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A Letter to the Women of America

ii State of the State of Gynecologic Cancers

As the Gynecologic Cancer Foundation (GCF) celebrates its 15th anniversary, we are pleased to
publish for the fourth year, the State of the State of Gynecologic Cancers. With each annual
edition, more and more women, policy-makers, health care providers and advocates mark
September, Gynecologic Cancer Awareness Month, as the time to receive this report.

During the past year, we have made monumental progress toward eliminating a major
gynecologic cancer — cervical cancer. For the first time, a vaccine against a cancer is available
and I invite you to learn more about it by reading the section on cervical cancer beginning on
page 5. This truly is a marvel of modern day science.

Much education and understanding is needed since the vaccine’s primary target population 
is girls 11-12 — prior to their initiation of sexual relations — although girls as young as nine
and females up to age 26 may receive the vaccination. It is our hope that the information
contained in this report, plus other educational activities planned by the Foundation, will 
result in widespread adoption of the recommended vaccination program.

Each year we publish a special section on a topic of importance to women. This year the focus
is on clinical trials. Today only about 5% of women with a gynecologic cancer participate in
one of the dozens of current clinical trials in gynecologic cancers. GCF, in partnership with 
the Gynecologic Oncology Group (GOG), has a new section on its award-winning Web site,
the Women’s Cancer Network (www.wcn.org) which women can visit to learn more about
clinical trials sponsored by GOG. GOG is a non-profit organization whose purpose is the
promotion of excellence in the quality and integrity of clinical and basic scientific research in
the field of gynecologic cancers. It is hoped that by making this information readily available,
the percentage of women with gynecologic cancers enrolling in clinical trials will increase.

I’d also like to note again this year the ongoing efforts by physicians, survivors and advocates 
in the legislative arena that are aimed at encouraging additional government support of
gynecologic cancer research, education and training:

■ Johanna’s Law: The Gynecologic Cancer Education and Awareness Act of 2005 (H.R. 1245/ 
S. 1172): More than 285 Members of Congress currently support Johanna’s Law, which
would provide programs to increase a woman’s awareness and knowledge of gynecologic
cancers, and would also include demonstration grants for outreach and education.

■ National Breast and Cervical Cancer Early Detection Program Reauthorization Act (H.R. 5472/ 
S. 1687) introduced by Senator Barbara A. Mikulski (D-MD) and Congresswoman Sue
Myrick (R-NC) would continue the program through FY 2011 where the Secretary of
Health and Human Services awards breast and cervical cancer grants to states for women 
in the state to receive examinations and screening for breast and cervical cancers.
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■ Cancer Testing, Education, Screening and Treatment Act (H.R. 3640) introduced by
Congresswoman Maxine Waters (D-CA) would authorize the Secretary of Health 
and Human Services to make grants to qualifying health centers and non-profit 
organizations for programs providing cancer screening, counseling, and treatment for 
low-income, minority individuals who are at-risk for cancer.

■ S.RES 331/H.CON.RES 174 Expresses the sense of the House and Senate that cancer-
related infertility is a serious quality of life issue for cancer patients and calls for the
National Institutes of Health to encourage research to strengthen fertility preservation
technologies and options, and to raise awareness about the fertility side effects of cancer
treatments.

■ Cancer Screening Coverage Act (H.R. 2812) introduced by Congresswoman Carolyn B.
Maloney (D-NY) would require group and individual health insurance coverage to provide
coverage for certain types of cancer screening, including Pap tests and pelvic examinations.

■ Comprehensive Cancer Care Improvement Act (H.R. 5465) introduced by Congresswoman 
Lois Capps (D-CA) would provide coverage of comprehensive cancer care planning under
the Medicare program and would provide for a hospice care demonstration program for
individuals diagnosed with cancer and grants for palliative care and symptom management
programs.

At GCF, we believe where there is knowledge, there is hope. It is our hope that after reading
this report, you will have the knowledge you need to maintain your health. Make an
appointment with your health care provider, discuss gynecologic cancers and get screened.

Sincerely,

Karl C. Podratz, MD, PhD
Chairman
Gynecologic Cancer Foundation
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About the Society of Gynecologic
Oncologists and the Gynecologic 

Cancer Foundation

The Society of Gynecologic Oncologists (SGO) is a national medical specialty organization 
of physicians who are trained in the comprehensive management of women with female
reproductive cancers. Gynecologic oncologists are obstetricians-gynecologists with an additional
three to four years of training. SGO’s  purpose is to improve the care of women with gynecologic
cancer by encouraging research, disseminating knowledge to raise the standards of practice in the
treatment and prevention of gynecologic malignancies, in cooperation with other organizations
interested in women’s health care, oncology and related fields.

The Society’s membership is primarily comprised of gynecologic oncologists, as well as other
related medical specialists such as medical oncologists, radiation oncologists and pathologists. SGO
members provide multidisciplinary care including chemotherapy, radiation therapy, supportive care
and surgery.

For more information about SGO and the field of gynecologic oncology, please visit www.sgo.org
or contact the Society at 312.235.4060.

The Gynecologic Cancer Foundation (GCF) was established by SGO in 1991 to develop
educational programs for women, and create awareness about the prevention, early detection and
treatment of gynecologic cancers. The Foundation also supports research and training related to
gynecologic cancers.

GCF raises funds to support these programs from both public and private sources.

For more information about GCF, its educational materials or research grants, please visit
www.thegcf.org or contact Executive Director Karen Carlson by phone at 312.578.1439 or by e-
mail at kcarlson@thegcf.org. For additional information on gynecologic cancers or for a referral
to a gynecologic oncologist or a related specialist, please call the toll-free GCF Information
Hotline at 800.444.4441.

GCF is a 501(c)(3) non-profit organization under the U.S. Internal Revenue Code.

■   ■   ■  

For more information about women’s cancers, visit 
GCF’s Women’s Cancer Network Web site:

www.wcn.org

Log on for a confidential risk assessment to learn about your risk for 
developing gynecologic and breast cancers. Additional information of 

interest to women and cancer survivors is also available on the site.



Commonly Asked Questions
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1 American Cancer Society. Cancer Facts & Figures, 2006. Available at: http://www.cancer.org/docroot/STT/stt_0.asp. Accessed
July 13, 2006.

What are gynecologic cancers?
Gynecologic cancers are the uncontrolled growth and spread of abnormal cells originating in
the female reproductive organs, including the cervix, ovaries, uterus, fallopian tubes, vagina
and vulva.

What causes gynecologic cancers?
Biomedical research has discovered that some classes of genes, called oncogenes and tumor
suppressor genes, promote the growth of cancer. You can acquire abnormal function of these
genes during life (e.g., through smoking, aging, environmental influences) or you can inherit a
gene mutation from your parents and grandparents. Almost all cervical cancers and some cancers
of the vagina and vulvar are caused by a virus known as HPV, or Human Papillomavirus.

Can gynecologic cancers be prevented?
Diet, exercise and lifestyle choices play a significant role in the prevention of cancer.
Additionally, knowing your family history can increase your chance of early diagnosis and can
help you take action toward prevention. Screening and self-examinations conducted regularly
can result in the detection of certain types of gynecologic cancers in their earlier stages, when
treatment is more likely to be successful and a complete cure is a possibility.

