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Abstract

Background
Cervical cancer remains a major global health burden despite high cure rates in early-stage disease. A
substantial proportion of patients still develop recurrence within the first years after primary treatment.
Recurrence patterns and their impact on survival remain incompletely characterized across FIGO stages.

Objective
To characterize recurrence patterns and treatment strategies in patients with recurrent cervical cancer,
and to evaluate their impact on recurrence-free survival and overall survival after recurrence across FIGO
stages.

Methods
This retrospective cohort study was conducted at a multidisciplinary gynecologic tumor center in
Frankfurt, Germany. Patients discussed at the tumor board between January 2016 and December 2023
were screened, and patients with recurrent cervical cancer were followed through December 2025. Time
from primary treatment to recurrence and post-recurrence overall survival were analyzed using Kaplan–
Meier methods and log-rank tests. Univariable and multivariable Cox proportional hazards regression
analyses were performed to identify factors associated with post-recurrence survival.

Results
Fifty-nine patients with recurrent cervical cancer were included. The median time to recurrence was 23
months (IQR, 12.5–45). Post-recurrence survival differed significantly by FIGO stage (log-rank p = 0.02),
with 2-year survival of 57.4% in stage I and 0% in stage IV disease. In univariable Cox regression, higher
FIGO stage was associated with increased mortality after recurrence (HR 1.373, 95% CI 1.022–1.844; p 
= 0.035), remaining significant after adjustment for tumor grade (HR 1.414, 95% CI 1.065–1.877; p = 
0.016). Tumor grade was not independently associated with survival. Recurrence site showed a trend
toward association with FIGO stage (p = 0.07), with more extrapelvic recurrences in advanced-stage
disease. Adnexal management was associated with recurrence site (p = 0.03); extrapelvic recurrence
occurred in 76.5% of patients undergoing ovariopexy. Neither ovariopexy nor salpingo-oophorectomy
was associated with post-recurrence survival

Conclusions
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Initial FIGO stage was independently associated with survival after cervical cancer recurrence, with
advanced-stage disease associated with poorer post-recurrence outcomes. Adnexal management was
associated with recurrence pattern but not with survival after recurrence. These findings highlight the
prognostic importance of initial disease extent and support individualized surveillance and counseling in
patients at risk of recurrence. Larger multicenter studies are warranted to clarify the prognostic role of
recurrence timing, recurrence site, and adnexal management.

1. Introduction
Cervical cancer (CC) is one of the most common causes of cancer-related death among women
worldwide [1,2]. Nevertheless, despite advances in screening, detection, and treatment of cervical
lesions, CC is still a growing global burden and a major public health problem [3–5]. Indeed, primary
treatment achieves high cure rates in early-stage disease [6,7]. Specifically, cure rates reach
approximately 95% in early-stage CC and 40–60% in locally advanced disease [8]. However, despite
these results, patients remain at high risk of pelvic recurrence or distant metastasis within the first few
years after primary treatment [9]. Recurrent CC is defined as local tumor regrowth or, alternatively, as the
development of nodal or distant metastases. In particular, recurrence must occur at least six months
after complete regression of the primary lesion [9–12]. In this context, treatment decisions should
always be discussed within a multidisciplinary team. Recurrence rates, indeed, could vary depending on
primary treatment modality. After primary surgery, recurrence occurs in less than 30% of cases [13].
Conversely, fertility-sparing radical trachelectomy is associated with a considerably lower rate, of only 4%
[13]. Similarly, patients previously treated with concomitant chemoradiotherapy show a recurrence rate
of 32% [14,15]. Moreover, adjuvant therapy after radical hysterectomy also shapes recurrence patterns.
Accordingly, a recent meta-analysis compared adjuvant chemotherapy with adjuvant radiotherapy or
concurrent chemoradiotherapy, in 5,052 patients treated across 16 studies [16]. Notably, adjuvant
chemotherapy was associated with lower distant recurrence and, additionally, with better overall and
disease-free survival. Generally, these findings suggest that adjuvant treatment choice may influence
both recurrence risk and recurrence pattern. Furthermore, an Italian multicenter retrospective study, of
327 women with recurrent CC, found that the most frequent recurrence sites are local, on the vaginal
vault, and regional [17]. Likewise, the most frequent recurrence site after radical surgery was central-
pelvic [18].  Indeed, central-pelvic recurrences account for approximately 30–45% of all CC relapses.
Given, therefore, the substantial impact of recurrence on prognosis, on treatment-related morbidity, and
on long-term quality of life, a thorough understanding of recurrence patterns and risk factors remains
essential to guide clinical decision-making. In this context, we conducted a retrospective cohort study,
over a 10-year period, at a multidisciplinary gynecologic tumor center in Germany. Specifically, this study
aimed to characterize recurrence patterns and post-recurrence outcomes in patients with recurrent
cervical cancer and to evaluate factors associated with recurrence-free survival and overall survival after
recurrence across FIGO stages.

