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Endometrium Kanserinde Eski ve Yeni FIGO Evrelemesinin Tedavi Sonuçları Üzerine Etkilerinin Retrospektif 
Olarak İrdelenmesi

Öz
Amaç: Çalışmamızın amacı, ameliyat sonrası radyoterapi alan endometriyum kanseri hastalarında FIGO evreleme sistemine 1988 ile 
2009’a göre sağkalım oranlarını karşılaştırmaktı.

Yöntemler: Çalışmamıza 1988-2008 yılları arasında kliniğimize başvuran endometriyum kanserli toplam 297 hasta alındı. Bu 297 hasta-
nın tamamı 1988 ve 2009 FIGO evreleme sistemlerine göre evrelendi. Sağkalım eğrileri Kaplan-Meier yöntemi kullanılarak karşılaştırıldı.

Bulgular: Hastaların ortalama yaşı 58 idi. Histopatolojik olarak tüm hastalarda endometrioid karsinom vardı. Ortalama takip süresi 69 
aydı. Evre I hastalığı oranı % 55.9’dan % 66.7’ye yükseldiği görüldü. Eski evre IA ile yenisi arasındaki yaşam eğrileri arasında belirgin bir 
fark yoktu (p=0.338). Ancak eski ve yeni evre IB arasındaki fark anlamlıydı (p=0.025). Eski evre IA ve IB arasında belirgin bir sağkalım 
farkı yoktu. Ek olarak, evre IIA ve IIB hastaları benzer sağkalım eğrilerine sahipti. Eski FIGO evre I hastalığı olan hastalar yeniden sınıflan-
dırıldığında, evre IA ve IB’de 5 yıllık genel sağkalım oranları sırasıyla %89.9 ve %74.3 idi. Evre II hasta sayısının, hastaların %40,5’inin 
yeni evre I’e aktarılması nedeniyle azaldığı görüldü. FIGO 1988’nin IIIC evresi IIIC1 (n=25) veya IIIC2 (n=12) olarak yeniden kategorize 
edildi. Beş yıllık genel sağkalım oranı evre IIIC1 için %61.8, evre IIIC2 için %33.3 idi ve anlamlı bir sağkalım farkı vardı (p=0.025).

Sonuç: Çalışmamızda, yeni FIGO 2009 evreleme sisteminin FIGO 1988 sistemine göre oldukça prognostik olduğunu bulduk.

Anahtar Sözcükler: Endometrial karsinom, FIGO, evreleme sistemi, ameliyat sonrası radyoterapi, sağkalım

Abstract
Objective: The objective of our study was to compare survival rates using the International Federation of Gynecology and Obstetrics 
(FIGO) staging system from 1988 versus the one from 2009 in patients with endometrial cancer who underwent surgery and received 
postoperative radiotherapy.

Methods: A total of 297 patients with endometrial cancer admitted to our department between 1988 and 2008 were enrolled into our 
study. All 297 patients were staged according to both the 1988 and 2009 FIGO staging systems. We compared survival curves using the 
Kaplan–Meier method.

Results: The median age was 58 years. Histopathologically, all patients had endometrioid carcinoma. The median follow-up time was 
69 months. The proportion of Stage I disease increased from 55.9% to 66.7%. There was no remarkable difference between the surviv-
al curves of the old Stage IA and the new one (p=0.338). However, the difference between the old and new Stages IB was significant 
(p=0.025). There was no remarkable survival difference between the old Stages IA and IB. In addition, Stage IIA and IIB patients had 
similar survival rates. When the patients with the old FIGO Stage I disease were reclassified, the 5-year overall survival rates for Stages IA 
and IB were 89.9% and 74.3%, respectively. Stage II disease decreased because 40.5% of Stage II patients migrated to new Stage I. Stage 
IIIC of the FIGO 1988 was recategorized as IIIC1 (n=25) or IIIC2 (n=12). The 5-year overall survival rate was 61.8% for Stage IIIC1, and 
33.3% for Stage IIIC2, with a significant difference (p=0.025).

Conclusion: We found that the new FIGO 2009 staging system was highly prognostic compared with the FIGO 1988 system.

