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Differences in endometrial carcinoma presentations and characteristics
in pre- and postmenopausal women

Pasnuke y npe3eHTaIlju 1 KapakTepucTUKama KapliuHOMa €HJOMETPHjyMa

KOJ IIpC- U TOCTMCHOIIAYy3aJIHUX JKCHaA

SUMMARY

Introduction/Objective Recently increasing number of
premenopausal women is diagnosed with endometrial
carcinomas. Study aimed to determine if routinely collected
clinical and imaging parameters, implying on tumor
characteristics, are different in pre- and postmenopausal
endometrial carcinoma patients, enabling their appropriate
preoperative evaluation.

Methods The study included all patients (n=209) operated
due to endometrial carcinoma during three years. The
diagnosis was based on histopathological findings of
exploratory curettage. Medical history was taken for all
patients and they were divided regarding menopausal status.
On preoperative ultrasound scan endometrial echo pattern
was established. Existence of myomas, adnexal masses, free
fluid in the abdomen or uterine cavity were noted. Magnetic
resonance imaging detected the presence of pelvic
metastases and tumor spreading into the uterine cavity,
myometrium, cervix and lymph nodes. Postoperatively,
histopathological findings, tumor stage and grade were
established.

Results The majority of women were postmenopausal and
secundiparous. Significantly more patients were obese,
especially postmenopausal (p=0.001). Most tumors were
Endometrioid adenocarcinomas regardless of menopausal
status. Irregular/abnormal bleeding (p=0.037), presence of
ascites (p=0.010), obesity (p=0.046) and lower ‘parity
(p=0.016) correlated with postmenopausal status. Large
exophytic endometrial carcinomas were predominant in
younger patients (p=0.026). Endometrial .carcinomas were
significantly more often diagnosed in the Il FIGO stage in
premenopausal patients. There were.no other. significant
differences (endometrial thickness, uterine “homogenity,

echogenity, tumor infiltration and spreading,
histopathological type and grade) between pre- and
postmenopausal endometrial carcinoma patients.

Conclusions  Few (differences . between pre- and

postmenopausal endometrial carcinoma patients existed and
the most prominent were obesity, parity, irregular/abnormal
bleeding and tumor growth into the‘cavity.

Keywords: endometrial. carcinoma; menopausal status;
BMI; irregular abnormal bleeding; preoperative evaluation;
ultrasound scan and MRI
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CAXKETAK

Yeon/Llnie YV mocienme BpeMe KapIMHOM €HIOMETPHjyMa
ce IMjarHOCTHKYje Kox cBe Beher Opoja mpeMeHomay3aTHIX
xeHa. Llnis ctynuje je 6Mo a ce yTBpau Jia U Cy PyTHHCKH
NPUKYIUBCHU KIMHUYKHA U ,,AMHLHMHT [apaMeTpH, KOjU
MOTY J1a YKa)Ky Ha KapaKTepHUCTHKE TyMOpa, pa3InidTH KO
Ipe- ¥ TOCTMEHOIAY3aIHUX MAIMjeHTKNbA €a KapLnHOMOM
SHIOMETpHjyMa, ITO OH OMOTyhmiIo HHUXOBY NpaBUIHY
NIpeonepaTHBHY IPOLEHY.

