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ABSTRACT
Objectives The goal of our study was to identify 
preoperative factors in patients with endometrial 
intraepithelial neoplasia that are associated with 
concurrent endometrial cancer to select patients who 
may benefit from sentinel lymph node (SLN) assessment 
at the time of hysterectomy.
Methods Retrospective single institution cohort study 
of patients with a preoperative diagnosis of endometrial 
intraepithelial neoplasia who underwent hysterectomy 
with or without staging from January 2010 to July 2020. 
Modified Poisson regression was used to calculate risk 
ratios (RR) and 95% confidence intervals (CI).
Results Of 378 patients with a preoperative diagnosis 
of endometrial intraepithelial neoplasia, 275 (73%) had 
endometrial intraepithelial neoplasia and 103 (27%) 
had invasive cancer on final pathology. Age (p=0.003), 
race (p=0.02), and hypertension (p=0.02) were 
significantly associated with concurrent endometrial 
cancer. The median preoperative endometrial stripe 
was significantly greater in the endometrial cancer 
group (14 mm (range 10–19)) than in the endometrial 
intraepithelial neoplasia group (11 mm (range 8–16); 
p=0.002). A preoperative endometrial stripe ≥20 mm 
was associated with double the risk of endometrial 
cancer on final pathology (crude RR 2.0, 95% CI 1.3 to 
2.9) and preoperative endometrial stripe ≥15 mm was 
2.5 times more likely to be associated with high risk 
Mayo criteria on final pathology (crude RR 2.5, 95% 
CI 1.2 to 5.2). Of those with concurrent endometrial 
cancer, 5% were stage IB, 29% had tumors >2 cm, 
and 1% had grade 3 histology. Only 3% of all patients 
underwent lymph node evaluation.
Conclusions In a large cohort of patients with a 
preoperative diagnosis of endometrial intraepithelial 
neoplasia, less than a third had invasive cancer and even 
fewer had pathologic features considered high risk for 
nodal metastasis, arguing against the use of routine SLN 
dissection in these patients. Endometrial stripe ≥15 mm 
may be a useful preoperative marker to identify patients 
at higher risk for concurrent endometrial cancer and 
may be an important criterion for use of selective SLN 
dissection in carefully selected patients with endometrial 
intraepithelial neoplasia.

INTRODUCTION

Endometrial intraepithelial neoplasia is a common prema-
lignant lesion of the endometrium that is associated with 
an approximate 40% risk of concurrent endometrial 
cancer.1 2 As a result, the standard of care treatment for 
endometrial intraepithelial neoplasia is hysterectomy, 
with or without adnexal surgery.3 Of those patients diag-
nosed with concurrent endometrial cancer, the majority 
are low risk and early stage; however, approximately 
10% have high risk disease that warrants lymph node 
evaluation.1 4 5 Presently, there are no clear consensus 
guidelines regarding lymph node assessment in patients 
with endometrial intraepithelial neoplasia. Further, while 
surgical staging is recommended for endometrial cancer, 
the extent of nodal evaluation for all patients has been 
debated.

WHAT IS ALREADY KNOWN ON THIS TOPIC
 ⇒ There are no clear consensus guidelines regarding 
lymph node assessment in patients with endome-
trial intraepithelial neoplasia, and even in cases of 
endometrial cancer the extent of nodal evaluation is 
debated.

WHAT THIS STUDY ADDS
 ⇒ Patients with preoperative endometrial stripe  ≥20 
mm were twice as likely to have endometrial can-
cer on final pathology and those ≥15 mm were 2.5 
times more likely to be high risk by the Mayo crite-
ria. These data suggest that there are preoperative 
factors that may help us to stratify a patient’s risk of 
concurrent endometrial cancer.

HOW THIS STUDY MIGHT AFFECT RESEARCH, 
PRACTICE OR POLICY

 ⇒ Endometrial stripe may be a useful preoperative 
marker to identify patients at higher risk for concur-
rent endometrial cancer and should be considered 
a criterion for use of a selective SLN algorithm in 
patients with endometrial intraepithelial neoplasia. 
Endometrial stripe ≥15 mm may also be a useful 
parameter for gynecologists to use as a threshold to 
refer to gynceologic oncologists for surgical staging.
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In 2000, Mariani et al proposed stratifying patients with endo-
metrial cancer by risk for lymph node metastasis using pathologic 
criteria, known as the Mayo criteria. Patients considered low risk 
had a<5% chance of nodal involvement and a 96% 5 year recur-
rence free survival rate.6 7 Thus one commonly employed practice 
in patients with preoperative diagnoses of endometrial intraepithe-
lial neoplasia is to use frozen section analysis to assess for inva-
sive cancer and then defer lymph node evaluation in those patients 
considered low risk by Mayo criteria, while performing pelvic 
lymphadenectomy in all others.8

