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Purpose of review

The rationale on the use of sentinel lymph node (SLN) biopsy in the surgical staging of apparent early-stage
ovarian cancer (OC) is supported by the fact that diagnostic and prognostic role of systematic staging
lymphadenectomy has been determined but its therapeutic significance is still matter of controversy.
Moreover, SLN biopsy represents an option to decrease intra- and postoperative morbidity. The present
review aims to provide an overview on the current and future role of SLN in OC.

Recent findings

Most recent evidence shows that the overall mean per patient SLN detection rate in case of indocyanine
green (ICG) alone was 58.6% compared with 95% in case of ICG þ technetium, and with 52.9% in case
of technetium alone or in combination with blue dye (P<0.001). Site of injection has been reported to be
in both ovarian ligaments in majority of studies (utero-ovarian ligament and infundibulo-pelvic ligament),
before or after ovarian mass removal, at time of primary or re-staging surgery and by minimally invasive or
open approach. Cervical injection has been recently proposed to replace utero-ovarian injection. SLN
detection rate in patients with confirmed ovarian malignancy varied across different studies ranging
between 9.1% and 91.3% for the injection in the utero-ovarian ligament and migration to pelvic lymph
nodes and between 27.3% and 100% for the injection in the infundibulo-pelvic ligament and migration to
para-aortic lymph nodes. No intra- or postoperative complication could be attributed directly to SLN
biopsy. The sensitivity and the accuracy of SLN in detecting lymphatic metastasis ranged between 73.3–
100% and 96–100%, respectively. In up to 40% of positive SLNs, largest metastatic deposit was classified
as micro-metastasis or isolated tumor cells, which would have been missed without ultrastaging protocol.

Summary

SLN biopsy represents a promising tool to assess lymph node status in apparent early-stage OC. The type
and volume of injected tracer need to be considered as appear to affect SLN detection rate. Ultrastaging
protocol is essential to detect low volume metastasis. Sensitivity and accuracy of SLN biopsy are
encouraging, providing tracer injection in both uterine and ovarian ligaments.
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Ovarian cancer (OC) is the most lethal gynecological
cancer with approximately 314 000 diagnoses and
207 000 deaths worldwide in 2020 [1]. In 15–20% of
cases it is diagnosed at an apparent early-stage of
disease and comprehensive surgical staging includ-
ing systematic pelvic and para-aortic lymphadenec-
tomy is required in epithelial histologies [2]. The
concept of sentinel lymph node (SLN) has been
successfully implemented in uterine and vulvar can-
cers with international guidelines endorsing its use as
method for assessing lymph node status [3–5]. Com-
pared to systematic lymphadenectomy, SLN offers
the advantage of reducing intra- and post-operative
morbidity and to increase the diagnostic accuracy
thanks to the ultrastaging method, which allows the
detection of low-volumemetastases [6]. SLN concept
in OC staging has been investigated later in time
in the surgical staging of apparent early-stage OC is
supported by the fact that therapeutic role of
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mailto:anna.fagotti@unicatt.it


KEY POINTS

� Sentinel lymph node (SLN) concept in ovarian cancer
(OC) staging has been investigated later in time
compared with vulvar and uterine cancers.

� The rationale on the use of SLN biopsy in the surgical
staging of apparent early-stage OC is supported by the
fact that therapeutic role of systematic
lymphadenectomy is still matter of controversy as well
as by the fact that SLN biopsy represents an option to
decrease intra- and postoperative morbidity.

� The combination of radiocolloid and indocyanine green
as tracers to map SLN has been shown to reach the
highest detection rate compared to other
tracers’ combinations.

� Injection of tracer into uterus (could be either in utero-
ovarian ligament or in cervix stroma) and infundibulo-
pelvic ligament is key to map both pelvic and para-
aortic area.

� Sensitivity and accuracy are promising in lymph node
metastases detection.

� Ultrastaging of SLN is of utmost importance as almost
half of SLN metastases are micro-metastases or isolated
tumor cells.

Future of sentinel node biopsy in ovarian cancer Bizzarri et al.
lymphadenectomy is still matter of controversy [8
&

].
Nevertheless, the staging and prognostic value of
nodal status remains pivotal in indicating adjuvant
therapy and maintenance treatment.