Who should treat gynecologic cancers?
Gynecologic cancers should be treated by a cancer specialist, such as a gynecologic oncologist.

A gynecologic oncologist is a board-certified obstetrician-gynecologist who has an additional
three to four years of specialized training in treating gynecologic cancers from an American
Board of Obstetrics and Gynecology approved program. This subspecialty program provides
training in the biology and pathology of gynecologic cancers, as well as in all forms of treatment
for these diseases, including surgery, radiation, chemotherapy and experimental treatments.

How are gynecologic cancers treated?
Gynecologic cancers are treated by using one or more of the following options: surgery,
radiation therapy, chemotherapy and experimental treatments. The choice of therapy depends
on the type and stage of the cancer.

Who is at risk?
Any woman is at risk for developing a gynecologic cancer. Each year, approximately 77,250
women in the United States are diagnosed with cancers affecting the reproductive organs.1



In 2006, it is estimated that there will be almost 1.4 million patients diagnosed with a new
cancer. Of these new cases, over 600,000 will be in women and over 77,000 will be
gynecologic cancers. It is estimated that almost 28,000 women will die in 2006 from a
gynecologic cancer. The predominant hope for improving on these sobering statistics is
through the conduct of clinical trials. Only about 5% of women with a gynecologic cancer
participate in the dozens of clinical trials in gynecologic cancers.

Cancer therapy goals, in order of importance are: 1) highly effective, hopefully curative 
therapy, 2) infrequent side effects and minimal toxicity to normal body functions, 3) patient
convenience and affordable treatment. Clinical trials are the pathways to develop and evaluate
more effective and less toxic therapies. New treatments are tested in a series of trials known 
as Phase I, Phase II and Phase III trials. New cancer therapeutic agents are evaluated and
approved by the Federal Drug Administration (FDA) only after the Phase III clinical trials 
have demonstrated evidence of superior outcomes or less toxicity when compared to standard
treatments. Similarly, new surgical approaches are uniformly recommended and adopted after
Phase III trials demonstrate superior safety, tolerability and/or effectiveness.

Prior to a drug even entering Phase I trials, it is well studied to learn about how best to
prepare, store and administer the drug. Preclinical testing is usually conducted in animals 
and human cell cultures.

Phase I trials are the first use in humans and the goal for these trials is to determine the best
dosing schedule — the amount of drug, route of administration and dose frequency. Particular
attention is directed at learning about the drug or treatments side effects and any toxic effects.
Since these Phase I agents have a limited track record of anti-tumor activity, Phase I trials are
usually only open to patients after more established therapies have failed. Usually between 15
and 50 patients are entered on a Phase I trial. Responses to treatment are hoped for and noted,
but the true evaluation of clinical activity against the cancer awaits the Phase II trial.

Phase II trials evaluate whether a new drug or treatment is effective against specific types of
tumors, for example epithelial ovarian cancer. Usually 14 to 40 patients are entered in a Phase
II trial in a stepwise fashion. If there are no tumor responses in the first group of patients, the
trial is usually closed. In contrast, if there have been a number of patient responses in the first
14 to 21 patients, the trial is often expanded to help better define the percentage of patients
who will respond and to help better define the side effects and toxicities. For the new drug or
treatment to undergo additional testing, researchers usually require that at least one out of five
patients show a response to the study treatment.

Phase III trials are the largest and most important. Several hundred to a few thousand
patients are needed for most Phase III trials. The purpose of these trials is to evaluate whether 
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The Importance and Role of 
Clinical Trials
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a new treatment, either on its own or added to another treatment (commonly referred to as 
the experimental arm) can improve outcomes when compared to an already proven treatment
(commonly referred to as the standard treatment or control arm). With experimental cancer
treatments, the Phase III trials usually aim to learn whether patients live longer or have longer
remissions with the new treatment compared to the standard therapy. While it is the desire and
hope that new treatments in Phase III trials will produce a superior outcome, such is not always
the case. Sometimes the outcome is no better but the toxicities are worse.

On very rare occasions, despite hopeful evidence from Phase I and II trials, the experimental
treatment turns out to be inferior to the standard treatment. However, virtually all of the
celebrated standard treatments offered today were discovered through clinical trials conducted
over past years and decades.

In addition to scrutiny of the proposed treatment or drug, the design of each clinical trial must
pass multiple levels of approval, evaluating both scientific and ethical issues. Every medical
institution has an Institutional Review Board, or IRB, charged with reviewing every clinical trial
to make sure that the risks and benefits for patient participation are reasonably balanced, and that
each patient participating in the trial has given informed consent to participate in the trial.

During the conduct of the trial, an independent safety committee, usually with non-medical
community member input, monitors the study. If there are convincing early signs that one
of the treatments, either the experimental treatment or the standard treatment, is superior or
inferior in effectiveness, or if the new treatment has unexpected and unacceptable toxicity,
the trial will be closed. Never is a patient knowingly subjected to inferior treatment or
unnecessary toxicity.

It is a common misconception that all clinical trials include a placebo treatment. Obviously,
a cancer patient who is in need of treatment would not be given a placebo. However, there are
situations where patients have received treatment for their cancer and it is not known whether
additional treatment would improve the outcome. In these situations, a portion of a study
population may receive a placebo while others are given additional treatment. Such patients 
are always made aware that they might be receiving a placebo. The potential advantage for the
placebo group is they may avoid the toxicity of additional treatment that offers no better
outcome than simple observation.

Not all clinical trials are focused on effectiveness of drugs or other therapies. Previous and
current clinical trials conducted by the Gynecologic Oncology Group have or are focused on
learning more about the biologic tendencies and molecular function of gynecologic tumors.
This information, collected in a reliable fashion, provides a powerful foundation for improved
future treatment designs.

State of the State of Gynecologic Cancers 3



Clinical trials should not be considered as “last resort” treatments. In fact, patients on clinical
trials are often the first to receive the therapies of tomorrow, the cutting edge of care. An
individual’s participation in a clinical trial contributes to our overall understanding of a
particular cancer. Today’s improved cancer survival is based on the knowledge accumulated
through previous patient participation in clinical trials.

Clinical trials in cancer are supported and conducted by many different organizations,
government agencies, industry, foundations and privately funded groups. There are about ten
major cooperative groups in the United States and Canada, and about 50% of patients enrolled 
in cancer clinical trials are enrolled through these cooperative groups. The group responsible
for the many of the gynecologic cancer clinical trials in the United States is the Gynecologic
Oncology Group (GOG), currently celebrating its 35th year. The GOG has been steadily
advancing gynecologic cancer understanding and outcomes for the past three decades.
Additional clinical trials are sponsored and conducted by comprehensive cancer centers, other
federally funded programs and the pharmaceutical industry. While most large teaching hospitals
participate in clinical trials, they are also available at many community hospitals, outpatient
clinics and physicians’ offices. Women in need of treatment for gynecologic cancers are
encouraged to ask about clinical trial participation at every step in their cancer care. Insurance
companies are familiar with and generally accepting of clinical trial participation, so the cost of
most clinical trials, will not burden the patient or her family. Medicare reimburses for routine
care associated with clinical trials, and experimental drugs (not FDA approved) are generally
provided free of charge in clinical trials. Studies have shown that the cost of care in clinical
trials is similar to other cancer treatments off trials.

