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Introduction
Uterine cancer is the sixth most common cancer worldwide for 
females, and the 14th most common cancer overall, with more than 
319,000 new cases diagnosed in 2012 [1].

Endometrial cancer incidence has increased by around 50% in the 
United Kingdom since the 1990s, to 8,475 women in 2011 and 
causing 2,025 deaths in 2012.

ISSN: 2573-9565

Volume 3 | Issue 10 | 1 of 5

Abstract
Introduction: One of the mandatory components of radical treatment of patients with endometrial cancer is the impact on 
regional lymph nodes. Nowadays, pelvic lymphadenectomy remains not only therapeutic, but also a diagnostic method in case 
of predicting the effectiveness of treatment. However, it is important to point out that there are a lot of complications which can 
occur after dissection of lymph nodes. Lymphorrhea and lymphocele are among the most common postoperative complications 
of pelvic lymphadenectomy, with a reported incidence of 1% to 50%. Except for the occurrence of undesirable symptoms it can 
increase the time of drainage standing, which contributes to the delay of further stages of combined treatment.

The aim of the study: The aim of the study was to evaluate the effectiveness of the intraoperative application of micro porous 
polysaccharide absorbable hemostat taking into account the functional outcomes to improve the long-term results of surgical 
treatment.

Materials and methods: In order to solve the tasks, we analyzed the treatment of 12 patients with verified diagnosis of endometrial 
cancer. We divided the patients in 2 different groups. The first group included patients with polysaccharide absorbable hemostat 
application (6 patients). The second one (control group) included patients who were provided, according to traditional methods, 
without using polysaccharide application (6 patients). All patients underwent ultrasound examination on postoperative days 
7, 14, 28. Groups were comparable in age, risk profile, and lymph node numbers. Postoperative drain loss and development of 
early and late lymphocyte were analyzed. 

Results: Group 1 showed a lower drainage volume and in this group there wasn’t any lymphocyte development. But the control 
group (group 2) showed 4 occasions of lymphocyte formation. Also two of them were symptomatic and were treated with 
percutaneous drainage (duration: 25 days in untreated patients versus 7 days in patients with absorbable hemostat using). 

Conclusion: In this preliminary investigation, the intraoperative application of micro porous polysaccharide absorbable 
hemostat on lymph node dissection areas significantly decreases total drain loss. In addition, it reduces frequency of lymphocyte 
formation, which contributes to the timely implementation of further stages of multidisciplinary approach in endometrial 
cancer’s treatment. A multicenter randomized clinical trial with a larger number of patients and longer follow-up is necessary 
toevaluate the overall outcomes of the combination of laparoscopic lymphadenectomy plus polysaccharide hemostat application.
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To choose the best treatment, to improve postoperative outcomes 
and prognosis for life we should pay an attention to classification 
of International Federation of gynecology and obstetrics in order 
to do the most appropriate treatment.

Early disease (FIGO Stage I and II) 

Surgery may be limited to hysterectomy and bilateral salpingo-
oophorectomy in those patients with grade 1 or 2 endometrioid 
adenocarcinoma which appears confined to the uterus.

Late disease (FIGO Stage III and IV) 
 
Complete surgical resection of all visible disease in advanced 
endometrial cancer may be considered in selected patients who are 
fit to undergo surgery as limited evidence shows this may prolong 
survival.

In oncology, a surgical assessment of the lymph nodes is necessary 
to determine stage and to achieve local control when these are 
involved by metastatic disease. 

Pelvic lymphadenectomy is a routine step during surgical staging 

and treatment of endometrial cancer, which is a common cancer 
occurring predominately in postmenopausal women and having as 
main risk factor unopposed estrogen [3].

Lymphatic drainage system of the uterus has two segments: the 
lower drains via the broad ligaments, parametria and paracervical 
pathway. The upper drains via the infundibulopelvic ligaments.