Keywords: Endometrial cancer, FIGO, staging system, postoperative radiotherapy, survival rate

85

Cite this article as: Yentek Balkanay A, Ergen ŞA, Şahinler İ. Retrospective Evaluation of the Effects of the Old and New 
FIGO Staging System on Outcomes of the Endometrium Cancer Treatment. Cerrahpasa Med J 2019; 43(3): 85-91.

Staging, in short, can be defined as determining 
the extent of the disease spread in patients with 

cancer. A complete and accurate staging during the 
initial diagnosis gives an idea of the prognosis. It also 
plays an important role in the selection of the most 
appropriate treatment. Endometrial cancer staging has 
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been developed under the leadership of the Interna-
tional Federation of Gynecology and Obstetrics (FIGO) 
over the years. FIGO adopted the clinical staging in 
1971, made a surgical-pathological staging in 1988, 
and the recent developments were made in 2009 [1-
5]. In our study, we retrospectively compared the new 
FIGO staging system with the old one regarding the 
outcomes and survival rates of the patients with endo-
metrial cancer treated with postoperative radiotherapy.

Material and Methods
We conducted the study in our Department of Radia-

tion Oncology between 1998 and 2008. A total of 302 
patients with endometrial cancer were enrolled. We 
excluded 5 of them because of non-endometrioid his-

topathologic diagnosis. Histopathologically, all patients 
had endometrioid carcinoma. Patients were referred to 
our clinic from different centers postoperatively. Post-
operative treatments were determined according to the 
stage and risk groups and applied as per our clinical 
protocols [6]. Pelvic radiotherapy was planned as the 
standard four-fields box technique. External pelvic ra-
diotherapy total dose (45–50.4 Gy) was applied as the 
conventional daily fraction dose of 1.8 Gy. For intra-
vaginal irradiation, double ovoid or cylindrical appli-
cators were used. The total dose was calculated at the 
depth of 0.5 cm from the vaginal mucosa. The doses of 
brachytherapy were 15 Gy in three fractions in patients 
who underwent pelvic irradiation, and 21 Gy in three 
fractions in patients who underwent only brachyther-
apy. For para-aortic irradiation, the total dose was 45 
Gy. The fraction dose was 1.5–1.8 Gy. Patients were 
followed every 3 months during the first 2 years after 
the treatment, then every 6 months during the follow-
ing 3 years, and then once a year after the 5th year. All 
297 patients were staged according to both the 1988 
and 2009 FIGO staging systems. We compared the sur-
vival curves using the Kaplan–Meier method. We used 
athe log-rank test and accepted p-values <0.05 as sta-
tistically significant.

Results
The median age of patients was 58 years (mean, 

58.6±8.9 years; 95% confidence interval [CI], 57.6–
59.6). Most of the patients (48.8%) had Grade 1 tu-
mor. Characteristics of patients are presented in Table 
1. The median follow-up time was 69 months (mean, 
72.8±38.5 months; 95% CI, 68.5–77.2). The total 
number of patients and 5-year overall survival rates 
(%) according to the new FIGO staging system were 
as follows: Stage IA 85 (89.9%), IB 113 (74.3%), II 42 
(72.1%), IIIA 19 (62.2%), IIIB 0 (-), IIIC1 25 (61.8%), 
IIIC2 12 (33.3%), IVA 0 (-), and IVB 1 (0%) patients 
(Table 2).

The distribution of the patients according to the old 
and new FIGO staging system revealed that the ma-
jority of cases in the new Stage IA came from the old 
Stage IB (Table 3). Twenty-eight patients with old Stage 
II changed to Stages IA (n=12; 42.9%) and IB (n=16; 
57.1%). A total of 37 patients in Stage IIIC were recat-
egorized as Stage IIIC1 (n=25; 67.6%) and Stage IIIC2 
(n=12; 32.4%) (Table 3). These 12 patients were in 
IIIC2 due to the para-aortic lymph node involvement. 
Eleven (91.7%) of them had also the pelvic lymph node 
positivity, while 1 (8.3%) of them had none. Stage IIIA 
(n=5/24) with affirmative peritoneal cytology only was 
reclassified as IB (n=4) or II (n=1). Stage IIIA (n=19) 
was recategorized as IIIA. There were no patients in 
Stage IVA, but 1 patient was in IVB due to the pubic 
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Table 1. Characteristics of patients and used treatment 
algorithms