The present review aims to provide an overview
on the current role of SLN in OC, focusing on the
studies published in English language in the last five
years. Furthermore, future perspectives regarding its
application have also been delineated.
TYPE OF TRACER

First descriptions of SLN technique in OC used
99mTc radioisotope and blue dye alone or in com-
bination [9

&&

,10]. More recently, indocyanine green
(ICG) has been proposed to map SLN in OC after its
large application in SLN detection in uterine cancers
with demonstrated superiority when compared to
other tracers [11,12]. Nevertheless, the use of ICG
alone [13

&&

,14
&&

] has been associated with lower SLN
detection rates compared with ICG þ radioisotope
[15

&

,16
&

] but similar to those obtained with radio-
isotope � blue dye [17

&

,18
&

]. In particular, the over-
all mean (per patient) SLN detection rate in case of
ICG alone was reported to be 58.6% (99/169) [13

&&

]
compared with 95% (57/60) in case of ICG þ tech-
netium [14

&&

,15
&

], and with 52.9% (9/17) in case of
technetium alone or in combination with blue dye
1040-8746 Copyright © 2024 The Author(s). Published by Wolters Kluwe
[16
&

,17
&

] (P<0.001). Despite this difference, a
recently published meta-analysis did not find a stat-
istically significant difference in SLN detection rate
when different tracers were compared, but a large
heterogeneity between the included studies was
reported [18

&

]. Volume of tracer injection was also
different across the studies, ranging from 0.2ml to
2ml per site of injection [13

&&

,14
&&

,15
&

,16
&

,17
&

].
Characteristics of the most recent studies on SLN
use in OC are reported in Table 1.
SITE AND TIMING OF INJECTION

Anatomical studies on the lymphatic flow of the
ovary demonstrated infundibulo-pelvic ligament
(suspensory ligament of the ovary), utero-ovarian
ligament (ligamentum ovarii proprium) and (in a
lower extent) round ligament as the three main
drainage pathways [19

&

]. For this reason, most of
studies on SLN in OC injected the tracer in the
infundibulo-pelvic and utero-ovarian ligaments
(Table 1). We must report that there is a different
methodological approach across published studies.
In fact, few studies reported the tracer injection
when the ovarian mass was still in situ, before its
removal [9

&&

,15
&

,17
&

]. This potentially allowed the
injection directly in the ovarian cortex (or in the
capsule of themass) or in the (sub-peritoneal layer of
the) ovarian ligaments but with the risk of perform-
ing tracer injection in patients with benign or
borderline tumors (not requiring lymphnode assess-
ment). The per patient detection rate of SLN in the
cases of injection withmass in situ was 91.7% (33/36)
[15

&

,17
&

]. On the other hand, other studies reported
the injection in the stumps of the ligaments, only
after adnexectomy with frozen section confirmation
of epithelial malignancy or in case of re-staging
procedures [13

&&

,14
&&

,16
&

]. Obviously, utero-ovarian
ligament could not be injected if uterus has been
previously removed. The SLN detection rate of stud-
ies reporting the injection after adnexectomy was
62.8% (132/210) per patient.

The site of injection did not significantly affect
detection rate in the meta-analysis from Agusti et al.
[18

&

], with a reported detection rate of infundibulo-
pelvic injection being 88.5% compared to 92.9% of
the utero-ovarian ligament.

An alternative site of injection to utero-ovarian
ligament has been proposed by Uccella et al. who
found that application of tracer into uterine cervix
stroma led to the detection of the same lymph node
if tracer was applied to utero-ovarian ligament in 18
patients [20

&

].
The timing between tracer injection and the

detection of SLN has been reported between 10 and
15 min in majority of studies, except for those using
r Health, Inc. www.co-oncology.com 413



Ta
b
le

1
.
St
ud

ie
s
on

SL
N

bi
op

sy
in

ap
pa

re
nt

ea
rl
y-
st
ag

e
ov
ar
ia
n
ca
nc
er

(p
ub

lis
he

d
in

th
e
la
st
5
ye
ar
s)

A
u
th
o
rs

Y
ea

r
N
u
m
b
er

o
f
p
a
ti
en

ts
a

Su
rg

ic
a
l

a
p
p
ro

a
ch

Se
tt
in
g

Ti
m
in
g

o
f
in
je
ct
io
n

Tr
a
ce

r
Si
te

o
f
in
je
ct
io
n

SL
N

d
et
ec

ti
o
n

SL
N

u
lt
ra

st
a
g
in
g

P
o
si
ti
ve

SL
N

Se
ns

it
iv
it
y

A
cc
u
ra

cy
P
o
si
ti
ve

LN
b

La
g
o
et

al
.
[1
4
&

&
]

