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In Europe and North America endometrial carcinoma is
the most common cancer of the female genital tract and
the fourth most common cancer site after breast, lung,
and colorectal cancer.1 The treatment for endometrial
carcinoma is, in operable patients, primarily surgical.
Surgical treatment includes obtaining peritoneal ﬂuid
or washings for cytology, total hysterectomy, which
by deﬁnition includes the uterine cervix and bilateral
salpingo-oophorectomy. In selected cases, there is a place
for omentectomy and a thorough retroperitoneal lymphnode dissection.1 The role of routine pelvic and para-aortic
lymphadenectomy remains, however, controversial.2–5
Although the complication rate of a simple
hysterectomy with bilateral salpingo-oophorectomy is
not very high, a substantial number of women diagnosed
with endometrial cancer have other comorbidities
such as old age, diabetes, hypertension, and obesity.
Abdominal surgery therefore exposes them to an
increased risk of complications. Vaginal hysterectomy
has been suggested as an attractive alternative for these
patients, but this approach does not allow exploration
of the abdominal cavity, peritoneal washing, and
lymph-node dissection. Laparoscopic-assisted vaginal
hysterectomy or total laparoscopic hysterectomy
overcomes the previous limitations. Some researchers
have suggested that laparoscopic surgery in obese
or elderly patients with endometrial cancer is safe.6
Tozzi and colleagues7 were the ﬁrst to report survival
outcomes from a prospective randomised controlled
clinical trial of 122 women. Assessment of treatmentrelated morbidity showed a signiﬁcantly lower incidence
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of major and minor complications in the laparoscopy
group. In two meta-analyses,8,9 it was concluded that
laparoscopy resulted in fewer complications, and
less blood loss than with laparotomy, and a similar
survival. However, in the meta-analysis of Palomba
and colleagues,8 only 172 patients were randomised to
endoscopic treatment and the follow-up was very short.
Robotic-assisted surgical staging and treatment of
endometrial carcinoma has been suggested recently as a
valuable alternative for open-abdominal surgery.
The
Gynecologic
Oncology
Group
(GOG)
randomly assigned 2616 patients to laparoscopy
or laparotomy in the LAP-2 study.10 All patients had
complete surgical staging including pelvic and paraaortic lymphadenectomy. Laparoscopic-assisted vaginal
hysterectomy, total laparoscopic hysterectomy, or
robotic-assisted total laparoscopic hysterectomy were
allowed. All patients with endometrial carcinoma
conﬁned to the uterus including the endometrioid and
the non-endometrioid (with worse prognosis than the
endometrioid type) types were eligible.
In The Lancet Oncology today, two randomised trials
comparing total laparoscopic hysterectomy with
abdominal hysterectomy in early endometrial carcinoma
are reported.11,12 In the Dutch study11 (n=283) none of
the patients had lymphadenectomy and only low-risk
patients were included (grade 1 or 2 endometrioid cancer
clinically conﬁned to the uterus). Additionally, only
patients with a uterine size smaller than that expected
at 12 weeks of pregnancy were eligible. In the Australian
study12 (n=361) patients with endometrioid carcinoma (all
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grades) clinically conﬁned to the uterus and with a uterus
smaller than that expected at 10 weeks of pregnancy were
eligible. 52% of the patients had a pelvic or para-aortic
lymphadenectomy. Unfortunately none of these three
randomised trials10–12 have yet reported survival data, but
only on health-related issues and complications.
In the GOG study, laparoscopy resulted in fewer
postoperative moderate or severe adverse events, a
shorter hospital stay, and a longer operative time than
did laparotomy.10 In the Dutch study11 the major and
minor complication rates were the same in the group
of patients treated with laparoscopy compared with
laparotomy. However, total laparoscopic hysterectomy
was associated with less blood loss, less use of pain
medication, a shorter hospital stay, and a longer
operative time than with laparotomy. The diﬀerence
with the GOG study10 is probably due to the fact that
the patients in the Netherlands only underwent a
hysterectomy and bilateral salpingo-oophorectomy
and not a complete surgical staging including pelvic and
para-aortic lymphadenectomy. Similarly, as many as 26%
of the patients randomly assigned to laparoscopy in the
GOG study10 were converted to laparotomy compared
with only 10·8% and 2·4% in the Dutch11 and Australian
studies,12 respectively. In these studies, the surgeons
needed to show evidence that they were experienced
in total laparoscopic hysterectomy and needed to be
certiﬁed by the study coordinators before including
patients in these trials. Another possible reason for
the low conversion rate in the Dutch11 and Australian12
studies compared with the GOG study10 might be the
selection of the patients based on uterine size, which
was not an inclusion criterion in the GOG study.
Health-related outcome was reported in all three
trials.11–13 Better physical functioning, body image,
reduced pain, and an earlier resumption of work over
the 6-week post-laparoscopy period was reported in
the GOG10 and the Dutch study11 than in the laparotomy
patients, but these diﬀerences disappeared 6 months
after surgery. In the Australian study,12 quality of life was
still improved 6 months after surgery.
In conclusion, laparoscopic treatment of endometrial
cancer clinically conﬁned to the uterus is associated
with less pain, shorter hospital stay, faster recovery,
and better quality of life at least 3 months postsurgery,
but with a longer operative time than with laparotomy.
Survival results have not yet been reported by any of
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the three trials. However, because hysterectomy and
bilateral salpingo-oophorectomy can be safely done with
laparoscopy, laparoscopy can be recommended in those
patients with no contraindications for laparoscopy—eg,
large-volume uterus or known extensive adhesions.
For patients with an indication for complete surgical
staging, including lymphadenectomy, the relapsefree and overall survival rates, and whether the sites of
recurrences are similar in both surgical groups, should be
reported before laparoscopy is regarded as the standard
of care. Furthermore, the eﬀect of large volume or
expertise on the treatment outcome, especially in elderly
and obese patients, and the role of robotic-assisted
laparoscopic treatment of endometrial cancer should be
investigated further.
Ignace Vergote*, Frederic Amant, Patrick Neven
University Hospital Leuven, Gynaecological Oncology,
Herestraat 49, B-3000 Leuven, Belgium
ignace.vergote@uzleuven.be
The authors declared no conﬂicts of interest.
1
2

