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Abstract
The aim of this study was to define the concordance between tissue microarrays (TMAs) of different sizes and whole slide for 15
different antibodies in endometrial cancer and study the use of TMAs in preoperative endometrial samples. Cores of preoperative
and hysterectomy specimens of 14 endometrial cancer and three atypical hyperplasia cases were collected in TMA blocks. Two
0.6-mm and two 2.0-mm cores were used from each sample. Different antibodies were tested in TMAs and compared with results
of whole slides of hysterectomy. Tested antibodies were as follows: ER, PR, p53, Ki-67, MLH1, PMS2, MSH2, MSH6,
ARID1A, stathmin, IMP3, L1CAM, PTEN, β-catenin, and p16. Seventeen cases with four cores per paraffin block (both 0.6
and 2.0 mm in duplicate) and 15 different antibodies resulted in a total of 1020 cores for both preoperative and hysterectomy
specimen. Overall, 2.0-mm cores were more assessable for evaluation than 0.6-mm cores (96.0 versus 79.5%, p < 0.01). For most
antibodies, a substantial to good agreement between hysterectomy TMA and whole slide was present, with lowest agreement for
p16 and stathmin and perfect agreement for mismatch repair proteins. Preoperative TMAs showed for most antibodies moderate
to perfect agreement with hysterectomy TMAs. In conclusion, 2.0-mm cores are the preferred size for immunohistochemical
studies in endometrial cancer. For all tested antibodies, TMAs are a good alternative for whole slide analysis in scientific studies
with large patient cohorts, even in preoperative endometrial samples. However, caution is required for interpretation of TMA
results of p16 and stathmin.
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Introduction
In endometrial cancer, biomarkers may add information for
risk stratification for tailored treatment strategies [1]. Many
biomarkers for individualized treatment in endometrial cancer
were discovered recently [1]. To validate these biomarkers, we
need large-scale studies with examination of many samples
which requires a large amount of tissue and laboratory
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consumables that induces high research costs. Tissue microarrays (TMAs) are an efficient way to examine a large number
of cases on a single slide. In 1998 Kononen et al. described the
use of TMAs for high-throughput, molecular characterization
of a large panel of tumor specimens [2].
Many studies have compared TMAs to whole sections
[3–6]. However, different core sizes for TMAs can be used
and limited information is available about comparison of different core sizes [7, 8]. Furthermore, primary treatment is
based on preoperative diagnosis, with a discordance between
preoperative and postoperative diagnosis in 15–40% of the
cases [9–12]. This can result in both over- and undertreatment.
Biomarkers might minimize this discordance. However, most
studies have studied new biomarkers in hysterectomy specimens [3]. Yet, frequently, endometrial sampling reveals only
scant material [13, 14]. This makes the use of TMAs in preoperative endometrial samples a challenge.
The aim of the present study is to define the concordance
between TMAs of different sizes and whole slide for 15
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different antibodies and study the use of TMAs in preoperative endometrial samples.

Material and methods
Tissue samples
Cases were retrieved from the pathology archive of the
Radboud university medical center, Nijmegen, the
Netherlands. Seventeen cases, 14 with primary endometrial
cancer and 3 with atypical hyperplasia of the endometrium
who have had preoperative endometrial sampling and hysterectomy, were included in this study. We selected representative cases (n = 14) of different types of endometrial cancer,
including four endometrioid endometrial cancer (EEC) grade
1, four EEC grade 2, two EEC grade 3, two serous carcinoma
(USC), and two clear-cell carcinoma (CCC). From each case,
a representative block with tumor of both the preoperative and
the hysterectomy specimen was collected. We selected only
cases with sufficient tumor tissue in the paraffin block. The
cases were reviewed by a specialized gynecopathologist (JB).

