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Introduction and aim of work 

Introduction 

In developed countries, endometrial carcinoma is the most common 

gynecologic malignancy while cervical carcinoma ranks fourth; while in 

developing countries, endometrial carcinoma ranks second with cervical 

carcinoma being the most common (Jemal A et al., 2011, Kamangar et al., 

2006 and Parkin et al., 2002). This difference is due to lack of screening 

programs in developing countries, while in western world high socioeconomic 

and nulliparity increase risk of endometrial carcinoma, (Ries Lag et al., 2004). 

In USA, incidence in white women is 1.4 times higher than in African 

American while the 5 year survival rate is lower in African American women 

than in white women (60% VS 85%); on the other hand, cervical body cancer is 

predominant in low socioeconomic classes with higher incidence in developing 

countries as among Latin American, African American & native American 

women (higher incidence among uneducated) (Jame Abraham et al., 2010). 

Human Papilloma virus (HPV) is central to the development of cervical 

neoplasiaand can be detected in 99.7 percent of cervical cancers (Walboomers 

JM et al., 1999).  

Squamous cell carcinoma is the most common histologic subtype of 

cervical cancer(75% to 80%) and the remaining (20% to 25%) are mostly 

adenocarcinomas or adenosquamous carcinoma while endometrioid 

adenocarcinoma is the most common histologic subtype of endometrial cancer 

(75%  to 80%) and only  (<1%) represent squamous cell carcinoma (Jame 

Abraham et al., 2010). 

Endometrioid tumors tend to have a favorable prognosis and typically 

present at an early stage with abnormal uterine bleeding. Other histologic types 
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of endometrial carcinoma (e.g, serous, clear cell) as well as other types of 

uterine cancer (sarcomas) are associated with a poor prognosis. 

The mortality rates continues to decline to both endometrial and cervical 

cancers, likely because of increased awareness of symptoms including vaginal 

bleeding as well as the introduction of Papanicolaou (Pap) smear screening 

which has reduced the incidence & mortality of invasive cervical cancer by 

almost 75% over the last 50 years (Jame Abraham et al., 2010). 

Treatment of uterine cervix cancer and endometrial cancer is according to stage 

of disease. Treatment options for localized disease include surgery, 

radiotherapy, concomitant chemo-radiotherapy and adjuvant chemotherapy. 

After end of primary treatment, relapse may occur. For cervical cancer, 

10-20% recurrence rate mainly local has been reported following primary 

surgery or radiotherapy in patients with stage 1b and 2a with negative nodes 

reaching up to 70% with more advanced stage disease (Jame Abraham et al., 

2010). 

The vast majority of recurrences occurred within the first 3 years after primary 

treatment (78% and 87% in endometrial and cervical cancer, respectively). A 

better overall survival from relapse was observed when vaginal relapse was 

compared to other sites in endometrial cancer patients and when pelvic 

recurrence was compared to distal sites in cervical cancer cases. Recurrent 

endometrial and cervical cancer patients were symptomatic in 52% and 65% of 

cases, respectively (Sartori E et al., 2007). 

Among asymptomatic recurrent endometrial cancer cases, pelvic 

examination, abdominal or pelvic ultrasound and CT could detect 92% of 

relapses, while the vast majority of cervical cancer relapses could be diagnosed 

by pelvic examination and /or CT (85%) (Sartori E et al., 2007).
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Aim of the work 

The Aim of this study is to identify patterns of relapse in patients with 

endometrial or cervical carcinoma after receiving their primary local treatment 

(radical surgery without radiotherapy) and its possible correlation with both 

tumor variables as well as treatment given. 
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Chapter I 

Epidemiology and etiology of cervical and 

endometrial cancer 

Incidence 

Cervical cancer is fourth most common gynecological cancer and a major 

health problem affecting women worldwide (Kamangar et al., 2006 and 

Parkin et al., 2002). It affects about 16 per 100,000 women per year and kills 

about 9 per 100,000 per year. An estimated 12,360 new cases of cervical cancer 

will be diagnosed in US in the year 2014, and 4,020 deaths will occur from the 

disease (Siegel R et al., 2014). Approximately 85% of cervical cancers occur in 

developing countries, where it is the 2
nd

 most frequent cause of cancer death 

(Jamal et al., 2011). 

