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Endometrial  Cancer(EC)  

                                                                                                              

VThe most  common  gynecologic  malignancy  

VThe 4th most  common  womanôs cancer              
(breast,lung,colorectal )       

V49,560 new  cases  Ÿ 8190 death  (USA,2013)  

VMostly  early  stage (75%)  

VAdenocancer (85%),USC(5 -10%), Clear  cell (5%)                                                                                                                         

 

 

  

 



 

 

Types of EC  

Type 1(80%) 

 Estrogen dependent  

    
Endometroid  
adenocancer  

 
 

 63 y  
 
 

70%  stage I  
 
 

5 y. surv.å83% 

         Type 2 
                                           

Estrogen unrelated  
 
                                                      

Non -endometrioid  
cancer  

 
 

67y  
 
                         
 

50% advanced stage  
 
  

5 y. surv.å   53%  USC           
 

                      57 %    CC               

 
 
    

  



 

 

Revised FIGO Staging (2009)  



 

 

  Mortality  

ÁAdvanced stage disease 
(50% of all deaths)  

ÁHigh risk histology  

ÁNot comprehensive  surgical 
staging?  

ÁPoor performance  



 

 

Prognostic Factors  

     Uterine  

ï MI  

ïLVSI  

ï Cervical 

involvement  

  Extrauterine  

ïAdnexial 

involvement  

ïIntraperitoneal 

dissemination  

ïPeritoneal 

cytology ??  

ïLymph node 

met.  

    Tumoral  

-  Histologic types   

-Grade  

-Tumor diameter  

-Molecular  

DNA ploidi  

E , P 

receptors           

P53,PTEN 

etc . 

 



 

 

Risk  Definitions(GOG)  

Risk  Definition  

Low  Confined  to uterus;  MI ( -)  or Ò1/2 

Intermediate  
 
 
 

Confined to uterus  MI >1/2, occult  cx 
involvement 
One of poor prognostic factors (PPF) 
MI >1/3,  G2-3, LVSI (+)  

 High -
intermediate  

50-69 Y; three of PPF  
Ó70 Y; two of PPF 

High  Stage II-IV, PSC or clear cell  



 

 

Endometrium  CA :    Lymphatic  
Drainage  and   Metastasis  

ÅPrimary => Pelvic lymph nodes  
ÅPelvic lymph node ( -) => isolated 

paraaortic LN involvement 2%  
Onda. Br J Cancer 1977  

Chen Gynecol Oncol 1985  
Creasman. Cancer 1987  

ÅPelvik LN (+)  
ÅAdvanced stage  
ÅMI >%50  
ÅG3,High risk histology  

 
  

Aortic LN met. risk    

     

ÅBenedetti Panici. Int J Gynecol Cancer 1998 



 

 

Treatment 

 

Surgery 
Adjuvant  

Radiotx. 
Chemotx. 

ÅHormonal 

ÅDebulking 

ÅBefore 

ÅAfter  

ÅStaging 

ÅCytotoxic 



 

 

 Surgical  Treatment  

High risk  factors  

Comprehensive Surgical staging  
  

 

  

 Recurrence(local,dist.)       

Adjuvant treatment  
 

 
 

 



 

 

Early Stage EC  

ÅPeritoneal 

cytology 

ÅExploration 

 Open Surgery 

or 

MIS 

ÅTAH + BSO 

ÅPPALND 

Surgical   Staging  



 

 

  Topics of debate in surgical 
treatment of early stage EC  

ÅLND to  all  patients ? 

ÅType  of LND ; sampling  vs systematic ? 

Å Only  pelvic  vs PABPLND? 

Å LND;therapeutic  or  diagnostic  ? 

ÅMIS vs Laparotomy  ? 

ÅSentinel  Lymph  Node  Concept ? 

 

 

 



 

 

  Topics of debate in surgical 
treatment of early stage EC  

ÅLND to  all  patients ? 
ÅType  of LND ; sampling  vs systematic ? 

Å  Only  pelvic  vs PABPLND? 

Å  LND;therapeutic  or  diagnostic  ? 

ÅMIS vs Laparotomy  ? 

ÅSentinel  Lymph  Node  Concept ? 

 

 

 



 

 

LN Met.  in  EC  

Å # 422  
ÅLND ( -) (27%)  
ïEndometrioid (G1 ve G2), MI Ò1/2, PTD* Ò 

2cm  
ïEndometrioid and MI( -)(Grade ve PTD  

indepentendly)  

ÅLN #; pelvik 36.5 Ñ 13.4, PA 17.4 Ñ 8.1  
ÅLN Met (High risk group)  
ïEndometrioid 16%, nonedometrioid 40%  
ïĶzole pelvik 33%, izole PA 16%, pelvik+PA 

51%  

 Å*PTD: Primer t¿mºr ­apē 

ÅMariani A, Gynecol Oncol 2008  



 

 

No  LND  

Endometrioid (G1 ve G2), MI Ò1/2, 
PTD* Ò 2cm 

Endometrioid  and  MI( -)    
( independently   from  Grade ve PTD  )  

Mariani A, Gynecol Oncol, 2008 



 

 
Mayo 2010 

If there is one of them; 
Extrauterine disease 

Grade 3 

Non endometrioid 
MI>50% 
 Adnexiel  met. 

