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postoperative diagnosis of  endometrial 

carcinoma

indeed is a clinical dilemma for gynecologic oncologist



• Women can be diagnosed to have endometrial cancer following hysterectomy 

for apparent benign conditions in 0.3– 3% of  cases 

• in the absence of  pre-operative endometrial biopsy or blind endometrial 

biopsy techniques in case of  focal endometrial lesions. 

• Most of  these incompletely staged endometrial cancers are in women with 

poor access to surgical or gynaecological oncologists and are initially 

managed in small hospitals



• when dealing with women who have had incomplete surgery elsewhere, the 

dilemma is :

whether to complete the surgery or to give adjuvant treatment 

or just follow up?



• total hysterectomy (TH) and BSO

• Peritoneal cytology

• Omentectomy??

• Lymphadenectomy??

Standard primary surgical management of women with EC apparently confined to the 
uterus:



• In general, in the absence of clinical evidence of omental

metastasis, omental biopsy is not performed given that the rate of 

microscopic disease is small 

• Exceptions may be in the presence of nonendometrioid

histologies, where the rate of microscopic omental metastasis may 
be as high as 5 percent





LYMPH NODE EVALUATION

• lymph node evaluation in EC is a subject of debate. 

• Practice varies across different institutions or surgeons.



• the options for management of retroperitoneal lymph nodes (in the 
absence of grossly metastatic disease) include:

• ●No lymph node dissection (LND)

• ●Systematic LND only if the risk of lymph node metastasis exceeds 
a certain threshold

• ●Routine sentinel LND following lymphatic mapping

• ●Systematic LND in all patients



• Since the majority of  patients with EC are without metastasis, investigators 

then set out to determine whether there was a therapeutic value of  

lymphadenectomy.

• routine complete pelvic and para-aortic LND was challenged with the 

publication of  two randomized trials.

• These trials demonstrated that systemic LND did not offer a survival 

advantage in women with EC:



Although systematic pelvic lymphadenectomy statistically 

significantly improved surgical staging, it did not improve 
disease-free or overall survival.



showed no difference in overall or recurrence-free survival.



• There is no consensus regarding the best approach to lymph node 

evaluation in women with EC that is apparently confined to the 
uterus. 



Selective lymphadenectomy

• LND is performed only in patients with a higher risk for lymph node metastasis.

• Although no consensus exists as to the definition of "high-risk" patients,

• the factors increased probability of retroperitoneal lymph node metastasis :

●Type 2 neoplasms, including grade 3 endometrioid ECs and the nonendometrioid

histologies

●Deeply invasive (invading one half or more of the myometrium) tumors on preoperative 

imaging or intraoperative assessment

●Larger (>2 cm) tumors on preoperative imaging or intraoperative assessment



the "Mayo criteria,"

• that found that patients with EC with grade 1 to 2 endometrioid histology, 

tumor size of  2 cm or less, and 50 percent or less myometrial invasion 

(clinically or on frozen section)

•

have a 5 percent or lower chance of  nodal metastasis,

it is reasonable to omit lymph node dissection in this population



Survival effect of  para-aortic lymphadenectomy in 

endometrial cancer (SEPAL study): a retrospective cohort 

analysis

• In response to findings that pelvic lymphadenectomy does not have any 

therapeutic benefit for endometrial cancer, we aimed to establish whether 

complete, systematic lymphadenectomy, including the para-aortic lymph 

nodes, should be part of  surgical therapy for patients at intermediate and 

high risk of  recurrence



• We selected 671 patients with endometrial carcinoma who had been treated 

with complete, systematic pelvic lymphadenectomy (n=325 patients) or 

combined pelvic and para-aortic lymphadenectomy (n=346) at two tertiary 

centres in Japan (January, 1986–June, 2004).

• The primary outcome measure was overall survival.



Findings

• Overall survival was significantly longer in the pelvic and para-aortic 

lymphadenectomy group than in the pelvic lymphadenectomy group (HR 

0·53, 95% CI 0·38–0·76; p=0·0005). 

• This association was also recorded in 407 patients at intermediate or high 

risk (p=0·0009),

• but overall survival was not related to lymphadenectomy type in low-risk 

patients.



Interpretation

Combined pelvic and para-aortic lymphadenectomy is 

recommended as treatment for patients with endometrial 

carcinoma of  intermediate or high risk of  recurrence.





• assumed that the 5-year OS would be 80% in the pelvic 

lymphadenectomy alone arm, and 86% in the pelvic and para-

aorticlymphadenectomy arm



What are the indications for and to what extent is 

lymphadenectomy indicated in the surgical 

management of  endometrial cancer?



