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Objective: This prospective randomized trial aimed to assess the impact of the uterine
manipulator in terms of lymph vascular space invasion (LVSI) in patients undergoing
minimally invasive staging for early-stage endometrial cancer.

Methods: In this multicentric randomized trial, enrolled patients were randomly allocated
in two groups according to the no use (arm A) or the use (arm B) of the uterine
manipulator. Inclusion criteria were G1-G2 early-stage endometrial cancer at
preoperative evaluation. The variables collected included baseline demographic
characteristics, perioperative data, final pathology report, adjuvant treatment, and
follow-up.

Results: In the study, 154 patients (76 in arm A and 78 in arm B) were finally included. No
significant differences were recorded regarding the baseline characteristics. A statistically
significant difference was found in operative time for the laparoscopic staging (p=0.005),
while no differences were reported for the robotic procedures (p=0.419). The estimated
blood loss was significantly lower in arm A (p=0.030). No statistically significant differences
September 2021 | Volume 11 | Article 7208941

https://www.frontiersin.org/articles/10.3389/fonc.2021.720894/full
https://www.frontiersin.org/articles/10.3389/fonc.2021.720894/full
https://www.frontiersin.org/articles/10.3389/fonc.2021.720894/full
https://www.frontiersin.org/articles/10.3389/fonc.2021.720894/full
https://www.frontiersin.org/articles/10.3389/fonc.2021.720894/full
https://www.frontiersin.org/articles/10.3389/fonc.2021.720894/full
https://www.frontiersin.org/articles/10.3389/fonc.2021.720894/full
https://www.frontiersin.org/journals/oncology
http://www.frontiersin.org/
https://www.frontiersin.org/journals/oncology#articles
http://creativecommons.org/licenses/by/4.0/
mailto:francesco.cosentino@gemellimolise.it
https://doi.org/10.3389/fonc.2021.720894
https://www.frontiersin.org/journals/oncology#editorial-board
https://www.frontiersin.org/journals/oncology#editorial-board
https://doi.org/10.3389/fonc.2021.720894
https://www.frontiersin.org/journals/oncology
http://crossmark.crossref.org/dialog/?doi=10.3389/fonc.2021.720894&domain=pdf&date_stamp=2021-09-10


Gueli Alletti et al. The ROMANHY Trial

Frontiers in Oncology | www.frontiersin.org
were recorded between the two study groups in terms of peritoneal cytology, LVSI
(p=0.501), and pattern of LVSI (p=0.790). No differences were detected in terms of overall
survival and disease-free survival (p=0.996 and p=0.480, respectively). Similarly, no
differences were recorded in the number of recurrences, 6 (7.9%) in arm A and 4
(5.2%) in arm B (p=0.486). The use of the uterine manipulator had no impact on DFS
both at univariable and multivariable analyses.

Conclusions: The intrauterine manipulator does not affect the LVSI in early-stage
endometrial cancer patients undergoing laparoscopic/robotic staging.

Clinical Trial Registration: https://clinicaltrials.gov, identifier (NCT: 02762214)
Keywords: hysterectomy, endometrial cancer, robotic hysterectomy, laparoscopic hysterectomy, minimally
invasive hysterectomy, uterine manipulator
INTRODUCTION

Nowadays, it is common knowledge that minimally invasive
surgery represents the standard approach for the staging of early-
stage endometrial cancer (EC). Based on the risk factors, other
staging procedures, as well as sentinel node mapping and/or
pelvic and para-aortic lymphadenectomy, can be safely
performed (1–3). If laparoscopy is classically associated with
lower intraoperative blood loss and postoperative complications
rate (4–6), robotic surgery has established itself as a preferable
surgical approach for obese EC patients (7, 8).

In this context, the intrauterine manipulator has had an
important role in minimally invasive hysterectomy since its
diffusion, more than two decades ago. The possibility to expose
the surgical field, giving the right tension to the superficial and the
retroperitoneal anatomy, was immediately considered advantageous
assistance (9). However, only once the laparoscopic approach was
systematically adopted in EC staging, its role has been debated in
terms of influence on oncological variables like peritoneal cytology
and lymph vascular space invasion (LVSI).

Elthabbakh et al., in a prospective study, reported that
laparoscopic surgery does not increase the positive peritoneal
cytology in women with endometrial carcinoma (10), but its
clinical significance remained controversial (11–13). Besides, the
lymph vascular space invasion (LVSI) has been recognized to be
an independent risk factor for pelvic lymph node recurrence, and
it is found in about 15% of low-risk endometrial cancer patients
(14–16).

Concerningly, the use of the uterine manipulator during
laparoscopic EC staging has also been investigated as a factor
affecting both the rate of positive peritoneal cytology and the risk
of LVSI.

The possible role in polluting the peritoneal cytology has been
linked to the retrograde seeding of tumor cells into the peritoneal
cavity, consequent to the increased intrauterine pressure (17, 18).
Furthermore, the higher rate of lymph vascular invasion, well
described in EC patients, has been demonstrated to be the result
of the grossing process and mechanical transport of
manipulator-disrupted tumor into the vascular spaces (19–21).
2

Contrary to these preliminary reports, recent literature
reported that the use of the uterine manipulator does not
significantly affect the LVSI and the cytology and has no
negative impact on the oncological outcomes (22, 23).
However, definitive conclusions on the possible advantages and
oncological safety of the use of the uterine manipulator in EC are
still awaited (24).

This prospective randomized trial aimed to assess the impact
of the uterine manipulator in terms of LVSI in patients
undergoing minimally invasive (laparoscopic/robotic) staging
for clinically presumed early-stage G1-G2 endometrial cancer.
METHODS

This is a multicentric Italian prospective 1:1 randomized clinical
trial designed and coordinated by the Division of Gynecologic
Oncology of Fondazione Policlinico Universitario A. Gemelli
IRCCS of Rome. Four other Italian tertiary care centers took part
in the study. The trial was approved by the local ethics
committees (protocol number: 05152016) and was registered at
https://clinicaltrials.gov (NCT:02762214). Between October 2015
and December 2017, all patients undergoing minimally invasive
surgery, either laparoscopic or robotic, for preoperative early-
stage EC were considered eligible.

The inclusion criteria were the following: G1-G2 early-stage
EC at preoperative workup, age >18 and <80 years, and clinical
condition fitting for minimally invasive treatment. An American
Society of Anesthesiology (ASA) Score >III, previous cancer
conditions, intact hymen, previous pelvic radiotherapy were
considered exclusion criteria.

Enrolled patients were randomly allocated in two arms
according to the use (arm B—experimental arm) or no use
(arm A—control arm) of the uterine manipulator. The
randomization list was developed by a statistician according to
a random sorting using a maximum allowable 9% deviation; no
stratification was anticipated. The IUM used in all procedure was
the Clermont-Ferrand model by Storz.
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All patients signed the specific informed consent to be
enrolled in the study. All the procedures were performed by
seven surgeons with an experience of at least 100 minimally
invasive hysterectomies for EC.

