
Correlation between pre-operative and final histological 
diagnosis of endometrial carcinomas in NHS Grampian

Objectives
The aim of this study was to assess the concordance between pre-operative
endometrial biopsy diagnosis with the final histological diagnosis in women
undergoinga hysterectomyfor endometrialcarcinomain our HealthBoard.

Material and methods
A retrospective analysis was made of all patients with a biopsy of endometrial 
carcinomaandsubsequenthysterectomyresection receivedin our departmentover 
2 years (2019 and 2020). There were 153 biopsies with a diagnosis of endometrial 
carcinoma. Eight of these cases did not undergo surgical resection (due to receiving 
adjuvant treatment or due to patient co-morbidities preventing surgery). A further 
threecasesshowedno residualmalignancyon resection(one of thesecasesdue
to complete pathological response to neo-adjuvant treatment). And five cases 
diagnosedmalignancybutdue to sub-optimalspecimen or complicatedhistological 
features it was not possible to subtype the malignancy. Thus there was a total of 137 
cases in which to compare histological subtype and FIGO grade in the biopsy and 
subsequenthysterectomy.

Results
Full concordance between biopsy and hysterectomy diagnosis was achieved in 
108 of the total 137 cases (78.9%). Results table 1 shows concordance divided by 
subclassification of diagnosis.Results table2 showsthe sub-divisionof type I and 
typeII carcinomadiagnoses.
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Diagnosis
No of times
diagnosis  made
on biopsy

No of times diagnosis
made on  subsequent
resection

Concordance between biopsy  
and resection diagnosis (%)

Grade 1 endometroid 53 43 81.1

Grade 2 endometroid 48 32 66.7

Grade 3 endometroid 16 11 68.8

Serous carcinoma 12 11 91.6

Clear cell carcinoma 4 4 100

Carcinosarcoma 4 4 100

FIGO grade 3  
carcinomas (including  
grade 3 endometroid)

36 33 91.7

Results table 1. Assessment of concordance of biopsy with
resection diagnosis sub-divided by histological and grade subtype.

Diagnosis
No of times
diagnosis  
made on biopsy

No of times diagnosis
made on  subsequent
resection

Concordance between biopsy  
and resection diagnosis (%)

Type I carcinoma 117 115 98.3

Type II carcinoma 20 20 100

Resultstable 2. Assessment of concordance of biopsy with resectiondiagnosissub-divided
into type I and type II tumours.

Of the 29 discordant cases, 20 cases were an increase in grade (11 cases increase from G1E 
to G2E, 8 cases increased from G2E to G3E, and a G2E increased to carcinosarcoma (grade 
3).). Two caseschangedsubtypebutnot FIGO grade(a changefrom G3E to carcinosarcoma 
anda serouscarcinomato carcinosarcoma). There were 7 caseswitha decrease in grade;6 
G2E to G1E andone G3E to G2E. The most clinically importantchangesarethe changefrom 
grade 2 to grade 3 as this would affect the surgery the patient is offered and this occurred
on 9 occasions.

On review of the 9 cases which were upgraded from grade 2 to 3, 7 were due to under-
representation of components in the biopsy (1 with the sarcomatous component not 
represented and 5 with inadequate representation of solid areas in the biopsy). Of the 
remaining 3 cases, on review, 2 were considered to remain grade 2 but high stage on 
resection. The third was an unusual tumour which morphologically was grade 2 but had 
beenupgradedon the basisof very extensivelymphovascular space invasionshowinghigh
gradenucleiandclearcell change.

Discussion
Our overall discordance of 78.9% compares favourably to concordance rates published 
from other centres, eg 60.75%3, and 64.5 %4.We show 100% concordance with type II 
carcinomas, which probably reflects a combination of increased awareness around the 
histology of these tumours, the specificity of immunohistochemistry, and subspecialist 
reporting in our department. We also show strong concordance with G1E (81.1%) which 
represent a relatively easy diagnosis with, by definition, uniformity of the glandular 
architecture. In our department the poorest concordance is with G2E and G3E carcinoma. 
We reviewed all the reports where there was a discordance, and the histology of cases 
witha clinicallysignificant difference ingradebetweenthe biopsyandresectionspecimen 
(ie grade2 to grade3 carcinomas).Our analysisshowsthe mainreasonfor discordance
is samplingin the biopsy (70%). Discordance in these casesis not surprising giventhat a
biopsy often represents superficial sampling of a larger malignancy, in which the  
deeperaspectsof the tumourare oftenhistologicallymore aggressive.Additionally, for 
carcinosarcoma, the dediffentiated, sarcomatous element may be very focal. Figure 1 
shows photographs taken of two of our reviewed cases where the biopsy lacked 
adequate representation of the carcinoma thus the diagnosis was changed after 
subsequent resection.

