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ABSTRACT
Sentinel lymph node (SLN) mapping using indocyanine green (ICG) fluorescence has emerged as a less invasive al-
ternative to systematic lymphadenectomy in the surgical management of  early-stage endometrial cancer. This study 
aimed to evaluate the feasibility, accuracy, and clinical outcomes of  SLN mapping integrated into laparoscopic stag-
ing for endometrial cancer based on our institutional experience. A retrospective study was conducted on 29 patients 
with early-stage endometrial cancer who underwent laparoscopic hysterectomy with bilateral salpingo-oophorectomy 
and SLN mapping using ICG. Detection rates, histopathological findings, complication rates, and follow-up out-
comes were recorded. SLN detection was successful in 100% of  patients, with bilateral mapping achieved in 75.9% 
of  cases. Metastatic involvement was found in 13.8% of  cases, with micrometastases detected through ultrastaging. 
No significant intraoperative or postoperative complications were reported. Risk-adapted adjuvant treatment was ad-
ministered according to ESGO/ESTRO/ESP guidelines. After a median follow-up of  18 months, 93.1% of  patients 
remained disease-free. SLN mapping with ICG is a reliable and safe technique for lymphatic staging in endometrial 
cancer, enabling accurate nodal assessment while minimizing surgical morbidity. These findings support the routine 
implementation of  this approach in the laparoscopic management of  early-stage disease.
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INTRODUCTION

Endometrial cancer (EC) is increasingly prevalent and currently 
represents one of  the most common gynecologic malignancies 
worldwide. In the United States alone, uterine cancer ranks sec-
ond among cancers in women, with an estimated 66,570 new 
cases and 12,940 deaths reported for 2021 [1]. Similarly, in Eu-
rope, there were approximately 121,578 new cases and 29,638 
deaths reported in 2018, reflecting an upward trend associated 
with an aging population and rising obesity rates [2]. The pri-
mary symptom leading to an early diagnosis of  EC is postmeno-
pausal bleeding, resulting in generally favorable outcomes and 
high survival rates when detected at an early stage. However, 
advanced-stage or recurrent disease typically has a significant-
ly worse prognosis [3,4]. Survival rates also vary by histological 
subtype, with endometrioid carcinoma presenting a consider-

ably better prognosis compared to clear-cell or serous subtypes, 
achieving 5-year survival rates of  approximately 85% for FIGO 
stage I and 75% for stage II [5].

Surgery remains the cornerstone of  treatment for endometrial 
cancer, primarily involving hysterectomy with bilateral salpin-
go-oophorectomy. Nevertheless, the role of  lymphadenectomy 
remains controversial, given the significant risks associated with 
the procedure, such as increased morbidity and postoperative 
complications [6-8]. To mitigate these risks, sentinel lymph node 
(SLN) mapping has emerged as a minimally invasive alternative, 
effectively reducing morbidity without compromising diagnostic 
accuracy [9]. SLN is defined as the first node that receives lym-
phatic drainage from the primary tumor, thereby accurately re-
flecting the metastatic status of  the regional lymphatic basin [10].

Minimally invasive surgery, particularly laparoscopic ap-
proaches, has become the standard of  care in the surgical man-
agement of  early-stage endometrial cancer due to its favorable 
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perioperative profile and comparable oncologic outcomes to 
open surgery [11]. The introduction of  indocyanine green (ICG) 
fluorescence has further enhanced the precision of  SLN map-
ping, allowing for clear visualization of  lymphatic pathways 
with minimal invasiveness [12]. Furthermore, the adoption of  
ESGO/ESTRO/ESP risk stratification enables clinicians to in-
dividualize adjuvant treatment, balancing oncologic safety with 
the need to avoid overtreatment [13].

According to the latest guidelines from the European Society 
of  Gynecological Oncology (ESGO) and the National Compre-
hensive Cancer Network (NCCN), SLN mapping is recommend-
ed as an acceptable alternative to comprehensive lymphadenec-
tomy in patients with early-stage endometrial cancer, particularly 
in clinically node-negative cases. ESGO emphasizes the use of  
ICG fluorescent dye as the preferred method due to its high sensi-
tivity and accuracy compared to traditional methods such as blue 
dye and radiocolloid [14]. Similarly, NCCN guidelines endorse 
SLN mapping with ultrastaging, noting its utility in enhancing 
diagnostic accuracy and staging precision, thus potentially in-
fluencing adjuvant treatment decisions [15]. Both guidelines, as 
shown in Table 1, emphasize the importance of  surgeons adher-
ing strictly to established protocols and algorithms to optimize 
detection rates and minimize false-negative outcomes [14,15].