2. Materials and Methods
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2.1. Study Design and Population
This retrospective cohort study was conducted at the Department of Gynecology and Obstetrics of
Johann Wolfgang Goethe University of Frankfurt, Germany, with a follow-up period of 10 years. All
patients discussed at the multidisciplinary gynecologic tumor board between January 2016 and
December 2023 were screened. Patients with a diagnosis of cervical cancer were identified, and their
medical records were reviewed. Among these, patients presenting with disease recurrence during the
study period were selected and followed up until December 2025. Patients with persistent disease or
without a disease-free interval after primary treatment were excluded. Additional exclusion criteria were:
age younger than 18 years; loss to follow-up; concurrent malignancy; metastasis to the cervix originating
from another primary tumor; cancer of unknown primary (CUP) syndrome; and histology other than
adenocarcinoma and/or squamous cell carcinoma (Fig. 1).

2.2. Treatment Protocol
All patients were discussed at the multidisciplinary tumor board, and treatment was administered
according to the German guidelines for the management of cervical cancer [19]. Treatment strategies
applied between 2016 and 2023 are summarized as follows. All patients underwent radiological staging
with computed tomography (CT) of the thorax and abdomen and magnetic resonance imaging (MRI) of
the pelvis. Patients without evidence of distant metastasis underwent laparoscopic pelvic
lymphadenectomy for surgical staging; in selected low-risk cases, sentinel lymph node biopsy was
performed instead. In cases of positive pelvic lymph nodes, para-aortic lymphadenectomy was
additionally performed. Patients with tumors larger than 4 cm, parametrial infiltration, or positive lymph
nodes received concurrent chemoradiotherapy. When intraoperative frozen-section analysis showed
negative pelvic lymph nodes, radical hysterectomy was performed, either laparoscopically or via open
laparotomy. Patients with R1 resection received postoperative brachytherapy. In premenopausal patients
with squamous cell carcinoma, ovarian preservation was attempted; ovarian transposition (ovariopexy)
was performed when adjuvant radiotherapy was anticipated. In cases of pelvic recurrence, concurrent
chemoradiotherapy was administered. For extrapelvic recurrence, treatment consisted of surgical
resection of oligometastatic disease and/or systemic therapy with carboplatin or cisplatin plus paclitaxel
and bevacizumab (in the absence of contraindications); pembrolizumab was added in selected cases.
Local radiotherapy was additionally administered when clinically indicated. Further treatment options,
selected according to imaging findings, clinical presentation, and disease course, included surgery,
stereotactic body radiotherapy (SBRT) or ablative procedures, pelvic exenteration, and immunotherapy
with pembrolizumab or cemiplimab.

2.3. Outcome Measures
The primary outcomes were recurrence-free survival and post- recurrence, both assessed according to
FIGO stage (version 2018) at diagnosis [20]. Secondary outcomes included the anatomical site of

Page 5/19



recurrence (pelvic versus extrapelvic) and its association with survival, and the influence of surgical
approach, extent of adnexal surgery and radicality of hysterectomy, on recurrence pattern.

2.4. Statistical Analysis
Statistical analyses were performed using SPSS software (version 28.0; IBM Corp., Armonk, NY, USA).
The normality of continuous variables, including age, was assessed using the Shapiro–Wilk test,
skewness, and kurtosis. Normally distributed continuous variables were compared using Student’s t-test
and are presented as mean ± standard deviation (SD), whereas non-normally distributed variables were
compared using the Mann–Whitney U test and are presented as median with interquartile range (IQR).
Categorical variables were compared using the chi-square test or Fisher’s exact test, as appropriate.

