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NON-‐SURGICAL	  TREATMENT	  OF	  
ENDOMETRIAL	  CANCER	  



Endometrial	  Cancer	  -‐	  Issues	  

.	  
	  

	  
	  

Incidence:	  2000	  women/yr.	  (rising)	  

Risk	  factors:	  Obesity,	  DM/HTnsion,	  

Lynch	  

Treatment:	  Total	  Hysterectomy	  

Surgical	  complica8ons:	  Frequent	  

Costs:	  14,000	  bed	  days	  ($1000/

day);	  surgery	  costs	  $7000	  per	  

paSent	  

Survival:	  >80%	  at	  5	  years	  
	  
	  



Before	  2003	  
(open	  surgery)	  

From	  2003	  
(laparoscopic	  surgery)	  



Laparoscopic	  vs.	  Open	  Hysterectomy	  
(for	  cancer	  and	  benign	  condiSons)	  

•  Discharge	  from	  hospital	  	  
– 2	  vs.	  5	  days	  

•  Pain	  +	  need	  for	  analgesia	  
•  Quality	  of	  Life	  
– FuncSonal	  QoL	  
– Body	  Image	  
– Personal	  wellbeing	  

•  Surgical	  adverse	  events	  
–  reduced	  by	  30%	  to	  50%	  



Lap	  hysterectomy	  –	  4	  weeks	  
“I	  had	  a	  great	  week	  of	  skiing	  4	  weeks	  postop.	  No	  issues!	  The	  surgery	  
pain	  was	  no	  worse	  than	  a	  strong	  menstrual	  cramp.”	  Margaret	  

Open	  hysterectomy	  through	  an	  abdominal	  incision	  is	  outdated	  and	  
should	  only	  be	  performed	  under	  excepGonal	  circumstances.	  



Insert	  Title	  Hysterectomy	  –	  not	  	  great	  opSon	  for	  …	  

1.  Elderly	  and	  medically	  compromised	  
2.  Young	  &	  wishing	  to	  preserve	  ferSlity	  
3. Morbidly	  obese	  women	  



Insert	  Title	  feMMe	  Trial	  	  

A	  Phase	  II	  Randomised	  Clinical	  Trial	  of	  Mirena®	  
±	  MeLormin	  ±	  Weight	  Loss	  IntervenGon	  in	  
PaGents	  with	  Early	  Stage	  Cancer	  of	  the	  

Endometrium	  (ANZGOG	  1301)	  
	  
Study	  Chair:	  Andreas	  Obermair	  
Lifestyle	  intervenSon:	  Monika	  Janda	  
Biomarker:	  Donal	  Brennan	  
StaSsScs:	  Val	  Gebski	  
Central	  pathology	  review:	  Jane	  Armes	  
Trial	  manager	  (central):	  Fiona	  Menzies	  
ANZGOG:	  Julie	  Martyn	  



Mirena	  

Baker	  et	  al.:	  Gynecol	  Oncol	  2012	  

Mirena	  to	  treat	  endometrial	  cancer	  successfully:	  	  

Unclear:	  	  
1.  Magnitude	  of	  the	  effect	  
2.  In	  what	  paSents	  is	  it	  effecSve?	  



Insert	  Title	  feMME	  Trial	  -‐	  Study	  Design	  

•  Phase	  II,	  randomised	  clinical	  trial	  (165	  women)	  
•  Eligibility:	  

–  Complex	  endometrial	  hyperplasia	  with	  atypia	  or	  	  
–  Grade	  1	  endometrioid	  endometrial	  adenocarcinoma	  on	  a	  cureme	  or	  

endometrial	  biopsy.	  	  

•  The	  parScipants	  will	  be	  randomised	  into	  one	  of	  three	  
treatment	  arms;	  

•  Mirena®	  
•  Mirena®	  +	  Weight	  Loss	  IntervenSon	  
•  Mirena®	  +	  Meoormin	  	  



Insert	  Title	  feMME	  Trial	  -‐	  Inclusion	  Criteria	  

1.  Elderly	  and	  medically	  compromised	  
2.  Young	  &	  wishing	  to	  preserve	  ferSlity	  
3.  Morbidly	  obese	  women	  

G1,	  minimally	  invasive	  EAC	  or	  EHA	  	  



feMME	  trial	  -‐	  Study	  Schema	  

	  
Randomize	  
	  

Mirena	  

Mirena	  +	  Meoormin	  

Mirena	  +	  Weight	  loss	  

	  
Response	  
	  

Quality	  of	  Life	  
Biomarkers	  

Quality	  of	  Life	  
Biomarkers	  

Quality	  of	  Life	  
Biomarkers	  



Insert	  Title	  feMME	  Trial	  –	  AnScipated	  Benefits	  

ObjecGves	  
•  Efficacy:	  Pathological	  complete	  response	  (pCR)	  in	  endometrial	  cancer	  at	  6	  

months.	  
–  Added	  effect	  of	  Meoormin	  or	  Weight	  loss	  

•  PredicSon	  of	  treatment	  response	  through	  biomarkers.	  	  
	  
