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Isolated para-aortic node involvement
in stage IB/II cervical carcinoma
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Summary

The aim of this report was to describe exceptional cases of patients treated for stage Ib and II cervical carcinoma with isolated
para-aortic node involvement and to deduce therapeutic implications. Between 1985 and 1998, 491 women with stage IB or II cer-
vical carcinoma underwent radical hysterectomy with systematic pelvic and para-aortic lymphadenectomy. Five patients had para-
aortic metastatic nodes but no external iliac, obturator or common iliac node involvement. These five patients had a tumor size >3
cm. According to these cases, in patients with bulky cervical carcinoma systematic complete lymphadenectomy should be perfor-
med in order to avoid misdiagnosis of para-aortic node involvement.
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Introduction

Para-aortic lymph node involvement is observed in 6%
of stage IB and 12% of stage II cervical carcinomas [1].
The incidence of para-aortic node metastases correlates
with tumor size [1-3]. Para-aortic spread is usually asso-
ciated with pelvic node involvement. But is the absence
of pelvic lymph node metastasis synonymous with the
absence of para-aortic lymph node involvement? This
report presents five cases of stage Ib or II cervical carci-
noma and isolated para-aortic lymph node metastasis.
Characteristics of patients and implications for surgical
management are discussed.

Case Reports

Between 1985 and 1998, 491 women with stage IB or II cer-
vical carcinoma were treated by combined radiotherapy-surgery
with radical hysterectomy and systematic pelvic and para-aortic
lymphadenectomy via laparotomy, according to a procedure
previously described [1]. Five patients had para-aortic metasta-
tic nodes but no pelvic node involvement.

Case 1: Mrs Y., a 32-year-old black woman, was referred for
a bulky (7 cm) stage I1IB well differentiated squamous cell cer-
vical carcinoma. She was scheduled to receive external beam
irradiation (20 Grays=Gy) and brachytherapy (40 Gy) before
the surgical procedure. The dose delivered with brachytherapy
was calculated according to the ICRU (International Commis-
sion for Radiation Units) recommendations, and adapted to the
tumoral volume. The external beam irradiation was delivered in
the pelvic area up to the level of the fifth lumbar vertebra. So
the size of the pelvic field was 16 to 17 centimeters. During the
operation, no suspicious nodes were observed. The histologic
examination revealed two metastatic nodes with capsular
rupture, located in the intercavoaortic and para-caval chains,
among the 29 nodes removed. She received additional external
pelvic irradiation (20 Grays) and cisplatin-based chemotherapy.
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Six months after the completion of this treatment she remained
apparently recurrence-free but she returned to her country and
was lost to follow-up.

Case 2: Mrs. Z. 43 years old, presented with a bulky (5 cm)
stage IB well differentiated squamous cell cervical carcinoma
diagnosed at the third trimester of a pregnancy. A cesarian
section was carried out at 36 weeks. No suspicious nodes were
found on tomography performed after the cesarian section. A
pre-operative external pelvic beam irradiation (45 Gy) was
started outside of our institution, up to 45 Gy because of a poor
response of the tumor to radiation therapy. Pre-operative bra-
chytherapy was not performed because the local anatomy was
not suitable for brachytherapy (persistence of bulky cervical
tumor). During the surgical procedure, no suspicious nodes
were seen. The histologic examination revealed one metastatic
node (micrometastasis), located in the aortic bifurcation, among
the 72 nodes removed. She received postoperative brachythe-
rapy (15 Gy). Ten months after this treatment Mrs Z. developed
a pelvic recurrence.

Case 3: Mrs. B., 64 years old, was treated for a stage 1IB well
differentiated squamous cell cervical carcinoma. The tumor size
was 3.5 cm. The lymphangiogram was normal. She was sche-
duled to receive pre-operative brachytherapy (60 Gy). Several
suspicious para-aortic nodes were seen during the surgical pro-
cedure. The histologic examination revealed seven metastatic
nodes with capsular rupture located in the intercavoaortic and
para-aortic chains. She received an additional dose of external
pelvic irradiation (20 Gy). Mrs B. was alive three years after the
end of this treatment but she was lost to follow-up after this
period.

Case 4: Mrs C., 45 years old, was treated for a bulky (6 cm)
stage, well differentiated squamous cell cervical carcinoma.
There were no suspicious nodes on tomography. She was sche-
duled to receive external beam pelvic irradiation (20 Gy) and
brachytherapy (40 Gy) before the surgical procedure. No suspi-
cious nodes were observed during the operation. The histologic
examination revealed three metastatic nodes without capsular
rupture, located in the intercavoaortic and para-caval chains,
among the 52 nodes removed. She received a further 40 Gy
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dose of external pelvic irradiation and cisplatin-based che-
motherapy. Four years after the end of this treatment Mrs Y. was
alive without evidence of recurrence.

