-cortijo, L, Carballo, N, Garcia, J. F, Lapuente, F, Rojo, A,
et al. The current role of neoadjuvant chemotherapy in the management of cervical
carcinoma. Gynecol Oncol (2008). Suppl 2): S, 36-40.

[21] Rowinsky, E. K, Gilbert, M. R, Mcguire, W. P, Noe, D. A, Grochow, L. B, Forastiere, A.
A, et al. Sequences of taxol and cisplatin: a phase I and pharmacologic study. J Clin
Oncol (1991). , 9(9), 1692-703.

Neoadjuvant Chemotherapy - Increasing Relevance in Cancer Management96



[22] Neoadjuvant chemotherapy for locally advanced cervical cancer: a systematic review
and meta-analysis of individual patient data from 21 randomised trialsEur J Cancer
(2003). , 39(17), 2470-86.

[23] Rydzewska, L, Tierney, J, Vale, C. L, & Symonds, P. R. Neoadjuvant chemotherapy plus
surgery versus surgery for cervical cancer. Cochrane Database Syst Rev (2010).
CD007406.

[24] Benedetti-panici, P, Greggi, S, Colombo, A, Amoroso, M, Smaniotto, D, Giannarelli, D,
et al. Neoadjuvant chemotherapy and radical surgery versus exclusive radiotherapy in
locally advanced squamous cell cervical cancer: results from the Italian multicenter
randomized study. J Clin Oncol (2002). , 20(1), 179-88.

[25] Tattersall, M. H, Lorvidhaya, V, Vootiprux, V, Cheirsilpa, A, Wong, F, Azhar, T, et al.
Randomized trial of epirubicin and cisplatin chemotherapy followed by pelvic
radiation in locally advanced cervical cancer. Cervical Cancer Study Group of the Asian
Oceanian Clinical Oncology Association. J Clin Oncol (1995). , 13(2), 444-51.

[26] Yin, M, Zhao, F, Lou, G, Zhang, H, Sun, M, Li, C, et al. The long-term efficacy of
neoadjuvant chemotherapy followed by radical hysterectomy compared with radical
surgery alone or concurrent chemoradiotherapy on locally advanced-stage cervical
cancer. Int J Gynecol Cancer (2011). , 21(1), 92-9.

[27] Friedlander, M, Kaye, S. B, Sullivan, A, Atkinson, K, Elliott, P, Coppleson, M, et al.
Cervical carcinoma: a drug-responsive tumor--experience with combined cisplatin,
vinblastine, and bleomycin therapy. Gynecol Oncol (1983). , 16(2), 275-81.

[28] Hwang, Y. Y, Moon, H, Cho, S. H, Kim, K. T, Moon, Y. J, Kim, S. R, et al. Ten-year
survival of patients with locally advanced, stage ib-iib cervical cancer after neoadjuvant
chemotherapy and radical hysterectomy. Gynecol Oncol (2001). , 82(1), 88-93.

[29] Lara, P. C, Garcia-puche, J. L, & Pedraza, V. Cisplatin-ifosfamide as neoadjuvant
chemotherapy in stage IIIB cervical uterine squamous-cell carcinoma. Cancer Chemo‐
ther Pharmacol (1990). Suppl: S, 36-8.

[30] Buda, A, Fossati, R, Colombo, N, Fei, F, & Floriani, I. Gueli Alletti D, et al. Randomized
trial of neoadjuvant chemotherapy comparing paclitaxel, ifosfamide, and cisplatin with
ifosfamide and cisplatin followed by radical surgery in patients with locally advanced
squamous cell cervical carcinoma: the SNAP01 (Studio Neo-Adjuvante Portio) Italian
Collaborative Study. J Clin Oncol (2005). , 23(18), 4137-45.

[31] Robova, H, Halaska, M, Pluta, M, Skapa, P, Strnad, P, Lisy, J, et al. The role of neoad‐
juvant chemotherapy and surgery in cervical cancer. Int J Gynecol Cancer (2010). Suppl
2): S, 42-6.

[32] Bae, J. H, Lee, S. J, Lee, A, Park, Y. G, Bae, S. N, Park, J. S, et al. Neoadjuvant cisplatin
and etoposide followed by radical hysterectomy for stage 1B-2B cervical cancer.
Gynecol Oncol (2008). , 111(3), 444-8.

Neoadjuvant Chemotherapy for Cervical Cancer: Rationale and Evolving Data
http://dx.doi.org/10.5772/53406

97



[33] Park, D. C, Suh, M. J, & Yeo, S. G. Neoadjuvant paclitaxel and cisplatin in uterine
cervical cancer: long-term results. Int J Gynecol Cancer (2009). , 19(5), 943-7.

