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Objective. To retrospectively compare results from lymphatic mapping of pelvic sentinel lymph nodes (SLN)
using fluorescence near-infrared (NIR) imaging of indocyanine green (ICG) and colorimetric imaging of isosulfan
blue (ISB) dyes inwomenwith endometrial cancer (EC) undergoing robotic-assisted lymphadenectomy (RAL). A
secondary aim was to investigate the ability of SLN biopsies to increase the detection of metastatic disease.

Methods. Thirty-five patients underwent RAL with hysterectomy. One mL ISB was injected submucosally in
four quadrants of the cervix, followed by 0.5 mL ICG [1.25 mg/mL] immediately prior to placement of a uterine
manipulator. Retroperitoneal spaces were dissected for colorimetric detection of lymphatic pathways. The da
Vinci® camera was switched to fluorescence imaging and results recorded. SLN were removed for permanent
analysis with ultra-sectioning, H&E, and IHC staining. Hysterectomy with RAL was completed.

Results. Twenty-seven (77%) and 34 (97%) of patients had bilateral pelvic or aortic SLN detected by colorimet-

ric and fluorescence, respectively (p=0.03). Considering each hemi-pelvis separately, 15/70 (21.4%) had “weak”
uptake of ISB in SLN confirmed positive with fluorescence imaging. Using both methods, bilateral detection was
100%. Ten (28.6%) patients had lymph node (LN) metastasis, and 9 of these had SLNmetastasis (90% sensitivity,
one false negative SLN biopsy). Seven of nine (78%) SLN metastases were ISB positive and 100% were ICG posi-
tive. Twenty-five had normal LN, all with negative SLN biopsies (100% specificity). Four (40%)with LNmetastasis
were detected only by IHC and ultra-sectioning of SLN.

Conclusions. Fluorescence imaging with ICG detected bilateral SLN and SLN metastasis more often than ISB,
and the combination resulted in 100% bilateral detection of SLN. Ultra-sectioning/IHC of SLN increased the detec-
tion of lymph node metastasis.
© 2012 Elsevier Inc. All rights reserved.
Introduction

Lymphatic mapping for assessment of sentinel lymph nodes (SLN) is
an accepted practice for breast, melanoma, and vulvar cancers [1–3]
with the primary goal to reduce morbidity of a complete lymphadenec-
tomy. A secondary goal is to improve detection of metastatic disease
with pathology protocols that utilize ultra-sectioning of SLN and immu-
nohistochemical (IHC) staining [4]. In 2008, a consensus panel of experts
reported that sentinel node assessment in endometrial cancer was
worthy of further investigation; however, there was insufficient data
to comment on feasibility or benefits [5]. Since then, investigators have
reported on their experiences with pelvic lymphatic mapping using
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colorimetric imaging of blue dyes [isosulfan blue (ISB), patent blue,
and methylene blue] and/or radiocolloid mapping with Technetium-99
(Tc-99). Bilateral detection of pelvic lymph nodes is reported in 66 to
86% of cervix and endometrial cancer cases [6–9]. Furthermore, Roy et
al. [9] reported a 7.8% increase in SLN detection utilizing both ISB and
Tc-99 compared to ISB alone, achieving a 90.6% bilateral detection rate
in patients with cervical cancer. However, radiocolloid mapping suffers
fromdifficulties associatedwith coordinating injection times in the radi-
ology suite relative to operating timeswhen imaging is desired, variabil-
ity of operators' ability to interpret the radioactive signal intra-
operatively, cost, and patient concerns with injection of radioactive
pharmaceuticals.

