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LEARNING OBJECTIVES

1. Review the etiology and risk factors for
endometrial cancer;

2. Understand the historical data/outcomes for
chemotherapy and radiation in advanced
endometrial cancer;

3. Debate the data to omit or add radiation;
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LEADING SITES OF NEW CANCER CASES AND DEATHS IN US WOMEN-2023

Breast 29T790 3% ® Uterine corpus cancer has been

L.u*u_:',& :‘-I'"_-Ijl: Mils _Ell:l.'!'Ell:l 13.-3‘21 . . 20/ . d
Colon & rectum 1,160 &% INncreasing o per year in women under
Melanoma ofthe skin a0 50 and 1% per year for women over 50
T RS e ° Mortality continues to increase since
Famcreas 30,920 3% - 0 :

Koy & renal pelis o o 1990 with a 0.7% annual increase from
Leukemia 23,940 3% 20106-2020

All sites 048,000

® 70% due to excess body weight and

Female

Lung & beonches 0810 21% inadequate exercise

Braast 43 170 15%: i : ok

Colon & rectum 4080 &% ® Profound racial disparities

Famcreas 23 930 St ; . ! . ; g
Ovary 13,2970 =t ® Five-year survival 84% in non-Hispanic White vs.
Uterine corpus 13,030 5%, 64% in Non-Hispanic black

Liver & intrahepatic bile duct 10,380 A% y o E

Leuskamia 9.810 3 ® Advanced stage at presentation 44% in non-
Non-Hodgkin lymphama 8,400 3% Hispanic White vs. 29% in Non-Hispanic black
Brain & other mervoLs SpEREm T.970 30

Al sites 287,740

American Cancer Society Cancer Facts & Figures 2023
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CASE PRESENTATION

« Ms. Xis a 72 year-old patient who underwent a robotic assisted TLH/BSO and
sentinel node dissection for a grade 3 endometrioid endometrial cancer. Final
pathology showed a positive node and disease in the ovary and the tumor is MMR
deficient. No other disease on imaging. Your treatment recommendation is which
of the following?

A. Vaginal brachytherapy

External beam radiation therapy

Chemoradiation with cisplatin

Paclitaxel/carboplatin

Paclitaxel/carboplatin and radiation of some flavor
Paclitaxel/carboplatin and PDL-1 inhibitor

No freaking idea (or something else TBD after this debate)

WINSHIP CANCER INSTITUTE OF EMORY UNIVERSITY NCI Designated Comprehensive Cancer Center 5
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ENDOMETRIAL CANCER INITIAL TREATMENT OPTIONS

» 3Surgery

« Radiation

* Chemotherapy”

Surgery: A chance to
*Includes standard cytotoxic chemotherapy, s¢ery

hormones, targeted therapy, immunotherapy cut is a chance to cure
etc.
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History of Management of Endometrial Cancer: Journey From
Prognostic to Predictive Markers

Grade, subtype, depth of myometrial invasion, cervical LEN-PEM for MSS
involvement, tumor size, LVSI, and lymph node status ‘ Amount of LVSI ‘
TCGA: 4
GOG 122: subgroups Eg_ﬂ'EC-&
identified oF pus
Chemo better ASTEC and : GOG-86P:
than RT italian LNE:pials bevacizumab GOG-258:
Hyst + RT uestion value may have NO RT for stage III/IV
for Min. invasive q f LND S efficacy in
nearly all surgery ° NLs p53 mut

1900-1910 2000s

2008-2009 2013
1988

Genetics HER2 predicts
GOG 33: MMR testing CTTN, p53, L1CAM, ER, PR, ’
tor Lvnch of type | and TP53 HE4. CA 125 benefit from POLE
Lymph nodes or Lync Il EC ’ ’ tic: trastuzumab de-escalation
suggested prognoslic,
Fertility-sparing >2200 p“izzn :ﬁgg markers | [ \IMRD predicts p53 WT
therapies G1/2 benefit from CPI NSMP de-esc

Courtesy of Matthew A Powell, MD
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Mational

comprehensive NCCN Guidelines Version 2.2023 NCCNSE:S%PS? Inctex
NCCN ﬁg{‘ﬁg[k Endometrial Carcinoma ST

PRINCIPLES OF MOLECULAR ANALYSIS

FIGURE 1: PATHOLOGY AND GENOMICS IN ENDOMETRIAL CARCINOMA
(The decision to use molecular testing/classification depends on the availability of resources and the multidisciplinary team of each center)’:9

