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Abstract 

Introduction: The objective of this study was to contribute to the investigation of the epidemiological aspects, management, and 

prognosis of endometrial cancer at the Department of Obstetrics and Gynecology at Donka National teaching Hospital in 

Conakry. Methodology: This was a descriptive study involving the collection of retrospective data over a 15-year period from 

January 1, 2010, to December 31, 2024, focusing on cases of endometrial cancer. Results: The incidence of endometrial cancer 

was 2.4%. This cancer primarily affected patients aged 60 and older (58.9%), housewives (68.4%), married women (94.7%), 

and women with multiple pregnancies (49.5%). Metrorrhgia (100.0%) and abdominal-pelvic pain were the most frequently 

recorded reasons for consultation. Endometrial adenocarcinoma was the most common histological type (84.2%), and 

endometrial cancer was diagnosed as FIGO stage I in 34.7% of cases. Surgery was performed in 66.3% of patients, and 49.5% 

of them had received chemotherapy. Extrafascial hysterectomy with lymph node dissection and bilateral adnexectomy was the 

most commonly performed surgical procedure; extended colpohysterectomy with lymphadenectomy and bilateral adnexectomy 

was performed for more advanced cases. One-year survival was observed in 9 out of 10 patients, and five-year survival was 

recorded in nearly 4 out of 10 patients. Conclusion: Endometrial cancer is a common condition in our setting. Early diagnosis, 

prompt management, and improved access to chemotherapy and radiation therapy could improve patient prognosis. 
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1. Introduction 

Endometrial cancer is a malignant epithelial tumor that de-

velops in the tissue lining the inside of the uterus. It is the sixth 

most common gynecological cancer and thus one of the most 

widespread worldwide. It most commonly occurs in postmen-

opausal women between the ages of 55 and 65, with 14% of 

cases occurring in the premenopausal period and 5% of cases 
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before age 40 [1, 2]. Endometrial cancer ranks third among 

gynecological and breast cancers [3]. This cancer is not acces-

sible to sreening; diagnosis is often delayed, and management 

remains challenging. It requires a multidisciplinary and spe-

cialized approach, particularly for high-risk patients and/or 

those with advanced cancer [4, 5]. Surgery remains the gold 

standard of treatment. Despite therapeutic advances in the 

management of localized stages, the 5-year survival rate is es-

timated at 75% and has shown little improvement over the past 

20 years [6]. The incidence of endometrial cancer is highest in 

developed countries and is rising very rapidly in developing 

countries [7]. 

Late diagnosis, difficulties in management, and the high 

rates of morbidity and mortality associated with this cancer 

motivated this study, whose overall objective was to contrib-

ute to the study of epidemiological aspects, management, and 

prognosis. 

2. Methodology 

2.1. Study Setting 

The Department of Gynecology and Obstetrics at Donka 

National Hospital, part of the Conakry Teaching Hospital, 

served as the setting for this study. It is the referral center for 

the management of gynecological oncological pathologies in 

Guinea. 

2.2. Type and Duration 

This was a retrospective, descriptive study conducted over 

a period of 15 years, from January 1, 2010, to December 31, 

2024. 

2.3. Population Characteristics 

2.3.1. Target Population 

This consisted of all medical records of patients who were 

treated for gynecological cancer in the department during the 

study period. 

2.3.2. Study Population 

This consisted of all patient records of women treated for 

endometrial cancer in the department during the study period. 

 

2.3.3. Inclusion Criteria 

All complete medical records of patients treated for endo-

metrial cancer in the department during the study period were 

included in this study. 

2.3.4. Exclusion Criteria 

This study did not include incomplete medical records or 

those lacking histological evidence from patients treated for 

endometrial cancer in the department during the period men-

tioned above. 

2.4. Sampling 

We conducted a comprehensive review of all patient rec-

ords meeting the inclusion criteria defined above. 

2.5. Variables 

These were qualitative and quantitative categorized accord-

ing to the following epidemiological, clinical, para clinical, 

therapeutic, and prognostic aspects. 

2.6. Data Collection 

Data were collected through a review of the medical records 

of patients with endometrial cancer. 