Marepujan Cryauja je o0yxBaTria CBe HalHjeHTIKNELE (N =
209) omepucane 300r KapuuHOMAa CHIOMETPHjyMa TOKOM
TpH roauHe. /lujarHosa je 3aCHOBaHa Ha XUCTOTATOJIOIIKHM
HaJlla3uMa eKCIUIOPATUBHE. KMpEeTaXe. 3a CBE IIalijeHTe
y3eTa je JeTajbHa aHaMHe3d, a MalWjeHTKUbE Cy MoJeJbeHe
mpeMa  HBUXOBOM _ MEHOMAy3aJHOM  crarycy. Ha
MIPEOTIePaTUBHOM YATPA3BYYHOM Mperieny oapehex je ,.exo
oOpazan’“ eHaoMeTpujyMa. PerucTpoBaHO je IOCTOjame
MHOMa, aJHeKCATHAX Maca, CJI000IHE TEYHOCTH y abIOMeHy
WMy /KaByMy yIepyca. MarHeTHOM pPE30HAHIIOM
JICTEKTOBAHO j€ NMPHUCYCTBO MeTacra3a y Majoj Kapiuiy H
IIApeke TyMOopa Ha KaByM yTepyca, MHOMETPHjyM, Tpiuh 1
mampHe 9BopoBe. IlocromepatuBHO, onpeheHnm  cy
XHCTOIATOJIOIIKK THII, CTAJIHjyM U IPayc TyMopa.
Pesyaratu Behnna TMAIMjeHTKHba cy ome
MOCTMEHOIIAy3aJHE W  CEeKyHAWMNape. 3Ha4yajHO BHIIE
IalHjeHTKAbA cy ouie rojasHe, AQHPOYUTO
nocrvenonay3anuux (P = 0.001). Behuna tymopa cy Owun
CHIOMCTPHOUIHU  QJICHOKapIUHOMH 0e3 o03upa Ha
MEHoOINay3alHu craryc. HepenoBHO/aOHOpMaIIHO KpBapeme
(p = 0,037), mpucycreo acuureca (p = 0,010), rojasuocr (p =
0,046) u mwku napurer (p = 0,016) cy Gunm moBe3aHu ca
MOCTMEHOMAY3aIHUM ~ CTaTycoM. Benuku —er3ouruuHn
KapIWHOMH CHIOMETpHjyMa OWiIM Cy JOMHWHAHTaH Haja3
kox wmiahux mamujenara (p = 0,026). KaprmHom
SHJOMETpHjyMa je 3HauyajHo uenihe AWjarHOCTHKOBAaH Yy
FIGO cramnjymy |l xox npeMeHonay3aIHUX MalNjeHTKUbA.
Huje Owio gapyrux 3HauajHuX pasiuka (nebGsbuHa
CHIOMETPHjyMa, XOMOTEHOCT W EXOTeHOCT MaTepulle,
TyMOpcKa MHGHUITpaLyja U MIHPEHe, XUCTOMATONOMIKH THIT
u  rpagyc) wu3Mely mpe- M MOCTMEHONAY3aJHHX
MalHjeHTKHba ca KapIIMHOMOM SHAMETPHjyMa.

3ak/pyuyak Mane pasznuke cy mnocrojane m3Mel)y mpe- u
MOCTMEHOMAY3aJJHUX MalUjeHTKHba Ca CHIOMETPH]jaTHHUM
KapIMHOMOM, a Haj3HauajHUje cy OHie T0ja3sHOCT, MapUTeT,
HEpeZIOBHO/aOHOPMAITHO KpBapeme U pacT Tymopa Ka
MaTepUyHO] MIYIJbHHH.

KibyuHe peyn: KaplUHOM CHIOMETPHjyMa; MEHOMAy3allHU
craryc; BMI; wperymapHo KpBapeme; HpeolepaTHBHA
MpOIICHA; ynTpa3BydHu nperieq u MRI

Copyright © Serbian Medical Society
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INTRODUCTION

Endometrial carcinoma is one of the most common malignant tumors of the female
genital system. It accounts for about 4% of all malignancies in women worldwide [1].
Typical symptoms are irregular/abnormal bleeding and pelvic pain [2]. So far established risk
factors, such as obesity, impaired lipid and carbohydrate metabolism, infertility and low
parity, late onset of menopause and anovulatory cycles, are related to hyperestrogenism [3,
4].

Occurrence of endometrial carcinoma increases with age and it usually arises in
postmenopausal women. However, recently increasing number of younger premenopausal
women are being diagnosed with endometrial carcinoma possibly due to an epidemic of

obesity and physical inactivity even of young girls [1, 5].

