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Objective: To describe knowledge and attitudes toward fertility preservation (FP) in patients with endometrial atypical hyperplasia or adenocarcinoma (EC/AH) among French gynecologists Materials and Methods: A national survey among French gynaecologists: one questionnaire with one common part and two specific parts for gynecological surgeon (GS) or for specialists in reproductive medicine (SRM) was sent from April 2017 to April 2018. Knowledge and attitudes toward FP in EC/AH were evaluated with a "knowledge score" and an "attitudes score" using a four-or five-point Likert scale.

Results: One hundred forty physicians completed the survey (87 GS, 53 SRM). The knowledge score was low (59.3% medium/low), but it was significantly higher for GS compared to SRM.

The better-known treatments were oral progestins and hysteroscopic resection. Among the participants treating EC/AH, 52.6% found it "difficult" to manage patients and 61.8% regretted the lack of official recommendations. Most physicians seemed to be uncomfortable/unsupportive with FP in EC/AH (57.2% "attitude score' below 11/20). There was a positive correlation between knowledge and attitude scores.

GS "usually/always" give advice to patients about FP before EC/AH treatment. After maximum 3-6 months, 56.6% of SRM chose In Vitro Fecundation (IVF) to reduce time-to-pregnancy, with GnRH antagonist protocols (28%) or mild-stimulation (15.1%) to avoid hyperoestrogenism.

Conclusions: Despite reassuring results in the literature, French gynecologists are uncomfortable with FP using EC/AH conservative management, which may be because of a lack of confidence in their knowledge. Specific guidelines are needed to help physicians manage these young patients and their fertility.

Introduction

The safety of fertility preservation (FP) in atypical hyperplasia (AH) or grade 1 endometrial cancer (EC) for young women has been reported in various studies and meta analyses [START_REF] Koskas | Prognostic factors of oncologic and reproductive outcomes in fertility-sparing management of endometrial atypical hyperplasia and adenocarcinoma: systematic review and meta-analysis[END_REF].

Although various societies provide guidelines for fertility sparing management of patients with EC/AH [START_REF] Rodolakis | European Society of Gynecological Oncology Task Force for Fertility Preservation: Clinical Recommendations for Fertility-Sparing Management in Young Endometrial Cancer Patients[END_REF][START_REF] Burke | Endometrial cancer: a review and current management strategies: part II[END_REF], no clear guidelines have been established in this field. Remission is obtained using antigonadotropic treatment (oral progestin, an intra-uterine progestin device, or GnRH agonist) in approximately 80% of patients [START_REF] Gunderson | Oncologic and reproductive outcomes with progestin therapy in women with endometrial hyperplasia and grade 1 adenocarcinoma: a systematic review[END_REF]. Because the use of fertility drugs does not seem to be associated with a higher incidence of recurrence in the field of FP [START_REF] Park | Pregnancy outcomes after fertility-sparing management in young women with early endometrial cancer[END_REF], the opportunity to use assisted reproductive techniques (ART) is often considered. Indeed, patients often have infertility factors (polycystic ovarian syndrome, obesity). However, the extent to which this conservative management of EC/AH for fertility sparing is being implemented in practice is unclear. Recently, the VICAN survey in cancer survivors showed that, despite a legal obligation and technical progresses, 67.4% of women indicated that no FP had been discussed before cancer treatment [START_REF] Jegaden | Fertility status perception, fertility preservation and desire to have children in cancer survivors: French VICAN survey[END_REF].

The first nationwide survey in France assessing the state of the art in oncofertility management highlighted the physicians' lack of knowledge and tools that would allow them to provide patients with appropriate information [START_REF] Sallem | Fertility preservation in women with cancer: a national study about French oncologists awareness, experience, and feelings[END_REF].

Uncertainty exists over who should initiate the fertility discussion [START_REF] Thewes | Fertility-and menopause-related information needs of younger women with a diagnosis of early breast cancer[END_REF][START_REF] King | Oncology nurses' perceptions of barriers to discussion of fertility preservation with patients with cancer[END_REF]. There is some limited research on barriers to fertility discussions, which cites personal values, knowledge of available resources, perceived risks, and institutional factors (e.g., referral sites and practice guidelines) as the main barriers or facilitators for these discussions [START_REF] King | Oncology nurses' perceptions of barriers to discussion of fertility preservation with patients with cancer[END_REF][START_REF] Vadaparampil | Barriers to fertility preservation among pediatric oncologists[END_REF][START_REF] Forman | A nationwide survey of oncologists regarding treatment-related infertility and fertility preservation in female cancer patients[END_REF][START_REF] Goodwin | Attitudes and practices of pediatric oncology providers regarding fertility issues[END_REF][START_REF] Quinn | Patient-physician communication barriers regarding fertility preservation among newly diagnosed cancer patients[END_REF].