POLE sequencing

No POLE hotspot mu:V \OLE hotspot mutation

DNA MMR protein

immunohistochemistry POLE

Expression lost Expression retained

p53 immunohistochemistry

Normal/Wild-type MV \Ahlﬂﬂ"m““m pattern

MSI-H Copy number-low Copy number-high

f Adapted with permission from Murali R, Delair DF, Bean SM, et al. Evolving roles of histologic evaluation and molecular/genomic profiling in the management of
endometrial cancer. J Nat Compr Canc Netw 2018;16:201-209.
9 Diagnostic algorithm for integrated genomic-pathologic classification of endometrial carcinomas.
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TYPES OF ENDOMETRIAL CANCER:
BEYOND BASIC HISTOLOGY

Endometrial cancer sequencing with the  Further Classifications (PORTEC)
TCGA identified 4 molecular subtypes

1. POLE (polymerase epsilon) ultra- 1. DNA POLE (polymerase epsilon)
mutated - BEST clinical prognosis
BEST clinical prognosis 2 MMR deficient
2. Microsatellite High Akin to MS|--intermediate prognosis
intermediate prognosis 3. P53 abnormal®
3. Copyggfimbelggigh™ (80 mggaig) . Copy number high-WORST clinical prognosis
. WORST clinical prognosis 4. P53 wildtype
4. JESOPY number IO.W ; : _ . Copy number low—intermediate prognosis
Associated with intermediate prognosis 5. No specific molecular subtype (NSMP)

Associated with intermediate prognosis
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ARTICLE oPEN

doi:10.1038/nature12113

Integrated genomic characterization of
endometrial carcinoma

The Cancer Genome Atlas Research Network*

B
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407 Log-rank p=0-02

Progression-free survival (%)

204 — POLE (ultramutated)

—— MSI (hypermutated)

—— Copy-number low (endometrioid)

~— Copy-number high (serous-like)

0 T T T T T T

0 20 40 60 80 100 120
Months

Kandoth C, Schultz N, Cherniack AD, et al. Integrated genomic
characterization of endometrial carcinoma. Nature.
2013;497(7447):67-73.

*A
POLE MSI Copy-number Copy-number
ultramutated hypermutated  low, MSS high, serous-like
Mutation load _
Somatic copy number
alterations load
Histology Endometrioid Endometrioid Endometrioid Serous and
endometrioid
Grade OooOm COOm OO0 O
PI3K alterations
KRAS mutation
TP53 mutation 35% 5% 1% >90%
Prognosis Excellent Intermediate Intermediate Poor




National

comprehensive NCCN Guidelines Version 2.2023

el Larcer Endometrial Carcinoma
etwork

All staging in guideline is based on updated FIGO staging. (See ST-1)

CLINICAL FINDINGS ADJUVANT TREATMENTS:"
(Endometrioid Histology)?

Of note, about 50% of endometrial cancer are advanced stage
at diagnosis with 5 year survival rates of 10-19% *

Systemic therapy
+ EBRT®
+ vaginal brachytherapy®

Surgically staged®: .
Stage IlI, IV™

*Rubenstein M et al. Gynecol Oncol 167:540-6, 2022 S-Combination therapy depends on assessment of both
locoregional and distant metastatic risk. Consider
combination therapy for stage IlIB and IlIC disease.

WINSHIP CANCER INSTITUTE OF EMORY UNIVERSITY
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Network®

National . . . b
comprehensive NCCN Guidelines Version 2.2023 NCCN Guidelines Index

Table of Contents

leley Cancer Endometrial Carcinoma Discussion

SYSTEMIC THERAPY FOR ENDOMETRIAL CARCINOMA

Primary or Adjuvant Therapy (Stage |-1V)

Chemoradiation Therapy

Systemic Therapy

Preferred Regimens
« Cisplatin plus RT followed by carboplatin/paclitaxel-2

Preferred Regimens
« Carboplatin/paclitaxel®

. Carbnplatmfpac:lltaxalfpamhrnllzumah (for stage llI-IV tumors, except for
carcinosarcoma) (category 1)3.b4

» Carboplatin l!:ﬁl-::I|tElJn:izrIjl'n:ln:m.v..tzlrlmml::u gxly (for stage lll-IV tumors)
(category 1)

. Carbnplatm}paclltammraslu:umah (for stage IV HER2-positive uterine
serous carcinoma)de.