Recently, other medical dyes that fluoresce in light at the near-
infrared (NIR) spectrum (700–900 nm) using laparoscopic imaging
systems have been reported for use in lymphatic mapping of gastric,
breast, rectal, cervical, and endometrial cancers [10–14]. Indocyanine
green (ICG) is the most clinically useful agent for NIR lymphatic map-
ping [15], and has been used clinically for two decadeswith an excellent
safety profile. The risk of allergic reactions with ICG has been estimated
1 per 42,000 uses [16]. The da Vinci® NIR fluorescence imaging system
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Fig. 1. (A) Colorimetric detection of isosulfan blue (ISB) in left parametrial lymphatics
leading to left external iliac lymph node. (B) Near-infrared (NIR) imaging of indocyanine
green (ICG) in the same patient showing parametrial lymphatics and left external iliac
lymph node.
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Fig. 2. (A) Colorimetric view of isosulfan blue (ISB) in right parametria leading to obtu-
rator space, but fails to identify a sentinel lymph node (SLN). (B) Near-infrared (NIR)
imaging of indocyanine green (ICG) dye confirms obturator SLN.
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is FDA cleared for vascular imaging and is useful for confirming patency
of vascular anastamoses in cardiovascular surgery [17]. The robotic NIR
system has also been used for partial nephrectomy by revealing photo-
penic tumor relative to the surrounding normal renal parenchyma [18].
Rossi et al. [14] recently described preliminary results with NIR fluores-
cence imaging usedwith robotic-assisted surgery in patientswith cervi-
cal and endometrial cancers, recommending that a 1 mg dose of ICG
was most efficacious for lymphatic mapping.

In this study, we sought to retrospectively compare the ability of
fluorescence imaging of ICG and standard colorimetric analysis of ISB
dyes for the detection of SLN in small cohort of women with endome-
trial carcinoma who underwent robotic-assisted lymphadenectomy
(RAL). A secondary aim of this study was to investigate the ability of
SLN mapping to increase the detection of metastatic disease by com-
paring SLN ultra-sectioning and IHC to traditional hematoxylin and
eosin (H&E) staining results.
Materials and methods

Study subjects

The medical records from 35 patients who underwent da Vinci®

(Intuitive Surgical, Inc., Sunnyvale, CA) SLN mapping during robotic-
assisted hysterectomy and staging lymphadenectomy for the treatment
of uterine carcinoma from May to September, 2011 were reviewed.
Medical records were reviewed for patient demographics and clinico-
pathologic factors including the sites of SLN biopsies and method of
identification. An IRB-approved clinical data analysis protocol was used
for this study.
SLN mapping procedure

Immediately prior to insertion of the uterine manipulator, 1 mL of
ISB was injected sub-mucosally in four quadrants of the cervix (1 to
2 mmwith no blood return prior to injection) and CO2 intra-peritoneal
insufflations initiated simultaneously during the injections. Immediately
prior to docking, 0.5 mL of diluted ICG dye (25 mg of ICG in 20 mL
normal saline [1.25 mg/mL]) was injected in each cervical quadrant
immediately prior to the placement of a uterine manipulator. The ICG
concentration used was one half that recommended for intravenous
injection, as early experience revealed leakage from the lymphatics
into soft tissue with standard dilution, somewhat obscuring sentinel
lymphatic pathways. The pelvic dissections were initiated within ap-
proximately 10 min of the cervical injections.

The pelvis was carefully inspected, opening the pararectal and
paravesical spaces with meticulous hemostasis to avoid obscuring
blue lymphatic pathways during colorimetric analysis with standard
“white light”(Figs. 1A and 2A). When more than one lymph node
was observed on a side, the closest node to the cervix and parametrial
sentinel lymphatic path was considered “sentinel”. The camera was
switched to NIR mode and again the findings noted. If ISB results were
negative or unilateral, an additional 5 min was allotted to ensure that
adequate time passed for the blue dye to reach lymph nodes while the
presacral, pararectal, and lower aortic spaces were inspected for aber-
rant sentinel lymphatic pathways. SLN were removed separately on
each side and underwent an ultra-staging and IHC protocol established
for the SLN mapping in breast cancer (see below). No frozen sections
were performed on SLN specimens in order to completely preserve pa-
thology. A complete pelvic and common-iliac lymphadenectomy was
performed and lymph nodes were submitted for standard (H&E) stain-
ing. Aortic lymphadenectomy was completed for higher risk lesions as
determined by intra-operative frozen section analysis of the uterine
tumor or suspicious pelvic lymph nodes. Findings of colorimetric and



Table 2
Clinico-pathological data.