To the best of our knowledge, only one recent study is available on the practices and views of practitioners treating young patients with EC/AH [START_REF] Russa | Conservative management of endometrial cancer: a survey amongst European clinicians[END_REF]. This study aimed to explore the current knowledge, practice, and attitudes of FP in EC/AH among gynecologists in France, including Gynecological Surgeons (GS) and Specialists in Reproductive Medicine (SRM).

Material and methods

Based on three previous studies/surveys of FP knowledge and behaviors [START_REF] Forman | A nationwide survey of oncologists regarding treatment-related infertility and fertility preservation in female cancer patients[END_REF][START_REF] Quinn | Physician Referral for Fertility Preservation in Oncology Patients: A National Study of Practice Behaviors[END_REF][START_REF] Adams | Fertility preservation in cancer survivors: a national survey of oncologists' current knowledge, practice and attitudes[END_REF], we developed a specific survey with one common part (17 items) and two specific parts: one for GS (three items) and one for SRM (seven items) (Supplementary Material). Surveys were sent via email or given directly during conferences from April 2017 to April 2018. GS were members of the French Society of Gynecologic and Pelvic Surgery (SCGP; N=434) and SRM belonged to the Reproductive Medicine Society (SMR) or French Study group on Fertility (GEFF) (N =563).

Demographic, medical training, and practice information

Physician's age, gender, parenthood, time since graduation, subspecialty, region, and type of practice (public/private) were recorded.

FP knowledge in EC/AH

Participants were asked to indicate their knowledge of the four different conservative treatments for EC/AH to preserve fertility (oral progestins, levonorgestrel intra-uterine device (IUD), GnRH agonists, hysteroscopic endometrial resection). A four-point Likert scale from "not known" to "well known" was used and a total knowledge score (out of a score of 12) was obtained.

Need for information

Five specific questions about the need for information were included: three in the general part and two asking if physicians faced the situation of FP in EC/AH.

Barriers to FP

Eighteen questions were used to assess physician's barriers to FP in EC/AH. First their judgment on the four different conservative treatments was obtained using a Likert scale. Then, the items assessed factors that influenced their decision to initiate a discussion about conservative treatment for FP on a three-point Likert scale.

Attitudes toward FP

One item asked what physicians consider to be the upper limit of age to consider offering conservative treatment in EC/AH for FP.

There were five questions about the attitudes toward FP: for example, "I am willing to provide a less effective cancer treatment regimen in order to attempt to preserve a patient's fertility". A five-point Likert scale from "strongly disagree" to "strongly agree" was used. A total "score of attitudes toward FP" was obtained (score out of 20).

Practice behaviors

The GS behaviors evaluation focused on information about FP that was provided. The SRM were asked about their management of fertility after FP in EC/AH (e.g. period for spontaneous conception, fertility treatment chosen).

Statistical analysis

The primary analysis was descriptive. Frequencies and proportions were given for demographic characteristics and each questionnaire item. Statistical analysis was performed with the R software using Chi-square tests, the Mann-Whitney U test, the Kruskal Wallis test and Pearson's correlation as appropriate. A value of P<0.05 was considered to be significant.

Results

Participants

From April 2017 to April 2018, 140 physicians took part in the survey. Characteristics of the population are detailed in Table 1.

Knowledge of conservative treatment options for FP in EC/AH

Overall, 39.3% of the physicians had a medium score (between 4 and 7/12) and 20% a low score (Table 2). The two better-known treatments were oral progestin and hysteroscopic resection (59.3% and 66.4% of physicians, respectively, answering "known or well known"; Figure 1). The knowledge score was significantly higher for GS than for SRM (p=0.049; Table 2). It was also higher for physicians working in a center that performs FP (6.9 vs 4.8/12; p=0.04), in a centre with more EC/AH management (more than 20 patients per year vs. less than 20 patients; 7.0 vs 5.3/12; p=0.001), or in a university hospital compared to private practice, general hospital, or other (7.2 vs. 5.2, 5.4 and 6.6/12, respectively; p=0.008). Similarly, physicians who personally treated more than five patients with EC/AH per year had a better knowledge score than those treating less than five patients per year (6.9 vs. 5.4/12; p=0.03). No difference was found in the knowledge score based on gender, time of practice, or parenthood.