Tissue microarray construction
From each case, four representative areas with tumor or hyperplasia were encircled on the hematoxylin and eosin (H&E)
slide of both the preoperative and hysterectomy specimen.
TMAs were constructed using the TMA grand master
(3DHISTECH, Budapest, Hungary). From each corresponding paraffin block, two 0.6-mm and two 2.0-mm cores were
made. This resulted in four TMA blocks: one TMA block
containing 17 duplicate 0.6-mm cores of the preoperative
specimen, one TMA block containing 17 duplicate 2.0-mm
cores of the preoperative specimen, one TMA block containing 17 duplicate 0.6-mm cores of the hysterectomy specimen,
and one TMA block containing 17 duplicate 2.0-mm cores of
the hysterectomy specimen. Seventeen cases with four cores
per paraffin block (both 0.6 and 2.0 mm in duplicate) and 15
different antibodies result in a total of 1020 stained cores for
both preoperative and hysterectomy specimen.

Immunohistochemistry and scoring
Immunohistochemistry was performed on 4-μm sections of
the four TMA blocks and the corresponding whole slides of
the hysterectomy, using 15 different antibodies (Table 1). In
short, antigen retrieval was performed and endogenous peroxidase blocked with hydrogen peroxide. Slides were incubated
with the primary antibody for 1 h at room temperature.
Subsequently, they were incubated with PowerVision+ PolyHRP and visualized with PowerVision DAB substrate solution (Leica Biosystems, Buffalo Grove, IL, USA). Finally, the
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slides were counterstained with hematoxylin, dehydrated, and
mounted.
All TMA cores and whole slides were scored twice, by two
independent investigators (NCMV in combination with JB,
IDN, or AAMW). In case of discrepancies, the slides were
discussed together and a consensus score was made. We have
used a semiquantitative scoring index to evaluate the immunohistochemical staining, with exception of the mismatch repair (MMR) proteins, ARID1A, and Ki-67. The scoring index
(0–9) was obtained by the product of intensity, graded from 0
(no staining), 1 (weak staining), 2 (moderate staining), to 3
(strong staining), and area of tumor with this staining intensity,
graded from 0 (no positive tumor cells), 1 (1–10% positive
tumor cells), 2 (11–50% positive tumor cells), to 3 (> 50%
positive tumor cells). We designated cutoff values of the scorings index (0–9) for positivity/high expression as follows: ER,
PR, IMP3, L1CAM, and p16 scoring index ≥ 4, PTEN ≥ 2, βcatenin ≥ 6, and stathmin ≥ 7. For p53, aberrant staining was
defined as a scorings index ≥ 5 or complete negative staining.
For ARID1A and MMR (MLH1, PMS2, MSH2 and MSH6)
tumors were considered aberrant if tumor cells showed complete absence of nuclear staining, with positive internal control
(stromal cells). Tumors were considered positive for ARID1A
and MMR if there was any positive tumor cell with nuclear
staining, regardless of intensity. Cases with negative tumor
cells and no internal control were scored as indeterminate.
For Ki-67, the percentage of positive tumor cells was determined. Results of duplicate cores of each tumor were combined to give a tumor score. In case the two scores differed, the
mean of the two scores was used as the overall tumor score. If
one core was not assessable, the overall tumor score was that
of the remaining assessable core. Cores were considered assessable if there was enough tumor tissue for evaluation of the
immunohistochemical staining. Cores were considered not assessable in case of < 10% tumor cells in the core (“sampling
error,” e.g., only stroma) or when < 10% of the tissue was
present in the core (“absent core”).

Statistical analysis
Difference in assessability between 0.6- and 2.0-mm cores
was calculated with chi-squared test. The agreement between
the immunohistochemical score on TMA and whole slide, and
between preoperative and hysterectomy TMA, was determined by calculating Cohen’s kappa. Agreement was considered poor if κ < 0.2, fair if 0.21 < κ < 0.4, moderate if 0.41 < κ
< 0.6, substantial if 0.61 < κ < 0.8 and almost perfect if 0.81
< κ < 1.00. Since Ki-67 score was not dichotomized, the difference in Ki-67 score between whole slide and TMA was
calculated with the related-samples Wilcoxon signed rank test.
The difference in ratio between false positive and false negative cases was also calculated with the related-samples
Wilcoxon signed rank test. A p value of < 0.05 was considered
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Antibodies used in this study

