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Cervical cancer is the second most common cancer among women in India. In 2020, around 1.24
lakhs women were diagnosed with the disease and around 77 thousand women died from the
disease (Globocan 2020,

Under the National Program for Prevention and Control of Cancer, Diabetes, CVD, and Stroke
(NPCDCS). cancer screenings including cervical cancer are to be conducted at all levels in the
healthcare delivery system from sub-centers and above for early detection of common cancers,
However, screening programs contribute to reducing prevalence and mortality from the disease
only when successfully linked to high-quality treatment services. This manual has been drafted to
build the capacity of healthcare service providers on the treatment of cervical precancer, thereby
bridging the gap between screening and treatment and enabling continuum of care,

The objective of this manual is two-fold- firstly, it aims to orient program managers, state officials,
and master trainers on conducting training for tr of cervical precancer, and second, it aims
to impart theknowledge and skill set for the treatment of cervical precancer to service providers.

There are four sections in the manual, The first section outlines the objective and the training
materials included in the manual. The second section gives details about two different training
maodes for the treatment of cervical pre-cancer along with a detailed training schedule for each of
the modes. The third section covers technical information on treatment along with an overview of
cervical cancer and the anatomy of the cervix. The principle of treatment, eligibility criteria, steps-
wise procedure, and post-treatment care and follow-up have been covered for each of the three
treatment modalities —cryotherapy, thermal ablation, and LLETZ/LEEP in detail.

The fourth section of the manual includes annexures. The annexures include checklists for
screening and treatment, image bank for enhancing interpretation and selection of treatment
modality, session-wise lraining presentations, and safety precautions COVID-19 scenario,
Representative samples of reporting, consent, and referral forms to be used at health care facilities
have also been included.

This manual is designed as ready reference material service providers and will hopefully act as an
effective tool in capacity building for the treatment of cervical precancer.
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Additional Chief Secretary
Department of Public Health and

Family Welfare
Government of Madhya Pradesh

Bhopal (MP)
mw 0755-2708890
Mohammed Suleman (1AS) acshealth@mp.gov.in

Government of Madhya Pradesh has been working dedicatedly to ensure the availability,
affordability. and accessibility of healtheare services for every segment of its population. Through
a dynamic approach the government is committed to strengthen the system to bravely face the
emerging healthcare challenges including the recent Coronavirus pandemic.

With the changes in environment and lifestyle as the burden of Non-Communicable Disease
(NCDs} and especially of common cancers is rapidly inereasing, public health systems are being
strengthened to provide preventive healtheare services including early sereening and treatment,
Under the purview of National Programme for Prevention and Control of Cancer, Diabetes,
Cardiovascular Diseases and Stroke (NPCDCS) public health facilities and service providers are
being empowered for an effective last mile delivery of these services,

Under the program, to achieve the objective of population-based sereening for the age group 30-65
years and reduce the incidence of commeon cancers, new Health and Wellness Centers are being
established. Collaboration is being done with all the stakeholders for early diagnosis and
management of common cancers by strengthening the existing healthcare systems in Madhya
Pradesh,

I am thankful to the Expert Technical Committee constituted by National Health Mission,
Department of Public Health and Family Welfare Madhya Pradesh for drafting this manual to help
the service providers with knowledge & skills to accurately diagnose and treat the identified
positive cases post screening. | am confident that this will aid in building a robust preventive cancer
care system in the state of Madhya Pradesh,

0

Mohammed Suleman
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Principal Secretary
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Faiz Ahmed Kidwai (IAS) pshealth@mp.gov.in

Madhya Pradesh government is committed to provide quality health services to the citizens. To
ensure this Primary Health Centres are being upgraded to Health and Wellness Centres and
continuous efforts are being made Is strengthening the healthcare system.

Presently, non-communicable diseases pose a big challenge to public health, To address this,
National Programme for Prevention and Control of Cancer, Diabetes, Cardiovascular Diseases and
Stroke (NPCDCS) is underway to reduce the burden of non-communicable diseases, under which,
persons in the age group of 30-635 yvears are screened for common cancers and other NCDs. Deaths
from common cancers that can be stopped by means of timely sereening and treatment. According
to GLOBOCAN- 2018 report, about 12 lakh new cases of cancer are reported every year, and about
8 lakh patients lose their lives from it. A third of those deaths are accounted by oral, breast and
cervical cancer alone.

This Training Manual is drafted by the health department with the objective of helping trainers to
equip the healthcare providers with necessary knowledge and skills to conduct accurate cancer
screenings and guide those detected positive in the ablest manner.

I hope that this Manual, drafted under the guidance of expert committee constituted by the health
department and AIIMS, will prove to be worthwhile for the service providers in early diagnosis and
management of common cancers.

L
Faiz Ahmed Kidwai
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Mission Director

National Health Mission
Government of Madhya Pradesh
Bhopal (MP)

0755-4092503
mdnhm(@mp.gov.in

Chhavi Bhardwaj (IAS)

The National Health Mission (NHM) has been working dedicatedly to make quality healthcare
available, affordable and accessible for everyone, especially the most vulnerable sections with its
rural and urban sub-missions.

In India, about 12 lakh new cases of cancer are diagnosed every year and 8 lakh people lose their
lives to the disease. However, the healtheare system for conducting cancer sereening and spreading
AWATENEss 0N COMMOR CANCETs CONtinue to remain in poor state.

The Ministry of Health and Family Welfare (MoHFW), Government of India has launched the

and

National Programme for Prevention and Control of Cancer, Diabetes, Cardi
Stroke (NPCDCS) under NHM. The program is aimed at generating awareness, with a goal to
screen B0% of the eligible population for NCDs in the next three years by enabling screening at
primary health care level through our Health and Wellness Centres (HWCs) To achieve this goal,
DoHFW, Government of Madhya Pradesh is working to address the gaps in healthcare system for
services related to common cancers (oral, breast and cervical cancers). I am confident that this
illustrative and descriptive Training Manual will go a long way in empowering the health care
workers with appropriate information in identifying the possible cases of common cancers and
provide appropriate guidance to positively sereened patients.

1 am also grateful to the expert technical committee for their support in drafting of this Manual for
healthcare providers. This will go a long way in addressing the increasing burden of cancer in the
state of Madhya Pradesh.

Chhavi aj
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SECTION -1

General Guidelines for Training on
Management of Cervical Precancer







Objective of Manual

Under the National Programme for Prevention and Control of Cancer, Diabetes, Cardiovascular Diseases
and Stroke (NPCDCS) of the Government of India, Madhya Pradesh is working towards secondary
prevention of cervical cancer through strengthening screening and treatment services for cervical precancer.
One of the key components of the program is the capacity building of healthcare staff’ for providing
screening and treatment services.

The manual on 'Management of Cervical Precancer'is developed to—

1. Support program managers, master trainers, and the health department of states in conducting treatment
trainings

2. Help healthcare service providers acquire knowledge and skills for treatment

To support training rollout, training materials including agenda for training sessions, knowledge assessment
tools-pre and post-training, module-wise presentation to facilitate the training sessions, along with
screening and treatment reporting formatsfor documentation of cases have been included in the manual.

For capacity building of healthcare staff, the manual includes detailed modules on treatment. These modules
help trainees to learn about the underlying principle of treatment, selection of treatment modalities, step-by-
step treatment procedure along with post treatment care and follow-up. The manual also contains screening
and treatment checklist and SOPs that serves as ready reference to develop skills during screening and
treatment procedures.

The manual also includes guidelines for providing treatment during COVID-19.

This manual builds upon the existing framework for 'Screening and Management of Cervical Cancer at
Secondary Level Health Care Facilities' by Non-Communicable Disease Technical Advisory Group
(constituted in 2016 by MoHFW).

Trainees and Batch Size

Trainees

» Forablative techniques (cryotherapy and thermal ablation) — Gynaecologists and lady medical officers
from primary, secondary and tertiary level facilities can be trained'

» Forexcisional technique (LEEP)- Gynaecologists from secondary and tertiary level facilities should be
trained

Senvrce: Operational Framework for Management of Common Cancers, MoHFW O ] -




Batch Size

Trainings for treatment of cervical precancer should be conducted in small batch sizes to ensure quality of
training and engagement of trainees. It is also important to ensure that each trainee is exposed to sufficient
number of cases for observation and practice under supervision during hands-on.

Ideal batch size for training should be between 8-10 service providers per batch.

Duration of Training

~ Foronsite training model, two days trainings covering theory and hands-on is required
» For hybrid training model (online + onsite), three days training covering theory and hands-on is required

Details of training models and sessions given in Section 2.

Training Material

The manual includes the following training material:

1. Sessionwise training schedule

2. Preandposttraining knowledge assessment tools

3. Detailed modules on cervical cancer, anatomy of cervix, treatment of cervical precancer and
infection prevention practices

4. Checklist for VIA screening (Annexure 1)

5. Checklist for management of screen positive women (Annexure 2)

6. Image bank forscreening and treatment of cervical precancer (Annexure 3)

7. Session wise training presentations ( Annexure 4)
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SECTION -2

Training Schedule







~

Training Models

A two days onsite training was envisaged for treatment of cervical precancer covering theory and hands-on
component. However, due to the challenges posed by COVID-19 in conducting the trainings, original model
was evolved to a hybrid model consisting of online theory sessions followed by hands-on training at a
healthcare facility.

Schedule for both the models of training are given in this manual. In the onsite training model, theory and
hands-on session are conducted in two consecutive days at a healthcare facility. In hybrid training model
theory sessions are covered in online training spanning across 2 consecutive days followed by hands-on
training at a healthcare facility. Summary of sessions and agenda for two training modes are given below-

A
' Summary Of Sessions

4

Cervical Cancer and Anatomy of Cervix Time (Minutes) Time (Hours)
Theory 35 0.4
Sub-Total 35 0.4
Cryotherapy

Theory 125 2.1
Hands-on 120 2
Sub-Total 245 4.1
Thermal Ablation

Theory 95 1.6
Hands-on 90 1.5
Sub-Total 185 3.1
LLETZ/LEEP

Theory 65 1.1
Hands-on 120 2
Sub-Total 185 3.1
Other Activities

Discussion on Program Strategy 40 07
Pre and Post Knowledge Assessment 20 0.3
Recap/Open House/ Device Orientation/ Breaks 130 2.2
Sub-Total 190 3.2
Total 840 14
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TRAINING SCHEDULE DAY -1
THEORY SESSION
Time
(Minutes)
1 Session 1- Introductory Session
1.1 Opening Remarks and Program Strategy 10
1.2 Introduction of Trainers and Trainees 10
1.3 Pre-Training Knowledge Assessment 10
2 Session 2- Introduction to Cervical Cancer and Anatomy of Cervix
2.1 Introduction to Cervical Cancer, Sign and Symptoms, and Strategies to
Prevent Cervical Cancer, Importance of Counselling 15
2 Structure of Cervix- SCJ, TZ, Types of TZ 15
2.3 Precancerous Conditions of Cervix 10
£ Session 3- Introduction to Cryotherapy
31 Treatment of CINs 5
3.2 Indications and Treatment by Cryotherapy 15
33 Setting up Cryosurgical Unit and Device Specific Troubleshooting 10
34 Equipment and Consumables for Cryotherapy 5
3.5 SOP for Cryotherapy and Cryotherapy Video 25
Tea Break 15
4 Session 4- Case Discussions 15
5 Session 5- Post Cryotherapy
5.1 Decontaminate Cryotherapy Unit 5
52 Side Effects and Complications, and Post-Treatment Care 20
5.3 | Follow-up after Cryotherapy 5
5.4 Common Problems Encountered during Cryotherapy and their Management 10
6 Session 6- Introduction to Thermal Ablation
6.1 Principles of Thermal Ablation | 5
6.2 Orientation on Thermal Ablation Device and Device Specific Troubleshooting 10
6.3 Eligibility Criteria for Thermal Ablation 5
6.4 Instruments and Consumables Required, and SOP for Thermal Ablation 15
6.5 Post Treatment Advice, and Management of Treatment Complications 20
Lunch Break 45
7 Session 7- Case Discussions 15




TRAINING SCHEDULE
ONSITE MODEL
Time
AL Topics (Minutes)

8 Session 8- Treatment of Cervical Precancers by LLETZ/LEEP
8.1 Principles of LLETZ/LEEP 10
8.2 Orientation on LLETZ/LEEP Device and Device Specific Troubleshooting 10
8.3 Eligibility Criteria for LLETZ/LEEP 5
8.4 Instruments and Consumables Required, and SOP for LLETZ/LEEP 20
8.5 Post Treatment Advice, and Management of Treatment Complications 20

Tea Break 15
9 Post-Training Knowledge Assessment 10
10 Open House 15

Total 420

TRAINING SCHEDULE DAY -2
HANDS-ON SESSION
S. No Topics (MTi::::tees)

1 Session 1- Hands-On Session
1.1 Opening Remarks 10
1.2 Orientation on Cryotherapy, Thermal Ablation and LLETZ/LEEP Device 30
1.4 Hands-On Session for Cryotherapy 120

Lunch Break 35
1.6 Hands-On Session for TA/LLETZ/LEEP Device 210
1.7 Open House 15

Total 420
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TRAINING SCHEDULE
HYBRID MODEL

TRAINING SCHEDULE DAY -1

ONLINE THEORY SESSION
S. No Topics (MTiri::tees)
1 Session 1- Introductory Session
1.1 Opening Remarks and Program Strategy 15
1.2 Introduction of Trainers and Trainees 10
13 Pre-Training Knowledge Assessment 10
2 Session 2- Introduction to Cervical Cancer and Anatomy of Cervix
2.1 Introduction to Cervical Cancer, Sign and Symptoms, and Strategies to
Prevent Cervical Cancer, Importance of Counselling 15
2.2 Structure of Cervix- SCJ, TZ, Types of TZ 15
23 Precancerous Conditions of Cervix 10
3 Session 3- Introduction to Cryotherapy
3.1 Treatment of CIN 5
32 Treatment by Cryotherapy 10
33 Indications for Cryotherapy 10
34 Setting up Cryosurgical Unit and Device Specific Troubleshooting 10
35 Equipment and Consumables for Cryotherapy 5
3.6 SOP for Cryotherapy 15
Session 4- Case Discussions 15
Session 5- Post Cryotherapy
5.1 Decontaminate Cryotherapy Unit 5
5.2 Side Effects and Complications 10
53 Post-Treatment Care 10
5.4 Follow-up after Cryotherapy 5
5.5 Common Problems Encountered during Cryotherapy and their Management 10
5.6 Cryotherapy Video 10
6 Open House 15
Total 210
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TRAINING SCHEDULE
HYBRID MODEL

TRAINING SCHEDULE DAY -2

ONLINE THEORY SESSION
S. No Topics (D;l;li::lltees)
1 Session 1- Introductory Session
1.1 Opening Remarks 5
1.2 Revision of Cryotherapy 15
2 Session 2- Introduction to Thermal Ablation
2.1 Principles of Thermal Ablation 5
22 Orientation on Thermal Ablation Device and Device Specific Troubleshooting 10
23 Eligibility Criteria for Thermal Ablation 10
2.4 Instruments and Consumables Required 5
2.5 Steps of Thermal Ablation 15
2.6 Post Treatment Advice 10
2.7 Management of Treatment Complications 10
3 Session 3- Case Discussions 30
4 Session 4- Treatment of Cervical Precancers by LLETZ/LEEP
4.1 Principles of LLETZ/LEEP 10
42 Orientation on LLETZ/LEEP Device and Device Specific Troubleshooting 10
43 Eligibility Criteria for LLETZ/LEEP 5
4.4 Instruments and Consumables Required 5
4.5 Steps of LLETZ/LEEP 15
4.6 Post Treatment Advice 10
4.7 Management of Treatment Complications 10
5 Post-Training Knowledge Assessment 10
6 Open House 20
Total 210




TRAINING SCHEDULE
HYBRID MODEL

TRAINING SCHEDULE DAY -3
HANDS-ON SESSION

S. No Topics (1\,;1;::: es)

1 Session 1- Hands-On Session

1.1 Opening Remarks 10

1.2 Orientation on Cryotherapy, Thermal Ablation and LLETZ/LEEP Device 30

1.4 Hands-On Session for Cryotherapy 120
Lunch Break 35

1.5 Hands-On Session for TA/LLETZ/LEEP Device 210

1.6 Open House 15
Total 420
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PRE AND POST TRAINING
KNOWLEDGE ASSES

Objective

To assess the knowledge of service providers before training (pre-test) and to assess the effectiveness of
training (post-test).

