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ABSTRACT
The aim of this work was update current pharmacotherapeutic approaches to practising
pharm D students and clinical pharmacists to understand more on risk factors, common signs
and symptoms, diagnosis techniques, better management and prevention of uterine cancer.
Cancer of the uterus is the most common cancer of female reproductive organs. It’s the fourth
most common cancer among women overall, behind breast cancer, lung cancer, and colorectal
cancer. The most important risk factor for endometrial cancer is the hormone estrogen.
Abnormal uterine bleeding can be used as an early detector for uterine cancer. There is no
screening test for endometrial cancer. The only reliable diagnostic test for this cancer is a tissue
biopsy. Removal of uterus is essential to treat endometrial cancer. By getting better knowledge
about this the prevalence of uterine cancer can be reduced. We collected the information from
various sources including international journals and databases. Major risk factors, common
signs and symptoms, newer diagnostic techniques, and recent developments in management of
uterine cancer were analysed and discussed. The aim of this review is to determine the
epidemiological data, various signs and symptoms, common risk factors, early detection
techniques and newer developments in the managements and preventive methods of uterine
cancer. It may be helpful to the people who all are working in the field of healthcare profession.
Keywords: Uterine cancer, Management and prevention of uterine cancer.

1. INTRODUCTION
The uterus, or womb, is part of a woman's
reproductive system. It's about the size and shape
of a hollow, upside-down pear. The uterus sits low
in the abdomen between the bladder and rectum
and is held there by muscle. It's joined to the
vagina (birth canal) by the cervix, which is the
neck of the uterus. The uterus is where a foetus
grows.
Cancer that begins from abnormal cells in
the lining of the uterus (the endometrium) or the
muscle tissue (myometrium).[1] Cancer is a disease
in which cells in the body grow out of control.
Cancer is always named for the part of the body
where it starts, even if it spreads to other body
parts later. When cancer starts in the uterus, it is
called uterine cancer. The uterus is the pearshaped organ in a woman's pelvis (the area below
your stomach and in between your hip bones).
The uterus, also called the womb, is where the
baby grows when a woman is pregnant. The most
common type of uterine cancer is also called
endometrial cancer because it forms in the lining
of your uterus, called the endometrium. There are

different types of uterine cancer. The most
common type starts in the endometrium, the
lining of the uterus. This type of cancer is
sometimes called endometrial cancer.
All women are at risk for uterine cancer,
but the risk increases with age. Most uterine
cancers are found in women who are going
through or who have gone through menopause
(the time of life when your menstrual periods
stop). Uterine cancer usually occurs after
menopause. [2,3]
Uterine cancer is the fourth most common
cancer in women in the United States and the most
commonly diagnosed gynecologic cancer. Several
risk factors for endometrial cancer have been
identified.
Obesity increases the risk threefold for
women 21 to 50 pounds overweight; risk is
heightened to 10 fold for individuals exceeding
ideal body weight by 50 pounds. Risk for
nulliparous women is two times higher than
primiparas and three times that of multiparous
women.Late menopause (age 52 versus age 49)
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leads to a 2.4-fold increased incidence of
endometrial cancer Hormones significantly alter
the risk of endometrial neoplastic disorders.
"Unopposed" estrogen replacement therapy in
postmenopausal patients increases endometrial
cancer risk 4- to 15 fold; risk is related to dose and
duration of therapy. Tamoxifen an antiestrogen
used in the therapy of breast cancer patients
increases the risk of endometrial cancer two- to
threefold. Estrogen-secreting tumors (granulosa
cell tumors of the ovary) and polycystic ovarian
disease increase the risk of endometrial cancer.
Hypertension has been reported to increase
endometrial cancer risk one fold, and diabetes
elevates the risk three fold. Ironically, smoking
one pack of cigarettes a day decreases risk by
about 30%, presumably due to enhanced estrogen
metabolism in smokers.
2. EPIDEMIOLOGY
Uterine cancer is the fourth most common
cancer in women in the United States and the most
commonly diagnosed gynecologic cancer (Figure
1).