As for assessment of lymph nodes to achieve adequate staging of 
cancer we can use method of detection sentinel lymph nodes? These 
nodes are considered as a kind of filter for tumor cells and are first 
affected by metastases. Sentinel lymph node biopsy appears to have 
good diagnostic performance, is likely to provide a useful balance 
between achieving adequate staging whilst minimizing morbidity 
and may be a useful service development for centres to undertake.

There are a huge amount of researches which provide sentinel 
lymph node mapping with different coloring substances, for example 
indocyanin green.

Most of the detected sentinel lymph nodes (90%) were located in 
the pelvis (external iliac, hypogastric, and obdurate lymph nodes). 
However, 4% were located in the para-aortic region and 6% were 
located in the common iliac region [4]. 

One of the ways to search for SLN is the introduction of a fluorescent 
diagnostic indocyanin green before surgery to the site of tumor 
lesion, followed by the identification of the accumulation of the 
indocyanin in the areas of lymph flow using a video endoscopic 
Pinpoint with a camera installed in infrared mode.
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Our recent research included 8 patients with adenocarcinoma of the 
endometrium G1 (degree differentiation). And we used injection into 
the cervix of indocyanin green to search for SLN. Then the women 
underwent pelvic lymphadenectomy.

• Morphological examination of lymph nodes revealed metastases 
in LN in 6 patients (75%).

• In 6 patients metastases were detected in one SLN (75%).
• No false positive or false negative results were detected that 

were not displayed when using Indo Cyanine Green & near 
Infra-Red Fluorescence Imaging.

• In 1 case there was a complication of pelvic lymphadenectomy 
- lymphocele formation (12.5%). 

Although pivotal in oncological management, a radical 
lymphadenectomy (RLND) is typically characterized by significant 
short- and long- term morbidity that includes: 
• lymphocele, lymphocysts formation
• ascending infection
• uretero-vaginal fistulas
• hypotension of the bladder
• and upper and/or lower extremity lymphedema 

Lymphocytes are among the most common postoperative 
complications of pelvic lymphadenectomy (PL), with a reported 
incidence of 1% to 50% [5].

Lymphocytes (LC) are collections of lymphatic fluid resulting from 
leakage of afferent lymphatic vessels as it occurs due to tissue 
trauma or surgery. 

Except for the occurrence of undesirable symptoms it can increase 
the time of drainage standing, which contributes to the delay of 
further stages of combined treatment of endometrial cancer.

There are some techniques which may prevent development of 
lymphatic complications. 
• meticulous surgical technique and careful sealing of lymph 

vessels
• drainage of retroperitoneal space (blood clots may form in the 

drains)
• peritonisation (false cysts)
• sealants 

But there are some disadvantages of using these methods. For 
example, if we do peritonisation by omentum it will may form 
false cysts, because of high resorbable function of peritoneum. So 
there are a lot of kinds of hemostats and sealents which can allow 
us to prevent the development of complications. 

We use microporous polysaccharide absorbable hemostat, which is 
different from other sealents because of its structure. Consisting of 
microporous particles with a controlled pore size, the spheres are 
designed to act as a molecular sieve. The powerful osmotic action 
dehydrates and gels the blood on contact to accelerate the natural 
clotting process. 

Application of this hemostat adheres to the following principles 
RAPID.
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Materials and Methods
We analyzed the treatment of 12 patients with verified diagnosis of 
endometrial cancer. We divided the patients in 2 different groups. 
The first group included patients with polysaccharide absorbable 
hemostat application (6 patients). The second one (control group) 
included patients who were provided, according to traditional 
methods, without using polysaccharide application (6 patients). 

The only exclusion criterion was any evidence of coagulation 
disorders, and such cases were excluded from the study. 

The method of randomization was in parallel assignment, at a 
randomization ratio of 1:1. The authors used the most common 
tests to assess coagulation functions including activated partial 
thromboplastic time, prothrombin time, fibrinogen, and D-dimer. 
• 9 patients withT1aNxMx, 3 patients with T1bNxMx
• Histological examination - adenocarcinoma of the endometrium 

G1

We carried out surgery operations according to the last 
recommendations of European society of gynecologists, which 
considered performing a type radical hysterectomy and bilateral 
salpingoophorectomy in patients with endometrial cancer T1 without 
metastases and first grade differentiation.