Pelvic lymphadenectomy, however, increases surgical time and 
risk of intraoperative and postoperative complications, which can 
lengthen hospital stays, increase healthcare costs, and decrease 
quality of life.6 9 10 Data from GOG 244 suggest bilateral pelvic 
lymphadenectomy is associated with an 18% risk of symptomatic 
lymphedema, and this risk is directly correlated with the number 
of nodes removed.11 12 Furthermore, data from the ASTEC trial 
found that, in patients with early endometrial cancer, routine pelvic 
lymphadenectomy provided no benefit in terms of overall survival 
or progression free survival.13

Given the associated morbidity, lack of therapeutic benefit, and 
marked improvements in sentinel lymph node (SLN) technology, 
many gynecologic oncologists have shifted to using routine SLN 
algorithms for staging endometrial cancer.3 4 14–18 The question of 
using SLN algorithms in patients with premalignant conditions such 
as endometrial intraepithelial neoplasia, however, remains a topic 
of current research. Although lymph node evaluation in patients 
with endometrial intraepithelial neoplasia has been relatively stable 
over the past 10 years, data suggest a 17.5- fold increase in the 
use of SLN dissection in this population from 2012 to 2018.19 
Because SLN mapping cannot be performed after hysterectomy 
due to disruption of the lymphatic channels, the decision must be 
made prior to assessment for endometrial cancer in patients with 
endometrial intraepithelial neoplasia. As a result, some surgeons 
perform SLN dissection in all patients with a preoperative diagnosis 
of endometrial intraepithelial neoplasia at the time of surgery, prior 
to hysterectomy. However, given the low rates of invasive cancer 
in patients with preoperative diagnoses of endometrial intraepi-
thelial neoplasia, routine SLN dissection appears to have limited 
benefit, and also be a more costly staging method, than hysterec-
tomy with frozen section.20 21 These data have raised the question 
of preoperative stratification to inform the use of a more selective 
SLN algorithm.

We sought to identify preoperative characteristics associated 
with concurrent endometrial cancer at the time of hysterectomy 
among patients with endometrial intraepithelial neoplasia, to iden-
tify characteristics that may predict high risk disease, and to define 
a subset of patients who may benefit from SLN dissection at the 
time of hysterectomy.

METHODS

Data Extraction
We performed a retrospective cohort study of all patients diag-
nosed with endometrial intraepithelial neoplasia at a single tertiary 
academic medical center from January 2010 to July 2020. We 
identified patients using the International Classification of Diseases, 

10th revision code N85.02 (endometrial intraepithelial neoplasia) 
and International Classification of Diseases ninth revision code 
621.33 (endometrial hyperplasia with atypia). A retrospective chart 
review was performed to extract pertinent clinical, pathologic, and 
oncologic data. Race and ethnicity were self- reported.

Pathology Review
Pathologic diagnoses were obtained via endometrial biopsy or dila-
tion and curettage prior to referral for treatment. This institution’s 
pathology department fully adopted the endometrial intraepithe-
lial neoplasia terminology, and its distinct classification criteria, in 
2005. Therefore, all patients referred from outside institutions with 
a diagnosis of endometrial intraepithelial neoplasia, endometrial 
hyperplasia with atypia, or complex atypical hyperplasia, the equiv-
alent of endometrial intraepithelial neoplasia in the prior WHO 94 
classification system, had their pathology re- reviewed by internal 
gynecologic pathologists and reclassified with the endometrial 
intraepithelial neoplasia terminology before any medical or surgical 
treatment was initiated. In any situation where the primary pathol-
ogist was equivocal about the diagnosis of endometrial intraepi-
thelial neoplasia, a second pathologist evaluated the specimen to 
achieve a consensus.

Inclusion Criteria
We excluded patients without pathologic confirmation of endome-
trial intraepithelial neoplasia after internal pathology department 
review, as well as those who opted for non- surgical management. 
Thus the study population included only patients with a confirmed 
preoperative diagnosis of endometrial intraepithelial neoplasia who 
underwent hysterectomy. Patients were not required to have preop-
erative imaging, however; when reported, endometrial stripe data 
were obtained from preoperative ultrasound. Intraoperative lymph 
node evaluation and frozen section analysis were performed at the 
discretion of the surgeon. SLN dissection, when performed, was 
done via a minimally invasive technique with cervical injection of 
indocyanine green dye and available fluorescence detection tech-
nology.

