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壹、 會務報告

(一) 第八屆第八次理監事聯席會議記錄 
(二) 學會網站誠徵文稿 
貳、近期文獻摘錄 
壹、 會務報告
(一) 第八屆第八次理監事聯席會議記錄
時間：103年01月11日（星期六）中午12時
地點：臺北榮民總醫院致德樓一樓第四會議室
主席：陳祈安理事長
出席：
常務理事-王功亮、余慕賢、顏明賢、簡婉儀、周振陽、張廷彰
理事-周宏學、何志明、洪耀欽、葉聯舜、王鵬惠、劉復興、
賴鴻政、謝長堯、鄭雅敏、林浩
常務監事-屠乃方
監事-趙灌中、李耀泰、許博欽、許耿福、鄭丞傑
列席-秘書長鄭文芳；副秘書長陳子和、陳子健；秘書蘇芳萱
請假-余堅忍、劉文雄、何師竹、陳啟豪、張志隆、楊育正
壹、會議開始
貳、確認上次會議紀錄
參、主席致詞
肆、報告事項
一、主席報告
二、秘書長會務報告
(一). 第十九屆癌症聯合學術年會-台灣婦癌醫學會講師及其題目
決議：

1.國外講師：T.-C. Wu-Innovative cancer immunotherapy for gynecological malignancies
2.國內講師：劉士任博士-Immunotherapy for HPV associated cancer

(二). 下一屆理監事選舉事宜
決議：3月初發理監事參選意願表及2014年常年會費繳費通知。
1. 章程委員會-謝長堯召集人
2. 國際事務委員會-楊育正召集人
3. 會員資格審查委員會-張廷彰召集人
4. 財務委員會-顏明賢召集人
5. 醫療及倫理委員會-葉聯舜召集人
6. 教育委員會-周振陽召集人
決議：

(1)會費達兩年以上未繳會員，將凍結會員資格。

(2) 學會排定之準會員口頭訓練報告時間，如準會員因故無法參加，需於2個月前請假，且須檢附請假相關證明，如請假審核未通過，該年訓練即失效。
7. 學術研究委員會-王功亮召集人
伍、臨時動議：

2016年第6屆亞洲大洋洲婦癌醫學會年會主辦權事宜
決議：告知經濟部會展專案辦公室本學會未申請舉辦此活動，並將朱堂元主任的資訊給經濟部會展專案辦公室。
二、學會網站誠徵文稿
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、近期文獻摘錄
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Outcomes of ovarian preservation in a cohort of premenopausal women withearly-stage endometrial cancer: a Korean Gynecologic Oncology Group study.

Gynecol Oncol. 2013 Nov;131(2):289-93. doi: 10.1016/j.ygyno.2013.08.024. Epub

2013 Aug 29.

Lee TS(1), Lee JY, Kim JW, Oh S, Seong SJ, Lee JM, Kim TJ, Cho CH, Kim SM, Park

CY.

Author information: 
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Comment in

    Gynecol Oncol. 2013 Nov;131(2):287-8.

OBJECTIVE: The aim of this study was to evaluate the impact of ovarian

preservation on the recurrence and survival rates of premenopausal women with

early-stage endometrial cancer.

METHODS: Using medical records of premenopausal women who received primary

surgical treatment for stage I-II endometrial cancer, the demographics and

survival rates were compared retrospectively for patients who had ovarian

preservation and those who underwent bilateral salpingo-oophorectomy. Cox

proportional hazards models with inverse probability of treatment weighting

(IPTW) based on propensity score were performed to adjust for selection bias

between the two groups.

RESULTS: A total of 495 women were identified, including 176 patients who had

ovarian preservation. The ovarian preservation group was younger (P<0.001) and

had an earlier year of diagnosis (P=0.014), a lower prevalence of lymphadenectomy

(P<0.001), and a marginally significant association with lower tumor grade

(P=0.052). The Kaplan-Meier curve and the log rank test showed no difference in

either recurrence-free survival (P=0.742) or overall survival (P=0.462) between

the two groups. In a multivariate Cox model adjusted by IPTW and covariates,

ovarian preservation had no effect on either recurrence (hazard ratio [HR], 0.73;

95% CI, 0.29-1.81) or overall survival (HR, 1.33; 95% CI, 0.43-4.09).

