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E.N. Kirilova, T.l.Nikolaeva, S.A. Myreeva, T.A. Sosina
ORGAN-SPARING TREATMENT
FOR ENDOMETRIAL CANCER

(CLINICAL CASE)

Endometrial cancer ranks among the leading malignant diseases of the female reproduc-tive system and remains a pressing issue in onco-
gynecology. Although endometrial cancer is pre-dominantly a disease of the menopausal period, 10-14% of cases are diagnosed in patients of
re-productive age. Most of these women do not yet have children, making fertility-preserving treatment a priority. As such, if a patient wishes to
maintain her reproductive function, standalone hormone therapy may be conducted. Hormonal treatment induces atrophy of the tu-mor-altered
endometrium, after which estrogen-progestin medications restore its function. The article presents a clinical case of successful realization of gen-
erative function following a favora-ble outcome of endometrial cancer treatment. A 41-year-old patient with low ovarian reserve and unrealized
reproductive potential was offered fertility-preserving treatment, involving hyster-oscopic resection followed by hormone therapy. In deciding on
fertility-preserving treatment, the presence of favorable prognostic factors was considered: positive receptor status of the tumor and tumor differ-
entiation degree. After treatment, follow-up examinations revealed no recur-rence or disease progression, and the patient was advised to plan for
pregnancy using assisted reproductive technologies. However, this was not carried out because of the patient’s spontane-ous pregnancy. During
gestation, the patient underwent regular oncogynecological examinations according to the established schedule, and no recurrence or disease
progression was detected. At 35 weeks of gestation, a surgical delivery was performed, resulting in the birth of a girl weighing 2820 g, with a height
of 48 cm and an Apgar score of 8/8 points. This clinical case demonstrated that fertility-preserving treatment for early-stage endometrial cancer
not only cured the malignant process but also subsequently fulfilled the generative function, without reducing the effective-ness of the treatment.

Keywords: endometrial cancer, organ-preserving treatment, hormone therapy, clinical case.

Introduction. In contemporary soci-
ety, a significant proportion of women of
childbearing age are susceptible to gy-
necological cancer, many of whom wish
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to preserve their fertility for the future
[25]. Uterine body cancer (UBC) is one
of the leading malignancies affecting the
female reproductive system. According
to statistics, in 2019, 62,000 new cases
of endometrial cancer (EC) were diag-
nosed worldwide, and alarmingly, both
the incidence and mortality rates are pro-
jected to increase by 1-2% annually [2,
16, 17, 23]. For comparison, American
healthcare statistics indicate the annual
identification of approximately 40,000
new cases, and an increase in the fre-
quency of UBC by about 50% over the
past 20 years [9]. The lowest mortality
rates due to EC are recorded in Central
and South Asia, while the highest rates
are observed in African countries [15].
UBC survivors may experience treat-
ment-related issues, including infertility,
early menopause, sexual dysfunction,
and lymphatic edema of the lower ex-

tremities [26]. In Russia, EC remains the
most common oncogynecological dis-
ease, ranking first in the structure of gy-
necological cancer. In 2021, there were
22,951 patients registered [3]. Among
them, 84.4% were diagnosed at stages
I-1l with a 5-year survival rate of up to
73.1%. Women aged 45 to 74 are more
frequently affected, with an average age
of diagnosis at 62 years [18]. However,
in rare cases, EC can be diagnosed in
patients of reproductive age. In such sit-
uations, the oncogynecologist faces not
only the challenge of treating the young
patient but also the possibility of preserv-
ing fertility [13, 21, 22]. In 5.2% of cas-
es, the diagnosis was made in patients
of reproductive age (18 to 45 years),
amounting to an absolute number of
1,317 individuals. Over the past 10 years
(2006-2016), there has been not only a
steady increase in the incidence of EC,
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with a growth rate of 38.45%, but also a
“rejuvenation” of the pathology [5, 11].

Due to various socio-economic rea-
sons, a significant proportion of women
postpone the birth of even their first child
to an age older than 35 years [5, 11, 19].
As a result, over the past few decades,
preserving fertility in young patients with
malignant tumors of the reproductive
system has remained one of the priority
directions in oncology. Currently, Amer-
ican (NCCN), European (ESMO), and
Russian clinical guidelines have been de-
veloped for the treatment of early-stage
endometrial cancer with fertility preser-
vation in young patients who have not
yet realized their reproductive function.
However, there are no unified standards
in the schemes and duration of hormone
therapy [14, 20]. In particular, the 2022
recommendations of the Russian Soci-
ety of Clinical Oncologists and the 2020
Association of Oncologists of Russia in-
dicate that fertility-preserving treatment
for uterine cancer should be performed
in institutions with such experience [1,
7]. Patients should be informed about the
risks associated with conservative treat-
ment for fertility preservation, specifically
the high frequency of relapses, as well
as the need for future uterine removal.
In Russia, since the mid-1970s, the P.
Herzen Moscow Research Oncology In-
stitute has been actively involved in fertili-
ty-preserving treatment for precancerous
conditions and early-stage endometrial
cancer, and research on this treatment
method and the search for possible ways
to improve oncological and reproductive
outcomes continue in the clinic to this day
[5].

