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Introduction/Background Etiology of inferior oncologic out-
comes in minimally invasive surgery (MIS) in early cervical
cancer remains unknown. Manipulation of lymph nodes (LN)
with low volume disease could explain the discrepancy in sur-
vival in the LACC trial. We reviewed all pelvic lymph nodes
by pathological ultrastaging for the presence of micrometasta-
ses in node negative (H&E) patients who recurred in the
LACC trial.
Methodology Eligible patients for MILACC study were
patients previously randomized to the LACC trial, had nega-
tive LNs, and recurred to any site within the abdomen and
pelvis. Patients without recurrence, without available LN tis-
sue, or with distant recurrence were excluded. Paraffin tissue
blocks and slides from all LN removed by lymphadenectomy
during primary surgery were re-analyzed utilizing standard
ultrastaging protocol (all analyzed by central pathological cen-
ter), aiming at the detection of isolated tumor cells (clusters
up to 0.2 mm in diameter or <200 cells) and micrometastases
(>0.2 and £2 mm).
Results A total of 20 patients were included. Median age of
the cohort was 43 (range: 30–68). Most patients had squa-
mous cell carcinoma (70%), were randomized to MIS arm of
LACC trial (85%), had stage 1B1 (95%), did not receive any
adjuvant treatment post-operatively (75%), and had a single
recurrence site (55%), most commonly at vaginal cuff and pel-
vis (both 45%). The median number of lymph nodes analyzed
per patient was 19 (range: 4–32) for a total of 412 LN. A
total of 621 series and 1242 slides were reviewed centrally by
the ultrastaging protocol. No metastatic disease of any size
was found in any LN.
Conclusion There was no LN small-volume metastases among
patients with initial negative LN who recurred in the LACC
trial. The hypothesis that manipulation of LN with occult low
volume disease as an explanation for the worse oncologic out-
comes is not supported by our study.
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Introduction/Background Evaluation of the management by
first brachytherapy followed by enlarged hysterectomy (Wer-
theim type) compared to enlarged surgery alone (Wertheim
type) for the treatment of IB2 cervical cancer.
Methodology Data from women with histologically proven
FIGO stage IB2 cervical cancer treated between April 1996
and December 2016 were retrospectively abstracted from
twelve French institutions with prospectively maintained
databases.
Results Of the 211 patients with FIGO stage IB2 cervical can-
cer without lymph node involvement included, 136 had surgi-
cal treatment only and 75 had pelvic lymph node staging and
brachytherapy followed by surgery. The surgery-only group
had significantly more adjuvant treatment (29 vs. 3; p =
0.0002). A complete response was identified in 61 patients
(81%) in the brachytherapy group. Postoperative complications
were comparable (63,2% vs. 72%, p=0,19) and consisted
mainly of urinary (36 vs. 27) and digestive (31 vs 22) compli-
cations and lymphoceles (4 vs. 1). Brachytherapy had no bene-
fit in terms of progression-free survival (p=0.14) or overall
survival (p=0.59). However, for tumors in between 20 and
30 mm, preoperative brachytherapy improved recurrence-free
survival (p = 0.0095) but not overall survival (p = 0.41).
This difference was not observed for larger tumors in terms
of either recurrence-free survival (p = 0.55) or overall sur-
vival (p = 0.95).
Conclusion Our study found that preoperative brachytherapy
had no benefit for stage IB2 cervical cancers in terms of
recurrence-free survival or overall survival. For tumor sizes
between 2 and 3 cm, brachytherapy improves progression-free
survival mainly by reducing pelvic recurrences without improv-
ing overall survival.
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