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Risk Group

Molecular Classification Unknown

Molecular Classification Knowns,*

Low e Stage [A endometricid + low-grade*™ + LVS] @ Stage 1-11 POLEmut endometrial carcinoma, no
negative or focal regidual diseage
w Stapge [A MMRA/NSMP endometriold carcinoma +
low-grade®® « LVE] negative or focal
Intermediate e Stage IB endometricid + low-grade™ + LVEl & Stage |B MMRA/NSMP endometriold carcinoma +
negative or focal low-grade®® + LVEl negative or focal
e Stage A endometricid =+ high-grade® + LVSl = Stage 1A MMRA/NSMP endometriold carcinoma +
negative or focal high-grade® + LV5] negative or focal
e Stage LA non-endometrloid (serows, clear cell, = Stage A pS3abn and/or non-endometriold [serous,
undifferentiared  carcinoma,  carcinosanrcoma, clear cell, undifferentiated carcinama,
mixed] without myometrial invagion carcinosarcoma,  mived]  without  mpometrial
invasion
High- e Stage | endometrioid + substantial LVEL, regardless  « Stage | MMR4A/NEMP endometrioid carcinama +
intermediate of grade and depth of invasion substantial LVl regardless of grade and depth of
e Stage |E endometrioid high-grade™, regardless of e
LW5I status w Stage IE MMBd/NSMP endometriold carcinoma
« Stage I high-grade®, regardless of LV51 status
» Stage [l MM R /NSMP endometrioid carcinoma
High w Stage HI-IVA with o residual disease » Stage [1-1VA MMRA/NSMP endomeirioid carcinoma
o Stage I-IVA non-endometricid [serous, clear col,  With no residual disease
undifferentiated  carcinoma,  carcinosarcoma, = Stage [-IVA p53abn endometrial carcinoma with
mixed] with myometrial invasion, and with no myometrial invasion, with no residual disease
residual disease « Stage |-IVA NSMP/MMRd serous, undifferentiated
carcinoma,  carcinosarcoma  with  myometrial
inwasion, with no residual diseaze
Advanced » Stage HI-IVA with residual disease e Stage [H-IVA with residual disease of any malecular
Metastatic  » Stage IVE kype

= Stage VB of any molecular type

Far atage |I-IYA POLEmUL endomerrial carcinoma, and stage [-IVA MMRd or NSMP clear cell carcinoma with myvametrial
invacion, insufficient data are available to allocate these patients to a prognostic risk-group in the molecular classification.
Prospective registries are recommended

*® gee text an lhow to assign double classifiers (e.g patients with both POLEmut and pS3abn should be managed ag POLEmut)

== aecording to the binary FIGD grading grade 1 and prade 2 carcinomas are considered as low-prade, and prade 3 cardinomas are
conskdered as high-grade,

