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Definitions

Gynaecologicaancer

vaginal surface
ectocervicala
Cauliflowerfungating
S X more common

cervical canal
endocervicala
barrel shaped

Spread

DEATH



Impact of CaCx deaths

Global perspective :
A 260 000 women die annually fromOXa

A 80 % of this happened In developing
countries

A Screeningorogrammenot stringent here
A Funding challenges



South Africa :

A Cervical cancer accounts for 23% of cancers |
S.A.

A Affects 36401 in S.A per 100 000.

A In 2002 cervical cancer caused 3700 deaths it
WA

A Peak Iincidence:-30yr and early 560yr.
A 45% of surgically treatable disease occur < 4C



Cervical Cancer In Relation to other
Malignancies
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RISK FACTORS

A Risk factors for Cervical Cancer:
a.) First intercourse < 16 yrs
b.) Multiple sexual partners
c.) HPV/HIV
d.) Genetic susceptibility: HLA
e.) STDOs
f.) Cigarette smoking
g.) Race
h.) High parity
I.) Low socio economic status




HPV ASSOCIATION

A HPV infection : firmly implicated as the initiating ever
In cervical dysplasia and carcinogenesis

A HPYV infection has been detected in up to 99%cof
A HPV 16 & 18 found In 62% of cervical carcinomas.

(> 100 HPV types )

A HPV affects cellular growth & differentiation Is
through the interaction of viral E6 and E7 proteins
with tumour suppressor genes p53Rimd



3 . HPV ASSOC.

A Inhibition of p53prevents cell cycle arrest &
cellular apoptosis, which normally occurs whe
damaged DNA Is present.

A Inhibition of Rbdisrupts transcription factor
E2F resulting in unregulated cellular
proliferation.

A Both steps are essential forrnradignant
transformation of cervical epithelial cells.




3 . HPV ASSOC.

A 75% of HPYV infection Is asymptomatic

A HPV DNA persists for-42 months in genital
tract and spontaneously regress in majority of
patients. ( random events)

A High risk HPV 16, 18, 31, 33, 35, 39, 45, 51,
52, 56, 58, 39, 68, 73, 82.

A Low risk HPV 6, 11, 40, 42, 43, 44, 54, 61, /0,
72, 81.




Changes In the cervix following HPV
Infection

Transisnt infecton
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ROLE OF HIV AND HPV

INTERACTION
AHI V 1 nfectilion 1 S ass
of HPV & CIN.

A Recurrent rate of CIN bet.-B0% after Rx
depending on degreelgimunosuppression

A HIV + | present with invasieaCx+/ - 10yrs
earlier than HIVI . (JHB)

A HIV+ | presented with invasi@aCx+/ - 15yr
earlier than HIVI . (DBN)



HIV AND HPV:

A HIV+ | have:
A® ri1 sk of Cl N

A® genital tract neopl
A® geni tal warts
A al tered | mmune T eS|

likely to be infected with multiple HPV types.



Screening modalities

O Long | ag phase bet w
wi ndow of opportuni t )

oscreening only onee |
40yrs) , reduces ca risk 113826 %0

Developed world : papolposcopybiopsy, review

Developing worldprogrammesinefectivalue to
cost,training,qualitgontrol and logistic iIssues




Screening modalities in low
INncome areas

Cytology based screening (Pap):
A Slide or liquid based

A Historically shown to be effective {62P6
sen$

A Drawbacks : staff , transport, quality , follow uj
observer dependent, repeat
screening , multiple patient visits



Screening modalities

Visual inspection with acetic acigbtherapy

A Naked eye view after acetic acid our iodine
A No lab, transport needed, little equipment
A All levels of health provider can be trained
A Immediate results, immediate treatment

A Operator dependent

A Sens 4579%




Screening modalities

A HPV DNA TESTING

A Newer technology

A Sens 6695%

A Not operator dependent

A Good for women 30 yrs or older
A Need trained personnel

A EXxpensive



Newer screening tools in the
horizon

A HPV test : simple, cheaper, accurate , rapid
ocare HPVW - 2012

EG6 biomarker : Arbor Vita Corporation
- still in development




Steps in theMx of CaCx:

HISTORY
EXAMINATION
SPECULUM/ PV/PR
BIOPSY
COUNSELLING
STAGING
PROGNOSIS

Investigations:
FBC/U&E/CD4/LFT/RPR/HIV

A Isotope GFR

A U/S Abdomen

A CX-ray Other: CT, MRI



Management in a nutshell :

Management:

A Clinical Staging
A Early Stage IAl A 0 Surgery
A Late Stage IIBIVA 0 CCRT

A Stage IV B Individualise patient

A Palliative XRT or symptomatic Rx depending on
performance status.

ACD4<200ARVO0Os t hen Standa




FIGO STAGING OF CACX:
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Cancer has
Qrown iNto the
top part of the
vagina . 11
» 1.|'

1+ - Vagina
—11 |

Diagram shouveang stage
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Cancer has
gQrown iNnto the
tissues arcoundgd
thhe cCervix
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Cancer has

grown into
Iower third of

the vagina
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/. Figo Staging of Cervical Cancer

‘Stage IV

2009

Carcinoma is strlctly conﬁned to the cervnx

Invasive carcinoma which can be diagnosed only by microscopy, with deepest invasion 5 mm and Iargest
extension =7 mm

Measured stromal invasion < 3 mm in depth and extension <7 mm

Measured stromal invasion > 3 mm and < 5 mm, with an extension <7 mm

Clinically visible lesions limited to the cervix uteri, or preclinical cancers greater than stage |IA
Clinically visible lesion < 4 cm in greatest dimension

Clinically visible lesion > 4 cm in greatest dimension

Cervical carcinoma invades beyond the uterus, but not to the pelvic wall or to the lower third of the
vagina :

Without parametrial invasion

Clinically visible lesion < 4cm in greatest dimension
Clinically visible lesion > 4cm in greatest dimension
With obvious parametrial invasion

Tumour extends to the pelvic wall, and/or involves the Iower third of the vagina, and/or causes
hydronephrosis or non-functioning kidney

Tumour involves the lower third of the vagina, with no extension to the pelvic wall

Extension to the pelvic wall and/ or hydronephrosis or non-functioning kidney

Carcinoma has extended beyond the true pelvus or has involved (biopsy proven) the mucosa of the i
| bladder or the rectum; bullous oedema, as such, does not permit a case to be classlﬁed as Stage IV

Spread of the growth to adjacent organs

Spread to distant organs




1.
2.

SURGICAL OPERATIONS:

Stage 1A0 Cone biopsy/simple hysterectomy

Stage 10 LVSI o Type Il Radical
HysterectomyWertheims: pelvic L.N.D

Fertility desiringRadical rachelectomy

Stage 1A Type |l Radical hysterectomy &
pelvic LND.

Fertility desiringRadical rachelectomy




SURGI CAL OPERATI C

4. Stage 1bIType Il Radical Hysterectomy
with Pelvic LND

Fertility desiringRadical rachelectomy

5.Stage 1b2Type Il Radical Hysterectomy
with pelvic LND

- NACT then surgery
- CCRT & XRT



