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Abstract
Objective—To evaluate which clinicopathologic factors influenced overall survival (OS) in
endometrial carcinoma and to determine if the surgical effort to assess para-aortic (PA) lymph
nodes (LNs) at initial staging surgery impacts OS.

Methods—All patients diagnosed with endometrial cancer from 1/1993-12/2011 who had LNs
excised were included. PALN assessment was defined by the identification of one or more PALNs
on final pathology. A multivariate analysis was performed to assess the effect of PALNs on OS. A
form of recursive partitioning called classification and regression tree (CART) analysis was
implemented. Variables included: age, stage, tumor subtype, grade, myometrial invasion, total
LNs removed, evaluation of PALNs, and adjuvant chemotherapy.

Results—The cohort included 1920 patients, with a median age of 62 years. The median number
of LNs removed was 16 (range, 1-99). The removal of PALNs was not associated with OS
(P=0.450).

Using the CART hierarchically, stage I vs. stages II-IV and grade 1-2 vs. grade 3 emerged as
predictors of OS. If the tree was allowed to grow, further branching was based on age and
myometrial invasion. Total number of LNs removed and assessment of PALNs as defined in this
study were not predictive of OS.
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Conclusion—This innovative CART analysis emphasized the importance of proper stage
assignment and a binary grading system in impacting OS. Notably, the total number of LNs
removed and specific evaluation of PALNs as defined in this study were not important predictors
of OS.

Keywords
classification and regression tree analysis; CART analysis; endometrial cancer; lymph nodes;
staging; overall survival

Introduction
Endometrial carcinoma is the most common gynecologic malignancy in the Western world,
with a generally favorable 5-year overall survival rate of 80-85% [1], but there are still many
controversies with regard to extent of staging and treatment. The International Federation of
Gynecology and Obstetrics (FIGO) endometrial cancer staging system was changed from a
clinical to surgical system in 1988, and was most recently updated in 2009 [2-4]. It is well
accepted that surgical staging should include a hysterectomy and bilateral salpingo-
oophorectomy, but the role and extent of lymph node dissection is highly debated [5]. Do all
patients require lymphadenectomy? Should pelvic and para-aortic lymph nodes be excised?
If lymph node dissection is not therapeutic, can it guide adjuvant treatment decisions? How
do grade and tumor subtype impact survival or the need to perform a lymph node dissection?
Who if anyone needs adjuvant therapy?

Classification and regression tree (CART) analysis is an innovative and powerful statistical
technique with significant clinical utility [6]. CART analysis is a tree-building technique in
which several “predictor” variables are tested to determine how they impact the “outcome”
variable, such as overall survival. It has many advantages over more traditional methods,
such as multivariate regression; it is inherently non-parametric, can handle highly skewed
data, and does not require much input or categorization of the data, as is needed for other
multivariate modeling methods. The resulting trees from CART analysis are clear and easy
to interpret. Given the many controversies in endometrial cancer, CART analysis provides a
promising statistical technique that can assist in identifying important predictors of overall
survival and homogeneous subsets of patients with regards to outcome.

Our primary objectives were to evaluate what clinicopathologic factors influenced overall
survival in women with endometrial carcinoma undergoing primary surgical staging and to
determine if the surgical effort to assess para-aortic lymph nodes at staging surgery impacted
overall survival. In other words, where is the value added to the patient beyond a total
hysterectomy and adnexectomy when it comes to staging?

Methods
After institutional review board approval, we identified all patients diagnosed with
endometrial cancer at Memorial Sloan-Kettering Cancer Center from January 1993 through
December 2011 who had lymph nodes excised at the time of surgical staging and evaluated
by pathology. Removal of lymph nodes was at surgeon discretion, and stage assignment was
based on all available pathologic information. Tumor types included: endometrioid
adenocarcinoma, carcinosarcoma, clear cell, serous, and other. Tumor grading was
determined as per FIGO definitions, and carcinosarcoma, clear cell, and serous tumors were
assigned grade 3. All pathologic evaluations were performed by expert gynecologic
pathologists. Standard demographic and clinical data were extracted. The primary endpoint
for our study was overall survival. Overall survival was calculated from date of staging
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surgery to date of last follow-up or death. Standard Kaplan-Meier methods and log-rank test
were performed in the univariate setting. A subset analysis of the effect of para-aortic lymph
node assessment by stage was performed.