pE3abn: p53 abnoroeal, MMEA: Mismatch Repair Deficient, NSMP: nonspecific molecular profile, POLEmut: polymerase E mutated
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Stage Description
Stage | Confined to the uterine corpus and ovary*®
1A Disease limited to the endometrium OR non-aggressive histological type, i.e. low-grade endometroid, with invasion of less
than half of myometrium with no or focal lymphovascular space involvement (LVSI) OR good prognosis disease
IA1 Non-aggressive histological type limited to an endometrial polyp OR confined to the endometrium
IA2 Non-aggressive histological types involving less than half of the myometrium with no or focal LVSI
IA3 Low-grade endometrioid carcinomas limited to the uterus and ovary®
1B Non-aggressive histological types with invasion of half or more of the myometrium, and with no or focal LVSI®
IC Aggressive histological types® limited to a polyp or confined to the endometrium
Stage Invasion of cervical stroma without extrauterine extension OR with substantial LVSI OR aggressive histological types with
myometrial invasion
1A Invasion of the cervical stroma of non-aggressive histological types
11B Substantial LVSI® of non-aggressive histological types
IIC Aggressive histological types® with any myometrial involvement
Stage lll Local and/or regional spread of the tumor of any histological subtype
1A Invasion of uterine serosa, adnexa, or both by direct extension or metastasis
I1IA1 Spread to ovary or fallopian tube (except when meeting stage IA3 criteria)®
I1IA2 Involvement of uterine subserosa or spread through the uterine serosa
1B Metastasis or direct spread to the vagina and/or to the parametria or pelvic peritoneum
I1IB1 Metastasis or direct spread to the vagina and/or the parametria
[11B2 Metastasis to the pelvic peritoneum
Tc Metastasis to the pelvic or para-aortic lymph nodes or both’
I11IC1 Metastasis to the pelvic lymph nodes
IIC1i Micrometastasis
IIC1ii Macrometastasis
I11C2 Metastasis to para-aortic lymph nodes up to the renal vessels, with or without metastasis to the pelvic lymph nodes
I1C2i Micrometastasis
IIC2ii Macrometastasis
Stage IV Spread to the bladder mucosa and/or intestinal mucosa and/or distance metastasis
IVA Invasion of the bladder mucosa and/or the intestinal/bowel mucosa
IVB Abdominal peritoneal metastasis beyond the pelvis
IvVC Distant metastasis, including metastasis to any extra- or intra-abdominal lymph nodes above the renal vessels, lungs, liver,

brain, or bone
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Table 2. FIGO endometrial cancer stage with molecular classification®
Stage designation Molecular findings in patients with early endometrial cancer (Stages | and 1l after surgical staging

POLEmut endometrial carcinoma, confined to the uterine corpus or with cervical extension, regardless of the degree of LVSI or histological type
p53abn endometrial carcinoma confined to the uterine corpus with any myometrial invasion, with or without cervical invasion, and regardless of
the degree of LVSI or histological type

FIGO, International Federation of Gynecology and Obstetrics; LVSI, lymp

molecular profile; p53abn, p53 abnormal.
"When feasible, the addition of molecular subtype to the staging criteria allows a better prediction of prognosis in a staging/prognosis scheme. The performance

of complete molecular classification (POLEmut, MMRd, NSMP, p53abn) is encouraged in all cases of endometrial cancer for prognostic risk-group stratification
and as potential influencing factors of adjuvant or systemic treatment decisions. Molecular subtype assignment can be done on a biopsy, in which case it need
not be repeated on the hysterectomy specimen. When performed, these molecular classifications should be recorded in all stages.

- Good prognosis: pathogenic POLEmut

« Intermediate prognosis: MMRd/microsatellite instability and NSMP

- Poor prognosis: p53abn When the molecular classification is known:
- FIGO Stages | and Il are based on surgicalfanatomical and histological findings. In case the molecular classification reveals POLEmut or p53abn status, the

FIGO stage is modified in the early stage of the disease. This is depicted in the FIGO stage by the addition of “m” for molecular classification, and a subscript is

added to denote POLEmut or p53abn status, as shown below. MMRd or NSMP status do not modify early FIGO stages; however, these molecular classifications
should be recorded for the purpose of data collection. When molecular classification reveals MMRd or NSMP, it should be recorded as Stage Imy,..g Or Stage

IMysme and Stage liMyugg Or Stage Mz
+ FIGO Stages |l and IV are based on surgical/anatomical findings. The stage category is not modified by molecular classification; however, the molecular
classification should be recorded if known. When the molecular classification is known, it should be recorded as Stage lllm or Stage IVm with the appropriate

subscript for the purpose of data collection. For example, when molecular classification reveals p53abn, it should be recorded as Stage 1M, .y, OF Stage VM, ..
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ovascular space involvement; MMRd, mismatch repair deficient; NSMP, non-specihc



Recommendations

>

>

Histopathologic tumor type and grade in endometrial biopsy is
required (IV, A).