CONCLUSIONS: Ovarian preservation does not appear to be associated with an

adverse impact on the outcomes of premenopausal women with early-stage

endometrial cancer. The present study has useful implications for physicians

counseling young women who want to preserve their ovaries.
<Ref 2>

A systematic review comparing cisplatin and carboplatin plus paclitaxel-based chemotherapy for recurrent or metastatic cervical cancer.

Gynecol Oncol. Epub 2014 Jan 31.2014 Apr;133(1):117-123. doi: 10.1016/j.ygyno.2014.01.042. 

Lorusso D(1), Petrelli F(2), Coinu A(3), Raspagliesi F(1), Barni S(3).

Author information: 

(1)Gynecologic Oncology Unit, Fodazione IRCCS National Cancer Institute, Via
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(2)Medical Oncology Unit, Oncology Department, Azienda Ospedaliera Treviglio,

Piazzale Ospedale 1, 24047 Treviglio, BG, Italy. Electronic address:

faupe@libero.it.

(3)Medical Oncology Unit, Oncology Department, Azienda Ospedaliera Treviglio,
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INTRODUCTION: The prognosis of advanced/recurrent cervical cancer patients is

generally poor with 1-year survival ranging between 15 and 20%. Cisplatin (CDDP) 

based treatments are considered the most effective regimens; unfortunately

toxicity is an issue in a population in which the treatment remains palliative in

the finality. Carboplatin (CBDCA), with its more favorable non toxicity profile

and the convenience of outpatient administration, may be a suitable alternative

to CDDP in combination regimens.

MATERIALS AND METHODS: We performed a systematic review of the literature

comparing CDDP and CBDCA based chemotherapy for advanced cervical cancer

(recurrent, persistent or metastatic disease). Only studies that met the

following criteria were considered for the present review: 1) patients treated

with CDDP/paclitaxel or CBDCA/paclitaxel combinations as first line chemotherapy 

for metastatic disease; 2) one or more of the following data available: overall

response rate (RR), progression free survival (PFS) or time to progression (TTP),

overall survival (OS); 3) single-arm retrospective or prospective study; and 4)

at least 20 patients enrolled.

RESULTS: 17 eligible studies comprehensive of 1181 patients were included in the 

final analysis. The objective RR was 48.5% for CBDCA and 49.3% for CDDP-based

chemotherapy. Median PFS for CDDP and CBDCA-based treatments was 6.9months and

5months respectively (p=0.03); the corresponding figures for median OS were 12.87

and 10months respectively (p=0.17).

DISCUSSION: Our study indicates that CBDCA may represent an attractive and valid 

alternative to the more toxic and equally effective CDDP in the treatment of

advanced or recurrent cervical cancer.
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The value of re-exploration in patients with inadvertently morcellated uterine sarcoma.

Gynecol Oncol. Epub 2013 Dec 1.2014 Feb;132(2):360-5. doi: 10.1016/j.ygyno.2013.11.024. 

Oduyebo T(1), Rauh-Hain AJ(2), Meserve EE(3), Seidman MA(3), Hinchcliff E(1),

George S(4), Quade B(3), Nucci MR(3), Del Carmen MG(2), Muto MG(5).

Author information: 
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OBJECTIVE: To describe the role of immediate re-exploration in patients with

inadvertently morcellated uterine leiomyosarcoma (ULMS) and smooth muscle tumors 

of uncertain malignant potential (STUMP).

METHODS: All patients with ULMS/STUMP who were managed or referred to the

participating institutions from January 2005 to January 2012 following minimally 

invasive gynecology surgery with morcellation were detected through the pathology

database. The diagnosis was confirmed by gynecologic-pathologists following

post-surgery pathology review.

RESULTS: Twenty-one patients with the diagnosis of ULMS (N = 15) and STUMP (N =

6) after morcellation were identified. The median age of occurrence was 46 years 

(range, 25-58 years). Median follow-up duration was 27 months (range, 1.8-93.1

months). None of the 21 patients had documented evidence of extra-uterine disease

at the time of original surgery. Ultimately 12 patients were immediately

re-explored to complete staging. The median time to the staging surgery was 33

days (range 15-118 days). Two (28.5%) out of seven patients with presumed stage I

ULMS and one (25%) out of four patients with presumed stage I STUMP had

significant findings of disseminated intraperitoneal disease detected at

immediate surgical re-exploration. One of the 8 patients with confined early ULMS

and STUMP at the second surgery had intraperitoneal recurrence, while the

remaining 7 patients have had no recurrence and remain disease free.