The differential diagnosis of different pathological conditions on the base of secretory
endometrium can be difficult [5]. Good preoperative discrimination between benignant and
malignant endometrial proliferations is essential for appropriate therapeutic approach. In
postmenopausal women vaginal bleeding and/or endometrial thickness measured by
transvaginal ultrasonography above 5mm are considered to be very suspicious of endometrial
carcinoma and present the indication for exploratory curettage [6]. However, currently there
are no algorithms based on clinical, laboratory and imaging parameters for assessment of

premenopausal women that may have endometrial carcinoma.

Moreover, ultrasonographic examination sometimes has low diagnostic reliability with
numerous false positive findings [7]. Although the exact diagnosis is achieved by
examination of endometrial tissue samples obtained on fractionated exploratory curettage or
hysteroscopy with endometrial biopsy, detection of malignant invasion of the myometrium is

usually diagnosed hy histopathological analysis only after hysterectomy [8].

The study aim was to determine if routinely collected clinical and imaging parameters,
implying -on tumor characteristics (histopathological diagnose — HP, grade, stage), are
different in pre- and postmenopausal women, enabling appropriate preoperative evaluation of

different age group patients with endometrial carcinoma.
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METHODS

The study included all patients who were operated in three years period (January 1%
2011 up to December 31% 2013) due to endometrial carcinoma. The initial diagnosis and the
decision for operative treatment were based on histopathological findings of exploratory
curettage that all patients had either due to irregular/abnormal bleeding or endometrial
thichening registered by ultrasound on regular gynecological check-up. Upon admission. for
operation, the standard medical history (irregular/abnormal bleeding, age, parity, menopausal
status and age of menopause, use of hormone replacement therapy — HRT or Tamoxifen,
comorbidities like breast carcinoma, hypertension — HT, diabetes mellitus — DM, etc.) was
taken for all patients and their BMI (Body Mass Index) was calculated. Preoperatively, all
patients had a detailed trans-vaginal ultrasound (TVUS) scan with measurement of
endometrial thickness. The homogenity and echogenity of uterine tissue were evaluated.
Existence of myomas and adnexal masses were noted. The presence of free fluid in the
abdomen (ascites) as well as in the uterine cavity was also registered. Furthermore, patients
underwent the magnetic resonance imaging (MRI) of the pelvis. By analyzing MRI images
we determined tumor spreading into the uterine cavity, the myometrium, the cervix and the
lymph nodes as well as the presence of pelvic metastases. Postoperatively, histopathological
findings (HP) of the tumor (type, grade and stage) were analyzed. Staging was performed
according to the new FIGO (International Federation of Gynecologist and Obstetricians)
classification. All women were divided regarding their menopausal status and obtained data

were analyzed accordingly.

Upon admission to hospital all women gave informed consent to all diagnostic and
therapeutic procedures required for this study as well as enrolment in the study sample. Study
procedure was performed in accordance with the ethical standards and it was approved by the

Clinics Ethics Committee.

For the statistical analysis we used methods of descriptive and analytical statistics
(percentages, x2 test, Kruskal Wallis nonparametric ANOVA, Spearman correlation, Binary
linear regression) and a computer program SPSS 20.

RESULTS

DOI: https://doi.org/10.2298/SARH181107055A Copyright © Serbian Medical Society
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Study involved 209 women who were operated due to endometrial carcinoma at the
Clinic for Obstetrics and Gynecology, Clinical Center of Serbia throughout a period of 3
years (2011 — 2013).

In the examined population we registered significantly more postmenopausal (168;
80.4%) than premenopausal (41; 19.6%) women with endometrial carcinomas (y>=77.172;
p=0.001). The majority of patients (n=83; 39.71%) were in their sixties, with an average age
of 63.41 +/- 9.92 years (min=36; max 85). The mean BMI of investigated patients was 28.70
+/- 5.42 (min=17; max=40.9; premenopausal BMI 28.97 +/- 6.66; postmenopausal BMI
28.63 +/- 5.1). Significantly more women were obese (BMI >25 kg/m?), especially in the
postmenopausal group. The majority of women of both groups had two births and no
abortions (Table 1).

