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The number of women who survive gynecologic cancers and
are under surveillance is expected to increase as a result of
improvements in the detection and treatment of these malignancies.
Therefore, it is necessary to put systems in place for appropriate
follow-up in a cost-effective manner so that members of the health
care team can ensure the early identification of recurrent disease,
improve the management of symptoms related to initial therapies,
and provide short- and long-term psychosocial support.1

Endometrial Cancer
With an estimated 62,000 new cases in the United States in 2019,
endometrial cancer is the most commonly diagnosed cancer of the
female reproductive tract. Approximately 2-5% of these cases may
be attributable to inheritance of a mutation in DNA mismatch
repair genes (Lynch syndrome).2 Fortunately, endometrial cancer
is often diagnosed at an early stage, and, therefore, has a greater
than 80% five-year overall survival rate. In general, the majority
of patients can be managed with surgery, with or without
adjuvant radiation or chemotherapy. The Society of Gynecologic
Oncology (SGO) recommends an intensive follow-up schedule
of every 3-6 months in the first 2-3 years,3 since most studies
indicate that recurrence risk is higher in this initial time period.4
The majority of patients with recurrent disease develop symptoms
such as vaginal bleeding, lethargy and weight loss. Therefore, a
thorough history should be taken at each visit to ensure that no
new, suspicious symptoms have developed. In addition, since
the most likely location for recurrence is at the vaginal cuff
where the disease may be curable, physical examination that
includes visualization of the upper vagina and digital vaginal and
rectal palpation is critical at surveillance visits. At this time, any
suspicious areas identified can be sampled. Routine upper vaginal
pap smears, however, are not recommended.5 Based on the low
risk of recurrence, it is appropriate for many low-risk patients
to return to their general gynecologist for follow-up visits, even
in the first few years of survivorship. Patients may also elect
to alternate visits between their gynecologist and gynecologic
oncologist, easing the burden of travel for those who live long
distances from their treating oncologist. There is no routinely

recommended blood test or imaging test for surveillance in
endometrial cancer survivors, but tests should be ordered based
on reported symptoms.

Ovarian Cancer
Ovarian cancer, which also includes as a disease entity fallopian
tube cancer and primary peritoneal cancer, is a less common
disease, representing only about 1.3% of all cancers diagnosed
in the United States in 2019. It is, however, more deadly.
Because most patients initially present at advanced stage, it has
an overall 5-year survival rate of under 50%.6 All patients with
this diagnosis (except mucinous ovarian cancer) should undergo
germline genetic testing, as 20-25% of cases may be attributable
to a genetic mutation. After surgery and chemotherapy, most
patients experience clinical remission, but as many as 80% of
advanced stage patients will experience a recurrence. This statistic
highlights the importance of gynecologic follow-up visits as,
even in the setting of recurrence, many patients will have an
excellent response to second-line therapy. Moreover, given the
impressive 70% improvement in progression-free survival that has
been demonstrated with poly (adenosine diphosphate–ribose)
polymerase (PARP) inhibitors in the upfront maintenance
setting for patients carrying BRCA germline or somatic tumor
mutations,7 the number of patients in active surveillance for a
longer period of time may increase. As in endometrial cancer,
a thorough history and physical exam should be performed at
surveillance visits, including a pelvic examination. Use of CA125 blood tests should be discussed with patients in surveillance,
especially if this marker was elevated at the time of diagnosis,3 but
detecting an ovarian cancer chemical recurrence early by CA-125
will, unfortunately, not change the overall survival of the patient.
Routine “surveillance” imaging with CT or ultrasound, is also not
recommended in asymptomatic patients.1 Given the complexity
and challenging nature of ovarian cancer, these patients should
follow with their gynecologic oncologist every 3-4 months for the
first two years, and then every 4-6 months until five years post
treatment, at which time they may transition back to the care of a
general gynecologist if they remain disease free.3
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Cervical Cancer