2.7. Data Analysis 

Data were analyzed using SPSS 26.0 software, which was 

used to calculate proportions for qualitative variables and the 

mean, the standard deviation, and ranges for quantitative var-

iables. Overall survival was estimated using the Kaplan-Meier 

curve. 

2.8. Ethical Considerations 

After obtaining authorization to collect data from the head 

of the Ethics Committee of the Faculty of Health Sciences and 

Technology, the information was collected with due regards 

to anonymity and confidentiality. 

2.9. Limitations 

These were related to the retrospective nature of the study 

and the low rates of completion of radiotherapy and chemo-

therapy. 

 

 

 

 

 

 

 

http://www.sciencepg.com/journal/ijcocr


International Journal of Clinical Oncology and Cancer Research http://www.sciencepg.com/journal/ijcocr 

 

64 

3. Results 

3.1. Frequency 

 
Figure 1. Flow chart of patient inclusion. 

 
Figure 2. Incidence of endometrial cancer compared to other gynecological and breast cancers. 

3.2. Epidemiological Characteristics 

Table 1. Distribution of cases by sociodemographic characteristic. 

Variables Number Percentage 

Age   

<40 7 7.4 

40-49 8 8.4 

50-59 24 25.3 

≥60 56 58.9 

Mean age: 63.00 ± 13.5 years  Extremes: 15 and 102 years 

Level of education   

No schooling 72 75.7 

Elementary level 9 9.5 

Secondary level 7 7.4 
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Variables Number Percentage 

College level 7 7.4 

Occupation   

Secondary school / college students 2 2.2 

Homemakers 65 68.4 

Self-employed 20 21.0 

Employee/Salary earner 8 8.4 

Marital status   

Single 2 2.1 

Married 90 94.7 

Widowed 3 3.2 

Parity   

Nulliparous 2 2.1 

Primiparous women 2 2.1 

 16 16.9 

Multiparous women 28 29.4 

 

Risk factors for endometrial cancer 

Late menopause (81.1%), arterial hypertension (21.1%), 

obesity (16.8%), diabetes (13.7%), and hormonal contracep-

tion (11.6%) were the most frequently observed risk factors. 

3.3. Clinical Characteristics 

Reasons for consultation 

Metrorrhagia (100.0%), abdominal pain (46.3%), and men-

orrhagia (15.8%) were the most common reasons for consul-

tation. 

Time to consultation 

The mean time to consultation was 46.03 ± 0.6 months, 

ranging from 12 to 180 months. 

Table 2. Distribution of patients by histological type. 

Histological types Number Percentage 

Endometrial adenocarcinoma 80 84.2 

Clear cell adenocarcinoma 3 3.2 

Undifferentiated adenocarcinoma 1 1.1 

Serous adenocarcinoma 7 7.3 

Squamous adenocarcinoma 2 2.1 

Leiomyosarcoma 2 2.1 

Total 95 100.0 

Staging workup 

Cases of pelvic (7.4%) and lymph node (6.3%) invasion, as 

well as lung (5.3%), liver (8.4%), and bone (3.2%) metastases, 

and cervical stromal invasion (6.3%) were recorded. 

Table 3. Distribution of patients according to FIGO classification. 

Disease stage Number of patients Percentage 

IA 33 34.7 

IB 5 5.2 

IC 7 7.4 

IIA 6 6.4 

IIB 12 12.6 

IIIA 14 14.7 

IIIB 13 13.7 

IVB 5 5.3 

Total 95 100.0 

Histological grades 

Nearly 7 out of 10 patients (69.5%) had a grade I lesion, 

followed by grade III (15.8%) and grade II (15.8%). 
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3.4. Management 

Surgery was performed in 63 patients, or 66.3%. The com-

monest procedures were extrafascial hysterectomy with 

lymph node dissection (63.2%) combined with bilateral ad-

nexectomy, extended colpohysterectomy with lymphadenec-

tomy and bilateral adnexectomy was performed for more ad-

vanced cases, and total extrafascial hysterectomy with bilat-

eral adnexectomy (12.6%). 

Forty-seven patients, or 49.5%, received chemotherapy, of 

whom 63.8% received adjuvant chemotherapy and 29.8% ne-

oadjuvant chemotherapy. Radiotherapy was administered to 

29 patients, or 30.5%, the majority of whom received adjuvant 

radiotherapy (58.6%). 