Pre-operative mandatory work-up includes: family history;
general assessment and inventory of co-morbidities; geriatric
assessment, if appropriate; clinical examination, including
pelvic examination; expert transvaginal or transrectal ultra-
sound or pelvic MRI (IV, C).

Depending on clinical and pathologic risk, additional imaging
modalities (thoracic, abdominal and pelvic CT scan, MRI, PET
scan, or ultrasound) should be considered to assess ovarian,
nodal, peritoneal, and other sites of metastatic disease (IV, C).

Concin N, et al. Int J Gynecol Cancer 2021;31:12-39
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EARLY STAGE DISEASE

Surgical management of apparent stage I/l endometrial
carcinomas

Minimally invasive approach

Two randomized prospective studies comparing minimally invasive
with open surgeries showed similar survival with quicker recovery
with the minimally invasive approach.'® '® More recently, pooled
analyses of randomized prospective studies including, notably, these
two studies and multiple retrospective and prospective studies also
support the use of minimally invasive surgery for patients including
those with high-risk endometrial carcinoma.'®™"""

Recommendations

» Minimally invasive surgery is the preferred surgical approach,
including patients with high-risk endometrial carcinoma (|, A).

» Any intra-peritoneal tumor spillage, including tumor rupture or
morcellation (including in a bag), should be avoided (lll, B).

» If vaginal extraction risks uterine rupture, other measures
should be taken (eg, mini-laparotomy, use of endobag) (lll, B).

» Tumors with metastases outside the uterus and cervix
(excluding lymph node metastases) are relative contra-

indications for minimally invasive surgery (lll, B).

European Society of
Gynaecological Oncology




» If sentinel lymph node biopsy is performed (Il, A):
— Indocyanine green with cervical injection is the preferred

~

detection technique.
— Tracer re-injection is an option if sentinel lymph node is not
Recommendations visualized upfront.
» Standard surgery is total hysterectomy with bilateral salpingo- ~ Side-specific systematic lymphadenectomy should be per-
oophorectomy without vaginal cuff resection (I, A). formed in high—i.ntermediate-risk/high-risk pgtiepts if senti-
» Staging infracolic omentectomy should be performed in clinical nel lymph node s not detected on either pelvic side.

— Pathologic ultrastaging of sentinel lymph nodes is
recommended.
» When a systematic lymphadenectomy is performed, pelvic and

stage | serous endometrial carcinoma, carcinosarcoma, and
undifferentiated carcinoma. It can be omitted in clear cell and

endometrioid carcinoma in stage | disease (IV, B). para-aortic infrarenal lymph node dissection is suggested (ll,
» Surgical re-staging can be considered in previously incom- B).
pletely staged patients with high— intermediate-risk/high-risk » Presence of both macrometastases and micrometastases
disease if the outcome might have an implication for adjuvant (<2mm, pN1(mi)) is regarded as a metastatic involvement (IV,
treatment strategy (IV, B). 0).
» The prognostic significance of ITCs, pNO(i+), is still uncertain
(Iv, C).

» If pelvic lymph node involvement is found intra-operatively,

further systematic pelvic lymph node dissection should be

Concin N, et al. Int J Gynecol Cancer 2021:31:12-39 omitted. However, debulking of enlarged lymph nodes and
para-aortic staging can be considered (IV, B).
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Copy-number low
(endometrioid) (90)

®*  POLE (ultramutated malignancies):

— Their hallmark are mutations in the exonuclease domain of POLE

Copy-number high
(serous-like) (60)

PFS (%)

— POLE encodes the catalytic subunit of DNA polymerase epsilon which plays a relevant role in DNA repair.

