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本期編輯 陳子健 醫師   

壹、 會務報告
一、 自2010 年1月起全面採用FIGO新staging system
    台灣的癌症登錄系統將自2010 年1月起，全面採用FIGO新staging system，煩請各位會員注意。FIGO staging 更新的部分，請見附件。
二、近期學會活動

	日期
	活動名稱
	活動地點
	主辦單位

	2010.2.27
	南區婦癌學術研討會
	高雄榮總
	中華民國婦癌醫學會

	2010.5.1-2
	第15屆台灣癌症聯合學術年會及
台灣婦癌醫學會第七屆第一次會員大會
	台北榮總致德樓
	肺癌醫學會


2010年部分國際會議如下：
* The 2010 Annual Meeting on Women’s Cancer (SGO) March 14-17, 2010.  

  Moscone west Convention center San Francisco, U.S.A.

* 4th AOGIN 2010:New Delhi, India. 26-28 March 2010   

  http://www.aoginindia.org/welcome.asp
* 58th ACOG’s Annual Clinical Meeting(ACM): San Francisco May 15-19,   

  2010
* 19th ISGE Gynecological Endoscopy: 26-29 May 2010 Sydney Australia
* 2010 ASCO Annual Meeting: Chicago, IL. June 4-8, 2010 

  www.asco.org/annualmeeting
* 13th IGCS: Prague, Czech Republic, European Union 23-26 October 2010 

  http://www2.kenes.com/igcs2010/Pages/Home.aspx
三、第六屆第八次理監事聯席會議紀錄
秘書長報告：
(一)、財務狀況報告：截至98年10月底止：

活儲（彰銀）：592,368元       基金（華南）：1,225,192元

郵政劃撥：1,474,290元         現金：20,944元

(二)、「第十五屆台灣癌症聯合學術年會」由肺癌醫學會主辦，日期訂於99年5月1、2日，地點為台北榮民總醫院致德樓，主題：「Personalized Anti-Cancer Treatment」；壁報論文評選本會推派張廷彰主任及余慕賢主任來擔任評審代表。明年5月以後本會要接「第十六屆台灣癌症聯合學術年會」，請新的理監事們要籌措此事。有新的消息會再向大家報告。
(三)、目前已有12位中華民國婦癌醫學會的一般會員加入本會（王鵬惠、吳華席、屠乃方、莊其穆、陳怡仁、趙灌中、廖正義、劉希儒、余堅忍、黃國峯、呂建興、賴鴻政）。
各委員會工作報告：
       (一)、章程委員會─謝長堯醫師
            為了會員的擴增，在章程方面修改理監事的席次可因應下一屆的改變。

       (二)、會員資格審查委員會─陳祈安醫師

新增加的準會員有四位：陳宜慧、陳敏煜、鍾明宗、劉正彬。

(三)、醫療及倫理委員會─葉聯舜醫師
健保方面Topotecan（Hycamtin）於98年11月1日通過健保給付子宮頸癌之患者。
(四)、教育委員會─周振陽醫師
請教育委員會的委員們協助指導準會員的口頭報告。

(五)、學術研究委員會（張廷彰醫師）「學術研究委員案」：

1、TGOG在上次建議改為每月的二或四的星期六召開會議，在這兩個月試行後參加的人數有增多的趨勢且反應不錯；每組開會的時間濃縮在1小時內達成目標，應可再繼續試行看看。之後改用視訊方式來討論是可思考的方向，現階段仍較不適合。

2、TGOG有經常性的費用支出，學會的負擔當然是有極限的，行政院衛生署國民健康局在上星期有個公告：「子宮頸癌納入發展癌症首次治療型態指標研究計劃」，請有意願的單位依照民國96及97年子宮頸癌癌登的95個欄位做分析，寫報告、請助理、開會等總經費不超過55萬，請教各位理監事的意見是否可接下此案子，這些經費可應付TGOG的開銷，如有意願請各醫院的主任擔任這計劃的主持人。

四、98年度「專科醫師甄審」甄試
  2009年12月5日於馬偕紀念醫院舉行。本會與中華民國婦癌醫學會共六位考生應考，最後僅有三位通過，分別為本會的王博輝醫師、蔡景州醫師與邱健泰醫師。
五、「第十五屆台灣癌症聯合學術年會」壁報論文邀稿暨「優秀壁報論文競賽」甄審原則 