2
0
2
1

3
0

1
2
M
IS

(4
0
%
)

1
8
LP
T
(6
0
%
)

1
8
PS

(6
0
%
)

1
2
RS

(4
0
%
)

A
A

0
.2

m
lo

f
Tc
-9
9
m

al
bu

m
in

co
llo

id
(3
7

M
Bq

)
þ

0
.5

m
lo

f
IC
G

(1
.2
5
m
g
/m

l)

2
3
U
O

lig
am

en
ts

(7
pr
ev
io
us
ly

pe
rf
or
m
ed

hy
st
er
ec
to
m
y)

3
0
IP

lig
am

en
ts

3
0
/3

0
(1
0
0
%
)

O
ve
ra
llc

2
1
/2

3
(9
1
.3
%
)

Pe
lv
ic

re
g
io
n

2
7
/3

0
(9
0
%
)

Pa
ra
-a
or
tic

re
g
io
n

Ye
s

1
/3

0
(3
.3
%
)

O
ve
ra
ll

0
/2

1
(0
%
)

Pe
lv
ic

re
g
io
n

1
/2

7
(3
.7
%
)

Pa
ra
-a
or
tic

re
g
io
n

1
0
0
%

1
0
0
%

2
/3

0
(6
.7
%
)

O
ve
ra
ll

0
/2

3
(0
%
)

Pe
lv
ic

re
g
io
n

2
/3

0
(6
.7
%
)

Pa
ra
-a
or
tic

re
g
io
n

La
ve
n
et

al
.
[1
6

&
]

2
0
2
1

1
1

1
1
LP
T
(1
0
0
%
)

8
PS

(7
2
.7
%
)

3
RS

(2
7
.3
%
)

A
A

0
.1
5
m
lo

f
Tc
-

9
9
m

al
bu

m
in

na
no

co
llo

id
(2
0

M
Bq

)
þ

0
.2

m
l

bl
ue

dy
e

1
1
U
O

lig
am

en
ts

(n
o
pr
ev
io
us

hy
st
er
ec
to
m
y)

1
1
IP

lig
am

en
ts

3
/1

1
(2
7
.3
%
)

O
ve
ra
llc

1
/1

1
(9
.1
%
)

Pe
lv
ic

re
g
io
n

3
/1

1
(2
7
.3
%
)

Pa
ra
-a
or
tic

re
g
io
n

Ye
s

0
/3

(0
%
)

O
ve
ra
ll

0
/1

(0
%
)

Pe
lv
ic

re
g
io
n

0
/3

(0
%
)

Pa
ra
-a
or
tic

re
g
io
n

1
0
0
%

1
0
0
%

1
/1

1
(9
.1
%
)

O
ve
ra
ll

N
A

Pe
lv
ic

re
g
io
n

N
A

Pa
ra
-a
or
tic

re
g
io
n

N
er
o
et

al
.

(S
EL
LY
)d

[1
3
&
&
]

2
0
2
3

1
6
9

9
5
M
IS

(5
6
.2
%
)

7
4
LP
T
(4
3
.8
%
)

1
2
0
PS

(7
1
.0
%
)

4
9
RS

(2
9
.0
%
)

A
A

2
m
lo

f
IG

C
(1
.2
5
m
g
/m

l)
5
1
U
O

lig
am

en
ts

(8
pr
ev
io
us
ly

pe
rf
or
m
ed

hy
st
er
ec
to
m
y)

1
6
9
IP

lig
am

en
ts

9
9
/1

6
9
(5
8
.6
%
)

O
ve
ra
llc

2
6
/5

1
(5
1
.0
%
)

Pe
lv
ic

re
g
io
n

9
3
/1

6
9
(5
5
.0
%
)

Pa
ra
-a
or
tic

re
g
io
n

Ye
s

1
1
/9

9
(1
1
.1
%
)

O
ve
ra
ll

1
/2

6
(3
.8
%
)

Pe
lv
ic

re
g
io
n

1
0
/9

3
(1
0
.7
%
)

Pa
ra
-a
or
tic

re
g
io
n

7
3
.3
%

9
6
%

2
0
/1

6
9

(1
1
.8
%
)

O
ve
ra
ll

4
/1

6
3
(2
.4
%
)

Pe
lv
ic

re
g
io
n

1
8
/1

6
9

(1
0
.6
%
)

Pa
ra
-a
or
tic

re
g
io
n

A
g
us
ti
et

al
.