Yes  No 

BPPALND (non-endometrioid   

omentectomy, appendectomy ,peritoneal 
biopsy) 

 One of them 
Tumor җ н ŎƳ and MI< 50%                                               
Cervical  involv. 

No 

BPLND  
(frozen pelvic LN (+)  PALND) 

 Operation  

stop    

 EC 

HYTERECTOMY (LS / LT / Robotic) 

(cervical involv.;  RH) 

 

  Yes 



 

 

 

 

 
G1 

G2 

G3 

  

Myo>50%  MyoÒ50% 

Mayo 2010 

 

 

  
  

If  
Ò 2 cm 

If  > 2 cm  
 

 
 

Stop  

Pelvic LND *  

* PA LND, only  if Pelvic Nodes Positive at FS  

Orange Boxes 

Black Boxes  

Pelvic  
+  
PA LND 

Black Boxes  



 

 

Frozen -Section(FS) and 
Fēnal Pathology    

  

Å  Grade: % 35  

Å  MI :      %28  

Å  Cervical involvement:% 13  

Å  LVSI :% 32  

Å  Staging with intraoperative FS: 
6.6 ï 13% suboptimal  
 

             
Kumar S, Cancer.(2011)) 



 

 

Radiologic Examination  

USG, CT, MRI   

Sensitivity 
29-90% 

PET 

Sensitivity 
60% 

ÅHorowitz NS, Gynecol Oncol, 2004; Kinkel K, Radiology, 1999; Rockall AG, J Clin Oncol, 2005 



 

 

Summary 

LND to all patients  

 ÅBecause of  diagnostic 
inaccuracy of FS ,all patients 
with early stage EC should 
undergo comprehaensive 
surgical staging.  



 

 

  Topics of debate in surgical 
treatment of early stage EC  

ÅLND to  all  patients ? 

ÅType  of LND ; sampling  vs 
systematic ? 
Å Only  pelvic  vs PABPLND? 

Å LND;therapeutic  or  diagnostic   

ÅMIS vs Laparotomy   

 

 

 



 

 

 Type of LND   

ÅSampling  

ïOnly 10% of LN : palpabl  

ï37% of LN met. <2 mm  

ïSufficient LN # ?  

ï62% of PLN and 17% PALN mets. are 
missed out  

 

ÅSystematic  

ïLN mets. and micromets.  are taken out    



 

 

Therapeutic effect of LN counts    

 

Chan JK, Cancer 2006 (SEER Data) 

A: Low risk  
B: Ķntermediate 
C:  High risk  



 

 

  Topics of debate in surgical 
treatment of early stage EC  

ÅLND to  all  patients ? 

ÅType  of LND ; sampling  vs systematic ? 

Å Only  pelvic  vs PAPLND? 
Å LND;therapeutic  or  diagnostic   

ÅMIS vs Laparotomy   

 

 

 



 

 

Only Pelvic or Pelvic+Paraaortic  

 



 

 

What is the incidence of isolated paraaortic 
nodal metastasis in patients with negative  

pelvic nodes  
 

Å2-3% 



 

 

Å Sol ovarian ven  

 

ÅIMA 

 



 

 

  Topics of debate in surgical 
treatment of early stage EC  

ÅLND to  all  patients ? 

ÅType  of LND ; sampling  vs systematic ? 

Å Only  pelvic  vs PABPLND? 

Å LND;therapeutic  or  
diagnostic  ? 
ÅMIS vs Laparotomy  ? 

ÅSentinel  Lymph  Node  Concept ? 

 

 



 

 

 Low risk Group                              

LND and Survival  
 

Kim HS, Jpn  J Clin  Oncol  2012  



 

 

Ķntermediate,High Risk  Group;      
LAND and Survival  

 

Kim HS, Jpn  J Clin  Oncol  2012  



 

 

SEPAL Study  (Survival Effect of Para -Aortic 

Lymphadenectomy in endometrial  cancer)  

ÅTodo Y, Lancet, 2010 



 

 

LN Metastasis; Prognostic 
Significance  

Recurrence;LN (+) > LN (-) : 6X   

Morrow CP, Gynecol Oncol 1991 



 

 

 LND -Survival  

 LND, no effect 
on survival in 
low risk group 

 LND,positive effect on 
survival  in intermediate 

and high risk group 

Kim HS, Jpn J Clin Oncol 2012 (Metaanalysis) 



 

 

Lymphadenectomy -Summary    

Correct  question  

ÅWhom  

ÅWhen  

 Wrong  question  

ÅYes 

ÅNo 



 

 

Surgical Treatment in Stage II 

Clinical  

Occult 
 ECC (+) 

ÅCervical adenocarcinoma should be excluded 



 

 

Clinical Stage II EC  

 

 

ÅExtrafascial  hysterectomy  + Staging  + Rtx  

 

ÅRadical Hysterectomy + Staging  
+Adj . Rtx (if  indicated) 

ÅT R E A T M E N T  



 

 

Stage II;  Radical Hys. vs Simple Hys . 