Study data were collected using REDCap electronic data
capture tools hosted at https://redcap-irccs.policlinicogemelli.it
and were managed by the Statistics Technology Archiving
Research (STAR) Center of the Fondazione Policlinico
Universitario A. Gemelli IRCCS. Variables collected included
baseline demographic characteristics, perioperative data, final
pathology report, adjuvant treatment, and follow-up.

Intraoperative complications were defined as any injury to the
bowel, urinary tract, nerves, and vessels, an estimated blood loss
(EBL) ≥500 ml, and any needs to reinstall/remove the manipulator.
The postoperative complications were categorized in accordance
with the Clavien-Dindo Classification (25). All patients received a
follow-up examination according to the ESMO-ESGO-ESTRO
guidelines (26). The primary objective of the study was to assess
the effect of the uterine manipulator in terms of LVSI rate in the
final pathological report after the MIS staging. The secondary
endpoints were the evaluation of peritoneal cytology,
perioperative and oncological outcomes [operative time (OT)
calculated skin to skin, EBL, complication rate, conversion rate,
disease-free survival (DFS), and overall survival (OS)] in relation
with the usage or not of the intrauterine manipulator (IUM).
Patients were followed up every 4 months for the first 2 years and
every 6 months thereafter.

Surgical Technique
Arm A: Hysterectomy Without Uterine Manipulator
The cervix is closed with a cross stitch before starting abdominal
procedures, and two gauzes rolled up inside a glove are inserted
into the vagina to obtain a cranial push of the uterus. The
procedure consists in total extrafascial hysterectomy (27) based
on the retroperitoneal preparation of the surgical spaces and
identification of the main anatomical structures such as uterine
arteries and ureters. Subsequently, the vesico-uterine septum is
developed, and the vascular structures are coagulated and
divided. At the time of the vaginal cutting, the same gauzes
allow the colpotomy, the manipulation of the vaginal apex, and
the maintenance of the pneumoperitoneum.

Arm B: Hysterectomy With Uterine Manipulator
The surgical procedure for Arm B consists of the same steps
described for Arm A with the usage of the intrauterine
manipulator installed before starting the surgical dissection.
The anterior colpotomy is performed using the monopolar
hook under the guidance of the vaginal valve of the Clermont
Ferrand uterine manipulator.

Once the hysterectomy is carried out, the specimen is
removed throughout the vagina. The vaginal vault is then
closed laparoscopically or vaginally with a 0 absorbable
multifilament running suture.

In the study population, the lymph nodal assessment was
performed, when indicated, following the NCCN guidelines (28).
Pelvic cytology has been collected before starting the surgical
procedure (“peritoneal washing 1”) and at the end of
Frontiers in Oncology | www.frontiersin.org 3
colporrhaphy using 200 ml of saline solution (“peritoneal
washing 2”).

Sample Size and Statistical Analysis
The study was designed to evaluate if the use of intrauterine
manipulator was associated with a higher impact of LVSI rate.
According to literature data (29), assuming a 10 and 25% of LVSI
in the control and experimental arm, respectively, with an alpha
error = 0.05, a statistical power of 80%, and a 1:1 ratio, the
estimated sample sizes for a two-sample one-sided proportions
test was 152 patients (76 per arm).

Patient’s characteristics were described as absolute frequency
and percentage for nominal variables and as median (min-max)
for continuous variables. Comparisons between the two arms
were made with Mann-Whitney test or t Student’s test for
continuous variables and c2 or Fisher exact test for nominal
variables, as appropriate. The normality of continuous variables
was assessed with Shapiro-Francia test.

Survival analysis was performed both in terms of disease-free
survival (DFS) and overall survival (OS). DFS was defined as the
time elapsed from first diagnosis to recurrence/progression or
last follow-up, while OS was defined as the time from first
diagnosis to death for disease or last follow-up. Median follow-
up was calculated according to the inverted Kaplan-Meier
technique. OS and DFS curves were estimated by Kaplan-
Meier product limit method and compared by log-rank test
(30). For DFS, Cox proportional hazards models were used to
assess treatment effect at univariable and multivariable analysis.
Stage (I vs II-III-IV), histology (endometrioid vs serous),
myometrial invasion (no infiltration or <50 vs >50%),
postoperative tumor size (diameter ≤3.5 vs >3.5 cm), LVSI
(negative vs positive) were covariates included in the analysis
due to their clinical relevance. All estimates were presented with
two-sided 95% Confidence Intervals (CIs).

Statistical analysis had been performed using STATA
software (STATA/IC 13.0 for Windows, College Station, TX,
USA, StataCorp LP). Two-sided tests were used, and the
significance level was set at p < 0.05. No imputation was
carried out for missing data.
RESULTS

During the study period, 227 patients were considered eligible for
the study. Among them 24 refused to participate, and 49 did not
meet the inclusion criteria. The remaining 154 patients met the
inclusion criteria and were enrolled in the present study. Among
them, 78 patients received surgery with the use of uterine
manipulator (Arm B), and in 76 patients the IUM was not
used (Arm A) (Figure 1).

Baseline demographic characteristics are summarized in
Table 1. No significant differences were recorded between the
two study arms in terms of body mass index (BMI) (overall
median 28 kg/m2, range 19–46), previous abdominal surgery,
and ASA score. Both study groups were similar also for previous
cesarean section and parity. The only slightly statistically
significant difference was reported for the age (p=0.045).
September 2021 | Volume 11 | Article 720894
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Pathological baseline characteristics have been also recorded
and are summarized in Table 1. In accordance with the inclusion
criteria, all patients had a preoperative diagnosis of endometrioid
Frontiers in Oncology | www.frontiersin.org 4
EC, and no differences in the rate of grading between both arms
were recorded. Both study groups were also similar in terms of
maximum tumor diameter measured at pelvic ultrasound
TABLE 1 | Patient/Disease baseline characteristics.

Variables All cases (n = 154) Arm A: no IUM (n = 76) Arm B: IUM (n = 78) p value

Age, years 61 (31–81) 63 (36–81) 59.5 (31–77) 0.045
BMI, kg/m2§ 28 (19–46) 28 (19–40) 27 (20–46) 0.490
Previous abdominal surgery§ 71/151 (47) 40/76 (52.6) 31/75 (41.3) 0.164
Previous cesarean section§ 28/151 (18.5) 15/76 (19.7) 13/75 (17.3) 0.704
ASA score* 0.145
I 23/131 (17.6) 9/68 (13.2) 14/63 (22.2)
II 101/131 (77.1) 57/68 (83.8) 44/63 (69.8)
III 7/131 (5.3) 2/68 (2.9) 5/63 (7.9)
Parityŧ 91/145 (62.8) 46/73 (63.0) 45/72 (62.5) 0.949

Preoperative and pathological findings
Histotype
Endometrioid 154 (100) 76 (100) 78 (100) –

Grading
1 65/130 (50.0) 35/65 (53.8) 30/65 (46.2) 0.380
2 65/130 (50.0) 30/65 (46.2) 35/65 (53.8)

