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 3 

Abstract 49 
 50 

Objective: Uterine serous carcinoma (USC) is a rare diagnosis but associated with high 51 

mortality. There is limited data to guide adjuvant treatment decisions in early stage disease. The 52 

purpose of this study is to evaluate the impact of adjuvant therapy on recurrence-free survival 53 

(RFS) and overall survival (OS) in early stage USC. 54 

Methods: Patients with stage I and II USC treated at a single institution from 1/2006-12/2019 55 

were identified. Demographic, clinicopathologic, treatment and outcome data were collected. 56 

Data were compared using descriptive statistics. Survival analyses were performed using 57 

Kaplan-Meier and Cox proportional hazard methods. 58 

Results: Ninety-four patients were identified. Median follow-up time was 33.5 months. The 59 

median age was 68 years (range 49-87), the majority of patients were white (n=78, 83.0%), and 60 

the median BMI was 30.7 (range 14.2-57.3). Minimally-invasive surgical staging was performed 61 

in 59.6% of cases (n=56). Most patients had stage IA disease (n=70, 74.5%). Most patients 62 

(n=79, 84.0%) received adjuvant therapy, and a majority of patients received a combination of 63 

systemic chemotherapy and radiation therapy (n=55, 58.5%), with the most common 64 

combination being chemotherapy plus vaginal brachytherapy (n=42, 44.7%). Most patients 65 

(n=77, 81.9%) remain without evidence of disease, while 17 patients (18.1%) have recurred. 66 

Patients receiving 6 cycles of adjuvant chemotherapy experienced improved OS (p=0.004) and 67 

improved RFS (p=0.02) compared to those receiving no adjuvant chemotherapy.  68 

Conclusion: Patients with early stage USC who received six cycles of adjuvant chemotherapy 69 

had significantly improved OS and RFS when compared to those patients who did not receive 70 

adjuvant chemotherapy.  71 

 72 
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Key Words: uterine papillary serous carcinoma, endometrial cancer, adjuvant therapy, 73 

chemotherapy 74 

 75 

Synopsis:  76 

Patients with early stage USC receiving six cycles of adjuvant chemotherapy had significantly 77 

improved OS and RFS compared to those not receiving adjuvant chemotherapy. 78 

 79 

  80 
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 5 

Introduction 81 

Endometrial cancer is the most common gynecologic malignancy in the United States. Most 82 

endometrial cancers are diagnosed at an early stage and have favorable outcomes with an overall 83 

five-year relative survival rate of 81.2%.
1
 However, over the last 15 years the mortality rate for 84 

endometrial cancer has increased disproportionately to the increasing incidence rate. This may be 85 

related to a higher incidence of advanced stage disease at initial presentation and high risk 86 

histologies which are more aggressive and associated with worse outcomes.
2
  87 

Historically, endometrial cancer has been separated into two clinicopathologic subtypes. 88 

Type I endometrial cancers of endometrioid histology are associated with unopposed estrogen 89 

exposure and generally have favorable prognoses, wheras Type II endometrial cancers refers to 90 

high risk histologies including serous and clear cell carcinomas which behave aggressively and 91 

are associated with poorer outcomes.
3
  More recently, The Cancer Genome Atlas (TCGA) 92 

identified four categories of endometrial carcinoma with distinct clinicopathologic and molecular 93 

features: POLE (ultra-mutated), microsatellite instability (MSI)/hypermutated, copy number 94 

high/serous-like, and copy number low/no specific molecular profile (NSMP).
4
 These molecular 95 

profiles are increasingly used for prognostication and treatment planning in endometrial cancer.
5
 96 