Statistical Analysis
Descriptive data are presented as median (interquartile range) or 
proportion. Categorical data were compared using the χ2 or Fish-
er’s exact test, while continuous data were compared using the 
Wilcoxon rank sum test. Modified Poisson regression was used to 
estimate risk ratios (RR) and 95% confidence intervals (CIs). All 
tests were two sided and p values<0.05 were considered statis-
tically significant. Data were analyzed with SAS 9.4 (SAS Institute 
Inc, Cary, North Carolina, USA).

RESULTS

Patient Characteristics
We identified 576 patients with endometrial intraepithelial 
neoplasia or endometrial hyperplasia with atypia. After excluding 
those without pathologic preoperative confirmation of endome-
trial intraepithelial neoplasia (n=84), those who opted for non- 
surgical management (n=105), and those who chose to return 
to alternate providers for surgery or were lost to follow- up 
(n=9), the study population included 378 patients with a preop-
erative diagnosis of endometrial intraepithelial neoplasia who 
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underwent hysterectomy. There were 103 (27%) patients with 
endometrial cancer and 275 (73%) with endometrial intraepithe-
lial neoplasia or no residual disease on final pathology (Figure 1). 
Most patients had surgery with gynecologic oncologists (96%, 
n=362); however, hysterectomies performed by generalists (2%, 
n=8) and specialists in minimally invasive gynecologic surgery 
(2%, n=8) or female pelvic medicine and reconstructive surgery 
(0.3%, n=1) were also included.

Demographics for the study population are reported in Table 1. The 
median age of the cohort was 55 years (range, 48–62), and most self- 
identified as White (74%) and non- Hispanic/Latinx (81%). Compared 
with the endometrial intraepithelial neoplasia group, patients with endo-
metrial cancer on final pathology were older (p=0.003), more likely to 
self- identify as White (p=0.02), and more likely to have hypertension 
(p=0.02). However, other characteristics, such as parity, body mass 
index, tobacco use, type II diabetes mellitus, exposure to hormonal 
therapies, and functional status, as determined by the American Society 
of Anesthesiologists physical status classification system, were not 
significantly different between groups (all p≥0.05).

Notably, median preoperative endometrial stripe, as measured by 
ultrasound, was significantly greater in the endometrial cancer group 
(14 mm (range 10–19)) than in the endometrial intraepithelial neoplasia 
group (11 mm (range 8–16); p=0.002) (Table  1). The median time 
between preoperative ultrasound and surgery was 12 weeks (range 

7–18). Patients with a preoperative endometrial stripe ≥20 mm were 
twice as likely to have endometrial cancer than those <20 mm (crude 
RR 2.0, 95% CI 1.3 to 2.9). Results were similar when comparing 
patients with endometrial stripe ≥15 mm with those <15 mm (crude RR 
1.8, 95% CI 1.2 to 2.5). The RRs were slightly attenuated but remained 
statistically significant when controlling for age (Table 2).

Endometrial Cancer Characteristics
Table 3 describes the tumor characteristics of patients diagnosed with 
endometrial cancer at the time of hysterectomy. All patients had endo-
metrioid histology, 99% were International Federation of Gynecology 
and Obstetrics (FIGO) grade 1 or 2, 95% had myometrial invasion <50% 
(stage IA), and 71% had primary tumor diameter  ≤2 cm. Only one 
patient (1%) had FIGO grade 3 disease, 5% had ≥50% myometrial inva-
sion (stage IB), and 29% had primary tumor diameter >2 cm. There 
were no instances of stage II or greater disease. Using Mayo criteria, 
69% were considered low risk for lymph node metastasis while 31% 
were considered high risk, representing 9% of the entire study popu-
lation (Figure 1). Most of the high risk patients (84%) met Mayo criteria 
due to primary tumor diameter >2 cm alone.

When stratifying patients by Mayo criteria, 45% of patients with 
endometrial stripe ≥15 mm were considered high risk, as opposed 
to 18% with endometrial stripe  <15 mm (crude RR 2.5, 95% CI 
1.2 to 5.2). Similar results were found when stratifying by 20 mm; 
however, they were not statistically significant (Table 4).