Time: 10 Minutes

1. All the statements about thermal ablation are true, except:
a. Ablative technique
b. Causes thermal destruction of tissue at 100-120°C
c. Multiple applications to cover a large lesion can be done

d. Requires anaesthesia

2. Woman is eligible for cryotherapy/thermal ablation if:
a. Entire lesion is visible on the ectocervix are occupies less than 75% of the cervix
b. Lesion occupies 90% of TZ
c. Extension on to vaginal wall

d. Suspicion of invasive cancer

3. Which of the following statements is false?
a. Mature epithelium evenly stains with Lugol's iodine
b. Dense acetowhite areas are seen after application of acetic acid on normal atrophic
¢. Petechial haemorrhagic spots may appear afler manipulation in postmenopausal women

d. SCJ recedes into the endocervical canal in post-menopausal women

11




4. The following is a true statement for eryotherapy procedure:
a, 5-3-5 minute double freeze technique is used
b. Pressure of refrigerant gas should be 40-70 kg/cm
c¢. Ice ball is not formed at the end of the procedure

d. Pull off cryotip immediately at the end of procedure

5. Advantage of thermal ablation is:
a. Can treat lesions within the endocervical canal
b. Electricity not required
c¢. Tissue is obtained for confirmation of diagnosis

d. No anaesthesia required

6. Following are the warning signs for a woman to return to the health facility immediately
after cryotherapy, except:

a, Foul-smelling or pus-coloured vaginal discharge
b. Severe lower abdominal pain
c. Fever for more than 38 °C

d. Spotting or light bleeding

7. Which of the following is a false statement about post-cryotherapy advice?
a. Complete abstinence for 4-6 weeks
b. Report immediately if light bleeding occurs
¢, Use sanitary napkins for a few days after treatment

d. Report if purulent vaginal discharge occurs

8. Which of the following is not an indication for LEEP?
a. Glandular abnormality on punch biopsy
b. Discordance between cytology. colposcopy and punch biopsy

c. Treatment failure with ablative therapy

2




d. Cervical polyp

9. ‘Which of the following is not a contraindication for LEEP?
a. Pregnancy
b. Severe local infection
¢. Two months postpartum

d. CIN 3 with type | TZ

10.  All the following are advantages of LEEP, except:
a. Can be performed under local anaesthesia
b. Tissue is available for histological evaluation
c. Small risk of adverse obstetric outcome

d. Outpatient procedure

Answer

Q. No

Answers
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TRAINING MODULES
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MODULE - 1
INTRODUCTION TO CERVICAL CANCER

2
%

To understand the cause, symptoms and strategies

Aim :
to prevent cervical cancer
Time 15 min
Material Required Presentation

Qualifications of the Technical
Resource

Gynecologist /| PGMO
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History of Cervical Cancer

Cervical cancer is caused by infection with Human Papillomavirus (HPV), which is a common sexually
transmitted infection. Most people are infected with HPV shortly after the onset of sexual activity. HPV
infects 80-90% of women in reproductive life. In more than 80% of women, the infection clears on its own
within a year. It is only in a few women that the infection persists and may lead to the development of
precancer or cervical cancer later in life. For cervical cancer to develop, it takes about 15-20 years after HPV
infection in women with normal immune systems.

Invasive cervical cancer is preceded by a precancerous or intraepithelial stage, where screening techniques
like cervical cytology, HPV DNA tests, and VIA can detect and treatment can be provided before CIN
converts to an invasive stage,

Human Papillomavirus

Human Papillomavirus is a double-stranded circular DNA molecule. Over 100 types have been identified,
most cause benign disease, but 15-20 can cause cancers like cervical, oral. and genital cancers. HPV type
16,18 cause 70% of cervical cancers and precancerous lesions.

There are 3 steps necessary for cervical cancer development
1 HPV Infection
2 Progression to Cervical Intraepithelial Neoplasia (CIN)

3 Invasive Cancer of Cervix

progress
5 . v
HPV Progress
Normal ; g B - - - - >
Cervix infected Cancer Cances
cervix
A A
Clearance Regress
I it {
Approx. 1 year Approx. 6-13 years

17




Pathogenesis: How does HPV cause cervical cancer?

Whenever there is cervical ectropion (prominent in puberty, pregnancy, OCP), there is a greater chance
that the everted columnar epithelium will be exposed to high vaginal acidity, leading to the destruction of
cells. This leads to proliferation of sub-columnar reserve cells with reserve cell hyperplasia and
formation of metastatic, immature squamous epithelium and subsequently normal glycogen-containing
mature squamous epithelium.

A virus replicates only inside the host cell. HPV has 2 oncoproteins namely E6 and E7 which when
incorporated in host cell DNA prevent cell destruction and induce tumor formation. If there is persistent
infection with HPV 16, 18 and 45 of the immature squamous epithelium of cervix the result is formation
of atypical or dysplastic squamous epithelium.

SZ Symptoms of Cervical Cancer

: 2 3
) ]

C=D

Abnormal Post-menopausal Post-coital Foul smelling/
vaginal bleeding bleeding bleeding excessive
vaginal discharge
Unusual vaginal discharge Dyspareunia -
tinged with blood painful intercourse

v CIN and early stages of cervical cancer can be symptomless. Therefore, there is a great need for
prevention, screening, early detection and treatment.




Strategies to Prevent Cervical Cancer

Primary Prevention Secondary Prevention Tertiary Prevention

= HPV vaccination »  Screening for CIN - > Early detection and
> ABC (Abstain, Be fyltclo\b:ﬁHP\a’ DNA treatment nlf invasive
faithful, use Condoms), L SAHUET CEV I
safe sex, male »  Treatment of cervical
circumcision precancer

22
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Cervical cancer is caused by infection with Human Papillomavirus (HPV) which is a
common sexually transmitted infection

Common symptoms of cervical cancer are:
Abnormal vaginal bleeding
Post-menopausal bleeding

Post-coital bleeding

Foul smelling/excessive vaginal discharge
Unusual vaginal discharge tinged with blood

Dyspareunia - painful intercourse

EEEERTS

CIN and early stages of cervical cancer can be symptomless, therefore there is a great
need for prevention, screening, early detection and treatment

1\

Up to93% of cervical cancers are preventable'
p ¥

' Center for disease control and prevention (2019), Preventing Cervieal Cancer In the 2151 century
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Aim: To understand the structure of cervix, SCJ, TZ and CIN
Time: 30 min
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Structure of Cervix

Uterine Cervix: The cervix is the lower fibromuscular portion of the uterus. It consists of two parts -

The portio vaginalis (ectocervix ) which projects into the vagina and the supravaginal cervix (endocervix).
Between the external os and the internal os lies the cervical canal. The total length of cervix is 3-5¢ms and
diameter 2.5cms. The endocervical canal varies in extent depending on the woman's age and her
reproductive, hormonal and menopausal status.

Clinical Image of ecto cerviy

Struiceure of female reproductive system

Ectocervix is covered by stratified, non-keratinizing, glycogen-containing squamous epithelium. It appears
opaque, pale pink in color. It consists of four layers of cells: basal, parabasal, intermediate, and superficial
layers. From basal to superficial layers, cells undergo an increase in size & reduction in nuclear size, The
intermediate and superficial cells contain abundant glycogen in their cytoplasm. The maturation of
squamous epithelium depends on the hormone estrogen.

Mlcroscuplc lmage of Stratified squamous eplthellum (X20)

. Superficial cell layer-.
~Intermediate cell layer..

. Parabasal layer-

Basal cell layer. 4

#Sereening and Management of Cervical Cancer of Secondary Level Health Care Facilitics

The endocervical canal is lined by mucin-secreting columnar epithelium. It consists of a single layer of tall
cells with dark nuclei close to the basement membrane. It is a single thin velvety-red layer which allows the
underlying vasculature to be seen. The mucosa is thrown into multiple longitudinal folds, protruding into the

lumen of canal-forming crypts.
21 1N




Columnar epithelium (X40)

Basement
membrane

Squamocolumnar Junction or SCJ

Columnar
cells

Stroma

Sowrce: https:Vscreening iare fricolpochap php

Squamocolumnar Junction or SCJ appears as a sharp line with a step. due to the difference in height between
squamous & columnar epithelium. The location of SCJ in relation to external os is variable & depends on
age, hormone status, birth trauma, OCPs use, and pregnancy. Original SCJ visible during pre-menarche is
located on or close to the external os. After puberty & during reproductive life, the cervix swells &enlarges
and the endocervix elongates, leading to eversion of columnar epithelium on the ectocervix (ectropion).

Thus, the original SCJ is located far from the external os.

Columnar
L

Nabothian
eyst

Extemnal -

o5

Internal os

Original squamo-
columnar junction

Adtive squamo-
columnar junction

Cross-section of the cervix and endo-cervix
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Features of normal TZ

The proximal extent of the TZ is the new SCJ and is easy to identify. Tongue like projections of the thin
newly formed metaplastic squamous epithelium is a feature of the normal TZ. Patent crypts appear as small
openings on the normal TZ. Some of the crypts are blocked by the metaplastic epithelium, which leads to the
formation of retention cysts known as nabothian follicles or cysts (as shown in image 1). Nabothian cysts
appear as bluish or white cysts (pimples on the cervix) and are physiological. The crypt openings and
nabothian cysts are features of normal TZ/ The position of the crypt opening or the nabothian cyst farthest
from the SCIhelps to identify the outer limit of the TZ (as shown in Image 2).

[istsl boundary of ransdormanon wne

Naborlslan fallicle

Squamacedumnar [unemen
Ectrpian
Grppeopening

Farrhest crype apening.

Tmage 1 - Nabothian cysts Image 2 - Transformation zone of the cervic

Changes in TZ during pregnancy and menopause

During pregnancy the cervix enlarges, becomes congested and the columnar epithelium extends to the
ectocervix (ectropion). The SCJ is easily visible on the ectocervix (image 3).

During the perimenopausal period and after menopause, the cervix shrinks due to the lack of oestrogen, Due
to shrinkage of the cervix, SCJ moves inside the endocervical canal from the external os. In post-
menopausal, the SCJ is often invisible on visual examination. This is why screening for cervical cancer by
VIA/VILI become difficult after menopause.

Image 3 - Appearance of cervix during pregnancy




Types of Transformation Zone (TZ)

Identification of type of transformation zone is critical to decide treatment modality for cervical
precancer. Depending on the location and the visibility of the SCJ, the transformation zone (TZ) is
categorized into type 1, type 2, or type 3.

»TZ Type 1: The SCJ is fully visible and is located at external os or on the ectocervix

Type 1 transformation zone,
Blue line: SCJ
Yellow line: Distal extent of TZ

Yellow Arrow: Farthest erypt opening

= TZ Type 2: The SCJ is fully visible (with or without an endocervical speculum) and is located
either fully or partially within the endocervical canal

SCI only partially visible SC1J inside the endocervical canal

= TZ Type 3: The SCJ is within the endocervical canal and is only partially visible or not at all
visible, even using an endocervical speculum

- 24 ‘Sawrce: Atlas of Colposcopy: Principles and Practice, IARC, WHO
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Atrophic cervix; the SCJ is not Endocervical speculum used to  Even then, the SCJ is not fully
visible' open the endocervieal canal' visible'

-
|_= Points to Note

v Ina type 3 TZ, VIA may miss a CIN or cancer that may be hidden from view

« Ablative treatment is not indicated in a type 2 or type 3 TZ

What are the Precancerous Conditions of the Cervix?

Persistent HPV infection and unregulated divisions of the squamous cells of cervical epithelium lead to a
pre-cancer condition known as cervical intraepithelial neoplasia (CIN), previously known as dysplasia.
Depending on the severity of the abnormality and extent of involvement of the thickness of the squamous
epithelium, the CIN lesions are graded into CIN 1, CIN 2, or CIN 3 (see image 1).

[n CIN 1 (mild dysplasia), abnormal dysplastic cells are limited to the lower one-third of the epithelium. In
CIN 2 (moderate dysplasia) and CIN 3 (severe dysplasia, stage O cervical carcinoma in situ), the cervical
epithelial abnormalities extended up to the middle third and the upper third respectively.

