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ABSTRACT

The current study aimed to evaluate the outcomes of patients with adenocarcinoma (AC) of the uterine cervix after
definitive radiotherapy (RT) and to evaluate prognostic factors, including immunity-related molecules. A total of 71
patients with AC of the uterine cervix from multiple Japanese institutions were retrospectively analysed. Histological
subtypes were diagnosed according to the 2014 World Health Organization classification. All patients underwent
definitive RT comprising external beam RT and intracavitary brachytherapy with or without concurrent chemother-
apy. Immunohistochemical studies were performed to detect the expression of programmed cell death-ligand
1(PD-L1) and CD8. The S-year locoregional control (LC), overall survival (OS) and progression-free survival (PFS)
rates for all patients were 61.8,49.7 and 36.1%, respectively. The LC, OS and PES rates were not significantly different
among the histological subtypes. Membranous PD-L1 expression was not significantly associated with prognosis.
Patients with CD8-positive tumor-infiltrating lymphocytes (CD8 " TILs) in the tumor nests had significantly better
OS than patients without CD8TILs in the tumor nests (S-year OS: 53.8 vs 23.8%, P = 0.038). As expected,
the International Federation of Gynecology and Obstetrics (FIGO) stage (2008) III-IVA and maximum tumor
diameter > 40 mm were significantly associated with worse prognosis. In summary, the presence of CD8 " TILs in
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the tumor nests has the potential to be an independent favorable prognostic factor for patients with AC of the uterine

cervix after definitive RT.
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INTRODUCTION

Uterine cervical cancer (UCC) is a common form of cancer and major
cause of malignancy-related deaths among young women worldwide
[1]. Although the incidence of squamous cell carcinoma (SCC), a
major pathological type of UCC, has decreased over time, this has
coincided with an increase in the incidence of adenocarcinoma (AC)
of the uterine cervix. Currently, AC currently accounts for ~20% of all
UCC cases [2].

The standard initial treatment options for early-stage UCC include
surgery or radiotherapy (RT; combined external beam radiotherapy
[EBRT] and intracavitary brachytherapy [ICBT]). Moreover, con-
current cisplatin-based chemoradiotherapy (CCRT) is used to treat
more clinically advanced disease [3]. Although the RT regimen for
AC has not been standardized, similar treatments are applied to locally
advanced AC and SCC [4]. However, some retrospective studies have
shown that the prognosis of AC treated with RT alone was worse
than that of SCC [S, 6], and a similar trend was observed in patients
treated with CCRT [7, 8]. However, a few studies have investigated
AC treated with RT, and the treatment outcomes and impacts of
clinicopathological variables on prognosis remain to be surveyed [9].

Anti-cancer immune responses are known to affect the survival
of patients with different cancer types [10]. For example, CCRT-
induced immunogenic tumor cell death was observed in patients with
esophageal cancer [11], and RT-induced anti-tumor immunity and
its effects on therapeutic efficacy were shown in a mouse model with
EL4 lymphoma cells and Lewis lung carcinoma cells [12]. Moreover,
dendritic cell and T cell infiltration of the tumor tissues was associated
with better survival rates in patients with AC of the uterine cervix who
were treated with RT alone [13].

Programmed cell death-1 (PD-1) and its ligand, PD-L1, are
immune checkpoint molecules that suppress anti-cancer immunity.
The binding of PD-1 to PD-L1 can suppress the proliferation and
activity of cytotoxic CD8" T cells as part of the response to cancer-
associated antigens [14]. Although some researchers have evaluated
the expression of immunity-related molecules in patients with UCC
[15-18], this topic has not been studied fully, especially in patients
treated with RT. Accordingly, we investigated the treatment outcomes
and the prognostic significance of clinicopathological variables,
including the expression of immunity-related molecules, in patients
with AC of the uterine cervix after definitive RT.