Significantly more patients neither had previously diagnosed breast carcinoma nor
administered therapy for it. Only 9 women had ever used hormonal replacement therapy.
Investigated patients mostly did not have other comorbidities, but hypertension was very
frequent. Majority of patients had irregular/abnormal bleeding. This was especially prominent
for postmenopausal women (Table 1).

The mean endometrial thickness on preoperative TVUS scan was 12.21 +/- 8.46mm
(min=3mm; max=39mm; premenopausal 13.45 +/- 10.8; postmenopausal 11.91 +/- 7.79).
Significantly more women had pathologically increased endometrial thickness regardless of
menopausal status (Table 2).. Most tumors had exophytic growth filling the uterine cavity. On
TVUS scan, significantly more both pre- and postmenopausal women had homogenous, but
hyperechogenic endometrial presentation (Table 2). Significantly more women, regardless of
their menopausal status, neither had TVUS findings of fluid in the uterus or abdomen, nor
pelvic metastases, myomas or adnexal tumors on MRI. Myometrium was usually infiltrated

less than 1/3 of its thickness in both investigated groups (Table 2).

Four different histopathological diagnoses of endometrial carcinomas were registered.
The majority of tumors were Endometrioid adenocarcinomas regardless of menopausal
status. Nevertheless, there were no cases of Carcinosarcoma and Clear cell carcinomas in
premenopausal group. Majority of carcinomas in postmenopausal women were in FIGO stage
| with grade G1, NG1, while in premenopausal group endometrial carcinomas were mostly

registered in 11 stage and their predominant grade was G2, NG2 (Table 3).
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Having irregular/abnormal bleeding, obesity and lower parity were significantly
positively correlated with postmenopausal status. Ascites registered by MRI was significantly
more frequent in postmenopausal women, while exophytic growth of endometrial carcinoma
that filled out the uterine cavity was usually seen in younger patients. Moreover, FIGO stage
was more advanced in premenopausal women. There were no other significant correlations or
differences in examined parameters between pre- and postmenopausal endometrial carcinoma
patients (Table 4).

A significant equation was constructed that shows which clinical, TVUS and MRI
parameters assessed together can be used for differentiation between pre- and
postmenopausal women with endometrial carcinoma (B=1.410; Wald=65.558;
Exp(B)=4.098; R? Nagelkerke= 0.252; total classification=67.3%; %?=36.015; p=0.011).
According to the obtained model the strongest differences are in irregular/abnormal bleeding
(p=0.023), parity (p=0.004) and tumor growth into the cavity (p=0.035).

DISCUSSION

Endometrial carcinoma is usually registered in women older than 60 years [9]. This
finding is consistent with our study, in which the average age of patients was 63 years. Still,

the youngest patient was only 36 years old.

In some reports older-age, tumor grade, involvement of the lower uterine segment and
lymphovascular infiltration-were' proven as significant predictive factors of endometrial
malignancy, influencing also the patient’s survival [9]. Studies also confirmed that
myometrial invasion, tumor diameter, cervical stromal invasion and lymphovascular space
invasion were the most important parameters for preoperative evaluation and therapy type
determination in patients with endometrial malignancies [10].

According to the literature data only few studies have evaluated the influence of risk
factors for endometrial carcinoma in women of different ages (younger — premenopausal and
older — postmenopausal). Early menarche and nulliparity were correlated with increased
endometrial carcinoma risk in premenopausal, but not in the postmenopausal women in some
investigations. Late menopause showed a stronger association with endometrial carcinoma in

older (over 65 years) than in premenopausal patients [11, 12]. Parity in the population we
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tested was found to be a significant predictive factor for malignancy only in postmenopausal

women.