Lymph Node Evaluation
Ten (3%) patients underwent intraoperative lymph node evaluation. 
Four of these patients had endometrial intraepithelial neoplasia on final 
pathology and six had endometrial cancer. Five patients underwent SLN 
mapping, and five patients underwent lymphadenectomy. There were 
no positive lymph nodes identified in this cohort. The median number of 
nodes evaluated was 4 (range 3–18). Of the five patients with stage IB 
disease, only two (40%) underwent intraoperative lymph node evalua-
tion. Of the remaining three patients, one did not undergo frozen section 
and two had frozen section that incorrectly demonstrated myometrial 
invasion  <50%. One of these patients subsequently returned to the 
operating room for lymphadenectomy. All five patients with stage IB 
disease underwent adjuvant radiation therapy.

Survival
At the time of medical record review, no documented recurrences of 
endometrial cancer or deaths from endometrial cancer or compli-
cations of surgery were noted. The median elapsed time from 
diagnosis to time of chart review was 48 months (range 26–76). 
Recommended follow- up was in line with National Comprehensive 
Cancer Network recommendations and based on final pathology. 
Thirty- two patients were lost to follow- up after surgery, defined 
as >2 years since presentation to care within this health network.

DISCUSSION

Summary of Main Results
In a large cohort of patients with a preoperative diagnosis of endo-
metrial intraepithelial neoplasia, we found that 27% had concur-
rent endometrial cancer on final pathology, with the majority being 
low grade and early stage. Most (69%) patients with endometrial 
cancer were considered low risk for lymph node metastasis by 

Figure 1 Flow diagram of the cohort selection process and 
surgical pathology. Data are n (%). CAH, complex atypical 
hyperplasia; D&C, dilation and curettage; EIN, endometrial 
intraepithelial neoplasia.
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Table 1 Cohort characteristics among patients with preoperative diagnosis of endometrial intraepithelial neoplasia from 2010 
to 2020

Characteristics
All patients
(n=378)

Final pathology

P value
Endometrial cancer 
(n=103)

Endometrial intraepithelial 
neoplasia (n=275)

Age at presentation (years) 55 (48–62) 59 (51–64) 54 (48–61) 0.003

Self- reported race 0.02

  White 280 (74) 85 (83) 195 (71)

  Black/African American 39 (10) 3 (3) 36 (13)

  Asian 30 (8) 9 (9) 21 (8)

  Unknown 29 (8) 6 (6) 23 (8)

Self- reported ethnicity 0.54

  Hispanic or Latinx 20 (5) 5 (5) 15 (5)

  Not Hispanic or Latinx 306 (81) 87 (84) 219 (80)

  Unknown 52 (14) 11 (11) 41 (15)

Gravidity 2 (0–3) 2 (1–3) 2 (0–3) 0.10

Parity 1 (0–2) 2 (0–2) 1 (0–2) 0.17

Body mass index (kg/m2) 0.58

  <30 110 (29) 26 (25) 84 (31)

  30–39.9 139 (37) 41 (40) 98 (36)

  40–49.9 92 (24) 23 (22) 69 (25)

  50–59.9 34 (9) 12 (12) 22 (8)

  60–69.9 1 (0.3) – 1 (0.4)

  ≥70 2 (1) 1 (1) 1 (0.4)

Tobacco use (current or former)§ 75 (20) 23 (22) 52 (19) 0.46

Hypertension§ 210 (56) 67 (65) 143 (52) 0.02

Type II diabetes mellitus§ 81 (21) 24 (23) 57 (21) 0.59

Known exposures*

  Selective estrogen receptor modulator 14 (4) 3 (3) 11 (4) 0.39

  Hormone replacement therapy 17 (5) 5 (5) 12 (5) 0.50

  Oral contraceptives 67 (18) 17 (17) 50 (18) 0.09

Family history of cancer

  None 136 (36) 45 (44) 91 (33) 0.06

  Breast 128 (34) 29 (28) 99 (36) 0.15

  Uterine 31 (8) 3 (3) 28 (10) 0.02

  Ovarian 34 (9) 8 (8) 26 (9) 0.61

  Colon 68 (18) 9 (9) 59 (21) 0.004

  Other 74 (20) 17 (17) 57 (21) 0.36

  Unknown 19 (5) 8 (8) 11 (4) 0.14

ASA class† 0.70

  1 13 (3) 3 (3) 10 (4)

  2 183 (48) 47 (46) 136 (49)

  3 163 (43) 45 (44) 118 (43)

  4 4 (1) 1 (1) 3 (1)