Antibody

Staining pattern

Clone

Antigen retrieval

Dilution

ER

Nuclear

SP1

EDTA pH 9

1:80

Immunologic

0.959

PR

Nuclear

PgR636

EDTA pH 9

1:500

Dako

0.961

MLH1
PMS2

Nuclear
Nuclear

G168-15
A16-4

EDTA pH 9
EDTA pH 9

1:40
1:100

BD
BD

0.894
0.800

MSH2

Nuclear

GB12

EDTA pH 9

1:20

Calbiochem

0.848

MSH6
PTEN

Nuclear
Nuclear and cytoplasmic

EPR3945
6H2.1

EDTA pH 9
EDTA pH 9

1:1000
1:100

Abcam
Dako

0.763
0.724

IMP3
β-Catenin

Cytoplasmic
Membranous and cytoplasmic

69.1
14/β-catenin

EDTA pH 9
EDTA pH 9

1:50
1:200

Dako
BD

0.912
0.911

L1CAM

Membranous

14.10

EDTA pH 9

1:100

BioLegend

0.921

Ki-67
ARID1A

Nuclear
Nuclear

MIB-1
HPA005456

Citrate pH 6.0
Citrate pH 6.0

1:40
1:100

Dako
Sigma

0.998
0.796

Stathmin
P53

Cytoplasmic
Nuclear

3351
DO-7

Citrate pH 6.0
Citrate pH 6.7

1:50
1:200

Cell Signaling
Immunologic

0.824
0.901

P16

Nuclear and cytoplasmic

MX007

HIER pH 8.0

1:60

Immunologic

0.779

to indicate statistical significance. Statistical analysis was
performed with SPSS version 22 (SPSS IBM, New York,
NY, USA).

Source

Interobserver
variability (kappa)

Results

moderate for p16 to almost perfect for MLH1, PMS2, MSH2,
MSH6, β-catenin, IMP3, and ARID1A (Fig. 1). For some
antibodies, the agreement was better with larger cores compared to 0.6-mm cores (PTEN, ARID1A, Stathmin, p53),
whereas others show better agreement with smaller cores
(ER, PR, MSH6).

Assessability

Preoperative versus hysterectomy TMAs

Of the 1020 tumor cores with core size 0.6 mm, 811 were
assessable (79.5%), whereas 979 of the tumor cores with core
size 2.0 mm were assessable (96.0%) (p < 0.01). The difference in assessability was more prominent in the hysterectomy
TMAs than the preoperative TMAs; however, both show a
significant difference (p < 0.01). Of the hysterectomy TMAs
71.2% of the 0.6-mm cores and 98.6% of the 2.0-mm cores
was assessable, compared to respectively 87.8 and 93.3% of
the preoperative TMAs. The most common cause for a not
assessable core was tumor loss during process (10%). In only
1% of the cases, there was sampling error with less than 10%
tumor cells.

The correlation between preoperative TMAs and hysterectomy TMAs differs per antibody and varied from almost
perfect agreement for MLH1, PMS2, MSH2, β-catenin,
and ER to poor agreement for ARID1A, p53, and stathmin
(Fig. 2a, b). There were more false positive than false
negative cases on preoperative TMAs (p = 0.04). Overall,
9% of the cases were false positive and 5% were false
negative on preoperative TMA. False positive rates per
antibody varied from 0 to 36% and false negative rates
from 0 to 21%. ARID1A and P53 staining showed the
highest false positive rate (respectively 33 and 36%). For
Ki-67, the score was significantly higher on preoperative
TMA compared to hysterectomy TMA, both for 2.0- and
0.6-mm cores (p = 0.001). The median difference between
the Ki-67 score on preoperative TMA and hysterectomy
TMA was larger in 2.0-mm compared to 0.6-mm cores
(respectively 36 and 11, p < 0.05) (not shown in figure).