Patients were divided into two groups based on whether para-aortic lymph nodes were
assessed, as defined by the identification of one or more para-aortic lymph nodes on final
pathology. The decision to excise para-aortic lymph nodes is specific to each patient’s
characteristics and based on the surgeon’s discretion.

We performed multivariate analyses to evaluate which clinicopathologic factors influenced
overall survival in endometrial carcinoma. Using the entire cohort, a form of recursive
partitioning called CART analysis was performed. Variables included in the CART analysis
included: age, FIGO 1988 stage, tumor subtype, final FIGO grade, depth of myometrial
invasion, total lymph node count removed, evaluation of para-aortic lymph nodes (yes/no),
and adjuvant chemotherapy (yes/no) with or without adjuvant external radiation therapy or
brachytherapy. Total lymph nodes were defined as the sum of pelvic and para-aortic lymph
nodes removed. Lymphovascular invasion was not included in the CART variables because
of missing results in a substantial number of cases (Table 1). Moreover, radiation therapy
was not separately studied because randomized trials have not demonstrated an overall
survival advantage.

The CART method was used to separate patients into different homogeneous risk groups
and to determine predictors for survival [6]. The algorithm selects the predictor that provides
the best or “optimal” split, such that each of the two subgroups is more homogeneous with
respect to outcome. Each subgroup is further dichotomized into smaller and more
homogeneous groups by choosing the variable that best splits the subgroup. To prune the
tree and minimize overfitting, a cost complexity parameter of 0·022 was used using the one
minus standard error rule [7,8]. The complexity parameter reflects the tradeoff between the
tree complexity and how well the tree fits the data. All analyses were performed using
RPART library in R2.13.2 [6], which is an established computational software for
implementing CART. We followed the manual in technical reports by Therneau and
Atkinson [7,8].

Results
During the study period, 1920 patients met inclusion criteria and had surgically staged
endometrial carcinoma including evaluation of at least one lymph node (Table 1); 880
patients were excluded because lymph nodes were not sampled. The median age was 62
(range, 21-92). FIGO (1988) stage distribution was as follows: stage I, 1313; stage II, 114;
stage III, 397; and stage IV, 96. The majority of patients (1433) had endometrioid
adenocarcinoma histology, but we also included carcinosarcoma, 128; clear cell, 71; serous,
259; and other tumor types, 29. The median number of total lymph nodes removed per
patient for the entire cohort was 16 (range, 1-99). Sixty-three percent of patients also had
para-aortic lymph nodes excised. Among those patients with para-aortic lymph nodes
assessed, the median number excised was five (range, 1-67). Adjuvant therapy was variable,
but for the purposes of this report on overall survival, adjuvant therapy was divided into
chemotherapy vs. no chemotherapy, with or without radiation in either group. Twenty-eight
percent of patients received adjuvant chemotherapy with or without pelvic radiation or
vaginal brachytherapy. The median follow-up time was 42 months (range, 0·1-226 months).

On univariate analysis, age, stage, tumor subtype, grade, and total number of lymph nodes
removed were significantly associated with overall survival (P<0.001). The removal of para-
aortic lymph nodes was not associated with overall survival (P=0.450). Figure 1 illustrates
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the Kaplan-Meier survival curves demonstrating no difference in overall survival for
patients who had para-aortic lymph nodes assessed as defined in this study. On subset
analysis within different stages, the assessment of para-aortic lymph nodes remained
insignificant.