Women with elevated endogenous estrogen levels have an increased risk of endometrial
carcinoma. The diagnosis of polycystic ovarian syndrome has been made in up to 30% of
cases with endometrial carcinoma in selected groups of premenopausal women [12]. Obesity
was confirmed through numerous studies as the main risk factor for endometrial carcinoma
[11, 12]. Some authors suggest that this association is consistent only for postmenopausal
women, while others confirmed correlation in premenopausal women as well [12]. In obesity,
there is an increased level of free estrogen due to increased conversion of fatty tissues from
androstenedione. Estrogen leads to chronic proliferation of endometrial cells, increasing the
risk of carcinoma occurrence [13, 14]. In our population 75% of patients. were obese
(BMI>25), indicating that being overweight raises the risk of endometrial malignancy. Still,
the obesity was proven as endometrial carcinoma risk factor only for postmenopausal

patients.

Although the histopathological assessment of the endometrial biopsy remains the gold
standard, TVUS is considered as the first step in any woman presenting with abnormal
uterine bleeding [15]. A thin and regular endometrial line that is clearly visualized throughout
the uterus is associated with a very low risk of endometrial carcinoma. Some authors believe
that if endometrium is thinner than 5mm measured by TVUS even with postmenopausal
bleeding a risk for carcinoma is low, but not ruled out, especially in case of persistent
bleeding [16]. The value of TVUS in symptomatic premenopausal women and those using
hormone substitution therapy is lower‘because the endometrial thickness regularly varies with
changes of hormones during cycle. The data we obtained confirm previous findings which
have shown that endometrial thickness above 5mm in women with postmenopausal bleeding
can be considered as accurate diagnostic parameter of endometrial malignancy [6]. However,
there were no significant differences in endometrial thickness of pre- and postmenopausal

women with endometrial carcinoma.

MRI is an important imaging modality in the preoperative assessment of endometrial
carcinoma patients providing valuable data regarding lesion location and qualitative
information for preoperative staging [17, 18]. MRI is able to accurately predict (sensitivity
and specificity above 85%) cervical involvement in endometrial carcinoma patients and

allows making an adequate treatment decision [17, 19]. Some authors believe that reliability
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of MRI is better in the postmenopausal than premenopausal women [18]. MRI findings in our
population were mostly similar (echogenity, homogeneity, endometrial thickness, level of
cervical and myometrial invasion at the time of diagnose, etc.) between pre- and

postmenopausal women.

According to some available literature data, tumor volume influences the rate of
endometrial carcinoma progression [20]. Based on our results the size of tumor within. the
uterine cavity measured by MRI (filling the whole cavity) was confirmed to be relevant

parameter in premenopausal patients.

Some researchers have shown that positive peritoneal fluid cytelogy represents a
marker for shorter time to recurrence of the disease and decreased survival rate of patients
with endometrial carcinoma [21]. In the study population, only few patients had ascites and
enlargement of lymph nodes. Nevertheless, free fluid in the abdominal cavity seen by MRI

was registered more often in postmenopausal women.

Even though in the overall tested population the majority of carcinomas were diagnosed
in early stages, numerous carcinomas in premenopausal patients were at the Il FIGO stage at
the time of diagnose. This might be due to the fact that irregular/abnormal bleeding in

younger women is occasionally misdiagnosed and inappropriately treated.

CONCLUSION

In conclusion we confirmed that endometrial carcinoma is significantly more frequent
in postmenopausal than premenopausal women, while Endometrioid adenocarcinoma is the
most frequent histopathological diagnose regardless of menopausal status. There are few
differences ' in endometrial . carcinoma presentation/characteristics between pre- and
postmenopausal patients. The presence of ascites was more frequent in postmenopausal
women, while large exophytic endometrial carcinomas were predominant in younger patients.
Endometrial thickness, uterine homogenity, echogenity, tumor infiltration and spreading at
the time of diagnose were similar between pre- and postmenopausal women with endometrial
carcinomas. Although most women had BMI>25, obesity presents endometrial carcinoma
risk factor for postmenopausal patients. Postmenopausal bleeding enables establishing a
diagnose at earlier stages, than irregular/abnormal bleeding in premenopausal patients.
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Ultrasound and MRI are appropriate diagnostic tools in patients with endometrial carcinoma,
but not their findings are not reliable for predicting tumor stage, grade or exact

histopathological diagnose.

