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Table 1 Patients

Age mean + SD 55.4 £10.3
Range 29~84
Menopausal State
Premenopausal 15(25%)
Postmenopausal 45(75%)
Histology  Adenocarcinoma 58
Adenosquamouscarcinoma 2
Grade G1 26
G2 27
G3 5
Myometrial Invasion
(-) 11
<1/2 37
>1/2 12
Cervical Invasion
(=) 47
Endocervix 7
Stromal Invasion 6
Clinical Staging (FIGO 1988)
IA 10
IB 26
IC 4
IIA 3
IIB 1
MA 8
mcC 8
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Type I : Cystic Type IV : Massive

Table 2 Ultrasonic Diagnostic Equipments

Transabdominal Scanners and Probes

Aloka SSD 190 S 3.5 MHz Electronic convex type, sector scanner
Aloka SSD 620 3.5 MHz Electronic convex type, sector scanner
Aloka SSD 650 3.5 MHz Electronic convex type, sector scanner
Aloka SSD 650 CL 3.5 MHz Electronic convex type, sector scanner
YMS RT 3000 3.5 MH:z Electronic convex type, sector scanner
YMS RT 3600 3.5 MHz Electronic convex type, sector scanner
YMS RT 8000 3.5 MHz Electronic convex type, sector scanner
Transvaginal Scanners and Probes

B&K Type 1846 7 MHz Mechanical sector scanner

B&K Type 8537 7 MHz Mechanical sector scanner

Luketoron-Sonovista SLC 56,7.5 MHz Mechanical sector scanner

Aloka SSD 620 5 MHz Electronic convex type, sector scanner
Aloka SSD 650 CL 5 MHz Electronic convex type, sector scanner
YMS RT 3000 5 MHz Electronic convex type, sector scanner
YMS RT 3600 5 MHz' Electronic convex type, sector scanner

Table 3 Diagnostic Criteria

Lesion recognized as carcinoma in uterine body

high echoic area b
Myometrial invasion . a
M 0 : No myometrial invasion

smooth contour of the lesion
no thinning of myometrium

M 1 : Superficial myomerial invasion (£1/2)
rough contour of the lesion or
thinning of myometrium
a/b = and a = 0.5cm

M 2 : Deep myometrial invasion (> 1/2) a . Minimum width of intact myometrium
rough contour of the lesion or b : Maximum width of intact myometrium
thinning of myometrium
a/b < 1/2 or a < 0.5cm

Lesion recognized as cervical invasion
high echoic area in uterine body is extent to the cervix
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Table 4 Comparison of the Echo Pattern in each Sonogram

Transvaginal Scan

Transabdominal - - - - total
Scan I © anechoic II : linear Il : cystic V ! massive

I : anechoic 1 4 1 6 12(20.0%)

Il : linear 0 2 1 6 9(15.0%)

1 © cystic 0 0 4 2 6(10.0%)

WV : massive 0 1 3 29 33(55.0%)
Total 1(1.7%) 7(11.7%) 9(15.0%) 43(71.7%) 60(100.0%)

Table 5 Comparison of Image Quality in Each

Sonogram
Cases
TV better 53 (88.3%)
TA better 2 (3.3%)
TV&TA equal 5 (8.3%)
Total 60 (100.0%)

TV ! transvaginal scan
TA ! transabdominal scan

Table 6 Comparison of the results in diagnosing
the myometrial invasion with each
image

TA TV
() (=) ) (=)

Pathological Findings
Mpyometrial Invasion (+) 35 14(9) 47 2

Myometrial Invasion (—) 4 7(3) 5 6(1)
Accuracy 70.0% 88.3%
Sensitivity 71.4% 95.9%
Specificity 63.6% 54.5%
Positive predictive value 89.7% 90.4%
Negative predictive value 33.3% 75.0%

TA : transabdominal scan, TV : transvaginal scan
() :cases with anechoic pattern (typeI)

a—3#%, Table 3Ic/RL727 74T ) TicHiE
S>THELTC, FTEAGRRENEELRED
FHil, EERREOFEDFMEZ T HHTFEN
MR R & e L7, 272, BIEEZE-
RIEEENTBERMBEIC & > THLNHE
B2BETFEOREN IR & st L Eif% - B
HEROHMEENEL ZHEL 2. LB
BIRRETIE xR TE, Fisher N E#HESREE, Scheffé

Fig. 2 (62 y. o. Endometrial carcinoma I A G2
stage)
Transabdominal longitudinal sonogram
showing no myometrial invasion as mas-
sive high echoic area with smooth con-
tour and no thinning of the myometrium.

@ multiple comparison test!V % v 72,
MR & R

BEEE L BEEEN " EBEOBTENEE
2 & 2 FERP RO 23— 57— 2/NEOD
SR> T4 B 72 (Table 4), FE
A RIBICHE & N TRz a—ry—>
DA b v Type I 2R EEZE TI320.0%l12 %
L, BEEENL.T% & T Fisher nE#:
LI L DAETFIZE» -7 (p <0.01).

F 72, BIEEZE T3 Typelll, NV 2534&4ko86.7
%, REEETE.0%THN, BEEETIETF
BREDRROBBEIEMEEZE X HRTRET
ThH-72(p <0.05), DWTHEFENRED
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Fig. 3 (52 y. o. Endometrial carcinoma IIA G2
stage)
Transvainal coronl sonogram showing
superficial myometrial invasion as mas-
sive high echoic area with rough con-
tour. Minimum width of intact
myometrium was 8mm (between arrow
heads), and maximum width of intact
myometrium was 13mm (between
arrows).