PATIENTS AND METHODS
Patient and tumor characteristics
Patients with untreated AC who received definitive RT at Gunma
University Hospital, Gunma Prefectural Cancer Center and National
Institute of Radiological Sciences Hospital between January 2000
and December 2015 were enrolled in this retrospective study after
the protocol was approved by each Institutional Review Board. The
trial has been registered in the UMIN Clinical Trials Registry (no.
UMIN000027823). Patients whose pre-treatment biopsy samples

Table 1. Patient and tumor characteristics of included
patients (n=71)

Characteristics
Age at diagnosis (years); median (range) 60 (29-88)
FIGO stage (2008)
IB 8 (11.3%)
I 28 (39.4%)
111 30 (42.3%)
IVA 5(7.0%)
PeLN
Negative 39 (54.9%)
Positive 32 (45.1%)
PALN
Negative 64 (90.1%)
Positive 7 (9.9%)
MTD
Non-bulky (<40 mm) 18 (25.3%)
Bulky (>40 mm) 51 (71.8%)

Data not available 2(2.8%)

PeLN = pelvic lymph node metastasis, PALN = para-aortic lymph node metastasis.

were not available and those with synchronous malignancies were
excluded. A total of 71 patients were analysed, including 38, 17 and
16 from Gunma University Hospital, Gunma Prefectural Cancer
Center and National Institute of Radiological Sciences Hospital,
respectively. The patient and tumor characteristics are listed in Table 1.
The tumor stages were identified using the International Federation of
Gynecology and Obstetrics (FIGO) guidelines (2008).
Pre-treatment formalin-fixed paraffin-embedded biopsy
specimens collected from the study patients were sectioned to obtain
4-ym samples, which were stained with hematoxylin and eosin. These
samples were then reviewed by two central pathologists who deter-
mined the pathological subtypes according to the 2014 World Health
Organization (WHO) classification [19]. The pathological diagnoses,
including tumor grades and histological subtypes, are shown in Table 2.

Treatment

All patients underwent definitive RT consisting of EBRT and ICBT.
EBRT was delivered at a dose of 1.8 or 2 Gy per fraction, five times per
week. A dose of 19.8-40 Gy was delivered to the whole pelvis, followed
by pelvic irradiation with a 3-cm-wide central shield. In patients with
para-aortic lymph node metastases, the pelvic irradiation fields were
extended to include the gross metastatic region. The total dose to the
pelvic region was 45-50.4 Gy in 18-28 fractions. For patients with
gross lymph node metastases, an additional 6-10 Gy in 3-S5 fractions
was administered to boost the external dose to the metastases.

After completing whole-pelvis irradiation, ICBT was performed
once per week. EBRT was skipped on the days on which ICBT was



Table 2. Pathological diagnoses of included patients (n=71)

Subtypes
Endocervical adenocarcinoma
Usual type 47 (66.2%)
Mucinous carcinoma
Gastric type 1(1.4%)
Signet-ring cell type 1(1.4%)
Not otherwise specified 6(8.5%)
Endometrioid carcinoma 1(1.4%)
Clear cell carcinoma 2(2.8%)
Serous carcinoma 6(8.5%)
Adenosquamous carcinoma 7(9.9%)
Tumor grade
I 2(2.8%)
II 31(43.7%)
I 29 (40.1%)
Data not available 9 (12.7%)
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performed. ICBT was performed using a low-dose rate (LDR) source
in 22.5% of the patients (16/71), a high-dose rate (HDR) source
in 76.1% (54/71), and both in 1.4% (1/71). 3D image-guided
brachytherapy (3D-IGBT) was administered to 56.3% of the patients
(40/71). Briefly, a total dose of 24 Gy was delivered to point A via 4
fractions of HDR-ICBT. Additional ICBT was considered when the
tumor response was poor. Interstitial brachytherapy (ISBT) was added
along with ICBT when the tumor was bulky and/or asymmetric.

Concurrent chemotherapy was administered to 62.0% of the
patients (44/71). Cisplatin alone (40 mg/m?), cisplatin (30 mg/m?)
plus paclitaxel (50 mg/m?), and nedaplatin alone (40 mg/m?) were
administered weekly to 25.3 (18/71), 35.2 (25/71) and 1.4% (1/71)
of the patients, respectively.

