


The uterus is located within the pelvic region 
immediately behind and almost overlying the 
bladder, and in front of the sigmoid colon.   
The uterus can be divided anatomically into 
four regions: the fundus – the uppermost 
rounded portion of the uterus, the corpus 
(body), the cervix, and the cervical canal. The 
cervix protrudes into the vagina. The uterus 
is held in position within the pelvis by 
ligaments, which are part of the endopelvic 
fascia. These ligaments include the 
pubocervical ligaments, the cardinal 
ligaments, and the uterosacral ligaments. It is 
covered by a sheet-like fold of peritoneum, 
the broad ligament  

Endometrioid adenocarcinoma is the most 
common endometrial carcinoma, constituting 
75% to 80% of all cases 



Risk factors for endometrial cancer: 
1. Exogenous unopposed estrogen 

2. Endogenous estrogen (obesity, functional ovarian tumors, late menopause, 

nulliparity, chronic anovulation/polycystic ovarian syndrome) 

3. The use of tamoxifen in patients with breast cancer has been associated with 
increased risk of endometrial cancer 

 4. Advancing age (75% postmenopausal) 

5. Hereditary (HNPCC); 27%–71% lifetime risk of endometrial cancer 

6. Family Hx 

7. Non–insulin-dependent diabetes mellitus and hypertension (RR, 1 to 3) also increases 
the risk of endometrial cancer 

What are protective factors for endometrial cancer? 

Protective factors for endometrial cancer include combination oral contraceptives 
and physical activity.  



Forms of endometrial cancer: 
1. Type I: endometrioid, 70%–80% of cases, estrogen related, 75–80% of tumors  arise from 
endometrial hyperplasia. 
2. Type II: nonendometrioid, typically papillary serous or clear cell, high grade, aggressive clinical 
course, not stimulated by estrogen, arise from atrophic endometrium or from an endometrial 
polyp in older pts., not associated with obesity 

  Up to 5% of uterine cancers are sarcomas, including carcinosarcoma (most common), 
leiomyosarcoma, and endometrial stromal sarcomas. 

it is well established that the use of estrogen-only hormone replacement therapy and sequential 
oral contraceptives greatly increases endometrial cancer risk, whereas combined preparations, 
that is, those that contain a progestogen as well as estrogen throughout the treatment period, 
have a protective effect (RR, 0.3 to 0.5) 

 Mutations in one of the four mismatch repair (MMR) genes hMLH1, hMSH2, hMSH6, or hPMS2 
have been identified in patients with Lynch syndrome. Although HNPCC is thought of primarily 
in terms of risk of developing colorectal cancer, it is important to note that lifetime cumulative 
risk of endometrial cancer for women with HNPCC is 40% to 60% 





 lymphatic drainage of the uterus 

The primary lymphatic drainage of the cervix and lower uterine segment is to 
the pelvic LNs (parametrial, internal and external iliacs, obturator, common 
iliac, presacral).  
The fundus has direct drainage to the para-aortic nodes.  
The round ligament can drain directly to the inguinal nodes. 

What are the most aggressive histologies of epithelial endometrial 
cancer?  

What is the most common clinical presentation of endometrial cancer? 

Endometrial cancer presents with abnormal vaginal bleeding in 90% cases. Only 5%–20% of 
postmenopausal women with abnormal vaginal bleeding have endometrial cancer  



Work up : 
H&P, CBC, PAP smear has limited sensitivity (as low as 40%) , endometrial Bx, and 
CXR. If extrauterine Dz is suspected, consider CA125, MRI/CT/PET, cystoscopy, and 
sigmoidoscopy. 

Transvaginal ultrasonography (TVU) may be considered as a useful tool to assess 
patient’s vaginal bleeding. Normal endometrium looks thin and homogeneously 
hyperechoic, but it is thickened and heterogeneous, with hyperplasia, polyps, and 
cancer, The consensus statement from the Society of Radiologists in Ultrasound 
defines an endometrial thickness of 5 mm or greater as being abnormal. If the 
thickness less than 5 mm the risk of endometrial cancer is minimal; the false 
negative rate is about 4% 

 

Endometrial biopsy is diagnostic gold standard with >90% sensitivity and 85% 
specificity, thereby largely obviating need for D&C (D&C if endometrial biopsy is 
nondiagnostic) 



MRI 

diffusion-weighted (DW) MRI are equivalent in detecting deep myometrial 
invasion. 

