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SUMMARY

From 1958 to 1978, 88 consecutive patients
affected by endometrial cancer were referred to
the Radiology Institute of the University of
Florence, for radiation therapy after vaginal hys-
terectomy and bilateral salpingo-oophorectomy.
Five and ten-year actuarial survival rates are 71%
and 62%.

In the evaluable patients, resuls are analysed
according to: extension of the tumor, as assessed
by pathological evaluation (60 pats.), histologic
grade of differentiation (44 pats.), and neoplastic
infiltration of miometrium (32 pats.). When the
tumor is limited to the uterine body, a 5-year
actuarial survival is achieved in 89% of the cases;
when the cervix or the adnexa and other pelvic
structures are involved, this percentage decreases
to 62.5% and 37.5%. The prognosis is also
affected by the histological grade of differentia-
tion and the depth of miometrial infiltration.

Reprinted from ‘“‘Eur. J. Gyn. Oncol.”, 3: 28, 1982.

The primary therapeutical approach in
operable endometrial cancers usually in-
cludes total abdominal hystorectomy and
bilateral salpingo-cphorectomy: the lapa-
rotomic incision allows a proper visuali-
zation of the pelvic organs and a thorough
exploration of the iliac and paraortic no-
des, that can be excised and subjected to
pathologic examination.

Postoperative irradiation can be per-
formed, if pathologic findings (highly un-
differentiated tumor, deeply infiltrated
miometrium, involvement of cervix, ad-
nexa or other pelvic organs) shows a high
risk of relapse. Radiotherapy has been
widely proved to reduce the incidence
of postoperative relapses (%% *).

Many patients affected by endometrial
cancer are obese, hypertensive, diabetic
and old: in these cases vaginal hyste-
rectomy and adnexectomy can be an al-
ternative surgical approach, that is repor-
ted to be better tolerated than abdomi-
nal surgery (>°) and to allow a larger
number of patients to be operated (°).
However, vaginal surgery entails a major
disadvantage: useful information on lymph
nodes status can be obtained only by in-
direct means, such as lymphangiography
or CT scan. Their diagnostic accuracy is
by far lower than that of the laparoto-
mic exploration. Therefore, postoperative
irradiation seems advisable for most pa-
tients. Up to now, the literature has
reported no data on the value of this
procedure.

A considerable number of patients af-
fected by endometrial cancer are referred
to the Radiology Institute of the Univer-
sity of Florence for radiotherapy, after
a vaginal hystero-adnexectomy. In this
paper we carry out a retrospective ana-
lysis of the results achieved in this group
of patients, with the aim of giving a
contribution to the surgico-radiotherapeu-
tical management of endometrial cancer.
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Table 1. — Correspondence between clinical and
pathological evaluation of tumor spread in 60
patients.

Pathological evaluation

Clinical Tumor Tumor Tumor extended

stage limited to  extended to to the adnexa or
the uterine  the cervix other pelvic

body structures

I 38 7 11

II 1

111

Total 38 8 14

MATERIAL AND METHODS

88 patients with histologically proven endo-
metrial carcinomas after vaginal hysterectomy and
bilateral salpingo-oophorectomy, were consecuti-
vely referred to the Radiology Institute of the
University of Florence, for radiation therapy,
from July 1958 to July 1978.
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Their age ranged from 36 to 79, with a maxi-
mum incidence (44.5%) in the sixth decade.
Hypertension and obesity were present in about
50% of the patients, and diabetes in 15%.

Before surgery, all patients had been sub-
mitted to a diagnostic check-up, including general
and gynecological evaluation, diagnostic curettage,
chest X-ray and IVP; in many cases barium
enema, cistoscopy and proctoscopy had also been
performed. Clinically, 84 patients presented a
tumor limited to the uterine body, 2 showed
involvement of the cervix and other 2 of the
adnexa. Therefore, according to the International
Federation of Gynecology and Obstetrics (FIGO
1971) criteria, 84 patients were retrospectively
classified as stage I, 2 as stage II and 2 as
stage ITI.

A reliable pathologic description of the surgical
specimen was available for 60 patients and asses-
sed the local extension of the disease. The tumor
was limited to the uterine body in 38 cases,
extended to the cervix in 8 and to the adnexa or
other pelvic structures in 14 cases; the corres-
pondence between the clinical and pathological
evglluations of the tumor diffusion is shown in
tab. 1.

years

Fig. 1. — Actuarial survival of the overall patients.
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Histological samples for a re-evaluation of the
histologic degree of differentiation of carcinomas,
according to the FIGO (1971) classification, were
available in 44 patients; 15 of them showed a
high degree of differentiation, 18 a moderate 11
a low degree. In 32 patients miometrial infil-
tration too was evaluable; it appeared that the
tumor was limited to the endometrium in 12
patients, extended to the inner third of the
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The results were evaluated in terms of ac-
tuarial survival; the patients’ conditions were
assessed in December 1980. All patients who
died were considered as “dead from the disease”.
Radiation negative side effects were observed in
54 patients, submitted to an accurate follow-up
for at least two years.
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Fig. 2. — 5 years actuarial survival, analyzed according to the pathological evaluation of the

extension of the disease:

curve A: patients with a tumor limited to the uterine body (38 pats.);

curve B: patients with a tumor extended to the cervix (8 pats.); curve C: patients with a tumor
extended to the adnexa or other pelvic structures (14 pats.).

miometrium in 11, to the medium third in 10 and
to the outer third in 9.

