Conservative Management of Endometrial Cancer Permitting
Subsequent Triplet Pregnancy: A Case Report
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Grade 1 endometrial adenocarcinoma was diagnosed by endometrial biopsy after suspicious ul-
rosonographic findings in 28-y ear-old infertile women. After high dose progesterone therapy follow up
endometrial biopsy was nomal.The patient subsequently underwent ovultion induction cycles and trip-
let pregnancy had achieved.In carefully chosed cases, conservative management of infertile patients
with endometrial cancer may be aviable option permitting subsequent successful pregnancies.

(Gynecol Obstet Reprod Med 2006; 12:000-000)
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Patients with endometrioid carcinoma range in age from
the second to the eight decade, with a mean age of59 years.
Most women are postmenopausal, as the disease is relatively
uncommon in young women. Only 1-8% of endometrial car-
cinomas occur in women under 40 years. A small number of
cases have been reported in women under the age of 30 ye-
ars, the youngest being 15 years. In most series, the majority
of patients have had clinical evidence ofpolycystic ovary di-
sease (irreguler menses, infertility, obesity, or hirsuitism) but
in some reports patients lack these fatures. Rarely endomet-
rioid carcinoma occur during pregnancy.1

In young women, the tumor is generally low grade and
minimally invasive. For stage Ia grade I tumors, the standart
treatment is total hysterectomy; the survival rate is 94%.”
Kistner has described the use of progestins to treat atypical
hyperplasia of the endometrium, but it is not first line the-
rapy for frankly malignant lesions.” Randall et all has repor-
ted that, 16 of 17 women under 40 years of age with atypical
endometrial hyperplasia and 9 of 12 women under 40 years
of age with well differentiated adenocarcinoma appeared to
respond progestin treatment. Twenty-five women attemted
to become pregnant, and five delivered healty, full-term in-

fants.” Here, we report a case ofsuccess ful management ol -
lowed by triplet pregnancy.

Case Report

A 28-year-old nulligravid woman whose menarche was
at the age of 16 and married at the age 0of20. The patient re-
ported cycle so irreguler (2-3 cycles per year ) that she recei-
ved clomimphene citrate (250 mg/day ) for 4 months and
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HMG for 5 months in order to conceive. Afier two years
with failure of conception, patient come with vaginal blee-
ding and transvaginal ultrosound reveal ed semisolid structu-
res within the endometrial cavity. Computerized tomography
of whole abdomen also confirmed situitation as hypodens le-
sion in uterine corpus. The histopathologic examination of
endometrial biopsy revealed a well differentiated adenocar-
cinoma (endometrioid type grade 1). Then she underwent
hysteroscopy as a oncologic concuil decision and hysteros-
copic exsicion of polipoid structures on the anterior and
right wall ofuterine corpus were reported as fibrous connec-
tive tissue. Affer fully informing the patient about the pos-
sible theraeutic options, a conservative management was de-
cided and medroxyprogesterone acetate was prescribed, 10
mg/day for 20 days in a cyclic manner and endometrial
sampling after 3 months showed proliferative endometrium.

Since ovulation induction cycles with clomiphane citrate
was unsuccessful, patient undergone ovulation induction
with rFSH (Puregon Organon laboratories, Inc.) and metfor-
min. She become pregnant at the end of 3 cycles and ultroso-
und revealed triplet pregnancy.

Patient was hospitalised due to risk of premature labor at
20 gestational week. Tocolysis with nifedipine was started
and prophylactic cerclage was performed. Afier 1 month o f
discharge, patiet was hospitalised again and tocolysis with
ritodrine started. Patient was followed either as hospitalised
or as outpatient and undergone ceseraen at 32 weeks of ges-
tation affer betamethasone teatment. Triplet was trichoronic
and triamniotic and their birtweigths were 2100 gr, 1800 gr,
1600 gr respectively. Neonates were transfered to neonatal
intensive care unite. Maternal blood pressure was elevated
mildly and angiotensionogen inhibitor was started and pati-
ent was discharged two days later. Patent is stil taking 10 mg
medroxypregesterone acetate 20 days of each month.

Conclusion

Endometrial cancer is one of the leading carcinoma o f
the female genital tract. Although most comonly seen in fi fh



decade, up to 8% of endometrial cancer seen under 40 years
of age.1 Total abdominal hysterectomy and bilateral salpin-
go-oopherectomy is the essential treatment for stagel grade
1 endometrial cancer. Terada KY et all reported that among
135 stage I endometrial carcinoma patients treated with total
abdominal hysterectomy and bilateral salpingo-oophrec-
tomy, 16 (12%) ofthem had to underwent postoperative ra-
diotherapy.5

But patients with young age and desire to preserve ferti-
lity force to modify even change the treatment modalities.
High dose medroxyprogesteron asetate is used as a hormanal
therapy for low grade endometrial cancer. Wang CB and et
all descriebed the usage of tamoxifn and GnRHa for the
one persistent case to the initial medroxyprogesterone aseta-
te treatment.®

While prefering conservative treatment special attention
should be taken account because persistent disease or even
carcinomas with metastases can be seen. Mitsushita and et
all reported persistant endometrial carcinoma affer term
pregnancy fllowing conservative treatment with medroxy-
progesterone asetate’ Kaku T. and et all also reported that
among 12 women with endometrium adenocarcinoma 9 o f
them respond medroxyprogesterone but later 2 of have re-
lapsed and one of them had metastases to the left obturator
lymph node.®

So as result, for whom we choose conserv ative treatment
and when we substitue hysterectomy to conservative tret-
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ment for patients desire to preserve fertility is still debate
and further investigation is needed.
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