Uterine serous carcinomas represent approximately 10% of all endometrial carcinomas but 97 

are responsible for nearly 40% of all endometrial cancer-related deaths.
6
 This poor prognosis is 98 

at least in part attributable to a high rate of lymph node and peritoneal metastases in clinically-99 

apparent uterine-confined disease.
7
 However, even comprehensively surgically staged patients 100 

with uterine serous carcinoma have poorer survival outcomes when compared to high grade 101 

endometrioid tumors.
8
 TCGA data demonstrated that uterine serous carcinomas have similar 102 

genomic features to ovarian serous and basal-like breast carcinomas, including frequent TP53 103 
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mutations and a high degree of somatic copy number alterations (SCNAs).
4
 Given the relative 104 

low incidence of this diagnosis, there is limited prospective data to guide the use of adjuvant 105 

therapy for patients with early stage uterine serous carcinoma. In order to improve long-term 106 

outcomes for women diagnosed with endometrial cancer, tailored treatment strategies are needed 107 

for high risk patients. 108 

The objective of this study is to evaluate the impact of adjuvant therapy on recurrence-free 109 

and overall survival among women with stage I-II uterine serous carcinoma at a single 110 

institution. 111 

 112 

Methods 113 

This study is a retrospective cohort study. Using an institutional pathology database, we 114 

retrospectively identified all patients with stage I and II pure uterine serous carcinoma who 115 

underwent total hysterectomy and bilateral salpingo-oophorectomy at a single academic center 116 

from January 2006 to December 2019. Stage was defined according to the 2009 International 117 

Federation of Gynecology and Obstetrics (FIGO) staging from endometrial carcinoma, and 118 

staging was reassigned for all patients diagnosed prior to 2009 according to this criteria.
9
 119 

Demographic, clinicopathologic, treatment and outcome data were collected using the electronic 120 

medical record. Serous histology was confirmed by a gynecologic pathologist, and only cases of 121 

pure uterine serous histology were included. 122 

The primary outcomes of interest were recurrence-free survival (RFS) and overall survival 123 

(OS). Data were compared using descriptive statistics. Survival analyses were performed using 124 

Kaplan-Meier methods. Individual associations of all patient characteristics were first assessed in 125 

univariable Cox proportional hazards methods, and factors yielding statistically significant 126 
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univariable associations with outcomes of interest were then included in multivariable models. 127 

Violations of the proportional hazards assumption were explored by testing for a zero slope in 128 

the scaled Schoenfeld residuals and also by testing time-interaction covariates for statistical 129 

significance of the models. All tests were two-tailed with the threshold significance level set at 130 

p<0.05. All analyses were conducted using Stata/SE version 15 (StataCorp, College Station, 131 

TX). 132 

The present study was approved by the Institutional Review Board (IRB) of the University of 133 

Pittsburgh, and patient consent was not mandatory per the IRB. 134 

 135 

Results 136 

Ninety-four patients who met the inclusion criteria were identified (Table 1). The median age 137 

was 68 years (range 49-87). The majority of patients were white (n=78, 83.0%), and the median 138 

BMI was 30.7 kg/m
2
 (range 14.2-57.3). Minimally-invasive surgical staging was performed in 139 

59.6% of cases (n=56). 140 

A majority of patients had stage IA disease (n=70, 74.5%), with 29 patients (30.9%) having 141 

non-myoinvasive stage IA disease and 41 (43.6%) having myoinvasive stage IA disease. 142 

Lymphadenectomy was performed in 90.4% of cases (n=85), of which 22.3% (n=21) were 143 

sentinel lymph node biopsy. The mean number of lymph nodes removed was 11.0 (range 0-28). 144 

Most tumors were negative for lymphovascular space invasion (n=60, 63.8%), and most patients 145 

had negative peritoneal cytology (n=82, 88.2%). p53 testing was performed in 46 tumors, of 146 

which 100% were demonstrated a mutation. Mismatch repair (MMR) status was known for 147 

36/94 tumors (38.3%), of which 35/36 (97.2%) demonstrated MMR proficiency. One tumor was 148 

MMR deficient with loss of MSH6.  149 
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 8 