Vulvar and Vaginal Cancers

The rate of cervical cancer has dramatically decreased secondary
to routine cervical pap smear testing.8 Still, 13,000 new cases
were identified and over 4,000 deaths occurred in the United
States in 2019.6 As the uptake of HPV vaccination increases, the
rate of cervical cancer will hopefully continue to decline. While
many cervical cancers are found at an early stage, often with only
microscopic foci of disease, stage 3 and 4 cervical cancer makes
up approximately 50% of cases diagnosed.6 The most typical time
for recurrence is within the first 24-48 months after definitive
therapy.9 Therefore, closer interval follow-up of every 3-6 months
during that time is recommended.3 This visit should include
evaluation for symptoms of recurrence and especially focus on
pain, leg swelling, new vaginal bleeding and weight loss. Both
visual examination and digital vaginal and rectal palpation should
be performed. Vaginal pap smears may provide early detection
of lower genital tract disease, but should be limited to once a
year. Any abnormal appearing area should be directly biopsied.
Surveillance pap smears may be unsatisfactory or show atypical
cells consistent with radiation change if the patient received
definitive radiation. It is recommended that colposcopy be
performed only for findings on cytology of greater than low-grade
changes.10

Vaginal and vulvar carcinomas remain exceedingly rare and, as
in cervical carcinoma, HPV infection is thought to play a large
role in their development.11,12 Standard therapies involve surgical
resection and/or directed radiation therapy. Early stage disease
generally has good outcomes, while distant or recurrent disease
has a very poor prognosis. Due to the rarity of these malignancies,
few long-term surveillance strategies have been published and
the National Comprehensive Cancer Network (NCCN) only
provides site-specific guidelines for vulvar cancer.13 We perform
a physical examination with detailed symptom elicitation every
3-6 months for the first two years, followed by visits at increasing
intervals.3 Smoking cessation should be recommended. Of note,
vulvar and vaginal recurrences may not be true “recurrences” at
all, but instead arise from new areas of primary disease, since
dysplasia is often multifocal and may arise in any area of the
female genital tract.14 Therefore, careful examination of the vulva
and vagina is warranted at visits, and acetic acid and/or Lugol’s
iodine application should be considered.

Many patients will have long-term sequelae from radiation to the
vagina and pelvis, such as bladder and bowel dysfunction, vaginal
stenosis, dryness, dyspareunia and lymphedema. Surveillance
visits should be used to identify these issues and address them
appropriately. Routine imaging without clinical indication is not
recommended.

Summary
As the numbers of cancer survivors increase, it becomes increasingly important to be aware of recommended
guidelines for survivorship care. We also need to ensure that adequate follow-up instructions and survivorship
care plans are provided to patients as they transition back into the care of non-specialist providers. Patients whose
cancers are attributable to inheritance of a genetic mutation may need to undergo surveillance for other cancers in
the genetic syndrome. An additional concern is that the prevalence of sexual dysfunction in cancer survivors is high
and often underreported. Therefore, we should make it a priority to discuss sexual health resources and therapies
with our patients.15 Patients who have undergone radiation therapy are also at risk of developing pelvic fractures,
which makes attention to bone mineral density testing and pharmacologic intervention to prevent osteoporosis
important.16 With improvements in therapies and knowledge, combined with open lines of communication between
patients and their providers, and these providers with each other, we may be able to help our patients thrive as well
as survive after a cancer diagnosis and treatment.
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Summary of Best Practices for Cancer Surveillance
Cancer Type

Clinical Exam

Pap Smear

Routine Imaging

CA-125

Endometrial

Visualization of vaginal cuff
and digital vaginal and rectal
examination

No

No

Yes, if elevated
prior to surgery

Ovarian

Visualization of vaginal cuff
and digital vaginal and rectal
examination

No

No

Yes, if elevated
prior to surgery

Cervical

Digital vaginal and rectal
examination

Yes – annually.
Colposcopy if > LGSIL

No

No

Vulva/Vagina

Exam with acetic acid or Lugol’s

Yes

No

No

» Tobacco cessation counseling and/or medications should be offered to all patients with cancers
» Sexual dysfunction is common. Discuss openly and offer resources.
» Discuss weight management, good nutrition and exercise
» Ensure genetic testing is performed in appropriate patients if not done previously
»W
 ith increased survival, many patients may graduate from care by their oncologist to resume long-term care with their
primary gynecologist.

