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INTRODUCTION Cancer of the endo metrium is the mo st 
common genital mali gnancy in Sloven ia with the incidence of 
24/100,000 women (l). Endometrial cancer has been considered 
a lesion which can be .successfully treated espec ially because 
about 80% of these tumor s are diagnosed at stage I confined to 
the uteri ne corpus. The Annual Repo rt on the results of 
treatment in gyneco logical cance r indicates the abso lute 5-year 
survival rate to be 72.7 % (2). Surgery with adjuvant radiation 
therapy has been the traditiona l mana gement of endometrial 
cance r and has generally provided high cure rates, espec ially in 
stage I (about 90%). everthe less, for adjuvant radiation therapy 
a considera ble con trove rsy exists regard ing the mode (intemal 
and/or extema l), the timing (preoperative and/or postoperative), 
and the real effec t of this therapy. Excep t for surgery, it has not 
yet been found that one treatment policy improves survival to a 
higher extent than the other. Further , the risk for complications 
caused by the adjuvant rad iation has to be cons idered. The 
frequency o f preopera tive radiotherapy, either the clas sical 
Heyman packing meth od with radium or the afterloadin g tech
niqu e with ces ium, has diminished since the adopt ion of 

surgica l stag ing that also requires surgica l eva luation of the 
intraabdomina l sta tus and lymph nodes . 

The know ledge of prognost ic factors permit s a rationa l 
therapeutic approach in vario us stages. The most import ant 
prognost ic factors in endom etrial cancer are: 

- cancer spread ( cl inical stage) 
- histo logic type 
- histolo gic grade 
- depth of myomet rial invasion 
- lymph node metastasis 
- age. 

Some data demon strate that the plo idy of the tumor is also an 
important independent prognostic factor (3). The most important 
adverse variable is lymph node meta stas is wh ich correlat es 
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with grade of the tumor , depth of myometri al invasion and 
cervical involvem ent . The classification of endometrial cancer 
into low risk and high risk group s is mad e according to the 
progno stic factors. Low risk group involv es the cases limited 
to the uterine corpus (stage I), and those in whom cancer infil 
trates only the inner half of the uterine wall (stages la and lb 
according to the FIGO surgical classification ), and the cancer s 
are highly or moderately differentiated adenocarcinomas , with 
or without metaplasia. The high risk gro up invo lves women 
with histo logic grade 3 cance rs with or without any myometri
al invasion or any histo logic grade with invasion greater than 
hal f of the myometrium and/o r posit ive nodes. The histologic 
types adenosquamous, clear-ce ll and papilla ry type belong to 
the high risk group. 

UTERATURE REVIEW To date, there has been no prosp ective 
randomiz ed trial demonstrating that preop erative and/or post
operative pelvic radiation offers a survival advantag e comparin g 
to surgery done. ln his review Jones (4) found no difference 
between the 5-year survival rates for patients with stage I 
disease treated by surgery alone (75%) or by comb ined therapy 
(78%), but from his ana lys is it is not clea r whether high risk 
cases comprise a greater percentage of the com bined treatment 
group. Th e study of Aalder s et al. (5) demons trated that 
patients who received only vault irradiation had a 6.9% vagina) 
recur rence rate, whereas the patient s who rece ived vault 
irradiation in combina tion with additional who le pelvis extemal 
irradiation had only 1.9% of vault recurrenc es. His observation 
was that postoperative vagina) brachyrad iotherapy alone was 
ineffect ive in eliminatin g loca l recurrence, and be sides this, 
that there was no impro vement in overa ll survi va l and 
recurrence rates with the use of extemal pelv ic radiat ion. The 
only gro up (constitut ed of only 17% of all patient s), wh ich 
seemed to have a survival benefit o f pos toperat ive extema l ir
radiation in about 10%, was the gro up with grade 3 disease 
and deep myom etrial invasion. The conclu sion of Aalders (5) 