2.2.2.1.
Transvaginal
sonography

ultrasound

or

Ultrasound tests use sound waves to take
pictures of parts of the body. For a transvaginal
ultrasound a probe that gives off sound waves is
inserted into the vagina. The sound waves create
images of the uterus and other pelvic organs.
These images often help show whether the
endometrium is thicker than usual, which can be a
sign of endometrial cancer. It may also help see if
a cancer is growing into the muscle layer of the
uterus (myometrium).
2.2.2.2. Cystoscopy and proctoscopy
In cystoscopy the tube is placed into the
bladder through the urethra. In proctoscopy the
tube is placed in the rectum. These exams allow
the doctor to look for possible cancers. Small
tissue samples can also be removed during these
procedures for pathologic (microscopic) testing.
2.2.3. Blood tests
2.2.3.1. Complete blood count
Many times women with a lot of blood
loss from the uterus will have low red blood cell
counts (anemia).
2.2.3.2. CA 125 blood test
CA 125 is a substance released into the
bloodstream by many, but not all, endometrial and
ovarian cancers. In endometrial cancer, a very
high blood CA 125 level suggests that the cancer
has probably spread beyond the uterus. If CA 125
levels are high before surgery. [14]
2.2.4. Biopsy

Figure -1: Uterine cancer in world wide
2.1. In india
Endometrial cancer is common in
western women, and the rates are very high;
however in India, the rates are as low as 4.3 per
100,000 (Delhi).
The present study showed that
endometrial cancer patients with localized disease
at diagnosis have a good outcome in India. [4-9]
2.2. Diagnosis
2.2.1. Pelvic examination
A speculum - a device that opens the
vagina - is inserted so that the doctor may look
carefully at the vagina and cervix. The doctor will
be looking out for any lumps or changes in shape
or size. [10-13]
2.2.2. Imaging tests for endometrial cancer

A biopsy is the removal of a sample of
tissue or cells so that a pathologist can examine
them, usually under a microscope for the presence
of cancerous cells.
2.2.5. Hysteroscopy
The doctor uses a hysteroscope, a thin
kind of telescope which is inserted through the
vagina and into the uterus. For this technique
doctors insert a tiny telescope (about 1/6 inch in
diameter) into the uterus through the cervix. To
get a better view of the inside of the uterus, the
uterus is filled with salt water (saline). This lets
the doctor see and biopsy anything abnormal,
such as a cancer or a polyp.
2.2.6. Dilation and curettage (D&C)
If the endometrial biopsy sample doesn't
provide enough tissue, or if the biopsy suggests
cancer but the results are uncertain, a D&C must
be done. In this outpatient procedure, the opening
of the cervix is enlarged (dilated) and a special
instrument is used to scrape tissue from inside the
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uterus. This may be done with or without a
hysteroscopy.
2.2.7. Computed tomography (CT)
CT scans are not used to diagnose
endometrial cancer. CT scans can also be used to
precisely guide a biopsy needle into a suspected
area of cancer spread. For this procedure, called a
CT-guided needle biopsy, you remain on the CT
scanning table while a doctor moves a biopsy
needle toward the mass. CT scans are repeated
until the doctor is sure that the needle is inside the
mass. A fine needle biopsy sample (tiny fragment
of tissue) or a core needle biopsy sample (a thin
cylinder of tissue about ½ inch long and less than
1/ inch in diameter) is removed and looked at
8
under a microscope.
2.2.8. Magnetic resonance imaging (MRI)
MRI is a good way to tell whether, and
how far, the endometrial cancer has grown into
the body of the uterus.
2.2.9. Positron emission tomography (PET)
In this test radioactive glucose (sugar) is
given to look for cancer cells. Because cancers use
glucose (sugar) at a higher rate than normal
tissues, the radioactivity will tend to concentrate
in the cancer. [15-20]
2.3. Treatment
2.3.1. Surgery
Most doctors will recommend that
women with endometrial cancer have their uterus
surgically removed (hysterectomy). The fallopian
tubes and ovaries will usually be removed as well
(salpingo-oophorectomy).
Lymph nodes may also be removed and
sent to the laboratory for testing. Removing lymph
nodes helps in the staging of the cancer.If the
patient is premenopausal, she will stop having
periods after the operation and will not be able to
get pregnant. There may be symptoms of
menopause, such as hot flashes, night sweats and
vaginal
dryness.oophorectomy,
and
node
sampling followed by postoperative irradiation
.Preoperative intracavitary and external-beam
radiation
2.3.2. Stage I disease
For disease confined to the uterus,
patients are placed in low-, intermediate-, and
high-risk categories, and adjuvant therapies are
based on pathologic features. In general, stage I
tumors that are higher grade and more deeply
invasive into the myometrium have a greater risk
for recurrence and benefit from adjuvant therapy
postoperatively.