Summary
If you or a loved one is diagnosed with cancer, empower your treatment options by inquiring
about and investigating the availability of clinical trials. These trials may well offer you or your
loved one the “cutting edge” of modern day treatment. Importantly, you will be contributing
to tomorrow’s patients receiving more effective and less toxic treatments.

Today the Internet provides a rich source of cancer information, including clinical trial
information. The Gynecologic Cancer Foundation is cooperating with the Gynecologic
Oncology Group to make information about Phase III clinical trials readily available to
women. By logging on to the Women’s Cancer Network (www.wcn.org) and reviewing 
the section on GOG clinical trials, women can determine if they are eligible for these trials.
Contact information is available to these women so they can quickly speak directly with 
the individual responsible for enrolling new patients into the trial.
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Cervical Cancer

State of Cervical Cancer
Cervical cancer is a cancer that begins in the cervix, the part of the uterus or womb that
opens to the vagina. Cervical cancer is caused by abnormal cellular changes in the cervix
and is the only gynecologic cancer that can be prevented by regular screening. Now, in
addition to screening, women can be protected by early vaccination with a new vaccine 
that targets the causative agent of cervical cancer, Human Papillomavirus (HPV). Early
vaccination with regular screening is now the best way to prevent cervical cancer. Cervical
cancer usually affects women between the ages of 30 and 55, but has been found as early
as the teen years.

Symptoms: Bleeding after intercourse, excessive discharge and abnormal bleeding between
periods.

Risk factors: Infection with persistent high-risk HPV has been shown to cause virtually all
cervical cancers. However, HPV is very common and most women with HPV will never 
get any cervical disease. Other risk factors include smoking, HIV infection and early age 
of intercourse. Failure to get regular gynecologic examinations eliminates the opportunity 
for early diagnosis through cervical cancer screening.

Screening/Prevention: Over the last 50 years, routine use of the Pap test to screen for cervical
cancer has reduced deaths from the disease by 74%.2 A Pap test is a standard way health care
providers can check to see if there are any cervical cell changes that might cause concern. The
Pap test involves looking at a sample of cells from the cervix under a microscope to see if there
are any that are abnormal. It is a good test for finding not only cancer, but also finding cells
that might become cancerous in the future.

Usually, health care providers perform the Pap test as part of a routine pelvic exam. It is
important for women to know if a Pap test was performed because it is possible to have a
pelvic exam without a Pap test. It is also important that women know and understand the
meaning of their Pap test results, and follow through with any recommendations made by 
their health care provider.

One of the most significant advances in the fight against cervical cancer is the development of
HPV vaccines. In June 2006, one of these vaccines, Gardasil®, was approved by the FDA for
use in 9-26 year old women and girls. In large clinical trials, the vaccine was found to be very
effective in protecting women from developing precancerous lesions of the cervix, vulva and
vagina. Early vaccination with regular screening according to standard guidelines is now the
most effective strategy to prevent cervical cancer.

2 American Cancer Society. Detailed Guide: Cervical Cancer. What Are the Key Statistics About Cervical Cancer? Available at:
http://www.cancer.org/docroot/cri/cri_2x.asp. Accessed June 20, 2006.
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Incidence: An estimated 10, 370 case of invasive cervical cancer are expected to be diagnosed
and approximately 3,710 deaths in 2005.3 During 1992-1996, cervical cancer mortality rates
declined on average about 2.1% per year in the United States.4

Advances in Cervical Cancer
Prevention of cervical cancer has continued to make rapid advances. These advances are due, in
part, to the understanding that the natural history of cervical cancer begins with infection with
HPV. Over 40 types of HPV have been identified in vaginal, vulvar and cervical diseases. Of
these, approximately 15 are known to be cancer causing types, and these types are responsible
for virtually all cervical cancer and cervical precancerous lesions. HPV 16 and 18 are the most
common HPV types associated with cervical cancer. HPV 16 accounts for nearly 60% of all
cervical cancers and HPV 18 accounts for another 10%-20%.

The new HPV vaccines allow healthy girls and women to develop an effective immune
response to the most dangerous HPV types, 16 and 18. Over 25,000 women have participated
in the study of the vaccine Gardasil and there have been over 27,000 participants in studies 
of a second vaccine, Cervarix®. In these trials, the vast majority of vaccinated participants 
were protected from getting infected with HPV types 16 and 18 and from having cervical
precancerous lesions. The vaccine Gardasil also protects patients against HPV types 6 and 11,
the HPV types most commonly identified in genital warts.

In June 2006, the Federal Advisory Committee on Immunization Practices (ACIP)
recommended routine use of the Guardasil HPV vaccine in 11 and 12 year old girls. The
vaccine can be administered to girls as early as age 9 and vaccination is also recommended 
for females 13-26 years of age. (The Cervarix vaccine will be considered for FDA and ACIP
approval later this year.)  The benefits of vaccination decline as exposure to HPV increases.
Therefore, the ideal time to administer the vaccine is before a woman starts having sexual
intercourse.

With widespread use of this vaccine, it is expected that patient suffering and the economic
burden from cervical cancer will decrease by up to 70%. The vaccine will also decrease the costs
related to the treatment of abnormal Pap tests as well as the costs of managing genital warts.
The actual effects of HPV vaccination will depend on how widespread its use will be and on 
the continued practices of regular cervical cancer screening according to established guidelines.

3 American Cancer Society. Detailed Guide: Cervical Cancer. What Are the Key Statistics About Cervical Cancer? Available at:
http://www.cancer.org/docroot/cri/cri_2x.asp. Accessed June 20, 2006.

4 Ibid.



Preliminarily, surveys of people in various regions of the United States reveal that they are very
accepting of the idea of vaccinating their adolescent girls against HPV. Surprisingly, a personal
history of an abnormal Pap test did not affect the mothers’ willingness to consider HPV
vaccination for their daughters, perhaps because many women are still not fully aware of the
association between HPV infection, Pap test abnormalities and invasive cancer. Education
about HPV and its link to cervical cancer is known to improve parental attitudes towards the
HPV vaccine. With more widespread education regarding cervical cancer screening and HPV
that will likely come as a result of the new HPV vaccines, it is anticipated that acceptance will
continue to increase. Although the true effect of the HPV vaccine will not be realized for
many decades, it is considered a monumental advance in gynecologic cancer prevention and
cancer prevention.

There will be other anticipated benefits of HPV vaccination. Pap tests are most effective 
in identifying the most common cell type of cervical cancer, squamous cell carcinoma.
Adenocarcinoma, the second-most common cell type of cervical cancer, is easier to miss 
with Pap tests. A recent study reported that the incidence of adenocarcinoma is increasing 
in the United States. The HPV vaccines target the HPV types that cause over 80% of
adenocarcinomas, thus the vaccine is expected to be helpful in limiting this worsening problem.