優秀壁報論文競賽甄審原則如下： 

(一) 學術價值佔70% 

(二) 寫作能力佔15% 

(三) 構圖設計佔15% 

  投稿方式：請使用大會網址http://www.tjcc.tw線上投稿。論文摘要投稿規則及流程說明，可上網查詢。 

  論文投稿收件截止日期2010年2月28日（星期日）24:00。 本次壁報論文只接受網路上傳方式投稿，將會設定截止時間，請會員們務必配合，在截止時間之前完成上傳動作。 

  為鼓勵會員踴躍參加優秀壁報論文頒獎典禮，請得獎者務必親自到場授獎，若得獎者不在頒獎現場者，將由大會取消得獎資格，恕不補發！ 

  「壁報論文競賽摘要投稿規則及流程說明」請見附件。
六、第一屆Asian Society of Gynecologic Oncology雙年會

於11/22 (週日)在日本東京舉辦。王功亮理事長和張志隆秘書長受邀演講。台灣有15篇poster發表，數量位居與會國當中的第二高。
七、學會網站誠徵衛教文章
歡迎各位會員踴躍賜稿，以充實學會的網站內容。來稿請e-mail至tago.gyn@gmail.com
貳、 會員動態及意見與回應 

(歡迎提供會員動態、意見，以及衛教文章（學會E-mail address: tago.gyn@gmail.com)
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[Ref 1]

Primary therapy for early-stage cervical cancer: radical hysterectomy vs radiation.
Am J Obstet Gynecol. 2009 Nov;201(5):485.e1-9.

Bansal N, Herzog TJ, Shaw RE, Burke WM, Deutsch I, Wright JD.

Department of Obstetrics and Gynecology, Columbia University College of Physicians and Surgeons, New York, NY, USA.

OBJECTIVE: We compared survival for women with early-stage cervical cancer who were treated with primary radiation or radical hysterectomy. STUDY DESIGN: Patients in the Surveillance, Epidemiology, and End Results database with stage IB1-IIA cervical cancer were examined. Radical hysterectomy was compared with primary combination external-beam and brachytherapy radiation. RESULTS: A total of 4885 patients were identified. Multivariate analysis showed that radical hysterectomy was associated with a 59% reduction in mortality rate (hazard ratio, 0.41; 95% confidence interval [CI], 0.35-0.50). After stratification by tumor size, hysterectomy was associated with a 62% reduction in mortality rate (hazard ratio, 0.38; 95% CI, 0.30-0.48) for tumors that were <4 cm in diameter and a 49% improvement in survival (hazard ratio, 0.51; 95% CI, 0.36-0.72) for tumors that were 4-6 cm in diameter. Among women with tumors that were >6 cm in size, survival was equivalent between radical hysterectomy and radiation. CONCLUSION: Our data indicate that, in women with cervical cancer lesions of <6 cm, radical hysterectomy is superior to primary radiation.

[Ref 2]
French recommendations on the management of invasive cervical cancer during pregnancy.
Int J Gynecol Cancer. 2009 Dec;19(9):1638-41.

Morice P, Narducci F, Mathevet P, Marret H, Darai E, Querleu D; French Working Group on Gynecological Cancers in Pregnancy; Société Française d'Oncologie Gynécologique (SFOG); Société Française de Chirurgie Pelvienne (SFCP); Collège National des Gynécologues Obstétriciens Français (CNGOF).

Collaborators (17) 

Aubard, Baldauf, Bonnier, Canis, Chauveau, Duvillard, Fernandez, Frydman, Goffinet, Haie-Meder, Lécuru, Lefranc, Lhommé, Pautier, Uzan S, Uzan C, Rouzier.