MSI-High: Tumors that harbor a high rate of mutations resulting from impaired DNA MMR pathway:

— A DNA repair system that corrects errors such as single-base mismatches or short insertions and deletions that
spontaneously occur during DNA replications

— The most implicated genes are: MLH1, MSH2, MSH6, PMS2

Cancer Genome Atlas Research Network. Nature. 2013;497:67.
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Leiden/PORTEC group: 0Aa ta delyuato eEstaotnkay yia 0Aouc TouC
HopLakoU¢ SEIKTEC => Selyuara TOU avAKOUV O€ TEPLOOOTEPEC Ao pio ouadec: multiple
classifiers

Vancouver/ProMisE group: ta deiyuato eéstaotnkay otadlaka

EmikUpwoayv TNV MPoyvwoTLkn aéla TnC LoPLOKNAC TAELVOUNONCE KAOLOTWVTOLC
TNV KAWLKA €DAPUOCLUN LE TN XPNON KUTTOKATACTATWY/surrogates»

Avoooiotoxnuikn avixyvevon tTwv npwteivwv mismatch repair (MMR) proteins
Kol Tou p53

surrogate ywa tnv POLE sequencing 6&v UTIAPXEL LEXPL OTLYUNG
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Low-grade endometrioid High-grade endometrioid Un-/Dedifferentiated Carcinosarcoma

Serous Clear cell Neuroendocrine

. POLEmut

MMRd

NSMP

pS3abn

ESG
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‘multiple classifier’ evéountpika
KOPKLVWHLOLTOL:

Kapkivwpata pe >amo 1 popLako
TUMo=>

POLEmut+MMRd, POLEmut+TP53
mutation, MMRd+TP53 mutation

Aeutepoyeveic/oPiuec uetaAdaéeic:
Subclonal MMRd kupiwc erti
urtepueduliwonc tov MLH1
subclonal p53=>passenger
mutation

Surgical Pathology 15 (2022) 277-299
Leon-Castillo et al. J Pathol 2020; 250: 312-322

, tv
7
POLE mutation
Good prognosis Pathogenic POLE
unlike TP53 mutation
mutated precedes
tumors MSI status

Rare tumors with
prognosis remaining
to be characterized

Good prognosis
unlike TP53

_ mutated . )
TP53 mutation tumors Microsatellite

instability
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|loTOAOYLKOC TUTIOC

Mn emOETIKOC

e AvWwTEPNC/UETPLOC
dladopomnoinonc
eVOOUNTPLOELOEC KOPKIVWLOL
(G1,2)

EmiOeTIkOC

e XapnAnc dtadpopornoinonc
eVOOUNTPLOELOEC KAPKIVWLOL
(G3)

* Mn evOountpLoELONC LOTOTUTTOC:

Opwdec/dLavyokuTTaopLKO/KOPKL-
voaap:«uua/a&acpoponomro/
HECOVEPPLKOU TUTTOU/yaoTpLKOU
TUTTOU
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Mn €rOETIKOG LOTOAOYLKOC TUTIOG 7

EvooBAevvoyovikn avamtuén IA1

AunOnon <50% tou puopntpiou 1A2

Av TTAnpouVvTaL T KPLTAPLO «CUYXPOVNG» aVATTTUENC 0TV woBnkn IA3

AunBnon >50% tou puountpiou IB
AunOnon otpwpatoc tpaxnAou lIA

lkavoc aplOpoc eppoiwy (LVSI>5) 1IB
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' Taotadua lll kae IV dev ennpealovral amo tn

LLOPLOKN TOELVOINON N TOV LOTOAOYLKO TUTTIO

2taduo Il

* ANBnon eéaptnuaTwv

* Opoyovou,/umoopoyoviou
* KOAmou/mapapntplwv

* NMueAkoV mepLTOVALOU

e NepdadEVWV TIUEALKWV

* Aepudpadevwy TOPaoPTIKWYV

2tadwo IV

* AinBnon
oupodoyou/BAevvoyovou
EVTEPOU
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nepLtovoo/enimiouvv

* ATIOMOKPUOLEVN
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Mo ta otadla | ko

e Av POLE petaAAateic=>IAm
* Enti atovciac POLE & MMRd av p53 petaAlaén=>IICm
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Lynch Syndrome

Lifetime risk of developing different cancers

2oy @ 4

stomach 2-11%
cancer urinary tract
cancer

6-14%

ovarian cancer

- 25-60%

bl womb cancer

30-75%
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ESGO/ESHRE/ESGE Guidelines for the
fertility-sparing treatment of patients with
endometrial carcinoma
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» Patients with a pregnancy wish should be referred to special-
ized care, especially those with genetic syndrome (Level of
evidence V, grade A).