"Source: Atlas of Colposcopy: Principles and Practice, IARC, WHO 25 -




’ \ - \
CIN 2:Dysplastic cells extending to the middie one
third of the epithelium

% - 4 .

| €IN 3: Dysplustic cells extending w the fll thickness of the
| epithelinm

Image 1 - Grades of cervical intracpithelial

b b 5 'y

» L4 " 4 r

HPV Low-grade High-grade Squamous cell
infection SIL SIL carcinoma

(LSIL) (HSIL) (SCC)

Columnar epithelium Squamous cpithelium Transforming infection

Image 2 - Grades of cervical intragpithelial
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CIN lesions do not always progress to cancer and a good number of them may spontaneously regress. It has
been estimated that the possibility of regression of CIN 1, CIN 2 and CIN 3 lesions are 57%, 43%, amd 32%
respectively. While the CIN 1 lesions rarely progress to invasive cancer, the possibility of progression of
CIN 2 or CIN 3 lesions are high unless treated. CIN [ lesions are also known as low grade squamous
intraepithelial lesions (LSIL) because of the low potential for progressions. CIN 2 and CIN 3 lesions are
grouped together as high grade squamous intraepithelial lesions (HSIL) as a large number of them will
progress if left untreated. The time interval between the HPV infection and the development of cervical
cancer varies and is at least 10 years. (see image 2)

Precancerous lesions arising from the columnar epithelium are referred to as adenocarcinoma in situ (AIS).
Cervical precancerous conditions do not cause any symptoms and are detected only by special tests.

-
— IE} Point to Note N

The cervix is the lower fibromuscular portion of uterus consisting of two parts, the ecfocervix
and the endocervix

Between the external os and the internal os, lies the cervical canal

Location of SCJ in relation to external os is variable & depends on age, hormone status, birth
trauma, OCPs use, pregnancy

The transformation zone is the region of the cervix, where columnar epithelium has been
replaced and/or is being replaced by new metastatic squamous epithelium

Cervical Intraepithelial Neoplasia (CIN) or preinvasive cancer is diagnosed, when
dysplastic changes are limited to the epithelial lining and the basement membrane is intact

SN 5 8585

CIN isclassified into CIN 1.2 & 3, depending on the depth of involvement of epithelium
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INTRODUCTION TO TREATMENT OF CERVICAL PRECANCER
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To understand the management of screen positive woman
and principal of cervical precancer treatment

Time:

15 min

Material Required:

Presentation

Qualifications of the Technical
Resource

Gynecologist
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Introduction

Management of Women Positive on VIA Screening Test

In the population-based screening program, VIA is the test used for screening cervical cancer. All VIA
positive women should be evaluated by gynaecologist and lady medical officer at the nearest health care
facility. If the gynaecologist diagnoses it as the true VIA positive, the women should be advised to undergo
either treatment or further confirmatory diagnosis.

Screen and Treat Approach

As mandated by Government of India (Gol) guidelines, VIA is adopted for cervical cancer screening
because of the high cost of setting up cytology and HPV testing. Availability of immediate results in VIA
provides an opportunity for treating the lesions in the same sitting which is called ‘Screen and Treat’
approach in which treatment decision is based on a screening test, and not on a histologically confirmed
diagnosis of CIN. The treatment is provided soon or ideally immediately after a positive screening test.

The screen and treat approach enables early identification and treatment of precancerous lesions.

29




Sereen and Treat Algorithm

Eligible women undergo
VIA at PHC

?

VIA Negative VIA Positive Suspicious of Cancer

Refer to TCC for

Rescreen after 5 years : s 5
ki further management

Lesions eligible for
screen and treat

Lesions not eligible for
screen and treat

Cryotherapy/

Thermocoagulation Refer for Colposcopy to
Gynecologist/Lady Medical Officer
where available and
manage accordingly
Follow-up after 1 year with VIA PHC/CHC/DH

Figure I1: Screen and Treat Algorithm at Health Care Facility

Treatment of Cervical Intraepithelial Lesions

Cervical premalignant lesions may be treated by either ablative or excisional techniques. Ablative
techniques use either cold injury (cryotherapy) or heat injury (thermal ablation) to destroy the abnormal
epithelium of the transformation zone of the cervix. The most widely used excisional technique is large loop
excision of the transformation zone (LLETZ), also known as the loop electrosurgical excision procedure
(LEEP), in which the entire abnormal transformation zone (TZ) is removed using a metallic wire powered
by an electrosurgical unit.

Sorrce: Gol module on “Screening and Management of Cervical Cancer at Secondary Level Health Care Factlities

30




Whereas excisional techniques can be used to treat all cervical premalignant lesions, ablative techniques are
suitable only for lesions that fulfil certain selection criteria. Ablative techniques are simpler and have fewer
complications compared with excisional techniques. In a screen-and-treat programme, every VIA
positive woman should be assessed for the suitability of the lesion for ablative treatment.

Principles of treatment of cervical intraepithelial neoplasia (CIN) are-

1. Screening Test 2. Colposcopy Diagnosis 3. Histopathology

v All screen-positive v" All women suspected Diagnosis
women should be to have high-grade CIN v Confirmed CIN cases
treated should be treated should be treated

2 Whatever the decision-making process is, the treatment of cervical precancer
involves either of the two types of technique:

1. Ablative Techniques 2. Excisional Techniques
v Cryotherapy v LLETZ/LEEP
v Thermal Ablation

31
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The entire transformation zone undergoes HPV-induced clonal change

and is at risk of developing CIN

v Therefore, the whole transformation zone (TZ) should be treated
(ablated or excised), irrespective of the size of the lesion

High-grade CIN lesions often extend into the crypts present in the TZ. The
depth of the erypts can be up to 5 mm

¥ During ablative treatment, the tissue destruction must extend up to 7-8
mm to ensure complete clearance of disease

Low-grade lesions/ CINI lesions should be treated when follow-up is not
guaranteed

CIN2 and CIN3 lesions should always be treated except in very young
women (younger than 25 years)

The decision to treat a CIN lesion may be based on -

see and treat™) without waiting for histole

or HPV positive result, without colposcopic or histolo

verification (“sereen and treat™) in situations where these diagnostic

re notavailable







10DULE - 4
PRINCIPLE OF TREATMENT BY ABLATIVE METHODS
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To understand eligibility criteria for ablative treatment and

A role of Lugol's iodine in treatment
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Principle of Treatment
by Ablative Methods

Eligibility Criteria for Ablative Treatment

Ablative treatment (cryotherapy/thermal ablation) can be used to treat an abnormal transformation zone
provided the following criteria are ful filled:

1. SCJ Visibility: The squamocolumnar junction (SCJ) should be fully visible and should be on the
cctocervix orat the external os

2. Location of the Lesion: If there is a visible lesion, it should be on the ectocervix without any extension to
the endocervix or to the vagina

3. Size of the Lesion: If there is a visible lesion, it should not occupy more than 75% of'the ectocervix
4, Suspicion of Invasive Cancer: There should not be any suspicion of invasive cancer

5. Size of Cryoprobe: The size of the lesion should be such that it can be fully covered by the tip of the
largest cryotherapy probe (applicable for eryotherapy only)

The steps to determine eligibility for ablative treatment require addressing the following questions-

1 Is the SCI fully visible? Yes

2 Is the SCJ located on the ectocervix or at the external os? Yes

3 Does the size of the lesion occupy less than 75% of the

ectocervix? Xe

4 Does the lesion extend to the vagina and/or to the endocervix? No

5 Is there any suspicion that the lesion could be an invasive cancer? No
If cryotherapy is being used, an additional question to answer is -

6 If the tip of the largest cryotherapy probe can adequately cover the Yes

entire transformation zone?
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Figure 2: Cervix before application of acetic acid.
Nabothian cyst at 10 o’clock position and multiple

crypt’

Figure 4: Cervix before application of acetic acid.
SCT fully visible'

6

Examples - Determining Eligibility Criteria for Ablative Treatment

One minute
afier
application
of 5%
acetic acid

Figure 3: Cervix after application of 5% acetic acid-
VIA positive: The lesion can be treated by ablation,

becanse —

SCTis fully visible at the external os

Aesion ocoupies less than 75% of the ectocervix

No suspicion of invasive cancer

Aesion does not extend to vaginal or endocervical
canal

Original SCJ (green line) and nahotfivn cysis (velfon

One minute
after
application
of 5%
acetic acid

!

Figure 5: Cervix after application of 3% acetic acid-
VIA positive: The lesion can be treated by ablation,
because -

KOS is fully visible at the external os

esion oceupies less than 75% of the ectocervix

o suspicion of invasive cancer

Aesion does not extend to vaginal or endocervical
canal

Grr:wim'ﬁ SCJ (green line) and nabothian cysts (yellon

‘Source: Atlas of visual inspection of the cervix with acetic acid for sereentng, triage, and assessment for treatment




One minute
after
application
of 3%
acetic acid

Figure 6: Cervix before application of acetic acid. Figure 7: Cervix after application of 5% acetic acid-
A Nabothian cyst is partially covering the SCJ' VIA positive: The lesion is not eligible for ablative
treatment, becanse-
Aesion occupies more than 75% of the ectocervix
sExtends to the vagina
Original §CT (green line)'

One minute
after
application
of 5%
acetic acid

Figure 8: Cervix before application of acetic acid, Figure 9: Cervix after application of 5% acetic acid-

The SCJ is not entirely visible' VIA positive: The dense acetowhite area is not very
big, however, the presence of surface bleeding and the
irregularity of the surface raise the suspicion of
invasive cancer. The lesion is not eligible for ablative
treatment —

Buspicion of invasive cancer'

'Source: Atlas of viswal inspection of the corvix with acetic acid for sereening, triage, and assessment for treatment 37




One minute
afier
application
of 5%
acetic acid

=
ol

Figure 10: Cervix before application of acetic acid.
Cervix inflammed and covered with purulent'

LA

Figure 11: Cervix after application of 5% acetic acid-
VIA positive: The lesion is not eligible for ablative
treatment —

1 hite area extending inside endocervical canal
Original SCJ (green line)'

ole
|E} Points to Note

" Ablative treatment should not be performed in presence of active acute infection of cervix

+" The patient should be advised appropriate antibiotics to treat infection and recalled for
treatment after the course of antibiotics is complete

- 38 ‘Source: Atlas of visual inspection of the cervix with acetic acid for sereentng, triage, and assessment for treatment




Role of Lugol’s Iodine in Identifying the
Transformation Zone for Treatment

Application of Lugol’s iodine may help to better delineate VIA positive lesions and guide treatment. The
strong colour contrast between the normal cervical epithelium, which stains with Lugol’s iodine, and the
abnormal epithelium, which does not take up Lugol’s iodine, helps to demarcate the outer margin of the
lesion before treatment of cervical neoplasias by ablative or excisional methads in a screen-and-treat
setting. lodine stains the glycogen-containing normal epithelium to dark brown, while the neoplastic
epithelium, in which the abnormally dividing cells do not produce glycogen, remains unstained. The
normal epithelium appears dark mahogany brown, whereas the diseased epithelium is visible as areas
appearing bright yellow or mustard yellow. The sharp contrast between the abnormal epithelium and the
normal epithelium enables much better delineation of the abnormal transformation zone that needs to be

treated.
Wf“\‘
153

application
af Lugols I

Figure 12: Normal mature squamons epithelivm Figure 13: After application of Lugol’s iodine, normal

remains pink after application of acetic acid squamous epithelium appears dark mahogany brown

Todine
Squamons epithelium (blue arrow), SCJ (blue line)' Squamons epithelium (blue arcow), SCJ (hlue line)'

Afier
application
of Lugol’s

lodine

=

Figure 14: Dense acetowhite area in the TZ after Figure 15: The acetowhite area does not take up
application of acetic acid (histopathology: HS1L- iodine and appears bright mustard yellow after
CIN3) application of Lugol’s Todine
Acetowhite area (blue arrow)’ Todine negative area (blue arrow)’

'Source: Atlas of visual inspection of the cervix with acettc avid for screening, triage, and assessment for treatment 3 9
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— :} Points to Note

«" lodine uptake areas are always considered normal

" lodine non-uptake areas are visible in several non-neoplastic conditions, such as atrophic
epithelium, inflammation, squamous metaplasia. and healing and regenerating epithelium

v~ Aniodine negative area due to CIN or invasive cancer is usually uniformly bright yellow and
is always located within the transformation zone

- 40 ‘Sanrce: Atlas of visual inspection of the cervix with acetic acid for screening, triage. and assessment for treatment




Steps for Applying Lugol’s lodine to the Cervix

(i

After completing the assessment with acetic acid, take a dry cotton swab and wipe out the
excess acetic acid solution present on the posterior blade of the speculum

Gently paint the whole cervix with a small cotton swab dipped in Lugol’s iodine solution

o The colour change is visible immediately; there is no need to wait

The acetowhite area does not take up iodine stain and appears mustard yellow. and the
normal squamous epithelium is stained dark brown

Delineate the outer margins of the iodine non-uptake areas, and reassess whether the lesion
occupies less than 75% of the ectocervix

The columnar epithelium is not stained with Lugol’s iodine and retains its original red colour

Afrer
application
of Lugol’s

lodine

=

Figure 16: Painting the ectocervix with a small cotton Figure 17: Lugol’s indine provides colour contrast
swab soaked in Lugol's ioding' and sharply delineates the area to be treated
lodine negative area (Mue arrow)’'

Point to Note

v Application of Lugol's iodine should be done after completing the assessment with acetic
acid, because the iodine stain covers all other features. including acetowhiteness of the
epithelium

‘Sonrce: Atlas of visual inspection af the cervic with acetic acid for screening, triage, and assessment for treatiment 41




Use of Lugol’s lodine for Pre-Treatment Assessment

VIA positive women who are eligible for treatment by ablative methods in a screen and treat setting can be
further assessed after application of Lugol’s iodine before treatment. However, this assessment is not
mandatory and should be practised only in settings with a regular supply of Lugol’s iodine solution.

1. Assessment of the size of the lesion

Assessment of the size of the lesion tends to be more precise after application of Lugol’s iodine, because of
the strong colour contrast between the normal area and the abnormal area. Strong colour contrast after
application of Lugol's iodine provides a better approximation of the percentage of the cervix occupied by the
abnormal epithelium. Lesions that occupy less than 75% of the ectocervix are eligible for treatment by
ablation.