Simple Hys.  Radical Hys. 

No of patients 315 127 

LA  (%)  233 (74) 126 (99.2) 

Adj RT (%)  220/258 (85) 43/119 (36) 

Rec(%)  57 (18) 10 (7.8) 

Local  rec.(%)  27 (8.5) 3 (2.4) 

Distant  rec.(%)  34 (11) 7 (5.5) 

Death (%)  16/136 (12) 2/59 (3.4) 

ÅEltabbakh GH, Gynecol Oncol 1999; Calvin DP, Am J Clin  Oncol 1999; Feltmate CM, Gynecol Oncol 
1999; 

ÅMariani  A, Gynecol Oncol 2001; Sartori  E, I nt  J Gynecol Cancer 2001; Ayhan A, Gynecol Oncol 2004 



 

 

Advanced Stage EC  



 

 

Advanced stage& Treatment  

 Cytoreductive Surgery  

 
   



 

 

Advanced Stage   

 S U R G E R Y 

ÅExp. 

ÅTAH  
+ 

BSO 
ÅOment. 

ÅLmp. 

ÅDebulk. ÅEradication of 
ALL  

Macroscopic 
tumors 



 

 

r 

 Microscopic    40,6 mo  

 1 cm or  less     34 mo  

 More  than  1 cm   11 mo  



 

 

Advanced Stage EC  

  

 MORBIDITY  Ý %16 -24  
      

  

Lambrou, Oncol, 2004 Gynecol  
Ayhan,  Int J Gynecol Cancer, 2002  



 

 

  Topics of debate in surgical 
treatment of early stage EC  

ÅLND to  all  patients ? 

ÅType  of LND ; sampling  vs systematic ? 

Å Only  pelvic  vs PABPLND? 

Å LND;therapeutic  or  diagnostic  ? 

ÅMIS vs Laparotomy  ? 
ÅSentinel  Lymph  Node  Concept ? 

 

 

 



 

 

Role of MIS in Endometrial  
Carcinoma  

 

 Application 

 Complications 

QOL 

Oncogic out-come and safety 



 

 

Laparoscopy  



 

 

Early  stage endometrial cancer 

 

 MIS 

 

Evaluation of peritoneal cavity 

Peritoneal cytology 

 

 

ÅMI > %50  

ÅG3 

ÅCervical involvement 

ÅAdnexal involvement 

ÅLaparoscopic lymphadenectomy 

 

ÅLAVH or LH  

ÅPrognostic factors 

 

 

 
 

ÅIP disease 

ÅL/T  

 



 

 

ÅLaparoscopy is associated with  similar or lower 
complication rates compared to laparotomy 



 

 

Laparotomy vs Laparoscopy  

Author   Recurrence (%) DFS(%) 

LPT LS LPT LS 

Eltabbakh GH 10.5 7 92 90 

Holub Z 6.8 6.2 93.2 93.7 

Langebrekke A 4.1 0 95.9 100 

Kuoppala T 2 2.5 95 100 

Magrina JF, Curr Opin Obstet Gynecol,  2005 

ÅRecurrence  and  DFS are  similar  between  
laparoscopy  and  laparotomy  group  



 

 



 

 

Quality of Life 
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Laparoscopy

Control

Zullo F, Am J Obstet Gynecol 2005 

 

 



 

 

 Robotic Surgery  



 

 

Å415 EC  

ï183 robotic (97% pelvic, 73% paraaortic 
LND)  

ï232 laparoskopic (%94% pelvic, %63 
paraaortic LND ) 



 

 



 

 

ÅRecurrence and over -all survival are similar in both group  



 

 

 MIS  in EC  
SUMMARY 

Å If performed experienced 

surgeon  
ï Similar oncologic outcome with 

laparotomy  

ïShort hospital stay  

ïBetter QOL  

ïEarly adjuvant treatment  

ïPreferable  in morbid obese patients  



 

 

  Topics of debate in surgical 
treatment of early stage EC  

ÅLND to  all  patients ? 

ÅType  of LND ; sampling  vs systematic ? 

Å Only  pelvic  vs PABPLND? 

Å LND;therapeutic  or  diagnostic  ? 

ÅMIS vs Laparotomy  ? 

ÅSentinel  Lymph  Node  
Concept ? 

 



 

 

Why SLN mapping?  

ÅAvoid excessive lymphadenectomy 
and reduce operative time and 
morbidity  

ÅProper tailoring of the extent of 
lymphadenectomy  

ÅIncrease the detection rate of 
positive node(IHC,ultrasectioning)  



 

 

ÅCurrent Practice  

ÅñLESS IS MOREò 

ÅSentinel Node Mapping  ÅLymphadenectom y 