Outcomes	  
1.  ReducSon	  of	  hospital	  stay:	  This	  trial	  will	  save	  825	  hospital	  bed	  days	  for	  

165	  paSents	  enrolled,	  equaSng	  to	  $	  1	  million	  cost	  savings;	  
1.  ReducSon	  of	  surgical	  complicaSons	  :	  This	  trial	  will	  save	  50	  women	  a	  major	  

surgical	  complicaSon	  during	  the	  Sme	  of	  this	  trial	  and	  save	  more	  than	  $	  1	  
million	  from	  saved	  complicaSon	  costs;	  	  

2.  FerSlity:	  This	  trial	  will	  allow	  some	  women	  to	  retain	  the	  uterus	  and	  keep	  
their	  reproducSve	  opSon	  throughout	  cancer	  treatment.	  

	  



How	  the	  GP	  can	  help	  

•  Take	  a	  family	  history	  
– Family	  history	  of	  endometrial	  +	  bowel	  cancer	  can	  
be	  indicaSve	  of	  Lynch	  syndrome	  

– ErraSc	  bleeding	  needs	  to	  be	  invesSgated	  (Pipelle)	  
•  Inform:	  Endometrial	  cancer	  does	  not	  
necessarily	  imply	  loss	  of	  ferSlity;	  	  

•  All	  postmenopausal	  bleeding	  needs	  to	  be	  
invesSgated.	  	  



NEWS	  IN	  OVARIAN	  CANCER	  
TREATMENT	  



23	  FEB	  2014	  



Bamle	  Against	  Ovarian	  Cancer	  



ConvenSonal	  
•  Aggressive	  surgery:	  
remove	  all	  macroscopic	  
tumour	  

•  Ideal	  if	  tumour	  growth	  is	  
limited	  
– Mass,	  omental	  caking,	  
disease	  in	  the	  pelvis	  

•  SubopSmal	  if	  tumour	  
growth	  is	  wide-‐spread	  
–  E.g.,	  Bowel	  mesentery	  

Chemotherapy	  Surgery	  



•  Neoadjuvant	  chemotherapy	  
–  Shrink	  disseminated	  tumour	  
–  Evaluate	  if	  paSent	  responds	  to	  chemo	  

•  Ideal	  if	  …	  
–  Tumour	  wide	  spread	  on	  CT	  (involvement	  
of	  bowel	  mesentery,	  diaphragmaSc	  
surfaces	  /liver)	  	  

–  Elderly	  paSent	  
–  PaSent	  is	  medically	  compromised	  	  
–  Pleural	  effusion	  	  

•  Requires	  confirmaSon	  of	  ovarian	  cancer	  
diagnosis	  (ascites	  tap	  or	  laparoscopy)	  

Chemotherapy	   Surgery	  



Evidence	  

•  OperaSons	  less	  extensive	  
•  Residual	  tumour-‐free	  ater	  surgery	  more	  likely	  
•  Less	  surgical	  complicaSons	  
•  Hospital	  stay	  shorter	  



PET	  scan	  #1	  



PET	  scan	  #2	  



PET	  scan	  #3	  



PET	  scan	  #3	  



How	  the	  GP	  can	  help	  
•  InvesSgate	  symptoms	  

(Weight	  loss	  is	  not	  a	  hallmark	  of	  ovarian	  cancer)	  
•  US	  >	  CT	  
•  Tumour	  markers	  (CA125,	  HE4,	  CA19.9,	  CEA)	  
•  Expedite	  referral	  	  
–  Privately:	  directly	  to	  a	  gynaecol.	  Oncologist	  
–  Publicly:	  RBWH,	  Mater	  H.,	  Gold	  Coast	  H.	  

Medicare	  will	  only	  rebate	  a	  PET-‐CT	  referral	  from	  a	  
specialist	  
Don’t	  biopsy	  or	  drain	  ascites.	  
	  



Gynaecological	  Cancer	  Symptoms	  
Symptoms	   %	  

Pain	  (abdomen,	  lower	  back	  pelvis)	   19%	  

Increased	  abdominal	  size	  	   17%	  

Urinary	  frequency	  	   15%	  

Increased	  wind	  or	  consSpaSon	   13%	  

Difficulty	  eaSng/feeling	  full	  quickly	   13%	  

Heavier/longer	  periods	   12%	  

Pain/discomfort	  during	  sex	   9%	  

Itching/pain/soreness	  of	  vulva	   7%	  

Bleeding	  between	  periods	   5%	  

Smelly	  or	  blood	  stained	  discharge	   5%	  

Bleeding	  during/ater	  sex	   3%	  

Growth/lump/sore/ulcer	  on	  vulva	   3%	  

Postmenopausal	  bleeding	   1%	  

Low	  et	  al.:	  Br	  J	  Cancer	  2013	  



How	  the	  GP	  can	  help	  
•  InvesSgate	  symptoms	  

(Weight	  loss	  is	  not	  a	  hallmark	  of	  ovarian	  cancer)	  
•  US	  >	  CT	  (pelvis/abdomen/chest)	  
•  Tumour	  markers	  (CA125,	  HE4,	  CA19.9,	  CEA)	  
•  Expedite	  referral	  	  
–  Privately:	  directly	  to	  a	  Gynaecological	  Oncologist	  
–  Publicly:	  RBWH,	  Mater	  H.,	  Gold	  Coast	  H.	  

•  Don’t	  biopsy	  or	  drain	  ascites;	  
•  For	  follow-‐up:	  PET-‐CT	  (needs	  specialist	  referral).	  
	  



www.obermair.info	  