Follow-up and assessment of clinical outcomes

The patients were followed up by gynecological oncologists and radi-
ation oncologists every 1-3 months for the first 2 years and every 3-
6 months for 3 subsequent years. During each follow-up examination,
the disease status was assessed in terms of the locoregional control
(LC), overall survival (OS) and progression-free survival (PFS). LC
was defined as no evidence of tumor regrowth or recurrence in the
pelvic region.

A. .B
C. .D

Fig. 1. Representative images showing (A) positive staining of the tumor cell membrane for programmed death-ligand 1 (PD-L1),
(B) negative staining for PD-L1, (C) positive staining for CD8, and (D) negative staining for CD8 (x300). The scale bar is 100 pm.
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Immunohistochemical analysis
Immunohistochemical studies were performed to detect the expres-
sion of PD-L1 and CD8 in biopsy samples excised from the cervical
tumors before RT. Paraffin sections with a thickness of 4 ym were
dewaxed in xylene and rehydrated through a graded ethanol series.
Endogenous peroxidase activity was blocked by a 10-min incubation
in 0.3% hydrogen peroxide. After pretreatments according to the
manufacturer’s instructions, the sections were incubated overnight
with primary antibodies at 4°C. A commercially available biotin-
streptavidin immunoperoxidase kit (Histofine, Nichirei, Tokyo, Japan)
and diaminobenzidine were used for coloration. The following
antibodies were used: rabbit monoclonal anti-PD-L1 (1:100 dilution,
E1L3N; Cell Signaling Technology, Danvers, MA, USA) and mouse
monoclonal anti-CD8 (1:200 dilution, M7103; Dako, Carpinteria,
CA, USA).

Positive staining for PD-L1 was defined as partial or complete stain-
ing of the membranes of viable tumor cells. Immune cells, normal cells,
necrotic cells and debris were excluded. PD-L1 positivity was defined
as > 1% positively stained tumor cells. CD8 positivity was defined as
atleast one positively stained lymphocyte in a tumor nest in the biopsy
specimen. CD8 negativity was defined as stained lymphocytes only in
the stroma (i.e. no stained lymphocytes in the nest). Representative
images are shown in Fig. 1.

Statistical analysis
The LC, OS and PFS rates were calculated using the Kaplan—Meier
method. Univariate and multivariate analyses were performed using a
Cox proportional hazard model. P values <0.05 were considered sta-
tistically significant for all tests. All statistical analyses were conducted
using SPSS 24.0 for Mac (SPSS, Chicago, IL, USA).

RESULTS

Clinical outcomes
The median follow-up durations were 37 months (range, 5-194
months) for all patients and 60 months (range, 5-194 months) for
surviving patients. The S-year LC, OS and PFS rates for all patients
were 61.8% (95% confidence interval [CI]: 48.5-75.1%), 49.7% (95%
CI: 36.6-62.8%) and 36.1% (95% CI: 24.3-47.9%), respectively
(Fig.2). Patients with FIGO stage IB-II disease had significantly
better OS and PFS rates than patients with FIGO III-IVA disease
(S-year OS: 73.4 vs 26.6%, P = 0.003; S-year PFS: S0.5 vs 22.0%,
P =0.012; Fig. 3A and B). Compared to a maximum tumor diameter
(MTD) <40 mm, a MTD > 40 mm tended to be associated with a
worse OS; however, this difference did not reach statistical significance
(44.9 vs 68.6%, P = 0.079; Fig. 3C). However, a MTD > 40 mm was
associated significantly with a worse PFS (27.6 vs 63.5%, P = 0.018;
Fig. 3D).