Need for information about FP options in EC/AH

Among the 140 participants, 97 had treated patients who were diagnosed with EC/AH and were less than 45 years old (69.3%). Among these 97 physicians, 51 found it "difficult" to take care of these patients (52.6%) and 60 regretted the lack of official recommendations (61.8%). No significant difference was found between SRM and GS. Only 46/97 participants who treated patients diagnosed with EC/AH and who were less than 45 years old knew about the existence of a national register (32.9%), and 23/97 had already asked for advice from this expert group (16.4%). Overall (N=140), only 64 knew about the existence of a national register (45.7%).

Barriers to FP in EC/AH

Physicians mostly felt positively toward the four conservative treatments for FP in EC/AH (Supplementary Table 1). Hysteroscopic resection (72.8%) and oral progestin (64.3%) had the best percentage of positive judgments. The percentage was proportionally the same for SRM and GS (data not shown).

The most commonly perceived barriers to discuss FP were a patient's poor cancer prognosis (70.7%) and a patient's poor estimated chances of pregnancy (75%). Other weaker barriers included patients having already had a child/children (64.3%), and believing that there is a poor success rate with FP options in EC/AH remission (61.4%; Supplementary Figure 1). The barriers were proportionally the same for SRM and GS (data not shown).

Attitude toward FP in EC/AH

Most physicians (87.1%) felt that the upper age limit they would consider offering FP in EC/AH was 38 to 42 (27.1% said "42", 41.4% said "40" and 18.6% said "38"). The SRM were stricter with 71.6% indicating 38 or 40 years compared to 52.9% for GS (p = 0.043).

Based on the "attitude toward FP score" (Table 3), most physicians seemed not to be very supportive and/or comfortable with conservative treatment for FP in EC/AH, with 57.2% having a score below 11/20. "Fertility preservation is a high priority for me to discuss with newly diagnosed EC/AH patients" was agreed-to by only 27.9% of physicians; "Treating the cancer is more important than FP" was agreed-to by 72.9%, and "I am willing to provide a less effective cancer treatment regimen in order to attempt to preserve a patient's fertility" was only agreed-to by 30% of physicians.

The attitude score was not different between SRM and GS. Similarly, this score was not different according to gender, time of practice, parenthood, number of EC/AH treated personally per year, or whether the physician worked at a center with a significant EC/AH activity (more than 20 patients per year vs. less than 20 patients per year). However, physicians with a shorter time of practice (less than 10 years vs. more than 10 years; 10.9 vs. 8.6/20; p=0.02), working at a center that performs FP vs. a center that do not (6.9 vs 4.7/20; p=0.04), or working at a university hospital vs. private practice, general hospital, or other (11.2 vs. 9.5, 8.8 or 8.3/20, respectively; p= 0.04) were more supportive of conservative treatment for FP.

A significant positive correlation was found between knowledge and attitude scores (r=0.371; p<0.0001).

Practice Behaviors

GS were asked about information provided to the patients about FP in EC/AH (Figure 2). The vast majority "usually" or "always" gave advice to patients about FP before EC/AH treatment.

For example, "I check with the patient how important their future fertility is for them" was indicated by 75.9%. They do not frequently offer written information (1.9%) but consult a fertility specialist (68.9%) or refer patients directly (78.2%).

SRM were asked about fertility management after conservative treatment of EC/AH, but 23 to 30% of them did not answer the questions (Supplementary Table 2). Eighteen (34%) of them were at least involved in young patients with EC/AH after conservative treatment. If the patient's tubes and the spermogram were normal, 30 physicians (56.6%) considered that the patient could wait for spontaneous pregnancy to occur after conservative treatment for EC/AH.

If fertility treatment was planned directly or after waiting this amount of time for a spontaneous pregnancy, most of the SRM (56.6 %; 30 physicians), chose IVF. For IVF, the main stimulation protocols chosen were an antagonist (28%) or an agonist (22%). For 54.7% of SRM, several pregnancies can be allowed as long as the disease does not relapse, but for 18.9 % of SRM a systematic hysterectomy must be performed after the first delivery. During fertility treatment, monitoring recurrence of EC/AH was preferentially performed by hysteroscopy and endometrial biopsy every 3 months (22.6%), or based on ultrasound evaluation of the endometrium (39.6%).