Endometrial stripe thickness, by US (mm)‡§ 12 (8–17) 14 (10–19) 11 (8–16) 0.002

Data presented as n (%) or median (interquartile range).
*No minimum length of exposure required.
†ASA class, American Society of Anesthesiologists physical status classification system.
‡Missing 68 values (20 in endometrial cancer group and 48 in benign pathology group).
§Percentage calculations exclude missing data.
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Mayo criteria, while the remaining 31% were considered high risk 
for nodal metastasis requiring intraoperative lymph node assess-
ment. Of the five cases of stage IB disease noted on final pathology, 

at least two cases were misidentified on frozen section as <50% 
myometrial invasion, resulting in missed opportunities for intraop-
erative lymph node assessment.

When examining preoperative characteristics, older age, and 
increased endometrial stripe were associated with a higher risk of 
concurrent endometrial cancer. Patients with a preoperative endo-
metrial stripe  ≥20 mm were twice as likely to have endometrial 
cancer, and patients with endometrial cancer and endometrial 
stripe ≥15 mm were 2.5 times more likely to meet high risk Mayo 
criteria requiring intraoperative lymphadenectomy.

Results in the Context of Published Literature
Although lymph node evaluation remains a cornerstone in the 
surgical management of endometrial cancer, there remain no clear 
consensus guidelines regarding lymph node evaluation in patients 
with endometrial intraepithelial neoplasia. Several studies have 
demonstrated that routine SLN dissection in all patients with endo-
metrial intraepithelial neoplasia has limited benefit and is not cost 
effective.20–22 Given the low grade and early stage disease in this 
cohort, routine SLN dissection in all patients would have resulted 
in overtreatment in up to 98% of patients, supporting the argu-
ment against routine SLN mapping in all patients with endometrial 
intraepithelial neoplasia.

In this cohort, we also observed misdiagnosis on frozen section 
of 40% (2 of 5) of cases of invasive stage IB carcinoma, leading 
to reoperation of one patient and missed opportunities for staging. 
Previous studies have demonstrated that, even in large academic 
centers with specialized pathologists, errors in frozen section at the 
time of surgery for endometrial intraepithelial neoplasia can lead 
to underdiagnosis of malignancy by up to 75%.20 Further, many 
patients undergoing hysterectomy for endometrial intraepithelial 
neoplasia may be having surgery in centers where frozen section is 
either unavailable or less reliable. Thus in certain circumstances, in 
may be appropriate to employ a risk stratification system to inform 
the use of selective SLN dissection in certain patients with endome-
trial intraepithelial neoplasia.

Data from this study suggest that increasing endometrial stripe is 
associated with an increased risk of concurrent endometrial cancer, 
particularly in patients with endometrial stripe  ≥15 mm. This is 
consistent with prior data from Vetter et al which demonstrated 
that in a cohort of 169 patients with a preoperative diagnosis of 
endometrial intraepithelial neoplasia, those with preoperative endo-
metrial stripe ≥20 mm were four times more likely to have concur-
rent endometrial cancer, and 44% of patients with a preoperative 

Table 2 Association between preoperative endometrial thickness and risk of endometrial cancer on final pathology

Endometrial 
thickness (mm)*

Endometrial
cancer (n=83) (n 
(%))

Endometrial intraepithelial 
neoplasia (n=227) (n (%))

Crude risk ratio (95% 
CI)

Age adjusted risk ratio (95% 
CI)

≥20 (n=43) 20 (24) 23 (10) 2.0 (1.3 to 2.9) 1.9 (1.3 to 2.8)

<20 (n=267) 63 (76) 204 (90) Ref Ref

≥15 (n=100) 38 (46) 62 (27) 1.8 (1.2 to 2.5) 1.6 (1.1 to 2.3)

<15 (n=210) 45 (54) 165 (73) Ref Ref

Data are n (%) or risk ratio (95% CI).
*68 patients missing ultrasound data regarding preoperative endometrial thickness.

