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Objective: Since 2018 imaging and histopathology are incorporated
in the International Federation of Gynecology and Obstetrics (FIGO)
staging system of cervical cancer. The aim of this study was to as-
sess the positive predictive value (PPV) and negative predictive value
(NPV) of 2-[18F] fluoro-2-deoxy-D-glucose [18F] FDG-PET/CT ([18F]
FDG-PET/CT) for lymph node involvement in patients with cervical
cancer and to review the literature. Methods: First, PPV and NPV
were calculated in a retrospective study including 98 patients with
stage ≥IB1 cervical cancer that underwent a [18F] FDG-PET/CT be-
fore surgery. Second, the literature was reviewed on PPV and NPV
of PET/CT in cervical cancer. Twenty-one studies were included and
analyzed using the Spearman's rank correlation coefficient. Results:
In the retrospective study 63 patients (64%) were treated with a
radical hysterectomy and complete pelvic lymph node dissection,
and 35 patients (36%) underwent a lymph node debulking followed
by chemoradiation. The PPV was 79% (inconclusive PET/CT inter-
preted as suspicious) or 89% (inconclusive PET/CT interpreted as
non-suspicious) and the NPV was 81% or 80% respectively. The PPV
in the subgroup of 63 patients treated with pelvic node dissection
was 56% or 70% respectively. The NPV was 81% for both strate-
gies. Literature results showed a positive correlation (R = 0.354) be-
tween the percentage of patients with positive nodes and the PPV of
PET/CT. Conclusion: [18F] FDG-PET/CT overestimates the incidence of
lymph node metastases, especially in early stage cervical cancer. This
may cause a shift of the treatment regime from surgery to radiother-
apy. Therefore, histopathological confirmation of [18F] FDG-PET/CT-
positive nodes is essential to guide therapy decisions.
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1. Introduction
Cervical cancer is a common gynecologic malignancy. In

women, it is the fourth most common cancer and the fourth
most common cause of cancer death worldwide with an esti-
mated 570,000 cases and 311,000 deaths in 2018. Due to the

implementation of screening programs and the human papil-
loma virus vaccination in developed countries, the incidence
and mortality are declining, but in resource-poor nations the
incidence remains high [1, 2].

Until 2018, carcinoma of the uterine cervix was clini-
cally staged, based on the recommendations of the Interna-
tional Federation of Gynecology and Obstetrics (FIGO) as
published in 2009 [3]. In 2018 the FIGO staging for cer-
vical cancer was revised. Imaging techniques and patho-
logical findings are now incorporated in the staging system
with annotations ‘r’ and ‘p’ [4]. The incorporation of imag-
ing in the staging reflects the increasing importance of these
techniques in the pre-therapeutic work-up of cervical can-
cer [5, 6]. The involvement of lymph nodes is the strongest
independent prognostic factor in women with cervical can-
cer [7, 8]. Many studies have demonstrated the value of 2-
[18F] fluoro-2-deoxy-D-glucose [18F] FDG-PET/CT to de-
fine prognostic subgroups, especially for patients with suspi-
cious pelvic and para-aortic lymph nodes [9, 10].

The primary intent of a good staging system, as defined
by the authors of the FIGO 2018 staging, is to determine the
anatomical extent of disease and predict survival outcomes.
Furthermore, it may facilitate the comparison of patients and
their outcomes between centers [4]. For this purpose, imag-
ing techniques are mainly evaluated by their sensitivity and
specificity to detect tumor locations. However, the use of
imaging to define prognostic subgroups must not be con-
fused with using imaging to define individual treatment. For
that purpose, it is essential to know the accuracy of the [18F]
FDG-PET/CT scan for lymph nodemetastases and especially
the positive predictive value (PPV) and negative predictive
value (NPV) of the [18F] FDG-PET/CT scan.

The aim of this study was to define the PPV and NPV
of [18F] FDG-PET/CT for lymph node involvement in pa-
tients with cervical cancer that underwent either a complete
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pelvic lymph node dissection or a lymph node debulking as
histopathologic confirmation. Subsequently the literature on
this subject was reviewed, focusing on the PPV and NPV of
[18F] FDG-PET/CT imaging in cervical cancer in popula-
tions with various frequencies of positive lymph nodes.