We also investigated differences in prognoses among the patho-
logical subtypes. There were no significant differences in the LC, OS
and PFS rates between patients with endocervical adenocarcinoma,
usual type (EAC), the most common subtype, and the other subtypes
(Fig. 4A, B and C). Mucinous carcinoma (MC; including gastric type,
signet-ring cell type and not otherwise specified [NOS]) tended to be
associated with worse LC when compared to the other subtypes (5-
year LC: 46.9 vs 73.0%, P = 0.183; Fig. 4D). However, no differences
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Fig. 2. Kaplan—-Meier survival curves including all patients
(n=71).

were observed in the OS and PFS rates (Fig. 4E and F). Moreover,
the prognoses associated with serous carcinoma and adenosquamous
carcinoma did not differ significantly from those associated with the
other histological types.

LC rates according to the source of ICBT were analysed, however,
there was no significant difference between the LC rates for LDR-ICBT
(including mixed-source) vs those for HDR-ICBT (5-year LC: 68.9 vs
72.5%, P =0.370).

Immunohistochemistry

In an immunohistochemical analysis, 8.5% of patients (6/71) exhib-
ited PD-L1 expression on tumor cell membranes. A log-rank analy-
sis did not reveal any significant differences in OS and PFS between
patients with and without membranous PD-L1-positive tumors (3-
year OS: 64.5% [95% CI: 52.2-76.8% ] vs 40.0% [95% CI: 0-98.2%],
P = 0.668; 3-year PFS: 40.7% [95% CI: 28.5-52.9%] vs 33.3% [95%
CI: 0-70.9%], P = 0.619; Fig. SA and B).

Tumor-infiltrating lymphocytes positive for CD8 (CD8*TILs) in
the tumor nests were observed in 83.1% of the patient biopsy samples
(59/71). Patients with CD8'TILs had a better OS rate compared
to patients without CD8" TILs (S-year OS: 53.8% [95% CI: 17.7-
67.9%] vs 23.8% [95% CI: 0-59.9%], P=0.038; Fig. SC). There was no
significant difference in the PFS rate between patients with and without
CD8" TILs (S-year PES: 37.4% [95% CI: 24.6-50.1%] vs 33.3% [95%
CI: 6.6-60.0%], P = 0.362; Fig. SD).

Prognostic factors
The OS and PFS outcomes according to age, FIGO stage, MTD, pelvic
lymph node status, tumor grade and expression of PD-L1 and CD8
were analysed using a Cox proportional hazard model (Tables 3and 4).
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The overall survival rates (A, C) and progression-free survival rates (B, D) are shown.

No strong correlations (0.5 > | r |) were observed among these fac-
tors. Univariate analyses revealed that a FIGO stage III-IVA was sig-
nificantly correlated with an unfavorable OS (P = 0.004) and PFS
(P =0.014), while a MTD > 40 mm was a significant predictor of an
unfavorable PFS (P = 0.023) and the presence of CD8'TILs was a
favorable prognostic factor for OS (P = 0.044).

In multivariate analysis (A) including all the above-mentioned fac-
tors, FIGO stage III-IVA and a MTD > 40 mm were correlated with a
worse OS (P = 0.001 and 0.003, respectively) and PFS (P = 0.006 and
0.039, respectively). In contrast, the presence of CD8" TILs was asso-
ciated with a better OS (P = 0.003) and tended to be correlated with a
better PES (P = 0.053). The administration of concurrent chemother-

apy was also a favorable predictor of OS (P = 0.024). Multivariate
analysis (B) was then performed with the inclusion of factors with
P values < 0.1 in multivariate analysis (A). Multivariate analysis (B)
revealed that the presence of CD8" TILs was a significant prognostic
factor for both OS and PFS (P = 0.002 and 0.032, respectively) in
addition to the FIGO stage and MTD.

DISCUSSION
In the present study, we evaluated 71 patients with AC of the cervix
who were treated with definitive RT and analysed the prognostic sig-
nificance of clinicopathological variables. Regarding the pathological
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subtypes, the most common subtype, EAC, was not correlated with a

better or worse LC, OS or PES. In addition, MC, including gastric type,

signet-ring cell type and NOS, were not significant predictors of LC,

OS and PFS. MC, gastric type, an aggressive tumor type with gastric

pyloric differentiation, accounts for ~30% of all cases of AC in Japanese
patients [20-22]. However, only 1 patient (1.4%) in the current study
had MC, gastric type. This difference may be attributable to the greater
likelihood that patients with MC would have undergone surgery, which
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was associated with a better prognosis relative to RT in this patient
population [23].