In all patients, irradiation was started within
1 month from surgery; telecobalt or 31 MV X-rays
of a betatron were used. The irradiation concerned
the whole of the pelvis and the vagina. It was
performed through anterior and posterior opposite
fields; the midplane absorbed dose was 40-50 Gy
over 5 weeks; in 11 patients, as cervical invol-
vement or deep miometrial infiltration had been
demonstrated, a vaginal boost of 20 to 30 Gy was
also given to the mucosal surface, using a radium

RESULTS

The actuarial survival curve of the 88
patients is shown in fig. 1 probability of
surviving is 719 at 5 and 62% at 10
years.

The five-year actuarial survival data
were worked out according to the exten-
sion of the disease, as evaluated by the
pathologic examination of the surgical

171



L. Pirtoli - E. Cimino - G. L. Taddei - M. Colafranceschi - P. Pacini - S. Ciatto - L. Cionini

samples, the degree of histological diffe-
rentiation and the miometrial infiltration.

Extension of the disease

The actuarial survival percentages at 5
years are 899% for patients with a tumor
limited to the uterine body, 62.5% when

Micmetrial infiltration

A 76% five-year actuarial survival per-
centage is achieved when less than 2/3
of the miometrium ate infiltrated. When
infiltration extends to the outer third,
this percentage decreases to 51% (fig. 4).

No heavy radiation damage was ob-
served, except for one patient, subjected
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Fig. 3. — 5 years actuarial survival, analyzed according to histological grading: curve A: patients

with a tumor with a high or medium grade of differentiation (33 pats.); curve B: patients with
a tumor with a low grade of differentiat’on (11 pats.).

the cervix is involved and 37.5% in pa-
tients with adnexal or other pelvic diffu-
sion (fig. 2).

Grade of bistologic differentiation

The actuarial survival percentages at
5 years are 65% for patients with highly
or moderately differentiated tumors and
41.5% for patients with tumors with a
low grade of differentiation (fig. 3).
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to external irradiation and vaginal boost,
who developed an hemorrhagic proctitis,
4 months after the treatment.

DISCUSSION

Endometrial cancer is the most fre-
quent gynecologic malignancy, and ranks
third among female malignant tumors (7).
Its therapeutical management is there-
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fore of great interest; it has been de-
monstrated that the best outcome is
achieved when the primary treatment in-
cludes surgery (%).

Very good results in operable tumors
with the therapeutical means available

%
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gical risk; obesity, whose incidence is
509 or more (> !°), can technically inter-
fere with abdominal operations. Vaginal
hysterectomy and adnexectomy can be
performed in these cases, improving the
operability and reducing the risk (> °).
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Fig. 4. — 5 years actuarial survivals, analyzed according to miometrial infiltration:

years

curve A:

patients with neoplastic infiltration limited to the inner two thirds of miometrium (23 pats.);
cutve B: patients with neoplastic infiltration extended to the outer two thirds of miometrium

(9 pats.).

today, have been reported. It is therefore
advisable to select treatments that are ef-
fective for the largest possible number of
patients, with the lowest possible mor-
bidity.

Late age, hypertension, diabetes, fre-
quently associated with endometrial can-
cer, can imply an increased anesthesiolo-

The series reported in the literature pre-
sent a 75-85% survival rate at 5 years,
with this kind of surgery only (> & );
these series are composed, to some ex-
tent, of selected patients. The abdominal
surgical approach has in fact been adopted
in 10 to 85% of the cases, according to
the different reports, on account of fac-
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tors like a greatly enlarged uterus, cer-
vical involvement or pathologic features
of high malignancy. Radiotherapy has
never been systematically associated with
vaginal surgery, even if the lack of direct
information on the lymph nodes condi-
tion made it advisable for most of the
patients, unless factors (low grade ma-
lignancy, growth limited to endometrium),
that have been correlated with a low inci-
dence of nodal metastases, are demons-
trated (*2).

The results obtained in our series with
the systematic use of radiotherapy after
vaginal hystero-adnexectomy do not signi-
ficantly differ from those reported in the
literature. However, the pathologic exa-
mination of surgical samples, in our pa-
tients, revealed involvement of the cervix
(13.5% of the evaluable patients), and
the adnexa or other pelvic organs (23.5%)
in a higher percentage than previously
reported by other Authors (respectively
6.5% and 109 in the Frick’s and Coll.
series) (3).

The analysis of the present results’ con-
sidering the extension of the disease, re-
vealed that an 89% actuarial survival at 5
years is obtained in patients with a tumor
limited to the uterine body. This result
is comparable with the corresponding
figures of the laparotomy series (*); the
results in cases of tumoral diffusion to
the cervix (62.5%) and the adnexa or
other pelvic structures (37.5%), favou-
rably compare with others, previouslv
published (** ¥),

Prognostic factors, like the grade of
tumor differentiation and miometrial in-
filtration, confirm, in these series, the im-
portance that had been attached to them
by several Authors (3 16, 17,18, 19)

This paper does not aim at advocating
vaginal surgery and postoperative irradia-
tion as the elective therapy for endome-
trial cancers. Therapeutical approaches,
including laparotomy, are by far more
suitable, from an oncologic point of view.
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However, when patients present medical
or surgical problems, liable to prevent an
abdominal operation, the procedure here
reported can be safely and effectively
adopted.
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