2. Patients andmethods
2.1 Retrospective study

Consecutive patients with cervical cancer that underwent
a pre-treatment [18F] FDG-PET/CT scan and subsequently
a surgical lymph node assessment (lymph node dissection or
lymphnode debulking)were retrospectively included. All pa-
tients were treated between the 1 January 2010 and the 31
December 2018 in the Center of Gynecologic Oncology Am-
sterdam (CGOA), a tertiary referral center for gynecological
cancer, comprising the Amsterdam University Medical Cen-
ter (UMC) and the Antoni van Leeuwenhoek/Netherlands
Cancer Institute (AvL/NKI). Ethical approval for the study
was obtained from the Institutional Review Board (IRB) of
the Antoni van Leeuwenhoek/Netherlands Cancer Institute
(reference number IRBd21-130). Written informed consent
was waived by the IRB, because according to Dutch law, this
is not obligated in case anonymized patient data are used,
keeping in mind the rules of good clinical practice.

All diagnoses were histologically confirmed and only pa-
tients with squamous, adenosquamous or adenocarcinoma
were included in this study. Staging was done by gynecologi-
cal examination by an experienced gynecologic oncologist to-
getherwith a radiotherapist according to the guidelines of the
FIGO 2009 system [3]. An MRI was done in all patients. In
addition, a [18F] FDG-PET/CT scan was performed in pa-
tients with a FIGO 2009 stage IB2 or higher and in patients
with bulky or suspicious nodes on the pre-therapeutic MRI.

[18F] FDG-PET/CT scans were performed according to
Dutch (Nedpas) and international (EARL) standards. Pa-
tients, with target blood glucose level<10mmol/L after fast-
ing, were injected with 180–300MBq [18F] FDG. Scans were
performed after an incubation period of 60 (±5) minutes. In
the AvL/NKI scanning was done from the skull base to upper
thighs with 2 minutes per bed position on a hybrid PET/CT
scanner (Gemini TF, Gemini TF Big Bore or Vereos, Philips
Healthcare, the Netherlands). Images were reconstructed to
4 mm slices and 4 × 4 mm pixels. Low-dose CT was ac-
quired (120–140 kV, target energy 40 mAs with automatic
dose modulation) for attenuation correction and anatomical
correlation, with images reconstructed to 2 mm slices and
1.17× 1.17 mm pixels. In the Amsterdam UMC up to Octo-
ber 2017 the Gemini TF (Philips Healthcare) was used. First,
a diagnostic CT scan was performed from the thigh to the
skull base (120 kV, 150 mAs, 16 × 1.5 collimation, 0.8013
pitch) during administration of 2 mL/kg i.v. contrast agent
with 2 mL/s flow and a 50 s delay (portal phase) and oral
contrast. Then, the PET acquisition followed, with a scan
time of 2minutes per bed position and reconstructed to 5mm
slices and 4 × 4 mm pixels. After October 2017 the Siemens

Biograph mCT TrueV Flow (Siemens Healthcare, Erlangen,
Germany) scanner was used. First, a diagnostic CT scan was
performed from the thigh to the skull base (with automatic
dosemodulation in both energy and currentwith 120 kV/160
mAs reverence values, 128× 0.6 collimation, 0.9 pitch) dur-
ing administration of an i.v. contrast agent with 3 mL/s flow
and a 65 s delay (portal phase) and oral contrast or water.
Then, the PET acquisition followed, with a flow time of 1.5
mm/sec and reconstructed to 5 mm slices and 4× 4 mm pix-
els.

A node was considered suspicious if it had a short axis
>1 cm on CT and was [18F] FDG-positive (evidently more
than the blood pool activity of the adjacent vessel) and non-
suspicious if it had a short axis <1 cm and did not show any
[18F] FDG-uptake. A node was considered inconclusive if it
was not enlarged and showed slightly elevated [18F] FDG-
uptake (compared to blood pool activity of the adjacent ves-
sel) or was enlarged without any [18F] FDG-uptake.

Patients with FIGO 2009 stage IB1 and IB2 <6 cm were
treated with a radical hysterectomy and pelvic lymph node
dissection. At our center FIGO stage IB2 tumors <6 cm are
treated with a radical hysterectomy Querleu type C [11]. Pa-
tients with higher stage cervical cancer (IB2 >6 cm and IIB-
IVA) were treated with a combination of radiotherapy and
chemotherapy. These patients received a lymphnode debulk-
ing by laparotomy prior to chemoradiation, when there were
bulky nodes onMagnetic Resonance Imaging (MRI). A bulky
node was defined as a lymph node suspicious for a metastasis
with a diameter of at least 2 cmonMRI. Thus, tissue for nodal
assessmentwas obtained either during lymph node dissection
and radical hysterectomy or during lymph node debulking in
patients with bulky nodes on MRI.