After
application
of Lugol’s
Todine

Figure 18: Acetowhite area on the anterior lip located Figure 19: Lugol's iodine sharply delineates the
in the TZ, attached to the SCJ (histopathology: LSIL- margins and helps in assessing the size of the lesion.
CING' This lesion occupies less than 75% of the ectocervix'
After [
application
of Lugol's
Todine

Fignre 20: The dense acetowhite area occupies more Figure 21: The acetowhite area appears mustard
than 75% of the ectocervix (VIA paositive). It is not vellow. The strong colour contrast sharply delineates
suitable for treatment by ablation' the abnormal area, which occupies more than 73% of

the ectocervix. Such large lesions are not suitable for
treatment by ablation’

- 42 “Source: Atlas of visual inspection of the corvix with acetic avid for screening, friage, and assessment for treatment




2. Assessment of the margins of the lesion

Sometimes the margins of thin acetowhite lesions are not obvious, and this may give rise to dilemmas in
deciding on the area to be treated. In such situations, the colour contrast produced by Lugol’s iodine assists
in casy identification of the margins of the lesions and thereby helps in determining the extent of the area for

treatment.
I After ’
application |

af Lugols
Todine

Figure 22; The peripheral margins of the thin Figure 23: After application of Lugol’s iodine, the

acetowlhite areas on the anterior and posterior lips margins of the lesion become obvious. The contrast

are indistinet, making it difficult to assess the precise between the yellow abnormal epithelium and the

area for treatment (histology: LSIL-CINT' brown normal epithelium precisely identifies the area
for treatment’

After
application
af Lugol's

Todine

Figure 24: The thin acetowhite area at the 10 o 'clock Figure 25: Lugol's iodine provides a strong colour
position has an indistinct outer margin contrast and sharply delineates the margins of the
(histopathology: LSIL-CINI)' lesion and the area to be treated

‘Source: Adlas of visual inspection of the cervix with acetic acid for sereening, (riage, and assessment for treatment 43 -




3. Assessment of the size of the probe for ablative treatment

Selection of the appropriate size of the probe for cryotherapy or thermal ablation for treatment of the
abnormal area on the cervix can be made easy by application of Lugol’s iodine to the cervix. Because the
margins of the lesion are sharply delineated by the colour contrast produced by Lugol’s iodine, the
area to be treated becomes prominent, This helps in choosing a suitable size of the probe that will
adequately cover the abnormal area.

After
application |
of Lugol's

fodine

Figure 26: A thin acetowhite area is seen in the TZ Figure 27: After application of Lugol’s iodine, the

on the anterior lip (histopathology: LSIL-CIN1)' treatment area is well demarcated by the colour
contrast. The area can be treated by using a large flat
cryotherapy probe or by 1-2 overlapping applications
of a thermal ablation probe’

After
application
of Lugol’s

Todine

b

Figure 28: Thin acetowhite areas are seen on the Figure 29: Thin acetowhite areas are seen on the
anterior and posterior lips within the TZ anterior and posterior lips within the TZ
(histopathology: LSIL-HPV changes)' (histopathology: LSIL-HPV changes)'

- 4.4 Sowrce: Atlas of visual inspection of the cervix with acetic acid for sereentng, triage, and assessment for treatment




4. Assessment of the number of applications of the selected probe:

Sometimes the shapes of lesions are such that they cannot be effectively covered by a single application of
the largest cryotherapy probe. Such lesions are best treated by multiple, overlapping applications of a
small thermal ablation probe. When performing treatment by multiple applications, delincation of the
outer margins of the lesion can become tricky. In such circumstances, the colour contrast produced by
Lugol’s iodine helps in correctly determining the peripheral margins of the lesions. which can otherwise be
missed during treatment.

After
application
af Lugols

Todine

Figure 30: The TZ is large, with multiple acetowhite Figure 31: Application of Lugol’s iodine sharply
areas arising from the SCJ and extending outwards demarcates the peripheral margins. The abnormal
(histopathology: LSIL-CINI)' area can be treated with precision by multiple,

overlapping applications of a thermal ablation probe’

After
application
af Lugol's

Todine

Figure 32: The TZ is large, with acetowhite areas Figure 33: Lugol's iodine sharply defines the
extending ouwtwards from the SCJ (histopathology: peripheral margins, allowing precise and complete
LSIL-CINT) i by multiple, overlapping applications of a

thermal ablation probe’

Semrce: Atlas of visual inspection of the cervix with acetic acid for screening, trlage, and assessment jor treatment 45 -
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CRYOTHERAPY FOR TREATMENT OF VIA POSITIVE LESION
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CRYOTHERAPY FOR THE
TREATMENT OF VIA POSITIVE LESION

Principle of Treatment by Cryotherapy

Cryotherapy is an ablative technique for treatment of ectocervical lesions. It uses the freezing effect of
compressed refrigerant gases like nitrous oxide (N,O) or carbon dioxide (CO.) to destroy the abnormal TZ
of the cervix. The compressed gas is delivered on to the surface of ectocervix through cryoprobes made up of
highly conductive metals (like silver or copper). The flow of gas through the narrow aperture of the
cryoprobe and its subsequent release on the surface of the ectocervix produces a significant drop in
temperature. This causes severe damage to cells by crystallization of water and denaturation of proteins
inside the cells. The ectocervix has sparse sensory nerve endings, as a result an ectocervical procedure
like cryotherapy does not require any anaesthesia.

Indications for Cryotherapy

VIA positive women are eligible for cryotherapy if-

Entire lesion is visible on ectocervix

Lesion is not extending to the endocervical canal or to vagina

fad | b

Lesion is occupying less than 75% of the ectocervix

Lesion should be adequately covered by largest cryoprobe

i
LF I e

There should be no evidence or suspicion of cancer or glandular abnormality

Woman should not be pregnant at the time of treatment

Woman should not be menstruating at the time of treatment

6
7
8 If the woman has recently delivered, she is at least 3 months post-partum
9

Woman should not have pelvic inflammatory disease (P1D) at the time of treatment

10 Endocervical canal is normal and there is no evidence of glandular dysplasia

Knowing the Cryotherapy Unit

Cryotherapy equipment (a cryosurgical unit) consists of a handle grip (cryogun) with a trigger mechanism
that is attached to the cryoprobe on one side and the connecting hose on the other side to transmit gas from
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the gas cylinder. The hose is connected to the cylinder with a connector and a pressure gauge. The cryoprobe
or the cryoshaft has a cryotip made of highly conductive metal. The protrusion of the nipple of the cryotip
should not exceed 5 mm. The gas from the cylinder passes through the hose, the cryogun, and the probe (or
shaft) to the cryo tip. The tip is applied to the cervix, and the cervix is frozen as the gas is released to the

4

Name of Part

atmosphere. The detailed description of each part is given below-

Function

Table I: Parts of cryotherapy unit along with their functions and uses’

How to Use

Hand Unit Allows and controls the low of gas into the  Slip the cryoprobe over the nozzle of the
cryoprobe hand unit and secure by tightening
2 Trigger Controls the flow of gas through the hand Press to allow flow of gas and release to
unit stop flow
3 Handle Grip Part of the hand unit that is held by the Hold the handle grip during the entire
operator procedure
4 Cyroprobe Delivers the refrigerant on to the surface of  Apply the eryoprobe connected to the hand
the cervix and has two parts —cryotip and — unit on the TZ of the cervix for freezing
cryvo shaft effect
5 Cryotip Metal tip of the cryoprobe that covers the  Select the cryotip of appropriate size and
surface of the cervix and induces the shape and press it onto the cervix without
freezing effect touching the vagina
Cryo Shaft Part of the cryoprobe that attaches the
cryotip to the hand unit
7 Gas Conveying Connects the hand unit to the pressure The fiexible tube remains connected
Tube gauge and allows the gas to flow
8 Pressure Gauge Monitors the pressure of gas lowing to the  On opening the gas eylinder if the indicator
hand unit. It has an indicator and three moves to:
colour zones — yvellow, green and red, Green zone - gas pressure is adequate
Yellow zone — pressure too low
Red zone — gas pressure is too high
9 Gas Cylinder Attaches the gas cylinder to the Insert the inlet of the connector into the slot
Connector eryotherapy unit of the gas cylinder valve. Tighten the
attachment by screwing in the tightening
knob of the connector
Washer or Prevent leakage of gas from the system, Make sure that the washers are fitted in
O-rings Washers need to be replaced if they between the cryoprobe and hand unit and
become defective, causing leakage of gas also between the gas cylinder connector
and the cylinder

‘Sowrce: WHO, 2007, p. 102-103, Training of health staff in VIA, HPV detection iest and cryotherapy




Cryoprobe
Handle grip

Trigger

Pressure gauge

Gas conveying tube

Figure 34: Cryotherapy Unit

Setting up the Cryotherapy Unit

» Check the washer before attaching the cryoprobe to the handle grip (cryogun). Replace the washer if'it is
broken

» Select the appropriately sized eryoprobe, depending on the size of the transformation zone, and attach it to
the handle grip (avoid using the probes with endocervical extension)

Figure 35: Attaching Cryoprobe to Cryogun

» Connect the cryotherapy machine to the gas cylinder and tighten the valve

» Open the gas cylinder so that the gas can flow into the handle grip through the hose. Check the gas
pressure indicated on the pressure gauge

» Theideal gas pressure required to perform the cryotherapy procedure is 40-70 kg/cm2

» On opening the cylinder and during the cryotherapy procedure, the indicator of the pressure
gauge should be in the green zone. A needle positioned in the yellow zone indicates low gas pressure,
and in the red zone indicates high gas pressure. In either case, cryotherapy should not be started or should
be discontinued

» Large gas tanks (> 15 litre capacity) should be used for the procedure if possible
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Figure 36: Cryotherapy Gas Cylinder

Wem and Consumables required for Cryotherapy Procedure

Consumables

Equipments

» Examination table
» Light source
# Cusco’s speculum
» Sponge holding forceps
» Cryosurgery unit with adequate gas supply
+ Cryogun
o Cryoprobes
« Gas conveying tube
» Pressure gauge
« Gas cylinder connector

Disposable gloves

Cotton swabs for wiping the cervix
Normal saline solution

Lubricant jelly

Dilute acetic acid (5%) solution
(freshly prepared)

Lugol’s lodine
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Steps of Performing Cryotherapy Procedure

Table 2: Steps for performing cryotherapy procedure

Activity

Pre-Cryotherapy tasks

| Counsel the woman, ensure that the woman has understood the procedure and obtain
informed written consent

2 Ensure that woman has emptied her bladder

3 Check the pressure inside the gas tank. It should be in the green zone as indicated in the
pressure gauge of most of the cryotherapy models

Doing the procedure

4 Insert the appropriate size speculum gently and expose the cervix properly

5 Apply freshly prepared 5% acetic acid to outline the abnormality and wait for a minute,
followed by Lugol’s iodine to delineate the limits of the lesion

6 Ifthe lesion is positive and eligible for treatment with cryotherapy-

7 Choose an appropriate size cryoprobe that adequately covers the lesion. Attach the probe to the
handle grip (cryogun)

8 Wipe the cryotip with saline or lubricant, to ensure adequate thermal contact

9 Apply the cryoprobe tip at the external 0s of the cervix

10 Ensure that the vaginal wall is not in contact with the cryoprobe or you may cause a
freezing injury to the vagina

11 Release the gas by pressing the trigger on the eryogun and hold it for 3 minutes

12 You will observe the ice forming on the tip of the cryoprobe and on the cervix

tals forming Figure 38: Rim of ice
! around the cryotip’
‘Source; Intermational Agency for research on Cancer (TARC), WHO, 5 1

reening.iare.fivatlascolpodetail php* fndex=062&e=0,1,2.3,

SN0 19.3031 43 46476006168, 738388, 89,903,906, 102,105,111




Activity

When the frozen area extends 4-5 mm beyond the edge of the eryoprobe. freezing is adequate.

13 i : )
This will ensure eryoneerosis occurs down to § mm of depth
14 Release the trigger and allow thawing for 5 minutes. Repeat freezing for 3 more minutes
15 After second freezing, allow time for thawing. Do not pull cryoprobe till it comes out on its
own
16 The cervix will have a white crater, which indicates that the cervix is properly frozen
f()u rJ.f;m{ﬁ .rur.fpfrp .frra’g = 62&( =, f} 1.2, !
810,15, .fy fr; 31,43,46,47,60,61,68,73.83,88,89,93,96,102, ]05, il
17 Gently remove the cryoprobe and remove the speculum after careful inspection of the cervix
18 Examine the cervix for bleeding. If bleeding is noted, apply Monsel's paste. Do not pack the

Post procedure tasks

vagina

19 Ask the woman to continue lying down for 5 minutes before letting her getup
20 Document treatment completion in individual case record form
Provide her the date for next follow up and emphasize on the importance of it. Also, ask the
21 woman to report in case she experiences any adverse reaction/effect or has discomfort other
than the ones explained
After use, the probe tip should be wiped with 60-90% ethyl or isopropyl alcohol and then
2 cleaned well with boiled water and disinfected and kept dry. A fter the procedure is completed,

the cryogun, tubing, pressure gauge and gas tank should be de-contaminated by wiping with
cotton soaked with 60-90% ethyl or isopropyl alcohol
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Possible Side Effects

> Cryotherapy is a safe procedure with no significant operative morbidity. The possible side effects and
complications are

Common Side Effects

A little discomfort or Watery vaginal Vaginal pain if the
cramping in the lower discharge probe with the ice ball
abdomen during and for 4-6 weeks touches the vaginal walls

after the procedure

Rare Side Effect
[ )
! Cervical
Stenosis
¢
Pelvic infection, Excessive bleeding, Stenosis of the cervix -

requiring antibiotics and requiring hospital admission late complication
supportive treatment or blood transfusion (extremely rare)

(extremely rare)

» Some women may feel light-headed if they get up from the table
immediately after the procedure. Ask the woman to continue lying on
the bed for 5 minutes after the procedure, to avoid this side effect
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Post-Treatment Care

D) @) @ ¢

Provide a sanitary Inform woman that she The woman Avoid douching
pad to the woman  may experience excessive should be advised or use of tampon
watery discharge for up to not to have sexual for 4-6 weeks
4-6 weeks. She should not intercourse
get worried about it for 4-6 weeks

@ If the woman develops any of the below-mentioned symptoms, she should be asked
to report it and seek medical advice

Fever with temperature Severe lower Foul-smelling or Bleeding for
higher than 100.4 degree abdominal pain pus-like discharge more than two days or
Fahrenheit lasting for bleeding with clots

more than 48 hours

The woman should be advised regarding the follow-up schedule, ask the
woman to return for follow-up after 3 and 12 months of treatment

e
|_:} Point to Note

v~ Antibiotics are not routinely prescribed after cryotherapy. Paracetamol tablets may be given
for 1 or 2 days for pain relief




Follow-up after Cryotherapy

# Healing takes place during the first six weeks after cryotherapy. Granulation tissue is present in the wound
during the first 2-3 weeks after cryotherapy (Figure 40:(b)), which is followed by re-epithelialization of
the surface. Normally, the wound is totally healed within 6-8 weeks of treatment. The appearance of the
cervix 3 months and 12 months after cryotherapy is shown in Figure 40:(c), 40:(d) below-

Figure 40: (a)
The ice ball on cervix Appearance after 2 weeks
immediately after cryotherapy’ of cryotherapy’

Figure 40: (c) Figure 40: (d)
3 months after cryotherapy’ 1 year after cryotherapy’

> The next check-up should be done after 3 and 12 months of the treatment, when the woman may have the
V1A screening test originally performed or a direct colposcopic examination

» Ifthereis a persistent lesion at follow-up, it is preferable to excise the lesion

“Source: Colposcopy and wni of cervical intraepithelial neaplavia: a beginners ' manual,
Edired by J. W, Sellors and R. Sankaranarayanan




Decontaminate Cryotherapy Unit

After treatment the eryo probe should be sterilized before re-using it.