Whole-pelvis radiotherapy, with or
without vaginal cuff brachytherapy, is the most
commonly used adjuvant postoperative treatment
modality. Patients with the histologic variant
papillary serous carcinoma, an aggressive
endometrial lesion with a high risk for extrapelvic
recurrence, are generally offered chemotherapy to
reduce postoperative recurrence risk.
2.3.3. Stage II disease
For disease involving the uterine cervix, there
are several treatment options. When unsuspected
cervical stromal involvement is found during
surgery,
postoperative
external-beam
radiotherapy with vaginal cuff brachytherapy is
indicated. If cervical involvement is known
preoperatively, various combinations of surgery
and radiotherapy have been used:


Hysterectomy,
bilateral
salpingooophorectomy, and node sampling
followed by postoperative irradiation



Preoperative intracavitary and externalbeam radiation therapy followed by
hysterectomy and bilateral salpingooophorectomy



Radical
hysterectomy
lymphadenectomy

and

pelvic

2.3.4. Stage III disease
In general, postoperative whole-pelvis
radiotherapy (vaginal cuff brachytherapy) is
indicated when disease involves adnexal
structures or retroperitoneal nodes. Patients with
para-aortic involvement might benefit from
extended-field radiotherapy.
2.3.5. Stage IV disease
The site of metastatic disease and
associated symptoms dictate the appropriate
treatment of stage IV endometrial cancer. For
bulky pelvic disease, radiation therapy consisting
of a combination of intracavitary and external
beam irradiation is used. When distant metastases
are present, systemic therapy is indicated.
Satisfactory tumor responses to hormonal
treatment with progestational agents can often be
achieved in well-differentiated (grades 1 and 2)
tumors. Useful chemotherapeutic agents include
doxorubicin and paclitaxel.
2.4. Pharmacological treatment
2.4.1. Medication choices
Medicine treatment for endometrial cancer may
include hormone therapy or chemotherapy.
Progestin hormone therapy. Examples include:


Hydroxyprogesterone (Delalutin).



Megestrol (Megace).
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Medroxyprogesterone (Provera).



Chemotherapy, used alone
combination. Examples include:



Doxorubicin.



Cisplatin.



Paclitaxel.



Carboplatin.



Topotecan.

or

in

kill the cells, causing the tumor to shrink. They
also induce cell suicide (self-death or apoptosis).
Chemo is often given in cycles, in which a
period of treatment is followed by a rest period.
The chemo drugs may be given on one or more
days in each cycle.
Drugs used in treating endometrial cancer may
include:


Paclitaxel

Side effects



Carboplatin

The common side effects of progesterone
hormones include:



Doxorubicin or liposomal doxorubicin



Cisplatin



Breast tenderness



Tiredness



Nausea



Fluid retention

2.4.2. Progestin hormonal therapy
Hormone therapy works by blocking the
action of hormones and stopping cancer cells from
growing. Progestin hormone therapy may be used
to slow the growth of endometrial cancer. This
may be done when the cancer has spread to other
parts of the body. Or it may be done for a young
woman with early-stage cancer so she can
become pregnant in
the
future.
Progestin
hormone therapy may be given to women who are
unable to have surgery or radiation therapy.
Side Effects