Patient based sensitivity, specificity, PPV and NPV of
[18F] FDG-PET/CT for the presence of pelvic and para aor-
tic lymph node metastases were calculated. Results of the
[18F] FDG-PET/CT scan were retrieved from the original
report. These results were discussed in a multidisciplinary
tumor board and classified as suspicious, non-suspicious or
inconclusive. We calculated the sensitivity, specificity, PPV
and NPV twice. In the first analysis we added the incon-
clusive results to the group with suspicious nodes. In the
second analysis we considered the inconclusive PET results
as non-suspicious. We analyzed both the complete group
(patients who had a lymph node dissection and those who
had a lymph node debulking) and, separately, patients that
underwent pelvic lymph node dissection. Results from the
histopathologic report were the gold standard.

2.2 Literature search
A literature search was performed including recent stud-

ies evaluating the sensitivity and specificity of an [18F] FDG-
PET/CT scan for histologically confirmed lymph nodes. The
search was performed in the databases PubMed, Web of Sci-
ence and Embase using the following terms: ‘positron emis-
sion tomography computed tomography’ OR ‘PET CT’ AND
‘cervical/cervix’ AND ‘neoplasm/cancer/carcinoma/tumor’
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Table 1. Characteristics of 98 patients with cervical cancer and a [18F] FDG-PET/CT scan before surgical/pathological
assessment of the pelvic lymph nodes.

Number of patients %

FIGO 2009 stage
•           IB1 12 12%
•           IB2 48 49%
•           IIA 9 9%
•           IIB 14 15%
•           IIIA 2 2%
•           IIIB 7 7%
•          IVA 5 5%
•           IVB 1 1%

Treatment
•           Radical hysterectomy and complete pelvic lymphadenectomy 63 64%
•           Lymph node debulking and chemoradiation 35 36%

Pathological assessment of lymph nodes
•           No metastases (negative) 42 43%
•           Metastases (positive) 56 57%

Histological type of tumor
•           Squamous 68 67%
•           Adenocarcinoma 26 27%
•           Adenosquamous 4 6%

AND ‘stage’ OR ‘staging’ OR ‘lymph node’ AND ‘sensitivity’
OR ‘specificity’ OR ‘accuracy’ OR ‘positive/negative predic-
tive value’. Both retrospective and prospective studies were
included when published data directly showed the PPV or
when the PPV could be calculated from original numbers.
Only studies in which the number of inclusions was based on
per patient data with aminimumof 50 patients were included
(in contrast to per lymph node or lymph node region). Re-
views, meta-analyses and case reports were excluded, as well
as studies in which nodes were scored as being positive based
on results other than histopathology. The literature was re-
viewed and analyzed using the Spearman’s rank correlation
coefficient, showing the degree of association between the
frequency of positive nodes and the PPV.

3. Results
3.1 Retrospective study

A total of 98 patients were included. A summary of the
baseline characteristics is shown in Table 1. Following the
FIGO 2009 classification a majority of patients (72%) had
early stage cervix carcinoma (FIGO IB1–IIA). Twenty-six
patients (27%) had locally advanced cervical cancer (FIGO
IIB–IVA) and one patient (1%) had metastatic disease (FIGO
IVB). Two thirds of the patients were treated with a radi-
cal hysterectomy and complete pelvic lymph node dissection,
whereas one third received a lymph node debulking (97 pa-
tients a pelvic lymph node debulking only and one patient
pelvic and para-aortic), followed by chemoradiation. The
majority of patients had a squamous cell carcinoma (67%),
followed by adenocarcinoma (27%) and adenosquamous car-
cinoma (6%).

The [18F] FDG-PET/CT scan showed suspicious lymph
nodes in 53 patients, non-suspicious nodes in 36 patients,

and nodes classified as inconclusive in 9 patients. After
histopathological assessment, 56 patients (57%) had proven
positive nodes. All patients with inconclusive nodes on [18F]
FDG-PET/CT had pathologically negative nodes. This re-
sulted in a false positive ratio in clinically early stage cervical
cancer (IB1–IIA) of 19% (13/69) and 3% (1/29) in advanced
stage cervical cancer (IIB–IVB). Table 2 shows the sensitiv-
ity, specificity, PPV and NPV of the complete group. The
PPV is 79% when inconclusive [18F] FDG-PET/CT results
are considered suspicious or 89% when these are considered
non-suspicious. The NPV is 81% or 80%, depending on this
interpretation difference.

