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A quote by Confucius states, "by three methods 
we may learn wisdom: by experience which is 
the bitterest, by imitation which is the easiest 

and by reflection which is the noblest". 

Reflection must not be limited to just clinical 

practice and should involve data from audits, 

compliments as well as complaints, work­
based assessments and feedback from staff and 
patients. 

Reflective practice is a mandat01y component 
that should be included in the portfolio of post­
graduate trainees prior to board certification 

in Sri Lanka. A reflective practice scenario is 
included as an example. Personal details have 
been excluded for purposes of confidentiality. 
Consent was obtained to use images for pur­
poses of learning. 

Delayed diagnosis of an endometrial 

carcinoma 

A 63 year old lady from a rnral setting present­
ed with a blood stained vaginal discharge for one 

year. She had presented to the local hospital at the 
onset of her problem and had undergone an exam­
ination under anaesthesia and dilatation and cu­
rettage (EUA+D&C). Although she had attended 

the gynaecology clinic the histology had not been 
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available and this prompted her to default follow 
up. Due to persuasion by her daughter she attend­

ed a gynaecology clinic in another province four 
hours from her hometown. 

She had reached menopause at 54 years and 
had not used any hormone replacement therapy 

(HRT). She could not exactly remember when she 
attained menarche. She did not have a history of 
oligomen01Thoea or polycystic ova1ian syndrome 

and had not undergone any surgery. There were 
no medical co-morbidities. She was a mother of 
one child. There was no family histo1y of malig­

nancy. She had never had a cervical smear. Her 
BMI was 35kg/m2. Cardiovascular and respira­

t01y systems were clinically normal. Abdominal 
examination did not reveal any masses. Speculum 
examination revealed a healthy cervix and blood 
stained discharge through the cervical OS. Uterns 

felt bulky with no adnexal masses. A transvaginal 

ultrasound scan (TVS) showed pyometron with 
an endometrial thickness (ET) of 34mm. Papil­
lruy structures were seen within the ute1ine cavity. 
A pipelle aspiration was done in the clinic itself. 

Histology revealed a benign polyp with a sugges­
tion to repeat if suspicious for endometrial cancer. 

This patient was at a very high risk for endome­
trial cancer due to the presence of a blood stained 
dischru·ge, TVS :findings of a ve1y high ET and 
papillruy structures within the uterine cavity, low 

pa1ity and obesity. Therefore a decision was taken 
not to repeat a pipelle aspiration or an evaluation 
under anaesthesia witl1 dilatation and curettage 
(EUA+D&C), but to go ahead with a TAH+BSO 
(total abdominal hysterectomy and bilateral sal­
phingo-oophorectomy) with a view to do a pelvic 

lymphadenectomy (PND) if needed. 

A midline incision was made and the peritone­
al cavity entered into in an uneventful manner. 
A bulky fibroid uterns noted and a TAH + BSO 
was done. The specimen was cut open in the op-
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