Discussion

The present study reports the findings of a survey of French gynecologists and their knowledge of, and attitudes toward, FP in EC/AH. Despite average knowledge and attitude scores, most of GS considered and gave advice to patients about FP before EC/AH treatment. We found a positive correlation between knowledge and attitude scores.

In-depth knowledge of FP in EC/AH is not required to discuss the impact of treatment on fertility. In this context, it is reassuring to observe that most GS consult or refer patients directly to a fertility specialist. For SRM, working at a center that performs FP and/or at a university hospital is associated with a more favorable attitude toward fertility sparing management, probably because knowledge was strongly associated with favorable attitude toward FP.

Although comprehensive information regarding fertility sparing management for EC/AH is available in France (e.g., from charities such as PREFERE, www.hupnvs.aphp.fr/centreprefere), most French GS do not to provide their patients with written information. Instead, most of them indicated that they referred the patient to a fertility specialist. Thus, it is important to develop comprehensive and updated web-based information site, leaflets, brochures, or pamphlets for patients with EC/AH who are candidates for fertility sparing management and their physicians.

Among young European Gynecological Oncologists, a previous survey was initiated to investigate their current practice in FP for EC [START_REF] Russa | Conservative management of endometrial cancer: a survey amongst European clinicians[END_REF]. For the treatment method to obtain remission, a slight preference for oral progestins was observed although other treatments were proposed by most physicians. However, in the present survey, hysteroscopic resection was the most known treatment to obtain remission even if the progestins were also known. This slight difference in treatment knowledge is probably explained by differences between the populations studied.

Numerous treatment regimens exist in the literature with disparities in the type of molecule, dosage and type of monitoring. The most studied treatments are oral progestins (megestrol acetate, medroxyprogesterone acetate), levonorgestrel intra-uterine device and GnRH agonists.

They are used alone or in combination, as first or second line therapy. No randomized controlled trial has yet been published that would allow the conclusion to be drawn that one treatment is superior to another [START_REF] Luo | Oral and intrauterine progestogens for atypical endometrial hyperplasia[END_REF]. Hysteroscopic resection is less studied and used than oral progestins in FP and may expose to synechia and obstetric complications [START_REF] Gonthier | Fertility-sparing management of endometrial cancer and atypical hyperplasia[END_REF]. It is not considered a treatment option under current recommendations [START_REF] Burke | Endometrial cancer: a review and current management strategies: part II[END_REF][START_REF] Gunderson | Oncologic and reproductive outcomes with progestin therapy in women with endometrial hyperplasia and grade 1 adenocarcinoma: a systematic review[END_REF].

In the present survey, the three main factors that influenced initiation of a discussion about FP were the poor chances of pregnancy, doubts concerning chances to obtain remission with fertility sparing management, and poor prognosis for patients with EC. For the first two limiting factors, large studies, a systematic review and a meta-analysis reported pregnancy rates ranging from 32 to 34% and remission rates ranging from 71% to 81% [START_REF] Koskas | Prognostic factors of oncologic and reproductive outcomes in fertility-sparing management of endometrial atypical hyperplasia and adenocarcinoma: systematic review and meta-analysis[END_REF][START_REF] Wei | Comparison of fertility-sparing treatments in patients with early endometrial cancer and atypical complex hyperplasia: A metaanalysis and systematic review[END_REF] which can both be considered satisfactory. The main prognostic factors for a live birth after EC/AH remission were described by Inoue et al. [START_REF] Inoue | Factors affecting pregnancy outcomes in young women treated with fertility-preserving therapy for well-differentiated endometrial cancer or atypical endometrial hyperplasia[END_REF] and one of them was the age of the women at the pregnancy permission. In agreement with these results, the upper age limit at which a French SRM would consider offering conservative treatment was mostly 38 to 40 years.

