From the Desk of President &
Secretary, AGOI

Dear members of Association of Gynaecologic
Oncologists of India,

We are proud to announce the release of the Second E-
Newsletter of AGOI. We plan to bring out 4 quarterly issues
in a year. The contents of the Newsletter will include recent
articles/updates related to Gyn- Oncology, interesting
case reports, information on Cancer-awareness activities
on World Gyn- Cancer Days, activities of all AGOI-State
Chapters in the current year, information related to
upcoming Webinars, State / National / International
Conferences, CMEs & Workshops. Information regarding
AGOI Fellowship Progamme and Young Gyn-Oncologists
Training Programme & Centres where it can be persued,
will be available to the reader.

The organization intends to give emphasis on 'Preventive
Gyn-Oncology ', along with treatment. We encourage our
esteemed members to conduct 'Awareness Programmes'
in all parts of India and implement HPV Vaccination to the
target Female Population. We also encourage skill
development and promote use of newer technologies like
Minimal Invasive Surgeries (Laparoscopy & Robotic).
Training in Gyn Oncosurgery including Exenterative
surgeries is also provided through hands-on cadaveric
workshops, held during conferences or at other times of
the year as decided by Executive Body of AGOI. Strategic
Alliance with IGCS, done recently has paved the way for
advancing research and sharing knowledge with our
international partners. We also work in association with
otherinternational Organsations like ESGO.

All other information is available in detail on our website
(www.agoi.org) It is very important dear members, to
actively engage in awareness activities on personal basis
or through State Chapters. This will go a long way in
preventing or even eliminating Gynaecological Cancers.

JaiHind!

Warmregards,

JitaParija - President AGOI
Bhagyalaxmi Nayak - Secretary AGOI
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Dear members of Association of Gynaecologic
Oncologists of India,

We are going to publish the second issue of AGOI
newsletter as per the decision of AGOI Executive
committee. This edition contains messages from elected
president and secretary of AGOI ,few articles on recent
advances in the field of gynaecology contributed by our
members ,activities of various state societies of AGOI
along withupcoming events.

Gynaecological cancers were treated by gynaecologists
in the past who dealt with all the subspecialities of
Obstetrics and Gynaecology , including obstetrics. So
treating gynaecological cancers were not proper and
focussed intensely. There was a need of a subspecialty
which can deliver comprehensive care to women with
cancer. Gynaecologic Oncology as a subspecialty has
evolved in 1970-80 in western world and over last 2 to 3
decades in India to fulfil that goal. With advances in
surgical techniques, chemotherapy, radiation therapy,
targeted therapy, immunotherapy , fertility preservation
and palliative care in a frame work of multidisciplinary
involvement , outcomes can be enhanced. As we continue
our journey to combat gynecologic cancers, it is essential
to emphasize the importance of awareness, early
detection, and specialized care. These cancers affect
millions of women worldwide, and by working together, we
can make a significant difference.

By prioritizing women's health and promoting education,
we can empower women to take control of their well-
being. Let's continue to support research, awareness
initiatives, and specialized care for those affected by
gynecologic cancers.

As a gynecologic oncologist, staying abreast of the latest
developmentsin this field and working collaboratively with
other specialists is essential for providing the best possible
care for gynaecological cancers' and AGOI is committed
to executeit.

Longlive AGOI

Dr Ashok Kumar Padhy_Editor
Dr Sony Nanda_Co-editor




Results of Online Y- GOG Zonal (Preliminary) Rounds 2025
(Candidates Shortlisted for YGOG Finals)
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AGOI Regional Chapter Activities
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14" National Conference, 2025
29"- 30"- 31" August, 2025

Theme:
Evolving Era in Gynecological Cancers:
HPYV and Beyond

RE- CONFERENCE WORKSHOPS
29" August 2025
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30°, 31 August 202
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AGOI-ODISHA CHAPTER
Invites You to a

Masterclass in Ovarian Cancer

DATE: 17 Oct - 17 Nov 2025 | TIME: 07:00 PM - 02:00 PM

Ist Session: Ovarian Cancer -Basics.

of
Epithelial & Nonepithelial Ovarian Cancers (20 Mins)

Dr. Santosh Menon

Screening for Ovarian Carcinoma, risk reducing
strategies in BRCA 18& 2 & timing of RRSO (20 Mins)

Dr. Abraham Peedicayl

Why do we need to test for HRD in Ovarian Cancer ? (20 Mins)

Dr. Vinotha Thomas

Scoring in Ovarian Cancer, with reference to
Preoperative imaging score, surgical score,
Kelim's score & CRS (20 Mins)

Dr. Biswajit Dash

Ovarian Cancer in Pregnancy (20 Mins)

Dr. Subhashree Rout

lakeshore®
INSTITUTE OF GYNECOLOGIC
ONCOLOGY AND BREAST SCIENCES
VPS LAKESHORE HOSPITAL, KOCHI

KLSC AGOI

Wednesday Discussion
Case : Early Endometrial Cancer
6™ August 2025 - 7:00 pm to 8:00 pm

PRESENTER

AGOI-ODISHA CHAPTER
Invites You to a

Masterclass in Ovarian Cancer

DATE: 28" Oct 2025 | TIME: 07:00 PM - 09:00 PM

SESSION Il : RARE OVARIAN CANCERS

Fertility Preservation in young women with ovarian carcinoma
ing Cure: 0O i with fertility.