In addition to vaccination and regular screening, consistent condom use has recently been
shown to reduce the risk of cervical and vulvovaginal HPV infection. In a study of over 80
female university students who reported first intercourse with a male partner either during the
study period or within two weeks before enrollment, the incidence of genital HPV infection
dramatically decreased (37.8 per 100 patient-years at risk in patients who used condoms in all
instances versus 89.3 per 100 patient-years at risk in patients who used condoms less than 5%
of the time). In women reporting condom use all the time, no cervical precancerous lesions
were detected versus 14 new lesions found in patients who used condoms infrequently or not
at all. This is an important study since condoms have never been prospectively proven to
prevent genital HPV infection or cervical precancerous lesion, and condom use for prevention
of HPV infection has previously been a very controversial topic.

Although cervical cancer is becoming less common in the United States due to regular
screening programs, cervical cancer is the second-most common cause of cancer-related death
worldwide in women. There will be an estimated 500,000 newly diagnosed cervical cancer
cases with over 280,000 deaths in 2006. Widespread use of HPV vaccines are expected to have
a tremendous impact in resource-poor countries where cervical cancer is often the most
common cause of cancer death in women.

State of the State of Gynecologic Cancers 7
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Ovarian Cancer: Epithelial

State of Epithelial Ovarian Cancer
Ovarian cancer, the seventh most common cancer among women,5 usually arises on the
surface of the ovary in the epithelial cells. About 85% to 90% of ovarian cancers are
epithelial ovarian cancers.6

Symptoms: Changes or discomforts, such as a pressure or fullness in the pelvis, abdominal
bloating, or changes in bowel and bladder patterns, which are constant and progressive.

Risk factors: The risk of epithelial ovarian cancer increases with age, especially around the time
of menopause. A family history of epithelial ovarian cancer is one of the most important risk
factors. Infertility and not bearing children are also risk factors, while pregnancy and use of
birth control pills can decrease the risk of developing epithelial ovarian cancer.

Screening/Prevention: Currently, there is no widely accepted and effective screening test for
epithelial ovarian cancer. High-risk women may be candidates for screening transvaginal
ultrasound and CA 125 blood tests on an annual or biannual schedule, though the benefits of
such screening is unproven. In an average risk population, ultrasound and CA 125 screening is
not presently advised due to problems with false positive results leading to unnecessary surgery.

Incidence: Ovarian cancer ranks fourth in cancer deaths among women and causes more deaths
than any other cancer of the female reproductive system.7 It is estimated there will be more
than 20,180 new cases diagnosed and approximately 15,310 deaths from ovarian cancer in the
United States during 2006.8

Advances in Epithelial Ovarian Cancer
The irreplaceable value of clinical trials in guiding cancer care was evident this year when
results from a Gynecologic Oncology Group (GOG) Phase III trial literally changed the way
doctors give chemotherapy for certain women suffering from ovarian cancer. In this study,
women with Stage III ovarian cancer were randomly assigned to one of two chemotherapy
options following surgery. Patients in the standard treatment group received chemotherapy
consisting of 6 cycles of intravenous therapy using two agents, cisplatin and paclitaxel. Patients
in the experimental arm received 6 cycles of chemotherapy consisting of an intravenous
infusion of paclitaxel followed by direct infusions of cisplatin and, one week later, paclitaxel into
the abdominal cavity (called “intraperitoneal chemotherapy”). The effectiveness of treatment

5 American Cancer Society. Detailed Guide: Ovarian Cancer. What Are the Key Statistics About Ovarian Cancer? Available at:
http://www.cancer.org/docroot/CRI/CRI_2_3x.asp?dt=33. Accessed June 20, 2006.

6 American Cancer Society. Detailed Guide: Ovarian Cancer. What is Ovarian Cancer? Available at:
http://www.cancer.org/docroot/CRI/CRI_2_3x.asp?dt=33. Accessed June 20, 2006.

7 American Cancer Society. Detailed Guide: Ovarian Cancer. What Are the Key Statistics About Ovarian Cancer? Available at:
http://www.cancer.org/docroot/CRI/CRI_2_3x.asp?dt=33. Accessed June 20, 2006.

8 Ibid.
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was assessed in one of three ways: (1) through surgical evaluation of the abdomen following
chemotherapy (referred to as a second-look laparotomy); (2) by measuring the time from the
completion of chemotherapy until tumor recurrence or (3) by measuring how long patients
live following therapy. Regardless of the measure used, the experimental group did better than
the group that received standard chemotherapy. The group treated with the experimental
intraperitoneal chemotherapy had a median survival of slightly less than 66 months compared
to a median survival of 50 months for the standard therapy group.

Gynecologic oncologists are still debating the advantages, disadvantages and risks of intraperitoneal
of treatment. One important concern is that the chemotherapy routine prescribed in the
experimental arm was hard to take. There were more severe and life threatening side effects in
the women treated with the intraperitoneal chemotherapy. Only 42% of the patients assigned
to intraperitoneal chemotherapy were able to complete all of the cycles prescribed by the clinical
trial. The total amount of chemotherapy given to the patients who received intraperitoneal
chemotherapy was greater than the total given to patients who received standard treatment,
and this may have tilted the results in favor of the experimental treatment. Not surprisingly,
patients receiving the intraperitoneal chemotherapy scored significantly lower on a quality of 
life questionnaire than patients receiving traditional intravenous chemotherapy. However, it is
hard to dispute the value of 16 additional months of life, and many physicians and patients are
enthusiastically adopting this new treatment strategy.

Ovarian cancer is difficult to diagnose because the symptoms are vague and there is no known
reliable screening test. Researchers in many centers are working to identify an accurate test 
to detect early ovarian cancer. As the search for new diagnostic options moves forward, a 
large and important study called the Prostate, Lung, Colorectal and Ovarian (PLCO) cancer
screening trial is attempting to learn how to best use the diagnostic tools available today to 
try to save lives through early diagnosis of cancer.

The first results from the ovarian cancer screening component of this study were reported 
in November 2005. Women aged 55 to 74 were randomized to receive either annual
screening for ovarian cancer using ultrasound and a blood test known as CA 125, or usual
medical care. The published results showed that of 28,519 first time scans, 1,338 (4.7%) were
abnormal. Also, 402 (1.4%) screened women had an abnormal CA 125 level. The authors
reported that 570 surgical procedures were performed as a result of an abnormality detected
on the initial screening tests to diagnose 26 cases of ovarian cancer. The risks and benefits of
the ovarian cancer screening are still being evaluated. It is clear that the screening tests caused
fear and unnecessary surgery for many. The important question for the upcoming years of 
the PLCO trial will be to determine if women diagnosed with ovarian cancer as a result of
ultrasound and CA 125 live longer than those who are diagnosed when signs and symptoms
develop. Interestingly, pelvic examination was initially performed as a third component of
ovarian cancer screening in the PLCO trial, but was dropped after a review of early data
determined that no ovarian cancers had been diagnosed with pelvic examination alone. This



finding points to the importance of diagnostic ultrasound when women develop symptoms
suspicious for ovarian cancer.