 A clear junctional zone or preservation of a sharp delineation between the tumor 
and the myometrium implies disease limited to the endometrium. 

 Disease characterized by disruption of the junctional zone, increased–signal-
intensity tumor in the inner half of the myometrium with preservation of the outer 
myometrium, or both correlates with superficial myometrial invasion. 

 If there is extension of the high–signal-intensity tumor into the outer myometrium 
with preservation of a peripheral rim of normal, intact myometrium, then that is 
considered deep myometrial invasion 





PET SCAN 

Positron emission tomography (PET)/CT is also being used in 
endometrial cancer. There seems to be little benefit in assessing the 
primary tumor extension. With regard to regional lymph node 
metastasis, the reported sensitivity is 72% and the specificity is 94%. 
The main advantage of PET-CT over other imaging modalities is its 
accuracy in detecting distant metastasis. 









Surgical subtypes 
TAH removes the uterus and a small rim of vaginal cuff 

Modified radical hysterectomy: 

 1. Removal of uterus and 1–2 cm of vaginal cuff  

2. Wide excision of parametrial and paravaginal tissues (including median one-half 
of cardinal and uterosacral ligaments)  

3. Ligation of uterine artery at ureter 

 Radical hysterectomy: 

 1. Resection of uterus and upper vagina 

 2. Dissection of paravaginal and parametrial tissues to pelvic sidewalls 

 3. Ligation of uterine artery at its origin at internal iliac artery 





Pelvic and P-A lymphadenectomy is recommended in which pts 
with endometrial cancer?  

Although controversial, LNs are commonly assessed at the time of initial Sg for endometrial 
cancer. Pelvic lymphadenectomy may not be indicated in women with Dz clinically confined to 
the uterus. The ASTEC (A Study in the Treatment of Endometrial Carcinoma) trial randomized 
1,408 pts with endometrial cancer that was clinically confined to the uterus to standard Sg (TAH 
+ BSO, peritoneal washing, palpation of P-A nodes) vs. standard Sg + pelvic lymphadenectomy. 
Those at intermediate or high risk for recurrence (independent of nodal status) were further 
randomized to rcv pelvic RT or not. There was no benefit to pelvic lymphadenectomy in terms of 
OS or RFS; however pts had increased morbidity. (ASTEC Study Group et al., Lancet 2009) 

 
  



What is the risk of lymphedema following Sg for uterine malignancies?  

According to an MSKCC retrospective review of 1,289 pts, the rate of lymphedema at a median 
f/u of 3 yrs was 1.2%. When ≥10 LNs were removed, the rate of symptomatic lymphedema was 
3.4%. (Abu-Rustum NR et al., Gyn Oncol 2006) 
  

patients with grade 3 disease or serous or clear cell histology and those with deep myometrial 
invasion on frozen section will undergo lymphadenectomy 

SLN mapping is gaining more acceptance in the staging of endometrioid adenocarcinoma for 
sure. This approach is gaining acceptance not only in the gynecologic oncology community 
but also in other histologies. 
In a prospective study of 123 patients with grade 3 endometrioid histology, serous, clear cell, 
and carcinosarcoma, all underwent sentinel node mapping followed by lymphadenectomy. 
Overall, sentinel node detection rate was 89%, with an overall sensitivity of 95% and false-
negative rate of 5% (1/20). The rate of positive node was 23% with only 1 patient having 
negative sentinel nodes but positive nonsentinel node 



 
1. LVSI 
2. Age >60 yrs 
3. Grade 3/nonendometrioid histology(serous and clear histology), Grade directly affects the 
depth of myometrial penetration and the frequency of lymph node involvement 
4. Deep myometrial invasion (>50% based on GOG 249) 
5. Cervical Involvement in which only cervical stromal invasion is considered stage  II, Gross 
cervical involvement increases the risk of parametrial extension as well as spread to pelvic 
lymph nodes in a fashion similar to primary cervical cancer.  
6. Lower uterine segment involvement, There seems to be a high rate of LUSI in patients with 
HNPCC associated endometrial ca 
7. Peritoneal Cytology, In the 2009 FIGO staging, having positive peritoneal cytology is no longer 
considered stage IIIA 
8-Adnexal/Serosal Involvement 
9-Pelvic and Para-aortic Lymph Node Involvement 
10-Molecular Prognostic Factors Patients with CTNNB1 (β catenin) mutations do significantly 
worse even in patients with early-stage endometrioid histology 