Variable Subgroup n %

Age <60 years 174 58.6

≥60 years 123 41.4

Grade I 145 48.8

II 118 39.7

III 29 9.8

X* 5 1.7

Myometrial invasion <1/2 118 39.7

≥1/2 179 60.3

Node positivity Only pelvic 25 8.4

Pelvic+para-aortic 11 3.7

Only para-aortic 1 0.3

Type of hysterectomy I** 137 46.1

II*** 60 20.2

III**** 100 33.7

Radiotherapy Only EPRT 11 3.7

EPRT+BT 209 70.4

Only BT 65 21.9

EPRT+PaRT+BT 12 4

BT: Brachytherapy; EPRT: External pelvic radiotherapy; PaRT: 
Para-aortic radiotherapy
*Grade X for the grade that cannot be evaluated
**Total abdominal hysterectomy and bilateral salpingo-oopho-
rectomy
***Total abdominal hysterectomy and bilateral salpingo-oopho-
rectomy and pelvic and/or para-aortic lymph node dissection
****Total abdominal hysterectomy and bilateral salpingo-oopho-
rectomy and pelvic and/or para-aortic lymph node dissection 
and peritoneal washing cytology



bone metastasis, who was also recategorized to Stage 
IVB. All patient staging changes are demonstrated in 
Table 3.

The 5-year overall survival rates of patients accord-
ing to both staging systems are summarized in Table 
4. Overall, the proportion of Stage I disease increased 
from 55.9% to 66.7% by 2009 staging. There was no 
remarkable difference between the survival curves of 
the old Stage IA and the new one (p=0.338; 100% and 
89.9%, respectively) (Figure 1). The difference between 
the old and new Stage IB was significant (p=0.025; 
91% and 74.3%, respectively) (Figure 2). There was no 
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Table 2. Distribution of patients according to FIGO 1988 
and 2009

FIGO 2009 FIGO 2009

Stage n (%) n (%)

I 166 (55.9) 198 (66.7)

A 4 (1.4) 85 (28.6)

B 69 (23.2) 113 (38.1)

C 93 (31.3) - -

II 69 (23.2) 42 (14.1)

A 28 (9.4) - -

B 41 (13.8) - -

III 61 (20.6) 56 (18.9)

A 24 (8.1) 19 (6.4)

B 0 (0) 0 (0)

C 37 (12.5) - -

C1 - - 25 (8.4)

C2 - - 12 (4.1)

IV 1 (0.3) 1 (0.3)

A 0 (0) 0 (0)

B 1 (0.3) 1 (0.3)

TOTAL 297 (100) 297 (100)

Table 3. Rearrangement of patients between FIGO 1988 and 2009

FIGO 2009

IA IB II IIIA IIIC1 IIIC2 IVA IVB Total

FIGO 1988

IA 4 - - - - - - - 4

IB 69 - - - - - - - 69

IC - 93 - - - - - - 93

IIA 12 16 - - - - - - 28

IIB - - 41 - - - - - 41

IIIA - 4 1 19 - - - - 24

IIIB - - - - - - - - 0

IIIC - - - - 25 12 - - 37

IVA - - - - - - - - 0

IVB - - - - - - - 1 1

Total 85 113 42 19 25 12 0 1 297

Figure 1. Kaplan–meier overall survival rates of patients in 
stage IA of FIGO 1988 and 2009



remarkable survival difference between the old Stages 
IA and IB. In addition, Stages IIA and IIB had similar 
survival rates (Figure 3). When the patients with the 
old FIGO Stage I disease were reclassified, the 5-year 
overall survival rates for Stages IA and IB were 89.9% 
and 74.3%, respectively. The 5-year survival rate was 
61.8% for IIIC1 and 33.3% for IIIC2. There was a sig-
nificant difference between the survival curves of these 
two groups (p=0.025) (Figure 4).