• Peritoneal cytology is no longer considered mandatory for staging (LoE IV)-A

• If  a lymphadenectomy is performed, systematic removal of  pelvic and para-aortic 

nodes up to the level of  the renal veins should be considered (LoE IV)-B

• SLND is still experimental, but large series suggest that it is feasible. SLND 

increases the detection of  lymph nodes with small metastases and isolated tumour

cells; however, the importance of  these findings is unclear (LoE IV)-D



• Lymphadenectomy is a staging procedure and allows tailoring of  adjuvant therapy 
(LoE III)-B

• Patients with low-risk endometrioid carcinoma (grade 1 or 2 and superficial 
myometrial invasion <50%)have a low risk of  lymph node involvement, and two 
RCTs did not show a survival benefit. Therefore, lymphadenectomy is not 
recommended for these patients (LoE II)-A

• For patients with intermediate risk (deep myometrial invasion >50% or grade 3 
superficial myometrial invasion<50%) data have not shown a survival benefit. 
Lymphadenectomy can be considered for staging purposes in these patients (LoE
II)-C



For patients with high risk (grade 3 with deep myometrial invasion 

>50%), lymphadenectomy should be recommended (LoE IV)-B

Lymphadenectomy to complete staging could be considered in 

previously incompletely operated high-risk patients to tailor 

adjuvant therapy (LoE V)-C





• To examine characteristics and survival outcomes of  women with apparent 

early-stage endometrial cancer who had a supracervical hysterectomy. 

• Women with EC underwent supracervical hysterectomy (n = 1,339) and total 

hysterectomy (n = 110,523) cases. between 1983 and 2012. 



Results.

• After propensity score matching, supracervical hysterectomy remained an 

independent prognostic factor for decreased CSS compared to total 

hysterectomy (10-year rates, 91.0% versus 94.9%, adjusted-HR 1.72, 95%CI 

1.20–2.47, P = 0.003).

• Among women who received postoperative radiotherapy, 10-year CSS 

rates were similar between supracervical and total hysterectomy cases 

(84.7% versus 80.3%, P = 0.40). 



• Contrary, in the absence of  postoperative radiotherapy, women undergoing 

supracervical hysterectomy had a significantly lower 10-year CSS rate 

compared to those undergoing total hysterectomy (92.1% versus 97.2%, P b 

0.001). 

• Moreover, with lack of  lymphadenectomy, supracervical hysterectomy was 

associated with decreased CSS compared to those who had total 

hysterectomy (91.6% versus 94.3%, P = 0.018) but had similar CSS rates with 

lymphadenectomy (92.7% versus 91.8%, P = 0.91



Conclusion.

supracervical hysterectomy is associated with 
decreased survival outcome among women 
with apparent stage I endometrial cancer 

supporting the importance of  avoiding 
this procedure in women with or at risk 
of  endometrial cancer.



• Disruption of  the endometrial cavity during amputation of  the uterine 

corpus can cause exposure of  tumor cells to the peritoneal cavity. 

• if  tumor cells are involved in the surgical margin of  the residual cervical 

stump, this could be the source of  tumor growth. 

• residual carcinoma in the cervical stump was reported among women who 

underwent subsequent trachelectomy as shown in a systematic literature 

review.

several hypotheses can attribute to the decrease in survival of  women with apparent 

stage I endometrial cancer after supracervical hysterectomy:



• Both approaches carry unique risks and benefits that need to be discussed with the 
patient. 

• Trachelectomy for the residual cervical stump after supracervical
hysterectomy can be sometime challenging and morbid especially in obese 
patient but it provides useful information for histologic results. 

• Radiotherapy can avoid risks associated with surgery and is reasonable for 
women who are not a candidate for additional surgery due to comorbidity, 
but there is a possibility of  radiation overuse if  there is no residual tumor in 
the cervical stump. 

These patients may possibly have two options for further treatment: surgery 

and/or radiotherapy.



although the large portion of  cases underwent additional 
trachelectomy-based treatment.

Currently, there is no clear consensus or guidelines for the management of  
women with occult endometrial cancer after supracervical hysterectomy,

further study will be warranted to develop the effective treatment 
strategy





Patients and Methods

• Women  45 years of  age with stage I endometrial cancer recorded from 1988 

to 2004.

• compare women who underwent oophorectomy with those who had ovarian 

preservation.



Results

• A total of  3,269 women, including 402 patients (12%) who had ovarian 

preservation, 

• In a multivariate Cox model, ovarian preservation had no effect on either 

cancerspecific (hazard ratio [HR] 0.58; 95% CI, 0.14 to 2.44) or overall 

(HR 0.68; 95% CI, 0.34 to 1.35) survival. 