Principles of surgical staging for endometrial 
cancer  
TAH and BSO and lymph node assessment is the primary treatment for 
uterine confined endometrial ca  

Fertility sparing options (ALL criteria must be met ): 

1-grade (1) endometriod adenoca on d&c confirmed by expert 
pathologist  

2- DZ limited to endometrium on MRI (preferred) or transvaginal us  

3- absence of suspicious met DZ on imaging 

4- no contraindication to medical therapy or pregnancy  

5- patients should undergo counseling that fertility sparing is not the 
standard care for the treatment of endometrial ca   

 



TAH /BSO and LN assessment may be performed by any surgical route 
(laparoscopic –robotic –vaginal –abdominal ) 

The lymph nodes assessment includes evaluation of the nodal basin that drains 
the uterus and often a pelvic nodal dissection with or without para aortic LNs 
nodal dissection is done 

Pelvic lns include (common iliac –external and internal iliac –obturator LNS )are 
frequently removed for staging purposes  

Paraaortic lns evaluation is utilized for staging in women with high risk tumors 
(deeply invasive lesions –high grade-and tumors of serous ca ,clear cell ca or 
carcinosarcoma ) 

While peritoneal cytology does not affect staging (FIGO AND AJCC ) 
recommends that surgeons continue to obtain during surgery  

Omental biopsy should be done in (clear cell ,serous ,carcinosarcoma ) 

 







Systemic therapy is recommended 



Gross DZ 















Which endometrioid endometrial cancers can be treated with 
vaginal brachytherapy (VBT) alone?  
Surgically staged pts with true high-intermediate–risk Dz 

stage IA tumors, grades 2–3  

Stage IB tumors, grade 1–2 
 Stage 1B grade 3 tumors are controversial as they were not included in the PORTEC 
randomization, however, in well-staged pts, this may be an acceptable Tx option. 

Stage 2 (grade 1 or 2),less than half myometrial invasion ,no LVSI ,and microscopic cervical 
invasion   

No adj therapy is indicated for endometrial cancers limited to the endometrium (stage 1A), 
except for grade 3, where vaginal cuff brachytherapy is considered. 

When is chemo indicated for endometrial cancer? 
Adj chemo should be considered for grade 3, nonendometrioid histology (serous and clear cell), 
and in pts with stage III–IV Dz 







Cervical Involvement 
 Gross cervical involvement increases the risk of parametrial extension as well as spread to pelvic 
lymph nodes in a fashion similar to primary cervical cancer. Such patients could undergo radical 
hysterectomy and pelvic lymph node dissection or preoperative radiation including pelvic 
radiation and intracavitary brachytherapy followed by simple hysterectomy 
For patients with cervical stromal invasion grade 1 and 2 and the depth of cervical stromal 
invasion less than 50% intravaginal RT could be offered if they underwent adequate surgical 
lymph node assessment. For those with grade 3 or deep cervical stromal invasion, pelvic RT is 
recommended irrespective of lymphadenectomy 



PORTEC-1 

714 pts grade 1 with ≥50% myometrial 
invasion, grade 2 with any invasion, or grade 3 
less than 50% myometrial invasion underwent 
TAH/BSO with washings with no 
lymphadenectomy and were randomized to 
adj EBRT (46 Gy) vs. observation.  

EBRT reduced LRR from 14% to 5% at 10 yrs. 
74% of LRs were in the vaginal vault (improved 
local control rate ). There was no difference in 
10- yr OS. Note that with pelvic EBRT is 
associated with long term urinary and bowel 
symptoms leading to lower physical 
functioning even 15 years after treatment  







PORTEC-2 
randomized 427 pts with intermediate-high–risk endometrial cancer defined as:  
1. Age >60 yrs and inner 1/3 (IA) myometrial invasion and grade 3  
2. Age >60 yrs and outer 2/3 (IB and IC) myometrial invasion and grades 1–2 
 3. Invasion of cervical glandular epithelium and grades 1–2 except grade 3 with > 1/2 
myometrial invasion.  
All pts were s/p TAH/BSO without pelvic LND and were randomized to EBRT (46 Gy) vs. 
VBT alone (21 Gy in 3 fx or 30 Gy). 
 At median f/u at 3.8 yrs, VBT was similar to EBRT with respect to 5-yr outcomes: 
 vaginal relapse (1.8% vs. 1.6%) 
 isolated pelvic relapse (1.5% vs. 0.5%) 
 LRR (5.1% vs. 2.1%) 
OS (85% vs. 80%) 
 However, there were significantly higher rates of acute grades 1–2 GI toxicity in the 
EBRT group.  
The authors concluded that VBT should be standard in intermediate-high–risk 
endometrial cancer. (Nout RA et al., Lancet 2010)  







PORTEC-3 trial comparing pelvic RT vs. Pelvic RT + 
chemo in high-risk pts. 