(M
EL
IS
A
)
[1
5
&
]

2
0
2
3

3
0

7
M
IS

(2
3
.3
%
)

2
3
LP
T
(7
6
.7
%
)

1
8
PS

(6
0
%
)

1
2
RS

(4
0
%
)

BA
an

d
A
A

0
.2

m
lo

f
Tc
-9
9
m

al
bu

m
in

co
llo

id
(3
7

M
Bq

)
þ

0
.2

m
lo

f
IC
G

(1
.2
5
m
g
/m

l)

2
7
U
O

(1
pr
ev
io
us
ly

pe
rf
or
m
ed

hy
st
er
ec
to
m
y)

(In
ot
he

r
2
ca

se
s

U
O

lig
am

en
t

no
ti
nj
ec
te
d
fo
r

ad
ne

xe
ct
om

y
en

bl
oc

w
ith

hy
st
er
ec
to
m
y)

3
0
IP

lig
am

en
ts

2
7
/3

0
(9
0
%
)

O
ve
ra
llc

1
3
/2

9
(4
4
.8
%
)

Pe
lv
ic

re
g
io
n

2
6
/3

0
(8
6
.7
%
)

Pa
ra
-a
or
tic

re
g
io
n

Ye
s

5
/3

0
(1
6
.7
%
)

O
ve
ra
ll

2
/1

3
(1
5
.4
%
)

Pe
lv
ic

re
g
io
n

3
/2

6
(1
1
.5
%
)

Pa
ra
-a
or
tic

re
g
io
n

1
0
0
%

1
0
0
%

5
/3

0
(9
.1
%
)

O
ve
ra
ll

3
/2

9
(1
0
.3
%
)

Pe
lv
ic

re
g
io
n

3
/3

0
(1
0
%
)

Pa
ra
-a
or
tic

re
g
io
n

A
ta
ei

N
ak

ha
ei

et
al
.
[1
7
&
]

2
0
2
4

6
6
LP
T
(1
0
0
%
)

6
PS

(1
0
0
%
)

BA
0
.2
–
0
.5

lo
f
Tc
-

9
9
m
-P
hy

ta
te

(1
8
.5

Bq
)

6
U
O

lig
am

en
ts

(n
o
pr
ev
io
us

hy
st
er
ec
to
m
y)

6
IP

lig
am

en
ts

6
/6

(1
0
0
%
)

O
ve
ra
llc

4
/6

(6
6
.7
%
)

Pe
lv
ic

re
g
io
n

6
/6

(1
0
0
%
)

Pa
ra
-a
or
tic

re
g
io
n

N
o

0
/6

(0
%
)

O
ve
ra
ll

0
/4

(0
%
)

Pe
lv
ic

re
g
io
n

0
/6

(0
%
)

Pa
ra
-a
or
tic

re
g
io
n

1
0
0
%

1
0
0
%

0
/6

(0
%
)

O
ve
ra
ll

0
/6

(0
%
)

Pe
lv
ic

re
g
io
n

0
/6

(0
%
)

Pa
ra
-a
or
tic

re
g
io
n

A
A
,
af
te
r
ad

ne
xe

ct
om

y;
BA

,
be

fo
re

ad
ne

xe
ct
om

y;
IP
,
in
fu
nd

ib
ul
o-
pe

lv
ic

lig
am

en
t;
LN

,
ly
m
ph

no
de

;
LP
T,

la
pa

ro
to
m
y;

M
IS
,
m
in
im

al
ly

in
va

si
ve

su
rg
er
y;

N
A
,
no

ta
va

ila
bl
e
fr
om

or
ig
in
al

ar
tic
le
;
PS

,
pr
im

ar
y
su
rg
er
y;

RS
,

re
st
ag

in
g
su
rg
er
y;

SL
N
,
se
nt
in
el

ly
m
ph

no
de

;
U
O
,
ut
er
o-
ov

ar
ia
n
lig

am
en

t.
a
O
va

ri
an

ca
nc

er
on

ly
.

b
In
cl
ud

in
g
bo

th
SL
N

an
d
no

n-
SL
N

(o
ne

pa
tie

nt
co

ul
d
ha

ve
ha

d
bo

th
po

si
tiv
e
pe

lv
ic

an
d
pa

ra
-a
or
tic

no
de

).
c A

t
le
as
to

ne
SL
N

be
tw
ee

n
pe

lv
ic

an
d
pa

ra
-a
or
tic

re
g
io
n.

d
D
at
a
on

su
rg
ic
al

ap
pr
oa

ch
,
se
tti
ng

an
d
de

te
ct
io
n
pe

r
si
te

of
in
je
ct
io
n
w
er
e
no

tr
ep

or
te
d
in

th
e
or
ig
in
al

ar
tic
le
.