3

4
5

6

7

8

9

10

11

12

13

Amant F, Moerman P, Neven P, Timmerman D, Van Limbergen E, Vergote I.
Endometrial cancer. Lancet 2005; 366: 491–505.
ASTEC study group, Kitchener H, Swart AM, Qian Q, Amos C, Parmar MK.
Eﬃcacy of systematic pelvic lymphadenectomy in endometrial cancer
(MRC ASTEC trial): a randomised study. Lancet 2009; 373: 125–36.
Benedetti Panici P, Basile S, Maneschi F, et al. Systematic pelvic
lymphadenectomy versus no lymphadenectomy in early-stage endometrial
carcinoma: randomized clinical trial. J Natl Cancer Inst 2008; 100: 1707–16.
Amant F, Neven P, Vergote I. Lymphadenectomy in endometrial cancer.
Lancet 2009; 373: 1169–70.
Todo Y, Kato H, Kaneuchi M, Watari H, Takeda M, Sakuragi N. Survival eﬀect
of para-aortic lymphadenectomy in endometrial cancer (SEPAL study):
a retrospective cohort analysis. Lancet 2010; 375: 1165–72.
Obermair A, Manolitsas TP, Leung Y, Hammond IG, McCartney AJ. Total
laparoscopic hysterectomy versus total abdominal hysterectomy for obese
women with endometrial cancer. Int J Gynecol Cancer 2005; 15: 319–24.
Tozzi R, Malur S, Koehler C, et al. Laparoscopy versus laparotomy in
endometrial cancer: ﬁrst analysis of survival of a randomized prospective
study. JMIG 2005; 12: 130–36.
Palomba S, Falbo A, Mocciaro R, Russo T, Zullo F. Laparoscopic treatment
for endometrial cancer: a meta-analysis of randomized controlled trials
(RCTs). Gynecol Oncol 2009; 112: 415–21.
Ju W, Myung SK, Kim Y, Choi HJ, Kim SC; Korean Meta-Analysis Study Group.
Comparison of laparoscopy and laparotomy for management of endometrial
carcinoma: a meta-analysis. Int J Gynecol Cancer 2009; 19: 400–06.
Walker JL, Piedmonte MR, Spirtos NM, et al. Randomized trial of
laparoscopy versus laparotomy for comprehensive surgical staging of
uterine cancer: A Gynecologic Oncology Group study (LAP2).
J Clin Oncol 2009; 27: 5331–36.
Mourits MJE, Bijen CB, Arts HJ, et al. Safety of laparoscopy versus
laparotomy in early-stage endometrial cancer: a randomised trial.
Lancet Oncol 2010; published online July 17. DOI:10.1016/S14702045(10)70143-1.
Janda M, Gebski V, Brand A, et al. Quality of life after total laparoscopic
hysterectomy versus total abdominal hysterectomy for stage I endometrial
cancer (LACE): a randomised trial. Lancet Oncol 2010; published online
July 17. DOI:10.1016/S1470-2045(10)70145-5.
Kornblith AB, Huang HQ, Walker JL, Spirtos NM, Rotmensch J, Cella D.
Quality of life of patients with endometrial cancer undergoing laparoscopic
FIGO staging compared to laparotomy: a Gynecologic Oncology Group
Study. J Clin Oncol 2009; 27: 5337–42.

www.thelancet.com/oncology Vol 11 August 2010