Dr. Amita Maheshwari

y

MODERATOR

Management of Low Grade Serous Ovarian Cancer.

Dr. Neethu P.K.

Dr. Pranidha Sree Dr. Priya Bhati

hemeha Hosphol Ko Departmant of Gynosealoghs Oncology of Muci Carci of
S ke Ovary & Pseudomyxoma Peritonei.
FACULTIES
Dr. Shobha k
of Clear Cell C: of Ovary.
} ‘
,’/ Dr. Rema. P
L ‘ --------------------------------------------------
Y of Small Cell C of Ovary.
PN
Dr. Biswaijit Dash DrRamesan CK
Professor ond Surgeon. ksastont pofessor,

Dopt.of Gynaecological Oncoiogy.
Tata Memoriol Hospital Mumodl

Government Medical College, Kozhikode

Dr. Kavin Nilavu

AGOI WEDNESDAY

CASE PRESENTATION SERIES

Institute: P. D. Hinduja National Hospital & Medical R

P.D. Hinduja Hospital

-

Dr. Bi

Professor,

Dept of Obs & Gynae,

UCMS & GTB Hospital, Delhi

Case: Postmenopausal Bleeding

arch C
29" October, 2025 - 7:00 pm to 8:00 pm

Mumbai

P. . Hindujs Hospital



Decoding NSMP endometrial cancers:

From exclusion to precision.

Rohini Kulkarni.

The No Specific Molecular Profile (NSMP) subgroup, formerly termed “copy-number
low,” represents the largest category of endometrial cancers, comprising about
40-50% of cases [1]. Unlike other TCGA-defined groups, NSMP tumors lack
mismatch repair deficiency, POLE exonuclease mutations, or abnormal p53
expression. Histologically, they are predominantly low-grade endometrioid
carcinomas(75-85%), with 15-25% being high grade endometrioid/ non-
endometrioid histology; making them biologically non-uniform.[2,3].

One of the defining features of NSMP cancers is their heterogeneity in clinical
behaviour. Outcomes are generally intermediate, yet a proportion demonstrate
either favourable or unexpectedly poor prognosis [4]. This variation has prompted
attempts to refinerisk stratification within this subgroup.

Recent evidence emphasizes the prognostic importance of estrogen receptor (ER)
expression and L1 cell adhesion molecule (LICAM) status. Most NSMP tumors (about
85%) are ER-positive and hormone-driven, correlating with indolent disease and
potential responsiveness to endocrine therapy [5-7]. In contrast, ER-negative NSMP
tumors display aggressive histopathologic features, higher recurrence rates, and
reduced survival[3,6].

Similarly, LICAM overexpression, though present only in a subset of NSMP tumors (5-
10%), identifies a population with increased risk of distant metastasis and poor
outcomes|[5,8]. Latest findings from the results of PORTEC-4a trial presented at
ESTRO 2025 provide clinical validation for the role of LICAM in treatment
stratification. In this trial, adjuvant therapy decisions for high intermediate risk
category endometrial cancer patients were guided by molecular features. Women
with unfavourable profiles including LICAM overexpression were allocated to pelvic
radiotherapy instead of standard vaginal brachytherapy. Reported locoregional
recurrence was 8.4% in the molecularly guided unfavourable group versus 30.5% in
matched controls, underscoring that LICAM is one of the biomarkers which can
meaningfully guide adjuvant management and improve outcomes [9].

Integration of ER and LICAM into molecular stratification has therefore been
proposed, creating prognostically distinct categories:

- ER-positive, LICAM-negative: favorable risk, hormone-driven disease.

- ER-negative and/or LICAM-positive: unfavorable risk, aggressive biology.

In summary, the NSMP subgroup is a “catch-all” defined by exclusion, yet
recognition of its internal heterogeneity, particularly through ER and LICAM
subclassification is refining prognostic accuracy and may guide personalized
treatment decisions in this subgroup of endometrial cancer patients.