In our institution, we adopted the SLN mapping technique us-
ing ICG fluorescence, integrating it into routine surgical staging 
for early-stage endometrial cancer. This article aims to present 
our institutional experience, analyzing our results regarding de-
tection rates, accuracy, and associated clinical outcomes. We will 
discuss our results in the context of  current guidelines and litera-
ture evidence, evaluating the impact of  adopting SLN mapping 
on surgical morbidity and patient prognosis.

MATERIAL AND METHODS

A retrospective observational study was conducted, including 
29 patients diagnosed with early-stage endometrial cancer who 
underwent laparoscopic surgical treatment with sentinel lymph 
node mapping using ICG at the Clinical Hospital of  Obstetrics 
and Gynecology “Prof. Dr. Panait Sarbu” during 2023-2024. In-
clusion criteria were patients diagnosed with clinically early-stage 
(FIGO stage I-II), histologically confirmed endometrial carcino-
ma, suitable for laparoscopic surgery, and without clinical or im-
aging suspicion of  nodal or distant metastases. Exclusion criteria 
included advanced-stage endometrial cancer (FIGO stage III-
IV), contraindications for laparoscopic procedures, known aller-
gies to indocyanine green dye, pregnancy, or refusal of  informed 

consent. All patients underwent standardized surgical staging 
procedures, which included laparoscopic hysterectomy, bilateral 
salpingo-oophorectomy, and sentinel lymph node mapping using 
the ICG fluorescence technique. Patients were systematically fol-
lowed up clinically, and data regarding demographic character-
istics, surgical outcomes, SLN detection rates, histopathological 
findings, postoperative complications, and follow-up results were 
collected and analyzed.

RESULTS

A total of  29 patients diagnosed with early-stage endometrial 
cancer underwent total laparoscopic hysterectomy with bilateral 
salpingo-oophorectomy and sentinel lymph node mapping using 
ICG fluorescence. All procedures were performed via a minimal-
ly invasive approach, following a standardized protocol for SLN 
identification. The mean age of  the patients was 57.6 years, with 
a median age of  57.5 years (range: 35–73 years). The age distri-
bution is shown in Figure 1. The average body mass index (BMI) 
of  the patients was 33.9 kg/m², with a median value of  33.5 kg/
m² (range: 20.01–51.6 kg/m²), consistent with the association be-
tween endometrial cancer and obesity. Among the 29 patients, 
10 (34.5%) had a known diagnosis of  arterial hypertension, and 
three (10.3%) were diagnosed with type 2 diabetes mellitus. Re-
garding lifestyle-related risk factors, seven patients (24.1%) were 
active smokers at the time of  diagnosis.

Preoperative endometrial biopsy revealed that the majority of  
patients (22 out of  29; 75.9%) were diagnosed with endometrioid 

Table 1. Comparative summary of Sentinel Lymph Node Mapping recommendations from major international guidelines

Criteria ESGO (2021) NCCN (2024)

Preferred dye/method Indocyanine green (ICG) Indocyanine green (ICG)

Clinical stage indicated Early-stage (I-II), clinically node-negative Early-stage (I-II), clinically node-negative

Ultrastaging recommended Yes Yes

Algorithm adherence required Yes Yes

Role in clinical decision-making Influences adjuvant therapy Influences adjuvant therapy

Alternative to lymphadenectomy Acceptable alternative Acceptable alternative

ESGO, European Society of Gynaecological Oncology; NCCN, National Comprehensive Cancer Network; ICG, Indocyanine Green.

Figure 1. Histogram representing the age distribution of patients 
included in the study
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were identified in four cases (13.8%) through ultrastaging. Of  
these, three patients presented with micrometastases, and one 
had macrometastatic involvement. All SLN-positive cases were 
associated with endometrioid histology grade 2 or 3 and demon-
strated the presence of  lymphovascular space invasion (LVSI).