Table 7 Comparison of the Results in Diagnos-
ing the Depth of Myometrian Invasion

Pathological TA vV
Myometrial Invasion MOM1IM?2 MOM1M2
Mo 73 2 2 61 5 0
M1 127) 23 2 2 34 1
M2 22 3 7 0 1 11
Correct diagnostic rate 61.7% 85.0%
Over diagnostic rate 10.0% 10.0%
Under diagnostic rate 28.3% 5.0%

TA ! transabdominal scan, TV : transvaginal scan
M0 : No myometrial invasion

M1 : Superficial myometrial invasion (< 1/2)
M2 : Deep myometrial invasion (> 1/2)

() : cases with anechoic pattern (type 1)

AR & i L 72 B 0813 Table 5 12/R
L7z &) IcREEEY BiF i iEBH88.3% & %
(, BREEEIRTFLENL 26, 3.3%IcT &
eh o7z,
FEAGBREOEEICHETIREEE LR
MEREZIC & 5 il 2 70 T2 0 MEBFEARER
R LB L7255 % Table 6 i2RL 72, HER
WK ECHME L 723854, BIEFMEE, FRIE

/A

Table 8 Comparison of the results of mesure-
ment with each image

Thickness of Intact Myometrium (mm)

Pathological

Myometrial Invasion TA TV
MO 10.4£5.1 10.6 £ 3.5
M1 10.5+ 2.8 9.9+3.4
M2 57%x1.9 4.3+1.7

(mean + S. D.)

Thickness of Endometrial Carcinoma
(high echoic area) (mm)

Pathological

Myometrial Invasion TA TV
MO 11.8 £ 6.8 9.1x7.5
M1 12.8 £ 8.2 13.0 £ 6.7
M2 20.6 + 8.4 23.0+ 8.6

TA :transbdominal scan, TV : transvaginal scan
M0 : No myometrial invasion

M1 : Superficial myometrial invasion (= 1/2)

M 2 : Deep myometrial invasion (> 1/2)

Fig. 4 (61 y. o. Endometrial carcinoma IIC G2
stage)
Transvaginal coronal sonogram show-
ing deep myovetrial invasion as large
massive high echoic area with rough
contour and thinning of myometrium.
Minimum width of intact myometrium
was 4mn (between arrow heads).

LR, BRIELHEIIREEZE T88.3%, 95.9%,
54.5%, BEEETE2T70.0%, 71.4%, 63.6
%THN, HBREREOFENFEIZ BT,
WREZEZRE, WL IR EEEIREE
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ELVENTW, HEEBEOESICEL TR
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FOHERMELLE (MO, Figure 2), 1/
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%Iz L THEBIRE,» > (p <0.01).
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SRR OR/AMER BT 2 & Table 8 I2R{T @Y
T& -7z, Scheffé ¢ multiple comparison
test'Vic k), BT a—BHEITII M2#LE
fthod 2 BEMIC BB AR, BiEEEILIC p <0.01
DEBRETHEEEVBD LN, 72, REFLE
BEHRBOR/IMETIE M 2 B LMo 2 BRI, &
BEZETp <0.05, BIEEETp <0.010EHR
ETHENERZDH LN,

EERREICBL TIEERRIcE TR T a—
B R854 (Figure 5) IcEHRREH Y &
L7z, BIEFHEE, AWIERE, MFIELEL

Fig. 5 (61 y. o. Endometrial carcinoma IIC G2
stage)
Transabdominal longitudinal sonogram
showing cervical invasion as high echoic
area in the lower uterine body extent
into the cervix (arrow head).
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Table 9 Comparison of the results in diagnosing
the cervical invasion with each image

TA TV
Pathological Findings (+) (=) (+) (=)
Cervical Invasion (+) 6 7 12 1
Cervicallnvasion (—) 0 47 2 45
Accuracy 88.3% 95.0%
Sensitivity 53.8% 92.3%
Specificity 100 % 95.7%
Positive predictive value 100 % 85.7%
Negative predictive value 87.0% 97.8%

TA : transabdominal scan, TV : transvaginal scan
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The usefulness of ultrasonography in endometrial carcinoma :
Particularly comparing transabdominal and transvaginal ultrasonography
Hirotaka ToMOKUNI
Department of Obstetrics and Gynecology,

Okayara University Medical School,

Okayama 700, Japan
(Director : Prof. K. Sekiba)

Between April, 1986 and March, 1991, 60 patients who underwent surgical treatment for
endometrial carcinoma at the Department of Obstetrics and Gynecology, Okayama University
Hospital, were preoperatively examined by transvaginal ultrasonography (TV) and trans-
abdominal ultrasonography (TA). The findings obtained were compared with the pathological
findings to determine their usefulness in evaluating myometrial invasion and cervical invasion
of endometrial carcinoma.

Sensitivity of the lesion was 98.3% by TV and 80.0% by TA (p<0.01). Accuracy of the
presence of myometrial invasion was 88.3% by TV and 70.0% by TA. Moreover, in evaluating
the depth of myometrial invasion in three degrees (MO : Tumor limited to endometrium, Ml
: Invasion to <1/2 myometrium, and M2 : Invasion>1/2 myometrium), the accuracy was 85.0%
by TV and 61.7% by TA (p<0.01). In regard to the minimum width of the intact myometrium
and the thickness of the high echoic area measured by each method, significant differences
were observed between the M2-group and the other two groups by the two methods. These
p-values in TV were more significant than those in TA. In evaluating the presence of cervical
invasion, the accuracy was 95.09% by TV, while 88.3% by TA.

Thus TV was found to be more useful than TA in the evaluation of both myometrial invasion

and cervical invasion.