Time from primary treatment to recurrence was assessed using Kaplan–Meier methods. Post-
recurrence overall survival was calculated from the date of recurrence to death or the last available
follow-up and estimated using the Kaplan–Meier method. Survival distributions according to FIGO stage
and other relevant clinical characteristics were compared using the log-rank test.

Univariable Cox proportional hazards regression analyses were performed to evaluate the association of
clinical, pathological, and treatment-related variables with post-recurrence overall survival. Variables
considered included FIGO stage, tumor grade, lymphatic and vascular invasion, lymph-node status,
salpingo-oophorectomy, and ovariopexy. Variables with clinical relevance and/or evidence of association
in univariable analysis were considered for multivariable Cox regression. The final multivariable model
included FIGO stage and tumor grade. Hazard ratios (HRs) with corresponding 95% confidence intervals
(CIs) were reported.

Associations between FIGO stage, recurrence site, and adnexal management were assessed using
appropriate categorical-data tests. All statistical tests were two-sided, and a p-value < 0.05 was
considered statistically significant.

2.5. Ethical Considerations
The study was approved by the Ethics Committee of Frankfurt am Main University Hospital (approval no.
2023 − 1151) and was conducted in accordance with the principles of the Declaration of Helsinki.
Informed consent was obtained from all patients prior to inclusion in the study.

3. Results

3.1. Patient and Tumor Characteristics
Of 243 patients discussed at the multidisciplinary tumor board for cervical cancer, 215 had
adenocarcinoma or squamous cell carcinoma and met the histological inclusion criteria; 169 of these
had complete long-term follow-up data available. After excluding patients with disease progression
without a disease-free interval (n = 20) and patients without recurrence (n = 90), 59 patients with
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recurrent cervical cancer were included in the analysis (Fig. 1). The median age at diagnosis was 47
years (mean 48.1 ± 13.5 years, 95% CI 44.6–51.6), and the mean body mass index was 24.7 ± 5.5 kg/m².
FIGO stage at diagnosis was distributed as follows: stage I, n = 19 (32.2%); stage II, n = 10 (16.9%); stage
III, n = 23 (39.0%); and stage IV, n = 7 (11.9%). Squamous cell carcinoma was the predominant histology
(n = 51, 86.4%), followed by adenocarcinoma (n = 5, 8.5%) and adenosquamous carcinoma (n = 3, 5.1%).
As first-line treatment, 34 patients (57.6%) underwent radical hysterectomy and 25 patients (42.4%)
received primary chemoradiotherapy. The proportion of patients treated with radical hysterectomy
decreased with increasing FIGO stage (stage I, 94.7%; stage II, 60.0%; stage III, 43.5%; stage IV, 0%), while
primary chemoradiotherapy use increased accordingly (stage I, 5.3%; stage II, 40.0%; stage III, 56.5%;
stage IV, 100%). Patients required a mean of 3.8 ± 2.5 tumor board discussions regarding treatment
decisions over the course of their disease, with no substantial difference across FIGO stages (stage I,
3.8 ± 2.3; stage II, 4.9 ± 3.5; stage III, 3.7 ± 2.5; stage IV, 3.1 ± 1.7). Patient and tumor characteristics are
summarized in Table 1.
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Table 1
Baseline Demographic, Histopathologic, and Treatment Characteristics of the Study Population,

Stratified by FIGO Stage Data are presented as n (%) or mean ± standard deviation (95% confidence
interval), as appropriate. Percentages in the surgical approach subgroup are calculated relative to the

number of patients who underwent radical hysterectomy within each FIGO stage. CI, confidence interval;
FIGO, International Federation of Gynecology and Obstetrics; SD, standard deviation.

Characteristic FIGO I

(n = 19)

FIGO II

(n = 10)

FIGO III

(n = 23)

FIGO IV

(n = 7)

Total

(N = 59)

Histopathology, n (%)          

Squamous cell carcinoma 15 (78.9) 10
(100.0)

20 (87.0) 6 (85.7) 51 (86.4)

Adenocarcinoma 3 (15.8) 0 (0.0) 2 (8.7) 0 (0.0) 5 (8.5)

Adenosquamous carcinoma 1 (5.3) 0 (0.0) 1 (4.3) 1 (14.3) 3 (5.1)

First-line treatment, n (%)          

Radical hysterectomy 18 (94.7) 6 (60.0) 10 (43.5) 0 (0.0) 34 (57.6)