If patients who had a nodal debulking were excluded (N
= 35), the remaining 63 patients treated with radical hys-
terectomy and pelvic node dissection had a prevalence of 35%
histopathologic proven positive nodes Table 3. The PPV
is 56%–70% depending on the consideration of inconclusive
[18F] FDG-PET/CT results as suspicious or non-suspicious.
The NPV is 81% in both cases.

3.2 Literature

The study selection process is schematically shown in
Fig. 1. By following our search strategy, a total of twenty-
one studies were considered eligible for this review. The ex-
tracted data and baseline characteristics from the included ar-
ticles are outlined in Table 4 (Ref. [12–34]).

The 21 studies showed a positive correlation (R = 0.354)
between the percentage of patients with positive nodes and
the PPV of the [18F] FDG-PET/CT (Fig. 2). The PPV in-
creases in study populations with a high percentage of pa-
tients with positive lymph nodes. The PPV ranged from 18%
[22] to 100% [21].
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Table 2. Predictive values of [18F] FDG-PET/CT scan for positive pelvic lymph nodes in 98 patients who had a complete pelvic
node dissection or pelvic node debulking.

[18F] FDG-PET/CT Total group (95% CI), N = 98 Inconclusive = non-suspicious

Sensitivity 88% (75%–94%) 84% (71%–92%)
Specificity 69% (53%–82%) 86% (71%–94%)
PPV 79% (66%–88%) 89% (76%–95%)
NPV 81% (63%–91%) 80% (65%–90%)

Inconclusive [18F] FDG-PET/CT results were considered suspicious in the total group. The
second column shows the predictive values in the group where inconclusive [18F] FDG-
PET/CT results (N = 9) were considered non-suspicious.
PPV, positive predictive value; NPV, negative predictive value; CI, Confidence Interval.

Table 3. Predictive values of [18F] FDG-PET/CT scan for pelvic lymph nodes in patients who had a complete pelvic node
dissection.

[18F] FDG-PET/CT Total group (95% CI), N = 63 Inconclusive = non-suspicious

Sensitivity 68% (45%–85%) 64% (41%–82%)
Specificity 71% (54%–83%) 85% (70%–94%)
PPV 56% (36%–74%) 70% (46%–87%)
NPV 81% (63%–91%) 81% (66%–91%)

Inconclusive [18F] FDG-PET/CT results were considered suspicious in the total group. The
second column shows the predictive values in the group where inconclusive [18F] FDG-
PET/CT results (N = 9) were considered non-suspicious.
PPV, positive predictive value; NPV, negative predictive value; CI, Confidence Interval.

Fig. 1. Study selection. N, number of studies.

4. Discussion
Our retrospective study shows a PPV of 79% and NPV

of 81% for [18F] FDG-PET/CT scan in staging for cervi-
cal cancer, if inconclusive cases are counted as suspicious.
If inconclusive results on the [18F] FDG-PET/CT are con-
sidered non-suspicious, the PPV is 89% and NPV 80%. In
the subgroup with clinically early stage disease that under-
went a radical hysterectomy and pelvic lymph node dissec-
tion the prevalence of positive nodes is lower. The PPV of
[18F] FDG-PET/CT in this subgroup drops to 56%, due to a
relatively high false positive ratio of 19% in early stage cervi-
cal cancer. Our literature review supports these findings by
showing a positive correlation on the prevalence of positive
nodes and PPV.

Although a recent meta-analysis shows a moderate sen-
sitivity (72%) and high specificity (96%) of a [18F] FDG-
PET/CT scan in de the diagnosis of lymph node metastasis
in cervical cancer [9], the positive predictive value is also of
importance. In the subgroup of patients with early stage dis-
ease and therefore with a lower prevalence of positive nodes,

the PPV is low due to a relatively high false positive ratio.
Depending on the prevalence of positive lymph nodes, [18F]
FDG-PET/CT scan has a high likelihood of overestimating
the presence of lymph node metastases.

In clinically early stage cervical cancer, this may have great
implications. In the new FIGO staging system of 2018 re-
sults of imaging are incorporated, and therefore false pos-
itive nodes on [18F] FDG-PET/CT may result in incorrect
upstaging to stage IIIC. In our retrospective study we calcu-
lated a PPV of 56% to 70% in early stage disease. This means
that in 30% to 44% of clinically early stage patients with sus-
picious nodes on [18F] FDG-PET/CT, this would result in
erroneous upstaging to stage IIIC. To avoid inaccurate at-
tribution of a higher stage and to guide treatment decisions,
histopathological proof ofmetastatic disease in the suspicious
nodes on [18F] FDG-PET/CT should be obtained [33].