 686 high-risk pts randomized to RT alone (48.6 Gy) vs. chemoRT (2 cycles 
concurrent cisplatin and 4 adjuvant cycles of carboplatin + paclitaxel). 

Inclusion criteria : 

High risk endometrial ca FIGO 1(endometroid type ,grade3, with deep 
endometrial invasion or LVSI )  

Clear or serous types stage (1-3) 

Parametrial involvement 













 GOG 249 

comparing EBRT alone vs. VBT + carbo/taxol in early stage high intermediate–risk pts.  

Initial reports show similar rates of RFS, PFS, and OS with higher toxicity and poorer QOL in 
the VB + chemo arm. (59 th Annual ASTRO Meeting presentation, 2017) 

GOG 258: 
 Randomized phase III trial of cisplatin + tumor volume directed irradiation followed by 
carboplatin + paclitaxel vs. chemo alone (carboplatin + paclitaxel) for optimally debulked, 
advanced endometrial carcinoma. Awaiting results. 





TIME-C trial 
Time-C trial compared 3D vs. IMRT for postop endometrial and 
cervical pts evaluating GU and GI outcomes. Initial reports show 
improved GI and GU toxicity with IMRT. (58 th Annual ASTRO 
Meeting presentation, 2016)  











COG 33 
According to GOG 33, the risk of LN involvement is less than 5 % for tumors 
limited to the endometrium (all grades) and 5%–10% for tumors invading the 
inner and middle 3 rd of the myometrium (all grades). For tumors invading the 
outer 3 rd of the myometrium, the risk is 10% for grade 1, 20% for grade 2, and 
35% for grade 3. Note: imaging of Pelvis was not obtained in these pts. (Creasman 
WT et al., Cancer 1987) 

In pts with +LVSI, 27% had +pelvic LNs and 19% had +P-A LNs.  

Substantial LVSI is the strongest independent prognostic factor for LR, DM, and OS 
based off pooled analysis of PORTEC 1 and 2. Only EBRT reduced the risk of pelvic 
recurrence. (Bosse T et al., Eur J Cancer 2015) 





Radiation technique 

EBRT 
Patients are simulated in the supine position. Immobilization of the upper and 
lower body is recommended. Patients should be simulated with a (comfortably) full 
bladder. At some centers, two scans are performed (full bladder and empty 
bladder) and the two scans are fused to generate an integrated target volume (ITV) 

Since the patient’s vasculature serves as a surrogate for the lymph nodes, it is 
helpful to perform a contrast-enhanced CT simulation.  

Treatment consists of upfront surgery, consisting of a total abdominal 
hysterectomy and bilateral salpingo-oophorectomy (TAH-BSO). Radiation therapy is 
delivered following surgery in women with adverse pathologic features including 
high-grade disease, deep myometrial invasion, cervical stromal extension, and 
regional lymph node involvement 









A patient with stage IB 
endometrial cancer undergoing 
adjuvant pelvic radiation 
theraphy. Three clinical target 
volumes (CTV) are shown: 
 CTV 1 ( green ) consists of the 
vaginal cuff including fat and soft 
tissues anterior and posterior to 
the vaginal cuff between the 
bladder and rectum 

 
 CTV 2 ( blue ) includes the 
paravaginal/parametrial tissues 
and proximal, vagina (excluding 
the cuff) 
  
CTV 3 ( orange ) consists of the 
common, external and internal 
iliac lymph node regions. In this 
patient, the pre-sacral region is 
not included 









brachytherapy 
Initiate brachytherapy as soon as the vaginal cuff is healed preferably 
(6-8 )weeks after surgery but in general should not exceed 12 weeks 

For vaginal brachytherapy ,the dose should be prescribed to the vaginal 
surface or at a depth of 0.5 cm from the vaginal surface ,the dose 
depends on the use of EBRT. 