Maximum diameter at ultrasound† 25.5 (0–78) 28 (0–78) 24 (0–55) 0.151
Maximum diameter at MRI‡ 20 (0–73) 23 (0–73) 13 (0–55) 0.059
Sep
tember 2021 | Volume 11 | Article
Results are presented as n (%) or median (min-max) as appropriate. Bold font highlights statistically significant differences. IUM, intrauterine manipulator; BMI, body mass index; MRI,
magnetic resonance imaging. §Information available for 151/154 patients. *Information available for 131/154 patients. ŧInformation available for 145/154 patients. Information available for
130/154 patients. †Information available for 138/154 patients. ‡Information available for 57/154 patients.
FIGURE 1 | Consort diagram of the study.
720894

https://www.frontiersin.org/journals/oncology
http://www.frontiersin.org/
https://www.frontiersin.org/journals/oncology#articles


Gueli Alletti et al. The ROMANHY Trial
(overall median 25.5 mm, range 0–78 mm; p=0.151) and at
magnetic resonance imaging (MRI) (overall median 20 mm,
range 0–73 mm; p=0.059).

The perioperative data are shown in Table 2. Ninety-three
procedures (60.4%) were performed by laparoscopy and 60
(39.0%) by robotic approach, and no differences in type of
surgical approach were recorded between the two arms
(p=0.566). We registered a shorter OT in arm A rather than in
arm B [median OT arm A 140 min (range 50–300) versusmedian
OT arm B 180 min (range 60–370); p=0.040). More in depth,
stratifying OT according to the type of approach used, the
statistically significant difference was found only for
laparoscopy procedures [median OT 130 min (range 80–290)
versus 170 min (range 70–370) in arm A and B respectively;
p=0.003], while no differences were reported for OT of robotic
procedures (p=0.419). The EBL was significantly lower in the
control arm [median EBL 50 ml (range 0–250) and 50 ml (range
0–550) in arm A and B, respectively; p=0.030]. We reported one
conversion to laparotomy (1.3%) in arm B for a vascular injury
during pelvic lymph adenectomy and none in arm A (p=0.322).

The intraoperative complications were 5 (6.4%) in arm A and 1
(1.3%) in arm B. In particular, in the control arm, one lower third
vaginal laceration was reported during the extraction of an enlarged
uterus throughout the vagina. In the experimental arm we recoded
two median/upper third vaginal lacerations; one vascular
complication that, as above described, required a conversion to
longitudinal laparotomy; one case of intraoperative removal of the
IUM due to the inability to properly manipulate a strongly adherent
uterus; one case of bladder lesion for accidental perforation of the
upper third of the cervical canal with the IUM.

Moreover, five (6.7%) postoperative complications were
registered in arm A: three vaginal cuff dehiscences (two Grade
3 and one Grade 1), one lymphocele (Grade 3), and one sepsis
(Grade 2). Two postoperative lower urinary tract infection
(Grade 2) were recorded in arm B (2.5%). No statistically
differences were detected between the two groups in terms of
Frontiers in Oncology | www.frontiersin.org 5
intra- and postoperative complications (p=0.182 and p=0.270,
respectively). The rate of lymph nodal assessment was similar
between the two arms (p= 0.352). In particular, 29 patients
received sentinel lymph-node mapping, and no differences were
detected between the two groups (12 patients, 21.4% in group A;
and 17, 28.8% in group B, p= 0.481).

As shown in Table 3, the final pathology reports were similar
between the two groups. No statistically significant differences were
detected in terms of lymph nodal status, histotype, grading, and
stage. However, a G3 EC was diagnosed in 16/147 (10.9%) patients,
a serous histotype in three (1.9%) cases (all G3) and a stage III-IV
in eight (5.2%) cases (2/8 G3). The overall rate of upstaging was
5.2% (6.6 versus 3.8% in arm A and B, respectively; p=0. 445).

No positive cytological collections, either pre-hysterectomy or
post-hysterectomy, were detected in the study population.

The analysis of the LVSI revealed no difference between patients
undergoing hysterectomy with and without the IUM (p=0.501).
The overall rate of positive LVSI was 21.4%. Moreover, the sub-
analysis among the positive LVSI cases demonstrated that the IUM
did not affect the pattern of lymphovascular spread (overall focal
LVSI 84.8%, overall diffused LVSI 15.2%, p=0.790).

The oncological outcomes are summarized in Table 4. With a
median follow-up of 38.7 months (CI: 37.1–40.8 months), no
differences were detected in term of DFS and OS, as shown
in Figure 2A.

Similarly, no significant differences were reported in the rate
of deaths for any cause, deaths for disease, and recurrences
(p=0.423, p=0.985, and p=0.486, respectively) (Figure 2B).

In total, 10 (6.5%) recurrences have been registered during the
follow-up period, six (7.9%) in arm A and four (5.1%) in arm B. In
arm A, 50% of recurrences were vaginal relapses (3), one was lymph
nodal, one extra-abdominal, and one multiple-site (carcinomatosis
with sigmoidal involvement): except one patient with low-risk
carcinoma, in the remaining five cases, a high-risk EC was
diagnosed at final pathological examination. In arm B we recorded
the following recurrences: one lymph nodal, one extra-abdominal,
TABLE 2 | Perioperative variables.

Variables All cases (n = 154) Arm A: no IUM (n = 76) Arm B: IUM (n = 78) p value

Lymph nodal assessment
Pelvic Lymph nodes¶ 106/153 (69.3) 50/76 (65.8) 56/77 (72.7) 0.352
Sentinel Lymph nodes 29/106 (27.3) 12/56 (21.4) 17/59 (28.8) 0.481

Type of surgical approach 0.566
Laparoscopy 93 (60.4) 45 (59.2) 48 (61.5)
Robotic 60 (39.0) 31 (40.8) 29 (37.2)

Operation time (OT), min 150 (50–370) 140 (50–300) 180 (60–370) 0.040
OT for laparoscopic surgery, min 150 (70–370) 130 (80–290) 170 (70–370) 0.003
OT for robotic surgery, min 170 (50–300) 150 (50–300) 180 (60–270) 0.419

Estimated blood loss (EBL), ml* 50 (0–550) 50 (0–250) 50 (0–550) 0.030
EBL for laparoscopic surgery, min 50 (0–550) 50 (0–200) 50 (0–550) 0.0002
EBL for robotic surgery, min 50 (0–250) 50 (0–250) 50 (0–100) 0.101

Discharge time, days§ 2 (1–3) 2 (1–3) 2 (1–3) 0.360
Conversion to laparotomy 1 (0.6) 0 (0) 1 (1.3) 0.322
Intraoperative complications 5 (3.2) 1 (1.3) 4 (5.1) 0.182
Early postoperative complications 7/151 (4.6) 5/74 (6.8) 2/77 (2.6) 0.270
Sep
tember 2021 | Volume 11 | Article
Results are presented as n (%) or median (min-max) as appropriate. Bold font highlights statistically significant differences. IUM, intrauterine manipulator. ¶Information available for 153/154
patients. *Information available for 124/154 patients, 66 patients undergoing laparoscopic surgery and 46 patients robotic surgery. §Information available for 151/154 patients.
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two multiple-site (vaginal + extra-abdominal and carcinomatosis);
these patients had received a final pathological diagnosis of
intermediate-high (2) and high-risk (2) tumors.
Frontiers in Oncology | www.frontiersin.org 6
The postoperative management for all patients in both arms
was substantially homogeneous; the 68% of the study population
did not receive any adjuvant treatment.
TABLE 4 | Oncological outcomes.