However, a test for differences between patients who did and did not have para-aortic lymph
nodes removed and various clinical factors demonstrated that patients who had para-aortic
lymph nodes assessed were significantly more likely to have advanced-stage disease, non-
endometrioid adenocarcinoma histology, high-grade disease, deep myometrial invasion, and
positive lymphovascular space invasion. Because of the significant association of para-aortic
lymph node evaluation with high-risk features, we sought to evaluate the impact of para-
aortic lymph node assessment on overall survival in a multivariate analysis.

Three patients were excluded from the analysis cohort due to missing information on
myometrial invasion, leaving 1917 patients for analysis. Using the CART method, stage I
vs. stages II-IV and grade 1-2 vs. grade 3 (a binary grading system of low vs. high-grade)
emerged as predictors of overall survival (Figure 2).

If the tree was allowed to grow past the one minus standard error rule, which is highlighted
in green in Figure 3, further branching in grey was based on age and myometrial invasion.
For stage I patients, the tree divided at age 68 followed by myometrial invasion for younger
patients. For stage II-IV patients who were grades 1-2, age divided at 78 was predictive of
overall survival. For stage II-IV patients who were grade 3, the tree split at stage II-III vs.
stage IV, followed by dividing by age 48 for stage II-III patients.

Even when the tree was allowed to grow for exploratory purposes beyond the recommended
level, total lymph nodes removed, assessment of para-aortic lymph nodes, and tumor
subtype were not found to be predictive of overall survival. One explanation for the fact that
tumor subtype did not appear as an independent factor is that the grade 3 tumors (high
grade) encompassed all the high-risk histologies as defined in this study (carcinosarcoma,
clear cell, and serous) and appeared as a more important predictor of overall survival
compared to tumor subtype.

Discussion
In an effort to see the big picture and determine what truly matters in overall survival of
women with endometrial carcinoma undergoing primary staging surgery, this innovative
CART analysis emphasized the importance of proper stage assignment category (I-IV) and
grade (a binary system of low-grade [1-2] vs. high-grade [3], which included all serous
carcinomas, clear cell carcinomas, and carcinosarcomas) in impacting overall survival. The
surgical staging of all patients in this study included the evaluation of lymph nodes. Notably,
the total number of lymph nodes removed and specific evaluation of para-aortic lymph
nodes at surgical staging were not important predictors of overall survival by CART, further
emphasizing that we need some lymph node evaluation to properly assign patients to node-
positive stage IIIC disease but the use of a traditional anatomic template dissection and
radical lymphadenectomy may not be necessary or add value to the patient when it comes to
overall survival.

After the results from two randomized controlled trials on pelvic lymph node dissection
demonstrated no therapeutic benefit from it, the importance and extent of lymph node
dissection has come into question. A Study in the Treatment of Endometrial Cancer
(ASTEC) included over 1400 patients randomized to pelvic lymph node dissection and
found no difference in overall survival [9]. ASTEC has been heavily criticized as an
intention-to-treat study in which almost half of patients in the pelvic lymph node dissection
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arm had no nodes or ≤9 nodes excised; furthermore, many patients were secondarily
randomized to radiation without taking surgical pathology into account. The randomized
trial by Panici et al. required a minimum of 20 lymph nodes and had similar adjuvant
therapy in both groups but still showed no difference in overall survival [10]. Our study
supports the notion that there is no total number of excised lymph nodes that is therapeutic
but highlights the importance of accurate surgical staging.