For a poor prognosis in patients with EC/AH, even if reassuring results have also been reported in a meta-analysis [START_REF] Sun | Safety of ovarian preservation in young patients with early-stage endometrial cancer: a retrospective study and meta-analysis[END_REF], the conflicting results for safety of fertility sparing management in patients with grade 2 or 3 EC [START_REF] Park | Pregnancy outcomes after fertility-sparing management in young women with early endometrial cancer[END_REF][START_REF] Gonthier | Impact of Conservative Managements in Young Women With Grade 2 or 3 Endometrial Adenocarcinoma Confined to the Endometrium[END_REF] or for patients with myometrial invasion [START_REF] Park | Pregnancy outcomes after fertility-sparing management in young women with early endometrial cancer[END_REF][START_REF] Casadio | Fertility-Sparing Treatment of Endometrial Cancer with Initial Infiltration of Myometrium by Resectoscopic Surgery: A Pilot Study[END_REF] probably explains the reservation of French gynecologists. In this way, among young Gynecological Oncologists, more than 90% of the responders believe that fertility sparing management could be offered in grade 1 EC without myometrial invasion but a minority of them would recommend it for grade 2 tumors or tumors with myometrial invasion [START_REF] Russa | Conservative management of endometrial cancer: a survey amongst European clinicians[END_REF].

Moreover, it could be explain by the high risk of recurrence increasing with the follow-up time (ranking from 30 to 50,% in different studies, reviews and meta-analysis [START_REF] Koskas | Prognostic factors of oncologic and reproductive outcomes in fertility-sparing management of endometrial atypical hyperplasia and adenocarcinoma: systematic review and meta-analysis[END_REF][START_REF] Park | Pregnancy outcomes after fertility-sparing management in young women with early endometrial cancer[END_REF][START_REF] Wei | Comparison of fertility-sparing treatments in patients with early endometrial cancer and atypical complex hyperplasia: A metaanalysis and systematic review[END_REF][START_REF] Yahata | Long-term conservative therapy for endometrial adenocarcinoma in young women[END_REF][START_REF] Niwa | Outcome of fertility-preserving treatment in young women with endometrial carcinomas[END_REF][START_REF] Gotlieb | Outcome of fertility-sparing treatment with progestins in young patients with endometrial cancer[END_REF]) even in grade 1 EC and by the close and systematic monitoring which must be performed with the risk of losing a patient to follow-up. In all cases, a secondary hysterectomy should be discussed even without recurrence once childbearing is complete. For almost 20% of SRM in our study, hysterectomy should be performed systematically after the first delivery. Because a second remission is possible after continuing FP management with another conservative therapy [START_REF] Park | Progestin re-treatment in patients with recurrent endometrial adenocarcinoma after successful fertility-sparing management using progestin[END_REF][START_REF] Perri | Prolonged conservative treatment of endometrial cancer patients: more than 1 pregnancy can be achieved[END_REF], this attitude may be somewhat excessive. As well, in the present survey, during fertility treatment, no consensual monitoring was performed. This provides additional support for the need for management guidelines for these rare cases.

Finally, SRM gynecologists were asked about fertility management in these patients. Because recurrence is the main risk and is time-dependent, most SRM allowed only a very short period for spontaneous pregnancy trials before starting ART. This attitude is in line with the literature [START_REF] Rodolakis | European Society of Gynecological Oncology Task Force for Fertility Preservation: Clinical Recommendations for Fertility-Sparing Management in Young Endometrial Cancer Patients[END_REF][START_REF] Burke | Endometrial cancer: a review and current management strategies: part II[END_REF][START_REF] Gunderson | Oncologic and reproductive outcomes with progestin therapy in women with endometrial hyperplasia and grade 1 adenocarcinoma: a systematic review[END_REF][START_REF] Park | Pregnancy outcomes after fertility-sparing management in young women with early endometrial cancer[END_REF] and the survey among young Gynecological Oncologists [START_REF] Russa | Conservative management of endometrial cancer: a survey amongst European clinicians[END_REF]. IVF was the first choice if ART was chosen, to reduce the time to pregnancy. But no clear optimal ovarian stimulation protocol for IVF or the number of attempts are described [START_REF] Zapardiel | Assisted reproductive techniques after fertility-sparing treatments in gynaecological cancers[END_REF]. Because hyperestrogenism is a risk factor for disease progression, some authors recommend IVF stimulation protocols with letrozole (as in breast cancer FP protocols) to reduce hyperestradiolemia [START_REF] Zapardiel | Assisted reproductive techniques after fertility-sparing treatments in gynaecological cancers[END_REF][START_REF] Azim | Letrozole for ovulation induction and fertility preservation by embryo cryopreservation in young women with endometrial carcinoma[END_REF]. In France, letrozole cannot be used in ovarian stimulation protocols because of legal restrictions, and therefore, some French SRMs prefer GnRH antagonist protocols or mild or natural cycles for the same reason, even if these latter treatments (i.e. mild or natural cycles) have lower pregnancy success. Others chose GnRH agonist ovarian stimulation protocols because GnRH agonist is an antigonadotropic treatment that is available for fertility sparing in EC/AH. Thus, despite reassuring results in the literature, French gynecologists are not comfortable with FP attained through conservative management of EC/AH, probably because of a lack of confidence in their knowledge. Although the knowledge and attitude scores were not high, most