Metastatic endometrial cancer with an

elusive preoperative diagnosis

Authors

Shalini Rajaram1, Lakhwinder Singh2, Trisha Chattoraj2, Devika Kamat2, Priyanka
Rajandran’

Professor and Program Lead MCh Gynecologic Oncology, Department of
Obstetrics and Gynecology, All India Institute of Medical Sciences, Rishikesh'

Mch Gynecologic Oncology Fellow, Department of Obstetrics and Gynecology, All
India Institute of Medical Sciences, Rishikesh?

Introduction

Endometrial cancer is one of the most common gynecological malignancies,
typically presenting in postmenopausal women with abnormal uterine bleeding,
allowing for early-stage diagnosis and management. However, a subset of tumors,
particularly those of high-grade histology such as uterine serous carcinoma (USC),
are characterized by an aggressive course, early dissemination, and atypical
presentations. USC accounts for approximately 10% of endometrial cancers but is
responsible for a disproportionate number of relapses and deaths due to its
propensity for early extrauterine spread, often in the absence of significant
myometrial invasion or obvious uterine symptoms——- . Diagnosis can be
challenging, particularly when imaging and biopsy findings are inconclusive. The
presence of malignant ascites and diffuse peritoneal involvement may mimic
advanced ovarian carcinoma or cancer of unknown primary origin. Here, we report
a rare and diagnostically challenging case of serous carcinoma confined to an
endometrial polyp presenting with malignant ascites, extensive peritoneal
metastasis, and deep vein thrombosis, without any prior uterine symptoms. The
case highlights the diagnostic dilemmas and underscores the importance of a
multidisciplinary approach, histopathological confirmation, and consideration of
USC in atypical metastatic presentations.

Case presentation

A postmenopausal woman in her 70s presented to the gynecologic oncology
outpatient department with complaints of dull-aching lower abdominal pain
progressing over two months, accompanied by abdominal distension, early satiety,
and loss of appetite. She also reported left lower limb pain and swelling extending
up to the mid-thigh. There was no history of postmenopausal bleeding, vaginal
discharge, or bowel/bladder disturbances. She had attained menopause 15 years
prior with an uneventful perimenopausal transition. Obstetric history included four
normal vaginal deliveries and tubal ligation, with three living children. There was no




history of comorbidities or familial malignancies. On examination, she had an ECOG
performance score of 1. General physical and systemic examination was
unremarkable, with no palpable lymphadenopathy. Abdominal examination
revealed distension with ascites but no palpable masses or organomegaly. Per
speculum findings were normal. Bimanual pelvic examination revealed a mobile,
enlarged uterus corresponding to 16 weeks' size; the pouch of Douglas was free with
normal rectal mucosa.

Ultrasound imaging revealed gross ascites and a hyperechoic myometrial lesion,
suggestive of leiomyoma. Doppler ultrasound of the lower limbs showed echogenic
thrombus in the left femoral vein extending to the left common iliac vein.
Therapeutic anticoagulation was initiated, and an IVC filter was placed. Diagnostic
paracentesis revealed malignant cells in the ascitic fluid after second tap. Tumor
markers showed CA-125 at 134 U/mL, CEA 0.35 ng/mL, and CA 199 at 8.3 U/mL.
Contrast-enhanced CT (CECT) of thorax, abdomen, and pelvis revealed a 9.6 x 10.6
x 96 cm peripherally enhancing lesion with internal hemorrhage and papillary
projections in the uterine fundus, with gross ascites and omental
thickening—suggestive of a possible malignant uterine tumor. Extensive DVT
involving the left femoral, iliac, and externaliliac veins was noted. Breast evaluation,
colonoscopy, and upper Gl endoscopy were unremarkable. An ultrasound-guided
biopsy of the uterine mass suggested a smooth muscle neoplasm favoring
leiomyoma. A subsequent ultrasound-guided omental biopsy was performed
which was also inconclusive and showed fibrofatty tissue with no malignant
changes. PET-CT showed a non-FDG-avid thyroid lesion and a bulky uterus with a
mildly FDG-avid (SUV max 7.5) uterine lesion. FDG-avid omental and mesenteric
thickening (SUV max 5.2) were seen with moderate to severe ascites.

Following a multidisciplinary tumor board discussion and in the absence of a
confirmed primary, the patient underwent exploratory laparotomy.
Intraoperatively, three litres of ascites were drained. The uterus was globular and 16
weeks in size, densely adherent to the bladder and lateral pelvic peritoneum.
Bilateral adnexa appeared normal. Omental caking and peritoneal deposits were
noted throughout the abdomen, including bowel serosa and mesentery (PCl score:
26). As complete cytoreduction was not feasible, a total hysterectomy with bilateral
salpingo-oophorectomy, total omentectomy and mesenteric biopsies was
performed. Frozen section of omentum revealed adenocarcinoma. The patient
recovered uneventfully postoperatively and continued therapeutic
thromboprophylaxis.

