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Introduction: Endometrial cancer is the most common malignant neoplasm of female
reproductive organs that develops from the lining of the womb. The peak incidence falls on
the 5th decade of life. Diagnosis of endometrial cancer in young women under 30 years of age
is very rare. Detection of cancer at such a young age is an extremely difficult case, because
the treatment must consider the reproductive plans of patients so that they can maintain
important fertility for them.
Case report: In 2018, a 25-year-old patient was admitted to the Clinic of Oncological
Gynaecology and Gynaecology to treat endometrial cancer in FIGO IB. The operation
involving the removal of the uterus with fallopian tubes was rejected due to the young age of
the patient and her reproductive plans. Prior to hospitalization, the patient was offered the
possibility of hormonal treatment that saves fertility. After presenting a 6-month regimen of
hormone therapy with medroxyprogesterone acetate (MPA), using a levonorgestrel-releasing
intrauterine device, the patient refused consent for its implementation for personal reasons.
The patient was proposed to perform electroresection of the endometrial polyp, fractionated
erosion of the cavity and cervical canal during hysteroscopy. However, it was marked that it’s
possible to not completely remove the cancer during the procedure. The patient agreed to this
therapeutic procedure. The procedure was performed without any complications. Quarterly
cytological control tests and bi-annual endometrial biopsies are correct and for over a year,
there is no recurrence of endometrial cancer and the patient is feeling well.
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Conculsion: Electroresection of endometrial changes during hysteroscopy in endometrial
cancer can be a promising therapeutic option in the early stages of endometrial cancer (FIGO
I) in women who want to maintain fertility. However, this requires further validation. It
should be remembered that the occurrence of endometrial cancer at such a young age may be
a component of genetic syndromes such as Lynch syndrome. Patient awareness of possible
relapses and emphasis on quick response in case of disturbing symptoms is extremely
important in order to detect a recurrence as quickly as its possible, and thus extend the
patient's life, maintaining its good quality.
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Introduction
Endometrial carcinoma is the most common gynaecological neoplasm in developed countries
and one in fourth causes of cancer in woman with increasing incidence [1]. Usually this
cancer occurs in postmenopausal women with a peak incidence in the age range 60-69 [2-4].
The cancer occurs only in 2-14% of cases before the age of 40 [5-8].
The most reported risk factors of endometrial cancer are anovular cycles associated with
polycystic ovarian syndrome (PCD), hypertension, diabetes, obesity, the sole use of estrogens
and the use of tamoxifen[9].
There are two types of endometrial cancer: type I - endometrioid and type II – non-
endometrioid [10].

Type I (endometrioid) occurs in about 80% of cases and is associated with hyperestrogenism.
It is usually formed based on mucosal hyperplasia, although there are reports of the
development of this type of cancer on the basis of endometrial atrophy[10,11]. This cancer
has the most favourable course and prognosis, it usually occurs in obese women in
perimenopausal age who have other risk factors: late menopause, childlessness, diabetes,
hypertension [12].

Type II endometrial cancer (non-endometrioid) occurs in approximately 10-20% of cases and
is estrogen-independent. It develops based on atrophic changes of the endometrium or
coexists with endometrial polyp [11,13]. Type II endometrial cancer usually occurs in older
and slim women, is usually more advanced at the time of diagnosis, its course is aggressive,
and the prognosis is poor [13,14].

Endometrial polyps may appear in women of childbearing potential, but most often they occur
in patients from 40 to 60 years old who are obese, suffer from hypertension or take tamoxifen
[15]. Endometrial hyperplasia correlates with the polyp in about 3% of polyp cases [16]. In
contrast, the development of endometrial cancer based on polyps was found in almost 2% of
all diagnosed polyps.
Diagnosis is based on histopathological assessment of specimens obtained during endometrial
biopsy. Histopathological result should provide an information on the histological type and
differentiation grade [17].
The necessary preoperative management need to involve clinical assessment, including
inguinal evaluation, speculum examination, bimanual examination, rectal examination,
abdominal ultrasound, transvaginal ultrasound and, if indicated, transrectalultrasound.
Diagnostic process should evaluate the risk assessment for Lynch syndrome, including
immunohistochemical staining in females under 45 years with probable FIGO stage I and if
ovariectomy is not included in the treatment plan [17].
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The first choice treatment of endometrial cancer is surgical treatment (hysterectomy with
bilateral removal of the appendages), which makes it possible to determine the stage of the
cancer and thus make a decision on the use of adjuvant therapy. Other methods of treating
endometrial cancer are radio and chemotherapy as well as hormone therapy. In the case of
radiation therapy, doses and sequences of teletherapy and brachytherapy are adjusted
individually for each patient and used as a supplement after surgery in cases at increased risk
of recurrence [18,19,20]. Young patients before 40 mostly wish to preserve their fertility.
Therefore, there is a therapeutic alternative for women wishing to become pregnant in the
future.