The problem of a high rate of false positive lymph nodes
in early stage cervical cancer, particularly relates to treat-
ment preferences. If we feel that primary surgery, in some
cases followed by adjuvant (chemo) radiotherapy, is to be pre-
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Table 4. Collated literature data on the predictive value of [18F] FDG-PET/CT scan for pelvic and/or para aortic lymph node
metastases.

Study Cohort N Metastatic location FIGO2009 stage TP FP FN TN Sens (%) Spec (%) PPV (%) NPV (%) Patients with positive nodes (%)

Chung H 2010 [12] Retro 83 Pelvis IB–II 8 9 20 46 29 84 47 70 34
Crivellaro C 2012 [13] Pro 69 Pelvis IB1–IIA 4 2 11 52 27 96 67 83 22
Dong Y 2014 [14] Retro 59 Pelvis, Pao IA–IIA 7 11 1 40 88 78 39 98 14
Gee M 2018 [15] Pro 153 Pelvis, Pao IB2–IVA 10 8 11 124 48 94 56 92 14
Goyal B 2010 [16] Pro 80 Pelvis, Pao IB–IIB 14 4 10 52 58 93 78 84 30
Kim S 2009 [17] Pro 79 Pelvis, Pao IB–IVA 14 14 16 35 47 71 51 69 38
Leblanc E 2011 [18] Retro 125 Pelvis, Pao IB2–IVA 98 6 14 7 88 54 94 33 90
Li K 2019 [19] Retro 394 Pelvis IA1–IIA2 52 21 38 283 58 93 71 88 23
LinW 2003 [20] Pro 50 Pelvis, Pao IIB–IVA 12 2 2 34 86 94 86 94 28
Lv K 2014 [21] Retro 87 Pelvis, Pao IA–IIB 34 5 0 48 100 91 87 100 39
Ma S 2003 [22] Pro 104 Pelvis, Pao IB–IVB 38 0 0 66 100 100 100 100 37
Margulies A 2013 [23] Retro 61 Pelvis IB2–IVA 4 18 3 36 57 67 18 92 12
Nogami Y 2015 [24] Retro 70 Pelvis, Pao IA–IIB 5 4 10 51 33 93 56 84 21
Papadia A 2017 [25] Retro 60 Pelvis, Pao IA–IIA 11 7 5 37 69 84 61 88 27
Perez T 2013 [26] Pro 52 Pao >IB1 14 2 4 32 78 94 88 89 35
Sarabhai T 2018 [27] Pro 53 Pelvis, Pao IB–IVA 20 3 4 26 83 90 87 87 45
Signorelli M 2011 [28] Pro 159 Pelvis, Pao IB1–IIA 9 4 19 127 32 97 69 87 18
Wright J 2005 [29] Retro 59 Pelvis IA2–IIA 10 4 9 36 53 91 71 80 32
Xu X 2016 [30] Retro 51 Pelvis, Pao IB–IVA 19 8 4 20 83 71 70 83 45
Yang Z 2016 [31] Retro 113 Pelvis, Pao IB1–IIA2 7 5 6 95 54 95 58 94 12
Ramirez PT 2011 [32] Pro 60 Pao IB2–IVA 5 2 9 44 36 96 71 83 23

Retro-/Pro, retro-/prospective; N, number of included patients; Pelvis, pelvic lymph nodemetastasis; Pao, para aortic lymph nodemetastasis; TP, true positive;
FP, false positive; FN, false negative; TN, true negative; Sens, sensitivity; Spec, specificity; PPV, positive predictive value; NPV, negative predictive value.

Fig. 2. The correlation between the percentage of positive lymph nodes (x-axis) in the evaluated cohort and the reported PPV of the [18F]
FDG-PET/CT scan (y-axis) in the literature as summarized in Table 4. (p = 0.006) (Value labels correspond to reference number).

ferred over primary chemoradiation, a high false positive rate
may pose a serious problem. If treatment decisions are solely
based on imaging, part of patients with clinically early stage
cervical cancer, but upstaged in FIGO 2018 based on imag-
ing alone, will be overtreated because of a high false positive

rate. Treatment may then change from radical hysterectomy
to chemoradiation.