and other investigators (6-8) was thai with radi ation therapy 
there was a reduction o f pelvic recurrence rate, but the distant 
metastasis rate was higher, so pelvic radiation therapy con tri
butes merely to the changed pattem of recurrences . The overa ll 
5-year survival for recu rrent endom etr ial cancer ranges from 
10% to approximately 30% (6, 8). The extent of pelvic recurrence 
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(vag inal vs. extrava ginal disease) was the most important pre
dictor of survival. Patients with the recurrenc e confined 10 the 

vag ina have a re latively goo d possibili ty of salvage with 
agressive loca l therap y (9, 10). ln the study of Poulsen et al. 
(10) no postoperativ e rad iation was given in stage I low r isk 
cases and the incidence of recurrence was 7%; with postoperative 

exte mal radiation the incidence of recurrence was 15% in high 

risk stage I cases, and 29% in stage II cases. The vagina! re
currenc e in low risk cases were subsequently successfuJly treated 
wilh radiation , and only 4.4 % of patient s died of the diseases 

durin g the following 5-year period. Thu s, the conclu sion of 
Pou/sen ( 10) and other authors (8, 11) is that surgery alone is 

lhe adequat e treatment for low risk cases and that prima
ry adjuvant radiation should be reserve d for high risk group of 
endometrial cancer. 

Th e extension of endometr ial cance r into the cervix (stage 11) 
impli es a lowe r surviva l rate because of increased lymph node 

invo lvemen t (20-25 %). Th ese patient s should first undergo 
surgery, and afte r that the posto perative rad iation treatment can 
be tailored to 1he olher risk factors. 

ln combin ed treatment the risk of com plication s caused by the 
radioth erapy shou ld be conside red. Elliott et al. (12) reported 

14.4 % of some kind of loca l radiati on comp licat ions, and 3% 
of patient s had seve re compl ications such as rectovagina l fistu

la. Corn et al. ( 13) referred a significant increase in severe comp
lica1ion rate (5.5%), espec ially bowe l obs truct ion, in irrad iated 

patie nts who had prior lymph node dissection. On the contrary , 
in an ana lys is by Hom esley et al. ( 14) there was no increase in 

rad iatio n co mpl ica tions after hyste rectomy with pe lvic and 
periao 1t ic node dissec tion, compare d to palients treated with 
hyste rec tomy withou t node dissec tion. 

OUR EXPERIENCE The most common surgica l approac h in endo
metrial cancer is total abdo minal hyster ectomy with bilateral 

sa lpingo-oophorec tomy (THBSO ). Ever since Novak ( 15) in 
1953 desc ribed pclvic node metastas is in cases of endometrial 
cancer, the most common operation in endometrial cancer at 
our Depa rtment had been classica l Wertheim (Piver 11). On ly 
in the last decade the surgica l radica lity has dimini shed accord
ing to surgery rccommended by many oncologica l centcrs. 

We have co mbin ed the surgery with irrad iation in almos t all 
cases. Over the last two decades preoperative radiotherapy has 
practica lly not been applied anymore, beca use of the necess ity 
to ado pt surgical stag ing 10 de tem1ine prognos tic factors for 

postoperative irradia tion. ln low risk cases the postoperative 
radiation consists of vagina l vault irradia lion to the dose of 

4000 cGy along a reference isodose line 1 cm beyond the vaginal 
mucosa . ln high risk gro up and in lymph node metastasis cases 

a dos e of 5000-5400 cGy is deli vered ín 4 wee ks to the whole 
pe lvis. Th e results o f peritoneal cytology have not modified our 
lreatment policy, because we think that peritonea l cytology is 

not an independent prognostic ind ica tor. 
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Radiation therapy ín endometrial cancer 

The surgical procedures for 492 patients treated in the period 
1983-90 at our Department are presented in Tab/e /. 

Tab/e l. Endometrial cancer: Surgical treatment ( 1983-90) 

N % 

Werthe im classica l (Piver 11) 20 1 41 
Hysterectomy obdomino l 243 49 
- wi th lymphodenectomy 135 
- without lymphodenec tomy 108 
Hysterectomy vog inol 48 10 

Totol 492 100 

Surge ry consisted of cla ss ical Werth eim operation s in 20 1 
cases (41%) and simpl e THBSO in 29 1 cases (59%) . Pelvic 
lymphad enec lomy was performed in all cases of Wertheim pro
cedure and in 135 cases (55%) of abdomi nal THBSO. Yaginal 
THBSO was don e in 48 patients (10%), usuall y in very fat 
patient s and in those at surgica l risk. 