This can be done by following these simple steps-

1 Decontaminate by wiping with ethyl alcohol 60-90%
2 Dip the probe in clean water
et
[T 3 Serub any visible biological matter on the probe tip with a cotton swab and
wash with clean water
o& Clean the probe in any one of the following chemicals:

080 4 ¥ 0.5% chlorine solution or 2% glutaraldehyde for 20 minutes
\__/ v 6% hydrogen peroxide solution for 30 minutes

Eﬁg 4 Rinse the probe thoroughly with sterile water or tap water

Air-dry or dry it with a sterile cloth

(\ @ 6 Clean the cryoprobe shaft and the rest of the cryotherapy unit by wiping
-~ with cotton or clean cloth soaked in 60-90% ethyl or isopropyl alcohol

Make sure that the inside hollow part of the cryoprobe is completely dry
7 before the next use (water inside the probe may freeze and the probe could
crack, thus interfering with proper treatment)




’) Common Problems Encountered during Cryotherapy
and their Management

Table 3: Common problems encountered during cryotherapy and their management

Problems Reason Suggested Solution
Gas stops flowing Gas tank is empty Arrange for a new gas cylinder
Nozzle is blocked by Dip the tip of the nozzle in a small bowl of water and

impurities in the CO. gas flush it by pressing the trigger of the cryogun until the
blockage is cleared

Gas leakage from the | The washer/O-ring is either | Change washer/O-ring (usually provided by the
hand unit missing or is broken manufacturer in the cryo unit) and put in a new
appropriately sized washer

Pressure gauge Inadequate gas in the Stop performing cryotherapy and change the gas
indicator is in the cylinder cylinder
yellow zone

Difficulty in exposing | Laxity of vaginal walls > Put a condom or the cut finger of a glove on the

the cervix speculum

> Insert lateral vaginal wall retractors

» Use a wooden spatula to push away vagina from
between the blades of the speculum

e
— |E} Points to Note N\

 Cryotherapy is an ablative method for treatment of ectocervical precancerous lesions

 Itusesthe freezing effect of compressed refrigerant gases — N,O/CO,
« Cryotherapy destroys the TZ by crystallization of water and denaturation of proteins

« The entire lesion should be visible on the ectocervix, fully covered by the cryoprobe,
occupying less than 75% of ectocervix with no suspicion of cancer

 Watery discharge or spotting can occur until 6 weeks after cryotherapy
"~ Complete abstinence should be followed for 6 weeks after the procedure
 Follow-up is recommended after 3 and 12 months of treatment
The woman should report immediately if she has any of the following symptoms:
» Foul smelling discharge, fever of more than 100.4 degree Fahrenheit

» Heavy vaginal bleeding or severe lower abdominal pain occur within 4 weeks of
treatment

 Anaesthesia is not required
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MODULE - 4.2
THERMAL ABLATION FOR TREATMENT OF VIA POSITIVE LESION

2
%

To learn about thermal ablation as treatment modality

Alm; for cervical precancer
Time: 90 min
Material Required: Presentation

Qualifications of the Technical
Resource

Gynecologist

*
‘0
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Thermal Ablation for the
Treatment of VIA Positive Lesion

Principle of Treatment by Thermal Ablation

Thermal ablation is a safe and acceptable procedure used as an alternative to cryotherapy for treatment of
VIA positive lesions. A probe heated to 100°C- 110°C destroys the abnormal lesions by direct contact
the of the ectocervix (destructive therapy) and does not require anaesthesia. Multiple applications of
the probe are feasible with thermal ablation. Hence, unlike cryotherapy, the technique is not limited by the
disparity between the size of the lesion and that of the probe.The rest of the principles and indications for
treatment by thermal ablation is the same as those for cryotherapy.

Indications for Thermal Ablation

VIA positive women are eligible for thermal ablation, if-

-

Entire lesion is visible on ectocervix

Lesion is not extending to the endocervical canal or to vagina

fad | b

Lesion is occupying less than 75% of the ectocervix

There should be no evidence or suspicion of cancer or glandular abnormality

|

Woman should not be pregnant at the time of treatment

Woman should not be menstruating at the time of treatment

If the woman has recently delivered, she is at least 3 months post-partum

Woman should not have pelvic inflammatory disease (PID) at the time of treatment

o e | ~3 | o

Endocervical canal is normal and there is no evidence of glandular dysplasia

v~ Indications for treatment with thermal ablation are same as cryotherapy
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Equipment and Consumables required for Thermal Ablation

Equipments Consumables
» TA Unit (as shown in the figure 41) +» Disposable gloves
» Examination table » Cotton swabs for wiping the cervix
» Light source » Normal saline solution
» Cusco’s speculum » Dilute acetic acid (5%) solution (freshly
» Sponge holding forceps prepared)

= Lugol’s iodine
# Lubricant jelly
» (1.5% chlorine solution

Figure 41: Thermal Ablation (TA) Unit
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A
l Steps for Performing Thermal Ablation Procedure

Table 4: Steps for performing thermal ablation procedure

S. No. Activity

Pre-Thermal Ablation Procedure tasks

Counsel the woman, ensure that the woman has understood the procedure and obtain

! informed written consent

2 Ensure that woman has emptied her bladder

3 No anaesthesia is required for thermal ablation

Doing the procedure

4 Expose the cervix gently using the cusco’s speculum

5 Focus light source for clear visualization of cervix

6 Moisten the cervix with a saline-soaked cotton swab, for good thermal conduction

7 Apply 5% acetic acid on cervix for 1 minute to outline the abnormality and identify-
> Squamocolumnar junction
> Limits of the lesion
> TZ and area to treat

3 Application of 5% acetic acid to be followed by application of Lugol’s iodine to delineate

the limits of the lesion

9 Apply the probe to the TZ so that the centre of the tip is on the external os

10 Maintain the temperature at 100°C constantly

Keep the probe in contact with the TZ for 20-45 seconds (Treatment time may differ for

11
different models. Please refer to device-specific instruction manual)

12 Withdraw the probe from the cervix after 20-45 seconds; a crater will be visible

Typical duty cycle of thermal ablation:
> 8 seconds of heat up

13 > 20-45 second of treatment

> 10 seconds to cool down

(Duty cycle may differ for different models. Please refer to device-specific instruction manual)
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Figure 42: (a) Thermal ablation Figure 42: (b) Appearance of the
device probe applied to the cervix cervix after thermal ablation’

‘Source: International Agency for research on Cancer (IARC), WHO,
https://screening.iarc.fi/atlascolpodetail php ?Index=62&e=,0,1,2,3,
8,10,15,19,30,31,43,46,47,60,61,68,73,83,88,89,93,96,102,105,111

If the entire TZ is not covered by a single application, apply the probe to another part of the
14 cervix and treat for 20-45 seconds (up to 5 overlapping applications can be made - may
differe for different models)

15 Switch off the machine once the applications are complete

16 Remove the probe carefully so that the probe does not touch the vaginal walls

17 Remove the speculum gently

18 Ask the woman to continue lying down for 5 minutes before letting her get up
19 Counsel the woman and give appropriate follow-up advice

20 Document treatment completion in individual case record form

Provide her the date for next follow up and emphasize on the importance of it. Also, ask the
21 woman to report in case she experiences any adverse reaction/effect or has discomfort other
than the ones explained

22 Disinfect the probes and device
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A
l Possible Side Effects

4

> The possible side-effects and complications of the thermal ablation procedure are the same as those
for cryotherapy

> The duration of vaginal discharge is usually shorter with thermal ablation

Thermal ablation is well tolerated. However, following symptoms may be experienced rarely:

0

Mild pelvic pain Watery discharge, Other side effects
spotting or light are rare
bleeding for 2-4 weeks

Other
side
effects

A
l Post-Treatment Care and Follow-up

4

> Provide a sanitary pad

> The woman should be told that she may experience excessive watery discharge for up to 2- 4 weeks.
She should not get worried about it

> Instruct the woman to abstain from intercourse for 6 weeks
> Avoid douching or use of tampon for 6 weeks
> Inform her of possible complications and ask her to return immediately if she notes:
> Fever with temperature higher than 100.4 degree Fahrenheit lasting for more than 48 hours
> Severe lower abdominal pain
> Foul-smelling or pus-like discharge
> Bleeding for more than two days or bleeding with clots

> Ask the woman to report for follow up after 3 months and 12 months of treatment

« Post treatment care and follow up for thermal ablation is same as cryotherapy
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wminate Thermal Ablation Unit

After treatment by TA, the probe should be sterilized thoroughly before

re-using it. Steps to sterilize are as follows-

(‘ @ 1 Decontaminate by wiping with ethyl alcohol 60-90%

i 2 Dip the probe in clean water

e

TTITITIIIIT 3 Clean any visible biological matter on the probe tip with a cotton swab

and wash with clean water

.@ Soak the probe in any one of the following chemicals:
oEge 4 ¥ 0.5% chlorine solution or 2% glutaraldehyde for 20 minutes
¥ 6% hydrogen peroxide solution for 30 minutes

Cﬁg 5 Rinse the probe thoroughly with sterile water or tap water

Air-dry or dry it with a sterile cloth

‘4\ E - Clean the probe and the rest of the thermal ablation unit by wiping with cotton
s or clean cloth soaked in 60-90% ethyl or isopropyl alcohol




Treatment Complications and their Management
(for Cryotherapy and Thermal Ablation)

Table 5: Treatment complications and management for cryotherapy and thermal ablation

Side Effects

Management

Cramping during treatment

» Counsel the woman before the procedure to expect some degree of
cramping during and afier the procedure

# Cramping can be reduced by giving a mild analgesic like paracetamol
orally half an hour before treatment

» Analgesics can be given after the procedure if the woman complains
of persistent pain

Vaginal pain due to inadvertent
touching of the vagina with a
heated probe

# Make the woman lie down for about 30 minutes

# Give her analgesic tablets like paracetamol or ibuprofen

¥ Reassure her and make sure she is feeling all right before letting her
go

Vaginal discharge (profuse,
watery)

# Reassure the woman that this is expected after treatment
¥ Ask her to use sanitary napkins for comfort

Acute pelvic inflammatory disease

¥ Send swab from vaginal discharge for culture, if feasible
®  Start empirical treatment with antibiotics
» Give supportive treatment

Spotting/light bleeding

= Reassure the woman that this is expected afier treatment
~ Ask her to use sanitary napkins for comfort

Sowvee: WHO, 2007, p.114-115, Training of health staff in VIA, HPV detection test and crvothevapy 6 5




e
— |§} Points to Note

" Thermal Ablation is an ablative method for treatment of ectocervical precancerous lesions
" Ttuses metallic probes heated to 100-110°C
 Typical duty cycle of thermal ablation:
* 8seconds of heat up
*  20-45 seconds of treatment
» 10seconds to cool down
V" Thermal ablation causes thermal destruction of the cervical tissue

 The entire lesion should be visible on the ectocervix, occupying less than 75% of the
ectocervix, with no suspicion of cancer

 Watery discharge or spotting can occur until 4-6 weeks after cold coagulation

v Complete abstinence should be maintained for 6 weeks after the procedure

Follow-up is recommended after 3 and 12 months of treatment

" The woman should report immediately if any of the following symptoms occur within 4
weeks of treatment:

» Foul smelling discharge

» Fever of more than 100.4 degree Fahrenheit

» Heavy vaginal bleeding or severe lower abdominal pain
V" Anaesthesiaisnot required
V" Donot perform ablative therapy if the patient is -

* Menstruating at the time of the procedure

» Pregnant (to be treated after 6 weeks of childbirth/abortion)

» Suffering from any genital tract infection (treat the infection before the procedure)

2
™
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MODULE - 5

TREATMENT OF CERVICAL PRECANCER USING LARGE LOOP

EXCISION OF THE TRANSFORMATION ZONE (LLETZ/LEEP)

2
%

Aim: To learn about LLETZ/LEEP as treatment modality for
m: cervical precancer
Time: 60 min
Material Required: Presentation
Qualifications of the Technical Gynecologist
Resource

68

*
‘9




Treatment of Cervical Precancer Using Large Loop
Excision of The Transformation Zone (LLETZ/LEEP)

~

Principle of Treatment by LLETZ/LEEP

LLETZ/LEEP is an excisional method of treating cervical intraepithelial neoplasia (CIN). In this
procedure, a wire loop electrode powered by an electrosurgical unit is used to remove the entire
transformation zone (TZ) along with the lesion. The heat from a high voltage electrical arc between
the operating electrode and tissue allows the operator to cut by vaporizing the tissue. A blend of
cutting and coagulation current is used. The excision of the TZ treats the abnormality effectively
and provides a specimen for detailed histological evaluation. The width of the loop ranges from 10
mm to 20 mm and the depth ranges from 10 mm to 15 mm. The appropriate size of the loop is chosen
to achieve adequate depth and width of the cut depending on the size and position of the lesion.
Since the disease can extend along the crypts of the TZ and the average depth of a crypt is 5 mm, the
extent of excision should be at least 8 mm to 10 mm to get an adequate disease-free margin.

