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aparoscopy-assisted vaginal hysterectomy compared

ith abdominal hysterectomy in clinical stage I endometrial cancer
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O THE EDITORS: I read with great interest the paper by
alogiannidis et al1 and strongly support that laparoscopy-
ssisted vaginal hysterectomy with lymphadenectomy in pa-
ients with clinical stage I endometrial cancer (EC) is a safe
rocedure.
The highly sensitive positron emission tomography (PET)

can detects the metabolic signal of actively growing cancer
ells in the body and the computed tomography (CT) scan
rovides a detailed picture of the internal anatomy that reveals
he location, size, and shape of abnormal cancerous growths.
n integrated PET/CT scan provides good anatomic and func-

ional localization of suspicious lesions and is the better diag-
ostic interpreter.2 I would like to suggest that an integrated
ET/CT should be used routinely for the preoperative evalua-

ion of the lymph node metastasis in EC. This is all the more
mportant in the context of recent study by Lee et al3 on ovarian
reservation in low-risk EC. Surgical castration of young
omen induces an abrupt loss of estrogen, which causes cli-
acteric symptoms (especially, hot flushes), sleep disorders,

nd long-term effects that include its deleterious impact on
ardiovascular and bone health, in addition to the loss of fer-
ility. Ovarian preservation should be performed cautiously
ith consideration of a patient’s age, need for fertility, and
esire for preservation after being given a full explanation of
he potential risks.3

The authors performed open laparoscopy with 12-mm bal-
oon trocar through an infraumbilical incision of 1.5-2 cm.
hey report 2 cases with infraumbilical hernia in laparoscopy-
ssisted vaginal hysterectomy group. I suggest the use of direct
rocar insertion with 10 mm trocar, which will reduce the
hances of hernia and operative time too.

Kalogiannidis et al1 used vertical midline incision for lapa-
otomy; however, transverse incision is better option. These

ncisions are 30 times stronger, are less painful, and are attrac- ©

EPLY

ique. In addition, it has been shown that lymph node metas-
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ive because they provide the best cosmetic results. Addition-
lly, low transverse incisions result in less interference with
ostoperative respiration. Wound dehiscence and incisional
ernia are allegedly more common with vertical incisions.4 It is
oteworthy to mention that the authors report 1 case of evis-
eration. Probably the authors used vertical incision for
ymphadenectomy and the possibility of advanced surgical
tage.

Lymphadenectomy and omentectomy are possible with
ransverse incision and with the careful pelvic examination for

obility and with the advent of CT or magnetic resonance
maging surgical staging are unlikely to change. Moreover, EC
s confined mostly to the body of the uterus. I strongly recom-

end the use of transverse incision for early stage EC. f
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e thank Dr Niraj N. Mahajan for his comments on our paper
Laparoscopy-assisted vaginal hysterectomy compared with
bdominal hysterectomy in clinical stage I endometrial cancer:
afety, recurrence, and long-term outcome.”1

Dr Mahajan suggests that positron emission tomography/
omputed tomography (PET/CT) should be used routinely as
staging technique for early endometrial carcinoma. We do

gree that PET/CT is a promising technique for several gyne-
ologic malignancies. However, the available data with this
echnique as staging tool are not sufficient; the costs are too
igh, and the availability of PET/CT throughout the world is
oo low to regard this technique as a standard staging tech-
ases of endometrial carcinoma �1 cm are often missed on
ET/CT and, for this reason, that PET/CT cannot replace

ymphadenectomy.2

Surgical management of early stage endometrial cancer in-
ludes peritoneal cytologic evaluation, total hysterectomy
which by definition includes the cervix) with bilateral sal-
ingo-oophorectomy, and in selected cases lymph node dissec-
ion. Although the results of a randomized trial are still lacking,
aparoscopically assisted vaginal hysterectomy is an alternative
orm of surgical management of endometrial cancer, because
ampling of peritoneal fluid, lymph node dissection, omentec-
omy, and peritoneal biopsies can be performed in a single

rocedure.3 We do not agree with Dr Mahajan that this proce-

MARCH 2008 American Journal of Obstetrics & Gynecology 347



d
i
s
n

n
l
p
s
v
i

I
I
F
U
D
D

G
B
i

R
1
V
a
r
1
2
t
o
3
V
4
t
o

C
T
f
c

p

Letters to the Editors www.AJOG.org

3

ure can be performed safely with a transverse incision because
t is well-known that this incision results in an inferior expo-
ure of the upper abdomen (including the paraaortic lymph
odes) than a midline incision.
We agree with Dr Mahajan that insufflation with a Verres

eedle followed by trocar insertion is an alternative for open
aparoscopy as reported in our manuscript.1 However, we
refer the open laparoscopy because we and others have
hown that this open technique results in fewer bowel and
ascular injuries and is as fast as the trocar insertion after
nsufflation. 4 f
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orrection
he article, “Reply,” by Lowder et al, published in the December 2007 issue (volume 197, page 689), in response to the letter “Risk

actors for primary and subsequent anal sphincter lacerations: a comparison of cohorts by parity and prior mode of delivery,”
ontains an error.

Nevertheless, he goes on to make his own data-free recommendations about forceps use with regard to cephalopelvic dispro-
ortion (which cannot currently be objectively measured) and mediolateral episotomy.
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