Department of Surgery, Institut Gustave Roussy, Villejuif, France. morice@igr.fr

BACKGROUND: Cervical cancer is one of the most frequently diagnosed cancers during pregnancy, but the management of such cases remains unclear. A Working Group was set up in 2007 in France to propose national recommendations for the management of pregnant patients with invasive cervical carcinoma. METHODS: The recommendations are based on this literature review conducted by the members of the Working Group. RESULTS: Management of cervical cancer during pregnancy depends on 5 factors: stage of the disease (and the tumor size), nodal status, histological subtype of the tumor, term of the pregnancy, and whether the patient wishes to continue her pregnancy. In patients with early-stage disease diagnosed during the first 2 trimesters of pregnancy, there is an increasing tendency to preserve the pregnancy while awaiting fetal maturity in patients with absence of nodal involvement. The delivery (when the fetal maturity is attained) should be then performed using a cesarean section. CONCLUSIONS: This article proposes recommendations for the management of pregnant patients with invasive cervical cancer. These recommendations have been validated by the 3 main scientific societies of gynecologic oncology, pelvic surgery, and obstetrics and gynecology in France.

[Ref 3]
A case of bilateral pelvic lymph node involvement in stage 1a1 squamous cell carcinoma of cervix and a review of the literature.
Int J Clin Oncol. 2009 Dec;14(6):564-7. Yeasmin S, Nakayama K, Ishikawa M, Nakayama N, Miyazaki K.

Department of Obstetrics and Gynecology, Shimane University School of Medicine, 89-1 Enya-cho, Izumo, Shimane 693-8501, Japan.

Stage1a1 cervical cancer has been established to define a subset of the disease in patients who may safely be managed more conservatively and who have an excellent prognosis. Recently, however, a number of stage 1a1 cases with lymph node metastasis have been reported. Some of these cases had positive lymphovascular space invasion (LVSI), which some studies have identified as a negative prognostic factor. There is still, however, disagreement between the International Federation of Gynecology and Obstetrics (FIGO) and the Society of Gynecologic Oncologists (SGO) regarding whether LVSI may be used as a staging criterion. We report a 36-year-old patient with stage 1a1 cervical cancer who was diagnosed with multiple pelvic and parametrial lymph node metastases. Histopathology showed extensive LVSI. While stage 1a1 cases may still be managed conservatively, physicians must consider the possibility of lymph node metastasis, particularly in patients with positive LVSI, and counsel patients accordingly.

[Ref 4] 
Major clinical research advances in gynecologic cancer 2009.
J Gynecol Oncol. 2009 Dec;20(4):203-9. Kim K, Ryu SY.

Department of Obstetrics and Gynecology, Korea Cancer Center Hospital, Korea Institute of Radiological and Medical Sciences, Seoul, Korea.

In this review, we summarized nine major clinical advances in gynecology which occurred in 2009. For cervical cancer, the role of human papillomavirus (HPV) test as a screening test, the efficacy of HPV vaccine for middle-aged women, randomized controlled trial (RCT) regarding concurrent chemoradiation using gemcitabine plus cisplatin, and the efficacy of pazopanib for metastatic or recurrent disease were chosen. For endometrial cancer, the necessity of systematic pelvic lymphadenectomy in early endometrial cancer was reviewed. For ovarian cancer, the timing of treatment initiation for recurrent ovarian cancer, dose-dense chemotherapy as postoperative adjuvant treatment, the best chemotherapy regimen for platinum-sensitive recurrent ovarian cancer, and the efficacy of target agents were selected. In addition, the results of RCT testing the benefit of ginger in preventing post-chemotherapy nausea were examined.

[Ref 5]
Guidelines for the management of ovarian cancer during pregnancy.
Eur J Obstet Gynecol Reprod Biol. 2009 Dec 28. [Epub ahead of print]

Marret H, Lhommé C, Lecuru F, Canis M, Lévèque J, Golfier F, Morice P.

Centre Hospitalier Regionale et Universitaire de Tours, Hôpital Bretonneau, Tours 37044 cédex 1, France.