Conflict of interest: None declared.
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Table 1. Frequency of assessed characteristics in pre- and postmenopausal women and the
significance of differences between tested parameter categories in the group

Premenopausal Postmenopausal T .
otal population
Parameter Category women women
n % n % n %
appropriate 15 36.6 37 22 52 24.9
Body mass index obesity 26 63.4 131 78.0 157 75.1
p 0.086 0.001 0.001
no 14 34.1 32 19 46 22
'”eglé'lzre/gibn”gorma' yes 27 659 | 136 | 810 | 163 78
p 0.042 0.001 0.001
0 6 14.6 29 17.3 35 16.8
1 15 36.6 40 23.8 55 26.3
Parity 2 13 31.7 87 51.8 100 47.8
3 and more 7 17.1 12 7.1 19 9.1
p 0.125 0.001 0.001
no 38 92.7 157 93.5 195 93.3
Breast carcinoma yes 3 7.3 11 6.5 14 6.7
p 0.001 0.001 0.001
no 40 97.6 157 93.5 197 94.3
Tamoxifen use yes 1 2.4 11 6.5 12 5.7
p 0.001 0.001 0.001
H | no 36 87.8 164 97.6 200 95.7
suggmﬁzzn yes 5 12.2 4 2.4 9 43
p 0.001 0.001 0.001
no 25 61 59 35.1 84 40.2
HTA 8 19.5 73 43.5 81 38.8
Comorbidities diabetes 1 24 6 3.6 7 3.3
mellitus
both HTA/
DM or other 7 17.1 30 17.9 37 17.7
p 0.001 0.001 0.001

p — difference between categories of tested parameter in the group; HTA — hypertension; DM —

diabetes mellitus
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Table 2. Examined parameters of tumors in pre- and postmenopausal women and the significance of
differences between tested parameter categories in the group

Premenopausal Postmenopausal T .
otal population
Parameter Category wornen wornen
n % n % n %
. no 13 31.7 75 44.6 88 42.1
H‘;’;“%g\fﬂ‘gty yes 28 68.3 03 5.4 121 57.9
p 0.019 0.165 0.001
. normal 16 39 74 44 90 43.1
ECh‘%g\?B';y on hyper 25 61 94 56 119 56.9
p 0.160 0.123 0.001
. <5 mm 9 22 36 21.4 45 21.5
Er(')‘:f?\‘jtggm >5 mm 32 78 132 78.6 164 785
p 0.001 0.001 0.001
. no 29 70.7 137 81.5 166 79.4
1 d on yes 12 203 31 185 3 20.6
p 0.008 0.001 0.001
no 31 75.6 129 76.8 160 76.6
M¥3/Tja8°” yes 10 24.4 39 232 49 23.4
p 0.001 0.001 0.001
Adnexal no 36 87.8 150 89.3 186 89
tumor on yes 5 12.2 18 10.7 23 11
TVUS p 0.001 0.001 0.001
) no 33 80.5 157 93.5 190 90.9
AS‘TC\';‘EJSSO” yes 8 195 11 6.5 19 9.1
p 0.001 0.001 0.001
without tumor 10 24.4 73 43.5 83 39.7
Uterine cavity filled with 31 756 95 56.5 126 60.3
MRI tumor
p 0.001 0.001 0.001
. benignant 28 68.3 115 68.5 143 68.4
Celr\‘/l’glon malignant cells | 13 317 53 315 66 316
p 0.019 0.001 0.001
Lvmoh nodes benignant 35 85.4 150 89.3 185 88.5
yoanRI malignant cells 6 14.6 18 10.7 24 115
p 0.001 0.001 0.001
MRI pelvic no 35 85.4 155 92.3 190 90.9
metastases yes 6 14.6 13 7.7 19 9.1
p 0.001 0.001 0.001
. unaffected 4 9.8 13 7.7 17 8.1
I';’%‘:g‘ﬁg:}“g} <1/3 23 56.1 105 62.5 128 61.2
MRI 1/3-2/3 13 31.7 45 26.8 58 27.8
whole 1 2.4 5 3.0 6 2.9
p 0.001 0.001 0.001