Discussion
A multidisciplinary approach is vital in the manage-

ment of oncologic diseases. All team members of the 
oncology team use a common language with the help 
of the staging systems. As part of the dynamism of on-
cology, the changing and evolving treatment options 
make the development of staging systems vital. In 1980, 
Aalders and colleagues researched the contribution of 
radiotherapy in the early-stage endometrial cancer. 
They investigated the adjuvant treatment and grade se-
lection, as well as some prognostic factors, based on 
the depth of myometrial invasion [7]. As a result, FIGO 
began to use a new clinical-surgical-pathological stag-
ing system [8]. New parameters included the depth of 
myometrial invasion, peritoneal cytology, and lymph 
node, cervical, and adnexial invasions [9, 10]. During 
over 20 years, the FIGO 1988 staging system was eval-
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Figure 2. Kaplan–meier overall survival rates of patients in 
stage IB of FIGO 1988 and 2009

Figure 3. Kaplan–meier overall survival rates of patients in 
stages IIA and IIB of FIGO 1988 and stage II of FIGO 2009

Figure 4. Kaplan–meier overall survival rates of patients in 
stages III C1 and III C2 of FIGO 2009 and stage IIIC of FIGO 
1988

Table 4. Results of 5-year kaplan–meier overall survival 
rates of FIGO staging systems 1988 and 2009

FIGO 1988 FIGO 2009

Stage (n/total)* % (n/total)*  %

I A (4/4) 100 (77/85) 89.9

B (63/69) 91 (88/113) 74.3

C (73/93) 76.7 - -

II - - (30/42) 72.1

A (22/28) 75.2 - -

B (31/41) 71.9 - -

III A (16/24) 63.8 (13/19) 62.2

B 0 0 0 0

C (21/37) 52.9 - -

C1 - - (17/25) 61.8

C2 - - (4/12) 33.3

IV A 0 0 0 0

B (0/1) 0 (0/1)  0

*Survivors/total number of patients



uated for the accuracy and usefulness. The 1988 FIGO 
staging system was re-adopted in 2009. This system 
used new data of local and general survival factors, the 
results of survival analyses, and the treatment results 
[1-5, 10]. Four important changes in staging of endo-
metrial cancer have been made as a result of annual 
reports and published studies [11-15]. According to 
these major changes, stages that were previously clas-
sified as IA and IB were combined as IA, and Stage IC 
was regrouped as Stage IB. After the 23rd annual report 
of FIGO, data of 42,000 cases were reviewed for stag-
ing. They found the 5-year survival rates for Stages IA 
Grade 1, IA Grade 2, IB Grade 1, and IB Grade 2 as 
93.4%, 91.6%, 91.3%, and 93.4%, respectively. They 
found no significant difference between these groups 
[5, 16, 17]. Sharyn and colleagues found in their study 
that patients with the FIGO 1988 Stages IA and IB had 
5-year survival rates of 89% and 91%, respectively 
[18]. They also found similar results for Stages IA and 
IB Grade 3 subgroups (Stage IA1988 Grade 3, 80%; Stage 
IB1988 Grade 3, 81%) [18]. According to the analyses of 
these subgroups, the FIGO 1988 Stages IA and IB were 
merged under the name Stage IA in FIGO 2009. In our 
study, 5-year survival rates for Stages IA and IB were 
100% and 91%, respectively. The reason for the dis-
similarity of these results compared with the literature 
came from the small number of patients classified as 
Stage IA in our study (4 cases). The Postoperative Radi-
ation Therapy in Endometrial Carcinoma trial reported 
5-year survival rates for patients with Stages IB G2, IB 
G3, IC G1, IC G2, and IC G3 disease as 86%, 74%, 
83%, 85%, and 58%, respectively [19]. Therefore, it 
is important to keep in mind that prognoses can differ 
dramatically across subgroups within Stage I.

According to the FIGO 1988, Stage II disease was 
divided into two subtypes: IIA1988, with the tumor limit-
ed to the cervical glands, and IIB1988, with the cervical 
stromal tissue invasion. However, there were contro-
versial opinions about the prognostic value of glandu-
lar involvement [18]. The subgroup analysis showed a 
worse prognosis in IIB1988, and it found similar progno-
sis in Stages I and IIA. These data also showed that the 
glandular involvement had less of a prognostic value 
when compared with the depth of myometrial invasion 
and grading [14, 20]. In the light of these results, the 
endocervical stromal invasion was named as Stage II. 
In our study, 5-year survival rates for Stages IIA and IIB 
was 75.2% and 71.9%, respectively. The survival rates 
for Stages IC1988 and IIA1988 did not differ significantly 
(p=0.862), and they were consistent with the literature. 
Stage IIIA1988 consisted of a heterogeneous group such 
as adnexial and/or serosal involvement and abdominal 
lavage positivity (ALP). The rate of ALP in Stage I or 
II ranged between 3% and 30% [20]. Recent studies 