 The incidence and mortality in the US decreased largely due to 

widespread of Pap smear screening (Barn Holtz et al., 2009). Among 

gynecological cancers it ranks behind endometrial cancer and ovarian cancers 

(Canavan TP et al., 2000). Incidence remains high among Latino, black and 

Asian women (Barn Holtz et al., 2009). 

 In Egypt, cancer of cervix is relatively uncommon, ranking third in 

gynecological cancer (after ovary & uterus) & 15
th 

among all females’ cancers. 

Current estimates indicate that every year, 514 women are diagnosed with 

carcinoma of the cervix, 299 die from the disease. About 10.3% of women in 

the general population are estimated to harbor cervical HPV (HPV 16 or 18) 

infection at a given time (Ibrahim et al., 2010 and WHO/ICO 2010). 

 On the other hand, endometrial cancer is the most frequent cancer 

occurring in the female genital tract in the United States and many other 

Western countries (Nicolaije kA et al., 2013 and Oldenburg CS et al., 2013). 
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It has an incidence of 15–25 per 100,000 women annually (Nicolaije kA et al., 

2013).  

In Egypt, according to Gharbia Population Based Cancer Registry 2002-

2003, endometrial cancer is the 2nd Gynecological cancer in female, 9th of all 

female cancers and incidence in urban areas is almost 6 times higher than rural 

ones. (Ibrahim A et al., 2010). 

There are many microscopic subtypes of endometrial carcinoma, but they 

are broadly organized into two categories, Type I and Type II, based on clinical 

features and pathogenesis. The two subtypes are genetically distinct (Hoffman 

et al., 2012). 

Type I endometrial carcinomas occur most commonly before and around 

the time of menopause. In the United States, they are more common in white 

women, particularly women who have a history of endometrial hyperplasia. 

Type I endometrial cancers are often low-grade, minimally invasive into the 

underlying uterine wall (myometrium), estrogen-dependent, and have a good 

outcome with treatment, type I carcinomas represent 75–90% of endometrial 

cancer (Hoffman et al., 2012 and Saso et al., 2011). 

Type II endometrial carcinomas usually occur in older, post-menopausal 

women, in the United States are more common in Black women, and are not 

associated with increased exposure to estrogen or a history of endometrial 

hyperplasia. Type II endometrial cancers are often high-grade, with deep 

invasion into the underlying uterine wall (myometrium), and are of the serous or 

clear cell type, and carry a poorer prognosis. They can appear to be epithelial 

ovarian cancer on evaluation of symptoms (Hoffman et al., 2012).They tend to 

present later than Type I tumors and are more aggressive, with a greater risk of 

relapse or metastasis (Saso et al., 2011). Type II cancers are estrogen-

independent (Colombo et al., 2013). 
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Age  

According to SEER 2014, most women with cervical cancer are 

diagnosed before the age of 50, the median age was 49 (SEER 2014). However, 

older women remain at risk. More than 20% of new cases are diagnosed in 

women over 65. Cervical cancer in women younger than age 20 is rare 

(American Cancer Society 2014). 

While Peak incidence for endometrial cancer is in the sixth and seventh 

decades of life, 5% of cases are diagnosed before the age of 40, 20%to 25% of 

patients are diagnosed before menopause (Jame Abraham et al., 2010). 

Risk factors and prevention 

Both cervical body cancer and endometrial cancer vary in etiology and 

risk factors, as cervical cancer related mainly to multi-parity, multi-sexual 

partners, early age at first sexual intercourse; endometrial cancer is on the 

contrary related mainly to nulliparity and infertility.    

While smoking is considered a risk factor for cervical cancer, smokers 

have a modest reduction in uterine cancer risk (P.Boyle et al., 2004). This effect 

may be linked with the fact that smokers metabolize estrogens into less active 

metabolites than non-smokers. Recent results from the US Nurses’ Health study 

show a significant risk reduction in past as well as continuing smokers 

(Viswanathan et al., 2005). 

Risk factors for cervical cancer include: 

Human Papilloma virus (HPV): 

Cervical cancer is caused by Human Papilloma virus infection (HPV). 

Most HPV infection is harmless and clears spontaneously but persistent 

infection with high-risk HPV (especially type 16) can cause cancer of the 

cervix, vulva, vagina, anus, penis and oropharynx. The virus exclusively infects 


