CERVICAL INTRAEPITHELIAL
NEOPLASIA (CIN) & CANCER

CERVIX
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CIN is a potentially premalignant
transformation and abnormal growth of the
sguamous cells on the surface of the cervix.

Cervical neoplasia represents a continuum
of disease and the preinvasive (confined to the
epithelium)) can spoentaneously’ regress to normal
Spithelium er progress teinvasive Cancer:
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Grades of CIN:

CINT: It is the least risky. The abnormal cell
growth is confined to the basal 1/3 of the

epithelium.
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Diagnosis of CIN:

Screening by Papanicolaou smear:
(pleomorphism, nuclear irregularity,
hyperchromasia, the presence of multiple
nucleoli, and an Increased nuclear-cytoplasmic
ratio). Smearing every: 3 years for women Wwho
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CIN1:

Treatment is not recommended, as it
resolves spontaneously. The case Is followed up
for later testing rather than treated.

CIN2 & CIN3:
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Hysterectomy IS reserved for patients who







Fifty years ago carcinoma of the cervix was
the leading cause of death from malignant
disease Iin American women. 3Since 1940,
however, the mortality rate from cervical
carcinoma has declined by more than 50%. Yet it
still ranks: sixth in cancer mortality, and it results
N an estimated 4500 deaths each year in the
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Diagnosis:

There are no specific symptoms, especially
In early stages. There may be only a discharge.

As the disease progresses, the discharge may
become grossly hemorrhagic. In the advanced
stages, a characteristic bloedy, maledorous

Poz"rr*o]"rﬂl Jeede I IEeguiaisVadineal
e



Diagnosis:

Pain is a late symptom and is typically of a

sciatic distribution that radiates down the back of
the buttock, thigh, and knee.

Endocervicall tumors may cause little or no
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Diagnosis:

The gross clinical appearance of invasive
cervical lesions is generally of two types: exophytic

(proliferative) and endophytic (ulcerating). The

exophytic lesion may involve the entire cervix and
have a cauliflower like appearance, whereas the
sndophytic: lesien has, a predilection te Invade
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Differential Diagnosis:

Lesions most commonly confused with
cervical cancer are eversions, polyps, papillary
endocervicitis, and papillomas. Tuberculosis,
syphilitic chancres, and granuloma Iinguinale
rarely Invelve the cenvix. It may be Impossible to

differentiate’ these: benign: lesions; fien €3
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Pathology:

Squamous cell carcinoma accounts for 85%
of Invasive cervical cancer. Adenocarcinoma
accounts for approximately 10% to 15%, and the
remainders are sarcomas and lymphomas.

Sguamous cell carcinoma Is divided into three
types: keratinizing, nonkeratinizing, and small-cell
carcinoma.  Keratinizing: cellss shoew! feci  of;
Keratinization withrconniiied “peans.” Nonkeratinzing
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Mode of spread:

Direct spread to the vagina and uterine cavity
and laterally through the cardinal and uterosacral
ligaments. Lateral spread may occur within the
substance of the ligaments or in the areolar tissue
adjacent to them.

LLaterally. extending carcinema may
encompass: and opstruct the ureters: as, they.
| INE; paracenvicall regions and  uitmately.
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Mode of spread:

Lymphatic spread is to the external iliac,
hypogastric, and obturator lymph nodes.

The next most commonly involved groups are

the common iliac, parametrial, and paracervical
lymph noedes.
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Clinical staging (FIGO):

Clinical staging remains the most important
prognostic criterion In determining the patient's
response to therapy. The staging process includes
nelvic. and rectal examination, evaluation of the
Urinany: tract BY: einer IV orf Gl Procioscopy. and
CYSIOSCOPN-




Clinical staging (FIGO):

Stage 0 Carcinoma in situ

Stage | Carcinoma confined to the cervix

Stage IA Preclinical carcinoma; diagnosis only by

MICKOSCOPY.
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Clinical staging (FIGO):

Stage IB Clinically confined to the cervix
Stage IB-1 Clinical lesion not greater than 4 cm
diameter

Stage [IB-2 Clinically confined to cervix; greater

than 4 cm diameter




Clinical staging (FIGO):

Stage [l Carcinoma has extended to the pelvic wall;

on rectal examination there is no cancer-free space
between the tumor and the pelvic wall; tumor
iInvolves the lower third of the vagina; all patients
have hydrenephresis or nenfunctioning kidney.
Stae IV Carcinoma has, extended beyond the true
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J;'.,lm; PUIGUSIEQEMANSHIBLCIAS




Treatment:

Radical hysterectomy:

Radical hysterectomy requires removal of the
uterus, cervix, parametrial tissues, and upper vagina
In conjunctlon with a peIV|C Iymphadenectomy firom

tnEevellor the inguinalfligament.




Treatment:
Radical hysterectomy:

The mortality rate from radical hysterectomy is
1% or less in appropriately skilled hand.

Morbidity rate may approach 30% and includes:

--Bladder dysiunction because of denervation
AU
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Treatment:

Radiation therapy:

Radiation therapy is administered In two forms:
external beam  whole pelvic radiation and
transvaginal intracavitary: cesium.

cure cerv]cal
chr)h ife)
m]que el r)errmrnur

e ekl Wallle sallalisnliZinie) i he AOS
cILipn.




Treatment:

Radiation therapy:
The most common side effects:

--Cystitis and proctitis
--\/esicovaginal and rectovaginal fistulas may: rarely
result
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