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Abstract 1069 Table 1 Specificity, PPV and NPV at 85%
sensitivity in discriminating benign and borderline from malignant
pelvic masses. Table 1

Specificity PPV NPV
HE4 58% 22% 92%
RMI 33% 31% 85%
CA125 34% 32% 87%
HE4 in elevated RMI 63% 45% 92%
group
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Abstract 1069 Figure 1 Discriminating benign including boardline
from malignant pevic masses

Methodology In this prospective, observational cohort study,
we included patients with a pelvic mass between 2017 and
2021 from nine general hospitals. HE4 and CA125 were
measured using electrochemiluminescence in preoperative
samples. All patients underwent surgery. Accuracies of HE4,
RMI, CA125, and combinations hereof, were determined
using Area under the Curve (AUC), sensitivity, specificity,
positive predictive value (PPV) and negative predictive value
(NPV).

Result(s)* We included 311 patients, of whom 82 patients
had a malignant pelvic mass. Sixty-six patients had epithelial
OC, 6 non-epithelial OC and 10 had ovarian metastases or a
pelvic mass of non-ovarian origin. The remaining patients
had a benign (n=190) or a borderline pelvic mass (n=39).
HE4 had the highest AUC (figure 1). The addition of HE4
in patients with an elevated RMI score at a pre-specified
8500 sensitivity had the highest specificity, PPV and NPV
(table 1) in differentiating malignant from benign and border-
line pelvic masses.

Conclusion™ HE4 is superior to CA125 and RMI in predicting
malignancy in a population with a low prevalence of OC.
The addition of HE4 in patients with an elevated RMI score
improved the performance of HE4 alone in discriminating
malignant from benign including borderline pelvic masses.
Although there is still room for improvement, this confirms
that HE4 can be used to support referral decisions in a popu-
lation from general hospitals.
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Introduction/Background* Sentinel node mapping (SNM) has
replaced lymphadenectomy for staging surgery in apparent
early-stage endometrial cancer (EC). Here, we evaluate the
long-term survival of three different approaches of nodal
assessment in low, intermediate, and high-risk EC.
Methodology This is a multi-institutional retrospective study
evaluating long-term outcomes (at least 3 years of follow-up)
of EC patients having nodal assessment between 2006 and
2016. In order to reduce possible confounding factors, we
applied a propensity-matched algorithm.

Result(s)* Charts of 940 patients were evaluated: 174
(18.5%), 187 (19.9%), and 579 (61.6%) having SNM, SNM
followed by backup lymphadenectomy and lymphadenectomy,
respectively. Applying a propensity score matching algorithm
(1:1:2) we selected 500 patients: 125 SNM vs. 125 SNM
plus backup lymphadenectomy vs. 250 lymphadenectomy.
Baseline characteristics of the study population were similar
between groups. The prevalence of nodal disease was 14%,
16%, and 12% in patients having SNM, SNM followed by
backup lymphadenectomy and lymphadenectomy, respectively.
Overall, 19 (7.6%) patients were diagnosed with low volume
nodal disease (7 and 12 patients with micrometastasis and
isolated tumor cells). The mean (SD) follow-up time was 62
(=11) months. The survival analysis comparing the three
techniques did not show statistical differences in terms of
disease-free (p=0.750) and overall survival (p=0.899). Simi-
larly, the type of nodal assessment did not impact survival
outcomes after stratification on the basis of uterine risk
factors.

Conclusion* Our study highlighted that SNM provides similar
long-term oncologic outcomes than lymphadenectomy. Further
evidence is warranted to assess the prognostic value of low-
volume disease detected by ultrastaging and the role of molec-
ular/genomic profiling.
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