Variables All cases (n = 154) Arm A: no IUM (n = 76) Arm B: IUM (n = 78) p value

Median follow up, months (95% CI)‡ 38.7 (37.1–40.8) 40 (36.5–42.2) 38.2 (35.0–40.6) 0.906*
Median OS, months not reached not reached not reached 0.435*
Median DFS, months not reached not reached not reached 0.480*
Deaths for any cause 6 (3.9) 2 (2.6) 4 (5.1) 0.423
Deaths for disease 2 (1.3) 1 (1.3) 1 (1.3) 0.985

Relapses 10 (6.5) 6 (7.9) 4 (5.1) 0.486
Site of relapse 0.383
Pelvic 3 (30.0) 3 (5.00) 0 (0)
Lymph nodal 2 (20.0) 1 (16.7) 1 (25.0)
Distant localization 2 (20.0) 1 (16.7) 1 (25.0)
Multiple sites 3 (30.0) 1 (16.7) 2 (50.0)

Adjuvant therapy 0.710
None 104/153 (68.0) 51/76 (67.1) 53/77 (68.8)
RT 32/153 (20.9) 15/76 (19.7) 17/77 (22.1)
CHT 17/153 (11.1) 10/76 (13.2) 7/77 (9.1)
Sep
tember 2021 | Volume 11 | Article
Results are presented as n (%) or median (min-max) as appropriate. CI, Confidence Interval; OS, Overall Survival; DFS, Disease-Free Survival; RT, Radiotherapy; CHT, Chemotherapy.
‡Calculated with inverse Kaplan-Meier method. *Log rank test. Three patients had pelvic relapse plus lymph nodal, carcinomatosis, and distant relapse respectively.
TABLE 3 | Pathological findings.

Variables All cases (n = 154) Arm A: no IUM (n = 76) Arm B: IUM (n = 78) p value

Lymph nodal status
Pelvic Lymph nodes¶ 0.968

Negative 148/152 (97.4) 73/75 (97.3) 75/77 (97.4)
Positive 4/152 (2.6) 2/75 (2.7) 2/77 (2.6)

Histotype 0.545
Endometrioid 151 (98.1) 74 (97.4) 77 (98.7)
Serous 3 (1.9) 2 (2.6) 1 (1.3)

Grading§ 0.875
G1 41/147 (27.9) 20/74 (27.0) 21/73 (28.8)
G2 90/147 (61.2) 45/74 (60.8) 45/73 (61.6)
G3 16/147 (10.9) 9/74 (12.2) 7/73 (9.6)

Myometrial infiltration 0.341
No infiltration 4 (2.6) 2 (2.6) 2 (2.6)
<50% 117 (76) 54 (71.1) 63 (80.8)
>50% 33 (21.4) 20 (26.3) 13 (16.7)

Maximum diameter, mm* 30 (0–90) 30 (0–90) 25 (0–85) 0.171
Lymph Vascular Space Invasion (LVSI) 0.501
Negative LVSI 121 (78.6) 58 (76.3) 63 (80.8)
Positive LVSI 33 (21.4) 18 (23.7) 15 (19.2)

Focal 28/33 (84.8) 15/18 (83.3) 13/15 (86.7) 0.790
Diffused 5/33 (15.2) 3/18 (16.7) 2/15 (13.3)

Stage 0.867
IA 119 (77.3) 57 (75.0) 62 (79.5)
IB 23 (14.9) 12 (15.8) 11 (14.1)
II 4 (2.6) 2 (2.6) 2 (2.6)
III–IV◊ 8 (5.2) 5 (6.6) 3 (3.8)

Cytological findings
Pre-hysterectomy –

Negative 154 (100) 76 (100) 78 (100)
Positive 0 (0) 0 (0) 0 (0)

Post-hysterectomy –

Negative 154 (100) 76 (100) 78 (100)
Positive 0 (0) 0 (0) 0 (0)
Results are presented as n (%) or median (min-max) as appropriate. IUM, intrauterine manipulator. ¶Information available for 152/154 patients. §Information available for 147/154 patients.
*Information available for 150/154 patients. ◊ Two IIIA, one IIIB, four IIIC, and one IVB.
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At univariable analysis, tumor stage, postoperative tumor size
(maximum diameter), and LVSI were independent predictors of
DFS (Table 5).

At multivariable analysis, both stage and the histology had a
significant influence on the DFS [HR (95%C I): 6.11 (1.29–29.03)
and 13.89 (1.33–145.5), respectively]. The use or not of the
uterine manipulator had no impact on DFS both at univariable
and multivariable analyses [HR (95% Cl): 0.64 (0.18–2.26) and
0.92 (0.24–3.59), respectively].
DISCUSSION

This multicentric prospective randomized clinical trial
demonstrates that the use of the intrauterine manipulator
during minimally invasive hysterectomy for EC does not affect
the rate and type of LVSI. Secondarily, our results suggest that
the use of IUM does not increase the positive peritoneal cytology
rate, and it does not influence the pattern of recurrence or the
DFS in the study population. Of note, we found that the IUM
may be associated with longer operation time and a marginally
higher blood loss compared to operations accomplished
without it.

The use of the intrauterine manipulator (IUM) has been
considered for years as an important assistance in exposing the
superficial and retroperitoneal anatomy during laparoscopic
and robotic hysterectomies (9). In theory, this device is
associated with shortening of the learning curve of standard
laparoscopic hysterectomy (31), and it should be an aid to move
minimal invasiveness beyond the standard laparoscopy in the
Frontiers in Oncology | www.frontiersin.org 7
ultra-minimally invasive field (32–35). Contrary to what was
expected, our results showed a shorter operative time in the
procedures carried out without IUM, particularly for
laparoscopic procedure. Probably, this data may be explained
by the high experience of involved surgeon and by the absence
of the “manipulator’s installation time” (30). Interestingly, no
differences in OT were recorded in the robotic population.
The presence of the robotic platform (DaVinci Si/Xi) usually
adds the “robot-specific time” to the OT, but the assistance of
the fourth robotic arm may reduce the need of the uterine
manipulation (8).

Despite this clear, practical advantage, the safety of the IUM
in hysterectomy is still controversial and not confirmed by
clinical evidence. Indeed, a recent review of the manufacturer’s
characteristics of different types of uterine manipulators analyzed
their safety and efficacy based on the technical features (36). The
Authors underlined the paucity of data to demonstrate both the
reduction of procedure-specific complications and the rate of
IUM-related ones.