3.5. Prognosis 

We identified 13 cases of postoperative complications 

among the 63 patients who underwent surgery, representing a 

frequency of 20.6%. These were primarily cases of anemia 

(30.7%), hypovolemic shock (23.1%), and 2 cases of recur-

rence (15.4%). The site of recurrence was pelvic in both pa-

tients, and the mean time to recurrence was 14 months, rang-

ing from 2 to 24 months. 

 
Figure 3. Overall survival of patients according to the Kaplan-Meier model. 

The 1-year survival rate was 91.6%, compared with 82.1% 

at 2 years and 35.8% at 5 years. 

Deaths occurred in advanced stages of the disease due to 

(43.7%), hypovolemic shock (3.1%), and septic shock (2.1%). 

4. Discussion 

We conducted a retrospective review of endometrial cancer 

cases managed in our department over a 15-year period to de-

scribe the epidemiological aspects, management, and progno-

sis of patients with this pathology. 

The incidence of endometrial cancer in our series was 2.4%. 

This is lower than that reported by Diallo A et al. [3], who 

found an incidence of 3.1% in their study conducted in the 

same department over a 16-year period (2000-2015). However, 

this incidence is comparable to that found by Engohan-

Alohghe C et al. [8] in Burkina Faso, i.e. 2.5%. This finding 

could be explained by the fact that our study site remains the 

only facility providing care for most gynecological and breast 

cancers in our country. 

Endometrial cancer ranks third among gynecological and 

breast cancers in our series. Similar findings have been re-

ported by some authors across the continent [3, 9, 10]. 

The age group ≥ 60 years was the most represented, ac-

counting for 58.9%. The mean age of patients recorded in this 

series was identical to that reported by Diallo A et al. [3] but 

higher than those found in Burkina Faso (56.7 years) and Mo-

rocco (57 years) [11, 12]. 

Patients with no formal education were the most repre-

sented in this sample. This is consistent with the level of edu-

cation among girls and women in our country [13]. 

Postmenopausal patients accounted for nearly 9 out of 10 

of the population. The predominance of the postmenopausal 

period in the incidence of endometrial cancer has been re-

ported by several authors on the continent, with proportions 

ranging from 79.7% to 89.5% [8, 9]. 

Endometrial cancer is a hormone-dependent cancer. Endog-

enous and exogenous hyperestrogenism are the main risk fac-

tors for this pathology. 
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Late menopause, obesity, diabetes, arterial hypertension, 

and hormonal contraception were the most frequently identi-

fied risk factors in our series. In the study by Collinet P et al. 

[14], the main reported risk factors for endometrial cancer 

were obesity, hyperestrogenism with a relative risk of approx-

imately 2 to 3, and tamoxifen treatment with a 3.4-fold in-

creased risk in patients treated for breast cancer. In some stud-

ies, the most frequently cited risk factors were reproductive 

history, contraceptive methods, hormonal treatments, and nu-

tritional factors [15-18]. According to Lansac J et al., over-

weight is the primary etiological factor due to hyperestrogen-

ism, which is determined by promoting the aromatization of 

androgens into estrogens in peripheral fat [19]. 

Postmenopausal metrorrhagia and abdominal-pelvic pain 

were the most common reasons for consultation in our sample. 

A similar finding was reported by Ouédraogo AS et al. [12]. 

Postmenopausal metrorrhagia was also described as the pri-

mary reason for consultation in endometrial cancer by certain 

authors in proportions of 92.3%, 82.36%, and 97%, respec-

tively [12, 20]. An identical observation was also reported in 

the series by Caron O. [21], where nearly 90% of endometrial 

cancers are diagnosed after menopause. They usually present 

as metrorrhagia or even hydrorrhagia. More rarely, pelvic ten-

derness may be observed, sometimes accompanied by an in-

flammatory syndrome when there is cervical stenosis associ-

ated with hematometra [22]. 

The mean time to consultation for our patients was 46 

months, with extremes ranging from 12 to 180 months. This 

delay in seeking care could be explained by our patients’ fre-

quent use of traditional medicine and the taboos surrounding 

complaints related to the genital area in women within our so-

ciety. 