Interobserver variability
There was a substantial to almost perfect agreement between
the TMA score of the different investigators. Kappa values
varied between 0.72 for PTEN to 0.998 for Ki-67 (Table 1).

TMA versus whole slide of hysterectomy
Heterogeneity
Overall, there was a good agreement between scores of cores
of the same size. The agreement varied per antibody, between

For most antibodies, there was a substantial to good agreement between hysterectomy TMA and whole slide, with
exception of stathmin, p16, and p53 (Figs. 2c, d and 3a).
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Fig. 1 Strength of agreement
between two cores of the same
size (kappa statistics). Green
indicates almost perfect
agreement, red indicates poor
agreement

Stathmin and p16 staining show a moderate to poor agreement between TMA and whole slide of hysterectomy, depending on the core size. For p16, all but one were scored
positive on whole slide. Four of the 14 assessable cases
were scored negative for p16 on 0.6-mm TMA cores
(Fig. 3b). For stathmin, all cases were scored negative on
2.0-mm TMA cores. Three of these 17 cases were scored
positive on whole slide. Most discrepancies for p53 were
seen for cases with complete negative, aberrant staining on
TMA and positive staining on whole slide (n = 4).
For Ki-67, the score was significantly lower on TMA
than on whole slide, for both 2.0- and 0.6-mm cores

Fig. 2 Preoperative versus hysterectomy TMA for 0.6 mm (a) and
2.0 mm (b) and TMA versus whole slide of hysterectomy for 0.6-mm
(c) and 2.0-mm cores (d). Green indicates no difference, red indicates
difference, and blue indicates not assessable cores. Percentages

(respectively p < 0.01) (Fig. 4). The median difference between the Ki-67 score on TMA and whole slide was 29
and 22 for 2.0- and 0.6-mm cores, respectively, which is
not significantly different.

Discussion
Overall, 2.0-mm cores were more assessable for evaluation
than 0.6 mm cores (96.0 versus 79.5%, p < 0.01). For
most antibodies, a substantial to good agreement between
hysterectomy TMA and whole slide was present. Preoperative

represent the percentage of cores with a difference between
respespectively preoperative and hysterectomy TMA score and between
TMA and whole slide of hysterectomy

Virchows Arch (2018) 472:407–413

411

Fig. 3 TMA versus whole slide of
hysterectomy. a Strength of
agreement between TMA and
whole slide of hysterectomy
(kappa statistics). b Case with
discrepancy between whole slide
and 0.6 mm TMA for p16 (two
0.6-mm core holes marked with
an asterisk). Whole slide showing
positive staining (scorings index
6), concordant positive 2.0-mm
cores (combined scorings index
6) and discrepant negative 0.6mm cores (combined scorings
index 3)

TMAs showed for most antibodies moderate to perfect
agreement with hysterectomy TMAs.
TMAs are an efficient method to test new biomarkers in a
research setting, since it saves time, costs, and tissue [15]. This
last issue is also one of the concerns. Tumors can be heterogeneous and low density or diffuse tumors might be difficult to
sample. In endometrial cancer, many promising biomarkers
have been reported the last years [16–20]. Most of these biomarkers have been studied in hysterectomy specimens, whereas
especially preoperative biomarkers might be clinically useful to
choose the best surgical treatment. Previous studies have reported a significant correlation for stathmin, L1CAM, ER, and PR
expression between curettage and hysterectomy specimen [18,
21, 22]. However, although there is a correlation, expression
pattern is not completely overlapping, with a discordance rate
of 10% for L1CAM to 33% for stathmin. These percentages are
Fig. 4 Absolute difference in Ki67 score between TMA and
whole slide (ref.) per case. Each
bar represents a case, with in
black the 0.6-mm cores and in
gray 2.0-mm cores. In the most
right column, the median
difference in Ki-67 for all cases,
separated by core diameter