. Carhnplatm}paclltaxalftraslu:umah (for stage IV HER2-positive
carcinosarcoma) (category 2B)d.e8

WINSHIP CANCER INSTITUTE OF EMORY UNIVERSITY
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ADJUVANT SYSTEMIC TREATMENT FOLLOWING SURGERY

 Surveillance for early stage and low-grade cancers

* Adjuvant chemotherapy for high grade/stage

- First SURVIVAL advantage for chemotherapy over radiation seen with
doxorubicin/cisplatin in GOG 122

- Paclitaxel/carboplatin shown to be equivalent and less toxic
- Addition/approval of trastuzumab for Her-2- neu positive serous cancers

* Two groundbreaking Phase lll trials published 3/27/23 with marked
Improvement with addition of PDL-1 inhibitors to chemo: NRG GY 18
and RUBY trials




NRG GYN 18: PACLITAXEL/CARBOPLATIN +/- PEMBROLIZUMAB

A dMMR Cohort

Probability of Progression-free Survival

No. at Risk

Paclitaxel-carboplatin+
pembrolizumab

Paclitaxel-carboplatin+
placebo

1.0+ Median
0.9 * Progression-
0.8 T Paclitaxel-carboplatin+ No. of N‘?* of free Survival
. ", pembrolizumab Events Patients (95% ClI)
0.7 +H-|-+ + o H + + mo
0.6 + Paclitaxel-Carboplatin+ 26 112 NR (30.6-NR)
0.5 Pembrolizumab
0.4- Paclitaxel-Carboplatin+ 59 113 7.6 (6.4-9.9)
0.3 Placebo
- Paclitaxeb-carboplatin+ Hazard ratio for disease progression
0.2 placebo or death, 0.30 (95% CI, 0.19-0.48)
0.1
0.0 T T T T T T
0 & 12 128 24 30 36
Months
B pMMR Cohort
112 &0 44 22 9 8 2 TE‘ ISIE Y
g 0.9
113 62 24 g 4 2 0 : 0.5
@
= 0.7+
5
w06 Paclitaxel-Carboplatin+
4 psd N, Pacli : Pembrolizumab
B ey aclitaxel-carboplatin+
2 (.4 ¥ pembrolizumab Paclitaxel-Carboplatin+
b e * Placebo
[=} 0.3 o
.
2 024
E 0.14 Paclitaxel-carboplatin+
o placebo
a 00 T | T | | |
0 & 12 18 24 30 36
Months
No. at Risk
Paclitaxel-carboplatin+ 290 150 45 20 7 3 0
pembrolizumab
Paclitaxel-carboplatin+ 292 129 i3 10 2 1 0

WINSHIP CANCER INSTITUTE OF EMORY UNIVERSITY

placebo

Median
Progression-
No.of MNo.of free Survival

Events Patients [95% Cl)
mo
89 200 13.1 (10.5-18.8)
133 202 BT (8.4-10.7)

Stratified hazard ratio for disease
progression or death, 0.54
(95% CI, 0.41-0.71)

NCI Designated Comprehensive Cancer Center
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RUBY TRIAL: PACLITAXEL/CARBOPLATIN +/- DOSTARLIMAB