Our results confirmed that the use of IUM is not related to an
increased risk of intraoperative complications (37). The only
registered difference between the two arms regarded the EBL and
the operative time of the laparoscopic procedure. However, the
vascular complication that has been registered in arm B occurred
during the pelvic lymphadenectomy, and it was obviously not
related to the use of IUM.

When dealing with an intrauterine oncological disease, the
use of IUM to handle the uterus has been considered to be
involved in multiple phenomena with a potential influence on
the oncological outcome and/or on postoperative treatment like
A

B

FIGURE 2 | Kaplan-Meier curves for DFS (A) and OS (B) according to the use of IUM. (a) DFS, Disease Free Survival; OS, Overall survival; (b) DFS, Disease Free
Survival; OS, Overall survival (death for any cause); IUM, Intrauterine manipulator; HR, Hazard Ratio; CI, Confidence Interval.
September 2021 | Volume 11 | Article 720894
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(1) the transtubal tumor spread and (2) an increased rate of
LVSI. In particular, Lim et al. and Sonoda et al. (17, 38) explained
their findings of a higher incidence of positive peritoneal
cytology when using the IUM with a retrograde seeding of
tumor cells into the peritoneal cavity due to the pressure effect
of the manipulator’s tip. Furthermore, Krizova et al. (39), in a
blinded histopathologic review of 160 specimens of
hysterectomies performed for malignant disease, described a
significantly higher rate of lymph vascular pseudo-invasion
and positive peritoneal cytology in those cases in which an
IUM had been used.

Although these observations are logical and far from
negligible, their real clinical meaning has been well clarified by
several studies that suggested that the use of IUM is safe in EC
staging (21, 40, 41). However, the retrospective nature of these
researches did not allow the scientific community to say a
definitive word on this issue.

In our results, no differences have been found in terms of
LVSI status and peritoneal cytology between use and no use of
IUM. Even the rate of focal and diffused lymph vascular
embolism was comparable in both groups. This finding had
been already shown by Lee et al. (29) in 2013 in a prospective
randomized trial on 110 patients undergoing hysterectomy with
and without the IUM. Authors concluded that despite the use of
a uterine manipulator may favor the spread of tumor cells, it
affects neither the LVSI nor the peritoneal cytology. However,
the Authors acknowledged the short follow-up period (14
months), the heterogeneity of histotypes (endometrioid, serous,
mucinous), and the differences in surgical approach (laparoscopy
and robotics) as possible limitations of the study. Replying the
data of previous literature (42), we did not detect any difference
either in the rate of positive node or in the lymph nodal
assessment technique in our study population. In particular, in
our experience, the usage of the IUM did not influence the
feasibility and success of the sentinel node mapping. However,
we can hypothesize that in those cases in which a second
indocyanine-green injection is needed (43), the presence of
IUM may represent a concrete limitation.
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More recently, Uccella et al. (23) drew the same conclusions
with a multi-institutional retrospective analysis on a large
population of 951 cases from seven different Italian hospitals.
At the propensity-matched analysis, the Authors demonstrated
the absence of an association between the use of a manipulator
and the risk of recurrence. Those data have been confirmed in our
analysis (Table 5). Again, in a recent retrospective study, Padilla-
Iserte et al. reported, in a large uterine-confined EC series, that the
use of IUM was associated with a worse oncological outcome in
patients with uterus-confined endometrial cancer (Figo Stages I–
II) who underwent minimally invasive surgery (44).

The heterogeneity of the study population in terms of
histotype, stages, and the several models of IUM used in these
two cited manuscripts could be considered a limitation in
identifying in which subsets of patients the IUM can be safely
used. Of note, Uccella et al. found an overall recurrence rate of
13.0%, which is much higher than our results. This discrepancy is
mainly justified by the inclusion in these trials of type 2 EC,
which has a much higher rate of relapses.

In our trial, in order to reduce any potential bias in
interpreting the IUM role principally on the LVSI rate and
secondly on surgical and oncological outcomes, only
preoperative early-stage, endometrioid grade 1 or 2 EC patients
were included, and one model of uterine manipulator was used.
With a median follow-up time of 38.7 months, no statistically
significant differences were found in terms of DFS, OS, recurrence
rate, and pattern of recurrence. Moreover, the slight differences
between the two arms merit to be widely argued: while in arm A
three out of six (50%) recurrences were localized to the vaginal
vault (Table 4), in the arm B the four recurrences were evenly
distributed among the different categories. Even if this study was
not powered to adequately investigate this aspect, despite the
number of recurrences being very low, it could be reasonable to
assume that the differences in exposing anatomy, and therefore
the different handling of the uterus, could indirectly influence
both the local radicality and the distant spread.

To the best of our knowledge, this is the largest randomized
clinical trial focused on the influence of IUM in LVSI, in a
TABLE 5 | Univariable and multivariable analysis of DFS.

Variable Univariable
n = 154

Multivariable
n = 150

HR (95% CI) p value HR (95% CI) p value

Stage
I vs II-III-IV 13.4 (3.87–46.41) <0.0001 6.11 (1.29–29.03) 0.023

Histology
Endometrioid vs Serous 7.55 (0.95–59.65) 0.055 13.89 (1.33–145.5) 0.028

Myometrial invasion
No infiltration or <50% vs >50% 2.27 (0.64–8.05) 0.204 1.4 (0.34–5.87) 0.643

Post operative tumor diameter (n=150)
≤3.5cm vs >3.5cm 6.62 (1.71–25.63) 0.006 3.67 (0.75–17.99) 0.109

LVSI (n=151)
Negative vs Positive 2.01 (1.03–12.35) 0.044 1.36 (0.31–5.9) 0.683

Uterine manipulator
No vs Yes 0.64 (0.18–2.26) 0.484 0.92 (0.24–3.59) 0.903
S
eptember 2021 | Volume 11 | Article
Bold font highlights statistically significant differences. DFS, Disease Free Survival; HR, Hazard Ratio; CI, Confidence Interval; LVSI, Lymph Vascular Space Invasion.
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specific and homogeneous subset of EC patients. Despite this,
our study presents some limitations: the study designed was not
powered to detect conclusive differences in oncology outcomes
both regarding the rate of recurrences/deaths and the timing of
events, so we could not draw definitive conclusions on the
oncological impact of the use of IUM. For this reason, further
powered and prospective experiences are needed to reinforce our
results and confirm our assumptions.
CONCLUSIONS

Assuming that the decision to use a uterine manipulator in EC
staging is more a common-sense problem, its use should be
considered as an important element of a personalized surgical
treatment. Our results confirm that the intrauterine
manipulator does not influence the LVSI status. Furthermore,
our results suggest that IUM may not change the peritoneal
cytology and not afflict the perioperative and oncological
outcomes of early-stage EC patients undergoing laparoscopic/
robotic staging. The accurate assessment of the preoperative
risk-factors, like tumor dimensions, myometrial infiltration,
and histotype (45, 46), should be done in parallel with the
Frontiers in Oncology | www.frontiersin.org 9
correct evaluation of the patient to avoid any surgical and
oncological artifact.
DATA AVAILABILITY STATEMENT