B-10 mm

Figure 43: Extent of excision necessary to treat CIN lesions’

> Awire loop electrode powered by an electrosurgical unit (ESU) is used to resect the transformation zone
along with the lesion

> It is important to remove the entire transformation zone (not just the lesion) along with an adequate
length of the endocervix to ensure at least 2-3 mm of tumour-free margin and removal of the full
depths of the crypts in the transformation zone

“‘Source: WHO, 2017, p.124, Training of health staff in colposcopy, LEEP and CKC
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» Depending on the type of transformation zone and the length of the endocervix removed, the excision can
be of type 1, type 2, or type 3. Type 1 excision is adequate for a purely ectocervical lesion, whereas type 3
excision is required if the endocervical extent of the lesion is not visible or if LEEP is performed for
glandular abnormalities or microinvasive cancer

L

Figure 44: Types of Excision (Type 1, Type 2, Type 3)'

» The cervical tissue is cut as the heat from the electrical are between the fine wire (active electrode)
and the cervix vaporizes the tissue. Therefore, the loop should not be forced into the cervix; rather,
it should be guided to melt the tissue (like a hot knife in butter). Bending of the loop will resultin a
shallow cone

» Ablend of cutting and coagulation current is used. The wattage required varies from machine to machine,
but it should be started at 40 W coagulation and 40 W cutting current and gradually increased if necessary

> The width of the loop ranges from 10 mm to 30 mm, and the depth ranges from 10 mm to 20 mm. The
appropriate size of the loop should be selected to achieve an adequate depth and width of cut depending on
the size and the position of the lesion. Loops that are too small should not be used, because there will be
charring of the tissue

> ldeally, the transformation zone should be removed as a single piece of tissue. However, a bigger lesion
may require multiple passes of the loop to remove the transformation zone in pieces. The central part of
the lesion should always be excised first

» The tissue removed must be subjected to histopathological examination to determine the severity of the
disease and whether the margins of the cone are free of discase

“Sonrce: WHO, 2007, p. [ 24, Training af health staff in colposcopy, LEEP and CKC
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Indications for LLETZ/LEEP

Eligibility Criteria for LLETZ/LEEP

1 CINI lesion that is persistent beyond 2 years

2 CIN2 or CIN3 lesions

3 CIN lesions that cannot be treated by cryotherapy/thermal ablation

Cervical glandular intraepithelial neoplasia (CGIN) (adenocarcinoma in situ)
(cold-knife conization preferred)

5 Microinvasive cancer (cold-knife conization preferred)

Cytology ASC-H or HSIL with a type 3 transformation zone and no visible
lesion on colposcopy

7 Persistently abnormal cytology in the absence of any lesion visible on colposcopy

VIA or HPV positive lesions that cannot be treated by cryotherapy
(only in settings where the screen-and-treat algorithm is practised)

9 Cytology and/or endocervical curettage shows glandular abnormalities

A
d Contraindications for LLETZ/LEEP

4
1 2 3
Q Q > Q >

Pregnancy Less than 3 months Severe infection/
postpartum/abortion inflammation of cervix
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' Equipment and Consumables required for LLETZ/LEEP

4

Table 6: Equip

t and Ce

bles for LLETZ/LEEP

Equipments

> Examination table with leg support
» Focusing white light for examination

> Smoke evacuator with tubing for
attachment to speculum

> Colposcope

> Electrosurgical unit (with patient return
electrode, hand switch or foot operated switch)

> Loop/ball electrodes

> Insulated self-retaining speculum with
smoke extraction channel

> Sponge holding forceps
> Lateral vaginal wall retractor
> Kidney tray

> Syringe for injecting local anaesthetic
(dental syringe preferred)

Consumables
> Gloves (sterile/gloves after high-level
disinfection/disposable)
> Sterile cotton swabs, cotton swab sticks
> Normal saline
> Freshly prepared 5% acetic acid
> Lugol’s iodine
> Monsel’s paste

> Local anaesthetic (1 or 2 % lignocaine) with or
without 1:100 000 epinephrine

> Lubricant jelly
> Vials containing 10% formaldehyde
> Chlorine solution (0.5%) or 2% glutaraldehyde

Figure 45: LLETZ/LEEP Tray
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" The smoke generated must be sucked out either by a smoke evacuator (preferred) or by a
suction machine attached to the smoke extraction channel

v" Aninsulated speculum is preferred but not essential. Regularly check the insulated speculum
forany damage to the insulation coating

v Aninsulated lateral vaginal retractor may be used if the lateral vaginal walls are patulous and
g p
obstruct the view. However, it causes discomfort to the patient. A non-lubricated condom
(with its end cut off) stretched around the speculum can also hold back the vaginal walls
away

v In most cases the procedure can be performed under local anaesthesia. Regional or general
anaesthesiaisrequired if:

+ The lesion is large and/or extends to the vagina

+  Exposureisdifficult

+ The woman is uncooperative
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A
l Steps for Performing LLETZ/LEEP Procedure

Table 7: Steps for performing LLETZ/LEEP Procedure

S. No. Activity

Pre-LLETZ/LEEP counselling

1 Counsel the woman

2 Explain to the woman why the treatment is recommended and describe the procedure

3 Tell her about the side effects she may expect and the alternatives to LLETZ/LEEP

4 Patiently listen to her problems and concerns and respond to her queries

5 Ensure that the woman is not pregnant

6 Obtain written informed consent for LLETZ/LEEP

Getting ready

7 Check that instruments, supplies, colposcope, LLETZ/LEEP unit are available and ready to

8 Check that the ESU and the smoke evacuator are ready for use

9 Check that the woman has emptied her bladder

10 Help her onto the examining table, help her to undress and drape her

1 Place a reusable patient return electrode under her buttocks or on her thigh and
connect it to the ESU. Ensure electrode has been sanitized before and after use

12 Wash hands thoroughly and air dry them

13 Put on new examination or high-level disinfected surgical gloves

14 Arrange instruments and supplies on a high-level disinfected tray or container

Doing the procedure

Insert an appropriately sized insulated speculum with smoke extraction channel and fix

15 blades so that the entire cervix can be seen clearly

16 Connect the smoke evacuator tubing to the insulated speculum
17 Place a lateral vaginal wall retractor, if required

18 Manipulate colposcope to focus clearly on the cervix




» Apply 5% dilute acetic acid and identify
» Squamocolumnar junction

19 » TZ and area to treat
» Limits of the lesion
20 ply Lugol's iodine to delineate the lesion clearl

21 Inject a local anaesthetic agent (5-7 mL of 1% lignocaine with adrenaline) into the stroma
of the ectocervix (just beneath the epithelium) in a ring pattern at the periphery of the
lesion. Avoid the 3 o’clock and 9 o’clock positions, because you may encounter a
branch of the descending cervical artery

(a) Step 1: injecting the (b) Step 2: injecting the
local anaesthetic at the 8 o’clock local anaesthetic at the
position just below the epithelium 4 o’clock position

© Step 3: injecting the (d) Step 4: injecting the
local anaesthetic at the local anaesthetic at the
2 o’clock position 11 o’clock position

Source: International Agency for research on Cancer (IARC), WHO,
https://screening.iarc.fr/atl Ipodetail.php? Index
=73&e=,0,1,2,3,8,10,15,19,30,31,43,46,47,60,61,68,73,83,88,89,93,96,102,105,111
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Activity

Set the power setting of the ESU to a blend of 40-50 watts of coagulation and 40-50 watts
of cutting currents (Wireless, battery-operated devices have automatic pre-set voltage)

Select an appropriately sized loop depending on the size and endocervical extent of the
lesion so as to remove the lesion with minimum number of passes

24

cutting switch

(a) Apply Lugol’s iodine to delineate
the lesion; note that the long axis
of the lesion extends vertically

(¢) Continue moving the loop
upwards slowly and steadily

Introduce the loop into the tissue 2-3 mm outside the outer margin of the lesion (either left
or right or lower margin, but not the upper margin) and activate the ESU by pressing the

Treatment by LLETZ/LEEP- Direction of cutting: from below upwards

(b) Apply Lugol’s iodine to delineate
the lesion; note that the long axis
of the lesion extends vertically

T

(d) Use the full depth
of the loop to cut across
the endocervical canal

Source of images: International Agency for research on Cancer (IARC), WHO,

https://screening.iarc.fr/atl Ipodetail.php? Index
=74&e=,0,1,2,3,8,10,15,19,30,31,43,46,47,60,61,68,73,83,88,89,93,96,102,105,111
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(e} Take the loop out from a point (i The excis ne with the
just beyond the lesion for the lesion will be free transformation
zane) on the anterior lip

() Pick up the cone (h) Start cante
with a pair of forceps af the ca
any obvious major bleeding

tarting from
the anterior lip and gradually
moving towards the posterior lip

Sowrce of images: International Agency for research on Cancer (IARC), WHO,
s isereening. iave, fidatlascolpoderail php? Index
=Tddke= 01238 10,15 19.30.31.43,46,47,60,61.68,73,83,85.89,93, 96, 102,105,111




Treatment by LLETZ/LEEP- Direction of cutting: from one side to other

| l

(a) Place the loop just beyond the lesion
(or the transformation zone) on the
side convenient to you and activate the
cutting switch; note that the long axis
of the lesion extends horizontally

(b) Continue moving the loop
towards the opposite side
slowly and steadily

(c) Use the full depth of the loop (d) Take the loop out from a point

to cut across the
endocervical canal

(e) Very little bleeding is
encountered if the
diathermy settings are right and
the procedure is done slowly

Jjust beyond the lesion
(or the transformation zone)
on the opposite side

() Start cauterizing the margin
of the cavity and
move towards the centre

Source of images: International Agency for research on Cancer (IARC), WHO,
https://screening.iarc.fi/atlascolpodetail php ? Index
=74&e=,0,1,2,3,8,10,15,19,30,31,43,46,47,60,61,68,73,83,88,89,93,96,102,105, 111
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S. No. Activity

Direct the loop gradually into the cervix until the cross bar nearly comes in contact
25 . i
with the epithelial surface
Guide the loop parallel to the surface of the cervix across the endocervical canal till
26 . . S
the opposite outer margin of the lesion is reached
27 Gradually withdraw the loop and, as soon as it is out of the tissue, release the switch to stop
the ESU
28 Remove the excised tissue with a pair of forceps
29 Fulgurate the defect on the cervix with a ball electrode using the pure coagulation current
from the ESU to control the bleeding
30 If necessary, use multiple passes to remove the lesion entirely
31 Remove blood and clots from vagina and smear Monsel’s paste on the treated area
32 Remove return electrode. Remove speculum and place in 0.5% chlorine solution for 10 min
33 Help the woman to get up from examination table and sit comfortably
34 Send the excised tissue for histopathological examination
Post-LLETZ/LEEP tasks
35 Dispose-off the swabs and other disposable items in appropriate disposal bags
*  Sanitize patient return electrode
* Immerse both gloved hands in 0.5% chlorine solution. Remove gloves by turning
36 them inside out:
» Ifdisposing-offthe gloves, place in leak-proof container or plastic bag
» Ifreusing surgical gloves, submerge in 0.5% chlorine solution for 10 minutes
for decontamination
37 ‘Wash hands thoroughly with soap and water and air dry them
38 Ensure that the woman is not having any discomfort or bleeding
39 Advise her about post-treatment care and follow-up instructions
40 Document the treatment done in the reporting register form along with the follow-up plan




A
§ Possible Complications of LLETZ/LEEP

4

Primary Haemorrhage: Excessive bleeding may occur during LLETZ/LEEP if -
Cervix is congested and hypertrophied,

v

The transformation zone is large, and the lesion extends too far laterally

v

Moving the loop through the cervix too quickly or interrupting the excision midway also induces
more bleeding

> Rarely, the loop may injure the lateral vaginal wall, resulting in profuse bleeding

» Management Approach

S.no. Complications Management

1 Excessive bleeding during | » Add adrenaline to the local anaesthetic

the procedure » Use higher coagulation current for a large, congested cervix

» Complete the procedure in a single smooth, slow, deliberate motion
of the loop through the cervix

2 Loop stops cutting midway | > Withdraw the loop to see whether it is intact

» If the loop is intact, increase the cutting current by 5 W and try
again through the original incision

» Gradually increase the cutting current until the loop starts working

3 Excessive bleeding after » Take a piece of dry gauze on a sponge-holding forceps, and press
the procedure the wound

» Get an assistant to help you

Remove the piece of gauze and try to identify the source of heavy
bleeding under colposcopy- usually it is a spurting artery

» Use the gauze on the forceps to dry the area with one hand and the
diathermy with the ball electrode with the other hand and try to
cauterize the vessel

Increase the coagulation current to 50 or 60 W
Once the major bleeding is controlled

» Systematically cauterize the entire wound, starting from the
periphery of the anterior lip

»  After haemostasis is secured, loosen the blades of the speculum
and check whether new bleeding points appear becauseof the
release of pressure

4 If there is bleeding but no | > Check the lateral vaginal walls for tears
obvious source of bleeding A tear on the lateral vaginal wall needs to be stitched with a
seen on the cervix polyglactin suture

v
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#» Remove the self-retaining speculum and introduce the anterior and
posterior vaginal retractors

#  Expose the injury and infiltrate with a local anaesthetic agent

» Apply interrupted or continuous stitches to stop the bleeding

# Rarely, stitches are required to stop bleeding from the cervix

» Secondary Haemorrhage: The woman may retumn after a few days complaining of heavy
bleeding with passage of clots

» Management Approach
» The woman should be assessed and resuscitated appropriately.

» The vagina should be cleared of all clots, and a tight vaginal pack should be applied. Antibiotics
should be started or changed. Removal of the pack after 24 hours usually stops the bleeding in most
Cases,

» If bleeding persists, the woman should be moved to the operating theatre for exploration, preferably
under general anaesthesia. Bleeding points should be secured by deep stiches with a polyglactin
suture and with diathermy.

