
pelvic examinations are recommended for preventive
health care, is that early-stage OC detected through both
of these examinations is uncommon. In a population-
based study, we observed that routine gynecologic
examinations performed in asymptomatic women have
allowed to detect only 3% (4/119) early-stage (FIGO
I–II) OC and fewer than 10% (11/119) of FIGO Stage
I–IV.

Annual routine pelvic examination is probably the sim-
plest and still the most effective way to discover early-stage
disease, but to achieve an even earlier diagnosis of those
women with Stage I and II disease by a gynecologic and
pelvic examination probably requires an element of chance,
even for the experienced obstetrician–gynecologist. It has
been estimated that more than 10,000 routine gynecologic
exams must be performed in asymptomatic women to find
one OC [2].

Interestingly, we observed that the first physician con-
sulted by most women suffering from an OC is not a
generalist obstetrician– gynecologist (17%), but a general
practitioner (68%) (Table 1). The reason is that a high
proportion of women with OC do not interpret their
symptoms as a gynecologic problem but rather as an
abdominal problem and therefore seek medical care from
their general practitioner. Moreover, we observed that
many patients seen by a general practitioner underwent
several diagnostic tests within the 3- to 12-month period
before the diagnosis of OC (i.e., gastrointestinal radiog-
raphy, endoscopy), presumably because the physician is
not familiar with the symptoms of OC and has not con-
sidered the possibility that the symptoms may be attrib-
utable to the disease [3].

We suggest that information and recommendations to
enhance early diagnosis, based on early recognition of
symptoms, should be disseminated not only to generalist
obstetrician–gynecologists but also to general practitioners
who should be alert to the possibility of OC in female
patients.
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Sentinel lymph node procedure in early vulvar cancer

To the Editor:

Over the past 20 years, the management of vulvar cancer
has changed dramatically. In addition to those changes, the
identification of sentinel lymph nodes is currently under
investigation. The sentinel lymph node is defined as the first
draining lymph node of an anatomical region, and the pa-
thology of the sentinel lymph node would be representative
for the nonsentinel lymph nodes. The negative sentinel
lymph node predicts the absence of tumor metastases in the
other nonsentinel lymph nodes. Lymph node status is the
most important prognostic factor in vulvar malignancy. At
present, no reliable noninvasive technique is available to
discriminate between patients with and without microscopic
inguinofemoral lymph node metastases, and therefore rou-
tine lymphadenectomy is performed in all patients. The
application of the minimally invasive sentinel lymph node
procedure is currently explored in patients with primary
vulvar cancer. We evaluated the feasibility and accuracy of
sentinel lymph node detection by radionuclide uptake in
patients with vulvar cancer in this preliminary study.

Between April 2000 and April 2002, 10 patients with T1

and T2 tumors without clinically suspicious inguinal nodes
and not encroaching in the urethra, vagina, and anus were
eligible for the study. Forty-five to 60 min before operation,
0.4–0.6 mL of technetium-99m microcolloidal sulphur
(Lymphoscint, Nycomed-Amersham-Sorin, Germany) was
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Table 1
Diagnosis and first physician consulted by women suffering from
epithelial ovarian cancer FIGO I–IV (n � 119)

n (%)

Diagnostic due to
Symptoms 97 (82)
Incidental—routine pelvic examination 11 (9)
Incidental—other 11 (9)

Physician type
General practitioner 81 (68)
Generalist obstetrician–gynecologist 20 (17)
Emergency service 7 (6)
Others 6 (5)
Unknown 5 (4)
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injected circumferentially via the intradermal route in
each quadrant of the tumor. Sentinel lymph nodes were
identified using a handheld probe (Europrobe 2000, Eu-
rorad, France) and were removed separately. The count
rate in vivo and in vitro was examined. After removal of
the first sentinel lymph node, the groin was reexamined
for radioactivity, and if radioactivity was detected at a
level greater than 10% of the first excised sentinel lymph
node, the dissection was continued in search of additional
sentinel lymph nodes. Finally, the groins were reexam-
ined with the gamma probe to detect residual activity.
Subsequently, uni- or bilateral inguinofemoral lymphad-
enectomy, local wide excision of the tumor, or radical
vulvectomy was performed. The removed sentinel lymph
nodes and the lymphadenectomy specimens were sent to
the pathologist separately. For routine histopathologic
examination of all of the lymph nodes one section per 0.2
cm of the node was cut and stained with hematoxylin/
eosin. Of all sentinel lymph nodes that were negative on
routine histopathologic examination, additional immuno-
histochemical cytokeratin examination (cytokeratin EA1/
AE3 prediluated antibody, CellMarque Corp., Austin,
TX) was performed.

In 10 patients, 17 groins were dissected (3 unilateral,
7 bilateral) at the scheduled procedure. We detected sen-
tinel nodes by handheld gamma probe during surgery in
all patients. A total of 26 sentinel lymph nodes were
detected: 1 sentinel lymph node was identified in 12
groins, 2 sentinel lymph nodes in 3 groins, and 3 and
more nodes in 2 groins. Histologically positive sentinel
lymph nodes were found in 4 patients (6 groins). Immu-
nohistochemical examination did not reveal additional
lymph node involvement. But, we detected positive non-
sentinel lymph nodes in 2 patients while their sentinel
lymph nodes were negative (NPV: 0.83).

The goal of identification and subsequent pathologic
examination of the sentinel lymph node is to provide full
nodal staging with decreased morbidity such as wound
breakdown and lymphedema of the legs. Some prelimi-
nary results were impressive and suggested that this was
a reliable method for detection of the sentinel lymph node
in vulvar malignancy [1–3]. It is generally accepted that
there is a learning curve in performing the sentinel lymph
node procedure. Because of the minimal variations in the
anatomy of lymphatic channels from the vulva to the
groin, the learning curve in vulvar cancer will probably
be steeper. de Hullu et al. recommended that at least the
first 10 patients (15–20 groins) should be regarded as
comprising the learning phase for the sentinel lymph
node procedure [3]. Owing to the improvement in the
detection rate of metastatic cells, the intensive his-
topathologic workup of sentinel lymph nodes by step
sectioning and immunohistochemistry has become cus-
tomary. An important issue in the discussion of the ap-

plication of more sensitive techniques, such as reverse
transcriptase polymerase chain reaction, to identify me-
tastases is the clinical importance of the detection of
these micrometastases [4].

We could not detect sentinel lymph node positivity in
two patients with metastatic nonsentinel lymph nodes.
Maybe we were in a learning curve for performing the
sentinel lymph node procedure. There would be two rea-
sons. Either we could not detect a positive sentinel lymph
node by gamma probe or serial sectioning and immunohis-
tochemical staining were insufficient. Although we believe
that the sentinel lymph node procedure is the future method
of choice for staging vulvar cancer, some uncertainties re-
main. Additional evidence that the sentinel lymph node
procedure could be implemented in future therapy concepts
is needed.
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