Operative time (min) 169±37 (range 103–236)
Estimated blood loss (mL) 118±47 (range 50–250)
Hospital length-of-stay (days) 1.3±0.9 (range 1–5)
Transfusion rate (%) 0
Comprehensive pelvic-and-aortic
lymph node dissection

22 (63%)

Pelvic nodes 22.6±10.9 (range 13–59)
Aortic nodes 10.3±6.6 (range 1–28)
Patients with positive nodes 10 (28.6%)

Pelvic 5 (14.3%)
Pelvic±aortic 5 (14.3%)

Conversion to laparotomy 0
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fluorescence imagingwere recorded for each side of the pelvis in the op-
erative records.

Pathology and SLN analyses

Pathologists recorded initial H&E impressions of ultra-sectioned SLN
(at least 6 serial sections 4 μm thick at 40 μm intervals) prior to IHC
analysis, and then amended their reports after IHC if groups of malig-
nant cells were subsequently identified in H&E slides with the aid of
IHC. An additional 4 μm section was cut between the third and fourth
levels and immuno-stained with mouse monoclonal anti-AE1/AE-3
cytokeratin (Dako, Carpentaria, CA). Standard definitions derived from
breast IHC analysis were used. “Isolated cytokeratin tumor cells”
were less than 0.2 mm; and micro-metastases were defined as 0.2 to
2.0 mm of tumor.

Non-sentinel lymph nodes underwent one section with routine
H&E staining. Sensitivity of SLN detection, bilateral and unilateral,
was analyzed for each method and compared. SLN findings for each
method were compared to complete pelvic lymphadenectomy findings
for an analysis of sensitivity and specificity for detecting metastatic
disease.

Statistical analyses

Data are presented as percent and/or mean±standard deviation
(SD) for continuous variables, and rates in the case of discrete vari-
ables. A Student's t-test or Chi-squared test was used for continuous
and discrete variables, respectively. A z-test was performed to deter-
mine the statistical significance where data were analyzed for percent
difference between the groups. In all instances, a p-value of b0.05 was
declared as statistically significant.

Results

The mean age of patients was 63.4 years, BMI 33.1 kg/m2, and 26
(74.6%) of patients had “Mayo Clinic high-risk” features for lymphatic
metastasis on final pathologic analysis [19]. The mean lesion size was
4.4 cm. and 63% of tumors were Grade 2 or 3. The mean myometrial
depth of invasion was 41% (range 6 to 100%) and lymphovascular
space invasion was detected in 37% cases (Table 1). All cases were com-
pleted with the robotic-assisted laparoscopic technique previously
described [20]. Sixty-three percent of cases received comprehensive
pelvic and aortic lymphadenectomy with a single central-docking pro-
cedure, and 14 (63.4%) of these had infra-renal nodes dissected. The
remaining 13 patients underwent complete pelvic lymphadenectomy
(Table 2). The mean pelvic lymph node yield was 22.6±10.9 and the
mean aortic lymph node count was 10.3±6.6.

Bilateral SLN were detected in all but one patient (97%) using the
robotic NIR imaging system, and 27 (77%) patients by colorimetric
Table 1
Demographics and primary tumor characteristics.

Age (years) 63.4±10.4 (range 35–88)
Body mass index (kg/m2) 33.1±9.3 (range 18–56)
Tumor grade

1 13 (37.1%)
2 14 (40%)
3 8 (22.9%)

Lesion size (cm) 4.4±2.3 (range 0.2–10.0)
Myometrial invasion 41% (range 6–100)
Lymphovascular space invasion 13 (37%)
Positive nodesa 10 (28.8%)
Mayo Clinic criteria

“Low-risk” 9 (25.7%)
“High-risk” 26 (74.3%)

a All 10 positive node cases were “Mayo Clinic criteria” [19] high-risk cases.
analysis(Figs. 1 and 2). Considering each hemi-pelvis separately, 15/70
(21.4%) hemi-pelvises had weak or indeterminate uptake of ISB in SLN,
subsequently confirmed positivewith fluorescence imaging. All patients
had at least unilateral SLN identified by eachmethod, and by combining
methods bilateral detection was 100%. Two cases had sentinel nodes
identified in the pre-sacral and lower aortic areas byfluorescent imaging
that were not identified by ISB. Three cases had common iliac SLN, and
all remaining SLNwere identified in the true pelvis (obturator or exter-
nal iliac chains). Only one patient had a pelvic SLN identified by a weak
blue colorimetric signal that was also fluorescence negative.