Other Complications

Complications Management

I | Vaginal discharge » Most patients have minimal vaginal discharge for 2-3 weeks
after the procedure

» After a week, the discharge usually becomes heavier and may
be bloodstained. This may persist for about 2 more weeks.
Patients should be counselled beforchand

2 | Pelvic inflammatory » Rarely, the woman may have pelvic inflammatory disease,
disease characterized by lower abdominal pain and foul-smelling
vaginal discharge with or without fever

3 | Cervical stenosis = Stenosis of the external os is seen in 2-3% of cases during
follow-up

4 | Premature rupture of » Excision of large transformation zones or type 3 excision is
membranes and associated with a higher risk of premature rupture of membranes
preterm labour and preterm labour in subsequent pregnancies
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Post-Treatment Advice

» Inform the woman about the expected symptoms like watery
o discharge or blood-stained discharge for about 4 weeks

» Advise her to use sanitary napkins, as required, to avoid staining
of clothes

# Advise her to avoid sexual intercourse for about 6 weeks
(or to use condoms if sexual intercourse cannot be avoided)

» Advise her to NOT use vaginal tampons or douche for about 6
weeks

» Advise her to attend for check-up after 1 month when the
histology report would be available. Histopathology report
should be carefully evaluated-

» Cases with invasive cancer on histopathology should be
appropriately managed or referred

» Women with a positive margin on the LLETZ specimen need
individualized management

» Those with CIN 2, CIN 3, microinvasive cancer, or glandular
disease on the inner margin (endocervical and stromal) need
evaluation for repeat LLETZ or hysterectomy

» Those with CIN detected on the ectocervical margin of the cone
need follow-up only
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) » Those with persistent disease at first follow-up after 8-12
0 months need a repeat excision after carefully ruling out
invasive cancer

= Advise her to report back if she has any of the following
symptoms within 4 weeks of treatment:

‘®

Fever with temperature Severe lower Foul-smelling or Bleeding for
higher than 100.4 degree abdominal pain pus-like discharge more than two days or
Fahrenheit lasting for bleeding with clots

more than 48 hours

Decontaminate LLETZ/LEEP Unit

There are various kinds of instruments used in LEEP. These include insulated instruments, plastics

and cords, and metallic instruments. Each requires different cleaning and decontamination

solutions depending on the material of which it is made:

Insulated Instruments: These include speculums, vaginal wall retractors, pick-up forceps,
tenaculum, or any other insulated metallic instrument:

» Insulated instruments should be cleaned thoroughly with a soft brush and soapy water,and then
rinsed at least thrice, with clean water and air drying. DO NOT use bleach (chlorine solution) to
decontaminate

» After cleaning, sterilize these instruments using an autoclave

# The insulated speculum and other insulated instruments used for LEEP may also be disinfected
with glutaraldehyde solution. The manufacturer’s instructions must be precisely followed
because these solutions are corrosive and failure to follow correct procedure will cause
instruments to degenerate over time
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# Do not leave the instruments in a disinfectant solution for more than two hours

# Rinse-off all traces of the disinfectant solution with sterile water

» Inspect the instrument insulation frequently before and after each use for cracks, nicks, cuts, and
depressions which may decrease the effectiveness of the insulation and may lead to electric burn
or shock when in contact with a charged electrode

# Avoid contact with sharp instruments

= Always verify that metal is not visible underneath the insulation coating

Metallic Instruments: These include speculums, vaginal wall retractors, pick-up forceps,
tenaculum, or any other insulated metallic instrument:

# Fully submerge used instruments in a container filled with 0.5% chlorine solution for only 10
minutes

# After 10 minutes, clean instruments with a brush and soapy water (wearing examination gloves),
then rinse at least thrice with clean water and dry properly

» After cleaning, these instruments may be autoclaved

Rubbers and Plastics: Electrical cords, hand switches and smoke evacuator tubes can be
decontaminated with 0.5% chlorine:

» Submerge them in a plastic container filled with 0.5% chlorine solution for 10 minutes
» After 10 minutes, clean them with a brush and soapy water (wearing examination glove)
= Rinse items at least thrice with clean water and dry properly

> After decontamination, place them in high-level disinfection solution (glutaraldehyde) for 20-90
minutes

= Pack items and place in a clean and dry place for storage

Common Problems Encountered during LLETZ/LEEP
and their Solutions

Table 8: Common problems encountered during LLETZ/LEEP and their solutions

Problems Reason Suggested Solution

Difficult exposure of | » Laxity of vaginal walls # Put a non-lubricated condom or the cut finger of a
the cervix glove on the speculum

» Insert lateral vaginal wall retractors

Patient feels pain » Inadequate infiltration of | » Inject sufficient local anaesthetic
during cutting local anaesthetic = Adjust patient return electrode (dispersive plate) so
# Poor contact with as to establish a complete electrical eircuit and
patient return electrode prevent electrical burns to the patient

(dispersive plate)
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Loop does not cut » Inappropriate power #» Choose the power setting that is appropriate for that
properly/ gets stuck setting of the diathermy particular diathermy machine. Ideally this should be
while cutting machine predetermined, and the machine set accordingly
before starting the procedure. Increase the cutting
power gradually, 5W each time, till the loop starts
excising the tissue smoothly

Field of vision in » Smoke evacuation system | » Check the smoke evacuator tube and change if
obscured due to smoke | malfunctioning necessary

Sowrce: WHO, 2007, p 128, Training of health staff in colposcopy, LEEP and CKC

Routine Maintenance Procedures and Safety Precautions for the
Electrosurgical Unit used for LLETZ/LEEP

» The safety and effectiveness of electro surgery is dependent, to a large degree, upon the skill of the user.
The user should read, understand and follow the operating instructions supplied with the electrosurgical
unit and should have adequate knowledge of the principles and use of such systems

# Electrosurgery should not be done in the presence of flammable gases, flammable liquids or flammable
objects in oxygen-enriched atmospheres or in the presence of other oxidizing agents

# The electrical cord of the electrosurgical unit should be connected to a properly grounded receptacle.
Extension cords and/or adapter plugs should be avoided

» Old or worn accessories should not be used

» Safety checks should be performed at least every 24 months by a qualified person who has adequate
training, knowledge, and practical experience to perform these tests. The equipment should be
decontaminated at the end of the day and kept properly covered to avoid dust.

(“'a)
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MODULE - 6
INFECTION PREVENTION DURING
SCREENING AND TREATMENT

2
%

To understand about infection prevention practices during

Adiehis screening and treatment
Time: 30 min
Material Required: Presentation

Qualifications of the Technical
Resource

Gynecologist

X
‘a)
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Infection Prevention During Screening

‘Why is prevention of infection important?

Infection prevention is of paramount importance in all health interventions specially in cervical cancer
screening as instruments come in contact with body fluids and secretions. The spread of infection can occur
if proper precautions are not taken to prevent transmission of microorganisms from an infected person or a
contaminated object to another person. All microorganisms, including normal flora, can cause infection or
disease. Normal flora may cause infection when introduced into an area of the body where they are not
normally found.

How to prevent spread of infection?

As healthcare professionals are frequently exposed to potentially infectious materials, it is mandatory that
appropriate infection prevention procedures are practiced to reduce the risk of infection transmission. The
following are standard universal precautions of infection prevention:

» Washing hands before and after examining each client

» Wearing gloves when touching broken skin, mucous membranes, blood or other body fluids, soiled
instruments, gloves and medical waste

» Disinfecting instruments after use
» Disposal of waste as per standard guidelines
» Safework practices; environmental cleanliness

% All equipment/instruments (speculum forceps, biopsy forceps, endocervical curette, anterior vaginal
wall retractor) must be decontaminated and cleaned by autoclaving or disinfected by boiling (high level
disinfection or HLD)

How to process instruments for cervical cancer screening

Several steps are involved in reducing the risk of infection transmission from used instruments and other
items to healthcare workers and clients. The basic steps for processing instruments, surgical gloves and
other items are as follows:

1. Decontamination is the first step in handling soiled surgical instruments and other items to make objects
safer for handling by healthcare staff. Immediately after use, the instruments and other items should be
placed in a 0.5% chlorine solution for 10 minutes (Fig. a). This step rapidly inactivates microorganisms
like hepatitis B virus, hepatitis C virus and HIV and makes items safer to handle. Surfaces of the
procedure table and parts of any equipment/ instrument that may have come in contact with body fluids
should also be decontaminated by wiping them with 0.5% chlorine solution or 90% ethyl alcohol before
reuse.
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Cleaning refers to scrubbing the instruments with a brush (an old tooth brush works well), using
detergent and water to remove blood, other body fluids, organic material. tissue and dirt (Fig. b). In
addition, cleaning greatly reduces the number of microorganisms (including bacterial endospores) on
items. Items should be thoroughly rinsed with water to remove detergent residue, which can interfere
with chemical disinfection. Wear utility gloves while cleaning, All staff should be careful to protect their
eyes from splashing contaminated water.

Sterilization eliminates all microorganisms (bacteria, viruses, fungi, and parasites), including bacterial
endospores, from instruments and other items, Sterilization should be performed on any item or
instrument that comes in contact with the bloodstream or tissues under the skin. It can be performed
using steam (autoclaving), dry heat, or chemicals

High level disinfection (HLD) is the process that eliminates all microorganisms (including bacteria,
viruses, fungi, and parasites), but does not reliably kill all bacterial endospores, which cause diseases
such as tetanus and gas gangrene. HLD is suitable for instruments and items that come in contact with
broken skin or intact mucous membranes. If sterilization is not available, HLD is the only acceptable
alternative.

Processing of instruments after use for infection prevention

a) Decontamination in 0.5%
chlorine solution

>

¢) Sterilization in autoclave d) Chemical sterilization

Process of HLD

HLD by boiling: Boiling is a simple method of HLD that can be performed in any location that has access to
clean water and a source of heating. Using this method. instruments and other items are submerged in a
covered pot or boiler and the water is heated for 20 minutes after it reaches boiling point . Use instruments
immediately or keep them in a covered, dry, high-level disinfected container. (The container used for drying
the instruments can be used for storage only if there is no water in the bottom of the container). These
instruments can be stored for 7 days if the container remains tightly covered and for 24 hours if the lid of the
container is opened.
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Steps of HLD by boiling

» Submerge the cleaned instruments in water
contained ina covered pot or boiler

» Boil the water for 20 minutes. Timing should
begin when the water is at a rolling (bubbling)
boil. All items should be submerged (totally
covered) in water

= Do notadd or remove any item after the water
begins to boil

» After boiling for 20 minutes, remove the

boiled items using high-level disinfected HLD by boiling
forceps and place them in a high-level :
disinfected container

= Allow the items to cool and air dry

A guide to processing instruments used in cervical cancer screening

Instruments/consumables Process required Suggested procedures

Vaginal speculum, biopsy | Decontamination, cleaning | Autoclavingor HLD by boiling
forceps, endocervical curette, | followed by sterilization or
endocervical speculum, | HLD

vulsellum forceps, insulated
speculum, vaginal side-wall
retractor

Colposcope, LEEP equipment, | Decontamination Wipe with ethyl alcohol
cryotherapy equipment, cryo
gas cylinder, cold coagulator
with probe, examination table,
halogen lamp, instrument
trolley, trays

How to decontaminate various surfacesin cervical cancer screening

The surface of equipment like the cryotherapy unit, focusing lamp, patient examination table, etc. should be
regularly decontaminated as these come in contact with body secretions and blood in screening clinics.
Decontamination is done by wiping the surfaces with 0.5% chlorine solution or 60-90% ethy! or isopropyl
alcohol or iodophores. The examination table should be decontaminated after each patient examination to
prevent transmission of infection from one patient to another or to healthcare providers.
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A
l Annexure - 1

4

Checklist for VIA Screening

Objective: The checklist is designed to enhanceVIA interpretation skillset of service providers. Service
providers are expected to fill the checklist for initial 15-20 cases which ensures that they are well acquainted
with the interpretation framework.

Table 1:Were acetowhite patches visible on the cervix after application of 5% acetic acid? if yes,

observe characteristics

Characteristics of | Observations of Acetowhite lesion Observation Remarks
acetowhite patches (Y/N)

Appeared immediately and stayed for

Speed of appearance R
P PP more than a minute

Opaque/Dull/Cloudy White, not

Colour Intensity transparent, or pinkish white

Distinct white patch on cervix, not

Colour uniformity blending with rest of the cervix

Borders and Distinctly clear and sharp/ raised margin

demarcations
. Close to or arising from SCJ/ close to
Location . . L .
external os if SCJ is not visible/ in the TZ
VIA Result 1. VIA Positive 2. VIA Negative 3. Suspicious for Invasive Cancer
Before VIA
1. Onlywhen New SCJ and transformation zone are clearly identifiable the results of VIA screening are acceptable

2. Presenceof cauliflower growth, irregular surface that bleeds on touch are indications of suspicious of invasive cancer
After VIA
3. Ifallthe observations are YES then lesion is VIA positive else it is VIA negative

4. Thick, dense large acetowhite areas with raised margin that may bleed on touch are suspicious for invasive cancer
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A
l Annexure - 2

4

Checklist for Management of Screen Positive Women

Objective: The checklist is designed to help service providers in identifying cases for pre-cancer treatment
and to decide treatment modality (ablative or excisional). Service providers are expected to fill the checklist
for initial 15-20 cases which ensures that they are well acquainted with the framework to identify treatment
eligibility and decide on treatment modality.

VIA Positive
»  Ifcolposcopy is planned before treatment refer table 2 for reporting colposcopy findings

» Iftreatment is planned basis VIA screening interpretation, refer table 3 for deciding treatment modality

Table 2:Colposcopy reporting Using Swede Score

S- Parameter Feature Score| . Score Allotted
No. €OT¢| pasis Observation
| | Accto-white [ Zero or transparent 0
Uptake un, Vilky
Distinct 2
Zero or diffuse 0
5 Margin and S}}iarp buz1 1rregu1(eit'r%fjagged,.geogrfaphllcal, lsat'elhlte(si ' 1
Surface Sharp and even, difference in surface levels including | 2
cuffing
Fine, regular 0
3 | Vessels Absent 1
Coarse or atypical vessels 2
<5 mm 0
4 Iodine 5-15 mm or two quadrants 1
Staining >15 mm or three to fourquadrants or endocervically
undefined 2
Brown 0
5 | Lesion Size | Fainty or patchy yellow 1
Distinct yellow 2
Total
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Interpretation of Swede Score

Score  Interpretation

0-4 Normal/Low-grade CIN

5-6 High Grade CIN, Non-Invasive

7-10 High grade/suspected of invasive cancer

» Depending on colposcopic appearance of cervix, biopsy (if needed) followed by treatment with ablation

excision can be performed on the same visit

Table 3: If the interpretation is V1A Positive from screening and suggestive of CIN from

colposcopy, answer following question to decide treatment modality for CIN

at external OS (Type TZ-1,2)?

2 | Does the lesion occupy less than 75% of the ectocervix? Yes
Is the size of lesion adequately covered by the cryotip? .