showed that ALP (FIGO 1988 Stage IIIA) is not an in-
dependent prognostic risk factor and that it had similar 
results with Stage IA [21-25]. In our study, there were 
only 5 patients who were in Stage IIIA with ALP alone. 
All these patients were treated with both internal and 
external radiation therapy. Four them were Stage IB2009, 
and 1 of them was Stage II2009. A total number of 19 
patients with adnexial and/or serosa involvement were 
Stage IIIA2009. When comparing the 5-year survival 
rates, there was no significant difference between the 
Stage IIIA1988 and IIIA2009 groups. Although the new 
FIGO staging system does not contain ALP as staging 
criteria, surgical pathology reports are thought to be 
necessary, because it is still accepted as an indepen-
dent risk factor. These records will also be valuable 
for data collection for further researches. Lymphat-
ic invasion in endometrial cancer first occurs in pel-
vic lymph nodes (PeLN), and then para-aortic lymph 
nodes (PaLN). The PaLN involvement without PeLN 
is rare. Studies showed very different effects of PeLN 
and PaLN in endometrial cancer on the prognosis and 
survival. Previous studies showed that the 5-year sur-
vival rate of patients with PeLN was 70%–80%, while 
for those with Plan, it was 30%–40% [26-28]. Patients 
with PeLN metastases alone have a better prognosis 
than those with both PeLN and PaLN metastases [29-
33]. Because of the difference in 5-year survival rates 
of PeLN and PaLN, the patients were classified in differ-
ent subgroups in the FIGO 2009 staging system. PeLN 
was staged as IIIC1 and PaLN staged as IIIC2 (whether 
positive or negative pelvic lymph node). In our study, 
we found a significant difference in between surviv-
al rates of stages IIIC1 and IIIC2 in accordance with 
the literature (p=0.025). Separate evaluations of the 
group of PeLN and Plan, in accordance with the FIGO 
2009 staging system, will change our clinical further 
approaches in the assessment of patients for treatment 
and survival. The necessity of different treatment mo-
dalities for stage IIIC2 should be considered.

Although the endometrial cancer is the most com-
mon gynecologic cancer, optimal treatment is still 
controversial. This is based on the presence of a large 
number of prognostic factors that affect the biological 
behavior of the tumor. Especially the early-stage en-
dometrial cancer recurrence remains unexplained. 
Researchers try to find new prognostic factors and 
markers. Today, oncogenes, and ploidy effects on mo-
lecular markers, are still under investigation. This type 
of research will lead to the emergence of gene-spe-
cific therapies. An ideal staging system helps to avoid 
unnecessary adjuvant therapy by guiding the clinician 
in the selection of the treatment. This will minimize 
the overtreatment and toxicity. A good staging system 
should be consisted of three main features: validity, re-
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liability, and practicality. By using such a staging sys-
tem, clinicians can make treatment plans and evalu-
ate the results of treatment. It also brings a standard in 
sharing the information between health care centers. 
Oncology is a dynamic branch of science. Staging sys-
tems must be continuously revised in the light of these 
changes. For this reason, to keep pace with scientific 
development, updated staging systems are mandato-
ry. A new FIGO staging system that was introduced in 
2009 had high prognostic features in the prediction of 
endometrial cancer survival. Furthermore, multi-center 
studies are going to show us more clearly its real reli-
ability in the prediction of survival.

Ethics Committee Approval: N/A.

Informed Consent: N/A.

Peer-review: Externally peer-reviewed.

Author Contributions: Concept - A.Y.B., Ş.A.E., İ.Ş.; Design - 
A.Y.B., Ş.A.E., İ.Ş.; Supervision - A.Y.B., Ş.A.E., İ.Ş.; Resource 
- A.Y.B., Ş.A.E., İ.Ş.; Materials - A.Y.B., Ş.A.E., İ.Ş.; Data Col-
lection and/or Processing - A.Y.B., Ş.A.E., İ.Ş.; Analysis and/or 
Interpretation - A.Y.B., Ş.A.E., İ.Ş.; Literature Search - A.Y.B., 
Ş.A.E., İ.Ş.; Writing - A.Y.B., Ş.A.E., İ.Ş.; Critical Reviews - 
A.Y.B., Ş.A.E., İ.Ş.