The raw data supporting the conclusions of this article will be
made available by the authors, without undue reservation.
ETHICS STATEMENT

The studies involving human participants were reviewed and
approved by Gemelli Hospital ethics committee (protocol
number: 05152016). The patients/participants provided their
written informed consent to participate in this study.
AUTHOR CONTRIBUTIONS

SA, SC, and GS designed the research. EP, CF, GM, SR, LT, FF, CR,
VG, GV, AF, VC, AE, SU, AR, VAC, and FC performed the research.
TP contributed analytic tools. SA, EP, GS, and CF wrote the paper. All
authors contributed to the article and approved the submitted version.
REFERENCES
1. Bodurtha Smith AJ, Fader AN, Tanner EJ. Sentinel Lymph Node Assessment

in Endometrial Cancer: A Systematic Review and Meta-Analysis. Am J Obstet
Gynecol (2017) 216:459–76.e10. doi: 10.1016/j.ajog.2016.11.1033

2. Bogani G, Murgia F, Ditto A, Raspagliesi F. Sentinel Node Mapping vs.
Lymphadenectomy in Endometrial Cancer: A Systematic Review and Meta-
Analysis. Gynecol Oncol (2019) 153:676–83. doi: 10.1016/j.ygyno.2019.03.254

3. 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) 18:384–92. doi: 10.1016/S1470-2045(17)
30068-2

4. Aarts JW, Nieboer TE, Johnson N, Tavender E, Garry R, Mol BW, et al. Surgical
Approach to Hysterectomy for Benign Gynaecological Disease. Cochrane
Database Syst Rev (2015) 2015(8):CD003677. doi: 10.1002/14651858.
CD003677.pub5

5. Galaal K, Donkers H, Bryant A, Lopes AD. Laparoscopy Versus Laparotomy
for the Management of Early Stage Endometrial Cancer. Cochrane Database
Syst Rev (2018) 10:CD006655. doi: 10.1002/14651858.CD006655.pub3

6. Scaletta G, Dinoi G, Capozzi V, Cianci S, Pelligra S, Ergasti R, et al.
Comparison of Minimally Invasive Surgery With Laparotomic Approach in
the Treatment of High Risk Endometrial Cancer: A Systematic Review. Eur J
Surg Oncol (2020) 46:782–8. doi: 10.1016/j.ejso.2019.11.519

7. Corrado G, Vizza E, Cela V, Mereu L, Bogliolo S, Legge F, et al. Laparoscopic
Versus Robotic Hysterectomy in Obese and Extremely Obese Patients With
Endometrial Cancer: A Multi-Institutional Analysis. Eur J Surg Oncol (2018)
44:1935–41. doi: 10.1016/j.ejso.2018.08.021

8. Perrone E, Capasso I, Pasciuto T, Gioe A, Gueli Alletti S, Restaino S, et al.
Laparoscopic vs. Robotic-Assisted Laparoscopy in Endometrial Cancer
Staging: Large Retrospective Single-Institution Study. J Gynecol Oncol
(2021) 32:e45. doi: 10.3802/jgo.2021.32.e45

9. Nassif J, Wattiez A. Clermont Ferrand Uterine Manipulator. Surg Technol Int
(2010) 20:225–31.

10. Eltabbakh GH, Mount SL. Laparoscopic Surgery Does Not Increase the
Positive Peritoneal Cytology Among Women With Endometrial Carcinoma.
Gynecol Oncol (2006) 100:361–4. doi: 10.1016/j.ygyno.2005.08.040
11. Cetinkaya K, Atalay F. Peritoneal Cytology in Endometrial Cancer. Tumori
(2015) 101:697–700. doi: 10.5301/tj.5000403

12. Matsuo K, Yabuno A, Hom MS, Shida M, Kakuda M, Adachi S, et al.
Significance of Abnormal Peritoneal Cytology on Survival of Women With
Stage I-II Endometrioid Endometrial Cancer. Gynecol Oncol (2018) 149:301–
9. doi: 10.1016/j.ygyno.2018.02.012

13. Seagle BL, Alexander AL, Lantsman T, Shahabi S. Prognosis and Treatment of
Positive Peritoneal Cytology in Early Endometrial Cancer: Matched Cohort
Analyses From the National Cancer Database. Am J Obstet Gynecol (2018)
218:329.e1–15. doi: 10.1016/j.ajog.2017.11.601

14. Briet JM, Hollema H, Reesink N, Aalders JG, Mourits MJ, ten Hoor KA, et al.
Lymphvascular Space Involvement: An Independent Prognostic Factor in Endometrial
Cancer. Gynecol Oncol (2005) 96:799–804. doi: 10.1016/j.ygyno.2004.11.033

15. Neal SA, Graybill WS, Garrett-Mayer E, McDowell ML, McLean VE, Watson
CH, et al. Lymphovascular Space Invasion in Uterine Corpus Cancer: What Is
Its Prognostic Significance in the Absence of Lymph Node Metastases?
Gynecol Oncol (2016) 142:278–82. doi: 10.1016/j.ygyno.2016.05.037

16. Veade AE, Foote J, Ehrisman J, Broadwater G, Davidson BA, Lee PS, et al.
Associations Between Lymphovascular Space Invasion, Nodal Recurrence, and
Survival in Patients With Surgical Stage I Endometrioid Endometrial
Adenocarcinoma.World J Surg Oncol (2019) 17:80. doi: 10.1186/s12957-019-1620-x

17. Lim S, Kim HS, Lee KB, Yoo CW, Park SY, Seo SS. Does the Use of a Uterine
Manipulator With an Intrauterine Balloon in Total Laparoscopic
Hysterectomy Facilitate Tumor Cell Spillage Into the Peritoneal Cavity in
Patients With Endometrial Cancer? Int J Gynecol Cancer (2008) 18:1145–9.
doi: 10.1111/j.1525-1438.2007.01165.x

18. Machida H, Casey JP, Garcia-Sayre J, Jung CE, Casabar JK, Moeini A, et al.
Timing of Intrauterine Manipulator Insertion During Minimally Invasive
Surgical Staging and Results of Pelvic Cytology in Endometrial Cancer.
J Minim Invasive Gynecol (2016) 23:234–41. doi: 10.1016/j.jmig.2015.10.002

19. Iavazzo C, Gkegkes ID. The Role of Uterine Manipulators in Endometrial
Cancer Recurrence After Laparoscopic or Robotic Procedures. Arch Gynecol
Obstet (2013) 288:1003–9. doi: 10.1007/s00404-013-3031-5