Primary chemoradiotherapy 1 (5.3) 4 (40.0) 13 (56.5) 7 (100.0) 25 (42.4)

Surgical approach among patients
undergoing radical hysterectomy,
n (%)

         

Minimally invasive 7 (38.9) 1 (16.7) 1 (10.0) — 9 (26.5)

Open (laparotomy) 11 (61.1) 5 (83.3) 9 (90.0) — 25 (73.5)

Patient characteristics, mean ± SD          

Age at diagnosis, years (95% CI) 47.16 ± 
16.56

(39.18–
55.14)

49.30 ± 
8.95

(42.90–
55.70)

47.87 ± 
14.27

(41.70–
54.04)

49.71 ± 
8.20

(42.13–
57.30)

48.10 ± 
13.51

(44.58–
51.62)

Body mass index, kg/m² 26.51 ± 
5.00

24.27 ± 
7.49

23.68 ± 
3.94

24.20 ± 
7.33

24.71 ± 
5.50

Tumor board discussions, n 3.8 ± 2.3 4.9 ± 3.5 3.7 ± 2.5 3.1 ± 1.7 3.8 ± 2.5

3.2. Survival Outcomes After Recurrence
The interval from primary treatment to recurrence ranged from 4 to 458 months, with a median of 23
months (IQR, 12.5–45). Median time to recurrence varied across FIGO stages: 35 months (IQR, 2.5–61.5)
for stage I, 16 months (IQR, 12.25–23.75) for stage II, 17 months (IQR, 10.5–28) for stage III, and 36
months (IQR, 17–81) for stage IV (Fig. 2; Table 2).
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Table 2
Recurrence-Free Survival and Overall Survival After Recurrence, Stratified by FIGO Stage Data are

presented as median (interquartile range, IQR) [minimum–maximum], % (standard error, SE), or mean ± 
standard deviation (SD), as appropriate. Range was not reported for the overall cohort. FIGO, International

Federation of Gynecology and Obstetrics.
Characteristic FIGO I

(n = 19)

FIGO II

(n = 10)

FIGO III

(n = 23)

FIGO IV

(n = 7)

Total

(N = 59)

Time-to-event outcomes,
months, median (IQR) [range]

         

Recurrence-free survival 35

(20.50–
61.50)

[4–157]

16

(12.25–
23.75)

[8–458]

17

(10.50–
28.00)

[4–113]

36

(17.00–
81.00)

[12–300]

23

(12.50–
45.00)

Survival after recurrence 28

(12.50–
52.50)

[1–114]

17.50

(12.25–
21.25)

[2–42]

14

(5.00–
25.00)

[1–54]

8

(4.00–
19.00)

[2–21]

17

(5.50–
28.50)

Overall survival rate following
recurrence, % (SE)

         

2-year 57.4
(11.5)

23.3
(14.3)

30.4 (9.6) 0.0 (—) 35.4 (6.4)

3-year 51.0
(11.8)

11.7
(10.9)

20.3 (8.7) — 26.7 (6.2)

Post-recurrence survival differed significantly according to FIGO stage (log-rank p = 0.02; Fig. 3). Median
survival after recurrence was 28 months (IQR, 12.5–52.5) for stage I, 17.5 months (IQR, 12.25–21.25) for
stage II, 14 months (IQR, 5–25) for stage III, and 8 months (IQR, 4–19) for stage IV, with a median of 17
months (IQR, 5.5–28.5) for the overall cohort. The estimated 2-year post-recurrence survival was 57.4%
for stage I, while no patient with stage IV disease remained alive at 2 years.

In univariable Cox regression, increasing FIGO stage was associated with a higher hazard of death after
recurrence (HR 1.373, 95% CI 1.022–1.844; p = 0.035). This association remained significant after
adjustment for tumor grade (HR 1.414, 95% CI 1.065–1.877; p = 0.016), corresponding to an
approximately 41% increase in the hazard of death for each one-stage increase in FIGO stage.

3.3 Factors Associated with Post-Recurrence Survival
Cox proportional hazards regression was performed to identify factors associated with overall survival
after cervical cancer recurrence. In univariable analyses, FIGO stage was significantly associated with
post-recurrence survival. No significant associations with post-recurrence survival were observed for
lymph-node status (N(0,1,2): HR 0.804, 95% CI 0.557–1.163; p = 0.247), lymphatic invasion (LVSI: HR
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0.632, 95% CI 0.310–1.286; p = 0.205), vascular invasion (HR 0.918, 95% CI 0.406–2.074; p = 0.836),
salpingo-oophorectomy (HR 1.094, 95% CI 0.719–1.664; p = 0.674), or ovariopexy (HR 0.777, 95% CI
0.413–1.462; p = 0.435).