in line with the results of the present study. In general, we
reported more false positive than false negative cases on preoperative TMAs (respectively 9 and 5%). Although based on
small numbers, this difference was most pronounced for p53
and ARID1A. Studies that describe discrepancies between preoperative and hysterectomy specimen show different results
about the false positive and false negative rates [18, 21–23].
Differences in staining between preoperative and hysterectomy
specimen could be explained by differences in fixation or the
representativeness of the tissue. With endometrial sampling,
only the superficial part of the tumor is examined, whereas in
a hysterectomy specimen also the invasive front is examined.
Moreover, tumor heterogeneity can be a challenge when using
TMAs for biomarker studies. Distinction between true
intratumor heterogeneity and irregular staining can be challenging. In case of alternate groups of tumor cells with complete
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negative and positive staining on the whole slide, we considered intratumor heterogeneity as the cause of discrepancy. In
case of a gradual decrease in staining intensity on whole slide,
we considered irregular staining the most likely cause of the
discrepancy. In our study, discrepancies between TMA and
hysterectomy could be attributed to both causes.
Although p16 is a heterogeneous staining, it still showed a
moderate agreement between the two cores. To decrease the
effect of heterogeneity on TMA score, investigators have the
dilemma to use more or larger cores or perform the staining on
whole slides. Especially for antibodies such as p16 and
stathmin, additional cores or staining on whole slide should
be considered to lower the chance of false negative cases.
There is no consensus on the optimal number of cores.
Kyndi et al. reported that a single core seems to be sufficient,
whereas Neves-Silva et al. reported that two cores per case is
the optimal number with regard to tissue loss and agreement
with whole slide [24, 25]. The same goes for core size. Most
studies report that smaller cores, in case assessable, are as
representative as larger cores. However, the relation between
core loss after immunohistochemical staining and core size is
less clear. Neves-Silva et al. shows more loss in 1.0-mm cores
than 2.0-mm cores, whereas Fonseca et al. reported that core
loss increases with increasing core size from 3 to 7% with
cores of respectively 1.0 and 3.0 mm [8, 24]. In the present
study, we reported more core loss when using 0.6-mm cores
compared to 2.0-mm cores. An explanation might be that
larger cores have better adhesion to the surrounding paraffin
of the donor block because of the larger diameter. Moreover,
core loss might also be dependent on the type of specimen
used. For example, TMAs of large solid tumors might show
more assessable cores than a TMA from a small biopsy.
Although the amount of preoperative tissue is often scant,
cores were lost in only 7 to 12% of the cases. This is in line
with literature that report 2–25% core loss [3, 5, 15, 26].
One of the limitations of this study is the small number of
cases. However, for most antibodies, there were positive and
negative cases. Only for β-catenin, all cases were positive,
which was expected, since Shaco-Levy reported beta-catenin
positivity in all endometrioid carcinomas and all proliferative
endometrium cases [27]. Due to the strong cytoplasmatic
staining for β-catenin, evaluation of nuclear staining was not
reliable. Therefore, only cytoplasmatic and membranous
staining was scored for β-catenin.
Per case, we have created duplicate cores of both 0.6 and
2.0 mm to gain information about the optimal number and size
of the TMA cores. We have not stained the whole slide of the
preoperative specimen because after punching out the cores
for the TMAs in most cases, only a limited amount of tumor
was left in the paraffin block. Therefore, we could only compare the hysterectomy TMA to whole slide staining.
The strength of this study is the large number of cores
(1020) and antibodies that were studied. To our knowledge,
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this is the first study that systematically studies the use of
TMAs for biomarkers studies in endometrial cancer, with special attention to the use on preoperative tissue. Because of the
high discrepancy between preoperative and final diagnosis in
endometrial cancer, preoperative risk classification should be
improved to prevent over- and undertreatment. New biomarkers might help to improve this risk classification [28].
TMAs might help in discovering and validating new biomarkers, since most of the time, large patient cohorts are required for validation studies.
In conclusion, based on the more frequent loss of cores with
smaller core size, 2.0-mm cores are the preferred size for immunohistochemical studies in endometrial cancer. Agreement between TMA and whole slide, and preoperative and hysterectomy TMAs varied per antibody, with lowest agreement for p16
and stathmin and perfect agreement for mismatch repair proteins. For all tested antibodies TMAs are a good alternative for
whole slide analysis in scientific studies with large patient cohorts, even in preoperative endometrial samples with clearly less
tissue than in a hysterectomy specimen. However, caution is
required for interpretation of TMA results of p16 and stathmin.
Acknowledgements The authors thank Susan van den KieboomHageman, Ella de Boed, Elisa Vink-Börger, Carlijn van de Water, and
Monique Link for excellent technical assistance.