Further information from the PLCO trial was presented at the Society of Gynecologic
Oncologists (SGO) Annual Meeting on Women’s Cancers™. Investigators reported that, when
used as a screening tool for 55 to 74 year old women, a CA 125 level of 65 or greater served 
as a better indicator of cancer than the usual cutoff of 35 units. With screening transvaginal
ultrasounds, cysts greater than 7 cm in size were associated with a 26% chance for diagnosis 
of ovarian cancer. In contrast, cancer was found in only 1.5% of subjects when smaller cysts
were evaluated. Continued follow-up of the results of the PLCO trial will yield important
information that will guide screening recommendations for postmenopausal women.

Approximately 10% of ovarian cancers occur in women from high-risk families and genetic
testing is available for members of these families. When families have a known mutation in the
cancer associated BRCA1 and BRCA2 genes, individual members have the option of being
tested to see if they inherited the mutation or not. Women must carefully consider how the
results of such genetic testing might impact their overall health and sense of well-being. A
GOG trial is underway that prospectively follows high-risk women through the decisions that
they must make regarding cancer risk reducing treatments. When completed, this study will
provide excellent insight into the complex issues faced by high-risk women. In the meantime,
smaller studies are providing important clues.

The search for better chemotherapy for the treatment of ovarian cancer continues. Several 
of the most interesting reports over the past year describe clinical trials of agents that work 
by exploiting the specific biology of the tumor. Using this approach, healthy body cells can 
be relatively protected while the drug fights the tumor cells. At the SGO Annual Meeting,
results were reported from a randomized clinical trial comparing topotecan to topotecan with
thalidomide for treatment of recurrent ovarian cancer. The drug thalidomide has immune
boosting activity as well as the ability to block growth of new blood vessels to support an
enlarging tumor. It is an appealing agent for cancer treatment because of these actions 
and because it is generally well tolerated. The investigators reported that 50% of patients
receiving the combination therapy had improvement in their cancers compared to only 
22% of patients given topotecan alone. Other promising new treatments reported over the
past year include a combination of tamoxifen and goserelin (both anti-estrogen agents) that
showed a 50% response rate for patients with advanced recurrent ovarian cancer. A Phase II
GOG trial reported a 53% response in patients treated for recurrent ovarian cancer using a
combination of cisplatin and tirapazamine, a new anti-tumor agent that works selectively in
poorly oxygenated tumor cells.

These three studies highlight the ever expanding list of treatment options for women with
ovarian cancer, options that are allowing some women to live longer and better, in spite of
their cancer.

10 State of the State of Gynecologic Cancers



Ovarian Cancer: 
Germ Cell and Stromal Cell

9 American Cancer Society. Detailed Guide: Ovarian Cancer. What is Ovarian Cancer? Available at:
http://www.cancer.org/docroot/CRI/CRI_2_3x.asp?dt=33. Accessed June 20, 2006.

10 Women’s Cancer Network. Ovarian Cancer Statistics. Available at: http://www.wcn.org/interior.cfm?diseaseid=8&featureid=1.
Accessed June 20, 2006.
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State of Germ Cell and Stromal Cell Cancer
Stromal cell cancer is an uncommon form of ovarian cancer that starts in the cells that
produce female hormones and hold the ovarian tissues together. Germ cell cancer starts 
in the cells that form eggs in the ovary.

Symptoms: Stromal cell and germ cell cancers can cause pain or discomfort at the beginning
stages. Stromal cell tumors can secrete hormones like estrogen or testosterone, and cause
symptoms of abnormal uterine bleeding, new onset acne and facial hair growth. Germ cell
tumors can become very large and can cause pain or abdominal distension. Some germ cell
tumors may produce HCG, the pregnancy hormone, leading to a false positive pregnancy test.

Risk factors: There are no known risk factors for stromal cell cancer. Rare chromosome
abnormalities can cause delayed puberty and increased risk for germ cell tumors.

Screening/Prevention: There are no known prevention measures for stromal cell and germ cell
cancer. Abnormal enlargement of an ovary might be noticed at the time of an annual pelvic
examination, increasing the chance for early diagnosis and treatment. Girls who have not
started menstruating by age 15 should be evaluated, including consideration of chromosome
analysis if indicated.

Incidence: Only about five percent of ovarian cancers are stromal cell cancers and less than five
percent of ovarian cancers are germ cell cancers.9 Stromal cell cancers are the most common
hormonally active tumors.10 Germ cell cancer is usually found in adolescent girls and young
women. Both stromal cell and germ cell cancers usually affect one ovary and most often are
found in the early stages.

Advances in Germ Cell Ovarian Cancer
In 2006, investigators from the University of New Mexico reported the 30-year national
population-based trends in incidence and survival rates for malignant germ cell tumors of the
female genital tract using the Surveillance, Epidemiology, and End Results (SEER) database.
Of 1,262 cases, they reported that immature teratomas were the most common tumor types
(36%) followed by dysgerminomas (33%) and mixed germ cell tumors (28.7%). They found
that the 30-year age-adjusted incidence rate per 100,000 women-years was 0.338, confirming
that these are still rare tumors. Patients with germ cell tumors were divided into categories
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according to race, including whites, blacks,Asian/Pacific Islanders, Hispanics and a mixed group
referred to as “other non-whites.” The “other non-white” group had higher rates than whites
and blacks. Rates were also higher for Asian/Pacific Islanders and Hispanics. The tumors were
most commonly diagnosed in 15-19 year olds. The 5-year relative survival was 83.9%, and
survival rates improved over the study period.

Since the introduction of combination chemotherapy in the mid-1960s, the chance for a cure
for girls and young women with ovarian germ cell tumors has changed from very poor to
excellent, making this disease one of the most extraordinary success stories in contemporary
medicine. In contrast to epithelial ovarian cancer, approximately 60% of germ cell tumors are
diagnosed with Stage I disease, with a cure rate approaching 100%. Even for patients with
advanced stage disease, the cure rates are over 75%.

Standard therapy for these tumors consists of surgery followed by chemotherapy. Because these
tumors are usually confined to one ovary, it is usually possible to preserve the uterus and one
ovary so that future pregnancy is possible. However, the success associated with postoperative
chemotherapy comes with the risk of serious side effects, including a 20% to 30% partial or
complete loss of ovarian function, early menopause and a small risk of leukemia. Thus, the
major challenges include learning more about the biology of these rare tumors, identifying the
patients who might be able to skip chemotherapy and discovering new therapies with
significantly less toxicity.

The Children’s Oncology Group (COG) has an ongoing study that will soon be supported by
the Gynecologic Oncology Group (GOG). In this trial, low-risk patients with early stage germ
cell tumors of the ovary or testis are closely monitored using blood tests to determine if there
are abnormal tumor proteins. Patients, who would all have received chemotherapy in the past,
receive chemotherapy only if there is recurrence of tumor or if the blood tests show abnormal
tumor proteins. In a related effort to reduce severe side effects, carefully selected patients who
do require chemotherapy receive a three-day course of a three-drug combination called BEP,
rather than the traditional standard of five days with each cycle.