20. Kitahara S, Walsh C, Frumovitz M, Malpica A, Silva EG. Vascular
Pseudoinvasion in Laparoscopic Hysterectomy Specimens for Endometrial
Carcinoma: A Grossing Artifact? Am J Surg Pathol (2009) 33:298–303.
doi: 10.1097/PAS.0b013e31818a01bf
September 2021 | Volume 11 | Article 720894

https://doi.org/10.1016/j.ajog.2016.11.1033
https://doi.org/10.1016/j.ygyno.2019.03.254
https://doi.org/10.1016/S1470-2045(17)30068-2
https://doi.org/10.1016/S1470-2045(17)30068-2
https://doi.org/10.1002/14651858.CD003677.pub5
https://doi.org/10.1002/14651858.CD003677.pub5
https://doi.org/10.1002/14651858.CD006655.pub3
https://doi.org/10.1016/j.ejso.2019.11.519
https://doi.org/10.1016/j.ejso.2018.08.021
https://doi.org/10.3802/jgo.2021.32.e45
https://doi.org/10.1016/j.ygyno.2005.08.040
https://doi.org/10.5301/tj.5000403
https://doi.org/10.1016/j.ygyno.2018.02.012
https://doi.org/10.1016/j.ajog.2017.11.601
https://doi.org/10.1016/j.ygyno.2004.11.033
https://doi.org/10.1016/j.ygyno.2016.05.037
https://doi.org/10.1186/s12957-019-1620-x
https://doi.org/10.1111/j.1525-1438.2007.01165.x
https://doi.org/10.1016/j.jmig.2015.10.002
https://doi.org/10.1007/s00404-013-3031-5
https://doi.org/10.1097/PAS.0b013e31818a01bf
https://www.frontiersin.org/journals/oncology
http://www.frontiersin.org/
https://www.frontiersin.org/journals/oncology#articles


Gueli Alletti et al. The ROMANHY Trial
21. Logani S, Herdman AV, Little JV, Moller KA. Vascular “Pseudo Invasion” in
Laparoscopic Hysterectomy Specimens: A Diagnostic Pitfall. Am J Surg Pathol
(2008) 32:560–5. doi: 10.1097/PAS.0b013e31816098f0

22. Tinelli R, Cicinelli E, Tinelli A, Bettocchi S, Angioni S, Litta P. Laparoscopic
Treatment of Early-Stage Endometrial Cancer With and Without Uterine
Manipulator: Our Experience and Review of Literature. Surg Oncol (2016)
25:98–103. doi: 10.1016/j.suronc.2016.03.005

23. Uccella S, Bonzini M, Malzoni M, Fanfani F, Palomba S, Aletti G, et al. The Effect
of a Uterine Manipulator on the Recurrence andMortality of Endometrial Cancer:
A Multi-Centric Study by the Italian Society of Gynecological Endoscopy. Am J
Obstet Gynecol (2017) 216:592.e1–11. doi: 10.1016/j.ajog.2017.01.027

24. Uccella S, Cianci S, Gueli Alletti S. Uterine Manipulator in Endometrial
Cancer: We Are Still Far From the Answer. Am J Obstet Gynecol (2021)
224:332. doi: 10.1016/j.ajog.2020.09.049

25. Dindo D, Demartines N, Clavien PA. Classification of Surgical Complications:
A New Proposal With Evaluation in a Cohort of 6336 Patients and Results of a
Survey. Ann Surg (2004) 240:205–13. doi: 10.1097/01.sla.0000133083.54934.ae

26. Colombo N, Creutzberg C, Amant F, Bosse T, Gonzalez-Martin A,
Ledermann J, et al. ESMO-ESGO-ESTRO Consensus Conference on
Endometrial Cancer: Diagnosis, Treatment and Follow-Up. Radiother Oncol
(2015) 117:559–81. doi: 10.1016/j.radonc.2015.11.013

27. Querleu D, Morrow CP. Classification of Radical Hysterectomy. Lancet Oncol
(2008) 9:297–303. doi: 10.1016/S1470-2045(08)70074-3

28. National Comprehensive Cancer Network. Uterine Neoplasms (Version
1.2020). (2020).

29. Lee M, Kim YT, Kim SW, Kim S, Kim JH, Nam EJ. Effects of Uterine
Manipulation on Surgical Outcomes in Laparoscopic Management of
Endometrial Cancer: A Prospective Randomized Clinical Trial. Int J
Gynecol Cancer (2013) 23:372–9. doi: 10.1097/IGC.0b013e3182788485

30. Gueli Alletti S, Restaino S, Finelli A, Ronsini C, Lucidi A, Scambia G, et al. Step
by Step Total Laparoscopic Hysterectomy With Uterine Arteries Ligation at the
Origin. J Minim Invasive Gynecol (2020) 27:22–3. doi: 10.1016/j.jmig.
2019.06.001

31. Husslein H, Frecker H, Shore EM, Lefebvre G, Latta E, Montanari E, et al.
Comparing Two Uterine Manipulators During Total Laparoscopic
Hysterectomy: A Randomized Controlled Trial. J Minim Invasive Gynecol
(2017) 24:764–71. doi: 10.1016/j.jmig.2017.02.022

32. Ghezzi F, Serati M, Casarin J, Uccella S. Minilaparoscopic Single-Site Total
Hysterectomy. Obstet Gynecol (2015) 126:151–4. doi: 10.1097/AOG.
0000000000000906

33. Gueli Alletti S, Perrone E, Creti A, Cianci S, Uccella S, Fedele C, et al.
Feasibility and Perioperative Outcomes of Percutaneous-Assisted
Laparoscopic Hysterectomy: A Multicentric Italian Experience. Eur J Obstet
Gynecol Reprod Biol (2020) 245:181–5. doi: 10.1016/j.ejogrb.2019.12.020

34. Perrone E, Fanfani F, Rossitto C, Cianci S, Fagotti A, Restaino S, et al.
Laparoscopic vs Percutaneous Hysterectomy in Obese Patients: A Prospective
Evaluation. Facts Views Vis Obgyn (2020) 11:307–13.