Compliance with ethical standards
Conflicts of interest The authors declare that they have no conflicts of
interest.
Open Access This article is distributed under the terms of the Creative
Commons Attribution 4.0 International License (http://
creativecommons.org/licenses/by/4.0/), which permits unrestricted use,
distribution, and reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to the
Creative Commons license, and indicate if changes were made.

References
1.

2.

3.

4.

Salvesen HB, Haldorsen IS, Trovik J (2012) Markers for
individualised therapy in endometrial carcinoma. Lancet Oncol
13(8):e353–e361. https://doi.org/10.1016/S1470-2045(12)70213-9
Kononen J, Bubendorf L, Kallioniemi A, Barlund M, Schraml P,
Leighton S, Torhorst J, Mihatsch MJ, Sauter G, Kallioniemi OP
(1998) Tissue microarrays for high-throughput molecular profiling
of tumor specimens. Nat Med 4(7):844–847. https://doi.org/10.
1038/nm0798-844
Fons G, Hasibuan SM, van der Velden J, ten Kate FJ (2007)
Validation of tissue microarray technology in endometrioid cancer
of the endometrium. J Clin Pathol 60(5):500–503. https://doi.org/
10.1136/jcp.2006.040170
Hendriks Y, Franken P, Dierssen JW, De Leeuw W, Wijnen J, Dreef
E, Tops C, Breuning M, Brocker-Vriends A, Vasen H, Fodde R,
Morreau H (2003) Conventional and tissue microarray immunohistochemical expression analysis of mismatch repair in hereditary
colorectal tumors. Am J Pathol 162(2):469–477. https://doi.org/
10.1016/S0002-9440(10)63841-2

Virchows Arch (2018) 472:407–413
5.

6.

7.

8.

9.

10.

11.

12.

13.

14.

15.

16.

17.

18.