An objective of this study was to determine if the surgical effort to assess para-aortic lymph
nodes at staging surgery impacted overall survival. A limitation of our study is that the
median number of para-aortic nodes examined per patient was five. The Survival Effect of
Para-Aortic Lymphadenectomy in endometrial cancer (SEPAL) study was a retrospective
analysis of intermediate- and high-risk patients who had a complete, systematic pelvic
lymph node dissection vs. combined pelvic and para-aortic lymph node dissection [11].
SEPAL reported that overall survival was significantly improved in the patients undergoing
pelvic and para-aortic lymph node dissection; but it is worth noting that the pelvic and para-
aortic lymph node group had a median of 59 pelvic lymph nodes and 23 para-aortic lymph
nodes removed. This is dramatically higher than the number of lymph nodes excised in most
studies and higher than the median number of para-aortic lymph nodes in this single-
institution study. It is also unclear whether the difference in overall survival reported in the
SEPAL study was due to adjuvant therapy rather than the actual removal of para-aortic
lymph nodes. Forty-seven percent of the pelvic and para-aortic lymphadenectomy group
received adjuvant chemotherapy compared to 27% in the pelvic lymphadenectomy group, a
difference that is statistically significant.

Although there are retrospective studies that have shown a survival advantage for para-aortic
lymph node dissection, its therapeutic role is not well accepted or well documented in
prospective, randomized trials. The actual importance of para-aortic lymph node status may
be in guiding adjuvant therapy, particularly extended-field radiation. Thus, it is important to
know the rate of isolated positive para-aortic lymph nodes. Previous publications have cited
a 1-3% rate of isolated positive para-aortic lymph nodes with negative bilateral pelvic lymph
nodes [3,12]. In the current study, assessment of para-aortic lymph nodes was not found to
be significantly associated with overall survival on univariate analysis or CART analysis.
Until future trials demonstrate an overall survival advantage to women undergoing para-
aortic lymph node dissection, we argue that the decision to proceed with a para-aortic lymph
node dissection should be left to the surgeon’s discretion.

Our results did not find the total number of lymph nodes removed or the specific evaluation
of para-aortic lymph nodes to be important predictors of overall survival in lymph node
excised endometrial carcinoma; a potential compromise in the spectrum of no lymph node
dissection to systematic pelvic and para-aortic lymph node dissection is sentinel lymph node
(SLN) mapping. The prospective SENTI-ENDO study reported a sensitivity of 84%,
negative predictive value of 97%, and false-negative rate of 16% [13]. Barlin et al. found
that the false-negative rate dropped from 15% to 2% after implementation of an SLN
algorithm in which any suspicious nodes are removed regardless of mapping and a side-
specific pelvic lymph node dissection is performed if there is no mapping on a hemi-pelvis
[14]. SLN mapping may be a middle ground that spares most patients from undergoing
complete bilateral pelvic lymph node dissection and provides a reasonably low false-
negative rate.

In addition to proper surgical stage assignment, grade 1-2 vs. grade 3 (a binary grading
system) was a significant predictor of overall survival in our CART analysis. The landmark
trial by Creasman et al. established grade in combination with myometrial invasion as risk
factors for nodal metastasis [3]. Notably, tumor subtype was not predictive in our CART
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analysis, but grade and tumor subtype are intimately connected in our design, as the high-
risk histologies of serous, clear cell, and carcinosarcoma are all considered grade 3. Voss et
al. proposed that grade 3 endometrioid endometrial carcinoma should be considered a type 2
endometrial carcinoma based on clinical and pathological evaluation [15]. The disease-
specific and recurrence-free survivals were similar among grade 3 endometrioid endometrial
carcinomas, serous carcinomas, and clear cell carcinomas. Our CART analysis emphasizes
the importance of high grade on overall survival. Thirty-six percent of patients in our cohort
were grade 3 compared to 25% reported by Creasman et al. [3]. The higher percentage of
grade 3 patients in our study was likely due to the exclusion of patients with no lymph nodes
excised, who were predominantly low grade.

We decided to divide adjuvant therapy into chemotherapy or no chemotherapy because
although adjuvant radiation has been shown to decrease locoregional recurrence, it has not
been shown to improve overall survival [1,16,17]. A randomized phase III trial by Randall et
al. of whole abdominal radiation vs. doxorubicin and cisplatin reported a superior overall
survival in the chemotherapy arm [18]. However, that study has been criticized because the
difference in overall survival was only significant after adjusting for stage because the stage
distribution was not balanced after randomization. In our study, adjuvant chemotherapy was
examined in the CART analysis by applying landmark analysis at 8 weeks post surgery.
Adjuvant chemotherapy was not selected in the CART analysis. Further trials specifically
investigating the impact of adjuvant therapy on overall survival in endometrial cancer are
ongoing and will clarify the role of chemotherapy and radiation in this disease.