» Joint care and counseling with a multidisciplinary team of at
least gynecologic oncologists, fertility specialists, pathologists,
and radiologists should be proposed to all patients with a preg-
nancy wish (Level of evidence V, grade A).

Review of Initial Pathology by an Experienced Histopathologist

» Arequest for a second opinion by an experienced histopatholo-
gist is recommended if fertility-sparing treatment is considered
(Level of evidence lll, grade A).

» The G1, G2, G3 grading system is recommended. The binary
grading system for endometrial carcinoma should not be used
for these patients (Level of evidence lll, grade A).

» The use of immunohistochemistry (PTEN, ARID1A, etc) for the
evaluation of several biomarkers is not recommended for diag-
nostic purposes (Level of evidence IV, grade D).

Guidelines

and Quality Indicators

5,

shre

SCIEROL WOVIRG
PECSALE
MOVIHG SCIEMCE

Differentiation of the Tumor
» Fertility-sparing treatment is considered for endometrioid

patients with endometrial carcinoma with grade 1, stage IA
without myometrial invasion and without risk factors (Level of
evidence V, grade A).

Evidence for grade 2 endometrioid endometrial carcinoma
is limited. Therefore fertility-sparing treatment should be
discussed on a case-by-case basis (Level of evidence IV, grade
C).

Establishing a Reliable Histopathology
» Hysteroscopic guided endometrial biopsy is preferred over

blind biopsy for confirming diagnosis of endometrial carcinoma

(Level of evidence lll, grade A).

Rodolakis et al., Int J Gynecol Cancer 2023;33:208-222
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Step 1 | Endometkum ‘

45 mm 4-5mm

Step 2

Step 3

Final
view

Figure 4 Schematic representation of hysteroscopic
resection of focal endometrial endometrioid carcinoma
following the ‘three steps’ technique.

PECSLE
MOVIHG SCIFNCE

Gy Eshre

Myometrial Invasion

» Pre-operative assessment of myometrial invasion in patients
with endometrial carcinoma should be performed using MRI
or transvaginal ultrasound by a specialized radiologist/sonog-
rapher. Standardized high-quality protocols for MRI should be
used to reach the highest possible accuracy (Level of evidence
lll, grade A).

Exclude Extra-Uterine Disease/Synchronous or metastatic
» MRI or CT scan is recommended for detecting pelvic or para-
aortic lymph nodes and distant metastases (Level of evidence

Il, grade B).
ESG 9 » Adnexal involvement should be ruled out by pelvic MRI or
. . transvaginal ultrasound (Level of evidence lI, B).
Guidelines g ( )

and Quality Indicators

» CT should not be used for pre-operative assessment of myome-
trial invasion in patients with endometrial carcinoma (Level of
evidence lll, grade A).

Rodolakis et al., Int J Gynecol Cancer 2023;33:208-222 ESG Q

European Society of
Gynaecological Oncology
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Selection of Medication
» A combined approach consisting of hysteroscopic tumor

resection, followed by oral progestins and/or levonorgestrel-

e‘eshre

K SCIEROL WOVIRG
PECSALE
BMOVIHE RCIFMCE

Duration of Treatment

>

The recommended duration of therapy is 6—12 months, within
which a complete response should be achieved (Level of
evidence Ill, grade B).

intra-uterine device, is the most effective fertility-sparing » The maximum time to achieve complete response should not
treatment both for complete response rate and live birth rate exceed 15 months (Level of evidence IV, grade C). o
compared with other treatment options (Level of evidence II, > In the absence of any kind of response at 6 months, multidisci- ESG
de B plinary counseling is recommended for adapting the manage-
grade B). ment on a case-by-case basis (Level of evidence IV, grade B). Guidelines

Gonadotropin-releasing hormone analogs should not be consid-
ered as a first-line treatment (Level of evidence II, grade B).