According to the classic model pro-
posed by Y.V. Bokhman in 1983, there
are two types of endometrial cancer (EC)
[24, 27]. Patients with Type | pathogenet-
ic variant of endometrial cancer are char-
acterized by obesity, high estrogen levels
in pre- and postmenopause, basal and
reactive hyperinsulinemia, and a tenden-
cy to develop highly differentiated endo-
metrial adenocarcinoma with high levels
of estradiol and progesterone receptors
in tumor tissue. Patients with Type Il
pathogenetic variant of endometrial can-
cer usually occur in elderly women, have
a high degree of malignancy with an
unfavorable prognosis. Considering the
leading role of excessive estrogen influ-
ence on endometrial tissue and proges-
terone deficiency in the development of
EC, hormonal therapy for early-stage EC
involves the administration of high dos-
es of gestagens, which leads to atrophic
changes in the endometrium and disease
remission, against which it is possible to

perform therapy aimed at restoring repro-
ductive function [6, 8]. It should be noted
that fertility-preserving treatment is only
possible with certain characteristics of
the malignant neoplasm: the initial stage
of tumor development (stage IA without
myometrial invasion), a high degree of
tumor cell differentiation, the absence of
signs of metastasis and tumor invasion
into the lymphovascular space [10, 12].
Clinical case. Patient O., 41 years
old, sought consultation at the Yakutsk
Republican  Oncological Dispensary
(YROD) in December 2020, following a
referral from the Assisted Reproductive
Technology (ART) department, where
she was undergoing examination for
primary infertility. From the medical his-

tory: in March 2020, endometrial hyper-
plasia was diagnosed as part of the ex-
amination for entering the ART program
with a diagnosis of female infertility, tubal
factor, chronic bilateral salpingo-oophor-
itis in remission, chronic endometritis,
pituitary microadenoma, hyperprolactin-
emia, advanced reproductive age, and
low ovarian reserve. Diagnostic curet-
tage was performed at the ART depart-
ment, and moderately differentiated en-
dometrial adenocarcinoma was revealed
by histological examination. Gynecolog-
ical history: menarche at 12 years old,
immediately established to last for 4 days
with a 26-day cycle, regular, no pregnan-
cies, gynecological diseases: chronic
salpingo-oophoritis, registered for pri-
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mary infertility. Primary examination and
bimanual examination: external genita-
lia developed correctly, female-type hair
distribution. Narrow, nulliparous vagina,
vaults free, elastic. Cervix of normal size,
conical in shape, mucous membrane is
not visually changed, external pharynx is
of a punctate form, without pathological
changes. Uterus is anteverted, of normal
size, pear-shaped, of usual consisten-
cy, painless upon palpation, adnexa not
enlarged, parametrium soft. Pelvic ultra-
sound revealed increased endometrial
thickness, depleted follicular apparatus
in both ovaries. Pelvic and extraperito-
neal space magnetic resonance imag-
ing: uterus not enlarged, measuring 4.5
cm in length, 6.0 cm in thickness, 5.2 cm
in width, with clear, even contours, ho-
mogeneous myometrium; uterine cavity
not dilated, endometrium of heteroge-
neous structure, without reliable signs of
myometrial invasion; cervix and ovaries
not enlarged; pelvic and extraperitone-
al lymph nodes not enlarged. Multislice
computed tomography of thoracic and
abdominal organs: no focal pathology
in the structure of parenchymal abdomi-
nal and extraperitoneal organs detected;
diffuse changes in the pancreatic paren-
chyma; perigastric lymphadenopathy;
hemangioma of L5 vertebral body; lungs
without fresh or infiltrative changes. Oth-
er examinations: superficial gastritis de-
tected by fibrogastroscopy; no visible
pathology detected by rectosigmoidosco-
py. Infectious and allergic diseases: not
detected. Family history: at 16 years old,
patient’s sister was diagnosed with acute
myeloblastic leukemia.