Most patients (n=79, 84.0%) received adjuvant therapy, while 15 (16.0%) received no 150 

adjuvant therapy. Reasons for not receiving adjuvant therapy included patient preference (n=6), 151 

medical comorbidities/age (n=3), postoperative complications precluding initiation of adjuvant 152 

therapy (n=2), physician decision (n=1) and other (n=3). A majority of patients received a 153 

combination of systemic chemotherapy and radiation therapy (n=55, 58.5%), with the most 154 

common combination being chemotherapy plus vaginal brachytherapy (n=42, 44.7%). Twenty-155 

two patients (23.4%) received systemic chemotherapy alone. The most common chemotherapy 156 

regimen administered was carboplatin and paclitaxel (72/77, 93.5%). Other regimens included 157 

single agent carboplatin (3/77, 3.9%); carboplatin and doxorubicin (1/77, 1.3%); and cisplatin, 158 

doxorubin, and paclitaxel (1/77, 1.3%). The mean number of chemotherapy cycles administered 159 

was 5.5 (range 1-6). A minority of patients (n=2, 3.2%) received radiation therapy alone.  160 

Date of last follow-up for all patients was July 31, 2020. Median follow-up time was 33.5 161 

months (interquartile range 48.2 months). Most patients (n=77, 81.9%) remain without evidence 162 

of recurrent disease at the most recent follow-up, while 17 patients (18.1%) have experienced 163 

recurrence. In patients who recurred, distant recurrence was most common (58.8%, 10/17), 164 

followed by regional (23.5%, 4/17) and local (17.6%, 3/17). Of the patients who experienced 165 

recurrence, 47.1% (8/17) had stage IA disease, 17.6% (3/17) had stage IB disease, and 35.3% 166 

(6/17) had stage II disease at the time of initial diagnosis (Table 2). None of the three patients 167 

who experienced local recurrence received any adjuvant therapy, including vaginal 168 

brachytherapy. 169 

Four patients with stage IA disease had no residual carcinoma noted on pathologic evaluation 170 

of the hysterectomy specimen after surgical resection. Two of them received six cycles of 171 

adjuvant carboplatin/paclitaxel, one received six cycles of adjuvant carboplatin/paclitaxel and 172 
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 9 

vaginal brachytherapy, and one received no adjuvant treatment. None of these patients 173 

experienced recurrences. 174 

On univariate analysis, features associated with RFS included T1 stage, negative peritoneal 175 

cytology, receipt of adjuvant chemotherapy, and, more specifically, receiving six cycles of 176 

chemotherapy (Supplemental Table 1). On multivariable analysis, administration of six cycles of 177 

chemotherapy was associated with improved RFS (HR 0.3, 95% CI 0.06-0.7, Table 3). Patients 178 

who received six cycles of adjuvant therapy experienced improved RFS compared to those who 179 

received no adjuvant therapy (P=0.02, Figure 1). Median RFS time could not be estimated based 180 

on Kaplan Meier function as more than half of the patients were censored during follow-up. At 181 

five years, 79% (95% CI 0.62-0.89) of patients who received six cycles of adjuvant 182 

chemotherapy remained disease-free, whereas 55% (95% CI 0.21-0.80) of patients who did not 183 

receive adjuvant chemotherapy remained disease-free. Actuarial RFS was similar between 184 

patients who received adjuvant radiation therapy (72%, 95% CI 0.54-0.84) and those who did not 185 

receive adjuvant radiation therapy (77%, 95% CI 0.54-0.89).  186 

On univariate analysis, features associated with OS included age, absence of hypertension, 187 

lymphovascular space invasion, pelvic lymph node assessment, number of pelvic lymph nodes 188 

assessed, administration of adjuvant chemotherapy, and receipt of six cycles of chemotherapy 189 

(Supplemental Table 2). On multivariable analysis, receipt of six cycles of chemotherapy was the 190 

only variable that remained associated with improved OS (HR 0.2, 95% CI 0.06-0.5, Table 3). 191 