The histological grade did not have a significant prognostic effect in
the current study, although no recurrence or metastasis was observed in
2 patients with grade 1 disease. In contrast, another study identified the
histological grade as a significant prognostic factor [24]. Notably, 66%
of patients in the previous study were treated surgically, and the patient
characteristics differed between the studies. Accordingly, further stud-
ies are required to settle the controversy surrounding the prognostic
effect of histological grade in patients treated with RT [9].

It was previously reported that LDR- and mixed-source- ICBT
yielded better LC compared with that for HDR-ICBT [25]. In the
current study, however, no significant difference in LC rates according
to the kind of source of ICBT was observed.

Previous research has identified negative correlations between
PD-L1 expression and prognosis in patients with several kind of
malignancies [26]. Moreover, a randomized controlled trial reported
that chemoradiotherapy followed by a PD-LI inhibitor yielded
prognostic benefits in patients with locally advanced non-small cell
lung cancer [27]. Therefore, we assumed that PD-L1 expression could
lead to a poor prognosis in patients treated with RT and evaluated PD-
L1 expression on the tumor cell membranes. Although we observed
membranous PD-L1 expression in 8.5% of the patients (6/71), Heeren
et al. reported that 10-17% of cases of AC of the cervix exhibited
PD-L1 positivity [18]. We note that tumor characteristics might be
responsible for differences in positivity rates, as more advanced cases
tend to exhibit PD-L1 positivity on tumor membranes [28]. In the
present study, we did not identify a prognostic significance of PD-L1.
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Table 3. Univariate and multivariate analyses of overall survival

Overall survival

Univariate Multivariate (A) Multivariate (B)
Factor Category HR p HR P HR P
95% CI 95% CI 95% CI
Age (years) <60 1.39 0.348 1.43 0.395
>60 0.70-2.77 0.63-3.28
FIGO stage IB+1I 291 0.004 4.49 0.001 3.62 0.002
III4+IVA 1.41-6.03 1.91-10.57 1.63-8.02
MTD (mm) <40 2.19 0.086 7.59 0.003 6.06 0.003
>40 0.89-5.36 2.02-28.56 1.88-19.49
PeLN Negative 1.10 0.793 1.46 0.450
Positive 0.54-2.22 0.55-3.91
Tumor grade I+1I 1.12 0.752 0.50 0.119
I 0.55-2.30 0.21-1.20
PD-L1 Negative 1.37 0.670 0.36 0.352
Positive 0.32-5.90 0.04-3.13
CD8"TILs Negative 0.41 0.044 0.13 0.003 0.17 0.002
Positive 0.17-0.98 0.04-0.49 0.06-0.52
Concurrent No 0.67 0.266 0.32 0.024 0.43 0.043
chemotherapy Yes 0.33-1.36 0.12-0.86 0.19-0.97
HR = hazard ratio, PeLN = pelvic lymph node metastasis.
Table 4. Univariate and multivariate analyses of progression-free survival
Progression-free survival
Univariate Multivariate (A) Multivariate (B)
Factor Category HR p HR p HR p
95% CI 95% CI 95% CI
Age (years) <60 0.97 0.967 1.05 0.902
>60 0.55-1.79 0.52-2.12
FIGO stage IB+1I 2.14 0.014 2.56 0.006 2.28 0.012
III + IVA 1.16-3.94 1.30-5.05 1.20-4.32
MTD (mm) <40 2.58 0.023 3.00 0.039 3.27 0.009
>40 1.14-5.83 1.06-8.53 1.34-7.98
PeLN Negative 1.40 0.268 1.49 0.335
Positive 0.77-2.54 0.66-3.33
Tumor grade I+1I 1.26 0.475 0.80 0.556
III 0.67-2.35 0.39-1.67
PD-L1 Negative 1.30 0.621 0.62 0.497
Positive 0.46-3.66 0.16-2.45
CDS'TILs Negative 0.70 0.366 0.37 0.083 0.39 0.032
Positive 0.32-1.51 0.13-1.01 0.16-0.92
Concurrent No 1.15 0.671 0.85 0.698
chemotherapy Yes 0.61-2.14 0.38-1.92

HR = hazard ratio, PeLN = pelvic lymph node metastasis.