CONCLUSION: Surgical re-exploration is likely to show findings of disseminated

peritoneal sarcomatosis in a significant number of patients diagnosed with ULMS

after a morcellation procedure. Findings from re-exploration can contribute to

the knowledge of natural history of morcellated ULMS/STUMP and allow for accurate

prognostication.
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Is there a role for postoperative treatment in patients with stage Ib2-IIb cervical cancer treated with neo-adjuvant chemotherapy and radical surgery? An Italian multicenter retrospective study.
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PURPOSE: Neoadjuvant chemotherapy [NACT] followed by radical hysterectomy is an

alternative therapeutic option to concurrent chemotherapy-radiotherapy for

locally advanced cervical cancer. However there are very few data about the

effectiveness of any post-operative treatment in this clinical setting. The

purpose of this study was to correlate the patterns of recurrence and the

clinical outcomes of cervical cancer patients who received NACT, with

postoperative adjuvant treatment.

PATIENTS AND METHODS: This retrospective multicenter study included 333 patients 

with FIGO stage Ib2-IIb cervical cancer who underwent platinum-based NACT

followed by radical surgery. Pathological responses were retrospectively assessed

as complete; optimal partial; and suboptimal response. Overall optimal response

rate was the sum of complete and optimal partial response rates.

RESULTS: On the whole series, recurrence-free survival was significantly longer

in patients who achieved an overall optimal response than in those who did not

(p<0.0001), and in patients who received adjuvant chemotherapy compared to those 

who did not (p=0.0001). On multivariate analysis, consolidation therapy
(p=0.0012) was the only independent prognostic variable for recurrence-free

survival; whereas FIGO stage (p=0.0169) and consolidation therapy (p=0.0016) were

independent prognostic variables for overall survival.

CONCLUSION: Optimal responders after chemo-surgical treatment for FIGO stage

Ib2-IIb cervical cancer do not need any further treatment. Additional cycles of

chemotherapy could be of benefit for patients with suboptimal response and

intra-cervical residual disease. Both adjuvant chemotherapy and adjuvant

radiation treatments do not seem to improve the clinical outcome of patients with

extra-cervical residual disease compared to no further treatment.

<Ref 5>

The omentum and omentectomy in epithelial ovarian cancer: a reappraisal: part II--The role of omentectomy in the staging and treatment of apparent early stage epithelial ovarian cancer.

Gynecol Oncol. 2013 Dec;131(3):784-90. doi: 10.1016/j.ygyno.2013.09.013. Epub 2013 Sep 18.

Arie AB(1), McNally L, Kapp DS, Teng NN.

Author information: 

(1)Department of Obstetrics and Gynecology, Stanford University School of Medicine, 

Stanford, CA, USA; Department of Obstetrics and Gynecology, Kaplan Medical

Center, Rehovot, Israel.

OBJECTIVE: This article reviews the literature concerning the role of omentectomy

in the staging and treatment of clinically apparent early stage epithelial

ovarian cancer.

METHODS: A review of the English language literature based on a MEDLINE (PubMed) 

database search using the keywords: ovary, cancer, carcinoma, omentum, and

omentectomy. An additional collection of reports was found by systematically

reviewing all references from retrieved papers.

RESULTS: Historically, the realization that ovarian cancer cells have a

predisposition to metastasize to the omentum has led to the inclusion of

omentectomy, both for the purpose of accurate staging of ovarian cancer and for

its possible therapeutic benefit. In apparently early stage epithelial ovarian

cancer, microscopic disease in the omentum is found in 0-22% of the cases;

however extra-ovarian disease isolated to the omentum is found in 2-7% of cases

at most. There are no specific guidelines as to how much of the omentum should be

removed, but pathology studies show that for the purpose of staging and detecting

microscopic disease, omental biopsies are probably sufficient in a grossly normal

appearing omentum. In cases where adjuvant chemotherapy is planned, the role of

omentectomy appears to be primarily for staging, while its therapeutic role

remains unclear in microscopic omental disease.

CONCLUSIONS: In apparent early stage ovarian cancer, the presence of isolated

omental metastases is relatively rare. For staging purposes in such cases, random

omental biopsies rather than total omentectomy may suffice. Furthermore,

chemotherapy appears to effectively treat microscopic disease and therefore if

this is already planned the benefit of omentectomy is unclear.

<Ref 6>

Detection of nodal metastases by 18F-FDG PET/CT in apparent early stage ovarian cancer: a prospective study.
Gynecol Oncol. 2013 Nov;131(2):395-9. doi: 10.1016/j.ygyno.2013.08.022. Epub 2013

Aug 27.