The target for vaginal brachytherapy after hysterectomy should be no 
more than the upper two third of vagina ,in cases of extensive LVSI or 
positive margin, a longer segment of brachytherapy may be treated     

  



For medically inoperable uterine cancer ,brachytherapy doses for 
definitive therapy are individualized based on clinical situations .when 
available , image guided therapy should be used .based on the best 
available evidence ,an EQD2 D90 of at least 48 GY should be delivered 
to the uterus , cervix ,and upper 1-2 cm of vagina if brachytherapy 
alone is used ,and should be increased to 65 GY for the combination of 
EBRT and brachytherapy. If an MRI is used as part of planning , the 
target dose for the gross tumor volume (GTV) would be EQD2 more 
than 80 GY     



D90 =percentage of the prescribed dose 



INTERSTITIAL BRACHYTHERAPY  

Is an advanced technique where multiple needles /catheters are 
inserted in the gross disease /target .interstitial brachytherapy may be 
preferred to maximize dose to the target and minimize dose to the 
OARS for cases where intracavitary brachytherapy is not possible .3D 
planning allows delineation on CT . dose and fractionation depend on 
prior RT dose ,target volume and OARs doses . 



Vaginal brachytherapy 
Place two marker seeds in vaginal cuff at both ends of hysterectomy scars. Use largest vaginal 
cylinder possible (2.5–3.5 cm). Target upper 2/3 of vaginal cuff. Consider CT planning. We 
recommend prescribing dose to vaginal surface because it represents the Dmax of normal tissue. 
However, some institutions prescribe to 0.5 cm, and dose and fractionation should be modified 
based on institutional experience 



Brachytherapy for intact uterus 

Use Martinez-Y applicator or combination of tandem and cylinder +/− interstitial catheters. 
Consider US guidance and 3D image-guided brachytherapy. Use tandem with ring or ovoids for 
pre-op stage 2 

















UTERINE CARCINOSARCOMA 
Uterine carcinosarcoma (UCS) is no longer considered a uterine sarcoma. By strict 
definition, Carcinosarcoma, malignant mixed müllerian tumor (MMMT), is not considered 
to be a sarcoma, but rather an epithelial malignancy (carcinoma). The epithelial 
component predicts for lymphatic spread and the sarcomatous component predicts for 
local spread. 

 MMMT: vaginal bleeding 

The main treatment is surgery, and these patients should undergo comprehensive 
surgical staging similar to that with serous cancer. Pelvic nodal metastasis is seen in 
21.1%, and in para-aortic node in 15.2% of patients.  

With regard to the role of adjuvant radiation, the EORTC performed a prospective, 
randomized trial addressing the role of postoperative pelvic RT in stages I to II uterine 
sarcomas. There were a total of 224 patients in the trial who underwent TAH/BSO, and 
166 who had peritoneal washings. Lymphadenectomy was optional. There were 91 
carcinosarcomas included in that study; the rate of pelvic recurrence only was 4% in the 
pelvic RT arm compared to 24% for the surgery-alone arm. The corresponding rates for 
any local recurrence were 24% and 47%, respectively, for this subset of patients. 



Adjuvant chemotherapy has been evaluated mainly in carcinosarcoma 

GOG-150 is a phase III randomized study of whole abdominal RT versus three 
cycles of cisplatin, ifosfamide, and mesna (CIM). Eligible patients (n = 206) included 
those with stages I to IV UCS, no >1-cm postsurgical residuum, and/or no 
extraabdominal spread. Stage distribution was as follows: I, 64 (31%); II, 26 (13%); 
III, 92 (45%); and IV, 24 (12%). The estimated crude probability of recurring within 
5 years was 58% for chemotherapy and 52% for RT. Adjusting for stage and age, the 
recurrence rate was 21% lower for chemotherapy patients than for RT patients 
(RH, 0.789; 95% CI = 0.530 to 1.176; P = .245, two-tailed test). The estimated death 
rate was 29% lower in the chemotherapy group 

The conclusion was that there was not a statistically significant advantage in 
recurrence rate or survival for adjuvant chemotherapy over RT in patients with UCS 

At MSKCC, patients with surgical stage I or II carcinosarcoma are treated with 
intravaginal RT and chemotherapy. Most stage III patients are treated in a similar 
fashion with few exceptions when extrauterine disease is limited to nodal disease. 
Then, consideration is given to concurrent pelvic RT/cisplatin followed by 
carboplatin/paclitaxel.  