Ten (28.6%) patientswere identifiedwith nodalmetastasis (Table 3).
Five patients had positive pelvic nodes, and five had both positive pelvic
and aortic nodes, three of whom also had infra-renal metastasis. All
positive SLN biopsies were pelvic nodes, correctly identifying nine
cases (90% sensitivity). The one false negative SLNbiopsy failed to detect
the metastasis in an immediately adjacent external iliac lymph node.
Twenty-five patients had normal lymph nodes on final assessment,
and SLN biopsies correctly predicted all cases (100% specificity). Metas-
tasis was solely identified by ultra-sectioning and IHC staining lymph
nodes in four of the 10 patients with node metastasis, which represents
a 67% increase in identification of node metastasis compared to routine
H&E staining. Two of these SLN with IHC-identified metastases were
subsequently recognized to have H&E staining cancer cells (microme-
tastasis), and the remaining two cases were IHC cytokeritin-positive
for isolated tumor cells with negative H&E findings. Seven of nine SLN
with metastasis were detected using standard light and two additional
SLN (a total of nine) were detected with NIR imaging.

Discussion

The role of complete pelvic and aortic lymphadenectomy for
patients with EC continues to be debated. Retrospective studies from
both individual institutions and large national databases suggest that
lymphadenectomy may be therapeutic or improve outcomes [21,22].
However, two randomized clinical trials have called into question rou-
tine pelvic and aortic lymphadenectomy because survival outcomes
were not improved for patients randomized to the lymphadenectomy
arms [23,24]. These two studies have been thoroughly criticized for
several design and methodological flaws [25,26], and many experts
Table 3
Data on lymph node metastasis.

Total sentinel lymph node cases 35
Cases with lymph node metastasis 10 (28.6%)
Cases with sentinel lymph node metastasis 9 (90% sensitivity)
Cases with normal lymph node 25
Cases with negative sentinel lymph node 26 (100% specificity)
Positive predictive value (PPV) 100%
Negative predictive value (NPV) 96%
Cases with sentinel lymph node metastasis by IHC 4 (40%)
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continue to recommend that complete lymphadenectomy is preferable
for staging, treatment planning, and prognosis [27,28].

The routine performance of pelvic and aortic lymphadenectomy for
patients with EC adds operative time, cost, and complications including
lower extremity lymphedema, lymphocysts, and transient neuralgias
[29]. Attempts have been made to define a low-risk group of patients
with EC that would not benefit from lymphadenectomy in order to
reduce overall morbidity. Most gynecologic oncologists agree that
small endometrioid Grade 1, 2 tumors with early myometrial invasion
identified on frozen section have low-risk for lymphatic metastasis
[30]. Unfortunately, the inherent limitations of intra-operative frozen
section analysis may lead to errant omission of lymphadenectomy for
some cases subsequently identified as “Mayo Clinic high-risk” on per-
manent pathology. SLN mapping has been widely adopted for routine
management of breast cancer, melanoma, and vulvar cancers [2,5,31],
reducing the need for complete lymphadenectomy.