[34] Plante, M, Lau, S, Brydon, L, & Swenerton, K. LeBlanc R, Roy M. Neoadjuvant chemo‐
therapy followed by vaginal radical trachelectomy in bulky stage IB1 cervical cancer:
case report. Gynecol Oncol (2006). , 101(2), 367-70.

[35] Wen, H, Wu, X, Li, Z, Wang, H, Zang, R, Sun, M, et al. A prospective randomized
controlled study on multiple neoadjuvant treatments for patients with stage IB2 to IIA
cervical cancer. Int J Gynecol Cancer (2012). , 22(2), 296-302.

[36] Manci, N, & Marchetti, C. Di Tucci C, Giorgini M, Esposito F, Palaia I, et al. A prospec‐
tive phase II study of topotecan (Hycamtin(R)) and cisplatin as neoadjuvant chemo‐
therapy in locally advanced cervical cancer. Gynecol Oncol (2011). , 122(2), 285-90.

[37] Yamaguchi, S, Nishimura, R, Yaegashi, N, Kiguchi, K, Sugiyama, T, Kita, T, et al. Phase
II study of neoadjuvant chemotherapy with irinotecan hydrochloride and nedaplatin
followed by radical hysterectomy for bulky stage Ib2 to IIb, cervical squamous cell
carcinoma: Japanese Gynecologic Oncology Group study (JGOG 1065). Oncol Rep
(2012). , 28(2), 487-93.

[38] Angioli, R, Plotti, F, Montera, R, Aloisi, A, Luvero, D, Capriglione, S, et al. Neoadjuvant
chemotherapy plus radical surgery followed by chemotherapy in locally advanced
cervical cancer. Gynecol Oncol (2012).

[39] Souhami, L, Gil, R. A, Allan, S. E, Canary, P. C, Araujo, C. M, Pinto, L. H, et al. A
randomized trial of chemotherapy followed by pelvic radiation therapy in stage IIIB
carcinoma of the cervix. J Clin Oncol (1991). , 9(6), 970-7.

[40] Chauvergne, J, Lhomme, C, Rohart, J, Heron, J. F, Ayme, Y, Goupil, A, et al. Neoadju‐
vant chemotherapy of stage IIb or III cancers of the uterine cervix. Long-term results
of a multicenter randomized trial of 151 patients]. Bull Cancer (1993). , 80(12), 1069-79.

[41] Kumar, L, Grover, R, Pokharel, Y. H, Chander, S, Kumar, S, Singh, R, et al. Neoadjuvant
chemotherapy in locally advanced cervical cancer: two randomised studies. Aust N Z
J Med (1998). , 28(3), 387-90.

[42] Symonds, R. P, Habeshaw, T, Reed, N. S, Paul, J, Pyper, E, Yosef, H, et al. The Scottish
and Manchester randomised trial of neo-adjuvant chemotherapy for advanced cervical
cancer. Eur J Cancer (2000). , 36(8), 994-1001.

[43] Chang, T. C, Lai, C. H, Hong, J. H, Hsueh, S, Huang, K. G, Chou, H. H, et al. Randomized
trial of neoadjuvant cisplatin, vincristine, bleomycin, and radical hysterectomy versus
radiation therapy for bulky stage IB and IIA cervical cancer. J Clin Oncol (2000). , 18(8),
1740-7.

[44] Herod, J, Burton, A, Buxton, J, Tobias, J, Luesley, D, Jordan, S, et al. A randomised,
prospective, phase III clinical trial of primary bleomycin, ifosfamide and cisplatin (BIP)
chemotherapy followed by radiotherapy versus radiotherapy alone in inoperable
cancer of the cervix. Ann Oncol (2000). , 11(9), 1175-81.

Neoadjuvant Chemotherapy - Increasing Relevance in Cancer Management98


	Chapter 6
Neoadjuvant Chemotherapy for Cervical Cancer: Rationale and Evolving Data
	1. Introduction
	2. Agents used in NACT
	3. Rationale of NACT
	4. Dose of chemotherapy and interval of cycles in NACT
	5. Neoadjuvant chemotherapy plus surgery versus surgery for cervical cancer
	6. Neoadjuvant chemotherapy plus radical surgery versus radiation therapy
	7. Neoadjuvant chemotherapy plus radical surgery versus surgery only and concurrent chemoradiation therapy only
	8. The drug combination and regimen of NACT
	9. Neoadjuvant chemotherapy plus radical surgery followed by chemotherapy
	10. Currently ongoing randomized trial
	11. Conclusion
	Author details
	References