Signorelli M(1), Guerra L, Pirovano C, Crivellaro C, Fruscio R, Buda A, Cuzzucrea

M, Elisei F, Ceppi L, Messa C.

Author information: 
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of Milan-Bicocca, Milan, Italy. Electronic address: maurosignorelli78@gmail.com.

BACKGROUND: The rate of nodal metastases in ovarian cancer macroscopically

confined to the pelvis is about 15%-20%. Systematic pelvic and aortic

lymphadenectomy improves staging but it is associated with increased morbidity

and costs. The purpose of this study was to evaluate the role of 18F-FDG PET/CT

in the pre-operative nodal metastases detection in ovarian cancer grossly

confined to the pelvis.

METHODS: From 2006 to 2012, 68 consecutive women with epithelial ovarian cancer

confined to the pelvis underwent 18F-FDG PET/CT followed by surgery inclusive of 

systematic pelvic and aortic lymphadenectomy (SAPL). 18F-FDG PET/CT images were

analyzed and correlated to histological examination.

RESULTS: Twenty-six women underwent bilateral and 42 unilateral SAPL with 3165

nodes removed and analyzed. Median number of dissected nodes was 42 (range

16-91). Twelve women (17.6%) had nodal metastases. 18F-FDG PET/CT correctly

identified 10 patients with nodal involvement. Sensitivity, specificity,

accuracy, positive and negative-predictive value of 18F-FDG PET/CT in detecting

nodal metastases were 83.3%, 98.2%, 95.6%, 90.9% and 96.5%, respectively, on

overall patient-based, and 75.5%, 99.4%, 98.1%, 87.5% and 98.6%, respectively, on

nodal lesion site-based analysis.

CONCLUSION: 18F-FDG PET/CT is an accurate tool for the detection of nodal

metastases. Metabolic imaging could be used to select women who could benefit

from systematic lymphadenectomy. The high negative predictive value allows

avoidance of SAPL in the vast majority of women, minimizing operative and post

surgical complications. Further larger prospective investigation is required to

confirm our data.

<Ref 7>

Prospective assessment of the prevalence of pelvic, paraaortic and high paraaortic lymph node metastasis in endometrial cancer.
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OBJECTIVE: To prospectively define the prevalence of lymph node metastasis (LNM) 

in at risk endometrial cancer (EC).

METHODS: From 2004 to 2008, frozen section based Mayo Criteria prospectively

identified patients "not at-risk" of LNM (30% EC population; grade I/II, <50%

myometrial invasion and tumor diameter ≤ 2 cm) where lymphadenectomy was not

recommended. The remaining 70% EC cohort was considered "at-risk" of LNM; where a

systematic pelvic and infrarenal paraaortic lymphadenectomy was recommended.

Patients were prospectively followed. The area between renal vein and inferior

mesenteric artery (IMA) was labeled as high paraaortic area. For calculating the 

prevalence of LNM in high paraaortic area, the denominator was the population

with known anatomic location of nodal tissue in relation to the IMA.

RESULTS: Of the 742 patients, 514 were at risk; of which 89% underwent

recommended lymphadenectomy. A mean (± standard deviation) of 36 (± 14) pelvic

and 18 (± 9) paraaortic nodes were harvested. The prevalence of pelvic and

paraaortic LNM was 17% and 12%, respectively. In presence of pelvic LNM, 51% had 

paraaortic LNM. In absence of pelvic LNM, 3% had paraaortic LNM; of which 67% was

located exclusively in high paraaortic area. Among patients with paraaortic LNM, 

88% had high paraaortic LNM; and 35% had only high paraaortic LNM. The cases of

paraaortic LNM with negative pelvic nodes seemed to cluster in moderate to high

grade endometrioid EC with ≥ 50% myometrial invasion.

CONCLUSION: We present reference data for the prevalence of LNM in at-risk EC

patients to guide lymphadenectomy decisions for clinical and research purposes.

<Ref 8>

A comparison of extraperitoneal versus transperitoneal laparoscopic or robotic para-aortic lymphadenectomy for staging of endometrial carcinoma.