A dMMR-MSI-H Population C pMMB-MSS Population
_ ooy . . 10—y ' '
£ o H 1\ Hazard ratio, 028 [95% C1, 0. 160,50} F o E: . 1 Hazard ratio, 0.76 [$5% C1, 0.58-0.98)
— 1 1 il it 1
3 | | Pl.001 5w |
; T+ ! Dastardimab group ! E T i 1
W B0 ! Y & & : i
B oso i | 1.4 [95% C1, 46.3—73 4} 2 |
S i [ e B g S0 I Dostarlimab growp
5 M £ din ' | 284 (855 OI, 21.2-36.0)
ﬁ ;_L: : Placeba group i E 3 | LA
& 10 : e + + t 'rnil 204 | Placebo group ey . ot :
1 1 1 1
- . ' 1 15.7 [95% C1, 7.2-27.0) & 10+ | | 18.& (95% C1, 12.8-35.7)
T T T T T T T T T T T T T T T T T T 1 1 1 _ _
i A o 7 1 1 1 il y ) . 7 ] 17 1 o 1 1 1 1 I 1 1 I I 1 1 I 1 I I I 1 I 1
v R S R R 6 2 4 & & 10 12 14 16 1§ 20 22 24 26 I 3o 32 34 36 38
Months since Randomization
' Maonths since Randomization
Mo. 3t Risk .
Dostadlimabgroup 53 48 44 39 34 31 30 2 2& 27 35 19 13 & 8 4 1 @ No. at Risk e . o i
:||:|DE':|ID group 65 57 54 34 76 14 17 17 11 K 8 7 4 k| 3 7 1 o _,n:':1ar||rna|:| group 192 172 153 118 A6 74 [ &1 56 51 41 33 21 is 15 8 1
Placebo group 184 162 146 110 77 60 47 45 3 ¥ 3 25 16 11 1o 3 1 1 1 o
Mo, of Events
Dostadlimabgrup © 3 & 10 15 17 1& 18 19 13 15 19 19 1 13 19 19 19 No. of Events
Placsbo group O 4 7 3 37 41 41 41 44 5 46 47T A& & AT AT &7 47 Destarimabgreup @ 9 10 45 65 86 92 24 99 183 108 109 112 113 D13 114 115 116
Placebo group O 10 22 53 83 100 112 114 122 124 134 135 128 179 129 130 130 130 130 130
B owerall Population
_ ]&l—l—n‘_‘_ | |
F o | | Hazard ratio, 064 [35% O, 0.51-0.80)
S 1 1 -1
1! B : : P01
T T i i
1 1
I : _ :
& s (. Dostarlimab group | 36.1(95% I, 29.3-42.9)
E | v
E 30+ 1
- ! — |
- 1 ! Placebo growp TR, Tt t i i
& ! | 121 [95% 1, 13.0-23.9)
Ly T T T T T t T T T T T t T T T T T T 1
0 2 4 6 & 10 12 14 16 15 20 I 24 26 I3 0 I 34 36 33
Months since Randomization
Mo. at Risk
Dostarlimabgroup 245 220 197 IS7 130 105 O o0 & 78 66 50 3 13 17 I3 1 O
Placzbo group 249 219 200 144 103 T4 39 57 45 42 39 3 o 14 1305 2 1 1 @
Mo. of Events
Dostarimabgroup  © 12 25 55 80 103 110 113 118 122 137 128 131 132 132 133 134 135
Placzbo group @ 14 20 77 115 141 155 157 166 170 170 172 175 176 W76 177 177 177 177 177
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ONLY CHEMOTHERAPY HAS EVER PROVEN SURVIVAL
BENEFIT IN ENDOMETRIAL CANCER

» Vast majority (80%) of advanced endometrial cancer won't

have regional/local recurrence and won't derive any benefit
from radiation

» Survival is unchanged with addition of radiation
» Costs of radiation are not insignificant
* Actual monetary costs

* Time: 4-5 weeks of daily treatment
»  Side effects




ROLE FOR ADJUVANT
RADIATION IN ADVANCED
ENDOMETRIAL CANCER?

WINSHIP CANCER INSTITUTE OF EMORY UNIVERSITY NCI Designated Comprehensive Cancer Center 17



WHAT IS PELVIC RADIATION THERAPY (RT)?

IMRT

WINSHIP CANCER INSTITUTE OF EMORY UNIVERSITY

Intensity-modulated radiation (IMRT) is standard of
care

*Standard fractionation: 45Gy/25 fractions (5 weeks)

*Toxicity
 Acute: fatigue, diarrhea, dysuria, abdominal
pain/cramping, incontinence, cytopenias.
* Late: vaginal stenosis, changes in
bowel/urinary habits, incontinence (£10%).

NCI Designated Comprehensive Cancer Center
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PATIENT REPORTED OUTCOMES WITH PELVIC RT (RTOG 1203)

Severe (G3+) diarrhea Severe (G3+)fecal incontinence
60 —— IMRT, diarrhea 60 4 —— IMRT, bowel frequency
% v 4-field RT, diarchea | | | e 4-field RT, bowel frequency
50 4 50 - — |[MRT, bowel interference
S e 4-field RT, bowel interference
= 40 == 40-
n ”
= 30 E a4
@ =
® ®
o 20 - % a 204
10 10 -
— e
0 et g mesaaaLt iRt o -
Pre-RT Week b 4-6 weeks 1 year 3 years Pre-RT Week 5 4-6 weeks 1 year 3 years
of RT post-RT post-RT post-RT of RT post-RT post-RT post-RT
Time Point Time Point

Yeung et al JCO 2020.

