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Summary

Purpose: The aim of our study was to evaluate the incidence of lung metastases in the follow-up of women submitted to surgery
for endometrial carcinoma, in particular for FIGO Stage I which is the lowest risk stage for this metastatic site. Methods: The study
was conducted on 210 patients affected by FIGO Stage I endometrial cancer in the years 1990 to 2005 distributed as follows: 35
patients with Stage IA (limited to the endometrium), 150 patients with Stage IB (invasion up to and including half the myometrial
thickness), 25 patients with Stage IC (invasion greater than half the myometrial thickness). They underwent follow-up. Results: Only
one patient out of the group studied has developed lung metastasis six years after surgery. She was staged as FIGO IB (T1b Mx G1).
Conclusion: We are still following the cases and evaluating the biological  behavior of this specific endometrial carcinoma and its
reaction to further therapies. We are also looking for possible clinical characteristics in disagreement with those reported in the lit-
erature, which would thus make it necessary to reconsider the prognosis and therapy of this stage of disease.
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Introduction

The aim of the study was to evaluate the incidence of
lung metastasis in the follow-up of women submitted to
surgery for endometrial carcinoma, in particular for
FIGO Stage I [1, 2], which is the lowest risk stage for this
metastatic site [3-5].

According to the studies of the American Cancer
Society of the Centers for Disease Control and Preven-
tion and of the Gynecologic Oncology Group we can
affirm that endometrial carcinoma is the most common
pelvic malignant neoplasia in women [6-8].

It mainly spreads to less than half of the myometrium
(Stage IB), over half of the myometrium (Stage IC),
endocervical glands (Stage IIA), cervical stroma (Stage
IIB), serosa and/or adnexa and/or peritoneum (Stage IIB),
vagina (Stage IIIB), pelvic and pre-aortic nodes (Stage
IIIC), bowel and bladder mucosa (Stage IVA), distant
organs including inguinal and intraabdominal nodes
(Stage IVB).

On the basis of the architecture and cytologic atypia,
endometrial carcinoma is classified as: well differentiated
(G1), moderately differentiated (G2), and poorly differ-
entiated (G3) [9].

The lung is the most frequent site of distant metastasis.
The incidence of metastasis varies according to stage and
pathology as shown by many studies [3-5] and in partic-
ular by a study conducted by a Japanese group which
demonstrated that lung metastases due to endometrial
cancer FIGO Stage I/G1 have a very low incidence com-
pared to those at a higher stage and with a more aggres-
sive pathology [10].

Materials and Results

Our study was conducted on 210 patients affected by
endometrial cancer FIGO Stage I in the years 1990 to 2005 dis-
tributed as follows:

– 35 patients with Stage IA (limited to the endometrium);
– 150 patients with Stage IB (invasion up to and including

half the myometrial thickness);
– 25 patients with Stage IC (invasion greater than half the

myometrial thickness).
All the patients underwent laparotomic surgery in our Insti-

tute and more specifically they were submitted to total hys-
terectomy, bilateral salpingo-oophorectomy, peritoneal washing
(with negative results), and lymph node sampling [11-13].

On the basis of substaging and grading, some patients under-
went adjuvant therapy [14-18].

Surveillance after treatment was every three months the first
and second years, every six months the third year, every six
months the fourth and fifth years, and once a year for the fol-
lowing period.

The investigation included a general and gynecologic check-
up with vaginal smear, markers, pelvic, kidney and hepatic
ultrasounds, lung X-ray (yearly), bilateral mammography
(yearly), bone scintigraphy (yearly), abdominal CAT scan
(before surgery, 2 years after surgery, and afterwards once a
year) [19-21].

Results

Only one patient out of the study group developed lung
metastasis six years after surgery. She was staged as
FIGO IB (T1b Mx G1).

The patient, 55 years old with negative anamnesis for
risk factors, underwent a total hysterectomy with bilateral
salpingo-oophorectomy, removal of the vaginal cuff and
pelvic lymphadenectomy. Peritoneal washing was nega-
tive. The pathologic diagnosis was highly differentiated
G1 endometrial adenocarcinoma. Follow-up was totallyRevised manuscript accepted for publication April 19, 2007
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negative up to the sixth year, when a routine lung X-ray
followed by a CAT scan showed bilateral lung metasta-
sis.

The patient was submitted to various hormonal thera-
pies without results [22-24]. A second-line treatment
included chemotherapy with cisplatinum [25-28] up to
volume reduction of the metastasis followed by bilateral
lung metastasectomy [29]. She had been free of disease
for six months when she developed a new bilateral lung
metastasis. The patient is now in treatment with aro-
matase inhibitor.

Discussion

According to the clinical history of the patient who
developed metastasis, we can assert that this case, based
on the biological behavior, was an endometrial sarcoma
rather than an endometrial carcinoma:

– family and personal history were negative for risk of
developing endometrial adenocarcinoma;

– the first symptom of the patient was an episode of
metrorrhagia lasting 12 hours two years after menopause,
typical of uterine sarcoma rather than of endometrial car-
cinoma which causes abnormal bleeding;

– atypical incidence of recurrence (after 6 years),
response to hormonal treatment (negative) and surgery of
recurrence (recurrence of metastasis six months after-
wards).

Conclusion

Two different pathologists reexamined the histological
samples to exclude a wrong evaluation between endome-
trial adenocarcinoma and sarcoma.

We are still following the case and evaluating the bio-
logical behavior of this specific endometrial carcinoma as
well as its reaction to further therapies.

We are also investigating possible eventual clinical
characteristics not in agreement with those reported in the
literature, which would make it necessary to reconsider
the prognosis and therapy of this stage of disease.
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