Adnexal masses may be detected during prenatal ultrasound, and ovarian cancer may be suspected during pregnancy. Even though such masses are rarely malignant (1/10,000 to 1/50,000 pregnancies), the possibility of borderline tumour or cancer must be considered. It is a common assumption by both patients and physicians that if an ovarian cancer is diagnosed during pregnancy, treatment necessitates sacrificing the well-being of the fetus. However, in most cases, it is possible to offer appropriate treatment to the mother without placing the fetus at serious risk. The care of a pregnant woman with cancer involves evaluation of sometimes competing maternal and fetal risks and benefits. These recommendations attempt to balance these risks and benefits; however, they should be considered advisory and should not replace specific interdisciplinary consultation with specialists in maternal-fetal medicine, gynecologic oncology and pediatrics, as well as imaging and pathology, as needed. Second level ultrasound including Doppler is needed. MRI is not often necessary, and CA 125 is of low contribution. We suggest surgery be performed after 15 weeks gestation for ovarian masses which (1) persist into the second trimester, (2) are greater than 5-10cm in diameter, or (3) have solid or mixed solid and cystic ultrasound characteristics. During the antepartum period surgical staging and debulking, unilateral salpingo-oophorectomy on the side with the tumour, peritoneal cytology and exploration are necessary. Women found to have advanced stage epithelial ovarian cancer should consider having completion of the debulking of the reproductive organs at the conclusion of the pregnancy. If chemotherapy is indicated, we recommend delaying administration, if possible, until after the delivery or at least after 20 weeks in order to minimize the potential fetal toxicity. 

[Ref 6]
The potential benefit of 6 vs. 3 cycles of chemotherapy in subsets of women with early-stage high-risk epithelial ovarian cancer: An exploratory analysis of a Gynecologic Oncology Group study.
Gynecol Oncol. 2009 Nov 27. [Epub ahead of print]

Chan JK, Tian C, Fleming GF, Monk BJ, Herzog TJ, Kapp DS, Bell J.

Division of Gynecologic Oncology, Department of Obstetrics, Gynecology, & Reproductive Sciences, University of California, San Francisco School of Medicine, UCSF Helen Diller Family Comprehensive Cancer Center, 1600 Divisadero St. Box 1702, San Francisco, CA 94143-1702, USA.

OBJECTIVES: A prior clinical trial on early-stage high risk ovarian cancer showed a lower recurrence rate in those treated with six vs. three cycles of chemotherapy. We proposed to identify subsets of patients who may benefit from more cycles of chemotherapy. METHODS: Outcomes of patients who underwent six vs. three cycles of chemotherapy were analyzed based on clinico-pathologic factors. Kaplan-Meier estimates and Cox Regression Model were used for analyses. RESULTS: Of 427 patients (median age: 55 years), 69% had stage I disease, 30% had clear cell, 25% endometrioid, 23% serous, 7% mucinous, and 15% had other cell types. The risk of recurrence in those who had six vs. three cycles of chemotherapy was not different based on age, performance status, stage, grade of disease, presence of ascites, tumor rupture, or positive cytology. However, those with serous tumors had a significantly lower risk of recurrence after six vs. three cycles of chemotherapy (HR=0.33, CI=0.14-0.77; p=0.04) in contrast to non-serous tumors (HR=0.94, CI=0.60-1.49). Nevertheless, a test of homogeneity did not show a difference in treatment effects across cell types (p=0.285). Of those with serous tumors, the 5-year recurrence-free survival was 83% and 60% in those who received six vs. three cycles of chemotherapy, respectively (p=0.007). CONCLUSIONS: In this exploratory analysis of early-stage high risk ovarian cancer, our data suggest that six rather than three cycles of chemotherapy may decrease the recurrence of patients with serous tumors. Further studies are needed to confirm these findings

[Ref 7]
The prophylactic conversion to an extended infusion schedule and use of premedication to prevent hypersensitivity reactions in ovarian cancer patients during carboplatin retreatment.
Gynecol Oncol. 2009 Nov 25. [Epub ahead of print]

O'Cearbhaill R, Zhou Q, Iasonos A, Hensley ML, Tew WP, Aghajanian C, Spriggs DR, Lichtman SM, Sabbatini PJ.

Gynecologic Medical Oncology Service, Department of Medicine, Memorial Sloan-Kettering Cancer Center, 1275 York Avenue, New York, NY 10065, USA.