For patients who received six cycles of adjuvant chemotherapy, the median OS was not yet 192 

reached compared to a median OS of 70.9 months in those who received no adjuvant 193 

chemotherapy (P=0.004, Figure 2). At five years, 88% (95% CI 0.73-0.95) of patients who 194 ORIG
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 10 

received six cycles of adjuvant chemotherapy were alive, whereas 66% (95% CI 0.32-0.86) of 195 

patients who did not receive adjuvant chemotherapy were alive. 196 

Of note, among T1a stage tumors, those with myometrial invasion did not show statistically 197 

significant association with survival outcomes when compared with those T1a tumors without 198 

myometrial invasion. Thus, the T1a tumor group was not further subdivided in the final survival 199 

analyses. 200 

 201 

Discussion 202 

This study suggests that patients with early stage pure uterine serous carcinoma who received 203 

six cycles of adjuvant chemotherapy had significantly improved RFS and OS when compared to 204 

those patients who did not receive adjuvant chemotherapy. 205 

Uterine serous carcinomas represent a minority of all endometrial cancer cases but are 206 

responsible for a disproportionately high number of endometrial cancer-related deaths. Currently, 207 

there is lack of consensus on the most appropriate adjuvant management of patients with early 208 

stage uterine serous carcinoma, and there is limited guidance from prospective studies given the 209 

rarity of this diagnosis. The National Comprehensive Cancer Network (NCCN) offers three 210 

strategies for stage IA disease without myometrial invasion with negative pelvic cytology: 211 

chemotherapy with or without vaginal brachytherapy, observation if there is no residual serous 212 

carcinoma in the hysterectomy specimen, or pelvic radiotherapy (RT) with or without vaginal 213 

brachytherapy. For all other patients, the NCCN recommends systemic therapy with or without 214 

radiation therapy given the biologically aggressive nature of this disease.
2
 However, the optimal 215 

strategy for the management of surgically staged early stage disease continues to be debated, as 216 

these guidelines are derived largely from retrospective data.  217 
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Several large clinical trials have included patients with high risk uterine histologies; 218 

however, these randomized studies enrolled small numbers of patients with early stage uterine 219 

serous carcinoma and were therefore underpowered to detect differences in this subgroup.
10–12

 220 

Existing studies are limited due to small patient numbers, inclusion of patients with mixed 221 

histologies, variable rates of complete surgical staging with lymph node assessment, as well as 222 

variable methods of analysis. In addition, data regarding the impact of adjuvant therapy on RFS 223 

and OS for patients with early stage uterine serous carcinoma demonstrate conflicting results, 224 

though notably many of these studies were underpowered for survival outcomes due to small 225 

sample sizes. One single-institution retrospective analysis demonstrated that platinum-based 226 

chemotherapy improved RFS and OS for patients with stage IA disease with residual carcinoma 227 

on hysterectomy specimen.
13

 Another retrospective study demonstrated that adjuvant 228 

chemotherapy or pelvic RT improved RFS and OS only for patients with stage IA non-229 

myoinvasive disease who had not undergone staging lymphadenectomy.
14

 A retrospective 230 

analysis of the National Cancer Database (NCDB) found that adjuvant chemotherapy 231 

significantly reduced mortality for an entire cohort of patients with stage I-II uterine serous 232 

carcinoma, while there was no significant reduction in mortality with adjuvant chemotherapy 233 

noted in patients with stage IA disease.
15

  234 

A recent NCDB study of 1709 patients with stage I uterine serous carcinoma without 235 

myometrial invasion demonstrated that patients who received adjuvant chemotherapy or 236 

chemoradiation had improved OS compared to patients who did not receive any adjuvant 237 

therapy.
16

 Another retrospective study suggests that observation may be an appropriate strategy 238 

for the management of surgically staged patients with stage IA serous uterine carcinoma without 239 

residual cancer identified on hysterectomy specimen, and this has been incorporated into NCCN 240 
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guidelines.
13

