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INTRODUCTION

Endometrial cancer represents a commonly en-
countered gynecologic malignancy which is usually 
diagnosed in early stages of the disease due to the 
fact that it frequently associates postmenopausal 
vaginal bleeding, a sign which is easily observed by 
the patient [1]. Therefore, a significant number of 
cases are diagnosed in early stages and are therefore 
candidates for surgery with curative intent consist-
ing of total hysterectomy with bilateral adnexectomy 
and pelvic lymph node dissection. In such cases rou-
tine aorto-caval lymph node dissection is controver-
sial; therefore, certain authors recommend no ges-
ture at this level, other authors recommend sampling 

at this level while some others recommend complet-
ing the lymph node dissection at this level [2-5]. 
However, due to the relatively low number of posi-
tive lymph nodes retrieved from this levels, routine 
lymph node dissection at this level is no longer part 
of the standard therapeutic approach [5].

AORTOCAVAL LYMPH NODE INVOLVEMENT IN 
ENDOMETRIAL CANCER

Anatomical studies came to demonstrate that the 
first groups of lymph nodes which are involved in 
cases diagnosed with early stage endometrial cancer 
are represented by obturatory, internal and external 
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iliac artery. Furthermore tumoral cells might surpass 
these lymph nodes and involve the para-aortic and 
aorto-caval lymph nodes. Meanwhile, direct contam-
ination of these nodes has been rarely described; 
therefore  in the study conducted by Jobo et al. on 342 
patients with early stage endometrial cancer, the au-
thors demonstrated the presence of pelvic lymph 
node metastases in 46 cases, the most commonly in-
volved groups being located at the level of the inter-
nal iliac artery and obturatory fossa, 11 of them pre-
senting furthermore positive para-aortic lymph 
nodes; meanwhile, only six patients presented isolat-
ed positive para-aortic lymph nodes; therefore the 
authors concluded that endometrial cancer leads to 
the apparition of isolated positive para-aortic lymph 
nodes in an extremely low number of cases [6].

DEBULKING SURGERY FOR ISOLATED ADENOPATHIES 
WITH VENOUS WALL INVASION

Cases diagnosed with isolated recurrences after 
surgically treated endometrial cancer are most often 
suitable for debulking in order to achieve negative 
resection margins. However, in certain cases extend-
ed local resections might be needed in order to fulfill 
the aim of complete resections [7-9]. While in cases 
diagnosed with pelvic recurrences for example mul-
tiple pelvic resections are needed, an important 
number of cases being submitted to different types of 
exenterations, cases diagnosed with recurrent, isolat-
ed adenopathic masses at the level of the aorto-caval 
region might impose performing complex surgical 
procedures such as cava vein resections.

Depending on the extent of the cava vein inva-
sion, wedge resection or circumferential resection 
might be proposed; in cases in which wedge resec-
tion is needed, per primam suture is feasible if less 

than 40% of the circumference of the cava vein is 
affected. In cases in which the extent of the involve-
ment is 40% or more, reconstruction using different 
types of grafts are needed including autologous or 
synthetic grafts [10,11]. In order to minimize the 
risks of intraoperative complications and blood loss, 
mobilization of the hemilateral kidney might be 
performed [12].

Another option for reconstruction after inferior 
cava vein resection is represented by bovine pericar-
dium. The method has been initially proposed in pa-
tients with renal cell carcinoma or upper gastrointes-
tinal cancer [13]. Recently, the method has been also 
successfully implemented in gynecological cancers; 
the first such report originates from Xie et al.; the au-
thors reported the presence of a 8 cm partially ne-
crotic nodule attached to the anterior wall of the infe-
rior cava vein caudal to the right renal vein. The 
adenopathy was entirely removed en bloc with the 
invaded segment of the cava vein while the continui-
ty was established by placing a bovine pericardium 
graft with good functional results [14].

CONCLUSIONS

Once the vascular techniques significantly im-
proved, vascular resections have been successfully 
associated as part of debulking surgery for locally in-
vasive recurrences. Among these procedures, cava 
vein resection has gained particular popularity; de-
pending on the extent of the invaded segment, wedge 
resections or circumferential resections have been 
proposed; meanwhile, depending on the extent of the 
resected segment, per primam suture, prosthesis 
placement, autologous graft or even bovine pericar-
dium has been proposed with promising results espe-
cially if negative resection margins are achieved. 
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