Boone J, van Hillegersberg R, van Diest PJ, Offerhaus GJ, Rinkes
IH, Kate FJ (2008) Validation of tissue microarray technology in
squamous cell carcinoma of the esophagus. Virchows Arch 452(5):
507–514. https://doi.org/10.1007/s00428-008-0602-0
Leversha MA, Fielding P, Watson S, Gosney JR, Field JK (2003)
Expression of p53, pRB, and p16 in lung tumours: a validation
study on tissue microarrays. J Pathol 200(5):610–619. https://doi.
org/10.1002/path.1374
Anagnostou VK, Lowery FJ, Syrigos KN, Cagle PT, Rimm DL
(2010) Quantitative evaluation of protein expression as a function
of tissue microarray core diameter: is a large (1.5 mm) core better
than a small (0.6 mm) core? Arch Pathol Lab Med 134(4):613–619.
https://doi.org/10.1043/1543-2165-134.4.613
Fonseca FP, de Andrade BA, Rangel AL, Della Coletta R, Lopes
MA, de Almeida OP, Vargas PA (2014) Tissue microarray is a
reliable method for immunohistochemical analysis of pleomorphic
adenoma. Oral Surg Oral Med Oral Pathol Oral Radiol 117(1):81–
88. https://doi.org/10.1016/j.oooo.2013.08.029
Petersen RW, Quinlivan JA, Casper GR, Nicklin JL (2000)
Endometrial adenocarcinoma—presenting pathology is a poor
guide to surgical management. Aust N Z J Obstet Gynaecol
40(2):191–194. https://doi.org/10.1111/j.1479-828X.2000.
tb01145.x
Frumovitz M, Singh DK, Meyer L, Smith DH, Wertheim I, Resnik
E, Bodurka DC (2004) Predictors of final histology in patients with
endometrial cancer. Gynecol Oncol 95(3):463–468. https://doi.org/
10.1016/j.ygyno.2004.07.016
Neubauer NL, Havrilesky LJ, Calingaert B, Bulusu A, Bernardini
MQ, Fleming ND, Bland AE, Secord AA (2009) The role of lymphadenectomy in the management of preoperative grade 1 endometrial
carcinoma. Gynecol Oncol 112(3):511–516. https://doi.org/10.
1016/j.ygyno.2008.11.012
Helpman L, Kupets R, Covens A, Saad RS, Khalifa MA, Ismiil N,
Ghorab Z, Dube V, Nofech-Mozes S (2014) Assessment of endometrial sampling as a predictor of final surgical pathology in endometrial cancer. Br J Cancer 110(3):609–615. https://doi.org/10.
1038/bjc.2013.766
Williams AR, Brechin S, Porter AJ, Warner P, Critchley HO (2008)
Factors affecting adequacy of Pipelle and Tao Brush endometrial
sampling. BJOG 115(8):1028–1036. https://doi.org/10.1111/j.
1471-0528.2008.01773.x
Clark TJ, Mann CH, Shah N, Khan KS, Song F, Gupta JK (2002)
Accuracy of outpatient endometrial biopsy in the diagnosis of endometrial cancer: a systematic quantitative review. BJOG 109(3):
313–321. https://doi.org/10.1111/j.1471-0528.2002.01088.x
Ilyas M, Grabsch H, Ellis IO, Womack C, Brown R, Berney D,
Fennell D, Salto-Tellez M, Jenkins M, Landberg G, Byers R,
Treanor D, Harrison D, Green AR, Ball G, Hamilton P, National
Cancer Research Institute B, Imaging Clinical Studies G (2013)
Guidelines and considerations for conducting experiments using
tissue microarrays. Histopathology 62(6):827–839. https://doi.org/
10.1111/his.12118
Mhawech-Fauceglia P, Yan L, Liu S, Pejovic T (2013) ER+ /PR+
/TFF3+ /IMP3- immunoprofile distinguishes endometrioid from
serous and clear cell carcinomas of the endometrium: a study of
401 cases. Histopathology 62(7):976–985. https://doi.org/10.1111/
his.12096
Allo G, Bernardini MQ, RC W, Shih Ie M, Kalloger S, Pollett A,
Gilks CB, Clarke BA (2014) ARID1A loss correlates with mismatch repair deficiency and intact p53 expression in high-grade
endometrial carcinomas. Mod Pathol 27(2):255–261. https://doi.
org/10.1038/modpathol.2013.144
Trovik J, Wik E, Stefansson IM, Marcickiewicz J, Tingulstad S,
Staff AC, Njolstad TS, Vandenput I, Amant F, Akslen LA,
Salvesen HB (2011) Stathmin overexpression identifies high-risk
patients and lymph node metastasis in endometrial cancer. Clin