Response (Partial vs Complete vs No Response)

» Hysteroscopic resection followed by progestins either by oral

" " and/or intra-uterine device administration is recommended

The Role of Hysteroscopic Resection _ to achieve both the highest complete response rate and the
» Ifan early and focal myometrial invasion (1-2 mm) is suspected highest live birth rate (Level of evidence II, grade B).

from the resection material, a fertility-sparing approach may » Weight control during fertility-sparing treatment is highly

be discussed on a case-by-case basis. In this circumstance,
complete hysteroscopic lesion resection, followed by oral
progestins and/or levonorgestrel-intra-uterine device, can be
proposed as fertility-sparing treatment (Level of evidence IV,
grade C).

recommended to increase the chance of response (Level of
evidence Il, grade A).

Follow-up with Maintenance Treatment for Patients Willing or Not
Willing to Conceive Immediately

>

Two consecutive endometrial biopsies showing complete
response with a minimal interval of 3 months are necessary to

and Quality Indicators

. consider the success of the fertility-sparing treatment (Level of
Dose of Progestins evidence IV, grade C).

T Rodolakis et al., IntJ Gynecol Cancer 2023;33:208-222

day or medroxyprogesterone acetate at a dose of 400600 mg/
day is recommended (Level of evidence lIl, grade B).

A levonorgestrel-intra-uterine device at a dose of 52 mg, alone
or in combination with oral progestins, is a safe and effective
approach (Level of evidence lll, grade B).

with maintenance treatment until pregnancy is planned (Level
of evidence I, grade A).

Clinical pelvic examination and ultrasound scan are recom-
mended at every 3-month follow-up visit (Level of evidence
IV, grade B).

ESG
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» Endometrial histological assessment should be performed Pregnancy _ - _ _
every 3-6 months by hysteroscopy according to the results of » Women undergoing fertility-sparing treatment for endometrial
imaging (Level of evidence IV, grade B). hyperplasia or endometrial carcinoma should be encouraged to

» MRI could be considered on a case-by-case basis (Level of actively aim to conceive as soon as the complete response is
evidence IV, grade C). achieved (Level of evidence V, grade B).

» Assisted reproductive technology should be considered in order
to improve success rate and reduce the interval to conception
without a higher risk of recurrence (Level of evidence lll, grade

Recurrence Rate After Fertility-sparing Treatment B). However, natural conception may be considered in women

» The risk of recurrence after fertility-sparing treatment for with good reproductive potential within a defined time (6-9
endometrial carcinoma may be equal for progestins or a months) (Level of evidence V, grade C).
levonorgestrel-intra-uterine device (Level of evidence I, grade » Close surveillance by a multidisciplinary team should be
B). continued and maintenance therapy with a levonorgestrel-

intra-uterine device should be recommended to women who
decline surgery after delivery and who do not plan their second

pregnancy immediately after the first one (Level of evidence llI,
_ESQ grade B).
Guidelines
et Qi Bncloniors Rodolakis et al., Int J Gynecol Cancer 2023;33:208-222

ESG

European Society of
Gynaecological Oncology



European Society of
Gynaecological Oncology

e‘eshre

K SCIEROL WOVIRG
PECSALE
BMOVIHE RCIFMCE

Molecular Profiling of Early-onset Endometrial Carcinoma and
Correlation with Response to Treatment

Definitive and Completion Surgeries » Performing the ProMisE molecular classifier in all young
» Definitive surgery is recommended in cases of non-responders, patients with grade 1, low-stage endometrial carcinoma who
inability to conceive, recurrence or disease progression (Level wish to preserve fertility is encouraged, although available data
of evidence I, grade A). do not allow clinical applicability (Level of evidence IV, grade B).
» For patients with a strong desire to preserve fertility, a second » Immunohistochemistry for the identification of mismatch repair-

deficient tumors is mandatory in order to identify patients at
high risk for Lynch syndrome (Level of evidence lll, grade A).