35. Perrone E, Rossitto C, Fanfani F, Cianci S, Fagotti A, Uccella S, et al.
Percutaneous-Assisted Versus Laparoscopic Hysterectomy: A Prospective
Comparison. Gynecol Obstet Invest (2020) 85:318–26. doi: 10.1159/000509877

36. van den Haak L, Alleblas C, Nieboer TE, Rhemrev JP, Jansen FW. Efficacy and
Safety of Uterine Manipulators in Laparoscopic Surgery: A Review. Arch
Gynecol Obstet (2015) 292:1003–11. doi: 10.1007/s00404-015-3727-9

37. Capozzi VA, Riemma G, Rosati A, Vargiu V, Granese R, Ercoli A, et al.
Surgical Complications Occurring During Minimally Invasive Sentinel
Lymph Node Detection in Endometrial Cancer Patients. A Systematic
Frontiers in Oncology | www.frontiersin.org 10
Review of the Literature and Metanalysis. Eur J Surg Oncol (2021) 47
(8):2142–9. doi: 10.1016/j.ejso.2021.03.253

38. Sonoda Y, Zerbe M, Smith A, Lin O, Barakat RR, Hoskins WJ. High Incidence
of Positive Peritoneal Cytology in Low-Risk Endometrial Cancer Treated by
Laparoscopically Assisted Vaginal Hysterectomy. Gynecol Oncol (2001)
80:378–82. doi: 10.1006/gyno.2000.6079

39. Krizova A, Clarke BA, Bernardini MQ, James S, Kalloger SE, Boerner SL, et al.
Histologic Artifacts in Abdominal, Vaginal, Laparoscopic, and Robotic
Hysterectomy Specimens: A Blinded, Retrospective Review. Am J Surg
Pathol (2011) 35:115–26. doi: 10.1097/PAS.0b013e31820273dc

40. Albright BB, Black JD, Passarelli R, Gysler S, Whicker M, Altwerger G, et al.
Associated Characteristics and Impact on Recurrence and Survival of Free-
Floating Tumor Fragments in the Lumen of Fallopian Tubes in Type I and
Type II Endometrial Cancer. Gynecol Oncol Rep (2018) 23:28–33.
doi: 10.1016/j.gore.2018.01.003

41. Fanfani F, Gagliardi ML, Zannoni GF, Gallotta V, Vizzielli G, Lecca A, et al.
Total Laparoscopic Hysterectomy in Early-Stage Endometrial Cancer Using
an Intrauterine Manipulator: Is It a Bias for Frozen Section Analysis? Case-
Control Study. J Minim Invasive Gynecol (2011) 18:184–8. doi: 10.1016/
j.jmig.2010.11.007

42. Frimer M, Khoury-Collado F, Murray MP, Barakat RR, Abu-Rustum NR.
Micrometastasis of Endometrial Cancer to Sentinel Lymph Nodes: Is It an
Artifact of Uterine Manipulation? Gynecol Oncol (2010) 119:496–9.
doi: 10.1016/j.ygyno.2010.08.030

43. Bollino M, Geppert B, Lonnerfors C, Falconer H, Salehi S, Persson J. Pelvic
Sentinel Lymph Node Biopsy in Endometrial Cancer-a Simplified Algorithm
Based on Histology and Lymphatic Anatomy. Int J Gynecol Cancer (2020)
30:339–45. doi: 10.1136/ijgc-2019-000935

44. Padilla-Iserte P, Lago V, Tauste C, Diaz-Feijoo B, Gil-Moreno A, Oliver R, et al.
Impact of Uterine Manipulator on Oncological Outcome in Endometrial Cancer
Surgery. Am J Obstet Gynecol (2021) 224:65.e1–11. doi: 10.1016/j.ajog.2020.07.025

45. Goto T, Takano M, Aoyama T, Miyamoto M, Watanabe A, Kato M, et al.
Prognosis of High-Grade Endometrial Cancer: A Comparison of Serous-Type
and Clear Cell Type to Grade 3 Endometrioid-Type. Eur J Gynaecol Oncol
(2012) 33:579–83.

46. Sorbe B, Juresta C, Ahlin C. Natural History of Recurrences in Endometrial
Carcinoma. Oncol Lett (2014) 8:1800–6. doi: 10.3892/ol.2014.2362

Conflict of Interest: The authors declare that the research was conducted in the
absence of any commercial or financial relationships that could be construed as a
potential conflict of interest.

Publisher’s Note: All claims expressed in this article are solely those of the authors
and do not necessarily represent those of their affiliated organizations, or those of
the publisher, the editors and the reviewers. Any product that may be evaluated in
this article, or claim that may be made by its manufacturer, is not guaranteed or
endorsed by the publisher.

Copyright © 2021 Gueli Alletti, Perrone, Fedele, Cianci, Pasciuto, Chiantera, Uccella,
Ercoli, Vizzielli, Fagotti, Gallotta, Cosentino, Costantini, Restaino, Monterossi, Rosati,
Turco, Capozzi, Fanfani and Scambia. This is an open-access article distributed under
the terms of the Creative Commons Attribution License (CC BY). The use, distribution
or reproduction in other forums is permitted, provided the original author(s) and the
copyright owner(s) are credited and that the original publication in this journal is
cited, in accordance with accepted academic practice. No use, distribution or
reproduction is permitted which does not comply with these terms.
September 2021 | Volume 11 | Article 720894

https://doi.org/10.1097/PAS.0b013e31816098f0
https://doi.org/10.1016/j.suronc.2016.03.005
https://doi.org/10.1016/j.ajog.2017.01.027
https://doi.org/10.1016/j.ajog.2020.09.049
https://doi.org/10.1097/01.sla.0000133083.54934.ae
https://doi.org/10.1016/j.radonc.2015.11.013
https://doi.org/10.1016/S1470-2045(08)70074-3
https://doi.org/10.1097/IGC.0b013e3182788485
https://doi.org/10.1016/j.jmig.2019.06.001
https://doi.org/10.1016/j.jmig.2019.06.001
https://doi.org/10.1016/j.jmig.2017.02.022
https://doi.org/10.1097/AOG.0000000000000906
https://doi.org/10.1097/AOG.0000000000000906
https://doi.org/10.1016/j.ejogrb.2019.12.020
https://doi.org/10.1159/000509877
https://doi.org/10.1007/s00404-015-3727-9
https://doi.org/10.1016/j.ejso.2021.03.253
https://doi.org/10.1006/gyno.2000.6079
https://doi.org/10.1097/PAS.0b013e31820273dc
https://doi.org/10.1016/j.gore.2018.01.003
https://doi.org/10.1016/j.jmig.2010.11.007
https://doi.org/10.1016/j.jmig.2010.11.007
https://doi.org/10.1016/j.ygyno.2010.08.030
https://doi.org/10.1136/ijgc-2019-000935
https://doi.org/10.1016/j.ajog.2020.07.025
https://doi.org/10.3892/ol.2014.2362
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/oncology
http://www.frontiersin.org/
https://www.frontiersin.org/journals/oncology#articles

	A Multicentric Randomized Trial to Evaluate the ROle of Uterine MANipulator on Laparoscopic/Robotic HYsterectomy for the Treatment of Early-Stage Endometrial Cancer: The ROMANHY Trial
	Introduction
	Methods
	Surgical Technique
	Arm A: Hysterectomy Without Uterine Manipulator
	Arm B: Hysterectomy With Uterine Manipulator

	Sample Size and Statistical Analysis

	Results
	Discussion
	Conclusions
	Data Availability Statement
	Ethics Statement
	Author Contributions
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages false
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 1
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /ENU (T&F settings for black and white printer PDFs 20081208)
  >>
  /ExportLayers /ExportVisibleLayers
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        0
        0
        0
        0
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions true
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 300
        /LineArtTextResolution 1200
        /PresetName ([High Resolution])
        /PresetSelector /HighResolution
        /RasterVectorBalance 1
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks true
      /IncludeHyperlinks true
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