The final histopathological analysis confirmed the preopera-
tive diagnosis in all cases. Based on the surgical specimens, tumor 
grading revealed that 13 patients (44.8%) had G2 tumors, eight 
(27.6%) had G1 tumors, six (20.7%) had G3 tumors, and two 
(6.9%) were classified as G1–G2. Regarding staging, 17 patients 
(58.6%) were diagnosed with FIGO stage IA, nine (31.0%) with 
stage IB, two (6.9%) with stage II, and one patient (3.4%) was 
staged as IIIC. These results are illustrated in Figure 4.

Immunohistochemical analysis was performed in 11 of  the 29 
patients (Table 2). Estrogen receptor expression was positive in 10 
patients, and progesterone receptor was positive in nine cases. All 
cases showed a wild-type p53 staining pattern. Ki67 proliferation 
index was elevated (>50%) in four cases. HER2 positivity was 
observed in six patients, while vimentin expression was consis-
tently positive in the evaluated samples. Mismatch repair (MMR) 
protein analysis showed that seven patients (63.6%) were micro-
satellite stable (MSS), and four patients (36.4%) exhibited high 
microsatellite instability (MSI-H).

No significant short- or long-term postoperative complications 
were recorded in the study cohort. Intraoperative blood loss was 
minimal in all patients. No cases of  excessive postoperative lym-

endometrial adenocarcinoma. Serous endometrial carcinoma 
and clear cell carcinoma were each identified in three patients 
(10.3%), while one patient (3.4%) was diagnosed with endometri-
al intraepithelial neoplasia (Figure 2).

During laparoscopic procedures, sentinel lymph nodes were 
identified using indocyanine green fluorescence. A total of  50 
sentinel lymph nodes were detected. Their anatomical distribu-
tion was as follows: 24 nodes (48%) in the external iliac group, 
11 nodes (22%) in the obturator group, five nodes (10%) in the 
internal iliac group, five nodes (10%) in the common iliac group, 
and five nodes (10%) in the region adjacent to the uterine artery. 
These data are illustrated in Figure 3. SLN detection was success-
ful in all 29 patients, yielding a detection rate of  100%. Bilateral 
SLN mapping was achieved in 22 cases (75.9%), while in seven 
patients (24.1%), the sentinel nodes were detected unilaterally. 
These results confirm the feasibility and reproducibility of  SLN 
identification using indocyanine green fluorescence during lapa-
roscopic staging for endometrial cancer.

Histopathological evaluation of  the sentinel lymph nodes, in-
cluding ultrastaging, revealed lymph node metastases in 4 out of  
the 29 patients (13.8%). These cases were considered sentinel 
lymph node-positive, indicating tumor infiltration at the nodal 
level. All positive nodes were detected through the indocyanine 
green–guided mapping technique and confirmed by microscopic 
examination, including serial sectioning and immunohistochem-
istry when required. Among the 29 patients, SLN metastases 

Figure 2.  Histopathological diagnosis based on preoperative en-
dometrial biopsy

Figure 3. Percentage distribution of sentinel lymph node loca-
tions identified by indocyanine green fluorescence during lapa-
roscopic staging for endometrial cancer

Figure 4. Distribution of final FIGO stages in the study population

Table 2. Summary of immunohistochemical markers evaluated

Marker Positive Negative / Not Reported

ER 10 1

PR 9 2

p53 (wild type) 11 0

Ki67 >50% 4 7

HER2 6 5

Vimentin 7 0

MSS 7 4

MSI-H 4 7

ER, Estrogen Receptor; PR, Progesterone Receptor; HER2, Human Epi-
dermal Growth Factor Receptor 2; MSS, Microsatellite Stable; MSI-H, 
Microsatellite Instability-High
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rates, accurate staging, and individualized risk-adapted adjuvant 
therapy. Our findings support the growing body of  evidence that 
sentinel lymph node mapping with ICG is a reliable method for 
nodal staging in early-stage endometrial cancer, with a high de-
tection rate and low morbidity.

This study confirms that sentinel lymph node mapping using 
ICG fluorescence during laparoscopic staging for endometri-
al cancer is a reliable and safe alternative to systematic lymph-
adenectomy. In our cohort of  29 patients, SLN detection was 
achieved in 100% of  cases, with a bilateral mapping rate of  
75.9%. These results are comparable to those reported in the 
FIRES trial and other prospective studies, reinforcing the feasibil-
ity and reproducibility of  this technique in clinical practice [16]. 
Similarly, the SENTI-ENDO study demonstrated an 88.8% de-
tection rate, a sensitivity of  84%, and a negative predictive value 
of  97% [17]. In our cohort, we achieved a 100% SLN detection 
rate and a 75.9% bilateral mapping rate, values comparable or 
even superior to those reported in the aforementioned studies. 