Case 5: Mrs M., 44 years old, presented a bulky (6 cm) stage
IIA squamous cell cervical carcinoma. There were no suspi-
cious nodes on tomography. She was scheduled to receive
external beam pelvic irradiation (40 Gy) with concomitant
radiosensitizing chemotherapy (based on cisplatin). Pre-opera-
tive brachytherapy was not performed because of persistent
infection. During the surgical procedure, no suspicious nodes
were seen. The histologic examination revealed 2 small meta-
static nodes, located in the aortic bifurcation, among the 30
nodes removed. She received postoperative brachytherapy (20
Gy). Twenty-four months after this treatment, Mrs M. was alive
without evidence of recurrence.

Discussion

Para-aortic metastasis is extremely rare in the absence
of pelvic node involvement [4, 5]. How then do we
account for this event in our cases? Four patients recei-
ved external pelvic irradiation prior to surgery and one
patient brachytherapy. In our institution, the dose delive-
red with radiation therapy is related to tumor size. When
patients had a tumor size <5 cm a pre-operative bra-
chytherapy was performed (patient no. 3). When tumor
size was 25 cm a pre-operative external irradiation of 20
grays with brachytherapy (40 Gy) was usually performed
(patients no. 2 and 4). But patients no. 2 and 5 received
pre-operative radiation, external irradiation up to 40 and
45 grays because of a poor response of the tumor size at
20 grays. Radiation therapy alone is unable to sterilize
bulky positive nodes [6, 7]. But, radiotherapy may have
sterilized the small positive micrometastasis present in
the pelvic nodes associated with para-aortic node invol-
vement, so that after irradiation only involved para-aortic
nodes were found. However, metastatic nodes sterilized
by radiation therapy usually have a particular appearance
at histologic examination (necrosis, fibrosis). These post-
radiotherapy histologic features were not found in our
cases. The only other possibility we consider plausible is
that the para-aortic metastases found in our cases were
truly isolated. These exceptional cases could be explai-
ned by the existence of a posterior cervical lymphatic
trunk draining lymph directly from the cervix into the
para-aortic lymph nodes [4].

Whatever the mechanism of para-aortic involvement in
our five patients, four of them had a bulky tumor larger
than 4 cm. In our institution, between 1985 and 1995,
187 women with a bulky (=4 cm) stage Ib and II cervical
carcinoma underwent radical hysterectomy with syste-
matic pelvic and para-aortic lymphadenectomy [1].
Among those patients, 66 (35%) had positive nodes and
21 (11%) had para-aortic node involvement. Thus, 15%
(3/21) of patients with tumor size 24 cm and para-aortic
positive nodes had isolated para-aortic lymph-node invol-
vement [1]. If frozen section of pelvic lymph nodes had
been performed in these patients, metastatic pelvic nodes
would not have been discovered. In such cases, the

surgeon may decide not to perform para-aortic lympha-
denectomy. If para-aortic lymph node involvement is iso-
lated, as in our cases, it would remain undetected.

But is there any interest to remove involved para-aortic
nodes? Recent reports seem to demonstrate that lympha-
denectomy has a therapeutic value in patients with nodal
involvement [8-10]. Several of these authors observed
increased survival in patients with resected bulky para-
aortic nodes compared to patients with unresected bulky
nodes [8, 10]. In a personal series, overall survival at
three years in patients with resected positive pelvic nodes
was 55% and survival in patients with resected para-
aortic nodes was 35% [11]. According to those data, sur-
gical resection of bulky metastatic nodes seems to have
had a therapeutic benefit. We did not perform postopera-
tive para-aortic irradiation in patients with para-aortic
node involvement who underwent a complete para-aortic
lymphadenectomy to avoid radiation-related chronic
morbidity affecting the bowel. So, convinced that surgi-
cal resection of bulky metastatic nodes would procure a
therapeutic benefit, adjuvant treatment of patients with
para-aortic positive nodes is based in our institution on
external pelvic irradiation and chemotherapy [11].

Conclusion

Based on our five cases, isolated para-aortic metastases
may be found particularly in patients with a bulky tumor.
Frozen section analysis of pelvic lymph nodes may the-
refore be pointless in patients with tumors larger than 3
cm. In such cases, systematic complete lymphadenec-
tomy should be performed to avoid misdiagnosis of para-
aortic node involvement. In patients with small tumors
(<3 cm), according to the low frequency of para-aortic
metastases and the absence of isolated para-aortic node
involvement observed in such patients [1, 12], para-aortic
lymphadenectomy should be done only if nodes are
found to be metastatic on frozen section analysis of
pelvic lymph nodes [13].
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