Sarcoma of the uterus 
Sarcomas account for about 10% of uterine malignancy 

Most common uterine sarcomas (From most common to least common):  

1. Leiomyosarcoma (LMS) 

 2. Endometrial stromal sarcoma (ESS)  

3. Adenosarcoma 



Typical presentation: 

LMS and ESS: similar Sx and signs as uterine fibroids—fullness, early satiety, etc. 

  

 incidence of nodal mets: 

LMS: 8% (6.6%–9.1%), usually associated with extrauterine Dz ESS: traditionally 
thought to be low. (A recent study of 831 pts with ESS showed a 10% incidence.), 
patients with endometrial stromal sarcomas and adenosarcomas might benefit 
from lymph node sampling. On the other hand, for patients with leiomyosarcomas, 
the rate of nodal involvement is too low to justify routine lymphadenectomy 

 

In general, uterine sarcomas have a higher rate of DM than endometrial cancer, the 
most common site of mets is the lung.  

Grade is most important for ESS. Low-grade ESS is a hormone-sensitive low-grade 
malignancy with an indolent course, whereas high-grade ESS is characterized by an 
aggressive clinical course and is now considered a different Dz entity 



Staging : 
MMMT is still staged according to the FIGO system for endometrial adenocarcinoma 

LMS and ESS staging: FIGO I: limited to uterus 

FIGO IA: ≤5 cm 

FIGO IB: >5 cm 

FIGO II: extends beyond uterus within pelvis 

FIGO IIA: adnexal involvement 

FIGO IIB: involves other pelvic structures 

FIGO III: invades abdominal tissues (not just protruding into abdomen) 

FIGO IIIA: 1 abdominal site 

FIGO IIIB: >1 abdominal site 

FIGO IIIC: mets to pelvic LNs, para-aortic (P-A) LNs, or both 

FIGO IVA: invades bladder or rectum 

FIGO IVB: DM (excludes abdominal, pelvic, or adnexa tissue) 







treatment 
Uterine sarcoma primary Tx modality: Type I hysterectomy and BSO is the mainstay. 
Ovarian preservation may be considered in young pts with early stage LMS and low-grade 
ESS. The role of RT, chemo, and HRT is still controversial. 

 Pelvic LND, P-A LND, or both for uterine sarcoma is considered controversial. They 
usually are recommended in MMMT and undifferentiated sarcoma. They usually are not 
recommended in LMS and ESS without extrauterine Dz. 

The role of adj RT remains controversial. The issue has been addressed in at least 1 
randomized trial and multiple retrospective studies. In general, the data suggest adj RT 
offers LC benefit with a limited, if any, OS benefit for MMMT. The role of adj RT in LMS, 
which has a high DM rate, is unclear but likely limited, if any. 

For LMS patients, the rate of pelvic recurrence only was 2% in the pelvic RT compared to 
14% in patients treated with surgery alone, and for any local recurrence, it was 20% 
versus 24%. The  EORTEC study was not powered to detect a significant difference in PFS 
or OS. 



Similar to epithelial cancers, pelvic irradiation is typically recommended for MMMT 
with deep myometrial involvement, cervical involvement, nodal involvement, or 
R1/2 resections. VBT alone may be given for FIGO IA pathology. 

 Although controversial, adj irradiation may be considered in pts with uterine LMS 
with an R1 or R2 resection, particularly in the context of a clinical trial 

The RT volumes are essentially the same for uterine sarcoma and endometrial 
carcinoma. Although, for LMS, nodal volumes can be excluded 

For patients with leiomyosarcomas, the main treatment is surgery, and the role of 
adjuvant treatment, whether RT or chemotherapy, is not well defined. The high 
rate of distant relapse in these patients overshadows any local control benefit 
attained with adjuvant RT.  

These patients should be encouraged to participate in trials assessing the role of 
chemotherapy and/or targeted therapy. For patients with low-grade endometrial 
stromal sarcomas, observation is feasible, because most are hormonally sensitive 
and generally behave in an indolent manner, with long disease-free intervals. For 
those with undifferentiated endometrial sarcomas, adjuvant pelvic RT is 
reasonable. For patients with adenosarcomas, especially with sarcomatous 
overgrowth, adjuvant pelvic RT is also reasonable. 

 

 