A recent multi-center French study (SENTINO-ENDO) of sentinel
node biopsy in 125 patients with EC using dual Tc-99 and Patent blue
dye cervical injections identified bilateral SLN in 69% of patients [7].
Therewere three false negative SLN cases, yielding sensitivity for detec-
tion of metastatic disease of 84% and negative predictive value (NPV)
97%. Five percent of patients had aortic SLN. Perhaps equally important,
SLN detection was more sensitive for detection of metastatic disease
because ultra-sectioning and IHC more than doubled the number of
metastasis identified by routine H&E stains. Our results in this study
are similar using NIR imaging of ICG and colorimetric imaging of ISB.
Bilateral SLN were identified in nearly all patients (97%) using NIR and
77% using ISB. Each method likely compliments the other, as ISB path-
ways are usually seen quickly upon opening spaces in white light, and
NIR imaging of ICG frequently confirms or rejects uncertain colorimetric
findings. As reported in the SENTINO-ENDO trial [7], IHC and ultra-
staging SLN resulted in improved detection of metastatic disease in
our study (67% increase). However, unlike the French study, 63% of our
patients underwent aortic lymphadenectomy, and 50% of cases with
metastasis had aortic involvement including infra-renal lymph nodes.
Curiously, none of the positive node cases in this study were isolated
to the aortic lymph nodes as reported by others [19], although not all
cases received infra-renal aortic LN biopsies in this study. Perhaps pelvic
SLN detection with more sensitive ultra-sectioning and IHC reduces the
reported incidence of isolated infra-renal metastasis. Clearly, a larger
cohort will be necessary to study the issue of isolated infra-renal metas-
tasis when SLN biopsies are performed.

Uterine fundal subserosal injections of blue dyes and Tc-99 have
been described by several authors with SLN detected in 45 to 90%
cases [32], indicating considerable variability in SLN detection among
investigators. Hysteroscopic injection of tumors has also been reported
with variable results. Hysteroscopy adds significant cost, inconvenience,
and is thereforemay not be feasible for routine clinical use [32]. Cervical
injection is clearly the easiest and most reproducible technique for
pelvic SLN mapping. There are several routes of lymphatic drainage
from the uterus. Through the lower uterine segment and cervix,
lymph primarily drains laterally through the parametria to the pelvic
sidewall, but may also course into the para-rectal and pre-sacral spaces
[9]. Uterine fundal drainage is relatively consistent through the ovarian
veins to the infra-renal para-aortic lymph nodes. Hence, it is our recom-
mendation that pelvic lymphatic mapping be performed by cervical
injection with visualization of the parametrial lymphatic channels to
the pelvic side wall. If SLN are not identified, we recommend inspecting
the para-rectal space for SLN, and the pre-sacral space which may lead
to identification of common iliac or infra-mesenteric aortic SLN. In our
opinion, the decision to dissect aortic lymph nodes, including the infra-
renal lymph nodes, should be determined by intra-operative analysis
of the primary uterine tumor and pelvic nodal status.

In this exploratory analysis, we found that use of the NIR imaging
system and ICG dye with robotic-assisted surgery was quite easy to
master and complimented traditional colorimetric analysis of ISB. It is
possible that ICG alone could be as efficacious, but our initial impression
is that colorimetric assessment also assisted in retroperitoneal dissec-
tion, avoiding frequent switching back and forth from NIR to white
light. Of note, we used 2.5 mg of ICG per patient, considerably more
than reported by Rossi et al. [14], possibly accounting for our improved
detection of SLN. A future prospective trial with larger numbers of pa-
tients will be necessary to confirm the sensitivity, specificity, and
especially negative predictive value for this technique. Perhaps if our
findings are confirmed in a larger multi-institutional trial, gynecologic
oncologists will be confident omitting lymphadenectomy for Mayo
Clinic low-risk cases by performing less-morbid SLN biopsies (searching
for the 1 to 2% with metastasis), and conversely improve the precision
of staging for high-risk cases through the rational use of ultra-staging
and IHC.

Conflict of interest statement
Dr. Robert Holloway is a training consultant for Intuitive Surgical, Inc. All other co-
authors declare that there are no conflicts of interest associated with this manuscript.

References

[1] Schwartz GF, Giuliano AE, Veronesi U. Consensus Conference Committee. Proceedings
of the consensus conference on the role of sentinel lymph node biopsy in carcinoma
of the breast. April 19–22, 2001, Philadelphia, Pennsylvania. Cancer 2002;94:
2542–51.

[2] Balch CM, Buzaid AC, Soong SJ, AtkinsMB, Cascinelli N, Coit DG, et al. Final version of
the American Joint Committee on Cancer staging system for cutaneous melanoma.
J Clin Oncol 2001;19:3635–48.