Importantly, ultrastaging contributed significantly to the di-
agnostic accuracy of  nodal evaluation. Among the four patients 
with metastatic SLNs, three had micrometastases that were iden-
tified only through serial sectioning and immunohistochemistry. 
This emphasizes the importance of  applying advanced patho-
logical techniques in SLN evaluation, as standard hematoxylin 
and eosin (H&E) staining alone may not be sufficient to detect 
low-volume disease. Furthermore, the identification of  metas-
tases in 13.8% of  patients, including micrometastases revealed 
through ultrastaging, underscores the importance of  advanced 
pathological assessment—a point also emphasized in the SEN-
TI-ENDO trial [17]. These comparisons situate our results with-
in the context of  established evidence, supporting the adoption 
of  SLN mapping with ICG as a standard component of  laparo-
scopic staging in early-stage endometrial cancer.  

Another strength of  our study lies in the low complication rate. 
No cases of  excessive blood loss, lymphorrhagia, lymphocele, 
lymphedema, or wound infection were observed. These findings 
support the hypothesis that SLN mapping significantly reduces 
the morbidity associated with full lymphadenectomy without 
compromising the accuracy of  staging. Systematic lymphadenec-
tomy (LAD) in endometrial cancer has been associated with sig-
nificant postoperative complications [18]. A retrospective study 
involving 232 patients revealed that those undergoing LAD ex-
perienced higher rates of  postoperative complications, including 
lymphoceles and lymphedema, compared to those who did not 
undergo LAD [18]. Notably, 40.9% of  patients who underwent 
LAD developed long-term lymphatic complications, such as lym-
phoceles and lymphedema, adversely affecting their quality of  
life [18]. In contrast, SLN mapping has demonstrated a favorable 
safety profile. A study comparing SLN mapping alone to SLN 
mapping combined with LAD found that patients undergoing 
SLN mapping alone had significantly lower overall complication 
rates (14.2%) compared to those undergoing both procedures 
(33.3%) [19]. These findings suggest that SLN mapping not only 
provides accurate staging information but also minimizes surgical 
morbidity, making it a preferable approach in the management 
of  early-stage endometrial cancer.

The risk stratification, as outlined in the ESGO/ESTRO/
ESP consensus, enabled an individualized approach to adjuvant 
therapy. Most patients in our cohort were classified as low-risk 
and received no further treatment, while those in intermediate 
or high intermediate–risk groups received appropriate adjuvant 
therapies. The absence of  distant recurrence during the medi-

Figure 5. Distribution of patients across ESGO/ESTRO/ESP prog-
nostic risk groups

phorrhagia, lymphocele formation, wound infection, nerve injury, 
or lower limb lymphedema were observed. These complications 
are typically associated with lymphadenectomy. Sentinel lymph 
node mapping was seamlessly integrated into the laparoscopic 
staging procedures without a significant prolongation of  operative 
time. The additional time required for ICG injection and lymphat-
ic mapping did not interfere with the surgical workflow.

All patients were stratified into prognostic risk groups accord-
ing to ESGO/ESTRO/ESP guidelines. Based on histology, 
grade, myometrial invasion, and lymphovascular space invasion 
(LVSI), adjuvant therapy was administered as appropriate for 
each risk category. Risk groups and corresponding treatments 
included:

1.	 Low risk – no adjuvant therapy;
2.	 Intermediate risk – vaginal brachytherapy;
3.	 High–intermediate risk – pelvic external beam radiotherapy 

with or without chemotherapy;
4.	 High risk – combined chemotherapy and radiotherapy.
All patients received adjuvant treatment tailored to their risk 

profile. Nineteen patients (65.5%) were classified as low risk, 
most commonly with endometrioid histology, stage IA tumors, 
grades 1–2, and absent or focal lymphovascular space invasion 
(LVSI). Five patients (17.2%) were considered intermediate risk, 
based on either stage IB grade 1–2 tumors or stage IA grade 
3 tumors without LVSI. Two patients (6.9%) were categorized 
as high–intermediate risk, which included cases with substantial 
LVSI or stage II disease. Additionally, six patients (20.7%) were 
classified as high-risk due to non-endometrioid histology and/or 
advanced-stage disease. The distribution of  risk groups is illus-
trated in Figure 5. 