OBJECTIVE: Repeated exposure to carboplatin can lead to hypersensitivity reactions during retreatment with carboplatin. This may prevent its further use in platinum-sensitive ovarian cancer patients. At our institution, an increasing proportion of patients are prophylactically converted to an extended schedule of infusion after 8 cycles of carboplatin. We sought to determine whether an incrementally increasing, extended 3-hour infusion of carboplatin with appropriate premedication was associated with a lower rate of hypersensitivity reactions compared to the standard 30-minute schedule in sequentially treated patients. METHODS: We performed a retrospective electronic medical record review of patients with recurrent ovarian cancer retreated with carboplatin at our institution from January 1998 to December 2008. RESULTS: Seven hundred and seventy-seven patients with relapsed ovarian, fallopian tube, or primary peritoneal cancer were retreated with carboplatin and met study inclusion criteria. Of these, 117 (17%) developed hypersensitivity reactions during second-line or greater carboplatin-based treatment for recurrent disease. Only 6 (3.4%) of the 174 patients who received the extended schedule developed hypersensitivity reactions (0% grade 4; 50% grade 3) compared to 111 (21%) of 533 patients in the standard schedule group (13% grade 4; 77% grade 3). The first hypersensitivity episode occurred after a median of 16 platinum (carboplatin and cisplatin) treatments in the extended group compared to 9 in the standard group. Using the Fisher exact test, there was an association with a reduced incidence of hypersensitivity reactions with the extended infusion schedule (P<0.001). CONCLUSION: Our data suggest appropriate premedication and prophylactic conversion to an extended infusion during carboplatin retreatment may reduce hypersensitivity reactions

[Ref 8]
Clinical management of uterine sarcomas.
Lancet Oncol. 2009 Dec;10(12):1188-98.

Amant F, Coosemans A, Debiec-Rychter M, Timmerman D, Vergote I.

Leuven Cancer Institute, Gynaecological Oncology, University Hospital Gasthuisberg, Katholieke Universiteit, Leuven, Belgium. frederic.amant@uzleuven.be

Malignant pure mesenchymal uterine tumours encompass endometrial stromal sarcoma (ESS), uterine leiomyosarcoma, and undifferentiated sarcomas. This Review discusses pathology, preoperative diagnosis, and standard treatment of uterine leiomyosarcoma and low-grade ESS (distinct from undifferentiated uterine sarcomas), with an emphasis on targeted treatment. We show that several features on ultrasonography and MRI can raise suspicion of a uterine sarcoma; however, there are no pathognomonic features on any imaging technique. For both ESS and uterine leiomyosarcoma, hysterectomy with bilateral salpingo-oophorectomy, but without lymphadenectomy, is the standard surgical treatment for early stage disease. The clinical benefit of chemotherapy is limited, which underscores the importance of targeted therapy. ESS and uterine leiomyosarcoma are driven by different pathways, resulting in a different clinical behaviour. ESS typically is a hormone-sensitive tumour with indolent growth. Uterine leiomyosarcoma is notorious for its aggressive growth and poor outcome. Individualisation of treatment is mandatory, because randomised trials are almost non-existent. The progesterone and oestrogen receptors are clinically important targets for most primarily advanced or recurrent ESS and a subset of recurrent uterine leiomyosarcomas. Potential future targets and targeted treatments that are under investigation are presented for both entities.

[Ref 9]
Incidental endometrial adenocarcinoma in early pregnancy: a case report and review of the literature.
Int J Gynecol Cancer. 2009 Dec;19(9):1580-4.

Yael HK, Lorenza P, Evelina S, Roberto P, Roberto A, Fabrizio S.

Department of Obstetrics and Gynaecology, San Camillo-Forlanini Hospital, Rome, Italy.

Endometrial cancer is the most common neoplasia of the female reproductive system, with the highest incidence among uterine malignancies, and is rarely associated with pregnancy. Thirty-five cases of pregnancy-associated endometrial cancer have been reported in literature, of which ours represents the 20th case diagnosed during the first trimester. A 39-year-old woman, gravida 4, para 2, was diagnosed with a focal, well- to moderately differentiated endometrial adenocarcinoma (International Federation of Gynecology and Obstetrics stage IA and grades G1 and G2) after dilatation and curettage (D&C) for a spontaneous abortion. The patient underwent progestational therapy and follow-up hysteroscopies and D&C to preserve fertility; she is alive and well 18 months after diagnosis. Recurrence of endometrial cancer coexisting with early pregnancy has not been reported in the literature. Conservative therapy for early endometrial cancer, diagnosed at the time of pregnancy, may be an option. Routine histologic examination after D&C performed for spontaneous abortion seems advisable.