Based on the univariable analyses and clinical relevance, FIGO stage and tumor grade were entered into
a multivariable Cox regression model. The overall model was statistically significant (likelihood-ratio χ² =
7.645, df = 2; p = 0.022). After adjustment for tumor grade, FIGO stage remained significantly associated
with post-recurrence survival (HR 1.414, 95% CI 1.065–1.877; p = 0.016).

3.4 Recurrence Site and Associated Outcomes
Survival after recurrence also varied by anatomical site of relapse. Pelvic recurrence was associated with
the longest median survival (33.5 months, SE 10.9), whereas simultaneous hepatic and pulmonary
metastases were associated with the shortest (15 months, SE 6.3). Median survival for other recurrence
sites was as follows: lung, 18 months; thoracic and cervical lymph nodes, 25 months; brain, 28 months;
peritoneal carcinomatosis, 28.8 months; and bone, 32 months. When recurrence sites were grouped as
pelvic (local/regional) versus extrapelvic (distant), pelvic recurrence was associated with a longer
median survival than extrapelvic recurrence; this difference was not statistically significant (log-rank p = 
0.7). Pelvic recurrences also tended to occur later than extrapelvic recurrences. The 5-year survival after
recurrence was 26.7% (SE 11.4%) for pelvic recurrence versus 17.2% (SE 1.2%) for extrapelvic
recurrence, a difference that did not reach statistical significance (p = 0.7). The distribution of recurrence
site also varied by FIGO stage. In FIGO stage I, pelvic and extrapelvic recurrences occurred with equal
frequency (50% each); the proportion of extrapelvic recurrence was higher in FIGO stage II (62.5%) and
FIGO stage III (92.9%), although this trend did not reach statistical significance (p = 0.07). Patients who
underwent bilateral salpingo-oophorectomy had a higher rate of pelvic than extrapelvic recurrence
(56.3% vs. 43.8%). Among patients who underwent salpingectomy (with or without ovariopexy),
extrapelvic recurrence predominated (15% pelvic vs. 85% extrapelvic). Among patients who underwent
neither procedure, the distribution was 37.5% pelvic versus 62.5% extrapelvic. This difference between
groups was statistically significant (p = 0.03). Among patients who underwent ovariopexy specifically,
the rate of extrapelvic recurrence increased further, to 76.5%.

3.4. Surgical Approach and Radicality
Among the 34 patients who underwent radical hysterectomy as primary treatment, a minimally invasive
approach was used in 9 patients (26.5%) and open surgery in 25 patients (73.5%) (Table 1). The
proportion of minimally invasive surgery decreased with increasing FIGO stage: 38.9% (7/18) in stage I,
16.7% (1/6) in stage II, and 10.0% (1/10) in stage III; no patients with stage IV disease underwent radical
hysterectomy.

4. Discussion
This study examined recurrence patterns and survival outcomes in patients with recurrent cervical
cancer treated and followed over a ten-year period. In our cohort, patients who developed recurrence
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required a median of three tumor board discussions before a change in treatment was made (range, 2–
10). This may reflect the relatively limited number of systemic and local treatment options available for
recurrent cervical cancer compared with other gynecologic malignancies, such as ovarian cancer, where
treatment frequently involves multiple lines and increasingly targeted therapies [21–24].

Most recurrences in our cohort occurred in patients initially diagnosed with FIGO IB1 disease. This
finding is clinically relevant in the context of the SHAPE trial [25], which demonstrated that simple
hysterectomy can be safely considered in carefully selected patients with low-risk, early-stage cervical
cancer. However, the occurrence of recurrence even after radical surgery in early-stage disease
emphasizes that the extent of surgical resection alone does not determine recurrence risk. Tumor
biology and individual patient characteristics may play an important role in determining recurrence [26–
28]. These findings support careful patient selection and individualized treatment rather than relying on
FIGO stage alone.