[3] Van de Zee AG, OonkMH, De Hullu JA, Ansink AC, Vergote I, Verheijen RH, et al. Sen-
tinel node dissection is safe in the treatment of early-stage vulvar cancer. J Clin Oncol
2008;26:884–9.

[4] Yared MA, Middleton LP, Smith TL, Kim HW, Ross MI, Hunt KK, et al. Recommen-
dations for lymph node processing in breast cancer. Am J Surg Pathol 2002;26:
377–82.

[5] Levenback CF, van der Zee AG, Rob L, Plante M, Covens A, Schneider A, et al. Sen-
tinel lymph node biopsy in patients with gynecologic cancers: expert panel state-
ment from the International Sentinel Node Society Meeting, February 21, 2008.
Gynecol Oncol 2009;114:151–6.

[6] Khoury-Collado F, Murray MP, Hensley ML, Sonoda Y, Alektiar KM, Levine DA,
et al. Sentinel node mapping for endometrial cancer improves the detection of
metastatic disease to regional lymph nodes. Gynecol Oncol 2011;122:251–4.

[7] Ballester M, Dubernard G, Lecuru F, Heitz D, Mathevet P, Marret H, et al. Detection
rate and diagnostic accuracy of sentinel-node biopsy in early stage endometrial can-
cer: a prospective multicenter study (SENTI-ENDO). Lancet Oncol 2011;12:469–76.

[8] Cormier B, Diaz JP, Shih K, Sampson RM, Sonoda Y, Park KJ, et al. Establishing a
sentinel lymph nodemapping algorithm for the treatment of early cervical cancer.
Gynecol Oncol 2011;122:275–80.

[9] Roy M, Bouchard-Fortier G, Popa I, Gregoir J, Renaud M-C, Tetu B, et al. Value of
sentinel node mapping in cancer of the cervix. Gynecol Oncol 2011;122:269–74.

[10] Kusano M, Tajima Y, Yamazaki K, Kato M, Watanabe M, Miwa M. Sentinel node map-
ping guided by indocyanine green fluorescence imaging: a new method for sentinel
node navigation surgery in gastrointestinal cancer. Dig Surg 2008;25:103–8.

[11] Dunn LJ, Robertson AG, Shenfine J, Griffin SM. Indocyanine green fluorescence
imaging of sentinel nodes in gastric cancer. Ann Surg 2009;250:653.

[12] Hutteman M, Mieog JS, van der Vorst JR, Liefers GJ, Putter H, Löwik CW, et al.
Randomized, double-blind comparison of indocyanine green with or without albu-
min premixing for near-infrared fluorescence imaging of sentinel lymph nodes in
breast cancer patients. Breast Cancer Res Treat 2011;127:163–70.

[13] Noura S, Ohue M, Seki Y, Tanaka K, Motoori M, Kishi K, et al. Feasibility of a lateral
region sentinel node biopsy of lower rectal cancer guided by indocyanine green
using a near-infrared camera system. Ann Surg Oncol 2011;17:144–51.

[14] Rossi EC, Ivanova A, Boggess JF. Robotically assisted fluorescence-guided lymph
node mapping with ICG for gynecologic malignancies. Gynecol Oncol 2012;124:
78–82.

[15] Gioux S, Choi HS, Franggioni JV. Image-guided surgery using invisible near-
infrared light: fundamentals of clinical translation. Mol Imaging 2010;9:237–55.

[16] Speich R, Saesseli B, Hoffmann U, Neftel KA, Reichen J. Anaphylactoid reactions
after indocyanine-green administration. Ann Intern Med 1988;109:345–6.

[17] Balacumaraswami L, Abu-Omar Y, Anastasiadis K, Choudhary B, Pigott D, Yeong SK,
et al. Does off-pump total arterial grafting increase the incidence of intraoperative
graft failure? J Thorac Cardiovasc Surg 2004;128:238–44.

[18] Tobis S, Knopf J, Silvers C, Yao J, Rashid H, Wu G, et al. Near-infrared fluorescence
imaging with robotic assisted laparoscopic partial nephrectomy: initial clinical
experience for renal cortical tumors. J Urol 2011;188:47–52.