Most often two or more drugs are
combined for treatment. Sometimes chemo is
given for a few cycles, followed by radiation. Then
chemo is given again. This is called sandwich
therapy and is sometimes used for endometrial
papillary
serous
cancer
and
uterine
carcinosarcoma.
2.4.3.1. PACLITAXEL
Paclitaxel
is
an
anti-cancer
("antineoplastic" or "cytotoxic") chemotherapy
drug.Paclitaxel is classified as a "plant alkaloid," a
"taxane" and an "antimicrotubule agent."
Side effects


Low blood counts. Your white and red
blood cells and platelets may temporarily
decrease.



Hair loss



Arthralgias and myalgias



Peripheral neuropathy (numbness and
tingling of the hands and feet)



Dizziness.



Mild shortness of breath



Hot flashes or sweating.



Decreased sex drive.



Diarrhea



Insomnia.



Mouth sores



Changes in eyesight.



Hypersensitivity reaction.Fever, facial
flushing, chills, shortness of breath, or
hives.

Dose
Progesterone Injection USP, 50 mg/mL is
available in 10 mL multiple dose vials, individually
boxed.

Mechanism


2.4.3. Chemotherapy
Chemotherapy (often called “chemo”) is
the use of cancer-fighting drugs given into a vein
or by mouth. These drugs enter the bloodstream
and reach throughout the body, making this
treatment potentially useful for cancer that has
spread beyond the endometrium. The ability of
chemotherapy to kill cancer cells depends on its
ability to halt cell division. Usually, the drugs work
by damaging the RNA or DNA that tells the cell
how to copy itself in division. Chemotherapy will

Antimicrotubule
agents
(such
as
Paclitaxel), inhibit the microtubule
structures within the cell. Microtubules
are part of the cell's apparatus for
dividing and replicating itself. Inhibition
of these structures ultimately results in
cell death.

Dose


TAXOL (paclitaxel) Injection is a clear,
colorless to slightly yellow viscous
solution. It is supplied as a nonaqueous
solution intended for dilution with a
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suitable parenteral fluid
intravenous infusion.

prior

to



TAXOL is available in 30 mg (5 mL), 100
mg (16.7 mL), and 300 mg (50 mL)
multidose vials.



Each mL of sterile nonpyrogenic solution
contains 6 mg paclitaxel, 527 mg of
purified
Cremophor®
EL
(polyoxyethylated castor oil) and 49.7%
(v/v) dehydrated alcohol.

2.4.3.2. CARBOPLATIN
Carboplatin is an anticancer drug
("antineoplastic" or "cytotoxic") chemotherapy
drug. Carboplatin is classified as an "alkylating
agent."
Side effects


Low blood counts (including red blood
cells, white blood cells and platelets)



Taste changes



Hair loss



Blood test abnormalities:
magnesium level



Burning sensation at the injection site



Peripheral neuropathy



Central neurotoxicity: Infrequent but
patients over age 65 are at increased risk.



Nephrotoxicity



Hearing loss (ototoxicity) - loss of high
pitched sounds.

relaxes supercoils in DNA for transcription.
Doxorubicin stabilizes the topoisomerase II
complex after it has broken the DNA chain for
replication, preventing the DNA double helix from
being resealed and thereby stopping the process
of replication.
Side effects


sores in the mouth and throat



loss of appetite (and weight loss)



weight gain



stomach pain



diarrhea



increased thirst



unusual tiredness or weakness



dizziness



hair loss

Dose


Doxorubicin is an intravenous (IV)
medicine. The exact dose that you receive
and how often you are treated depend on
your body size, the type of cancer you
have, and how much of your body is
affected by the cancer.



