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Letters to the Editor

Re: Lymphatic mapping and sentinel node biopsy in
women with high-risk endometrial cancer

To the Editor:

I was interested in the paper by Frumovitz and colleagues
[1] and agree that subserosal fundal injection of blue dye
and the radiocolloid is a poor technique for identifying
sentinel lymph nodes in patients with high-risk endometrial
cancer.

Metastatic disease to the lymph nodes typically affects
therapeutic planning and usually portends a poor overall
prognosis. By blindly injecting dye into the cervix, the
fundus, or both, we are identifying the sentinel nodes for the
uterus and not necessarily those lymphatic channels that
drain the tumor. I also agree with the authors that
hysteroscopically directed intrauterine injection of endome-
trial cancers is the future for lymphatic mapping for this
tumor type.

To my knowledge, there is not a single reliable method
for lymphatic mapping for endometrial cancer that can be
used as a gold standard. PET and 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
in the body and the CT scan provides a detailed picture of
the internal anatomy that reveals the location, size and shape
of abnormal cancerous growths. The integrated PET/CT scan
provides good anatomic and functional localization of
suspicious lesions and is the better diagnostic interpreter
[2]. I would like to suggest that in view of the non-
availability of a gold standard for lymphatic mapping in the
endometrial cancer, PET/CT should be done in all cases to
detect lymphatic metastasis and selective lymphadenectomy
should be performed.
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Re: Feasibility of ovarian preservation in patients with
early stage endometrial carcinoma

To the Editor:

I read with great interest the paper by Lee and colleagues
[1] and strongly agree that ovarian preservation in endome-
trial cancer patients should be performed cautiously with
consideration of the patient's age, need for fertility, and the
patient's desire for preservation after being given a full
explanation of the potential risks. Also, current treatment
guidelines concerning bilateral oophorectomy irrespective of
age should be seriously reappraised.

Surgical castration of young women induces an abrupt
loss of estrogen, which causes climacteric symptoms,
especially, hot flushes, sleep disorders, and long-term effects,
which include its deleterious impact on cardiovascular and
bone health, in addition to the loss of fertility. I suggest that
ovaries should be preserved in women without any risk
factor for ovarian involvement in endometrial cancer,
especially in young women. It is important to counsel the
patient about the risk of ovarian pathology and the lack of
absolutely reliable preoperative or intraoperative predictors to
guide decision-making. And these women should be
regularly followed with ultrasound and tumor markers
throughout their lives.
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Reply to Dr. Mahajan

To the Editor:

Dr. Mahajan's comments are clear, perceptive and very
much appreciated [1]. First of all, we are in agreement with the
idea that a modification of the current treatment guidelines
which consider bilateral oophorectomy irrespective of a
patient's age is necessary. The consequences of surgical
castration in young women, as Dr. Mahajan said, are not
insignificant, and if patients do not take the estrogen
replacement therapy the risk of osteoporosis, Alzheimer's
disease, and the detrimental effects on the quality of life from
severe vasomotor instability cannot be dismissed. We think that
the issue has been overlooked under the cover of the ‘more
important’ issue, i.e., perfect eradication of the possibility of
residual cancer.

The fears that occult metastasis may be left in situ and that
the endogenous estrogen will activate quiescent endometrial
cancer cells are the basis for the reluctance of many surgeons to
save ovarie(s) in patients with endometrial cancer. Although our
study cannot conclusively support the safety of ovarian
preservation in early endometrial cancer with regards to the
risk of endometrial recurrence, avoiding the immediate risk of
leaving occult metastasis in situ in women without definite risk
factors cannot outweigh these detrimental effects of estrogen
deprivation. In addition, the fear that estrogen may add fuel to
the fire of endometrial cancer has not been realized when we
look at a study from the GOG supporting the safety of
exogenous estrogen therapy in low-risk endometrial cancer
patients who underwent surgical management [2]. Even in
breast cancer, the standard of care no longer supports
prophylactic oophorectomy in young patients who are not
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amenorrheic after cytotoxic therapy [3]. If castration is not
routinely recommended in patients with breast cancer, then why
should ovarian preservation be prohibited in endometrial cancer
patients? Is the ovary located too close to the uterus to rule out
the direct invasion and save it?

As Dr. Mahajan pointed out, it would be better if we
developed a more reliable preoperative predictor rather than just
grossly normal looking ovaries during operation, making it easy
to counsel patients about the risk of ovarian pathology. We think
that PET/CT may be one of the possible tools for realizing this,
but several problems remain to be solved, such as low
sensitivity in small occult lesions and false positivity caused
by physiologic uptake.

The Korean Gynecologic Oncology Group (KGOG) is now
performing a nationwide survey by collecting data of
endometrial cancer patients who received ovary-saving surgery
with intention or not. The follow-up results of more than 170
recruited patients will be introduced shortly. However, further
research is needed to document whether ovarian preservation in
early endometrial cancer is safe or not. We encourage others to
add to this work in this regard.
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