413
Cancer Res 17(10):3368–3377. https://doi.org/10.1158/10780432.CCR-10-2412
19. Zeimet AG, Reimer D, Huszar M, Winterhoff B, Puistola U, Azim
SA, Muller-Holzner E, Ben-Arie A, van Kempen LC, Petru E, Jahn
S, Geels YP, Massuger LF, Amant F, Polterauer S, Lappi-Blanco E,
Bulten J, Meuter A, Tanouye S, Oppelt P, Stroh-Weigert M,
Reinthaller A, Mariani A, Hackl W, Netzer M, Schirmer U,
Vergote I, Altevogt P, Marth C, Fogel M (2013) L1CAM in earlystage type I endometrial cancer: results of a large multicenter evaluation. J Natl Cancer Inst 105(15):1142–1150. https://doi.org/10.
1093/jnci/djt144
20. van der Putten LJ, Visser NC, van de Vijver K, Santacana M,
Bronsert P, Bulten J, Hirschfeld M, Colas E, Gil-Moreno A,
Garcia A, Mancebo G, Alameda F, Trovik J, Kopperud RK,
Huvila J, Schrauwen S, Koskas M, Walker F, Weinberger V,
Minar L, Jandakova E, Snijders MP, van den Berg-van Erp S,
Matias-Guiu X, Salvesen HB, Amant F, Massuger LF, Pijnenborg
JM (2016) L1CAM expression in endometrial carcinomas: an
ENITEC collaboration study. Br J Cancer 115(6):716–724.
https://doi.org/10.1038/bjc.2016.235
21. Trovik J, Wik E, Werner HM, Krakstad C, Helland H, Vandenput I,
Njolstad TS, Stefansson IM, Marcickiewicz J, Tingulstad S, Staff
AC, TECsg MM, Amant F, Akslen LA, Salvesen HB (2013)
Hormone receptor loss in endometrial carcinoma curettage predicts
lymph node metastasis and poor outcome in prospective
multicentre trial. Eur J Cancer 49(16):3431–3441. https://doi.org/
10.1016/j.ejca.2013.06.016
22. Bosse T, Nout RA, Stelloo E, Dreef E, Nijman HW, JurgenliemkSchulz IM, Jobsen JJ, Creutzberg CL, Smit VT (2014) L1 cell
adhesion molecule is a strong predictor for distant recurrence and
overall survival in early stage endometrial cancer: pooled PORTEC
trial results. Eur J Cancer 50(15):2602–2610. https://doi.org/10.
1016/j.ejca.2014.07.014
23. Engelsen IB, Stefansson I, Akslen LA, Salvesen HB (2006)
Pathologic expression of p53 or p16 in preoperative curettage specimens identifies high-risk endometrial carcinomas. Am J Obstet
Gynecol 195(4):979–986. https://doi.org/10.1016/j.ajog.2006.02.
045
24. Neves-Silva R, Fonseca FP, de Jesus AS, Pontes HA, Rocha AC,
Brandao TB, Vargas PA, Lopes MA, de Almeida OP, Santos-Silva
AR (2016) Tissue microarray use for immunohistochemical study
of ameloblastoma. J Oral Pathol Med 45(9):704–711. https://doi.
org/10.1111/jop.12428
25. Kyndi M, Sorensen FB, Knudsen H, Overgaard M, Nielsen HM,
Andersen J, Overgaard J (2008) Tissue microarrays compared with
whole sections and biochemical analyses. A subgroup analysis of
DBCG 82 b&c. Acta Oncologica 47:591–599. https://doi.org/10.
1080/02841860701851871
26. Hoos A, Urist MJ, Stojadinovic A, Mastorides S, Dudas ME, Leung
DH, Kuo D, Brennan MF, Lewis JJ, Cordon-Cardo C (2001)
Validation of tissue microarrays for immunohistochemical profiling
of cancer specimens using the example of human fibroblastic tumors. Am J Pathol 158(4):1245–1251. https://doi.org/10.1016/
S0002-9440(10)64075-8
27. Shaco-Levy R, Sharabi S, Piura B, Sion-Vardy N (2008) MMP-2,
TIMP-1, E-cadherin, and beta-catenin expression in endometrial
serous carcinoma compared with low-grade endometrial
endometrioid carcinoma and proliferative endometrium. Acta
Obstet Gynecol Scand 87(8):868–874. https://doi.org/10.1080/
00016340802253775
28. Han G, Sidhu D, Duggan MA, Arseneau J, Cesari M, Clement PB,
Ewanowich CA, Kalloger SE, Kobel M (2013) Reproducibility of
histological cell type in high-grade endometrial carcinoma. Mod
Pathol 26(12):1594–1604. https://doi.org/10.1038/modpathol.
2013.102

