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exposes the patient to increased intraoperative and post-
operative morbidity.
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Vesicovaginal fistula formation in patients with stage IVA
cervical carcinoma

To the Editor:

I read with great interest the article published in the Journal
by Moore and colleagues [1] and agree that high rates of vesi-

covaginal fistula (VVF) formation can be expected when treating
women with extension of cervical cancer into the bladder, par-
ticularly among women who smoke.

Patients with advanced cervical cancer remain severely di-
stressed with incessant vaginal bleeding, offensive discharge
and crippling pelvic pain and are only suitable for palliative
treatment aimed primarily at symptom control and to maintain
good quality of life. Control of symptoms with the least mor-
bidity is of primary concern in this patient population. The
presence of tumor in the bladder may prohibit the cure with
radiation therapy alone; thus, consideration must be given to
removal of the bladder on completion of external beam radiation
treatment [2].

In the authors' series radiation therapy included whole
pelvic radiation therapy (WPRT) with or without brachyther-
apy. I strongly discourage the use of brachytherapy in cases of
cervical cancer with bladder involvement, as cure rate is very
low and in the authors' series 11 patients (47.8%) developed a
vesicovaginal fistula. Quality of life after VVF (as a con-
sequence of treatment) is bad, and if it is occurring at the cost of
very low cure rate then it should be discouraged. I recommend
only WPRT with or without chemotherapy for advanced
cervical cancer with bladder involvement. Also, it would be
interesting to know from the authors' series how many patients
developed VVF who received only WPRT (with or without
chemotherapy) without brachytherapy.

I also suggest that CT or MRI imaging should be combined
with examination under anesthesia, cystoscopy, and procto-
scopy (EUA/C/P) to accurately diagnose bladder involvement
before starting the treatment of cervical cancer.
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Response to Dr. Mahajan

To the Editor:

The authorswould like to thankDr.Mahajan for his comments
on and response to our work [1]. We do take issue with the idea
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