Tab/e 2. Endometriol cancer: 5-year survival ( 1983-90) 
according to stage 

Survivo l 
Stoge N N % 

1 433 (88%) 366 84.5 
11 35 (7.1%) 23 65.7 
111 21 (4.3%) 9 43 
IV 3 (0.6%) l 33 

Tota l 492 399 8 1 

Tab/ e 2. shows the 5-yea r surviv al accordin g to the stages and 
the total survival rate of 8 1 %. 

Tab/e 3. Endometrial cancer : 5-year survival according 

to adjuvont rodiotherapy 

Survivol 
Rodiotheropy N N % 

Preoperotive 3 (0.6%) l 33.3 
Voginol 279 (56.7%) 243 87 . l 
Externol 185 (37 6%) 135 73.0 
None 25 (5.1%) 20 80.0 

Tab/e 3. shows the type and percentage of adju vant radiotherap y 
with the respective 5-year survival. Low risk cases with vag ina] 

irradiation had the surviv al rate of 87 .1 %, high risk cases with 
exlema l irradia tion 73%, that is, of course, sign ificantly wor se. 
5% of patients did not rece ive any rad iothera py, because either 
no more cancer tissue was detec ted in the surgica l spec imen, 

or becausc they refused irradiation. 
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Vagina! recu rrences were observed in 3.9%, only in cases in 
whom the invas ion was more than ha lf of the myom etrium. 
Ali these patients rece ived exte mal radiation , but all died. 

ln stage I cases there were 3%, and in stage Il 20% of positive 
pelvic lymph nodes. The 5-yea r survival in cases of negative 
nodes was 88%, in cases of positive nodes 56% . 
Only 15% of cases belonged to grade 3 group where the 5-yea r 
surviva l was 65.8% in contrast with the survival rate of 84.2% 
in grade 1 and 82.7% in grade 2 cases . Th e impact on the 
surviv al rate of myometr ial invasion was high: 69.7% in cases 
of myoinfil tration more than half, and 88.5% if myoinfiltra
tion was less than half (62% of all patients). These two factors 
(grade and myoinvas ion) are also predictive of lymph node 
metastases. 

Tab/e 4. Endometria l carcinoma stage I: 5-year survival 

according to surgery 

Survival 
N N % 

Wertheim classical 175 163 93.1 
THBSO 213 173 81.2 

Total 388 336 86.6 

P<0.005 

Considering only stage I endometrial cancer the 5-year survival 
was significant ly higher in cases of classical Wertheim 
(93 .1 %) than in THB SO opera tions (8 1.2%) (Tab/e 4.). The 
difference of surviva l remain ed significant also after the 
correction of age (mean age of patients submitted to Wertheim 
was 57 years, and of those to THBSO 62 years). 

The diff erence in surv iva l was part icularly ev ident between 
classical Wertheim and THBSO considering the risk prognostic 
factors (grade and myom etria l invas ion). 

From o ur data we may presume that removing more tissue 
from around the uterus, as is the case of classical Wertheim, 
one could prevent pelvic recurrences and improve the survival 
rate, irrespec tive of routine pelvic adjuvant therapy. 

CONCLUSION Because of the ove rall good survival rate and 
low incidence of complications most oncological centers continue 
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to use the combined surgical-rad iotherapeutica l approach in the 
treatment of ear ly endometrial cancer. But according to some 
known data regarding the low risk group of patients, where the 
proportion of re lapse is small, and vag ina( recurrences can be 
cured , perhaps routine adjuvant irradiation is not ju stifiab le 
Unanswered remains especially the question concem ing optimal 
treatment in high risk patients, because prospective randomized 
studies have been found to be difficult to perform. 
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