Conflict of Interest: The authors have no conflicts of interest 
to declare.

Financial Disclosure: The authors declared that this study 
has received no financial support.

Etik Komite Onayı: N/A.

Hasta Onamı: N/A.

Hakem Değerlendirmesi: Dış bağımsız.

Yazar Katkıları: Fikir - A.Y.B., Ş.A.E., İ.Ş.; Tasarım - A.Y.B., 
Ş.A.E., İ.Ş.; Denet leme - A.Y.B., Ş.A.E., İ.Ş.; Kaynaklar - A.Y.B., 
Ş.A.E., İ.Ş.; Veri Toplanması ve/veya İşlemesi - A.Y.B., Ş.A.E., 
İ.Ş.; Analiz ve/veya Yorum - A.Y.B., Ş.A.E., İ.Ş.; Literatür Ta-
raması - A.Y.B., Ş.A.E., İ.Ş.; Yazıyı Yazan - A.Y.B., Ş.A.E., İ.Ş.; 
Eleştirel İnceleme - A.Y.B., Ş.A.E., İ.Ş.

Çıkar Çatışması: Yazarlar çıkar çatışması bildirmemişlerdir.

Finansal Destek: Yazarlar bu çalışma için finansal destek al-
madığını belirtmiştir.

References
1. Kim HS, Song YS. International Federation of Gynecol-

ogy and Obstetrics (FIGO) staging system revised: what 
should be considered critically for gynecologic cancer? 
J Gynecol Oncol 2009; 20: 135-6. [CrossRef]

2. Polyzos NP, Pavlidis N, Paraskevaidis E, Ioannidis JP. 
Randomized evidence on chemotherapy and hormonal 
therapy regimens for advanced endometrial cancer: an 
overview of survival data. Eur J Cancer 2006; 42: 319-
26. [CrossRef]

3. Gloeckler Ries LA, Reichman ME, Lewis DR, Hankey 
BF, Edwards BK. Cancer survival and incidence from the 
Surveillance, Epidemiology, and End Results (SEER) pro-
gram. Oncologist 2003; 8: 541-52. [CrossRef]

4. Gambrell RD Jr, Bagnell CA, Greenblatt RB. Role of es-
trogens and progesterone in the etiology and prevention 
of endometrial cancer: review. Am J Obstet Gynecol 
1983; 146: 696-707. [CrossRef]

5. Purdie DM, Green AC. Epidemiology of endometrial 
cancer. Best Pract Res Clin Obstet Gynaecol 2001; 15: 
341-54. [CrossRef]

6. Ergen A, Çolpan Öksüz D, Karaçam S, İktueren B, Şahin-
ler İ, Atkovar G. Jinekolojik Tümörlerde İstanbul Üniver-
sitesi Cerrahpaşa Tıp Fakültesi Deneyimi. Türk Onkoloji 
Dergisi 2012; 27: 18-21.

7. Aalders J, Abeler V, Kolstad P, Onsrud M. Postoperative 
external irradiation and prognostic parameters in stage 
I endometrial carcinoma: clinical and histopathologic 
study of 540 patients. Obstet Gynecol 1980; 56: 419-27.

8. Photopulos GJ. Surgicopathologic staging of endometrial 
adenocarcinoma. Curr Opin Obstet Gynecol 1994; 6: 
92-7. [CrossRef]

9. Odicino F, Pecorelli S, Zigliani L, Creasman WT. History 
of the FIGO cancer staging system. Int J Gynaecol Ob-
stet 2008; 101: 205-10. [CrossRef]

10. Edge SB. General Information on Cancer Staging and 
End-Results Reporting. In: Edge SB, Byrd DR, Compton 
CC, editors. AJCC Cancer Staging Handbook. New York: 
Springer; 2010. p. 1-39.