Advances in Stromal Ovarian Cancer
Like ovarian germ cell tumors, stromal tumors of the ovary are rare, accounting for only about
five percent of all ovarian cancers. However, stromal tumors tend to be slow growing tumors
and, although they are less likely to recur, they display less sensitivity to chemotherapy when
recurrences are detected. These tumors can recur 10 to 15 years or more after first diagnosis.
The most common type of stromal tumor is granulosa cell tumor. A special subtype, the
juvenile granulosa cell tumor, principally occurs in girls, whereas the more common adult 
type may occur at any age, most commonly in the postmenopausal age group.

Over the past year, there have been a few notable contributions to the clinical management of
stromal tumors. Chemotherapy using platinum agents is generally considered the best choice
for patients with metastatic stromal tumors, but there is no consensus regarding the optimal
regimen. In 2005, investigators at The University of Texas M. D. Anderson Cancer Center
reported a retrospective study involving patients with sex cord-stromal tumors who received
either the combination of bleomycin, etoposide, and cisplatin (BEP) or a regimen that included
a platinum chemotherapy agent plus a taxane (paclitaxel or docetaxel). While there were no
statistical differences in outcomes, the BEP regimen appeared to be somewhat more toxic.
However, more experience, hopefully from prospective clinical trials, will be needed to fully
compare these two treatment strategies.

In another study from Austria, 40 cases of granulosa cell tumors were studied for expression 
of 3 tumor biomarkers (biomarkers are proteins found on the surface of the tumor cells). The
tested biomarkers known as EGFR (Her-1), Her-3 and Her-4 are all members of the same
family. They found that most of the cases (77.5%) expressed at least one of these biomarkers.
This good news suggests that newer and less toxic anti-tumor agents that target these markers
might be useful in the treatment of granulosa cell tumors.

Ovarian germ cell tumors and stromal tumors are rare. More understanding is needed to better
determine the cause and molecular biology of these cancers, and to develop more effective and
less toxic therapeutic options. The recent establishment of a Rare Tumor Committee by the
GOG will hopefully facilitate continued progress in research of both germ cell tumors and
stromal tumors.

State of the State of Gynecologic Cancers 13
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State of Endometrial Cancer
Most uterine cancers begin in the lining of the uterus (endometrium), usually after
menopause. Uterine cancer occurs when cells in the endometrium lining grow out of 
control and invade the muscle of the uterus.

Symptoms: Warning signs include any bleeding after menopause or irregular vaginal bleeding
before menopause.

Risk factors: Risk factors include obesity, hypertension, diabetes, inappropriate estrogen use,
tamoxifen use and late menopause. Women who have not been pregnant also have a slightly
higher risk for endometrial cancer.

Screening/Prevention: Currently, other than yearly pelvic exams, there are no screening tests for
endometrial cancer that are recommended on a routine basis. A woman may lower her risk for
developing endometrial cancer by exercising regularly, eating a healthy diet and maintaining a
healthy weight. Keeping blood sugar and blood pressure under control also helps lower the
risk. Women with unexpected postmenopausal bleeding or heavy, prolonged or unexpected
bleeding during the menstruating years should have an endometrial biopsy to check for
endometrial cancer. A Pap test does not screen for endometrial cancer.

Incidence: Cancer of the endometrium is the most common cancer of the female reproductive
organs. It is estimated that 41,200 new cases will be diagnosed and approximately 7,350 deaths
attributed to uterine cancer in 2006.11

Advances in Endometrial Cancer
In 2006, there have been significant advances in the prevention, diagnosis and treatment of
endometrial cancer.

Patients with a genetic predisposition to cancer known as Lynch syndrome (hereditary
nonpolyposis colorectal cancer) have a 40% to 60% lifetime risk of developing endometrial
cancer as well as other cancers. A group from The University of Texas M. D. Anderson Cancer
Center published their experience with risk reducing surgery in the form of hysterectomy with
removal of both fallopian tubes and ovaries for women with Lynch syndrome. They reported
that patients who had undergone the risk-reducing surgery developed no endometrial, ovarian
or peritoneal cancers, whereas many patients who had not undergone surgery did develop one
of these cancers.

Uterine Cancer: Endometrial

11 American Cancer Society. Detailed Guide: Endometrial Cancer. What Are the Key Statistics for Endometrial Cancer? Available at:
http://www.cancer.org/docroot/CRI/CRI_2_3x.asp?dt=11. Accessed June 20, 2006.



Most endometrial cancers are thought to arise from atypical endometrial hyperplasia.
The Gynecologic Oncology Group (GOG) recently reported a study that was designed 
to determine the risk of cancer in women with pre-cancer changes on endometrial biopsy.
Typically, women have an office endometrial biopsy to evaluate abnormal bleeding. When a
biopsy shows atypical cells (called atypical endometrial hyperplasia), women are usually advised
to have a hysterectomy to decrease the chances of developing uterine cancer. In this large
multicenter study, endometrial cancer was found in 40% of such patients at the time of
hysterectomy. Fortunately, most of the cancers were early. With this high rate of underlying
cancer, patients with atypical endometrial hyperplasia might consider asking for participation of
a gynecologic oncologist in their care.

What is the best surgical approach for patients with early endometrial cancer?  A large study
conducted by the GOG presented at the annual meetings of the Society of Gynecologic
Oncologists (SGO) and the American Society of Clinical Oncology (ASCO) is helping to 
answer that question. In this study, half of the women with endometrial cancer were assigned 
to traditional surgery through an abdominal incision, and half to surgery using tiny incisions and
a laparoscope. Reports from the study showed that removal of the uterus, ovaries and lymph
nodes could be successfully completed laparoscopically in most of the patients in whom it was
undertaken. Patients who underwent laparoscopy had a longer operating time but a shorter
hospital stay, and better immediate quality of life than patients who underwent traditional
abdominal hysterectomy and lymph node removal through an incision. Further follow-up is
ongoing to determine the impact of laparoscopic surgery on long-term cancer survival.

What is the best staging procedure that should be done at the time of endometrial cancer
surgery?  Recent publications in the journal, Gynecologic Oncology, by groups from Duke
University and the Mayo Clinic, and presentations of SEER data by Stanford researchers 
again showed the importance of thorough surgical evaluation of the regional lymph nodes 
for accurate staging and optimal treatment of patients with early and advanced endometrial
cancer. However, a presentation of the results of a trial by the Medical Research Council in
the United Kingdom called into question whether all patients with early endometrial cancer
benefit from lymph node removal. Though there is some debate regarding the earliest cancers,
women with endometrial cancers should insist that a surgeon with the skills to perform lymph
node surgery be available for their surgery so that appropriate lymph node assessment can be
performed, if indicated.