When used in combination with other
chemotherapy drugs, the most commonly
used dosage of doxorubicin is 40 to 60
mg/m2 IV every 21 to 28 days



Alternatively, 60 to 75 mg/m2 IV once
every 21 days.



The lower doses are recommended for
patients with inadequate marrow
reserves due to old age, prior therapy, or
neoplastic marrow infiltration. [21-38]

Abnormal

Dose
Carboplatin Injection is supplied as a
sterile, aqueous solution available in 50 mg/5 mL,
150 mg/15 mL, 450 mg/45 mL or 600 mg/60 mL
multi-dose vials containing 10 mg/mL of
carboplatin for administration by intravenous
infusion.
Mechanism
The drugs work by damaging the RNA or
DNA that tells the cell how to copy itself in
division. If the cells are unable to divide, they die.
The faster the cells are dividing, the more likely it
is that chemotherapy will kill the cells, causing the
tumor to shrink. They also induce cell suicide
(self-death or apoptosis).
2.4.3.3. Doxorubicin
Mechanism
Doxorubicin
interacts
with
DNA
by intercalation and
inhibition
of
macromolecular biosynthesis. This inhibits the
progression of the enzymetopoisomerase II, which

2.4.3.4. Preoperative evaluation
Patients with endometrial cancer often
have comorbidities such as obesity, hypertension,
diabetes, and cardiac and pulmonary dysfunction
that make them high-risk or poor surgical
candidates.
A physical examination and chest
radiography are required for preoperative staging
of the usual histology (i.e., type I endometrioid
grade 1), clinical stage I patient. Directing all other
preoperative testing toward optimizing the
surgical outcome is recommended.
If the cervix appears to be enlarged which
suggests possible tumor involvement the
differential diagnosis of cervical adenocarcinoma
should be considered. If cervical involvement is
confirmed, treatment options include radical
hysterectomy or preoperative radiation therapy.
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The finding of vaginal, parametrial, or adnexal
extension of disease can complicate treatment
planning, and a subspecialist may be required for
complete surgical resection.
2.4.3.5. Surgical staging
Most women with endometrial cancer
benefit from systematic surgical staging, which
includes pelvic washings, bilateral pelvic and
para-aortic lymphadenectomy, and complete
resection of all disease. Exceptions include young
or perimenopausal women with grade 1
endometrioid adenocarcinoma associated with
atypical endometrial hyperplasia, and women at
increased risk of mortality secondary to
comorbidities.
Retroperitoneal lymph node assessment
is a critical component of surgical staging and is
associated with improved survival rates. Palpation
of the retroperitoneum is not recommended
because it cannot substitute for surgical dissection
of nodal tissue for histopathology. Women who
test negative for disease of the pelvic and paraaortic lymph nodes and for abnormal pelvic
cytology have better survival rates compared with
women who have matched uterine histologic
factors and positive results on testing of nodes or
cytology.
2.4.3.6. Postoperative therapy
Women who do not receive postoperative
radiation with surgical stage I endometrial cancer
may have isolated recurrent disease in the vagina.
Treatment of these recurrences demonstrates a 60
to 75 percent survival rate; these recurrences can
be managed subsequently, avoiding the
unnecessary exposure of radiation toxicity.
Therefore, postoperative radiation therapy can
reduce the risk of local recurrence in patients with
surgical stage I disease. When radiation therapy is
being considered, the cost and toxicity should be
balanced with the evidence that therapy neither
improves survival nor reduces distant metastasis.
2.4.3.7. Radiation therapy
Typically, the primary treatment of
endometrial cancer involves hysterectomy.
However, in patients who are exceptionally poor
surgical candidates (less than 3.5 percent),
primary therapeutic radiation may be considered.
Radiation therapy alone does not allow
for directed therapy, and it fails to eradicate the
uterine cancer in 10 to 15 percent of patients. The
cancer-specific five-year survival rates in stage I
inoperable patients (80 percent) are less than the
rates in stage I operable patients (98 percent) and
are related to tumor grade. Therefore, a careful
preoperative
evaluation
and
appropriate