Table 3 Tumor characteristics of patients with endometrial 
cancer on final pathology

Tumor characteristics N (%) (n=103)

Type

  Endometrioid 103 (100)

Primary tumor diameter

  Microscopic disease 40 (39)

  ≤2 cm 33 (32)

  >2 cm 30 (29)

Myometrial invasion

  Absent 65 (63)

  <50% 33 (32)

  ≥50% 5 (5)

Lymphovascular space invasion

  Present 3 (3)

  Absent 100 (97)

Lymph node spread

  Present

  Absent 6 (6)

  Not evaluated 97 (94)

Stage

  IA 98 (95)

  IB 5 (5)

FIGO grade

  1 96 (93)

  2 6 (6)

  3 1 (1)

Mismatch repair* status

  Intact 38 (37)

  One or more not intact 1 (1)

  Untested/unknown 57 (55)

*Including MLH1, MSH2, MSH6, and PMS2.
FIGO, International Federation of Gynecology and Obstetrics.
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endometrial stripe  ≥20 mm were considered high risk by Mayo 
criteria.23 Together, these data suggest that in select circum-
stances, preoperative endometrial stripe may be useful in identi-
fying patients who could benefit from SLN mapping at the time of 
surgery.

Strengths and Weaknesses
Strengths of this study include the relatively large study population, 
the 10 year time frame, and specialized pathology review using 
endometrial intraepithelial neoplasia terminology for all specimens. 
Limitations include that this was a single center study with predom-
inantly White patients in a northeast urban area which may limit 
its generalizability. Additionally, relatively few patients underwent 
lymph node evaluation, consistent with prior studies performed on 
patients with preoperative diagnoses of endometrial intraepithe-
lial neoplasia. The low incidence of lymphadenectomy was likely 
due to surgeon preference to forego lymphadenectomy for primary 
tumor diameter >2 cm alone if the patient had otherwise low risk 
pathology on frozen section. In addition, although the cohort was 
larger than prior studies, it was not large enough to suggest a 
predictive score that would be generalizable to a significant portion 
of the population.

Implications for Practice and Future Research
In a large cohort of patients with a preoperative diagnosis of endo-
metrial intraepithelial neoplasia, less than a third had invasive 
cancer on final pathology, with no patients having greater than 
stage IB disease and no patients demonstrating recurrence or death 
from disease, arguing against the use of routine SLN mapping in all 
patients with a preoperative diagnosis of endometrial intraepithe-
lial neoplasia. However, 9% of patients undergoing hysterectomy 
for endometrial intraepithelial neoplasia in this cohort met high 
risk Mayo criteria, for which the standard of care is lymph node 
assessment. There are therefore clinical circumstances in which 
employing selective use of an SLN algorithm may be warranted. For 
example, institutions where frozen section is unavailable or unre-
liable, in patients who are high risk for morbidity from complete 
lymphadenectomy or re- operation, or in older patients, given the 
association with increased age and concurrent endometrial cancer 
in this cohort.

Data from this study suggest that endometrial stripe  ≥15 mm 
may be a useful preoperative marker to identify patients not only at 
higher risk for concurrent endometrial cancer but also more likely 

to meet high risk Mayo criteria (adjusted RR 2.2). Therefore, in 
the above clinical scenarios, the authors believe that endometrial 
stripe ≥15 mm could be considered a criterion for using a selective 
SLN mapping algorithm in patients with a preoperative diagnosis of 
endometrial intraepithelial neoplasia. Additionally, for benign gyne-
cologists offering surgical management to patients with endome-
trial intraepithelial neoplasia, preoperative endometrial stripe ≥15 
mm may be a useful criterion for referral to a gynecologic oncol-
ogist given that this subset of patients was more likely to meet 
criteria for lymph node assessment.

CONCLUSION

Close examination of a large cohort of patients with a preoperative 
diagnosis of endometrial intraepithelial neoplasia who underwent 
hysterectomy revealed no recurrences or deaths from disease with 
minimal use of lymph node assessment of any kind, arguing against 
the routine use of SLN mapping for all patients undergoing hyster-
ectomy for endometrial intraepithelial neoplasia. However, 9% of 
patients did meet high risk Mayo criteria, for which the standard 
of care is lymph node assessment. While continued use of frozen 
section to identify high risk patients is reasonable, it is not available 
in all practice settings and accuracy is variable. Further, there are 
patients for whom total pelvic lymphadenectomy would be highly 
morbid and SLN dissection is preferred. Ideally, preoperative risk 
stratification in patients with endometrial intraepithelial neoplasia 
would inform the use of a selective SLN algorithm which could help 
ensure accurate staging while decreasing morbidity. Prospective 
studies are warranted to further establish whether selective SLN 
dissection for endometrial intraepithelial neoplasia based on ultra-
sound endometrial stripe is a safe and cost effective alternative to 
current standards of care. In addition, efforts to collect data from a 
larger more diverse cohort is an important next step in creating a 
predictive score for the risk of endometrial cancer that will further 
inform the use of SLN dissection in this population.
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