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Some definitions
• Radical: (treatment) designed 

to remove the root of a disease, 
or all diseased and potentially 
diseased tissue (Webster’s 
Medical)

• Enough: 1. in or to a degree  
quantity that satisfies or that is 
sufficient or necessary for 
satisfaction, 2. in a tolerable 
degree (Webster’s English)

• Fully staged: Stage in cancer 
defines the extent of the 
disease. It is a measure of the 
prognosis, and guides the 
treatment plan

• Intermediate risk:  Risk in 
cancer is also measure of 
prognosis and a guide to 
management. Intermediate is 
not low and not high…..

on the basis of a thorough and 
accurate understanding of the 
natural history of disease, the 
treatment options available, and 
their benefits and toxicities

that satisfies a subjective value 
judgement and implies the aim of 
maximal benefit and minimal harm

Is determined by examination, 
pathology, imaging, and surgery, 
and is allocated in accordance with 
an agreed “system” – fully implies 
we have fully exploited these



ESMO Stage 1 Risk Groups



Why is this even a question?

Staging of endometrial cancer (FIGO 2009)



We have learnt… 
1. Randomised trials adjuvant 

radiation therapy in early stage 
endometrial cancer;
▪ Improved loco-regional control,  

relapse-free survival
▪ No significant impact on 

cancer‐related deaths or overall 
survival

▪ Associated with morbidity and 
negative impact on QOL
• Increased second cancers
• Possible reduced survival

2. Meta-analyses (Cochrane 2012)
▪ Confirms and strengthens

Aalders (Norwegian Radium 
Hospital) 1980



Local control matters
• Surveillance with regular pelvic 

examinations and vaginal vault smears 
associated with anxiety (for patients 
and healthcare workers)

– Even with surveillance 40-80% 
recurrences are associated with symptoms

• Vaginal recurrence associated with 
bleeding and pelvic mass effects

• Pelvic recurrence associated with pain, 
lower limb oedema, visceral obstruction

Those with symptomatic recurrence 
may have poorer outcomes than those 
detected routine follow-up



And salvage is not simple
Categories

1. Recurrence with no previous RT

▪ Isolated vaginal vault recurrence

▪ Isolated pelvic recurrence

▪ Other recurrence

• Isolated para-aortic

• Distant

2. Recurrence with previous RT

Management

EBRT +/- brachytherapy
▪ Reasonable local 

control
▪ 5 yr OS 50-90%
▪ Large volumes, large 

doses, significant 
treatment morbidity

EBRT +/- brachytherapy
▪ Outcomes substantially 

worse



Risk based triage
• Post operative radiation therapy 

best limited to patients with  
risk loco-regional recurrence 
>15%

• In those with surgically staged 
stage 1 disease this equates 
with  those with intermediate 
(and high) risk features

• VBT alone appears to be 
adequate in ensuring vaginal 
control compared to EBRT

– PORTEC-2

• VBT as effective (non-inferior) 
toEBRT for prevention vaginal 
recurrence after surgery for early 
endometrial cancer of high 
intermediate risk

• BT associated with reduced 
toxicity





• Acute endovaginal toxicity occurred 
in less than 20.6%
– all acute toxicities were G1-G2.

• The most common early side effects 
due to HDR-BT treatment were 
vaginal inflammation, vaginal 
irritation, dryness, discharge, 
soreness, swelling, and fungal 
infection.

• G1-G2 late toxicity occurred in less 
than 27.7%.

• G3-G4 late vaginal occurred in less 
than 2%.
– The most common late side effects 

consisted of vaginal discharge, dryness, 
itching, bleeding, fibrosis, 
telangiectasias, stenosis, short or 
narrow vagina, and dyspareunia.



ESMO Surgical & Adjuvant treatment Stage 1
Surgery

Radiation Therapy



Are we radical enough in fully staged intermediate risk 
endometrial cancer patients?

• Considering knowledge of the natural history of 
disease, and the impact of treatment options available,
– Does current treatment meet aim of maximal benefit and 

minimal harm?

• I think it does – so we appear to be RADICAL ENOUGH

• The risk of isolated distant failure remains a problem  -
for high grade deeply invasive stage 1 patients
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