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Abstract. Upper abdominal involvement in recurrent cervical

cancer usually occurs as part of systemic disease and is most
often amenable to palliative chemotherapy. However, in certain
cases in which oligometastatic disease is proven, surgery might
be considered. We present a case series of six patients
submitted to surgery for upper abdominal oligometastases with
cervical origin. The main surgical procedures performed
included atypical hepatectomy (in five cases) and splenectomy
(in one case). In all cases, the cervical origin of the lesions was
revealed by histopathological studies. After a median followup period of 1 year, there was no evidence of recurrent disease
in five cases, while the sixth case was diagnosed with
disseminated lesions and is under palliative chemotherapy. In
conclusion, upper abdominal resection for oligometastatic
disease from cervical cancer can improve the long-term
survival in selected cases.

Cervical cancer remains a major health problem worldwide,
a significant number of cases being diagnosed in advanced
stages of the disease. Most often, neoplastic cells with
cervical origin spread via local permeation process or
lymphatic routes, leading to local pelvic recurrence or
lymphatic metastasis. In certain cases, hematogenous spread
leading to the appearance of distant lesions may occur; this
represents the worst scenario, disseminated lesions most
often being diagnosed. In this case, the patient can be only
submitted to palliative chemotherapy, with very poor results
in terms of overall survival. In very rare cases, isolated
lesions can be found, making the patient a perfect candidate
for surgery.
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Patients and Methods

We present a case series of six patients submitted to upper
abdominal resections for oligometastatic lesions with cervical origin
submitted to surgery between 2014 and 2016. Due to the fact that
all lesions were diagnosed at more than 6 months from cervical
cancer diagnosis, they were all considered as metachronous lesions.
In all cases, postoperative complications were classified according
to Dindo-Clavien scale (1). All patients had been initially submitted
to surgery at the Fundeni Clinical Hospital and Ilfov County
Hospital for both initial and metastatic disease. Exclusion criteria
consisted of presenting disseminated lesions at the time of surgery.
The endpoint of the study was to assess the long-term outcomes
after upper abdominal resection for isolated metachronous lesions
from cervical cancer.

Results

Five out of the six patients included in the current study were
diagnosed with liver metastases from cervical cancer, the
mean disease-free survival being 14 months. The mean age
at the diagnosis of the hepatic lesions was 54.4 years
(range=43-59 years). Regarding the initial stage at diagnosis,
two cases were diagnosed with International Federation of
Obstetrics and Gynecology (FIGO) stage IIB cervical cancer,
two with FIGO stage IIIA tumor, while the fifth patient was
diagnosed with a FIGO stage IVA lesion. At that time,
surgery consisted of total radical hysterectomy with bilateral
adnexectomy in four cases and anterior pelvic exenteration
in the fifth case; all the cases also underwent pelvic bilateral
and para-aortic lymph node dissection. At the time of
recurrence, all cases were diagnosed with unique hepatic
lesions, the median size of the liver tumor being 3 cm
(range=1-6 cm). In one case that had been initially diagnosed
with a FIGO stage IIIA tumor, the hepatic lesion was
associated with the presence of a pelvic recurrence.
Three out of the four cases were submitted to atypical
hepatectomies (Figures 1-4), while the fourth case
necessitated a segmental resection involving segments V and
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VI according to Couinaud’s classification (Figure 5). One of
the four cases which benefitted from a minor liver resection
was also submitted to total pelvic exenteration. The patient
had been initially diagnosed with a stage IIIA tumor and
developed pelvic and hepatic recurrence 10 months after the
initial diagnosis. Although she was submitted to surgery with
curative intent, both at the time of initial diagnosis and at the
time of the diagnosis of the recurrent tumor, she developed
disseminated recurrences 9 months after the second surgery
and is currently under palliative chemotherapy.
Postoperatively, a single patient (the one submitted to
segmental resection) developed a biliary fistula which was
successfully managed in a conservative manner.
The sixth patient, who was submitted to splenectomy for
isolated uterine cervix splenic metastasis, had been
previously diagnosed with a FIGO stage IIB cervical tumor
at the age of 30 years; at that time she had been submitted
to neoadjuvant radiochemotherapy followed by total radical
hysterectomy en bloc with bilateral adnexectomy and pelvic
lymph node dissection. Eighteen months later, she was
diagnosed with a solitary splenic tumor and she underwent
splenectomy; the histopathological studies confirmed it to be
of uterine cervix origin. Eighteen months later, she remains
free of any recurrent disease (Figure 6).
Intraoperative aspects demonstrating the effectiveness of
surgery for isolated upper abdominal metastases from
cervical cancer are presented in Figures 1-6.