The staging workup revealed metastases (lung, liver, and 

bone), pelvic and lymph node involvement, and infiltration of 

the cervical stroma. Similar findings were reported in the 

study by Doghri R et al. [4], with 27.0% of tumors extending 

to the cervix, 22.0% with lymph node involvement, 14.0% 

with extra uterine extension, and 40.0% with myometrial in-

vasion ≥50%. 

This study shows that endometrial adenocarcinoma (84.2%) 

was the commonests histological type, followed by serous ad-

enocarcinoma (7.4%). In the series by Diallo A et al. and 

Doghri R et al., endometrial adenocarcinoma was the most 

frequently encountered histological type, with respective pro-

portions of 68.6% and 84% [3, 5]. Regarding non-endometri-

oid types, serous adenocarcinoma was the commonest in some 

studies [3, 5, 23]. 

In the majority of cases, endometrial cancer was diagnosed 

at FIGO stage I (40%), followed by stage III (28.4%) and stage 

II (20%). Doghri R et al. [5] reported in their study a predom-

inance of endometrial cancer diagnosed at FIGO stage I, with 

a proportion significantly higher than ours (56.0%). This dif-

ference could be explained by patients’ delay in seeking med-

ical attention upon the appearance of the first clinical signs. 

This high rate of diagnosis at Stage I confers a relatively fa-

vorable prognosis, with a cancer mortality rate that remains 

the lowest compared to other female cancers [14, 24]. 

Regarding histological grade, nearly 7 out of 10 patients 

had endometrial cancer classified as grade I. This finding 

aligns with those of certain authors who report in their studies 

a predominance of patients diagnosed with grade 1 disease [3, 

5]. 

Regarding the management, surgery was the most fre-

quently used therapeutic modality, followed by chemotherapy 

and radiation therapy. In the literature, surgery is described as 

the first-line treatment, and nearly 90% of women with endo-

metrial cancer are treated with surgery. The procedure gener-

ally consists of an extended colposalpingohysterectomy, in-

cluding a bilateral adnexectomy, and it is argued that s imple 

total hysterectomy is sufficient for most women; a radical hys-

terectomy is sometimes performed in cases of cervical inva-

sion or when there is uncertainty as to whether the primary 

tumor is endocervical or of endometrial origin [25, 26]. This 

first-line surgical management was also reported by some au-

thors, who noted that it is based on the fact that the majority 

of endometrioid cancers are stage I and benefit from non-con-

servative hysterectomy (with removal of the fallopian tubes 

and ovaries) [27]. 

We recorded 47 patients out of the 95 who received chem-

otherapy (49.5%), with a predominance of adjuvant chemo-

therapy. A proportion lower than ours was reported by Che-

kman C et al., i.e. 21% of patients receiving chemotherapy [2]. 

Only 3 out of 10 patients had received radiotherapy (30.5%). 

A radiotherapy completion rate of 29% was reported in a study 

conducted in Algeria [2]. This low radiotherapy completion 

rate in our series could be explained by the fact that our coun-

try does not have a radiotherapy center, which forces patients 

to undergo this treatment in certain countries in the sub-region. 

The prognosis for patients was marked by a 20.6% rate of 

postoperative complications. We concur with Diallo A et al. 

[3], who reported a 19.3% rate of postoperative complications 

in their series. 

We recorded 2 cases of recurrence (13.4%) and 9 deaths, 

resulting in a mortality rate of 9.5%. The 1-year patient sur-

vival rate was 91.6%, compared to 82.1% at 2 years and 35.8% 

at 5 years. Diallo A et al. reported an 84.5% survival rate at 15 

months [3, 8]. 

5. Conclusion 

Endometrial cancer is a common pathology in our depart-

ment, ranking 3rd among gynecological and breast cancers. 

Mortality associated with this pathology remains high in our 

setting due to late diagnosis and limited access to certain treat-

ment modalities for advanced stages. 

Early diagnosis, prompt and appropriate patient manage-

ment, and improved access to chemotherapy and radiation 

therapy could improve the prognosis for patients with this can-

cer. 
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