11. Creasman W. Revised FIGO staging for carcinoma of the 
endometrium. Int J Gynaecol Obstet 2009; 105: 109. 
[CrossRef]

12. Quinn MA, Benedet JL, Odicino F, Maisonneuve P, Beller 
U, Creasman WT, et al. Carcinoma of the cervix uteri. 
FIGO 6th Annual Report on the Results of Treatment in 
Gynecological Cancer. Int J Gynaecol Obstet 2006; 95: 
S43-103. [CrossRef]

13. Creasman WT, Odicino F, Maisonneuve P, Beller U, Ben-
edet JL, Heintz AP, et al. Carcinoma of the corpus uteri. 
Int J Gynaecol Obstet 2003; 83: 79-118. [CrossRef]

14. Morrow CP, Bundy BN, Kurman RJ, Creasman WT, Hell-
er P, Homesley HD, et al. Relationship between surgi-
cal-pathological risk factors and outcome in clinical 
stage I and II carcinoma of the endometrium: a Gyneco-
logic Oncology Group study. Gynecol Oncol 1991; 40: 
55-65. [CrossRef]

15. Nicklin JL, Petersen RW. Stage 3B adenocarcinoma of 
the endometrium: a clinicopathologic study. Gynecol 
Oncol 2000; 78: 203-7. [CrossRef]

16. Chan JK, Wu H, Cheung MK, Shin JY, Osann K, Kapp 
DS. The outcomes of 27,063 women with unstaged en-
dometrioid uterine cancer. Gynecol Oncol 2007; 106: 
282-8. [CrossRef]

90

Yentek Balkanay et al.

https://doi.org/10.3802/jgo.2009.20.3.135
https://doi.org/10.1016/j.ejca.2005.09.026
https://doi.org/10.1634/theoncologist.8-6-541
https://doi.org/10.1016/0002-9378(83)91014-1
https://doi.org/10.1053/beog.2000.0180
https://doi.org/10.1097/00001703-199402000-00015
https://doi.org/10.1016/j.ijgo.2007.11.004
https://doi.org/10.1016/j.ijgo.2009.02.010
https://doi.org/10.1016/S0020-7292(06)60030-1
https://doi.org/10.1016/S0020-7292(03)90116-0
https://doi.org/10.1016/0090-8258(91)90086-K
https://doi.org/10.1006/gyno.2000.5849
https://doi.org/10.1016/j.ygyno.2007.05.033


17. Straughn JM Jr, Huh WK, Kelly FJ, Leath CA 3rd, Klein-
berg MJ, Hyde J Jr, et al. Conservative management of 
stage I endometrial carcinoma after surgical staging. Gy-
necol Oncol 2002; 84: 194-200. [CrossRef]

18. Lewin SN, Herzog TJ, Barrena Medel NI, Deutsch I, 
Burke WM, Sun X, et al. Comparative performance of 
the 2009 international Federation of gynecology and ob-
stetrics’ staging system for uterine corpus cancer. Obstet 
Gynecol 2010: 1141-9. [CrossRef]

19. Creutzberg CL, van Putten WL, Wárlám-Rodenhuis CC, 
van den Bergh AC, de Winter KA, Koper PC, et al. Out-
come of high-risk stage IC, grade 3, compared with stage 
I endometrial carcinoma patients: the Postoperative Ra-
diation Therapy in Endometrial Carcinoma Trial. J Clin 
Oncol 2004; 22: 1234-41. [CrossRef]

20. Zaino RJ. FIGO staging of endometrial adenocarcino-
ma: a critical review and proposal. Int J Gynecol Pathol 
2009; 28: 1-9. [CrossRef]

21. Milosevic MF, Dembo AJ, Thomas GM. The clinical 
significance of malignant peritoneal cytology in stage I 
endometrial carcinoma. Int J Gynecol Cancer 1992; 2: 
225-35. [CrossRef]

22. Kasamatsu T, Onda T, Katsumata N, Sawada M, Yama-
da T, Tsunematsu R, et al. Prognostic significance of 
positive peritoneal cytology in endometrial carcinoma 
confined to the uterus. Br J Cancer 2003; 88: 245-50. 
[CrossRef]

23. Denschlag D, Tan L, Patel S, Kerim-Dikeni A, Souhami L, 
Gilbert L. Stage III endometrial cancer: preoperative pre-
dictability, prognostic factors, and treatment outcome. 
Am J Obstet Gynecol 2007; 196: 546e1-7. [CrossRef]