Final histopathology showed serous adenocarcinoma confined to an endometrial
polyp with lymphovascular space invasion (LVSI) but no myometrial invasion. Tumor
deposits were present on the surfaces of both ovaries, fallopian tubes, omentum,
and mesentery. Immunohistochemistry revealed PAX8 and p16 block positivity, p53
overexpression, focal WT1 positivity, weak ER positivity, MMR proficiency, and
Her2/Neu wildtype. A final diagnosis of Stage IVB primary serous carcinoma of an
endometrial polyp with ovarian, tubal, and peritoneal metastasis was made. The




patient was started on systemic chemotherapy with paclitaxel and carboplatin,
with treatment response assessment planned after three cycles.

Discussion

The above case highlights the challenges encountered in the preoperative
evaluation as highlighted in the case initially with final diagnosis of primary serous
carcinoma of endometrial polyp with extensive metastases and no myometrial
invasion. Atypical presentations can limit the diagnostic utility of standard
modalities. In our case, ascitic fluid cytology showed malignant cells, but extensive
serological, radiological, and pathological evaluations failed to reveal the primary
site of origin necessitating surgical exploration.

Diagnosing primary uterine serous carcinoma (USC) and distinguishing it from
serous carcinomas at other sites in the female genital tract—particularly ovarian
serous carcinoma (OSC)—can be challenging, especially in advanced cases with
multifocal involvement . USC often arises in an atrophic endometrium, frequently
originating from endometrial polyps, and may show extrauterine spread in >50%
even when the primary tumor is superficially invasive or confined to the
endometrium. Histologically, USC is characterized by papillary structures (with or
without fibrovascular cores), marked nuclear atypia, slit-like spaces, solid growth,
scant cytoplasm (occasionally abundant), frequent mitoses, and sometimes
psammoma bodies or cilia. These features may overlap with FIGO grade 3
endometrioid carcinoma, complicating diagnosis. On immunohistochemistry USC
typically shows strong p53 and p16é expression, PAX8, AE1/AE3, and CK7 positivity,
while itis usually negative or only focally positive for CK20, ER, PR, and WT1. Notably,
WT1is expressed in up to 97% of OSCs but only 20-49% of USCs, providing a useful
differentiator. Similarly, ER positivity is seen in approximately 64% of OSCs but only
1% of USCs. HER2/neu overexpression—demonstrated by strong, complete
membranous staining—is present in 16—62% of USCs and absent in OSCs and serous
carcinomas of other sites, offering another valuable diagnostic clue and potential
therapeutic target. According to TCGA, over 90% of USCs belong to the copy-
number high (serous-like) group with p53 mutations. Mismatch repair protein loss is
uncommon but seen in about 10% of cases . In synchronous endometrial and
ovarian tumors—common in disseminated disease—distinguishing primary site
relies on integrating morphology, immunophenotype, and clinical context. Despite
subtle differences, IHC markers like WT1, ER, and HER2/neu can aid in differentiating
USC from OSC when used in a comprehensive panel . This was also true in the
present case, where a combination of morphological features and an
immunohistochemical panel, including WT1, PAX8, p53, p16, ER, MMR proteins, and
HER2/neu was used to establish the diagnosis of primary USC.

The management of advanced or recurrent endometrial carcinoma has evolved
significantly in recent years with the incorporation of molecular classification,
revised staging system, and immunotherapy .




The Cancer Genome Atlas (TCGA) revolutionized the field by identifying four
molecular subtypes of endometrial carcinoma: copy-number high (serous-like),
copy-number low, microsatellite instability-high (MSI-H), and POLE-ultramutated.
The copy-number high group includes nearly all serous carcinomas and many FIGO
grade 3 endometrioid tumors, and is associated with TPS3 mutations, genomic
instability, and poor prognosis . The 2023 FIGO staging system, based on
ESGO/ESTRO/ESP guidelines, integrates histotype, lymphovascular space invasion
(LVSI), and molecular subtype to enhance prognostic accuracy and inform
treatment decisions . In advanced-stage disease, systemic therapy is the
cornerstone of treatment and would have been offered to this patient if
preoperative diagnosis was made. Surgery is reserved for cases where complete
macroscopic cytoreduction is feasible with acceptable morbidity or considered as
delayed cytoreduction in patients showing a favorable response to
chemotherapy .

Conclusion

This case highlights the diagnostic challenges of endometrial serous carcinoma
presenting with extensive metastases and no uterine symptoms such as bleeding.
Despite comprehensive imaging, tumor markers, and targeted biopsies, the
primary lesion remained undetected preoperatively. It underscores the limitations
of conventional diagnostic algorithms in atypical presentations and the pivotal role
of surgical exploration, histopathology, immunohistochemistry, and molecular
testing in establishing an accurate diagnosis. of molecular classification, revised
staging system, and immunotherapy.
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