After a median follow-up period of  18 months (range: 12–26 
months), 27 out of  29 patients (93.1%) remained disease-free. 
Two patients (6.9%) experienced isolated local recurrences at the 
vaginal vault, which were detected during routine surveillance. 
No distant recurrences or disease-related deaths were reported 
during the follow-up interval.

DISCUSSION

These findings support the safety and feasibility of  sentinel lymph 
node mapping using indocyanine green in laparoscopic manage-
ment of  early-stage endometrial cancer, with low complication 



JOURNAL of MEDICINE and LIFE

579JOURNAL of  MEDICINE and LIFE. VOL: 18 ISSUE: 6 JUNE 2025

© 2025 by the authors. This article is an open access article distributed under the terms and conditions of  the Creative Commons Attribution (CC BY 4.0) license.

Data availability 
Further data is available from the corresponding author on rea-
sonable request.

Authorship
SB, BE, and AB contributed to conceptualizing. SB and AM con-
tributed to the development of  the methodology.  SB and AB 
contributed to writing the original draft. MA, BCC, and CAC 
contributed to editing the manuscript. SB, MA, BCC, and CAC 
contributed to data collection. MA contributed to data curation. 
SB and MA contributed to data analysis.

REFERENCES

1.	 Siegel RL, Miller KD, Fuchs HE, Jemal A. Cancer statistics, 2022. CA Cancer J Clin. 
2022 Jan;72(1):7-33. doi: 10.3322/caac.21708 

2.	 Concin N, Matias-Guiu X, Vergote I, Cibula D, Mirza MR, Marnitz S, et al. 
ESGO/ESTRO/ESP guidelines for the management of  patients with endometrial 
carcinoma. Int J Gynecol Cancer. 2021 Jan;31(1):12-39. doi: 10.1136/ijgc-2020-
002230

3.	 Tran AQ, Gehrig P. Recent Advances in Endometrial Cancer. F1000Res. 2017 Jan 
27;6:81. doi: 10.12688/f1000research.10020.1

4.	 Braun MM, Overbeek-Wager EA, Grumbo RJ. Diagnosis and Management of  
Endometrial Cancer. Am Fam Physician. 2016 Mar 15;93(6):468-74

5.	 Holland C. Endometrial cancer: gynecological oncology for the MRCOG. 
Cambridge University Press; 2018, 112-125.

6.	 Dick A, Perri T, Kogan L, Brandt B, Meyer R, Levin G. Sentinel lymph node 
mapping in endometrial cancer: A comparison of  main national and international 
guidelines. Int J Gynaecol Obstet. 2023 Jan;160(1):220-225. doi: 10.1002/ijgo.14307 

7.	 Falcone F, Balbi G, Di Martino L, Grauso F, Salzillo ME, Messalli EM. Surgical 
management of  early endometrial cancer: an update and proposal of  a therapeutic 
algorithm. Med Sci Monit. 2014 Jul 26;20:1298-313. doi: 10.12659/MSM.890478 

8.	 Toptaş T, Şimşek T, Karaveli Ş. Prognostic risk factors for lymph node involvement 
in patients with endometrial cancer. Turk J Obstet Gynecol. 2017 Mar;14(1):52-57. 
doi: 10.4274/tjod.52385

9.	 Zhai L, Zhang X, Cui M, Wang J. Sentinel Lymph Node Mapping in Endometrial 
Cancer: A Comprehensive Review. Front Oncol. 2021 Jun 29;11:701758. doi: 
10.3389/fonc.2021.701758 

10.	 Rungruang B, Olawaiye AB. Comprehensive surgical staging for endometrial cancer. 
Rev Obstet Gynecol. 2012;5(1):28-34 

11.	 Helgers RJA, Winkens B, Slangen BFM, Werner HMJ. Lymphedema and 
Post-Operative Complications after Sentinel Lymph Node Biopsy versus 
Lymphadenectomy in Endometrial Carcinomas-A Systematic Review and Meta-
Analysis. J Clin Med. 2020 Dec 31;10(1):120. doi: 10.3390/jcm10010120 

12.	 Papadia A, Gasparri ML, Buda A, Mueller MD. Sentinel lymph node mapping in 
endometrial cancer: comparison of  fluorescence dye with traditional radiocolloid and 
blue. J Cancer Res Clin Oncol. 2017 Oct;143(10):2039-2048. doi: 10.1007/s00432-
017-2501-8 

