


CA 125 levels have been high in some women and may

indicate more advanced disease.
Treatment

Surgery is the primary treatment for 92-96% of women
with endometrial carcinoma. At the time of surgery,
peritoneal evtologic sampling, abdominal exploration,
palpation and biopsy of any suspicious lymph nodes or
lesions and abdominal hysterectomy and bilateral
salpingooophrectomy are performed. Pelvic and
paraaortic [ymphadenectomy is appropriate when the
specimen obtained on D&C or hysterectomy has poor
prognostic features eg. grade I serous or clear cell
tumour, middle or deep myometrial invasion or spread
to cervix or adnexa. Deep myometrial invasion can be
diagnosed on a frozen section.  After primary surgical
staging the extent of the discase can be determined and

the field for adjuvant radiation therapy can be decided.

Laparoscopically assisted vaginal hysterectomy and
Laproscopic nodal dissection have been recently reported
in the management of Stage 1 endometrial carcinoma.
Everything that is done during open surgical staging can
be done by laparoscopy with the added advantage that

the uterus can be removed vaginally.

Although staging in experienced hands has not been
shown to significantly affect surgical morbidity, it has
not been known to improve survival and the debate of
whether to do lymphadencctomy or not will go on.
Staging may reduce morbidity and cost of adjuvant
radiotherapy. Every case must be individualized. If itis
clinical stage 1. laparoscopically assisted vaginal
hysterectomy (LAVH) may be done first and if the lesion
1s extensive or invades more than half the myometrium
on frozen section, lymphadenectomy may be carried out.
Patients with Grade II or I lesions should undergo
lymphadenectomy before LAVH. If LAVH is feasible

an abdominal inciston 1s avoided and we can decreas
blood loss and hospital stay. Problems with Laparoscopic
management include requiring specialized expensive
instruments and most important experience m doing
laparoscopic surgery. Long term follow up reports will
tell how efficient this procedure really 1s. It (s possible
that in future patients with well-differentiated lesions may
be managed by vaginal hysterectomy and laparoscopic

surgical staging.
Radiation therapy :

Primary radiation therapy is used in women who are ven

high risk for surgery and their number is very mimmmun.
Hormonal/Cytotoxic chemotherapy :

Systemic therapy with progestational hormones or
cytotoxic chemotherapy may be given when endometrial
carcinoma is widespread. Hormone therapy is preferable
as it has less toxicity and the response 15 comparable.
Women likely to respond usually have well differentrated

tumours and positive oestrogen progesterone receptors.

Cytotoxic agents include Doxorubicin. Cisplatinum.
Carboplatinum and Paclitaxcl are often used for advanced
or recurrent endometrial carcinoma when hormonal
therapy is ineffective. Although adenocarcinoma of the
endometrium is an oestrogen dependant tumour
retrospective studies have shown that there is no mereased
risk of recurrence if oestrogen replacement therapy is
given after the treatment of low risk Stage I endometrial

carcinoma.

In the past decade it has been observed that many things
relating to endometrial carcinoma are undergoing a
change from the pathological description to treatment and
future directions in diagnosis and management should
be studied globally.
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