Gynecol Oncol. Epub 2013 Dec 20. 2014 Feb;132(2):366-71. doi: 10.1016/j.ygyno.2013.12.019. 
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OBJECTIVE: The optimal surgical approach for complete lymphadenectomy in patients

with endometrial cancer is controversial. The objective of our study was to

compare the surgical outcomes of extraperitoneal laparoscopic, transperitoneal

laparoscopic, and robotic transperitoneal para-aortic lymphadenectomy in

endometrial cancer staging.

METHODS: A retrospective review was performed on patients who underwent

extraperitoneal or transperitoneal para-aortic lymphadenectomy for endometrial

cancer staging from January 2007 to November 2012. Three patient groups were

compared: extraperitoneal laparoscopic para-aortic lymphadenectomy, robotic

hysterectomy and pelvic lymphadenectomy ("extraperitoneal group"; N = 34);

laparoscopic hysterectomy and transperitoneal pelvic and para-aortic

lymphadenectomy ("transperitoneal laparoscopic group"; N = 108); and robotic

hysterectomy and transperitoneal pelvic and para-aortic lymphadenectomy

("transperitoneal robotic group"; N = 52). Fisher's exact test and Kruskal-Wallis

test were used for statistical analysis, and statistical significance was defined

as P < 0.05.

RESULTS: The median number of para-aortic lymph nodes obtained was higher in the extraperitoneal group than in the transperitoneal laparoscopic and robotic groups

(10, 5, and 4.5 nodes, respectively; P < 0.001). BMI was higher in the

extraperitoneal group (median, 35.1 kg/m(2)) than in the transperitoneal groups

but did not differ between the transperitoneal laparoscopic group (median, 28.4

kg/m(2)) and the transperitoneal robotic group (median, 30.2 kg/m(2)). Among

patients with a BMI <35 kg/m(2), the median number of para-aortic nodes harvested

was higher in the extraperitoneal group than in the transperitoneal laparoscopic 

and robotic groups (9, 4, and 5 nodes, respectively; P < 0.01). The same pattern 

was observed among patients with a BMI ≥35 kg/m(2) (10, 6, and 3 nodes,

respectively), but only the extraperitoneal group and the transperitoneal robotic

group were significantly different (P = 0.001). There was no significant

difference in median estimated blood loss between the extraperitoneal group and

either the transperitoneal laparoscopic group (100 vs. 112.5 mL; P = 0.06) or the

transperitoneal robotic group (100 vs. 67.5 mL; P = 0.23). The median operative

time was longer in the extraperitoneal group (339.5 min; range, 242-453 min) than

in the transperitoneal laparoscopic group (286 min; range, 101-480 min) and the

transperitoneal robotic group (297.5 min, range 182-633 min) (P < 0.01).

CONCLUSION: Extraperitoneal laparoscopic para-aortic lymphadenectomy resulted in a higher number of para-aortic lymph nodes removed than transperitoneal

laparoscopic or robotic lymphadenectomy. The extraperitoneal approach should be

considered for endometrial cancer staging.

<Ref 9>

Fellowship learning curve associated with completing a robotic assisted total laparoscopic hysterectomy.
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OBJECTIVE: To describe the learning curve associated with training fellows in

completing robotic assisted total laparoscopic hysterectomies.

METHODS: All patients scheduled to undergo a robotic procedure at our institution

from 5/15/07 to 5/22/12 were identified. Fellow participation per procedure was

documented. The learning curve of fellows for the time to complete a hysterectomy

(from initiation of developing the retroperitoneal space to the completion of the

colpotomy) was analyzed.

RESULTS: Of the 1754 planned robotic cases, 1626 were completed robotically and

128 were converted to laparotomy. Fifty-seven fellows participated in 99.7% of

the cases. Eleven gynecologic oncology fellows completed at least 1 robotic

assisted total laparoscopic hysterectomy. From 7/7/08 to 5/21/12, 981

hysterectomies were completed robotically, 254 of these (25.9%) by the 11

fellows. Prior to completing a hysterectomy, the median number of hysterectomies 

in which a fellow participated was 16 (range, 11-40). Median amount of time for a

fellow to complete a hysterectomy decreased from 60 min in 2009 (N=27 cases) to

31 min in 2011 (N=148 cases). Based on the recorded completion times in which the

11 fellows completed a hysterectomy, it required ~33 cases per fellow to be able 

to perform the hysterectomy and overcome the learning curve.

CONCLUSIONS: The learning curve associated with hysterectomy requires completion 

of ~33 cases by the fellow after an initial median experience of 16 cases. Our

data suggest that a minimum of 50 total cases is required during fellowship to

complete a robotic hysterectomy.
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