TVUS — transvaginal ultrasound; MRI — magnetic resonance imaging; IU — intrauterine
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Table 3. Postoperative diagnoses of tumors in pre- and postmenopausal women and the significance
of differences between tested parameter categories in the group

Premenopausal Postmenopausal T .
otal population
Parameter Category women women
n % n % n %
G1,NG1 17 415 75 44.6 92 44.0
G1, NG2 21 51.2 63 37.5 84 40.2
Tumor grade G2, NG1 2 4.9 17 10.1 19 9.1
G2, NG2 1 2.4 10 6.0 11 5.3
G2, NG3 0 0 3 1.8 3 1.4
p 0.001 0.001 0.001
la 11 26.8 38 22.6 49 234
Ib 4 9.8 36 214 40 19.1
Ic 2.4 21 12.5 22 10.5
Ila 14 34.1 30 17.9 44 21.1
FIGO stage llb 7 17.1 19 11.3 26 12.4
Ila 1 2.4 14 8.3 15 7.2
Ib 2 4.9 3 1.8 5 2.4
Ilc 1 2.4 7 4.2 8 3.8
p 0.001 0.001 0.001
Endometrioid 39 95.1 150 89.3 189 90.4
adenocarcinoma
Carcinosarcoma 0 0 5 3.0 5 2.4
HPDG | Adenosquamous 2 4.9 8 48 10 4.8
carcinoma
lear cell
Stear cell 0 0 5 3.0 5 24
p 0.001 0.001 0.001

HP DG - histopathological diagnosis; p — difference between categories of tested parameter in the

group
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Table 4. Correlations and differences between investigated parameters regarding the menopausal
status (pre- and postmenopausal) of women with endometrial carcinoma

Parameters Correlations Differences

Spearman p p KW o2 p
Body mass index 0.111 0.046 0.026 0.871
Irregular/abnormal bleeding 0.145 0.037 4.356 0.037
Breast carcinoma -0.012 0.861 0.031 0.860
Tamoxifen use 0.070 0.313 1.023 0.312
Comorbidities 0.158 0.023 5.165 0.023
Parity -0.166 0.016 5.730 0.017
Endometrium mm TVUS -0.026 0.704 0.145 0.703
Homogeneity on TVUS -0.104 0.134 2.251 0.133
Echogenity on TVUS -0.040 0.563 0.338 0.561
IU fluid on TVUS -0.106 0.126 2.348 0.125
Myoma on TVUS -0.011 0.874 0.025 0.874
Adnexal tumor on TVUS -0.019 0.787 0.073 0.786
Pelvic metastases -0.095 0.170 1.887 0.170
Ascites on TVUS 0.179 0.009 6.671 0.010
Growth in uterine cavity on MRI -0.155 0.025 4,978 0.026
Cervix spreading on MRI -0.001 0.984 0.000 0.984
Lymph nodes on MRI -0.049 0.483 0.496 0.481
Myometrium on MRI -0.019 0.789 0.072 0.789
Tumor grade 0.025 0.715 0.134 0.715
FIGO stages (I, I, 1) -0.038 0.581 6.607 0.037
HP DG 0.079 0.258 1.287 0.257

HP DG - histopathological diagnosis; TVUS = transvaginal.ultrasound; MRI — magnetic resonance
imaging; 1U — intrauterine; HRT — hormone replacement therapy

DOI: https://doi.org/10.2298/SARH181107055A

Copyright © Serbian Medical Society