French GS indicate that they provide information about FP in EC/AH. Management of fertility after FP by SRM is dictated by the recurrence risk (reducing time to pregnancy and avoiding hyperestradiolemia) but it is not clearly defined and is mostly physician-dependent. Specific guidelines are needed to help physicians (GS and SRM) manage these young patients with EC/AH and their fertility. Additionally, information on the existence of expert centers ready to assist practitioners should be more widely disseminated. This research did not receive any specific grant from funding agencies in the public, commercial, or not-for-profit sectors.
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Informed consent: Informed consent is not needed, as it is an original research based on a questionnaire. Llvonorgestrel intra-uterine device (IUD), GnRH agonists, hysteroscopic endometrial resection). A four-point Likert scale from "not known" to "well known" was used and a "knowledge score" was generated from 0 for "not known" to 3 for "well known". The total knowledge score (out of 12) was obtained by adding each knowledge score from the four different conservative treatments. A total knowledge score from 0 to 3 was considered to be low, 4 to 7 was medium, and 8 to 12 was high. A five-point Likert scale from "strongly disagree" to "strongly agree" was used and a "score of attitudes toward FP" was obtained, with 0 for "strongly disagree" to 4 for "strongly agree". The questions asked were: "Fertility preservation is a high priority for me to discuss with newly diagnosed EC or AH patients"; "Treating the cancer is more important than FP"; "The success rates of conservative treatment for FP are not as yet good enough to make it a viable option"; "I feel comfortable discussing conservative treatment for FP with my patients"; and "I am willing to provide a less effective cancer treatment regimen to attempt to preserve a patient's fertility". Total score of attitudes toward FP was obtained adding each score of the different answers to the five questions. A total score of attitudes toward FP from 0 to 5 was considered to be negative toward FP, 6 to 10 was not comfortable with FP, 11 to 15 was comfortable with FP, and 16 to 20 was completely agree and comfortable with FP options. 
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 1 Fig 1: Knowledge of fertility preservation options in young patients with endometrial

Table 1 : Characteristics of population
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	South Est	22 (15.6%)
	(Auvergne RA, PACA)	
	North West	13 (9.2%)
	(Pays de la Loire, Normandie, Bretagne)	
	North Est	9 (6.4%)
	(Grand Est, Bourgogne-Franche-Comté)	
	La Réunion	3 (2.1%)
	Abroad (Maroc, Suisse)	2 (1.4%)
	Unknown	2 (1.4%)
	Time since graduation	
	<5 years	27 (19%)
	5-10 years	16 (12%)
	>10 years	97 (69%)

Table 2 :
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Knowledge score. Participants were asked to indicate their knowledge of the four different conservative treatments for EC/AH to preserve fertility (oral progestins,

Table 3 : Score of attitude toward fertility preservation (FP) options in endometrial cancer or atypical hyperplasia (EC/AH).
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resection). Overall, 140 French gynecologists were asked, and the numbers in the columns are the number of gynecologists who responded to each point.

Fig 2: Practice behavior of Gynecological Surgeons (GS):

Statements focusing on information about fertility preservation provided to the patients ranged from "Never" to "Always". Eighty-seven GS were asked, and the numbers in the columns are the number of GS who responded to each point.

Supplementary Fig 1: Barriers to fertility preservation (FP) in endometrial cancer or endometrial atypical hyperplasia (EC/AH): Factors influencing initiation of a discussion

about FP in EC/AH. Statements focusing on factors that influence information about fertility preservation were provided to the patients from "not at all" to "to a large extent". Overall, 140

French gynecologists were asked, and the numbers in the columns are the number of gynecologists who responded to each point.

Supplementary material: a survey with one common part (17 items) and two specific parts: one for GS (three items) and one for SRM (seven items).
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