 Our study included four patients with no residual cancer on hysterectomy specimen 241 

who received varying adjuvant therapies, including one patient who received no adjuvant 242 

therapy, and none have experienced disease recurrence. 243 

The present study has several strengths and is an important addition to the literature on this 244 

rare disease. Only cases of pure uterine serous carcinoma histology were included, which helps 245 

to further define the natural history of serous carcinoma and eliminate any other histologic 246 

factors that may impact the disease course and prognosis. Additionally, all cases underwent 247 

specialized gynecologic pathologic review to confirm pure serous histology. Another strength of 248 

this study is the high rate of complete surgical staging including lymphadenectomy (90.4%). 249 

Limitations of this study include its retrospective and non-randomized nature. Additionally, 250 

this study is limited by the lack of molecular data available, as p53 status was not performed for 251 

half of the patients included in study. However, available molecular classification data 252 

demonstrates that all majority of uterine serous carcinomas display copy number high/p53 253 

abnormal molecular features.
4
 Moreover, while this is one of the larger published series of 254 

patients with pure uterine serous carcinoma, this study is also limited by its small sample size 255 

and potential for selection bias, specifically regarding the use of adjuvant radiation therapy in 256 

this population. It is interesting to note that only three patients in our study experienced local 257 

disease recurrence, and none of these patients received any adjuvant therapy, including vaginal 258 

brachytherapy. It is also important to note that only approximately 60% of this patient cohort 259 

underwent minimally-invasive surgical staging, which is now generally considered the standard 260 

of care for early stage uterine papillary serous carcinoma. Most of the patients who underwent 261 

open surgical staging were treated in the first decade of this study, prior to routine minimally-262 ORIG
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invasive surgical staging being performed routinely for high grade endometrial cancers at our 263 

institution.  264 

The optimal strategy for the management of surgically staged early stage disease remains an 265 

area of active debate due to limited data to guide clinical decision making in this rare histology. 266 

The present study demonstrates that patients with early stage  pure uterine serous carcinoma who 267 

received six cycles of adjuvant chemotherapy had significantly improved OS and RFS when 268 

compared to those patients who did not receive adjuvant chemotherapy. Therefore, adjuvant 269 

chemotherapy should be considered for all patients with early stage pure uterine serous 270 

carcinoma. 271 

This study highlights the need for ongoing evaluation of adjuvant therapy in the context of 272 

tumor and pathologic risk factors. Further, as the use of molecular testing for both 273 

prognostication and treatment decision making continues to increase, future prospective studies 274 

that incorporate molecular risk factors are needed to better tailor adjuvant treatment strategies for 275 

patients with early stage uterine serous carcinoma. 276 

Conclusions 277 

In conclusion, this study provides further evidence that adjuvant chemotherapy improves 278 

RFS and OS in patients with early stage uterine serous carcinoma and plays an important role in 279 

the management of this patient population. 280 

  281 
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Table 1: Clinical and pathologic characteristics 351 
Variable n (%) 

Total n=94 

Age at diagnosis, years, median (range) 68 (49-87) 

Race/Ethnicity 

     White 

     Black 

     Other 

 

78 (83) 

15 (16) 

1 (1.1) 

BMI, kg/m
2
, median (range) 30.7 (14.2-57.3) 

Type of Surgery 

     Laparoscopic/robotic-assisted 

     LAVH/TVH 

     Open 

 

52 (55.3) 

4 (4.3) 

38 (40.4) 

Stage 

     IA, nonmyoinvasive 

     IA, myoinvasive 

     IB 

     II 

 

29 (30.9) 

41 (43.6) 

9 (9.6) 

15 (16.0) 

Lymphadenectomy 

     Yes 

     No 

 

85 (90.4) 

9 (9.6) 

Mean # lymph nodes removed 

     Any, mean (range) 

     Pelvic, mean (range) 

     Para-aortic, mean (range) 

 

11.0 (0-28) 

8.6 (0-33) 

2.1 (0-12) 

LVSI 

     Positive 

     Negative 

 

34 (36.2) 

60 (63.8) 