13.	 How J, Gotlieb WH, Press JZ, Abitbol J, Pelmus M, Ferenczy A, et al. Comparing 
indocyanine green, technetium, and blue dye for sentinel lymph node mapping 
in endometrial cancer. Gynecol Oncol. 2015 Jun;137(3):436-42. doi: 10.1016/j.
ygyno.2015.04.004 

14.	 Concin N, Matias-Guiu X, Vergote I, Cibula D, Mirza MR, Marnitz S, et al. 
ESGO/ESTRO/ESP guidelines for the management of  patients with endometrial 
carcinoma. Int J Gynecol Cancer. 2021 Jan;31(1):12-39. doi: 10.1136/ijgc-2020-
002230

15.	 NCCN Clinical Practice Guidelines in Oncology: Uterine Neoplasms, Version 
1.2024.

16.	 Rossi EC, Kowalski LD, Scalici J, Cantrell L, Schuler K, Hanna RK, et al. A 
comparison of  sentinel lymph node biopsy to lymphadenectomy for endometrial 
cancer staging (FIRES trial): a multicentre, prospective, cohort study. Lancet Oncol. 
2017 Mar;18(3):384-392. doi: 10.1016/S1470-2045(17)30068-2

17.	 Ballester M, Dubernard G, Lécuru F, Heitz D, Mathevet P, Marret H, et al. Detection 
rate and diagnostic accuracy of  sentinel-node biopsy in early stage endometrial 
cancer: a prospective multicentre study (SENTI-ENDO). Lancet Oncol. 2011 
May;12(5):469-76. doi: 10.1016/S1470-2045(11)70070-5 

18.	 Proppe L, Alkatout I, Koch R, Baum S, Kotanidis C, Rody A, et al. Impact 
of  lymphadenectomy on short- and long-term complications in patients with 
endometrial cancer. Arch Gynecol Obstet. 2022 Sep;306(3):811-819. doi: 10.1007/
s00404-022-06396-5 ​

19.	 Cusimano MC, Vicus D, Pulman K, Maganti M, Bernardini MQ, Bouchard-Fortier 
G, et al. Assessment of  Sentinel Lymph Node Biopsy vs Lymphadenectomy for 
Intermediate- and High-Grade Endometrial Cancer Staging. JAMA Surg. 2021 Feb 
1;156(2):157-164. doi: 10.1001/jamasurg.2020.5060 ​

an 18-month follow-up suggests that this risk-adapted approach 
may be both effective and oncologically safe.

Two cases of  local recurrence were observed, both located at 
the vaginal vault, a known site of  recurrence in endometrial can-
cer. These were detected through routine surveillance, and both 
patients received salvage treatment.

While the results are promising, the study has certain limita-
tions. Firstly, the relatively small sample size (n = 29) from a single 
center restricts the generalizability of  our findings. Secondly, the 
median follow-up period of  18 months is relatively short, limiting 
definitive conclusions regarding long-term recurrence-free and 
overall survival outcomes. Lastly, the absence of  a control group 
undergoing systematic lymphadenectomy prevents a direct com-
parison of  staging sensitivity and long-term oncologic outcomes 
between the two surgical approaches. Future larger, multicenter 
prospective studies with extended follow-up and comparative 
groups are needed to validate these preliminary results.

CONCLUSION
Sentinel lymph node mapping using ICG fluorescence is a reli-
able and reproducible method for lymphatic staging in patients 
with early-stage endometrial cancer. Our institutional experience 
confirms a high detection rate (100%) and a favorable bilater-
al mapping rate (75.9%), in line with the results of  large-scale 
studies. Ultrastaging significantly improved nodal assessment, 
allowing the detection of  micrometastases in cases that would 
have otherwise been missed through conventional histopatholo-
gy. SLN mapping demonstrated an excellent safety profile, with 
no significant intraoperative or postoperative complications ob-
served, thus avoiding the morbidity associated with systematic 
lymphadenectomy. The incorporation of  ESGO-based risk clas-
sification allowed for individualized, risk-adapted adjuvant ther-
apy, which was associated with excellent short-term oncologic 
outcomes. Based on our results, sentinel lymph node mapping 
with ICG should be considered a standard component of  the 
laparoscopic surgical approach for early-stage endometrial can-
cer, contributing to accurate staging, reduced morbidity, and op-
timized therapeutic decision-making.
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