FIGO stage emerged as the most consistent prognostic factor for post-recurrence survival. Increasing
FIGO stage was associated with poorer survival in both Kaplan–Meier analysis (log-rank p = 0.02) and
Cox regression. In the multivariable model, each one-stage increase in FIGO stage was associated with a
41% higher hazard of death after recurrence (HR 1.414, 95% CI 1.065–1.877; p = 0.016). These findings
suggest that the extent of disease at initial diagnosis may retain prognostic relevance even after
recurrence has occurred. This is consistent with a previous study of 151 patients with recurrent cervical
cancer, in which FIGO stage was identified as an independent prognostic factor for survival after
recurrence [29].

Nevertheless, the prognostic role of initial FIGO stage after recurrence has not been consistently
demonstrated. Other large studies have identified recurrence-specific characteristics, particularly
disease-free interval, recurrence pattern, and treatment received at recurrence, as important
determinants of post-recurrence survival [30,31]. Differences between studies may reflect variations in
patient populations, initial treatment, recurrence characteristics, and access to salvage therapy. These
findings emphasize that prognosis after recurrence is likely determined by a combination of the initial
disease burden and the biological and anatomical characteristics of the recurrent disease.

Tumor grade showed a borderline association with post-recurrence survival in univariable analysis (HR
1.688, 95% CI 0.984–2.893; p = 0.057), but this association was not maintained after adjustment for
FIGO stage (HR 1.372, 95% CI 0.839–2.243; p = 0.207). Lymphatic and vascular invasion, lymph-node
status, salpingo-oophorectomy, and ovariopexy were likewise not significantly associated with post-
recurrence survival. These negative findings should be interpreted cautiously given the limited sample
size and statistical power of the cohort. In particular, the absence of an association with post-recurrence
survival does not exclude a potential relationship between adnexal management and the anatomical
pattern of recurrence.

In our cohort, adnexal management was significantly associated with recurrence site, with extrapelvic
recurrence observed in 76.5% of patients who underwent ovariopexy (p = 0.03). However, this finding
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should not be interpreted as evidence that ovariopexy causes extrapelvic recurrence. The retrospective
design, small subgroup size, and potential confounding by age, FIGO stage, tumor characteristics, and
treatment limit causal interpretation. Furthermore, recurrence pattern and survival after recurrence
represent distinct clinical outcomes; an association with recurrence location does not necessarily
translate into poorer post-recurrence survival.

The main strengths of this study include the relatively long follow-up through December 2025, allowing
assessment of mature survival outcomes, and the consistent multidisciplinary tumor board setting.
However, several limitations should be acknowledged. The retrospective, single-center design limits
generalizability and introduces the possibility of selection and treatment-related biases. The relatively
small cohort restricted the power of subgroup and multivariable analyses, particularly for advanced FIGO
stages and less frequent adnexal procedures. Treatment after recurrence was heterogeneous and may
have influenced both recurrence patterns and subsequent survival. In addition, recurrence-specific
factors such as disease-free interval, recurrence site, and treatment response require further
investigation in larger cohorts.

Overall, our findings indicate that initial FIGO stage remains an important prognostic factor after cervical
cancer recurrence, while adnexal management appears to be more closely related to recurrence pattern
than to survival after recurrence. Future multicenter studies should integrate initial tumor characteristics
with recurrence-specific and molecular factors to improve individualized risk stratification and guide
surveillance and treatment strategies after cervical cancer recurrence.

5. Conclusions
In this cohort of patients with recurrent cervical cancer, initial FIGO stage was significantly associated
with post-recurrence survival and remained an independent prognostic factor in multivariable analysis.
Adnexal management was associated with recurrence site, with a higher proportion of extrapelvic
recurrence observed after ovariopexy; however, neither ovariopexy nor salpingo-oophorectomy was
associated with survival after recurrence. These findings highlight the prognostic importance of initial
disease extent while emphasizing the potential relevance of recurrence-specific characteristics. Larger
multicenter studies incorporating stage, recurrence timing, recurrence site, treatment at recurrence, and
molecular or biological markers are needed to improve individualized risk stratification and guide
surveillance and treatment strategies after cervical cancer recurrence.
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Figure 1

Study flow diagram illustrating patient selection and exclusion criteria.
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Figure 2

Kaplan-Meier Curves of recurrence free survival, Stratified by FIGO Stage
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Figure 3

Kaplan-Meier Curves of Overall Survival After Recurrence, Stratified by FIGO Stage
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