Case report:
We present a case report of 25-year old woman who has been diagnosed and treated in the
Clinic of Oncological Gynaecology and Gynaecology at the end of 2017 and early 2018. Her
menarche occurred at the age of 13 and her menstrual cycle was regular. Her family had no
known history of EC or other cancers. There is no medical history of surgical procedures. She
didn't take any medicine permanently. First visit to a gynaecologist was at the age of 20, after
regularly once a year. Cytological and ultrasound examinations in accordance with PTG
guidelines - correct results. She was sexually active but did not use hormonal contraception.
The patient did not have children yet. At the end of 2017, intermenstrual bleeding appeared
with additional pain in the lower abdomen. Because of it, she visited her gynaecologist who
in ultrasound showed endometrial polyp and significantly thickened endometrium - about 2.2
cm. He referred the patient to the Clinic of Oncological Gynaecology and Gynaecology for
review and treatment. Laboratory test results were normal. Patient was qualified for
endometrial biopsy via hysteroscopy. The procedure was performed without complications.
Histopathological and imaging examinations revealed - G1 endometrial adenocarcinoma in
stage FIGO IA limited to a polyp. The therapeutic process considered the young age of the
patient and her reproductive plans. Surgical treatment was excluded (uterine excision with
fallopian tubes). Conservative treatment was offered to the patient: a 6-month
medroxyprogesterone acetate (MPA) hormone therapy regimen using a levonorgestrel-
releasing intrauterine device. After 3 weeks of its implementation, the patient gave up due to
intense adverse effects, among: insomnia, severe headaches and dizziness, acne, severe
gastrointestinal disorders. The patient was offered electroresection of endometrial changes by
hysteroscopy, however, it was noted that during the procedure it is possible incomplete
removal of the cancer and that this procedure was not in line with current recommendations.
The patient agreed to this therapeutic option and its possible consequences. The procedure
was performed. The magnetic resonance check-up test after the procedurę revealed
unexplored uterus, in anterior flexion and anterior tilt. Endometrium up to 5mm thick, a small
amount of fluid in the uterine cavity. No evident infiltration of neoplasm in the uterus,
especially in endometrial projection was seen. Ovarian enlarged ovaries, both follicular,
dominant follicle visible in the left up to 17mm in size, without tangible pathological changes.
Other organs and structures of the small pelvis without obvious abnormalities. Enlarged
suspected lymph nodes in the scope of the examination were not found. Physiologically small
amount of free fluid in the small pelvis. Bone structures without signs of destruction.
Quarterly cytological control tests and bi-annual endometrial biopsies are normal and for over
a year and a half, there is no recurrence of endometrial cancer and the patient is feeling well.
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Discussion:
Most endometrial adenocarcinomas occur after menopause. However, 20%–25% of them are
diagnosed before the menopause and 2%–14% occur among younger women (less than 40)
[5-8].
Surgery is the classic treatment option for endometrial cancer. It consists of total
hysterectomy and bilateral salpingo-oophorectomy, with a pelvic and aortic
lymphadenectomy if required. In case of the high risk of recurrence chemotherapy and
radiotherapy are indicated. Hormonal therapy may be incorporated in the treatment of low-
stage endometrioid cancers showing high histopathological differentiation. The recommended
treatment includes medroxyprogesterone or megestrol acetate [17].
Fortunately, most cases of endometrial adenocarcinoma in young women were of
endometrioid type, well differentiated (Grade 1) and at early stages with a superficial invasion
(Stage I). Therefore, these carcinomas had a good prognosis (survival rate at five years: 93%).
That fact may offer other therapeutic possibilities instead of the standard radical treatment
[21].
Endometrial ablation is widely performed as an alternative to hysterectomy in the treatment of
uterine bleeding associated with benign endometrial or myometrial pathology [22-33].
In Gaia et al study, four of 3769 reviewed patients developed endometrial cancer after
complete endometrial ablation (1.06 out of 1000) [34]. They shows that endometrial cancer
after endometrial ablation is a rare but possible occurrence, whether the technique is
performed by “roller-ball” coagulation or by resecting loop. The patients with endometrial
polyps after resection may present a higher risk for developing endometrial cancer. The
occurrence of endometrial cancer may come a long time after endometrial ablation, and the
recurrent bleeding may become evident when the cancer stage is already advanced [34]. Due
to that high risk of the conservative treatment, careful observation of patient after procedure is
essential.
The most important factor for conservative treatment as presented is a well-differentiated
endometrial carcinoma that does not deeply invade the myometrium. There cannot be any
suspicious pelvic or pre-aortic nodes. The patient's condition must allow to implement the
conservative treatment. It is extremally important to inform the patient about non-standard
treatment and the risk of cancer recurrence. The patient should express her readiness to
complete the follow-up protocol [35]. A follow-up includes medical history and physical
examination, full gynaecological examination and cytology. It should be performed every 3
months during the first 2 years of patient monitoring, every 6 months for up to 5 years, and
then once a year. A follow-up in the health care center where the patient received treatment is
recommended[17].

Conclusion :
According to the presented case, endometrial cancer might be detected seen in women under
30. Conservative treatment for endometrial cancer with a low histological grade is possible if
a complete pre-therapeutic assessment is achieved and if a right follow-up during and after the
treatment is pursued.
Electroresection of endometrial changes during hysteroscopy in endometrial cancer can be a
promising therapeutic option in the early stages of endometrial cancer (FIGO I) in women
who want to maintain fertility.
These kinds of therapy is not standard management and should not be recommended routinely.
Patients must be informed of the oncological risks (failure, progression of the disease, ovarian
metastasis, etc.) and be subjected to periodic check-ups to quickly detect cancer recurrence
and early treatment initiation, thus prolonging the patient's life.
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Abbreviations:
EC – Endometrial Cancer
PTGiN – Polskie Towarzystwo Ginekologów i Położników (The Polish Society of
Gynaecologist and Obstetricians
FIGO – Federation of Gynecology and Obstetrics
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