The literature is not clear about the treatment of choice
in early stage cervical cancer because of the absence of level I
evidence. A recent review concluded that on this subject no
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statement can be made due to the lack of randomized con-
trolled trials in FIGO 2009 stage IB2 cervical cancer on this
subject [34]. The only randomized study comparing surgery
and primary radiotherapy in FIGO 1992 stage IB1 and IB2
shows no difference of survival in the treatment options [35].
Because this study dates from 1997, it must be noted that ra-
diotherapy techniques have developed since and chemother-
apy has been added to the radiotherapy [36].

There may be a slight advantage for surgery according
to data of a randomized controlled trial in advanced cervi-
cal cancer. In this prospective trial, patients with locally ad-
vanced cervical cancerwhere either stagedwith a lymph node
dissection in conjunction with pre-operative imaging (MRI
or CT abdomen and CT or PET-CT chest) or the same imag-
ing alone. Surgical staging resulted in upstaging in 33% of pa-
tients. Although overall survival did not differ between both
arms, patients had a better cancer specific survival and disease
free survival if staging of lymph nodes was performed surgi-
cally compared to patients who had suspicious lymph nodes
on imaging which were left in situ [37].

Focusing on secondary outcomes as pelvic toxicity, treat-
ment with chemoradiation has a higher risk of bladder and
rectal problems [38]. Furthermore, the damage of inter-
nal genitals caused by high dose radiation may lead to loss
of ovarian function and vaginal fibrosis resulting in post-
menopausal and negative sexual symptoms. This can have
a serious negative impact on the quality of life, especially in
younger patients [39].

On the other hand, advocates of primary chemoradiation
in this context, argue that these patients with suspicion of
lymph node metastases on imaging have a fair chance of end-
ing up having “triple therapy”. In that case, patients with
lymph node metastases will be treated by both a radical hys-
terectomy, and adjuvant (chemo) radiotherapy. This will re-
sult in unnecessary extra morbidity. A relatively high false
positive test result for [18F] FDG-PET/CT is of less impor-
tance in this scenario.

The addition of (chemo) radiotherapy to a radical hys-
terectomy will undoubtedly result in extra morbidity com-
pared to surgery alone [40]. However, compared with the
alternative, primary chemoradiation, it does not result in
higher morbidity [40]. A recent retrospective study even
showed that women after primary (chemo) radiotherapy re-
ported more physical, social and sexual symptoms compared
with a group of patients who had primary surgery followed
by adjuvant radiotherapy in selected cases [41].

A remaining question about [18F] FDG-PET/CT in cer-
vical cancer is whether it has any impact on the prognosis
of patients. There is one randomized controlled trial on the
clinical value of a [18F] FDG-PET/CT scan in cervical can-
cer. This study could not demonstrate a better outcome in
patients where a [18F] FDG-PET/CTwas used in clinical de-
cision making versus no [18F] FDG-PET/CT. However, this
study was underpowered due to poor accrual, and therefore
no hard conclusions could be drawn [33].

One of the strengths of this study is that we have included
98 patients which is a larger number than most of the stud-
ies included in the collated literature overview (Table 4) and
that all patientswere evaluated and treated according to a uni-
form protocol within the Center for Gynecologic Oncology
Amsterdam. Next to that, a histopathologic confirmation of
the nodal status was given for all patients who underwent a
[18F] FDG-PET/CT scan. One of the drawbacks is that data
collection was performed retrospectively. Of notice, in the
study period we did not perform sentinel lymph node pro-
cedures only in our center. If a sentinel lymph node pro-
cedure was performed, this was always done in conjunction
with a full pelvic lymphadenectomy, since we decided to wait
for prospectively collected data on safety and efficacy of this
procedure.

5. Conclusions
This study shows that [18F] FDG-PET/CT has a signifi-

cant likelihood to overestimate the incidence of lymph node
metastases, especially in early stage cervical cancer where the
frequency of histologically confirmed positive lymph nodes is
relatively low. This finding was supported by a review of the
existing literature. We need to be aware that this issue may
lead to an unnecessary shift from radical surgery to primary
chemoradiation.

Therefore, we suggest that [18F] FDG-PET/CT should
not be routinely used for nodal staging in early stage cervical
cancer. If it is used, histopathological confirmation of lymph
nodes suspicious formetastases on [18F] FDG-PET/CT is es-
sential to guide therapy decisions, especially in early stage dis-
ease.
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