
Methodology Eligible patients had FIGO 2009 stage IB2-IIIB
cervical cancer with no or only limited (£5 mm) vaginal
involvement. Comprehensive assessment of vaginal changes
was done before treatment, at 4–6 weeks and 3, 6, 12 and
24 months thereafter using CTCAE v3.0 and additional assess-
ments. PRO were assessed at the same timepoints using vali-
dated Quality of Life (EORTC QLQ-C30 and CX24) and
sexual questionnaires. Statistical methods included generalized
linear mixed model analysis and Spearman’s rho correlation
coefficients.

Abstract 2022-RA-934-ESGO Figure 1 Vaginal changes clinical
measuremnts over time (some of the CTCAE and additional
assessments). The proportion of woman is shown in percentages. BM =
baseline measurement; CTCAE = common terminology criteria for
adverse events; DM = diameter; M = months; N = number of woman
astrisk at the specific timepoint; O = observed number of women at the
specific timepoint; W = weeks

Results 113 eligible patients were included. Over time, mild
(grade 1) vaginal changes were reported in 10.8–36.8% of the
participants. Of the 113 participants, 46.7% reported not
being sexually active at 24 months, mostly because of losing
interest in sex or lacking a partner. Among the sexually active
women (41–54/113), 43.2–51.3% reported vaginal functioning
problems starting at 4–6 weeks and more severe sexual prob-
lems and distress were reported by 5–15% of them. Signifi-
cant differences (p£.05) in physician-assessed vaginal morbidity
were found between baseline and follow-up, without further
clear changes. No or only small associations between vaginal
changes and vaginal functioning problems and sexual distress
were found.
Conclusion Relatively mild vaginal changes were reported after
image-guided radio(chemo)therapy and brachytherapy accord-
ing to EMBRACE-protocol. Vaginal functioning problems were
reported by almost half of the sexually active women, while
more severe problems and distress were reported by up to
15% of them. These results are favourable compared to pre-
vious data, potentially due to the combination of tumours
with limited vaginal involvement and EMBRACE-specific treat-
ment optimization and rehabilitation recommendations.
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Introduction/Background ISMILE adenocarcinoma is a rare
entity, recently described as a distinct entity of invasive lesion
associated with Human Papilloma Virus infection. Described in
the few cases in the literature as a form with a poor progno-
sis. Clinical and prognostic data of this entity are very limited
in the literature. In this case, we describe the clinical presenta-
tion, management and two-year follow-up of an invasive
SMILE adenocarcinoma.
Methodology A 47-year-old female patient, with no pathologi-
cal history, mother of 3 children, not yet menopausal, who
had no previous cervical cancer screening; the reason for con-
sultation was vaginal bleeding and pelvic pain. Examination
found a suspicious 4 cm budding and exophytic cervical mass.

Abstract 2022-RA-958-ESGO Figure 1

Results The appearance was in favour of a SMILE adenocarci-
noma in situ with early cervical invasion. The tumour was
classified as FIGO stage IIB. Treatment consisted of chemo-
therapy, external pelvic radiotherapy and neoadjuvant uterova-
ginal brachytherapy. Operated within one month she had a
total hysterectomy associated with an inguinal lymphadenec-
tomy. Final pathological examination concluded to a localized
invasive cervical tumor type SMILE measuring 4 cm. Follow-
up was without recurrence after 2 years.

Abstract 2022-RA-958-ESGO Figure 2
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Conclusion SMILE adenocarcinoma is a rare entity of cervical
tumour, recently described in the literature. Its treatment
should not differ from other forms of invasive cervical carci-
noma. However, knowledge of this entity and its capacity for
invasion and distant metastasis is important to ensure proper
management of patients.
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Introduction/Background Over the last twenty years, data from
more than 2000 patients from thirty studies on sentinel lymph
node (SLN) mapping in early-stage cervical cancer were pub-
lished. Many of these reports come from small single-centre
studies or retrospective data from the time when detection
rates were much lower. We present final results on SLN map-
ping from the Sentix study, the largest prospective cohort
study of more than 700 patients.
Methodology Eligible were patients with cervical cancer
stages T1a1 L1 – T1b2 (<4 or £2 cm for fertility spar-
ing), common tumour types and no suspicious lymph
nodes on preoperative imaging. All detection techniques
(blue dye, radiocolloid, indocyanine green) and combina-
tions were allowed. Preoperative lymphoscintigraphy was
not required and not used. All approaches, laparotomy,
laparoscopy, or robotic surgery were acceptable. Intraoper-
atively pelvic (external iliac, interiliac, common iliac, pre-
sacral) and low paraaortic regions were examined for the
presence of SLN. All patients with successful bilateral SLN
detection and a completed postoperative data continued in
the study.

Results Final cohort of 714 patients were analysed, enrolled
between 2016–2020 in 47 centres and 18 participating coun-
tries. Bilateral SLN detection rate reached 92.3% with the
median of 3 SLNs per patient. All SLNs were detected in the
pelvis, no SLN in the low paraaortic region. The majority
(97.3%) were localized in the pelvic level I, below the interil-
iac bifurcation. There was an extremely low rate (1.3%) of
isolated positive SLNs in pelvic level II. No laterally distinct
distribution of SLNs was found.

Abstract 2022-RA-959-ESGO Figure 1

Conclusion During SLN biopsy, surgical pelvic dissection
should focus on the bilateral anatomical area below the interil-
ical bifurcation, the external iliac vessels region, and the obtu-
rator fossa, where SLNs are most frequently located.
Occurrences outside this region are rare with an extremely
low risk of isolated metastatic SLN in the pelvic level II.
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Introduction/Background One of the unanswered clinical ques-
tions in the treatment of the early stage cervical cancer is the
surgical approach of sentinel lymph node (SLN). Our proposal
is performing a laparoscopic SLN biopsy with a frozen section
of the SLN as the first step in the procedure. If lymph nodes
are negative for malignancy intraoperative, an open radical
hysterectomy can be continue. If lymph nodes are positive for
malignancy, the radical hysterectomy is avoided and a para-
aortic staging should be performed. In this last scenario, the
open surgery is not performed after the laparoscopy, sparing
the patient a futile laparotomy.
Methodology Patients were eligible if they had any histological
type of invasive carcinoma of the cervix on final pathology
with a clinical-stage IA1 to IB2 according to the staging sys-
tem of the FIGO 2018, no extrauterine disease detected by
an imaging test, and a laparoscopic SLN performed. Patients
with pelvic or abdominal previous radiotherapy, extrauterine
disease, or laparotomic SLN approach were excluded.Patients
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