Gynecologic cancer

414 www.co-oncology.com Volume 36 � Number 5 � September 2024



Future of sentinel node biopsy in ovarian cancer Bizzarri et al.
ICG alone, reporting a shorter waiting time due to
transient flow of this tracer [13

&&

,14
&&

,15
&

–17
&

].
DETECTION RATE PER SITE OF INJECTION

SLNdetection rate in patientswith confirmed ovarian
malignancy varied across different studies and ranged
between 9.1% and 91.3% for the injection in the
utero-ovarian ligament and migration to pelvic
lymph nodes and between 27.3% and 100% for the
injection in the infundibulo-pelvic ligament and
migration to para-aortic lymph nodes [13

&&

,14
&&

,
15

&

–17
&

] (Table 1). Few studies analyzed the risk fac-
tors potentially associated with SLN detection in OC,
however they were not able to find any variable
associated with mapping failure [13

&&

,15
&

,18
&

].
SENTINEL LYMPH NODE RELATED
COMPLICATIONS

Intra- and postoperative complications of SLN inOC
were reported by few studies [13

&&

,15
&

]. None of
them described vascular injuries specifically due
to SLN biopsy but they associated these complica-
tions with the following systematic lymphadenec-
tomy. One study reported one intra-operative death,
but this was not related to tracer injection or the SLN
biopsy itself [13

&&

]. Lastly, no study reported post-
operative complications directly related to SLN
biopsy (patients underwent also full lymphadenec-
tomy so postoperative complications could not be
attributed to SLN only).
SENSITIVITY AND ACCURACY

As the sensitivity and accuracy of SLN procedure are
still under investigation, the use of SLN biopsy inOC
was followed by systematic lymphadenectomy in
the published studies [13

&&

,14
&&

,15
&

–17
&

]. The sensi-
tivity of SLN in detecting lymphatic metastasis
ranged between 73.3% and 100%, while the accu-
racy was reported to be 96–100% (Table 1). Interest-
ingly, Uccella et al. performed a study in which they
applied ultrastaging protocol to SLNs as well as to
the non-SLNs removed as part of systematic lym-
phadenectomy [21]. The authors found that out
of four SLNs submitted to ultrastaging, one was
positive for isolated tumor cells (ITCs) with all other
27 lymph nodes negative at ultrastaging. Author
concluded that their report supported SLN concept
in OC consistent with the assumption that SLN
is the lymph node at highest risk of harboring
metastasis.
ULTRASTAGING METHOD

SLN is analyzed by ultrastaging methodology which
consists of performing serial multilevel sections
1040-8746 Copyright © 2024 The Author(s). Published by Wolters Kluwe
with the use of immunohistochemistry (IHC) to
detect the presence of low-volume metastases once
the macro-metastases have been excluded by stand-
ard hematoxylin and eosin (H&E) staining on bisec-
tion. The ultrastaging protocols in OC have been
reported to be slightly different in the published
studies [13

&&

,14
&&

,15
&

–17
&

]. In a study by Lago et al.,
authors reported in detail the ultrastaging protocol
that was used to assess SLN consisting in two sec-
tions at each of the 200mm levels: one that was
stained with H&E and one for IHC with cytokeratin
AE1/3. Before proceeding with the IHC, the H&E
sections were evaluated in order to exclude the
presence of macro-metastases. In this setting, the
use of SLN represents an essential tool to detect the
presence of low-volume metastases (micro-metasta-
ses and isolated tumor cells). Interestingly, two
studies reported the presence of low-volume meta-
stases in the SLNs to be the only site of lymph node
involvement, in a total of 8/20 (40%) of SLN positive
patients: these metastases would have been missed
without ultrastaging of SLN [13

&&

,15
&

]. Nonetheless,
the clinical significance of low-volume lymph node
metastasis in OC has not been explored yet.
COMMENT

The first report on the use of SLN in OC was pub-
lished in 2014 by Kleppe et al. with the use of blue
dye and radioactive colloid injected into the proper
ovarian ligament and infundibulum-pelvic liga-
ment of the ovary [9

&&

]. Since then, few studies have
been published using different surgical techniques
[18