24. Wong FC, Pang CP, Tang SK, Tung SY, Leung TW, Sze 
WK, et al. Treatment results of endometrial carcinoma 
with positive peritoneal washing, adnexal involvement 
and serial involvement. Clin Oncol 2004; 16: 350-5. 
[CrossRef]

25. Slomovitz BM, Ramondetta LM, Lee CM, Oh JC, Eifel PJ, 
Jhingran A, et al. Heterogeneity of stage IIIA endometrial 
carcinomas: implications for adjuvant therapy. Int J Gy-
necol Cancer 2005; 15: 510-6. [CrossRef]

26. Kitchener H, Swart AM, Qian Q, Amos C, Parmar MK. 
Efficacy of systematic pelvic lymphadenectomy in endo-
metrial cancer (MRC ASTEC trial): a randomised study. 
Lancet 2009; 373: 125-36. [CrossRef]

27. Corn BW, Lanciano RM, Greven KM, Schultz DJ, 
Reisinger SA, Stafford PM, et al. Endometrial cancer 
with para-aortic adenopathy: patterns of failure and op-
portunities for cure. Int J Radiat Oncol Biol Phys 1992; 
24: 223-7. [CrossRef]

28. Nelson G, Randall M, Sutton G, Moore D, Hurteau J, 
Look K. FIGO stage IIIC endometrial carcinoma with 
metastases confined to pelvic lymph nodes: analysis of 
treatment outcomes, prognostic variables, and failure 
patterns following adjuvant radiation therapy. Gynecol 
Oncol 1999; 75: 211-4. [CrossRef]

29. Hirahatake K, Hareyama H, Sakuragi N, Nishiya M, 
Makinoda S, Fujimoto S. A clinical and pathologic study 
on para-aortic lymph node metastasis in endometrial 
carcinoma. J Surg Oncol 1997; 65: 82-7. [CrossRef]

30. Mundt AJ, Murphy KT, Rotmensch J, Waggoner SE, Ya-
mada SD, Connell PP. Surgery and postoperative radi-
ation therapy in FIGO Stage IIIC endometrial carcino-
ma. Int J Radiat Oncol Biol Phys 2001; 50: 1154-60. 
[CrossRef]

31. Nelson G, Randall M, Sutton G, Moore D, Hurteau J, 
Look K. FIGO stage IIIC endometrial carcinoma with 
metastases confined to pelvic lymph nodes: analysis of 
treatment outcomes, prognostic variables, and failure 
patterns following adjuvant radiation therapy. Gynecol 
Oncol 1999; 75: 211-4. [CrossRef]

32. Ayhan A, Taskiran C, Celik C, Aksu T, Yuce K. Surgical 
stage III endometrial cancer: analysis of treatment out-
comes, prognostic factors and failure patterns. Eur J Gy-
naecol Oncol 2002; 23: 553-6.

33. Rose PG, Cha SD, Tak WK, Fitzgerald T, Reale F, Hunter 
RE. Radiation therapy for surgically proven para-aortic 
node metastasis in endometrial carcinoma. Int J Radiat 
Oncol Biol Phys 1992; 24: 229-33. [CrossRef]

91

Cerrahpaşa Medical Journal 2019; 43(3): 85-91

https://doi.org/10.1006/gyno.2001.6494
https://doi.org/10.1097/AOG.0b013e3181f39849
https://doi.org/10.1200/JCO.2004.08.159
https://doi.org/10.1097/PGP.0b013e3181846c6d
https://doi.org/10.1046/j.1525-1438.1992.02050225.x
https://doi.org/10.1038/sj.bjc.6600698
https://doi.org/10.1016/j.ajog.2007.01.018
https://doi.org/10.1016/j.clon.2004.03.009
https://doi.org/10.1136/ijgc-00009577-200505000-00016
https://doi.org/10.1016/S0140-6736(08)61766-3
https://doi.org/10.1016/0360-3016(92)90675-8
https://doi.org/10.1006/gyno.1999.5569
https://doi.org/10.1002/(SICI)1096-9098(199706)65:2<82::AID-JSO3>3.0.CO;2-J
https://doi.org/10.1016/S0360-3016(01)01590-5
https://doi.org/10.1006/gyno.1999.5569
https://doi.org/10.1016/0360-3016(92)90676-9

