
either endosalpingiosis or endometriosis, both of which could
cause false-positive diagnosis on frozen section of SNs.
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Re: “Laparoscopic extraperitoneal paraaortic
lymphadenectomy in patients with locally
advanced cervical cancer”

To the Editor:

I agree with Ramirez and Milam [1] that retroperitoneal
lymphadenectomy by laparotomy in cervical cancer is compli-
cated by considerable perioperative morbidity and delays in
starting radiation therapy.

The most important prognostic factor decreasing the overall
survival rate in cervical cancer is the presence of lymph node
metastasis. The current FIGO staging system for locally
advanced cervical cancer (Stages IIB to IVA) is inaccurate,
especially because lymph node metastases are ignored. I
suggest that a revision of the current FIGO staging system for
advanced cervical cancer should be done which will include
lymph node status.

Position emission tomography (PET) and computed tomo-
graphy (CT) are both standard imaging tools that allow
physicians to pinpoint the location of cancer within the body.
The highly sensitive PET scan detects the metabolic signal of
actively growing cancer cells and the CT scan provides a
detailed picture of the internal anatomy that reveals the location,
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size and shape of abnormal cancerous growths. The Integrated
PET/CT scan provides good anatomic and functional localiza-
tion of suspicious lesions and is the better diagnostic interpreter
[2]. Also PET/CT is more sensitive than MRI for detecting
lymph node metastases in patients with uterine cervical
carcinoma [3]. I would like to suggest that Integrated PET/CT
should be routinely used instead of laparoscopic retroperitoneal
paraaortic lymphadenectomy for the evaluation of the lymph
node metastasis in locally advanced cervical cancer.
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Reply to Dr. Niraj N. Mahajan regarding “Laparoscopic
extraperitoneal paraaortic lymphadenectomy in patients
with locally advanced cervical cancer”

To the Editor:

We appreciate Dr. Mahajan's letter regarding our recent
article in Gynecologic Oncology [1]. We agree with the
comments regarding the considerable perioperative morbidity
associated with retroperitoneal lymphadenectomy by lapar-
otomy for cervical cancer and the important prognostic
implications of lymph node metastasis. The concept of
altering the current staging system to include nodal metastasis
is intriguing as it may also help in management of those
patients identified at time of surgery for disposition to
adjuvant therapy.

Identification of those patients with nodal metastasis with
minimal intervention would be ideal and studies have
already previously evaluated the use of positron emission
tomography (PET) and/or computed tomography (CT) in this
setting [2–4]. Unfortunately the results have been mixed.
Chou et al. in their study to prospectively evaluate the utility
of PET imaging in pre-operative staging reached an early
stopping point in their interim analysis of [18F]-fluoro-2-
deoxy-D-glucose PET in nodal metastasis in untreated stage
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IA2 to IIA cervical cancer after pre-operative identification
of only 10% (1 of 10) of their patients with pelvic nodal
metastasis [3]. Another study cited by Dr. Mahajan is the
study by Choi et al. that compared the accuracy of PET-CT
with magnetic resonance imaging (MRI) in 22 patients with
Stage IB-IVA cervical cancer. Early stage cervical cancer
was managed by radical hysterectomy while advanced stage
disease was managed with laparoscopic extraperitoneal
lymphadenectomy. Their study reported an improved sensi-
tivity of PET-CT compared to MRI (57.6% vs. 30.3%;
P=0.026) but no difference in specificity or accuracy. Their
study also reported that in their series of 22 patients, nine
false positive reports in the PET-CT group were identified
[2]. This is in contrast to a recent study by Wright et al.
who analyzed 42 cases of PET-CT in patients with Stage
IA1–IIA cervical cancer and found that 32% of their node
positive cases were missed even when they were preopera-
tively evaluated with both PET and CT imaging [4]. All of
these groups used histopathology as the “gold standard” for
comparison [2–4].

Laparoscopic extraperitoneal paraaortic lymphadenectomy
in patients with locally advanced cervical cancer combines the
goal of minimal morbidity with definitive pathology diagno-
sis. The training of this technique is possible at any institution
where laparoscopy is available without the significant
learning curve associated with other radical techniques in
gynecologic oncology [5]. We anticipate further improve-
ments will be made into the preoperative identification of
those patients with nodal metastasis through imaging
techniques such as PET-CT and MRI. However, until those
modalities have proven themselves to the current gold
standard, laparoscopic extraperitoneal lymphadenectomy
should be utilized when indicated.
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