Peritoneal Cytology 

     Positive 

     Negative 

     Abnormal 

     Not reported 

 

6 (6.4) 

82 (87.2) 

2 (2.1) 

4 (4.3) 

p53 Status 

     Not reported 

     Mutated 

 

48 (51.1) 

46 (48.9) 

Tumor size (mm), median (range) 16.6 (0-63) 

Adjuvant treatment 

     Observation 

     Chemotherapy alone 

     Chemotherapy and Radiation 

          Chemotherapy + VBT 

          Chemotherapy + pelvic EBRT 

          Chemotherapy + VBT + pelvic EBRT 

     Radiation alone 

          VBT 

 

15 (16.0) 

22 (23.4) 

55 (58.5) 

     42 (44.7) 

     1 (1.6) 

     12 (12.8) 

2 (2.1) 

     1 (1.6) 
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          VBT + pelvic EBRT      1 (1.6) 

Number of Cycles of Adjuvant Chemotherapy 

     None received 

     < 6 cycles 

     ≥ 6 cycles 

 

17 (18.1) 

16 (17) 

61 (64.9) 

Recurrence 

     Yes 

     No 

 

17 (18.1) 

77 (81.9) 

Site of first recurrence 

     None 

     Local 

     Regional 

     Distant 

 

77 (81.9) 

3 (3.2) 

4 (4.3) 

10 (10.6) 

Sum of percentages may not equal 100% due to rounding. 352 
Abbreviations: BMI=body mass index; LAVH=laparoscopic-assisted vaginal hysterectomy; 353 
TVH=total vaginal hysterectomy; LVSI=lymphovascular space invasion; VBT=vaginal 354 
brachytherapy; EBRT=external beam radiation therapy 355 
 356 
 357 
 358 
 359 
 360 
 361 
 362 
 363 
 364 
 365 
 366 
 367 
 368 
 369 
 370 
 371 
 372 
 373 
 374 
 375 
 376 
 377 
 378 
 379 
 380 
 381 
 382 
 383 
 384 
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Table 2: Summary of Patients with Recurrence 385 
Patient Pathologic features Adjuvant Therapy Site of 