State of the State of Gynecologic Cancers 15



What is the role of radiation therapy in the treatment of endometrial cancer?  Another analysis
of SEER data showed that carefully selected patients with early endometrial cancer benefit
from adjuvant radiation therapy. The patients that appear to benefit from the radiation therapy
are those at highest risk for disease recurrence, as predicted based on certain patient and tumor
characteristics. However, in patients with advanced endometrial cancer that has metastasized to
the lymph nodes, a recent GOG sponsored randomized trial showed better survival with the
chemotherapy combination of doxorubicin and cisplatin compared to patients treated with
abdominal and pelvic radiation therapy.

With the increasing prevalence of obesity in western industrialized society, especially in the
United States, many anticipate that the incidence of endometrial cancer will increase. It is well
established that treatment complications and less favorable outcomes are more likely to occur 
in obese patients. However, a review of the GOG experience combining the data of several
randomized trials in advanced endometrial cancer showed that obesity as measured by body
mass index (BMI) did not have a significant negative effect on overall survival.

The role of hormone replacement therapy for women whose ovaries have been removed 
or have ceased to function has been the source of significant controversy over the last several 
years. The GOG conducted a randomized prospective trial of hormone replacement therapy 
in endometrial cancer survivors. In this group of patients, the risk for recurrence of the
endometrial cancer or the development of any new cancer was very low whether the patient
received hormone replacement or not.

All the studies above demonstrate continued progress in the prevention, diagnosis and 
treatment of endometrial cancer. Steady progress in understanding the biology of this 
disease coupled with continued commitment to the application of optimal clinical care 
should give rise to hope for all affected women and their families.
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Uterine Cancer: Uterine Sarcomas

State of Uterine Sarcomas
Uterine sarcomas represent a type of uterine cancer in which malignant cells form in the
muscle of the uterus (leiomyosarcoma) or in the network of support cells in the uterine
lining (endometrial stromal sarcomas and carcinosarcomas). These tumors account for fewer
than five percent of all uterine cancers, but behave more aggressively than their more
common counterpart (endometrial cancer).12

Symptoms: Abnormal vaginal bleeding, especially after menopause, is the most common
symptom in women with uterine sarcomas. Sarcomas can also produce pelvic pain or pressure.
In addition, a rapidly-growing fibroid, especially during the post-menopausal period, should
raise the suspicion of a leiomyosarcoma.

Risk Factors: Sarcomas have been reported to occur more frequently in women after pelvic
radiation therapy. National statistics show that the incidence of these rare malignancies is 
twice as high in black women as in other racial groups.

Screening/Prevention: Due to their rarity, there is no proven effective screening method for these
cancers. In addition, there are no known methods of prevention available for this disease.

Incidence: There are approximately 41,200 cases of uterine cancer annually, and sarcomas
comprise two percent to four percent of these cases.13

Advances in Uterine Sarcomas 
It is difficult to write about sarcomas as a group since treatment that works for one type of
sarcoma may not work for the next. Therefore, at the outset of this section on advances in
uterine sarcomas, readers should note that stromal sarcomas and carcinosarcomas arise from the
network of structural support cells in the uterine lining while leiomyosarcomas arise from the
muscle cells of the uterine wall.

Surgery continues to be the most important initial treatment for uterine sarcomas of all types.
As in endometrial cancer, lymph node metastases occur in 10% to 15% of patients who are
diagnosed with apparently early carcinosarcomas and stromal sarcomas. Women with these
diagnoses should have comprehensive surgical staging, including hysterectomy, removal of
regional lymph nodes, and fallopian tubes and ovaries.

12 American Cancer Society. Detailed Guide: Uterine Sarcoma. What Are the Key Statistics for Uterine Sarcoma? Available at:
http://www.cancer.org/docroot/CRI/CRI_2_3x.asp?dt=63. Accessed June 20, 2006.

13 Ibid.
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Although radiation therapy has been widely used in the postoperative treatment of
carcinosarcomas, a study by the Gynecologic Oncology Group (GOG) presented this year
suggested that three treatments with the chemotherapy drugs ifosfamide and cisplatin resulted
in survival superior to radiation therapy. This study also suggested a role for a specialized type
of internal radiation therapy rather than external radiotherapy, when radiation is used in
conjunction with chemotherapy in these cancers.

For many years platinum agents have been the most important chemotherapy agents for the
treatment of gynecologic cancers. A recent study will change that for certain sarcoma patients.
In patients with advanced or metastatic carcinosarcomas, the combination of paclitaxel (Taxol)
and ifosfamide proved more effective than the combination of cisplatin and ifosfamide in a
randomized GOG study.

Endometrial stromal sarcomas come in two varieties, one of low malignant potential (slow 
to grow and spread) and the other, a highly aggressive cancer. It has been suggested that the
low-grade tumors be referred to as endometrial stromal sarcomas and the high-grade cancers
as undifferentiated endometrial sarcomas in order to convey clearly the different behaviors of
these two tumor types. The low-grade lesions commonly are diagnosed in women in their
30’s and 40’s, at early stages, and are sensitive to hormone treatment as well as several
chemotherapy agents.

Leiomyosarcomas are exceedingly rare, highly malignant and sometimes difficult to differentiate
from common uterine fibroids. In a preoperative setting, it is often impossible to discriminate
between the two. Because of this, women with uterine masses who are over the age of 50
should be evaluated closely and referral to a gynecologic oncologist considered. Although
around 40% of women with leiomyosarcomas of the uterus experience recurrences after
surgical removal of the tumor, no effective postoperative therapy has been identified that 
can reduce the risk of recurrence. However, a clinical trial of extreme interest is underway
evaluating postoperative sequential chemotherapy conducted by the Sarcoma Alliance for
Research through Collaboration (SARC) clinical trials group.

When a uterine sarcoma is diagnosed, women must remember that such sarcomas are very rare
tumors. Expert consultation should be considered and clinical trial participation is encouraged
whenever trials are available.



Vaginal Cancer

State of Vaginal Cancer
Vaginal cancer is cancer that starts in the vagina, usually in the epithelium (lining). It is
usually diagnosed in elderly women with abnormal bleeding and most commonly treated
with radiation.

Symptoms: Vaginal cancer, especially early or precancerous vaginal cancer, may not produce 
any symptoms.

Risk factors: Risk factors for vaginal cancer include advanced age (age 60 and older), HPV
infection, smoking and cervical cancer. Women exposed to a medication called DES are also 
at high risk. DES is a hormone medication that was used years ago to prevent miscarriage.
Doctors now know that daughters born to mothers who took DES during pregnancy have 
a high risk of developing vaginal and cervical cancer.

Screening/Prevention: There are currently no recommended screening methods to detect 
vaginal cancer; however, many early cases of vaginal cancer or precancerous conditions can 
be diagnosed through routine pelvic exams and Pap tests. There is no known way to prevent
vaginal cancer, but women should be aware of certain risk factors, like HPV infection.

Incidence: Vaginal cancer is very rare. In 2006, it is estimated that 2,420 women will be
diagnosed with vaginal cancer and 820 women will die of this cancer.14 Vaginal cancer
accounts for about three percent of cancers of the female reproductive system.15

Advances in Vaginal Cancer
Cancer of the vagina is one of the more rare female reproductive cancers. Advanced cancers 
are primarily treated with radiation therapy with the concurrent use of chemotherapy.
This treatment combination for vaginal cancers has been adapted from the current treatment
strategies for cancer of the cervix. Small localized vaginal cancers may be treated with surgical
excision. As with other rare cancers, progress in treatment can be frustratingly slow.