To schedule a patient, e-mail us at womenshealth@uchospitals.edu
or call 773-702-6118
Urgent appointments are also available.
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GYNECOLOGIC
CANCER FOLLOW-UP
Referrals and consultations
Call 773-702-6118
Email womenshealth@uchospitals.edu
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Advanced Medicine (DCAM)
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nklee@bsd.uchicago.edu

slindau@bsd.uchicago.edu

Hyde Park
New Lenox

Hyde Park

Kathryn Mills, MD
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Joseph Bolivar DeLee Professor
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1850 Silver Cross Blvd.
New Lenox, IL 60451
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14290 S. La Grange Road
Third Floor
Orland Park, IL 60462

Schererville

222 Indianapolis Blvd.
Schererville, IN 46375

Associate Professor of
Obstetrics and Gynecology

Assistant Professor
of Obstetrics and Gynecology

Associate Professor
of Obstetrics and Gynecology

kmills@bsd.uchicago.edu

jmoroney@bsd.uchicago.edu
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Orland Park
Schererville

Josephine Kim, MD

Katherine Kurnit, MD, MPH

Assistant Professor
of Obstetrics and Gynecology

20201130

Professor of Obstetrics and
Gynecology and Medicine-Geriatrics

Assistant Professor
of Obstetrics and Gynecology
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Society of Gynecologic Oncology
SGO

Five Things Physicians
and Patients Should Question
Don’t screen low-risk women with CA-125 or ultrasound for ovarian cancer.

1

CA-125 and ultrasound in low risk, asymptomatic women have not led to diagnosis of ovarian cancer in earlier stages of disease or reduced ovarian
cancer mortality. False positive results of either test can lead to unnecessary procedures, which have risks of complication.

2
3
4

Don’t perform Pap tests for surveillance of women with a history of
endometrial cancer.
Pap testing of the top of the vagina in women treated for endometrial cancer does not improve detection of local recurrence. False positive Pap
smears in this group can lead to unnecessary procedures such as colposcopy and biopsy.

Don’t perform colposcopy in patients treated for cervical cancer with Pap
tests of low-grade squamous intraepithelial lesion (LGSIL) or less.
Colposcopy for low-grade abnormalities in this group does not detect recurrence unless there is a visible lesion and is not cost effective.

Avoid routine imaging for cancer surveillance in women with gynecologic
cancer, speci ically ovarian, endometrial, cervical, vulvar and vaginal
cancer.
Imaging in the absence of symptoms or rising tumor markers has shown low yield in detecting recurrence or impacting overall survival.

5

Don’t delay basic level palliative care for women with advanced or
relapsed gynecologic cancer, and when appropriate, refer to specialtylevel palliative medicine.
There is now an evidence-based consensus among physicians who care for cancer patients that palliative care improves symptom burden and quality
of life. Palliative care empowers patients and physicians to work together to set appropriate goals for care and outcomes. Palliative care can and
should be delivered in parallel with cancer-directed therapies in appropriate patients.

These items are provided solely for informational purposes and are not intended as a substitute for consultation with a medical professional. Patients with any specific questions about the items
on this list or their individual situation should consult their physician.

Released October 31, 2013

How This List Was Created
The Society of Gynecologic Oncology (SGO) created a “Cost of Care” workgroup in response to the ABIM Foundation’s Choosing Wisely® campaign.
Workgroup members are comprised of the Society’s clinical practice committee made up of gynecologic oncologists, medical oncologists, nurse practitioners,
pharmacists and other allied health providers. A literature review was conducted to identify areas of overutilization or unproven clinical benefit and areas of
underutilization in the presence of evidence-based guidelines. The workgroup then evaluated these data and presented a list of five topics to the membership
of the clinical practice committee and then to the SGO Board of Directors for approval. The five selected interventions were agreed upon as the most important
components for women with gynecologic malignancies and their providers to consider.
SGO’s disclosure and conflict of interest policy can be found at www.sgo.org.
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