Recurrence 

Vital Status 

1 Stage II 

35mm tumor size 

97% DOI 

+ LVSI 

Negative cytology 

Carboplatin/paclitaxel x 6 cycles Distant DOD 

2 Stage II 

55mm tumor size 

23% DOI 

+ LVSI 

Negative cytology 

None, unknown reason for no 

adjuvant therapy 

Local DOD 

3 Stage IA 

11mm tumor size 

0% DOI 

No LVSI 

+ cytology 

Carboplatin/paclitaxel, unknown 

# cycles 

VBT 

Distant DOD 

4 Stage IA 

8mm tumor size 

7% DOI 

No LVSI 

+ cytology 

Carboplatin/paclitaxel, unknown 

# cycles 

VBT + pelvic EBRT 

Distant DOD 

5 Stage IA 

8mm tumor size 

15% DOI 

No LVSI 

Negative cytology 

None, no adjuvant therapy 

offered/recommended 

Regional Deceased, 

unknown 

cause of 

death 

6 Stage II 

43mm tumor size 

85% DOI 

+ LVSI 

+ cytology 

Carboplatin/paclitaxel x 6 cycles 

Pelvic EBRT 

Distant DOD 

7 Stage IA 

31mm tumor size 

0% DOI 

+ LVSI 

+ cytology 

Carboplatin/paclitaxel x 6 cycles 

VBT 

Distant DOD 

8 Stage II 

15mm tumor size 

<10% DOI 

+ LVSI 

Negative cytology 

Carboplatin/paclitaxel x 6 cycles 

VBT + pelvic EBRT 

Distant DOD 

9 Stage IB 

22mm tumor size 

60% DOI 

None, patient declined adjuvant 

therapy 

Local DOD 
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+ LVSI 

Negative cytology 

10 Stage IB 

62mm tumor size 

61.5% DOI 

+ LVSI 

Negative cytology 

Carboplatin/paclitaxel x 6 cycles 

VBT + pelvic EBRT 

Distant DOD 

11 Stage IA 

5mm tumor size 

20% DOI 

Negative LVSI 

Negative cytology 

Carboplatin/paclitaxel x 6 cycles 

VBT 

Distant DOD 

12 Stage IA 

7mm tumor size 

0% DOI 

Negative LVSI 

Negative cytology 

Carboplatin/paclitaxel x 6 cycles 

VBT 

Distant DOD 

13 Stage IB 

35mm tumor size 

67% DOI 

+ LVSI 

Negative cytology 

Carboplatin/paclitaxel x 6 cycles 

VBT + pelvic EBRT 

Distant DOD 

14 Stage IA 

35mm tumor size 

45% DOI 

Negative LVSI 

Negative cytology 

None, adjuvant therapy deferred 

due to medical comorbidities 

Regional Alive at 

last follow-

up 1 month 

after 

recurrence 

15 Stage II 

40mm tumor size 

<50% DOI 

Negative LVSI 

Negative cytology 

None, patient declined adjuvant 

therapy 

Local Alive at 

last follow-

up 30 

months 

after 

recurrence 

16 Stage II 

20mm tumor size 

70% DOI 

+ LVSI 

Atypical cytology 

Carboplatin/paclitaxel x 5 cycles 

VBT 

Regional Lost to 

follow-up 

17 Stage IA 

25mm tumor size 

40% DOI 

+ LVSI 

Negative cytology 

Carboplatin/paclitaxel x 6 cycles 

VBT 

Regional Alive at 

last follow-

up 11 

months 

after 

recurrence 

Abbreviations: DOI=depth of invasion; LVSI=lymphovascular space invasion; VBT=vaginal 386 
brachytherapy; EBRT=external beam radiation therapy; DOD=dead of disease,  387 
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Table 3: Multivariable analysis of clinical factors associated with overall and recurrence-free 388 
survival 389 
Select Characteristics n=94 

n (%) 

OS  

HR (95% CI) 

P value RFS 

HR (95%) CI 

P value 

LVSI 

    No 

    Yes 

 

60 (64) 

34 (36) 

 

Ref 

2.2 (0.7-7.1) 

 

 

0.2 

 

Ref 

2.2 (0.6-7.9) 

 

 

0.2 

T Stage 

    T1a 

    T1b 

    T2 

 

71 (75) 

9 (10) 

14 (15) 

 

Ref 

1.1 (0.2-5.4) 

0.6 (0.2-2.2) 

 

 

0.9 

0.5 

 

Ref 

1.8 (0.4-8.3) 

1.9 (0.5-7.4) 

 

 

0.4 

0.3 

Peritoneal cytology 

     Negative 

     Positive 

 

84 (89) 

6 (6) 

 

Ref 

5.1 (0.9-28.1) 

 

 

0.06 

 

Ref 

3.6 (0.6-21.0) 

 

 

0.2 

Assessed >4 pelvic lymph nodes 

     No 

     Yes 

 

25 (27) 

69 (73) 

 

Ref 

0.4 (0.1-1.5) 

 

 

0.16 

 

Ref 

0.5 (0.1-1.9) 

 

 

0.3 

Received 6 cycles of adjuvant 

chemotherapy 

     No chemotherapy received 

     Received <6 cycles 

     Received 6 cycles 

 

 

17 (18) 

14 (15) 

61 (65) 

 

 

Ref 

0.1 (0.02-1.3) 

0.2 (0.06-0.5) 

 

 

 

0.090 

0.002 

 

 

Ref 

0.1 (0.01-1.2) 

0.2 (0.06-0.7) 

 

 

 

0.07 

0.01 

Abbreviations: OS=overall survival; RFS=recurrence-free survival; LVSI=lymphovascular space 390 
invasion; Ref=references 391 
  392 
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Figure 2 395 

 396 
 397 
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