&

] both in the setting of primary and re-staging
surgery. Type of tracer has changed from radioactive
colloid (technetium) with or without blue dye to the
use of ICG alone or in combination with radioactive
colloid (Table 1) [13

&&

,14
&&

,15
&

–17
&

,22]. The best SLN
detection rates in literature have been reported by
those studies using ICG in combination with radio-
active colloid [14

&&

,15
&

]. One may hypothesize that
this is related to the risk of ICG peritoneal spillage
when using ICG alone, which can affect the local-
ization of the SLN. This issue could be partially
solved by ICG injection into the sub-peritoneal layer
of the infundibulo-pelvic ligament withmass in situ
and in the cervix with subsequent transperitoneal
identification of SLN [15

&

,17
&

,20
&

,23]. By doing this,
the ICG spillage should be avoided as retroperito-
neal spaces have not been opened yet. However, this
approach carries the risk of performing tracer injec-
tion in patients with nonmalignant ovarian tumors,
with potential vascular injury and allergic reactions.
In this context, we have to acknowledge the
extremely low incidence of allergic reactions to
ICG as reported by Capasso et al. in the setting of
r Health, Inc. www.co-oncology.com 415
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endometrial cancer [24]. Volume of ICG injected
might also represent a risk factor for peritoneal spill-
age of green dye with higher volume of injection
corresponding to higher risk of spillage. Similarly,
the radioactive tracer injection before obtaining the
frozen section result of the ovarian mass, might also
be questioned as a risk for the patients.

As shown in Table 1 and demonstrated by mul-
tiple literature reports, the higher risk of SLN meta-
stasis is located in the para-aortic area [13

&&

,14
&&

,25].
However, different studies reported the presence of
positive SLN in pelvic areas, thus highlighting the
importance of uterine tracer (along with infundi-
bulo-pelvic) injection [13

&&

,15
&

]. For the same rea-
son, Table 1 includes SLN detection rate per site of
injection rather than per patient. Overall SLN detec-
tion rate varies significantly across different studies
(from 27.3% [16

&

] to 100% [14
&&

,17
&

]). However, we
need to highlight the fact that majority of reported
studies are performed in a single-center setting with
the only multicenter study reporting an overall
detection rate of 58.6% [13

&&

]. The multicenter
approach to SLN biopsy studies enables an evalua-
tion of the reproducibility of the surgical technique,
which represents a crucial step before introducing
it in the daily clinical practice. Of course, only
referral centers for gynecologic cancers should
be involved.

Accuracy and sensitivity of SLN in representing
the lymph node status in apparent early-stage OC
were reported to be promising in the published
studies with only one study being inferior to
100% [13

&&

]. As the therapeutic benefit of systematic
lymphadenectomy is still debated [8

&

], the use of
SLN alone to upstage apparent early-stage OC (with
adjuvant and maintenance therapy implications)
can be considered a visionary approach. Although
larger evidence on the accuracy of SLN is needed
before SLN alone can be implemented as standard
procedure in OC, the high rate of nodal metastasis
detected thanks to ultrastaging protocol emphasizes
the need for improved prognostic stratification of
these patients.

We believe that SLN biopsy will be implemented
in the future surgical management of apparent
early-stage OC as tool to decrease peri-operative
morbidity, increase precision medicine and tailor
adjuvant treatment. The best surgical technique to
increase SLN detection rate and accuracy is still
under investigation.

SLN biopsy can be considered the first step of
the future approach to apparent early-stage OC
which might include radiomics analysis, liquid
biopsy and pre/intra-operative use of cancer-spe-
cific tracers, to determine the presence of nodal
metastasis [26–28].
416 www.co-oncology.com
CONCLUSION

SLN biopsy represents a promising tool to assess
lymph node status in apparent early-stage OC.
The type and volume of injected tracer need to be
considered as seem to affect SLN detection rate.
Ultrastaging protocol is essential to detect low
volume metastasis, the prognostic significance of
which has not been determined yet. The detection
of low volumemetastases by ultrastaging of SLN has
unveiled the limitations of traditional staging
approaches, raising concerns about their accuracy.
Sensitivity and accuracy of SLN biopsy are encour-
aging, providing tracer injection in both uterine and
ovarian ligaments. Integration of SLN biopsy with
novel approaches such as radiomics, liquid biopsy
and cancer-specific tracers to detect lymph node
metastasis represents the future challenge for gyne-
cologic oncologists.
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