Conclusion

• Ovarian preservation in premenopausal women with early-stage,low

grade  endometrial cancer may be safe and not associated with an 

increase in cancer-related mortality.



• The decision to perform oophorectomy in premenopausal women with 

endometrial cancer is based on two theoretic risks:



• estrogen production from the ovaries may stimulate microscopic foci of  residual 
endometrial cancer.

• In vitro data has suggested that estrogen stimulates the growth of  endometrial 
cancer cells and upregulates the expression of  estrogen receptors.

• To date, this concern has not been observed clinically. 

• Several reports have examined the use of  estrogen replacement therapy in 
postmenopausal women with endometrial cancer. These studies have not 
demonstrated any increase in the risk of  recurrence or death in women receiving 
estrogen replacement.

First



• potential risk of  presence of  a coexisting synchronous primary tumor within 

the ovaries. 

• Synchronous primary tumors of  the endometrium and ovary are 

reported in approximately 5% of  women with endometrial cancer.

• among young women with endometrial cancer, the incidence of  coexisting 

ovarian tumors is increased 5% to 29%.

second



Walsh et al

• 102 women younger than 45 years of  age with endometrial cancer.

• Twenty-six patients (25%) had coexisting epithelial ovarian tumors; tumors were 
classified as synchronous primaries, whereas three tumors were metastatic

• ovarian imaging in the women with ovarian involvement was normal in 15% of  
patients. 

• those with ovarian tumors, 15% had normal-appearing adnexa intraoperatively.

• authors recommended a cautious approach when considering ovarian conservation 
in young women.



In conclusion

• ovarian preservation in premenopausal women with early-stage, low-

grade endometrial cancer may be safe and not associated with an 

increased risk of  cancer-related mortality. 

• At present, the long-term risks and benefits of  ovarian preservation 

should be carefully discussed with young women with endometrial 

cancer before hysterectomy or after incomplete surgery







• 2011 -2014, 28 women were identified from the endometrial cancer database, 

• 28 had undergone hysterectomy, and one had had a myomectomy

• five patients were advised followup in view of  low-risk pathological features

• Among the 23 women who were thought to benefit from surgical 

exploration, 20 women underwent completion surgery and three women 

refused surgery and did not return to the hospital for further follow-up.



• All the premenopausal group of  women had undergone primary surgery for 

(AUB). 

• The most common indication in postmenopausal women was 

postmenopausal bleeding (10/12: 83%).

• Only eight patients had a prehysterectomy endometrial sampling/ biopsy 

(40%)

• Adnexae were not removed in 11 (55%) patients



• Twenty women with high-risk features (large tumour size, grade 3, 

non-endometrioid histology, deep myometrial invasion, 

lymphovascular invasion, cervical involvement and extrauterine

disease) consented to undergo completion staging for endometrial 

cancer.

• omitting lymphadenectomy in lowrisk patients and performing pelvic 

lymphadenectomy in intermediate risk patients and pelvic and para-aortic 

lymphadenectomy in high-risk patients with carcinoma endometrium.



• Five patients were upstaged following completion surgery and 

received adjuvant chemotherapy besides radiation.

• Five required vaginal brachytherapy alone

• nine patients required no adjuvant treatment, following completion 

staging.



• There were two intraoperative complications:  ( dealt with appropriately 

during the operation)

• one bladder injury and 

• iliac vein injury 



Completion surgery, advantages

• Remove of  ovaries and cervix as a potential site of  tumor

• Lymph node resection in selective patients(high risk) to find micro 

metastases

• accurate staging 

• help individualize treatment for these inadequately staged women to avoid 

undertreating or overtreating them.



Completion surgery, disadvantages

• exposes these women to risks of  surgical morbidity.

• Completion staging may not be feasible in all women following incomplete surgery, 

considering their comorbidities and body habitus.(These women could be referred 

for radiation therapy) 

• A second surgery can be difficult due to bowel adhesions and obliteration of  

surgical planes 

• risk of  surgical morbidity: intraoperative blood loss secondary to adhesions, wound 

infection, lymphocyst formation and lymphedema secondary to lymphadenectomy.



Best time for second surgery

• within 10 days or after 6 weeks of  the initial surgery



summary

• There is a need for reviewing surgical notes, pathology reports and slides for 

risk stratification and individualize further management. 

• The ESGO, SGO and NCCN guidelines recommend comprehensive surgical 

staging in women who have been diagnosed to have endometrial cancer 

incidentally after hysterectomy but are at risk of  extrauterine disease.



• Ovary??

• Omentom

• Cervical stump??(surgery or RT?)

• Lymph nodes??