At the multidisciplinary council, endo-
metrial cancer staging was performed us-
ing the TNM system (UICC, 8th revision,
2016) and FIGO classification (2009):
cT1aNOMO Stage IA. Considering the
patient’s wishes and unrealized repro-
ductive potential, a consultation was held
with the N.N. Petrov National Medical Re-
search Center of Oncology (NMRCO) of
the Ministry of Health of the Russian Fed-
eration, where an organ-sparing treat-
ment option was proposed, consisting
of hysteroscopic resection of the tumor
followed by hormone therapy. The patient
was informed about the risks associat-
ed with organ-sparing treatment and re-
ferred for the surgical stage to the N.N.
Petrov National Medical Research Cen-
ter of Oncology of the Ministry of Health
of the Russian Federation. A review of
the histological blocks was conducted at
the federal institution, concluding: low-
grade endometrioid adenocarcinoma
against the background of an endometri-
al polyp. The patient underwent hysteros-

copy with targeted endometrial resection.
Postoperative histological examination:
reactive changes in stratified squamous
non-keratinizing epithelium without un-
derlying stroma, cervical epithelium with
focal mature squamous cell metaplasia.
Against the background of endometrium
with pronounced secretory changes, foci
of hyperplasia with architectural atypia
without cytological atypia were observed.
Subsequently, the patient was prescribed
hormone therapy for 6 months: De-
po-Provera (medroxyprogesterone ace-
tate) 500 mg following the treatment plan
and tamoxifen 20 mg.

After 3 and 6 months of hormone ther-
apy, as part of the control examination,
hysteroscopy with separate diagnostic
curettage of the cervical canal and uter-
ine cavity was performed. Histological
conclusion: fragments of endometrium
without signs of malignant growth. Ac-
cording to magnetic resonance imaging
of the small pelvis and the retroperitone-
al space, there is no reliable evidence of
progression of the primary disease. A flu-
id formation is observed in the projection
of the right ovary, with more data indicat-
ing a cyst.

The patient was referred for an in-per-
son consultation at the N.N. Petrov Na-
tional Medical Research Center of On-
cology, considering the tubal factor of
primary infertility, low level of anti-Mulle-
rian hormone, low number of antral folli-
cles, high interest in pregnancy, and low
probability of spontaneous conception.
Assisted reproductive technology was
recommended for pregnancy planning,
which had not been used due to spon-
taneous pregnancy. During gestation, the
patient underwent control examinations
with an oncogynecologist according to
established terms, with no evidence of
recurrence or disease progression. A
telemedicine consultation was conduct-
ed with the N.N. Petrov National Medical
Research Center of Oncology before de-
livery. Conclusion: Delivery can be per-
formed through natural birth canal if there
are no obstetric indications for cesarean
section.

Following existing clinical guidelines
of the Ministry of Health of the Russian
Federation, the patient should be in-
formed about the risks associated with
conservative treatment for fertility preser-
vation, specifically the high frequency of
recurrence when preserving the uterus,
the risk of metastasis, and the need for
prophylactic hysterectomy after repro-
ductive realization or reaching an age
where pregnancy planning is no longer
relevant. The decision on the extent of
surgical treatment should be made af-
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ter delivery and examination within 3-4
months. In the absence of a tumor pro-
cess in the uterus or preservation of the
minimal degree of tumor process spread,
it is possible to discuss the issue of hys-
terectomy with salpingectomy and ovari-
an preservation based on the histological
review of surgical material in the patient
with low-grade endometrioid adenocarci-
noma, which is associated with low risk
of metastasis to regional lymph nodes.
In the absence of data on regional lymph
node involvement and preservation of the
disease stage, lymphadenectomy may
not be performed.

In case the patient refuses prophy-
lactic hysterectomy, after delivery, it is
recommended to perform a histological
examination of the endometrium and, in
the absence of pathological changes, in-
sert an intrauterine hormonal system with
mandatory subsequent histological and
ultrasound monitoring of the endometri-
um every 6 months.

At 35 weeks of gestation, an opera-
tive delivery was performed, resulting in
the birth of a girl weighing 2820g, with a
height of 48cm, and an Apgar score of 8/8
points. During the operation, a diagnostic
curettage of the uterine cavity was per-
formed, followed by a histological exam-
ination. The results showed no evidence
of malignant growth in the material, with
the presence of blood, fibrin, and small
fragments of decidual tissue.

In the postpartum period, the patient
declined prophylactic hysterectomy, and
the monitoring continues: Figure 1.

Conclusion. The presented clinical
case demonstrates the high efficacy of
hormone therapy application. Organ-pre-
serving treatment allows for the subse-
quent realization of reproductive function.
A thorough consideration of indications
and contraindications for the upcoming
treatment and proper patient selection
are essential. In most cases, after or-
gan-preserving treatment, the risk of tu-
mor recurrence is low, and women regain
the chance to conceive and give birth to
a healthy child. The decision to perform
organ-preserving treatment should be
made by a multidisciplinary team involv-
ing an oncologic gynecologist, radiation
oncologist, obstetrician-gynecologist, re-
productive endocrinologist, and perina-
tologist.
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