However, one previous study reported PD-L1 upregulation after X-ray
exposure [29]. Therefore, a future investigation of PD-L1 expression
in post-treatment biopsy samples may reveal prognostic significance.

We identified a significant correlation of the presence of CD8*TILs
in the tumor nest with better prognoses in patients with AC. Previ-
ously, Jordanova et al. surveyed intraepithelial TILs in surgically treated
UCCsandidentified the CD8" /regulatory T cell ratio as a significantly
unfavorable prognostic factor [30]. Komdeur et al. reported an asso-
ciation of the presence of tumor-reactive intraepithelial CD8* T cells
with CD103 expression and identified the prognostic impact of CD103
expression in patients who received RT [31]. Enwere et al. reported a
trend toward a favorable PFS after CCRT for UCC in patients whose
tumors contained CD8'TILs (P = 0.120). This trend was more note-
worthy in patients with tumors positive for PD-L1 (P = 0.052) [15].
In patients with AC who were treated with RT alone, Nakano et al.
performed immunohistochemistry for S-100 and CD43 and identified
a positive correlation between dendritic cell and T cell infiltration, as
well as the prognostic significance of immunologic cell infiltration in
tumor tissues. In that study, the 10-year survival rates of patients with
and without T cell infiltration were 50 and 30%, respectively (P < 0.1)
[13]. In summary, these previous studies suggest that tumor-reactive
T cell infiltration of the tumor tissues leads to a favorable prognosis,
consistent with our results.

Practically, CD8"TILs in the tumor nests, as a prognostically sig-
nificant factor, could be used to determine the subgroups that require
careful follow-up. In addition, our results support further consideration
of the addition of adjuvant immunotherapy to RT for AC. Currently,
many clinical trials are investigating the effect of RT combined with
immunotherapy for various types of malignancies [32]. Therefore, a
combination of RT with immunotherapy might improve the prognosis
of patients with AC and CD8" TILs in the tumor nests.

This study had some limitations. As this was a retrospective study
of a relatively small number of patients, considered to be an inho-
mogenous population in many aspects, we could not exclude some
potential sources of bias. Moreover, the number of clinicopathological
factors included in the multivariate analyses was limited. Our results
should be validated in alarger cohort study that also analyses additional
influential factors.

In summary, the presence of CD8"TILs in the tumor nests was
significantly correlated with favorable prognosis in patients with AC
treated with definitive RT. Although prospective validation studies
are needed, the presence of CD8'TILs has the potential to be an
independent favorable prognostic factor. Furthermore, it may help to
identify the subgroup of patients requiring careful follow-up and may
support further exploration of novel treatment strategies, including the
combination of RT with immunotherapy.

FUNDING
This work was supported by a Grant-in-Aid from the Japan Society
for the Promotion of Science (JSPS) for Scientific Research (C; Grant
number 17 K10469) and Grants-in-Aid from the Ministry of Educa-
tion, Culture, Sports, Science, and Technology of Japan for programs
for Leading Graduate Schools, “Cultivating Global Leaders in Heavy
Ion Therapeutics and Engineering’.

CD8" TILs in RT for cervical AC 283
CONFLICT OF INTEREST

None declared.

ACKNOWLEDGMENTS
The authors thank Mr. Koji Isoda (Gunma University) for his technical
assistance in performing the immunohistochemical analysis. A part
of this manuscript was presented as an oral presentation at the 61st
Annual Meeting of the Japan Society of Gynecologic Oncology, July
4-6,2019, Niigata, Japan and at the 9th Annual Meeting of the Interna-
tional Society of Radiation Neurobiology, February 15-16, 2019, Mie,

Japan.