consultation are recommended before denying
any woman the benefits of hysterectomy.
2.4.3.8. Progestin therapy in atypical
endometrial hyperplasia and endometrial
cancer
Atypical endometrial hyperplasia and
endometrial cancer should be considered as part
of a continuum. For women who do not desire
fertility, hysterectomy should be recommended
for treatment of atypical endometrial hyperplasia
because of the high risk of an underlying cancer.
However, women who wish to maintain fertility,
whether they have a diagnosis of atypical
endometrial hyperplasia or grade 1 endometrioid
adenocarcinoma, may be treated with progestins
to try to reverse the lesion.
Progestational
agents
have
been
evaluated as a primary treatment modality of
early grade 1 disease in women who want to
maintain their fertility or in women who are
extremely poor operative candidates. Oral,
parenteral, or intrauterine device delivery of
progestin has been successful, with response rates
ranging from 58 to 100 percent. Long-term
outcomes are uncertain, but the disease will likely
recur in most patients.
Continued histologic monitoring is vital to
ensure the response of medication and exclude
recurrence. It is recommended that, after therapy,
patients undergo serial complete intrauterine
evaluation every three months to document
response.
3. FOLLOW UP
When the disease is confined to the
uterus, the types of recurrence depend on
histologic cell type, lymph- vascular invasion,
depth of invasion, and the use of radiation
therapy.
Recurrent disease in the pelvis,
particularly in the vaginal cuff, can be treated
successfully
with
radio-therapy
in
the
nonirradiated patient. Vaginal or pelvic
recurrence can be detected and treated
successfully in 68 to 88 percent of women who
have not received radiation therapy. Monitoring
patients with a speculum and rectovaginal
examination is recommended every three to four
months for two to three years, then twice a year.
4. REVIEW
Patients treated for endometrial cancer
should be followed up for both recurrence and
late toxicity. Although there is lack of evidence for
clear benefit and follow-up schedules vary
between centres, the following schedule could be
advised. For the first 3 years patients can be seen
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3- to 4-monthly. History, physical and vaginal
examination should be performed.
Further investigations (CT, MRI, blood
tests, examination under anaesthesia) can be
requested if clinically indicated. For the next 2
years and until the completion of 5 years in total,
6-monthly appointments are recommended.
During this surveillance the increased risk of
cancers of the breast, ovary and colon in patients
with endometrial cancer should be taken into
account. [39]
5. REFERENCES
1.

www.cancervic.org.au.

2.

Park CK, Apte S, Acs G and Harris EER. Cancer
of the endometrium. In: Abeloff MD, Armitage
JO, Niederhuber JE, Kastan MB, McKenna WG,
eds. Abeloff’s Clinical Oncology. 4th ed.,
Philadelphia, Pa: Elsevier Churchill
Livingstone, 2008; 2.

3.

Lu K and Slomovitz BM. Neoplastic diseases of
the
uterus:
Endometrial
hyperplasia,
endometrial carcinoma, sarcoma: Diagnosis
and management. In: Katz VL, Lentz GM, Lobo
RA, Gershenson DM, eds. Comprehensive
Gynecology. 5th ed., Philadelphia, Pa: Mosby
Elsevier; 2007; 32.

4.

5.

Quinn M, Wood H, Cooper N and Rowan S.
Cancer Atlas of the United Kingdom and
Ireland 1991–2000. Studies on Medical and
Population Subjects, London: ONS; 2005; 68.
National Cancer Intelligence Network (NCIN).
Cancer Incidence and Mortality by Cancer
Network, UK, 2005. London, NCIN, 2008.

6.

National Cancer Intelligence Network (NCIN).
Cancer e-Atlas. Accessed April 2013.

7.