Discussion

The development of hematogenous metastases in cervical
cancer is not totally understood. However, it seems to be an
independent process, which is not influenced by the
lymphatic pattern of spread (the presence of metastatic and
micrometastatic lymphatic tumoral foci having no influence
on the risk of hematogenous spread) (2-4).
One of the most relevant studies conducted on this theme
was published in 2003 by a German and Austrian team; this
study demonstrated that the risk of distant metastases in
cervical cancer is related to the presence of isolated tumor
cells in the bone marrow of these patients at the time of
primary diagnosis; this finding seems to be strongly
correlated with a higher risk of distant metastases at a certain
moment in the evolution of the disease. According to these
authors, the presence of isolated tumor cells in the bone
marrow of patients with cervical cancer is not correlated with
FIGO stage at diagnosis, tumor stage, pelvic or para-aortic
lymph node metastasis, histopathological type or grading, or
blood vessel invasion, nor with the menopausal status of the
patient. However, once the presence of metastatic tumor cells
was revealed, the risk of distant metastasis significantly
increased. Moreover, the presence of such tumoral islets
seems to be a strong predictor for a shorter disease-free
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survival interval; in consequence, the authors underlined the
fact that administration of systemic therapy in these cases
might significantly reduce the rate of appearance of distant
lesions (4).
When it comes to the most common sites of
hematogenous spread in cervical cancer, these are
represented by the lungs, bone and liver (5, 6). For liver
metastases with gynecological origin, fewer than 10% could
be suitable for surgery although it is estimated that up to half
of patients diagnosed with gynecological malignancies will
be diagnosed with hepatic lesions at autopsy studies (7-9).
Studies conducted on large series of patients with noncolorectal non-neuroendocrine liver metastases demonstrated
that hepatic resection is associated with a maximal benefit in
terms of survival in cases diagnosed with solitary lesions, in
the absence of extrahepatic disease, when optimal
cytoreduction is expected and if the disease-free survival
period is longer than 12 months. These conditions also seem
to have a strong influence on the outcomes of patients
diagnosed with cervical cancer liver metastases (9-11). The
first case-series of liver resection for cervical cancer liver
metastases was published five decades ago by Brunschwig
(12); he reported 24 cases of hepatic resection for metastatic
carcinoma, four of them being diagnosed with endometrial
and uterine cervix origin. Although at that time the benefit
in terms of survival was limited (three cases dying during
the early postoperative period while the fourth case
experienced 18-month survival), the improvement of surgical
techniques and postoperative management contributed to
lower perioperative mortality. Due to these aspects, liver
surgery has been successfully included as part of the
therapeutic armamentarium for isolated liver metastases from
cervical cancer.
One of the most recent studies regarding the benefits of
liver resection for uterine cervix metastases was conducted
by Bacalbasa et al. (13). The study was conducted at the
Fundeni Clinical Institute, Bucharest, Romania, between
2002 and 2014, and included 15 patients diagnosed with
liver metastases of carcinoma of the uterine cervix; among
these cases, there were two patients with synchronous lesions
and 13 with metachronous lesions. The median overall
survival of patients submitted to hepatic resection for
metachronous lesions was 18 months, being significantly
influenced by the absence of extrahepatic disease and by the
tumoral degree of differentiation. Another important
conclusion of the article was that the type of resection (minor
versus major hepatectomy) did not have an impact on the
overall survival. For the two patients diagnosed with
synchronous lesions, they reported survival after liver
resection of 9 and 89 months, respectively. These results
enabled the authors to consider that in selected cases, liver
resection for isolated liver metastases can significantly affect
the overall prognosis (13).
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Figure 1. Delimitation of a 1.5 cm liver metastasis of cervical cancer
in a patient who also presented a pelvic recurrence.

Figure 4. Gross view of specimen of liver metastasis with cervical
cancer origin.

Figure 2. The final aspect after atypical hepatectomy for a 3 cm cervical
cancer liver metastasis.

Figure 5. The aspect after segmental resection (segment VI) for a 5 cm
liver metastasis with cervical origin.

Figure 3. Mobilization of a 3 cm cervical cancer liver metastasis.

Figure 6. Splenic metastasis with cervical cancer origin.
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Regarding the incidence of splenic metastasis, autopsy
studies reported that it ranges between 1.6 and 30% (14);
however, most cases are diagnosed with splenic lesions as
part of systemic recurrence and therefore surgery is not
indicated (15). The rarity of cases presenting with splenic
metastases can be explained throughout multiple
mechanisms, the main ones consisting of the tortuosity of the
splenic artery as well as the lack of afferent lymphatic
vessels at the level of the splenic parenchyma, rhythmic
contractions of the spleen, the presence of the splenic
capsule (acting as a barrier against neoplastic propagation)
and of the possible anti-neoplastic properties of splenic tissue
(16). Most often, splenic metastases as part of systemic
disease originate from breast, lung, colorectal, ovarian
carcinomas or melanomas, while isolated splenic metastases
are more frequently encountered in colorectal and ovarian
cancer (17). Solitary metastasis from cervical cancer was
first reported by Brufman et al. in 1977 (18), only few cases
being described since then (19-22). Although experience
regarding such cases exists only from a few reported case
reports, it seems that surgery might be successfully
performed with radical intent. However, the fact that,
although not visible, other microscopic disseminated lesions
might be present, should not be overlooked, so the patients
should be confined in the postoperative period to the
oncologist; in this way the patient will benefit from the
administration of adjuvant chemotherapy to treat the possible
microscopic lesions and to consolidate the surgical procedure
which had previously removed the macroscopic lesions. So
far it seems that a combination of cisplatin and paclitaxel
represents the most efficient regimen for these cases (19).
As can be seen from the data that have been reported so
far, isolated upper abdominal metastases from cervical
cancer is quite a rare situation. However, whenever it is
encountered, it seems that an aggressive surgical approach
represents the best therapeutic option in order to achieve
good control of the disease. As demonstrated in the present
study, both splenic and liver resections can be safely
performed, with acceptable rates of perioperative morbidity.
Therefore, surgery should become part of the therapeutic
armamentarium in such cases. Moreover, it seems that this
surgical approach can be safely performed even in the
presence of other isolated lesions, one of the patients of the
current study being submitted to both pelvic exenteration and
liver resection in order to provide a potentially curative
solution.

Conclusion

Although isolated, upper abdominal metastases from cervical
cancer represent a rare situation, and experience regarding
such cases usually originates from case reports or case series,
it seems that radical surgery is the most efficient therapeutic
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option in order to obtain a good control of the disease and
to improve survival. However, larger studies are still needed
to establish which cases might benefit the most.
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