Although this study is retrospective, it has significant strengths, including the large cohort of
over 1900 patients, all of whom had at least one lymph node evaluated; the standardized
expert gynecologic pathology review; the novel CART analysis in this setting, which
provides several advantages over other multivariate analyses in which subgroups need to be
defined upfront; and the broad objective of attempting to determine what really impacts
overall survival in endometrial carcinoma.

Conclusions
In the midst of several ongoing controversies in the staging and treatment of endometrial
carcinoma, our CART analysis is an innovative attempt at seeing the forest for the trees.
Utilizing commonly available clinicopathologic variables and limiting investigator selection
bias of variables and cut-offs, we have found that what really matters in endometrial cancer
overall survival is stage assignment category (I-IV) and final grade (a binary system of low
grade [1-2] vs. high grade [3], with the high-risk histologies being considered grade 3 by
default) at initial surgery. Between these, the only factor that can be controlled by the
gynecologic surgeon is stage assignment. This depends on what we do in the operating room
and how pathologists evaluate the specimens harvested from the patient. The total number of
lymph nodes excised and the assessment of para-aortic lymph node status were not
important predictors of overall survival based on CART analysis, further emphasizing the
role of a more accurate surgical nodal staging procedure that adds value to the patient (the
surgeon finding the nodes most likely to harbor disease and the pathologist detecting
microscopic nodal disease) and not purely relying on total nodal count numbers and
predetermined anatomic templates. These data argue for the continued practice of the SLN
mapping algorithm for the surgical staging of women with endometrial cancer.

Acknowledgments
Funding Source Funded in part by the cancer center core grant P30 CA008748. The core grant provides funding to
institutional cores, such as Biostatistics and Pathology, which were used in this study.

Barlin et al. Page 6

Gynecol Oncol. Author manuscript; available in PMC 2014 September 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



References
1. Creutzberg CL, van Putten WL, Koper PC, Lybeert ML, Jobsen JJ, Wárlám-Rodenhuis CC, et al.

Surgery and postoperative radiotherapy versus surgery alone for patients with stage-1 endometrial
carcinoma: multicentre randomised trial. PORTEC Study Group. Post Operative Radiation Therapy
in Endometrial Carcinoma. Lancet. 2000; 355:1404–11. [PubMed: 10791524]

2. Surgical staging in endometrial cancer: clinical-pathologic findings of a prospective study. Obstet
Gynecol. 1984; 63:825–32. [PubMed: 6728365]

3. Creasman WT, Morrow CP, Bundy BN, Homesley HD, Graham JE, Heller PB. Surgical pathologic
spread patterns of endometrial cancer. A Gynecologic Oncology Group Study. Cancer. 1987;
60:2035–41. [PubMed: 3652025]

4. Pecorelli S. Revised FIGO staging for carcinoma of the vulva, cervix, and endometrium. Int J
Gynaecol Obstet. 2009; 105:103–4. [PubMed: 19367689]

5. Creasman WT. The current status of lymphadenectomy in the management of endometrial cancer.
Womens Health (Lond Engl). 2011; 7:33–5. [PubMed: 21175388]

6. Breiman, L.; Friedman, J.; Stone, CJ.; Olshen, RA. Classification and regression trees. Wadsworth
Inc; Belmont (CA): 1984.