Key TJ and Pike MC. The dose-effect
relationship between 'unopposed' oestrogens
and endometrial mitotic rate: its central role
in explaining and predicting endometrial
cancer risk. Br J Cancer., 1988; 57(2): 205-12.

8.

9.

Duncan ME, Seagroatt V and Goldacre MJ.
Cancer of the body of the uterus: trends in
mortality and incidence in England, 1985–
2008. BJOG, 2012; 119(3): 333-339.
Cogliano VJ, Baan R and Straif K. Preventable
Exposures Associated With Human Cancers. J
Natl Cancer I, 2011; 103(24): 1827-39.

10. DiSaia PJ and Creasman WT. 7th ed. Clinical
Gynecologic Oncology. St. Louis, Mo: Mosby;
2007.
11. Douglas D. Similar outcomes with oral and
IUD hormonal therapy for endometrial
neoplasms. Medscape Medical News. May

www.ijcps.com
15,
2013.
Available
at
http://www.medscape.com/viewarticle/8042
17. Accessed June 3, 2013.
12. Ferenczy A and Gelfand M. The biologic
significance
of
cytologic
atypia
in
progestogen-treated endometrial hyperplasia.
Am J Obstet Gynecol. Jan 1989; 160(1): 126131.
13. Goff BA, Kato D and Schmidt RA. Uterine
papillary serous carcinoma: patterns of
metastatic spread. Gynecol Oncol., 1994;
54(3):264-8.
14. National Cancer Guidance Steering Group.
Improving Outcomes in Gynaecological
Cancers: The Research Evidence London: NHS
Executive,
Department
of
Health,
1999 Dr ErikFangel Poulsen,
specialist
(http://www.netdoctor.co.uk/diseases/facts/
uterinecancer.htm#ixzz2rBtM2BT7).
15. The National Cancer Institute says there are
five stages. Some places, such as The Mayo
Clinic and Cancer Research UK say there are
only 4 stages (I, II, III, and IV).
16. Mutter GL, Lin MC and Fitzgerald JT. Changes
in endometrial PTEN expression throughout
the human menstrual cycle. J Clin Endocrinol
Metab, 2000; 85:2334.
17. Mutter GL, Baak JP and Fitzgerald JT. Global
expression changes of constitutive and
hormonally
regulated
genes
during
endometrial
neoplastic
transformation.
Gynecol Oncol., 2001; 83:177.
18. Sherman ME. Theories of endometrial
carcinogenesis: a multidisciplinary approach.
Mod Pathol., 2000; 13:295.
19. Lax SF and Kurman RJ. A dualistic model for
endometrial
carcinogenesis
based
on
immunohistochemical and molecular genetic
analyses. Verh Dtsch Ges Pathol 1997; 81:228.
20. Bussaglia E, del Rio E, Matias-Guiu X and Prat
J. PTEN mutations in endometrial carcinomas:
a molecular and clinicopathologic analysis of
38 cases. Hum Pathol., 2000; 31:312.
21. Endometrial Cancer Treatment (PDQ): Health
Professional Version. National Cancer
Institute
2010.
(Available
online:
http://www.cancer.gov/cancertopics/pdq/tr
eatment/endometrial/healthprofessional).
22. Abu-Rustum NR, Khoury-Collado F and
Pandit-Taskar N. Sentinel lymph node
mapping for grade 1 endometrial cancer: is it
the answer to the surgical staging dilemma.
Gynecol Oncol., 2009; 113: 163-169.

53

Review Article

www.ijcps.com

23. Alvarez EA, Brady WE and Walker JL. Phase II
trial of combination bevacizumab and
temsirolimus in the treatment of recurrent or
persistent
endometrial
carcinoma:
a
Gynecologic Oncology Group study. Gynecol
Oncol., 2013; 129(1):22-7.

Horner M-J (editors). SEER Survival
Monograph: Cancer Survival Among Adults:
U.S. SEER Program, 1988-2001, Patient and
Tumor Characteristics. National Cancer
Institute, SEER Program, NIH Pub. No. 076215, Bethesda, MD, 2007.

