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Methods

« 84 women were diagnosed with EH
without atypia and 72 women with
atypical EH between 2010 to Spring l
2021
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 Data was obtained from structured
notes from Rapid Access Clinics,
gynaecology outpatient follow-up
appointments, pathology results
and discharge summaries
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62% pre-2016 to 75% post-2016, with LNG-IUS uptake increasing from 35% to 49%.

* A further 16% received a hysterectomy pre-2016, and 9% received hysterectomy
post-2016.

 Reasons for declining LNG-IUS included attempting conception, pain concerns,
preferring to trial a watch and wait approach, and a history of breast cancer

 The proportion of women undergoing two 6-monthly biopsies (or one if attempting
conception) increased from 35% pre-2016 (n=31) to 68% so far post-2016 (n=37).

* The proportion attempting conception, therefore only requiring one negative
biopsy, may be higher than reported.

Atypical hyperplasia

* The median age at diagnosis was 53 (N=72): 73% of patients were obese (BMI>30),
at least 14% had T2DM and 38% were nulliparous.

 59/72 (82%) of women diagnosed with atypical EH both pre- and post-2016 have
been managed with a hysterectomy. 13/72 women have not.

* 41% of hysterectomy specimens analysed from patients diagnosed with atypical EH

\_ contained endometrial cancer at histology, consistent with previous findings? -

\_

Of the 9 women diagnosed post-2016 who initially declined a hysterectomy, 7 were
attempting fertility. Of these, 3 returned for hysterectomy and 4 are still being
followed up. 2 other women declining hysterectomy had received 3 or more

consecutive negative biopsies at the time of data collection.
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Conclusion

The proportion of women diaghosed with EH without atypia being managed with
LNG-IUS at ICHT has increased since the introduction of the guideline in 2016, and

endometrial surveillance with regular biopsies has increased

Further documentation of reasons for refusal of LNG-IUS may help address patient

concerns and increase uptake further in the future

The proportion with atypical EH receiving hysterectomies has remained high at
82%. Signposting from fertility services back to gynaecology follow-up may help to
further increase the proportion of women who are attempting conception to

eventually undergo hysterectomy.
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