7. Therneau, TM. An introduction to recursive partitioning using the rpart routine. Vol. 61. Mayo
clinic, Section of Statistics; Rochester (MN): 1997. Technical report

8. Atkinson, EJ. An introduction to recursive partitioning using the rpart routine. Vol. 61. Mayo Clinic,
Section of Statistics; Rochester (MN): 2000. Technical report

9. ASTEC study group. Kitchener H, Swart AM, Qian Q, Amos C, Parmar MK. Efficacy of systematic
pelvic lymphadenectomy in endometrial cancer (MRC ASTEC trial): a randomised study. Lancet.
2009; 373:125–36. [PubMed: 19070889]

10. BenedettiPanici P, Basile S, Maneschi F, Alberto Lissoni A, Signorelli M, Scambia G, et al.
Systematic pelvic lymphadenectomy vs. no lymphadenectomy in early-stage endometrial
carcinoma: randomized clinical trial. J Natl Cancer Inst. 2008; 100:1707–16. [PubMed: 19033573]

11. Todo Y, Kato H, Kaneuchi M, Watari H, Takeda M, Sakuragi N. Survival effect of para-aortic
lymphadenectomy in endometrial cancer (SEPAL study): a retrospective cohort analysis. Lancet.
2010; 375:1165–72. [PubMed: 20188410]

12. Abu-Rustum NR, Gomez JD, Alektiar KM, Soslow RA, Hensley ML, Leitao MM Jr, et al. The
incidence of isolated paraaortic nodal metastasis in surgically staged endometrial cancer patients
with negative pelvic lymph nodes. Gynecol Oncol. 2009; 115:236–8. [PubMed: 19666190]

13. Ballester M, Dubernard G, Lecuru F, Heitz D, Mathevet P, Marret H, et al. Detection rate and
diagnostic accuracy of sentinel-node biopsy in early stage endometrial cancer: a prospective
multicentre study (SENTI-ENDO). Lancet Oncol. 2011; 12:469–76. [PubMed: 21489874]

14. Barlin JN, Khoury-Collado F, Kim CH, Leitao MM Jr, Chi DS, Sonoda Y, et al. The importance of
applying a sentinel lymph node mapping algorithm in endometrial cancer staging: Beyond removal
of blue nodes. Gynecol Oncol. 2012; 125:531–5. [PubMed: 22366409]

15. Voss MA, Ganesan R, Ludeman L, McCarthy K, Gornall R, Schaller G, et al. Should grade 3
endometrioid endometrial carcinoma be considered a type 2 cancer-a clinical and pathological
evaluation. Gynecol Oncol. 2012; 124:15–20. [PubMed: 21864888]

16. Nout RA, Smit VT, Putter H, Jürgenliemk-Schulz IM, Jobsen JJ, Lutgens LC, et al. Vaginal
brachytherapy versus pelvic external beam radiotherapy for patients with endometrial cancer of
high-intermediate risk (PORTEC-2): an open-label, non-inferiority, randomised trial. Lancet.
2010; 375:816–23. [PubMed: 20206777]

17. Keys HM, Roberts JA, Brunetto VL, Zaino RJ, Spirtos NM, Bloss JD, et al. A phase III trial of
surgery with or without adjunctive external pelvic radiation therapy in intermediate risk
endometrial adenocarcinoma: a Gynecologic Oncology Group study. Gynecol Oncol. 2004;
92:744–51. [PubMed: 14984936]

18. Randall ME, Filiaci VL, Muss H, Spirtos NM, Mannel RS, Fowler J, et al. Randomized phase III
trial of whole-abdominal irradiation versus doxorubicin and cisplatin chemotherapy in advanced
endometrial carcinoma: a Gynecologic Oncology Group Study. J Clin Oncol. 2006; 24:36–44.
[PubMed: 16330675]

Barlin et al. Page 7

Gynecol Oncol. Author manuscript; available in PMC 2014 September 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



Highlights

1. Classification and regression tree (CART) analysis is an innovative form of
recursive partitioning that provides multivariate analysis.

2. CART analysis emphasized the importance of proper stage assignment and a
binary grading system in impacting survival in endometrial cancer.