24. Amant F, Moerman P and Neven P.
Endometrial cancer. Lancet., 2005; 366: 491505.

35. Kushi LH, Doyle C and McCullough M.
American Cancer Society guidelines on
nutrition and physical activity for cancer
prevention: Reducing the risk of cancer with
healthy food choices and physical activity. CA
Cancer J Clin. 2012; 62: 30-67.

25. Cancer Facts and Figures 2013. Atlanta, Ga:
American Cancer Society, 2013.
26. American College of Obstetricians and
Gynecologists. ACOG practice bulletin, clinical
management guidelines for obstetriciangynecologists, number 65, August 2005:
management of endometrial cancer. Obstet
Gynecol., 2005; 106(2): 413-25.
27. American Joint Committee on Cancer. Uterine
Cancer. In: AJCC Cancer Staging Manual. 7th
ed. New York, NY: Springer, 2010: 403-409.
28. Barlin JN, Puri I and Bristow RE.
Cytoreductive surgery for advanced or
recurrent endometrial cancer: a metaanalysis. Gynecol Oncol., 2010; 118(1):14-8.
29. Beining RM, Dennis LK, Smith EM and Dokras
A. Meta-analysis of intrauterine device use
and risk of endometrial cancer. Ann
Epidemiol., 2008; 18: 492-499.
30. Cardenes HR, Look K, Michael H and Cerezo L.
Endometrium. In: Halperin EC, Perez CA,
Brady LW, eds. Perez and Brady's Principles
and Practice of Radiation Oncology. 5th ed.
Philadelphia, Pa: Lippincott Williams and
Wilkins, 2008: 1610-1628.
31. Chao KSC, Perez CA and Brady LW. Radiation
Oncology Management Decisions. 3rd edition.
Philadelphia, Pa: Lippincott Williams and
Wilkins, 2011.
32. Keys HM, Roberts JA and Brunetto VL. A phase
III trial of surgery with or without adjunctive
external pelvic radiation therapy in
intermediate
risk
endometrial
adenocarcinoma: a Gynecologic Oncology
Group study. Gynecol Oncol., 2004; 92(3):
744-751.

36. Malzoni M, Tinelli R and Cosentino F. Total
laparoscopic hysterectomy versus abdominal
hysterectomy with lymphadenectomy for
early-stage endometrial cancer: a prospective
randomized study. Gynecol Oncol., 2009;
112: 126-133.
37. McCullough ML, Patel AV and Patel R. Body
mass and endometrial cancer risk by hormone
replacement therapy and cancer subtype.
Cancer Epidemiol Biomarkers Prev., 2008;
17: 73-79.
38. Minig L, Franchi D, Boveri S, Casadio C,
Bocciolone L and Sideri M. Progestin
intrauterine device and GnRH analogue for
uterus-sparing treatment of endometrial
precancers and well-differentiated early
endometrial carcinoma in young women. Ann
Oncol., 2011; 22(3):643-649.
39. National Comprehensive Cancer Network
(NCCN)
guidelines.
Available
at:
www.nccn.org (Accessed on November 12,
2013).Randall ME, Filiaci VL, Muss H, et al.
Randomized phase III trial of wholeabdominal irradiation versus doxorubicin and
cisplatin
chemotherapy
in
advanced
endometrial carcinoma: a Gynecologic
Oncology Group Study. J Clin Oncol., 2006;
24:36.

33. Kim MK, Yoon BS, Park H, Seong SJ, Chung HH,
Kim JW and Kang SB. Conservative treatment
with medroxyprogesterone acetate plus
levonorgestrel intrauterine system for earlystage endometrial cancer in young women:
pilot study. Int J Gynecol Cancer, 2011;
21(4): 673-677.
34. Kosary CL. Cancer of the Corpus Uteri. In: Ries
LAG, Young JL, Keel GE, Eisner MP, Lin YD,

54