[19] Mariani A, Dowdy SC, Cliby WA, Gostout BS, Jones MB, Wilson TO, et al. Prospec-
tive assessment of lymphatic dissemination in endometrial cancer: a paradigm
shift in surgical staging. Gynecol Oncol 2008;109:11–8.

[20] Holloway RW, Ahmad S. Robotic-assisted surgery in themanagement of endometri-
al cancer. J Obstet Gynaecol Res 2012;38:1–8.

[21] Kirby TO, Leath III CA, Kilgore LC. Surgical staging endometrial cancer. Oncology
(Williston Park) 2006;20:45–50.



29R.W. Holloway et al. / Gynecologic Oncology 126 (2012) 25–29
[22] Chan JK, CheungMK, HuhWK, Osann K, Husain A, Teng NN, et al. Therapeutic role of
lymph node dissection in endometrioid corpus cancer: a study of 12,333 patients.
Cancer 2006;107:1823–30.

[23] Kitchener H, Swart AM, Qian Q, Amos C, Parmar MK. ASTEC Study Group. Efficacy
of systematic pelvic lymphadenectomy in endometrial cancer (MRC ASTEC trial):
a randomized study. Lancet 2009;373:125–36.

[24] Benedetti Panici P, Basile S,Maneschi F, Alberto LissoniA, SignorelliM, ScambiaG, et al.
Systematic pelvic lymphadenectomy vs. no lymphadenectomy in early-stage endo-
metrial carcinoma: randomized clinical trial. J Natl Cancer Inst 2008;100:1707–16.

[25] Creasman WT, Mutch DE, Herzog TJ. ASTEC lypmhadenectomy and radiation
therapy studies: are conclusions valid? Gynecol Oncol 2010;116:293–4.

[26] Seamon LG, Fowler JM, Cohn DE. Lymphadenectomy for endometrial cancer: the
controversy. Gynecol Oncol 2010;117:6–8.

[27] Greer BE, KohWJ, Abu-RustumN, BookmanMA, Bristow RE, Campos SM, et al. Uterine
neoplasms: clinical practice guidelines in oncology. J Natl Compr Canc Netw 2009;7:
498–531.
[28] Walsh CS, Karlan BY. Lymphadenectomy's role in early endometrial cancer: prog-
nostic or therapeutic? J Natl Cancer Inst 2008;100:1660–1.

[29] Backes FJ, Brudie LA, Farrell MR, Ahmad S, Finkler NJ, Bigsby GE, et al. Short- and long-
term complications andmorbidity of robotic-assisted comprehensive endometrial can-
cer staging. Gynecol Oncol 2012, http://dx.doi.org/10.1016/j.ygyno.2012.02.023.

[30] MilamMR, Java J, Walker JL, Metzinger DS, Parker LP, Coleman RL. for the Gynecologic
Oncology Group. Nodal metastasis risk in endometrioid cancer. Obstet Gynecol
2012;119:286–92.

[31] Krag DN, Anderson SJ, Julian TB, Brown AM, Harlow SP, Ashikaga T, et al. National Sur-
gical Adjuvant Breast and Bowel Project. Technical outcomes of sentinel-lymph-node
resection and conventional axillary-lymph-node dissection in patients with clinically
node-negative breast cancer: Results from the NSABP B-32 randomized phase III trial.
Lancet Oncol 2007;8:881–8.

[32] Abu-RustumNR, Khoury-Collado F, Pandit-Taskar N, SoslowRA, Dao F, Sonoa Y, et al.
Sentinel lymph nodemapping for grade 1 endometrial cancer: is it the answer to the
surgical staging dilemma? Gynecol Oncol 2009;113:163–9.


	Detection of sentinel lymph nodes in patients with endometrial cancer undergoing robotic-assisted staging: A comparison of colorimetric and fluorescence imaging
	Introduction
	Materials and methods
	Study subjects
	SLN mapping procedure
	Pathology and SLN analyses
	Statistical analyses

	Results
	Discussion
	Conflict of interest statement
	References


