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Cervical Dysplasia and Carcinoma

· Cervical Cytology

A. Technical aspects of pap smear performance:

1. Ideal conditions

a. no sexual intercourse for 24 hours

b. no use of vaginal products for 48 hours

c. best smears are performed on day 12-16; avoid during menses

2. Optimal technique:

a. Moisten and warm speculum with water only.

b. Gently remove excess mucous with a large swab.

c. Sample ectocervix and endocervix prior to application of samples to the slide.  If you try to apply each sample to the slide, between acquiring samples, then the specimens dry too much.  Sample the ectocervix with wooden or plastic spatula with a 360( rotation sample endocervix with cytobrush with a ½ turn.

d. Sample vagina pool in peri/postmenopausal women only with the intent of identifying endometrial or ovarian tumor cell shedding.  

3. Poor pap smears

a. thick, uneven smear

b. excess mucus or blood or WBC on slide

c. poor fixation or air drying

d. inadequate sampling of EC cells

e. inadequate sample due to wiping of cervix with swab or gloves.  

4. Cytobrush for endocervical samples

Pap Results

	Normal
	
	repeat 

	Unsatisfactory
	
	

	Inflammation
	
	

	Atypia
	low grade lesion:  Treat and repeat Pap in 3 months

	
	if abnormal at any point:

colposcopy

biopsy

endocervical curettage
	if normal:  repeat in 3 months

if normal:  repeat in 3 months

if normal:  annual paps

***at least 3 normal paps before returning to annual Paps

	
	if high grade SIL:  

colposcopy

biopsy

endocervical curettage
	


· HPV Types and Their Clinical Expression
A. Strains 6 and 11

B. Papillous

1. Most common

2. Difficult to distinguish from healthy tissue

3. May require biopsy for Dx

C. Flat

1. Most virulent

2. macualr, granular flat lesion of intermediate thickness

3. commonly appears on the cervix and introitus in females and the frenulum and upper hsaft to eh penis in men

4. biopsies indicated

D. Spiked:  proliferates in the vagina and forms on the shaft of the penis

E. Exophytic:  seldom seen, grows into the glands of the cervix

Treatment for HPV

	Treatment
	Site
	Comment

	TCA
	any site except cervix
	use 80-85% solution.  Apply weekly up to 6 wks.  Refer if no response after week 4.  Use wooden end of Q-tip and surround area with vasoline.

	Podophyllin
	any site except perianal or cervix
	In Benzoin 25% (Condylox liquid or ointment).  Not very effective.  May cause systemic side effects.  Self administered

	Electrocautery
	any site except cervix
	Requires local anesthesia.  Very effective.

	Cryosurgery
	cervix
	Time consuming, less effective on large 

	CO2
	any site
	

	LEEP
	
	

	IFN
	
	


	Carcinoma In Situ

	cervical intraepithelial neoplasia (CIN):  atypia through entire layer of cervix

· dysplasia of basal cells first and spreads outwardly

· loss of cell polarity

· increased mitosis

· pleomorphism

· abnormal  nucleocytoplasmic ratioes

· begins at squamocolumnar junction

· cells become aneuploid

	grade 1:  dysplasia of less than 1/3 of thickness

grade 2:  dysplasia of 1/3 to 2/3 of thickness

grade 3:  dysplasia of 2/3 to full thickness


	
	Cervical Carcinoma

	Incidence
	(1)  about 7500 deaths per year

(2)
about 50 years ago it was the leading cause of cancer, but  death now ranks about 6th or 7th
(3)
about 16,000 new patients each year, 1 million precancerous conditions per yr.

(4)
peaks around 45 years of age, 30 yr for precancerous conditions

(5)
patients have had carcinoma in situ 15 years earlier

	Risk Factors
	· low socioeconomic groups, blacks are twice as likely, low in Jewish populations 

· occurrence w/OCP use (adenocarcinoma), cigarettes 

· early age of onset of sexual activity, pregnancy at an early age,  early marriage with multiple births

· correlated directly with frequency of intercourse and number of sexual partners:  low in nuns, high in prostitutes

	Predisposing conditions
	· HPV-16, 18, 31 (remember venereal warts have types 6 and 11)  detected in 85% of cervical cancers, 90% of cervical condylomata and precancerous lesions; transform cells in culture
· HSV II infections are common: the tumor cells express the viral mRNA of HSV II???????

· cervical dysplasia

	Pathology
	1( Squamous cell carcinoma, 95% are moderate to well differentiated. 

10-25% of cervical carcinomas are adeno-, adenosquamous, or undifferentiated 

three forms of cervical carcinoma:

  (a)
fungating

  (b)
ulcerative

  (c)
infiltrative

	Sn/Sx
	takes many years to develop

vague Sx :  vaginal bleeding, leukorrhea, dyspareunia, dysuria 

	Course
	obliteration of external os and spread to fundus

spreads to all organs of peritoneal cavity andLIVER, LUNGS, BONE MARROW 

stage 0—carcinoma in situ
stage 1—confined to cervix

stage 2—beyond cervix, but not pelvic wall

stage 3—in pelvic wall and lower 1/3 of vagina

stage 4—beyond pelvis

	Lab Dx:
	PAP smear is not diagnostic, biopsy is diagnostic

colposcopy shows mottled whitish areas

Schiller test shows positive (potassium iodide solutionn)


· Cervical Dysplasia and cervical intraepithelial neoplasia (CIN)/ cervical cancer

A. Lab tests

1. Pap smears ( cervical os (85-90% sens., not specific:  cell changes can be d/t various etiologies)

2. Colposcopy:  microscopic examination (10-20X) of the cervix based on a suspicious gyn exam or pap smear, done prior to a biopsy,  used to define tx choice

3. Biopsy:  gold standard  

B. Risk factors:

1. HPV infection:  strains 16, 18, 31 which differ from strains that cause warts, thus warts are not necessarily a risk factor

a. Live and replicate in cervical and anal/rectal cells only

b. Diaphragm, cervical cap and condom are considered protective

2. Multiple sexual partners

3. STD’s in general

4. Smoking:  independent risk factor

C. Sn/Sx:  vague in early stages; often the if there are Sn/Sx the cancer is quite progressed

1. Bleeding, esp. w/ intercourse

2. Malodorous discharge: purulent or bloody

3. Possibly asymptomatic

D. Treatment:

1. Combination of topical, systemic and constitutional treatments according to the criteria on p 55 are very effective.  A successful colposcopy and whether the patient is high or low risk are the two basic important criteria.  

2. Escharotic treatment was developed prior to the development of LEEP.  The only other options were conization or freezing.   A LEEP is highly effective. 

a. With Escharotic Tx:

· Less scarring, frequent interaction with patient allows greater opportunity for holistic healing

· Can also utilize the entire treatment minus the escharotic with a LEEP:  nothing should be in the vagina for 




        three weeks after the LEEP so hold off on the suppositories.  

· You can use the atypia protocol for preparation for a LEEP for 1 month prior.  

b. Referrals for Conization or LEEP

· Excessively large lesion covering 3-4 quadrants, regardless of grade (escharotic treatment)s 