Results
After that we got some results. Patients in first group showed a lower 
drainage volume than patients in second group. Also in 1 group there 
weren’t any lymphocele formations. But in 2 groups there were 4 
cases of lymphocele. And 2 of them were symptomatic. So patients 
complained of pain and heaviness in gastrointestinal region.

Variable Group 1 (n=6) Group 2 (n=6)
Drainage volume, ml 58 ± 12 117 ± 35
Drainage removal, days 2 ± 0,5 3 ± 0,5
Lymphoceles development, n(%) - 4 (66,7)
Symptomatic lymphocele - 2 (33,3)
Percutaneous drainage, n(%) - 2 (33,3)

The length of hospital stay in group 1 was 4 days (n=6, 100%), but 
in group 2 was 6 days in patients with asymptomatic lymphocele 
(n=4, 66, 7%) and 8 days in patients with percutaneous drainage 
(n=2, 33, 3%). The cost of microporous polysaccharide absorbable 
hemostat application is 57 pounds. The cost of 1-day hospital stay 
is 50 pounds. So the use of absorbable hemostat is more profitable 
in terms of economic efficiency.

Conclusion
Microporous polysaccharide absorbable hemostat used after 
pelvic lymphadenectomy in preventing lymphocele development 
demonstrated its efficacy. 



Even if Microporous polysaccharide absorbable hemostat seems 
to provide a useful additional treatment option in preventing 
symptomatic and asymptomatic lymphocytes and in reducing pelvic 
lymph drainage volume, our investigation is a preliminary evaluation 
on a small number of women treated by pelvic lymphadenectomy. 

A multicenter randomized clinical trial, possibly including also 
lumboaortic lymphadenectomy, with a larger number of patients and 
longer follow-up is necessary to evaluate the overall outcomes of the 
combination of laparoscopic lymphadenectomy plus Microporous 
polysaccharide absorbable hemostat application. 

References
1. Sundar S, Balega J, Crosbie E, Drake A, Edmondson R, et al. 

(2017) BGCS uterine cancer guidelines: Recommendations for 
practice. Eur J Obstet Gynecol Reprod Biol 213: 71-97. 

2. WHO (2017) Edited by AD Kaprin, VV Starinsky, GV 

Petrova. Malignant diseases in Russia in 2015 (morbidity 
and mortality)-M; MNI. P. Gertsena–the Ministry of health 
department of Russia-2017, - Fig- 250 p.

3. Tinelli A, Vergara D, Martignago R, Leo G, Malvasi A, et 
al. (2008) Hormonal carcinogenesis and socio-biological 
development factors in endometrial cancer: a clinical review. 
Acta Obstet Gynecol Scand 87: 1101-1113.

4. Abu-Rustum NR, Khoury-Collado F, Pandit-Taskar N, Soslow 
RA, Dao F, et al. (2009) Sentinel lymph node mapping for grade 
1 endometrial cancer: is it the answer to the surgical staging 
dilemma? Gynecol Oncol 113: 163-169. 

5. Tinelli A, Mynbaev OA, Tsin DA, Giorda G, Malvasi A, et 
al. (2013) Lymphocele Prevention After Pelvic Laparoscopic 
Lymphadenectomy by a Collagen Patch Coated With Human 
Coagulation Factors: A Matched Case-Control Study. 
International Journal of Gynecological Cancer 23: 956-963. 

Copyright: ©2018 VV Taranov, et al. This is an open-access article 
distributed under the terms of the Creative Commons Attribution License, 
which permits unrestricted use, distribution, and reproduction in any 
medium, provided the original author and source are credited.

J Clin Rev Case Rep, 2018 Volume 3 | Issue 10 | 5 of 5