REFERENCES

1. Torre LA, Siegel RL, Ward EM et al. Global cancer incidence and
mortality rates and trends—an update. Cancer Epidemiol Biomark-
ers Prev 2016;25:16-27.

2. Wang SS, Sherman ME, Hildesheim A et al. Cervical adenocarci-
noma and squamous cell carcinoma incidence trends among white
women and black women in the United States for 1976-2000.
Cancer 2004;100:1035-44.

3. Nataional Cancer Comprehensive Network. NCCN Guidelines:
Cervical Cancer version 4.2019. 2019.

4. Gien LT, Beauchemin MC, Thomas G. Adenocarcinoma: A
unique cervical cancer. Gynecol Oncol 2010;116:140-6.

S. Chen R-J, Lin Y-H, Chen C-A et al. Influence of histologic type
and age on survival rates for invasive cervical carcinoma in Taiwan.
Gynecol Oncol 1999;73:184-90.

6. Rose PG, Java JJ, Whitney CW et al. Locally advanced adenocar-
cinoma and adenosquamous carcinomas of the cervix compared
to squamous cell carcinomas of the cervix in Gynecologic oncol-
ogy group trials of cisplatin-based chemoradiation. Gynecol Oncol
2014;135:208-12.

7. Lee J-Y, Kim YT, Kim S et al. Prognosis of cervical cancer in
the era of concurrent Chemoradiation from National Database
in Korea: A comparison between squamous cell carcinoma and
adenocarcinoma. PLoS One 2015;10:e0144887.

8. Yokoi E, Mabuchi S, Takahashi R et al. Impact of histological
subtype on survival in patients with locally advanced cervical can-
cer that were treated with definitive radiotherapy: Adenocarcino-
ma/adenosquamous carcinoma versus squamous cell carcinoma.
J Gynecol Oncol 2017;28:e19.

9. Gadducci A, Guerrieri ME, Cosio S. Adenocarcinoma of the
uterine cervix: Pathologic features, treatment options, clini-
cal outcome and prognostic variables. Crit Rev Oncol Hematol
2019;135:103-14.

10. Galon J, Costes A, Sanchez-Cabo F et al. Type, density, and
location of immune cells within human colorectal tumors predict
clinical outcome. Science 2006;313:1960—4.

11. SuzukiY, Mimura K, Yoshimoto Y et al. Immunogenic tumor cell
death induced by Chemoradiotherapy in patients with Esophageal
squamous cell carcinoma. Cancer Res 2012;72:3967-76.

12. Yoshimoto Y, Suzuki Y, Mimura K et al. Radiotherapy-induced
anti-tumor immunity contributes to the therapeutic efficacy of



284

13.

14.

1S.

16.

17.

18.

19.

20.

21.

22.

« Y Miyasaka et al.

irradiation and can be augmented by CTLA-4 blockade in amouse
model. PLoS One 2014;9:e92572.

Nakano T, Oka K, Takahashi T et al. Roles of langerhans’
cells and T-lymphocytes infiltrating cancer tissues in patients
treated by radiation therapy for cervical cancer. Cancer 1992;70:
2839-44.

Herbst RS, Soria JC, Kowanetz M et al. Predictive correlates
of response to the anti-PD-L1 antibody MPDL3280A in cancer
patients. Nature 2014;515:563-7.

Enwere EK, Kornaga EN, Dean M et al. Expression of PD-L1 and
presence of CD8-positive T cells in pre-treatment specimens of
locally advanced cervical cancer. Mod Pathol 2017;1:1-10.
Reddy OL, Shintaku PI, Moatamed NA. Programmed death-
ligand 1 (PD-L1) is expressed in a significant number of the uter-
ine cervical carcinomas. Diagn Pathol 2017;12:1-11.

Mezache L, Paniccia B, Nyinawabera A et al. Enhanced expression
of PD L1 in cervical intraepithelial neoplasia and cervical cancers.
Mod Pathol 2015;28:1594-602.