3. Number of lymph nodes removed and specific evaluation of paraaortic nodes
were not important predictors of overall survival.
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Figure 1.
Kaplan-Meier analysis demonstrating no difference in overall survival for patients with
para-aortic nodes removed (P=0.450).
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Figure 2.
Kaplan-Meier analysis for the optimal classification and regression tree subgroups. Five-
year overall survival rates were: 90.9% (95% CI: 88.6-92.7%) for stage I patients, 82.6%
(95% CI: 76.2-87.4%) for stage II-IV & grade 1/2 patients, and 46.9% (95% CI:
40.6-52.9%) for stage II-IV & grade 3 patients.
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Figure 3.
Classification and regression tree results using the following variables: age, stage, tumor
subtype, grade (G), myometrial invasion (Myo Inv), total lymph nodes removed, and
evaluation of para-aortic lymph nodes. Complexity parameter (CP) =0.022 for the green
highlighted tree; CP=0.0071 for the tree shown. The numerators indicate number of deaths,
and the denominators indicate total number of cases in the subcategory.
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Table 1

Patient Demographics

Variable No. of
Patients %

All 1920

Vital Status

 AWD 119 6.2

 NED 1456 75.8

 DOD 233 12.1

 DOO 84 4.4

 DUN 28 1.5

Age at Diagnosis, years

 Median (Mean) 62 (61.3)

 Range 21-92

Weight at Diagnosis, kg (62
missing)

 Median (Mean) 74 (7 7.8)

 Range 39.2-208.6

Height at Diagnosis, cm (77
missing)

 Median (Mean) 160 (1 60.1)

 Range 118-188

BMI, kg/m 2 (92 missing)

 Median (Mean) 29·1 ( 30.4)

 Range 16·7-84.1

Uterine Weight, g (486 missing)

 Median (Mean) 120 (1 76.6)

 Range 15-3024

FIGO 1988 Stage

 IA 589 30.7

 IB 559 29.1

 IC 165 8.6

 IIA 39 2

 IIB 75 3.9

 IIIA 156 8.1

 IIIB 1 0.05

 IIIC 240 12.5

 IVA 7 0.4

 IVB 89 4.6

Tumor subtype

 Endometrioid adenocarcinoma 1433 74.6

 Carcinosarcoma 128 6.7
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Variable No. of
Patients %

 Clear Cell 71 3.7

 Serous 259 13.5

 Other 29 1.5

Final FIGO Grade

 G1 740 38.5

 G2 492 25.6

 G3 688 35.8

Myometrial Invasion

 None 659 34.3

 <50% 838 43.7

 ≥50% 420 21.9

 Missing 3 0.2

Lymphovascular Invasion

 No 1078 56.2

 Yes 500 26

 Missing 342 17.8

Washings

 Negative 1304 67.9

 Positive 165 8.6

 Suspicious 50 2.6

 Unavailable/Missing 401 20.9

Total Nodes Taken

 Median(Mean) 16 (17.9)

 Range 1-99

Total Pelvic Node

 Median (Mean) 13 (1 3.9)

 Range 0-53

Total Aortic Nodes

 Median (Mean) 3 (4 .0)

 Range 0-67

No. of Pts with Aortic Nodes Taken

 No 715 37.2

 Yes 1205 62.8

  Among the 1205 pts:

  Aortic Nodes Taken

   Median (Mean) 5 (6 .4)

   Range 1-67

No. of Pts with Pelvic Nodes Taken

 No 68 3.54

 Yes 1852 96.5
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Variable No. of
Patients %

  Among the 1852 pts:

  Pelvic Nodes Taken

   Median (Mean) 13 (1 4.4)

   Range 1-53

Chemotherapy

 No 1350 70.3

 Yes 534 27.8

 Missing 36 1.9

Radiation

 Pelvic 208 10.8

 Intracavitary 651 33.9

 Both 52 2.7

NED, no evidence of disease; AWD, alive with disease; DOD, dead of disease; DOO, dead of other; DUN, dead of unknown reason; BMI, body
mass index; FIGO, International Federation of Gynecology and Obstetrics
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