NCI Designated Comprehensive Cancer Center 19
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EVOLUTION OF RT IN ADVANCED ENDOMETRIAL CANCER

US Standard of Care: European Standard of Care:
Chemotherapy alone ~ WPRT alone
GOG 122 Randall et al 2006 Italian Study Maggi et al 2006

JGOG 2033 Susumu et al 2008

W3 P74

Regional recurrences - 20% Distant recurrence ~25-30%

WINSHIP CANCER INSTITUTE OF EMORY UNIVERSITY NCI Designated Comprehensive Cancer Center 20




RT IN ADVANCED ENDOMETRIAL CANCER

Eligibility: Eligibility:
- Stage llI-IVA -Stage IA G3 with LVSI; Stage IB G3
- Stage I-Il serious or clear cell AND -Stage II-IlIC EC
positive peritoneal histology (<5%) -Stage IA-Ill serous or clear-cell histology (25%)
- < 2cm residual disease -s/p TAH/BSO, LND optional (58%)

- s/p TAH/BSO, LND optional (94%)

Arm 1: Concurrent CRT (cisplatin) = Adjuvant chemo (Carbo/Taxol x 4c)

Experimental

Arm 2: Chemo Alone RT alone
Standar (Carbo/Taxol g3wks x 6c¢) (48.6Gy/27 Fxs +/- VBT)

NCI Designated Comprehensive Cancer Center 21
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GOG 258 RESULTS

1.0+
o 09-
o=
§ 0.8 Chemoradiotherapy
£ 07-
=
g os- Chemoth |
. . . emotherapy on
* No difference in RFS or OS, no subgroup benefit T o5 e
B No. of Total
% 0.4 Events No.
* 2023 update at SGO: still no benefit 034 Chemoradiotherapy 132 370
£ 4, Chemotherapy Only 139 366
o £
3 Hazard ratio, 0.90 (90% Cl, 0.74-1.10)
& 019 p-o020
0.0 T T T T | |
: 0 12 24 36 48 60 72
* CRT arm less likely to complete all chemo
cycles due to toxicity (75% vs 85%). Months
* More distant recurrences (25% vs 20%)in No. at Risk
CRT arm which drove survival Chemoradiotherapy 370 295 235 164 103 45 19
e ] Chemoth ly 366 293 230 159 113 55 17
* However.....majority treated with 3DCRT! emomerapy ony
Figure 1. Relapse-free Survival.

Matei et al. NEJM 2019
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PORTEC-3 RESULTS

C D
100= 100 =
‘o] " N S
= . _ . i . —
T6{  OS 5yrs: 82% vs 7T7%(NS) : 6o
= b
z £ FFS 5yrs: 75% vs 69% (p=0.01)
= 40+ 7 404
; ¥
s -
g e .17
Pl e =0-13, HE 071 (95% C1 0-45-1-11) . P = 0-031, HR 0-66 (95% C1 0-45-0-97)
l:\l 1 L] I 1 1 l:l I 1 L] I 1
i 1 2 3 4 5 o 1 2 3 ! 5
Mumber at risk Tirme since rancomisation {years) Timie since randomisation years)
{marniber censoned)
Radiotherapy 143 137 113 106 B1 44 143 116 a5 g2 67 40
(o) (1) (1) (4 (23) (53) (o) (1) (1) (5) (18) (44)
Chemoradiatherapy 152 145 133 115 08 fg 152 139 122 106 24 57
(0) (2) (1) (8) (26) (32) (0) (0) (2) (8) (23) (50)

De Boer et al Lancet 2018
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PORTEC-3 POST-HOC ANALYSIS