Heeren AM, Punt S, Bleeker MC et al. Prognostic effect of
different PD-L1 expression patterns in squamous cell carci-
noma and adenocarcinoma of the cervix. Mod Pathol 2016;29:
753-63.

Kurman RJ, Carcangiu ML, Herrington CS et al. WHO Classifica-
tion of Tumors of Female Reproductive Organs, 4th edn. Lyon: WHO
Press, 2014.

Kojima A, Mikami Y, Sudo T et al. Gastric morphology and
immunophenotype predict poor outcome in mucinous adenocar-
cinoma of the uterine cervix. Am J Surg Pathol 2007;31:664-72.
Karamurzin YS, Kiyokawa T, Parkash V et al. Gastric-type endo-
cervical adenocarcinoma: An aggressive tumor with unusual
metastatic patterns and poor prognosis. Am ] Surg Pathol
2015;39:1449-57.

Nishio S, Mikami Y, Tokunaga H et al. Analysis of gastric-type
mucinous carcinoma of the uterine cervix — An aggressive tumor

23.

24.

2S.

26.

27.

28.

29.

30.

3L

32.

with a poor prognosis: A multi-institutional study. Gynecol Oncol
2019;153:13-9.

Okame S, Kojima A, Teramoto N et al. Type C2 radical hysterec-
tomy may improve outcomes of locally advanced mucinous ade-
nocarcinoma of the uterine cervix. Int ] Clin Oncol 2016;21:723-9.
Baalbergen A, Ewing-Graham PC, Hop WCJ et al. Prognostic
factors in adenocarcinoma of the uterine cervix. Gynecol Oncol
2004;92:262-7.

Nakano T, Arai T, Morita S et al. Radiation therapy alone for
adenocarcinoma of the uterine cervix. Int | Radiat Oncol Biol Phys
1995;32:1331-6.

Wang J, Yu M, Guan S et al. Prognostic significance of PD-L1
in solid tumors: An updated meta-analysis. Medicine (Baltimore)
2017;96:e6369.

Antonia SJ, Villegas A, Daniel D et al. Durvalumab after chemora-
diotherapy in stage III non-small-cell lung cancer. N Engl ] Med
2017;377:1919-29.

Meng Y, Liang H, Hu J et al. PD-L1 expression correlates
with tumor infiltrating lymphocytes and response to neoadjuvant
chemotherapy in cervical cancer. ] Cancer 2018;9:2938-45.

Sato H, Niimi A, Yasuhara T et al. DNA double-strand break repair
pathway regulates PD-L1 expression in cancer cells. Nat Commun
2017;8:1751.

Jordanova ES, Gorter A, Ayachi O et al. Human leukocyte anti-
gen class I, MHC class I chain-related molecule a, and CD8+-/
regulatory T-cell ratio: Which variable determines survival of cer-
vical cancer patients? Clin Cancer Res 2008;14:2028-35.
Komdeur FL, Prins TM, van de Wall S et al. CD103+ tumor-
infiltrating lymphocytes are tumor-reactive intraepithelial CD8+
T cells associated with prognostic benefit and therapy response in
cervical cancer. Oncoimmunology 2017;6:1-14.

Kang J, Demaria S, Formenti S. Current clinical trials testing the
combination of immunotherapy with radiotherapy. ] Immunother
cancer 2016;4:51.



	Treatment outcomes of patients with adenocarcinoma of the uterine cervix after definitive radiotherapy and the prognostic impact of tumor-infiltrating CD8+ lymphocytes in pre-treatment biopsy specimens: a multi-institutional retrospective study
	INTRODUCTION 
	PATIENTS AND METHODS 
	Patient and tumor characteristics
	Treatment
	Follow-up and assessment of clinical outcomes
	Immunohistochemical analysis
	Statistical analysis

	RESULTS 
	Clinical outcomes
	Immunohistochemistry
	Prognostic factors

	DISCUSSION 
	FUNDING 
	CONFLICT OF INTEREST 