» |If a Lynch syndrome is identified, patients should have an
appropriate counseling on the risk of developing additional

conservative approach can be considered on a case-by-case
basis (Level of evidence IV, grade B).
» Completion surgery is recommended after completing child-

bearing (Level of evidence II, grade A). cancers (Level of evidence Ill, grade A).
» Removal of ovaries should be considered on a case-by-case » In atumor with p53abn phenotype, testing for MSH-H and POLE
basis (Level of evidence lll, grade B). mutation should be considered in order to define whether the

tumor belongs to the multiple classifiers or to the copy number

high molecular subgroup (Level of evidence lll, grade A).
ESGQ » In women harboring copy number high (p53abn) tumors,
Guldelmes conservative therapy would be inappropriate (Level of evidence

and Quality Indicators

Rodolakis et al., Int J Gynecol Cancer 2023;33:208-222
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CRITERIA FOR CONSIDERING PRIMARY SURVEILLANCE
EERTILITY-SPARING OPTIONS TREATMENT
FOR MANAGEMENT OF TtI-IIB_SDduevith
ENDOMETRIAL CARCINOMA staging™
(All criteria must be met) E::::;:%z aﬂ_er )
(with continued| |Childbearing
* Well-differentiated surveillance/ complete or
(grade 1) endometrioid endometrial progression
adenocarcinoma on sampling of disease on
dilation and curettage Complete| |ovory 6 mo endometrial
(D&C) confirmed by response (| 1 consider | sampling
expert pathology review | |, congyitation with by8mo | | maintenance (See ENDO-1)
* Diseasa lunifad {0 the a fertility expert = Continuous progestin- progestin- preservation
endometrium on MRI prior to therapy based therapy: _ based therapy b
(preferred) or :  Recommend » Megestrol Endometrial if patient is not y idered
transvaginal ultrasound anatic avaluation » Medroxyprogesterone evaluation actively trying considere
* Absence of suspicious 9 d every 3—6 mo : in select
susp of tumor and —| » Progestin IUD . to conceive) premenopausal
or metastatic diseass on evaluation for * Weight management/ (either D&C or atients
imaging = inherited cancer lifestyle modification opdomotrlal P
* No contraindications to risk (See UN-1) counseling! biopsy)
medical therapy or « Ensure negative TtI-IIB_SDdu:ith
pregnancy staging™
+ Patients should undergo pregnancy test . e -
counseling that fertility- Endometrial « Ovarian
sparing option is NOT cancer present| ————————| o qorvation
standard of care for the at 6-12 mo® may be
treatment of endometrial considered in
carcinoma select patients

dMIS is the preferred approach when technically feasible. See Principles of Evaluation and Surgical Staging (ENDO-C).

“The degree of surgical staging to assess disease status depends on intraoperative findings. Multidisciplinary expertise is recommended. See Principles of Evaluation

i See Principles of Imaging {ENDC—B}.
t See Healthy Lifestyles (HL-1) and Mutrition and Weight Management (SNWM-1) in the NCCN Guidelines for Survivorship.
UGunderson CC, et al. Gynecol Oncol 2012;125:477-482 and Hubbs JL, et al. Obstet Gynecol 2013;121:1172-1180.

MNote: All recommendations are category 2A unless otherwise indicated.

Clinical Trials: NCCN believes that the best management of any patient with cancer is in a clinical trial. Participation in clinical trials is especially encouraged.

Version 22023, 0478023 & 2023 Mational Comprahansive Cancar Matwor® (WCCH®), Al ights reseniad, MCCH Guidalinas® and this illestration may not be reproduced in any form witheut the axprass written parmission of NCCH,

ESG
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