5 Year Survival (OS and FFS)
A Overall survival B Failure-free survival
100 ——— 100 ——,
T, o --..:;\
e "'\L\ .
— - )
80— i
BO— e T
7 B &0
= 60— =
= -
E -
x o
= & 40
Radiotherapy e
204 — Chemoradiotherapy i S-year failure- free survival 76-5% (chemoradiotherapy) vs 589-1% (radiotherapy )
S-year overall survival: 81-4% (chemoradiotherapy ) vs 76-1% (radiotherapy ) HR 070 (95% (1 0-52-094) Pt 0 o016
HR 0-70 (95% C1 0-51-0-97F; Prnussss™ 034
|_|—-:u. — i - i —_— —_ -
o T T T T T T 1 o 1 2 3 4 5 6 7]
Number at risk o X 2 3 5. = b 4 Mumber at risk Time since randomisation (years)
umber at ris
(mumber censored) {number censored)
Racdiotherapy  330(0) 319 (1) 299 (1) 273 (3) 248 (13) 187 (66) 129 (120) 81 (166) Radiotherapy 330 (0) 286(1) 257 (1) :q_||-.| 215{13) 1'::-_4|'[-1| 116 (106 ,T_l.',nl
Chemoradiotherapy  330(0) 316 (0} 285 (1) 772 (7) 2eB(19) 201(69) 137(130) B8a(iyy) Chemoradiotherapy 330(0) 304 (0) 275 (0) 256 (5) 237(17)  182(64) 120(121) FH()

« Subgroups with largest OS benefit:
-Stage Il (78% vs 68%)*
-Serous cancers (71% vs 53%)*

WINSHIP CANCER INSTITUTE OF EMORY UNIVERSITY
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CONCLUSIONS

GOG-258 PORTEC 3
« CRT does not improve outcomes  CRT improves outcomes (FFS and
compared to chemotherapy alone OS) compared to radiation alone

(greatest benefit in Stage |l
disease or serous cancers)

NCCN Guidelines:

Systemic therapy
* EBRT
* vaginal brachytherapyV

Surgically staged:*®
Stage I, IVY

-

SEQUENTIAL APPROACH: Chemotherapy = Re-scan - Pelvic Radiation

WINSHIP CANCER INSTITUTE OF EMORY UNIVERSITY NCI Designated Comprehensive Cancer Center 25




LOCOREGIONAL CONTROL IS IMPORTANT FOR GYNECOLOGIC CANCERS!

= Adjuvant RT with modern radiation techniques (IMRT) is
well-tolerated with low risk of serious acute and long
term toxicity (RTOG 1203).

= RT in adjuvant setting is aimed to reduce risk of
locoregional recurrence, which can be very
symptomatic.

= Locoregional recurrence is 25-30% with systemic
therapy alone (GOG-258)

= As systemic therapy improves, local control will
become more important.

= Chemo-IO trials required measurable disease up front
and majority were recurrent and/or metastatic:

= GY018: ~40% received prior RT
= RUBY: 48% recurrent, 30% metastatic

WINSHIP CANCER INSTITUTE OF EMORY UNIVERSITY NCI Designated Comprehensive Cancer Center 26




MODESITT RATIONALE FOR NO RADIATION

 ChemoXRT arm superior to XRT arm (PORTEC-
3)

« Chemo alone arm equivalent to chemoradiation
arm (GOG 258)

 All the groups showing benefit in the Chemo XRT
arm in PORTEC-3 were eligible for GOG 258

* No survival benefit for pelvic radiation even before
Impressive results from the addition of
Immunotherapy to chemotherapy




CASE PRESENTATION REVISITED

Ms. X is a 72 year-old patient who underwent a robotic assisted TLH/BSO and
sentinel node dissection for a grade 3 endometrioid endometrial cancer. Final
pathology showed a positive node and disease in the ovary and the tumor is MMR

deficient. No other disease on imaging. Your treatment recommendation is which of
the following?

A. Vaginal brachytherapy

External beam radiation therapy

Chemoradiation with cisplatin

Paclitaxel/carboplatin

Paclitaxel/carboplatin followed by radiation of some flavor
Paclitaxel/carboplatin and PDL-1 inhibitor

Still no freaking idea (was on my phone throughout the presentation)

GmMmoOWw

WINSHIP CANCER INSTITUTE OF EMORY UNIVERSITY
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QUESTIONS AND
DISCUSSION

COMPROMISE

LET'S AGREE TO RESPECT EACH OTHER'S VIEWS,
Mo MATTER How WRONS YOURS May BE,

NCI Designated Comprehensive Cancer Center 29



GYNECOLOGIC

“IF YOU ARE GOING DOWN,
ONCOLOGY TAKE EVERYONE WITH YOU”

ml Dr. Butch Fowler, UNC

T
PA]]DLE ST{}RES |
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