[Ref 10]
The impact of multi-modal therapy on survival for uterine carcinosarcomas.
Gynecol Oncol. 2009 Nov 4. [Epub ahead of print]

Gonzalez Bosquet J, Terstriep SA, Cliby WA, Brown-Jones M, Kaur JS, Podratz KC, Keeney GL.

Laboratory of Translational Genomics, Division of Cancer Epidemiology and Genetics, NCI, NIH, Bethesda, MD 20892, USA.

OBJECTIVES: To investigate treatment outcomes of patients with carcinosarcoma of the uterus and to identify parameters predictive of survival. Secondary objectives included (a) the assessment of treatment failures as a function of histologic subtypes and (b) the impact of the new FIGO staging classification system. METHODS: This is a retrospective outcomes analysis of 121 patients diagnosed with primary carcinosarcoma of the uterus. Clinical, surgical and pathological data were reviewed and patients were classified according to the new 2009 FIGO staging system for endometrial carcinoma. Survivorship curves were evaluated with the log-rank test and associations between events and variables with Cox proportional hazards model. RESULTS: In the multivariate analyses for disease-specific survival (DSS) and disease-free survival (DFS), the only independent factors were FIGO stage, adjuvant chemotherapy after surgery and the presence of clear cell histology in the tumor. The 5-year DSS for stages I-II, III and IV was 59%, 22% and 9%, respectively. The administration of platin-based chemotherapy provided a significant benefit with regard to both DFS (OR=0.28; p=0.001) and DSS (OR=0.35; p=0.01). While radiotherapy (RT) appeared to control vaginal failures in all stages, pelvic RT did not impact DSS. Of importance, the epithelial component was the predominant histology in both the primary extrauterine metastases (94%) and the distant failure sites (82%). CONCLUSIONS: This highly aggressive uterine malignancy warrants comprehensive surgical staging to assess tumor dissemination followed by systemic therapy in patients with both early and advanced stage disease.

[Ref 11]
Management of endometrial cancer in Asia: consensus statement from the Asian Oncology Summit 2009.
Lancet Oncol. 2009 Nov;10(11):1119-27.

Tangjitgamol S, Anderson BO, See HT, Lertbutsayanukul C, Sirisabya N, Manchana T, Ilancheran A, Lee KM, Lim SE, Chia YN, Domingo E, Kim YT, Lai CH, Dali AZ, Supakapongkul W, Wilailak S, Tay EH, Kavanagh J; Asian Oncology Summit.

Department of Obstetrics and Gynecology, Bangkok Metropolitan Administration Medical College and Vajira Hospital, Bangkok, Thailand.

Endometrial cancer is one of the gynaecological cancers that carries good overall prognosis because it is often detected at early stages of disease. The International Federation of Gynecology and Obstetrics replaced clinical staging with surgical staging in 1988 and updated the system in 2009. Controversies remain regarding the recommended screening protocol for women with a high risk of endometrial cancer, the role and benefit of retroperitoneal lymph-node dissection, the necessity of ovarian resection, the benefit and type of adjuvant radiation therapy, and the safety of hormone-replacement therapy after treatment. This article reviews the available evidence for optimum management of endometrial cancer and how management strategies can be applied in Asian countries with different levels of health-care resource availability and economic development. An overview of the literature for endometrial-cancer screening, diagnosis, and management is discussed. Consensus statements are formulated on the basis of basic, limited, enhanced, and maximum health-care resource availability, using the framework provided by the Breast Health Global Initiative.

肆、 附件

(1) cervical cancer 
(International Journal of Gynecology and Obstetrics 2009;105:103-104)
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(2) Endometrial cancer 

(International Journal of Gynecology and Obstetrics 2009;105:103-104)
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(3) Uterine sarcoma

(Corrigendum edition)(原International Journal of Gynecology and Obstetrics 2009;104:179有誤)
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(4) Vulva cancer

(International Journal of Gynecology and Obstetrics 2009;105:103-104)
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