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Neoadjuvant Chemotherapy
for Locally Advanced
Cervical Carcinoma

To the Editor:

I read with great interest the paper published
in the journal by Mori et al1 and commend

their efforts on novel approach in women
with advanced cervical carcinoma.

In the authors’ series, downstaging
response occurred in 4 patients. Two of
whom are from stage IIIA and IIIB to stage
IIB. Radical hysterectomy was done in these
2 patients. I wish to know from the authors,
when surgery has no role in cervical
carcinoma stage worse than IIA, why it was
done. Although I must appreciate the authors
for reconsidering in setting the target of
clinical stage for neoadjuvant chemotherapy
in the future because there were only 2
patients who could obtain downstaging from
stage III to II.

In developing countries such as India,
compliance and follow-up is a major issue
while managing cervical cancer. If a patient
has to get admitted 6 times before the
definitive treatment, they will be lost to
follow-up. More so the reason when most
patients have toxicity because of chemother-
apy. I suggest concurrent chemoradiation be
a standard of care for advanced cervical
cancer (stage 9IIA). If the definitive treat-

ment is completed in a single admission,
compliance will be better.

The proliferating cells of the erythroid,
myeloid, and megakaryocytic series of the
bone marrow are highly susceptible to
damage by many commonly used antineo-
plastic agents. Granulocytopenia and throm-
bocytopenia are predictable adverse effects
of most antitumor agents and occur with all
effective regimens of combination chemo-
therapy. In general, acute granulocytopenia
occurs 6 to 12 days after administration of
most myelosuppressive chemotherapeutic
agents; recovery occurs in 21 to 24 days,
platelet suppression occurs 4 to 5 days later,
and recovery occurs after white blood cell
count returns to baseline. Patients with
an absolute granulocyte count of less than
500/mm3 for 5 days or longer are at high
risk of rapid fetal sepsis. Patients with sus-
tained thrombocytopenia who have plate-
let counts of less than 20,000/mm3 are at risk
of spontaneous hemorrhage.2 Because of
these reasons, 21-day courses of chemother-
apy are followed worldwide.3 In the authors’
study, a course of neoadjuvant carboplatin
and paclitaxel consisting of 6 cycles was
given weekly.

Chemotherapy is very effective in
killing cancer cells, but it affects normal
cells as well. As chemotherapeutic agents
affect renewing cells, it surely affects healing
of tissues after surgery. I suggest that radical

hysterectomy should be performed after a
gap of at least 21 days after final chemother-
apy infusion as opposed to 6 days by the
authors. Also, good-quality randomized
controlled trial evidence is still required to
address the question of whether neoadjuvant
chemotherapy is beneficial in the first-line
treatment of advanced cervical cancer.
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González-Enciso A, et al. A phase II study of
multimodality treatment for locally advanced
cervical cancer: neoadjuvant carboplatin and
paclitaxel followed by radical hysterectomy
and adjuvant cisplatin chemoradiation.
Ann Oncol. 2003;14(8):1278Y1284.

LETTER TO THE EDITOR

174 International Journal of Gynecological Cancer & Volume 19, Number 1, January 2009