In our department when there is a discordance the original endometrial biopsy histology is 
reviewedalongsidethe resectionhistologyand a commentmadein the report; oftenstating 
the relative changein solidarchitecturein the resectioncomparedto the initialbiopsy.

Conclusion
Overall, our team of 4 gynaecological pathologists achieved good (76.6%) concordance 
between endometrial biopsy and hysterectomy grade, with very good concordance for 
recognitionof FIGO grade3 tumours (91.7%) and,encouragingly,100% concordancewith 
type II carcinomas. Nonetheless, clinicians (gynaecologists and oncologists) need to be 
aware that the biopsyhistologyis not 100% predictivefor resectionhistology.

Reference
1.Cree I. 2020, WHO classification of tumour series; female genital tumours. 5th edition. Lyon: International Agency for Research on Cancer.
2.Bokhman 1983, ‘Two pathogenetic types of endometrial carcinoma’, Gynaecology Oncology, vol. 15, no. 1, pp 10-17.
3.Batista TP 2016, ‘Accuracy of preoperative endometrial sampling diagnosis for predicting the final pathology grading in uterine 
endometrioid carcinoma’ Europeanjournal of surgical oncology, vol. 42, no. 9, pp. 1367-1371.
4.Mitchard J 2003, ‘Concordance of FIGO grade of endometrial adenocarcinomas in biopsy and hysterectomy specimens’ Histopathology, 
vol. 42, no. 4, pp. 372-378.

Introduction
Endometrial cancer is the sixth most commonly diagnosed cancer in women and 
the secondmost commonly diagnosedfemalegenitalorgancancer1. It is diagnosed 
and subclassified on the basis of morphology using the FIGO (The International 
Federation of Gynecology and Obstetrics) classification, and according to Bokhman, 
splits intotwo broadpathogenetictypes2. TypeI tumours, the most common, are
endometrioidendometrialcarcinomas,furthersub-dividedon morphology intoFIGO 
grade 1 endometrioid carcinoma (G1E) with less than 5% solid architecture, FIGO 
grade 2 endometrioid carcinoma (G2E) with between 5 and 50% solid architecture 
andFIGO grade3 endometrioidcarcinoma (G3E) withover 50% solidarchitecture.
The presence of diffuse (over 50%) high grade nuclei also raises the grade by 1. 
Bokhman’s second sub-division is of type II tumours which are non-endometrioid 
and include serouscarcinoma,clearcell carcinomaandcarcinosarcoma. All type II 
tumoursare regardedas FIGO grade3 carcinomas.

The diagnosisof endometrialcarcinoma is usuallymadeon an endometrialbiopsy. 
The main first treatment option is surgical with hysterectomy and consideration of 
pelvic lymph node sampling for high grade or high stage carcinomas, with possible 
post-surgical chemotherapy and/or radiotherapy dependent on the histological 
resection findings. The endometrial biopsy diagnosis, alongside imaging findings, 
helpsto determinethe operativetreatmentandspecificallywhetherlymph
node dissection is undertaken. Lymph node sampling is considered for ‘high 
risk’ carcinomas.Therefore the biopsy is significant in guiding individualpatient
options. This study was undertaken to assess concordance between pre-operative 
endometrial biopsy diagnosis with the final histological diagnosis in women 
undergoinga hysterectomy, andto identifythe reasonfor non-concordancein those 
high risk cases for which the resection diagnosis was higher grade than the initial 
biopsy,thuspotentiallyalteringthe surgicaldecision.

Figure1. Photographs of two caseswhere diagnosischanged upon resection. Figure 
1a shows a biopsy sampling G2E and figure 1b shows a photograph from the 
subsequentresectionshowingan area of carcinosarcoma. Figure1c shows a biopsy 
sampling G2E and figure 1d shows a photograph from the subsequent resection 
showing a solid area of carcinoma; overall the resection was graded as G3E. 
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