One recent study considered the role of PET scanning in the evaluation of women with vaginal
cancer. In this study, 23 women diagnosed with vaginal cancer had both a CT scan and a PET
scan at the time of their diagnosis. In this group of women, the PET scan was substantially better
at detecting the vaginal tumor, highlighting the tumor site more than twice as often as CT. PET
scanning also detected a tumor in the lymph nodes twice as often as the CT scan. These findings
are especially important for vaginal cancer because many women are treated with radiation rather

14 American Cancer Society. Detailed Guide:Vaginal Cancer. What Are the Key Statistics for Vaginal Cancer? Available at:
http://www.cancer.org/docroot/CRI/CRI_2_3x.asp?dt=55. Accessed June 20, 2006.

15 Ibid.
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than surgery. If lymph nodes with a tumor are not detected with a pre-treatment study, the
radiation may not be delivered to the right areas, and the tumor will continue to grow and
possibly spread. Before PET becomes the standard of care for women with vaginal cancer, the
findings of this small study will likely be further evaluated in a larger trial.

A recent study reported treatment outcomes of 110 patients with vaginal cancer. The patients
were from two academic centers and were treated over the 14 years from 1990 to 2004.
Seventy-three percent of patients reported a hysterectomy. Combination therapy with
radiation plus chemotherapy was given in 37% of patients. The survival at 36 months was
100% for Stage I, 70% for Stage II, and 51% for Stages III and IV. The investigators reported
that women had a poorer chance of survival if they were age 60 or older, had more advanced
disease or used tobacco.

The lining tissue of the vagina, called mucosa, is similar to ordinary skin. Because of this, many
conditions that affect the skin can affect the vagina. Even with this understanding, it may seem
surprising that the most feared skin cancer, malignant melanoma, can occur in the vagina (and
on the vulva). Malignant melanoma of the skin is highly associated with exposure to excess
sun. Obviously, vaginal and vulvar melanoma must have a different trigger, a cause that no one
has yet discovered.

A recent publication from Germany reviewed the occurrence of vaginal and vulvar melanoma
in that country from 1976 through 2002. This study showed that diagnoses of vaginal 
and vulvar melanoma are rare before age 44, but then show a steady increase. While skin
melanomas have been increasing over recent years, vaginal and vulvar carcinoma rates have
remained steady. Interestingly, the risk of developing vaginal or vulvar melanoma (grouped
together) in this study of German women appears to be much lower than for the U.S. women.
This observation leads to interesting speculation about why there might be regional or
population differences in the incidence if these cancers.

In a U.S. study, 158 patients with vaginal melanoma were identified using the registries of the
Surveillance, Epidemiology, and End Results (SEER) program. The incidence was approximately
0.25 per million women. 125 patients had surgery as part of their primary treatment, 64 patients
had radiation, and 40 patients had both. The median survival for patients who had surgery was
28 months, compared with 8 months for those who did not (p <0.001). Survival is not
significantly associated with race, age, decade of diagnosis or the use of radiation therapy.

At this time, there is hope that the integration of CT and PET scans along with chemoradiation
with individualized treatment plans based on the size, location and potential sites of metastases
will achieve the best results for women diagnosed with vaginal cancer. Beyond this hope, there
is the very real possibility that widespread use of HPV vaccines will provide protection from
vaginal cancer in the future.



Vulvar Cancer

State of Vulvar Cancer
Vulvar cancer appears as a lesion or lesions on the surface of the vulva or labia. It most
often occurs on the inner part of the labia majora or labia minora.

Symptoms: Vulvar cancer symptoms include itching, burning, bleeding, pain, or a new lump or
ulcer in the vulvar or clitoral area. Vulvar cancer usually appears as a sore that does not heal.
The lump or ulcer can be red, grey or white in color.

Risk factors: Risk factors include diabetes, advanced age (70 and older), chronic vulvar irritation
and infection with the Human Papillomavirus (HPV).

Screening/Prevention: There is no known way to prevent vulvar cancer; however, regular Pap
tests and pelvic exams with exam of the vulva may lead to early detection. Vulvar self
examination with a mirror may help to identify early changes. The new HPV vaccine may
prevent HPV-induced vulvar cancer.

Incidence: Vulvar cancer is uncommon, representing only about four percent of all female
reproductive organ cancers.16 This year, about 3,740 women will be diagnosed with vulvar
cancer in the United States and about 880 women will die of this cancer.17 Vulvar cancer is
frequently cured, usually by surgically removing the vulvar lesions and the groin lymph nodes.

Advances in Vulvar Cancer
Vulvar cancer is rare in the Unites States, representing only four percent of all gynecologic
malignancies; however, a recent study convincingly demonstrated that the incidence is
increasing. Vulvar carcinoma in situ, a precursor to vulvar cancer, has increased in incidence 
by over 400% in the past 30 years. Vulvar cancer has increased by approximately 20% over the
same time period.

Vulvar cancer therapy has undergone significant advances over the past few decades. Today, less
tissue is removed with the same excellent surgical outcomes. When groin lymph nodes need to
be removed for vulvar cancer treatment, this can result in local infections and permanent leg
swelling. A new technique to reduce these complications is the “sentinel node biopsy.” This
approach identifies the lymph node(s) at highest risk for cancer spread and removes only these.
The Gynecologic Oncology Group (GOG) is actively enrolling patients into a study on intra-
operative lymphatic mapping to identify the sentinel node(s). More than half of the hoped 
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16 American Cancer Society. Detailed Guide:Vulvar Cancer. What Are the Key Statistics for Vulvar Cancer? Available at:
http://www.cancer.org/docroot/CRI/CRI_2_3x.asp?dt=45. Accessed June 20, 2006.

17 Ibid.



for number of patients have now been enrolled in the trial, moving us closer to a clear
understanding of the value of sentinel node assessment in women with vulvar cancer. When
completed, this study will provide us with the definitive answer on whether this procedure is
safe and accurate for women. But in the meantime, small studies have been published this year
suggesting that sentinel node biopsy is safe and effective.

A second study through the GOG has attempted to decrease the complications of leg swelling
and infection in women undergoing groin lymph node dissection. This study used a tissue
sealant made of fibrin (a natural human protein) which acts like a glue to seal off the lymphatic
channels. This study has completed enrollment and results currently are being analyzed. If the
tissue sealants are found to be safe and effective, the results of this study will improve the quality
of life for hundreds of women who will require surgery for vulvar cancer in the future.

Advanced vulvar cancer is often treated with radiation therapy to the vulva and groin.
Radiation can cause undesired side effects. A study published this year looked at using a 
new technique to deliver radiation (intensity-modulated radiotherapy) and found that some 
of the side-effects of radiation can be reduced or eliminated with this technique. Additional
prospective studies will need to be performed to confirm these results.
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in clinical practice and research to develop innovative treatments for gynecologic cancers.
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