< 1 et g : Yes
(Answer only in case of cryotherapy)

4 | Lesion does not extend to the vagina or to the endocervix Yes

5 | There is no suspicion of invasive cancer Yes

6 | There are no signs of inflammatory infections on the cervix Yes

S. Answers | Treatment | Treatment
No.| Questions (YIN) by Cryo/TA| by LEEP
l Is the SCJ fully visible and located on the ectocervix or Ves If the criteria

for Cryo/TA is
not met and
there is no sign
of invasive
cancer, treat
using LEEP

VIA Negative

~ Explain the meaning of negative result to the woman and ask her to get rescreen after 5 years

Suspicious of Invasive Cancer

» Take biopsy sample from the abnormal area and decide next steps basis biopsy result
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Annexure 3 -
Image Bank for
Screening and
Treatment




Cervix BEFORE opplication Cervix AFTER application of
of 5% acetic acid 5% acetic ocid

Fig: 1.2
Blue Mne: 5T
Green arrow: Squumous epithelium Green line: Quter lemit of T2
Green orrows: Acetowhite epltheiium
The cervix is exposed adequately. No
abnormal discharge is seen The 5CJ becomes prominent. A thin acetowhite
| area with sharp but iregular margins is visible
| ot the 12-2 o'dack position

Type of Transformation Zone : Type 1

‘Were acetowhite patches visible on the cervix after spplication of 5%
acetic acid? if yes, observe characteristics

wrprotation-

Speed of Appearance Appeared immediately and stayved for more than a
minute-
Colour Intensity- Crpacue/Dull/Claudy White

Margins and Demarcations:  Cistinctly clear margin, not blending with rest of the

cenvix

‘Colour Uniformity Distinct white patch on cervik, not blending with rest
of the cervix

tocation. In transformation zone

VIA Fait VIA Positive

¥ 50 fully wisible on ectocervix
Management ¥ Lesion cerupy less than 75% of ectecervix
¥ No Suspicion of invasive cancer
+ Lesian do not extend to voging ar endocervical canol

Cervix BEFORE application Cervix AFTER application af
of 5% acetic acid 5% oretic acld

Bliie lime: 501

Biue arrows: Acetowhite oreas
et ol AU WAHE || e o s

Green line: Quter limit of TZ

Thin

are seei an the anterioe lp a the 10-1 aclock
pasition) and the posteriar fip (ot the & a'dock
position

Type of Transformation Zone : Type 1

Were acetowhite patches visible an the cervix after application of 5%
acetic acid? if yes, observe characteristics

Speed of Appearance Appeared immediately and stayed for more than a

minute-
1 1
Calour Intensity- Orpaque/DullCloudy White
I
| Margins and
Demarcations: Distinctly chear, raised margin
| Colour Uniformity | Distinct white patch an cervix, pot Blending with rest
of the catvix
i Ariging from SCL In transformation zone

VIA Positive
| Lestan eligibie for ablative treatment az

# SCI fully visibde an ectocervie
¥ Lesion occupy less than 75% of ectocervin
Management # Mo Suspicion of invasive cancer
# Lesion da nat extend to vaging or endocenvicn! canal
(The thick white mucus plig ot the external os
e )

areal

IR




Cervix BEFORE application
of 5% acetic ocid

Cervix AFTER application of
5% acrtic ocid

Ble fine: ST
wrrow: Poly
oo N Blue orrows: Acetowhite mrea

Groen fine: Outer fimis of T2
A few red patches are visible on the
pasterior lig, giving rise to strowberry
appearance of the cervix.

A thin ocetowhite orea with irreguiar marging
and attached to the SCI is seen on the anterior
lip it the 10-12 o'clock position). The multiple
seattered white dots on the posterior Np are
dise to cevvicitls

wneat‘l'ramformeﬂnn'm:‘iypt1

Were acetowhite patches visible on the cervix after application of 5%
acetic acid? if yes, ohsenve characteristics

VIA Interpretation-

Appearad immediately and stayed for mare than a
minute-

Colour Intensity:

Margins and Demarcations

Colour Uniformity

Management

Distinct white patch on cervis, nat blending with ress
of the cervix

VIA Positive

Opaque/Dull/Cloudy White

Dugtinctly dear mangin, not blending with rest of the
cervix

Arising from SCJ, In transformation zone

Lesian eifgibie for ablative treatment as

¥ SE1 fulky visible on ectocervis

# Lesion occupy less than 75% of ectocends

+ No Suspicion of invasive cancer

¥ Lesion do not extend to voping ov endocervical canal
{Thin AW areas near external a5 one due o
SqUBMOS Metopiasio)

Cervix BEFORE application
af 5% acetic acid

Eervix AFTER application of
5% acetic acid

e line: 5T/ Blue fine; SC1
The “fish mouth™ f the | hite area
external o3 in @ parous cervix, Green line: Outer limit of T2
| A this anra with rarging
| and arising fram the SC1 is seen at the 12
o'clock positian.

Typa of Transformaticn Zone : Type 1

Were acetowhite patches

acetic ackd? If yes, observe characteristics

wvisible on the cervix after application of 5%

Speed of Appearance Appeared immediately and stayed for moe than a
minute-
Colour Intensity- Opague/Dull/Cloudy White
Margins and Demarcations Distinctly dusr mngin
Colour Uniformity Distinct white patch on cervix, not blending with rest
of the cervx
Location. Asising from SCL In transformation zone
Ve Rl VIA Positive
Lesion efigible for oblathve treatment os
¥ SCI fully visible an ectocervic
Management ¥ Lesion occupy less than 75% of ectotervix
¥ Mo Suspicion of invasive carcer
¥ Lesion da not extend to voging or sndocervical conal
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Cervix BEFORE application
of 5% ocetic acid

Were acetowhite patches visible on the cervix after application of 5%
acetic acid? if yes, observe characteristics

Speed of Appearance Appeared immedately and stayed for more than a
minute-
Colour Intensity- Cpague/Dull/Cloudy White-

Margins and Demarcations | Dtstinctly clear margin, not blending wih rest of the

cenvin
Colour Uniformity Distinct whita patch on carvix, nat blending with rest
of the carvix
Yoemthce Arising from SC1, In transformation zone
The cervix is covered with mucoid Ilue fine: SCI I | 1
discharge. VIA Ramuit VIA Positive
Green arrow: Acetowhite area !
Grewn line: Outer it of 72 Lesion eligible for oblative treatment as
Large ectropion pushing the SC1 far out on the + 5C1 fully visible on ectocervix
ectocervix, A thin acetowhite area with o wel + Lewion orcupy less than 75% of ectocervin
mrcmmnnn:mﬂ‘hﬂ!mmm ¥ Mo Suspicion of imesive cancer
e w # Lesion da not extend ta vaging or endacervical canal
ks {Thin AW areas near external o5 are due to
Type of Transfarmation Zone = Type 1 quamys mitapus)
Cervix BEFORE opplication Corvin AFTER opplication of Were acetowhite patches visible on the cervix after application of 5%
of 5% acetic ocld 5% acetic ocld acetic acid? if yes, obsarve characteristics

Speed of Appearance Appeared immediately and stayed for more than a
miinute-
Colour Intensity- Cpaque/Dull/Claudy White:

Margins and Demarcations | Distinctly clear margin, not blending with rest of the

carvix
Colour Uniformity Digtinct white patch an eervix, not blending with rest
. of the carvix
Fig:11.2 |
lacainn. Arising from SCJ, In transfarmation zone
[ i ez 5 |
The cervix is covered with mucald Green arrews: Acetowhite area VIA Positive
discharge: ot e VIA Result [AW eeas autside TZ are nat Vi4 positive and da nat
requine treatment. in this case AW fesion with well
Misitiple thin imiDhy ity areas it defined margin cttached to SCEis VIA positive)
| epwretptmpluct mirialo cinef e ot ued frown e Lesian efigible for ablative treatment as
| $¢) are visible on both the anterior and
:wrmnmmﬂ_mmum ¥ 50 fully visibile an ectocerviv
_m“"‘wm"“‘“m | | Managament ¥ Lesion cecugy ess than 75% of ectocervix
¥ Mo Suspicion of invasive cancer
Type of Transformation Zone © Type 1 + Lesion da net extend to voging ar endacervical rono!
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Fig: 1.2

Biue fine: SC1

Green line: Duter limit of T2

Green arrow: Acetowhite epithefium with
distinct margin

Green line: Outside limit of T2

Hypertraphied ceriix. & nebothion
cyst i present at the 10 o'tlock
positian

The white area at the & o'dock position is
opague and has o smooth well-defined outer
margin. it is diffieult to pasess continuity
with 5CI

Type of Transformation Zone : W‘

Were acetowhite pahches wisible on the cervix after application af 5%

yas, observe characteristics

Speed of Appearance | Appeared immediatety and stayed for mose than a
| e
Colour Intensity- Oipague/Dull/Cleudy White

Margins and Demarcations.

Distinctly clear margin, not blending with ress of the
CEMviK

Colour Uniformity

Distinct white patch on carvee, not blending with rest
| of the cervix

Location-

VIA Result

Avising Tram SCJ, In trarsformation xone

VIA Positive

(Than acotcashite area is on the T2 Iﬂnupﬂ\tcwmulq« with

SC1 s not wery detinct. The case should be considered

ViA-positive due to the festures of the cetowhite ares.
helped

the camplete ksion bmm

Management

Lesion eligible for ablative treatment as

¥ 501 fully visible on ectocervix

¥ Lesion occupy less than 75% of ectocenis

¥ Mo Suspicion of invosive cancer

¥ Lesion do not extend to vaging or endocervical canal

Cervix AFTER application af
5% ecrtic ocid

Green arrow: Acetawhite epithrlium

@reen arrow: Squamous epithelivm Green line: Cunter imit of T2

The ectocervis is covered by pink

Thin acetowhite oreas with irregular
‘margins are visible ot the 12 o'dock position,
abutting the SCI and within the T2

Type of Transformation Zone : Type 1

Were acetowhite patches vissble on the cervix after application of 5%
acetic acid? if yes, observe characteristics

Margins and Demarcations

Colour Uniformity
Location-

VIA Result

Management

VIA Interpretation-

Appeared immediately and stayed for mase than a
minute-

| CDaqueiﬁulh'Clm Whne

Distinctly clear margin, not bleading with rest of the
cenvix

Distinct white patch on cendx, not Blendng with rest
of the carvix

Ariging from SC), In transformation zone

VIA Positive
" Lesion eligible for ablative treatment oy

¥ ELT fully visibile on setoeervie
" Lesion occupy less than 75% of ectocervix
¥ Mo Suspicion of invasive cancer
¥ Lesion do not extend ta vaging or endocervical cana
{{The thick white mucus phg at the extemal oz
e i area)
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Cervin AFTER opplication of
5% acetic ocld

Cervix BEFORE opplication
of 5% acetic acid

Fig: 1.2

Grean arrow: Sharp margin
Green line: Duter limit of T2

Biue arrow: Mucus

Green arow: avea with sharp margins is
| he 28 o'thock prisiti
The colummar epithetium is visible os | | i lor margin:

| present on the anteror lip at the 16-1 o'tlock
| pasitian. Thick mucus is seen close to the
| external o5 on the posterior lip

o red potch around the external os.

Type of Transiormation Zone ; Type 1

‘Were acetewhite patches visible on the cervix after application of 5%
acetic acid? if yes, ohserve characteristics

VIA Interpretation-

Speed of Appearance Appearsd iImmediately and stayed for more than a
minute-
Colour Imtensity: Opaque/Dull/Cloudy White
Marging and Demarcations: Sharp and regular
‘Colour Unifarmity Distinct white patch on cervix, not blending with rest
of the cervix
Location- +
In transformation zone
ik Rl VIA Psitiva
| Lesion eligible for ablative treatment oy
¥ BCI fully wisible an ectocerviy
" e ¥ Lesion eccupy keds than 75% of ectocervia
anageme! ¥ No Suspicion of invasive cancer
* Lisfe extend ta vaging ar cana
e pi i !
should nat be mistoken for on acetowhite area)

Cervix BEFORE opplication
of 5% acetic acid

Corvix AFTER application af
5% acetic ocld

S

Fig: 1.2

e line; 501
Green arrow: Acetawhite area
Green line: Cuter lmit of TZ

The cervix is covered with normal A dense ocetowhite orea attoched to the SC1 is
mucoid dischorge. The centrol red | present at the 6-9 o'tiock pasition, Bleeding an
potch is columnar epithelium

| the cokimnor epithelium is due to injury caused
during examination

Type of Transformation Zone : Type 1

‘Wese acetowhite patches visible on the cervix after application of 5%
acetic acid? of yes, observe characteristics

Speed of Appearance Appeared immediately and stayed for more than a
minute-
Colour Intensity: Cpacue/Dull/Cloudy White:
Margins and Demarcations 1o reritar
‘Colour Uniformity Dilstinct white patch an cervis. not blending with rest
of the cervix
Location- Arising from SCI, in transformation zone
WA Rl VIA Pasitive
Lesian eligibie for ablative treatment as
5L fully visible on ectoceruie
Management ¥ Lesion occupy less than 75% of ectocends
¥ No Suspicion of inversive cancer
¥ Lesion di nor extend ta vagina or can
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Fig: 5.1
The blisterlike swelling at the 2
o'tlock paosition is a nabothian
cyst.

Cervix AFTER application of
5% ocetlc ocld

Blue linz: 5CJ
Green line: Outer limit of TZ
Green armows: Acetowhite epithelium

The location of the nabothian cyst helps to
identity the outer limit of the TZ, A tongue
shaped thin acetowhite area with irregular
margins is sean on the anterior lip at the 12
o'tlock position

Woere acetowhite patches visible on the cervix after application of 5%
acetic acid? if yes, observe characteristics

erpretation-
Speed of Appearance Appeared immediately and stayed for more than a
it
Colour Intensity- Thin acetowhite area
Margins and Demarcations | i el defined margins
Colour Uniformity Distinct white patch on cervis, not blending with rest
of the cervix
Arizing from SC), In transformation zone
ViaRasult VIA Positive
Leston eligible for ablative treatment as-
¥ 51 fully wisibie an ectocervis
Management ¥ Leshon eccupy less than 75% of ectocerviv
¥ Na Suspicion of fnvesive cancer
¥ Lesi 1 to vaging or

Type of Transformation Zone : Type 1

Cervix AFTER oppiication of
5% acrtic acid

Were acetawhite patches visible on the cervix after application of 5%
acetic acid? if yes, observe characteristics

A

Fig: 6.1
Parous cervix. No abnormal
discharge is seen

Fig: 6.2

Blue line: 5C1

Green arrow: Acetowhite epithelium
Green line: Quter fimit of TZ

The 51 is fully visible. & thin acetowhite
area with irregular margins is seen at the
1012 o'cleck position

Type of Transformation Zone : Type 1

VIA Interpretation-

Speed of Appearance Appeared immediately and stayed for more than a
minute-
Colour intensity- Thin acetowhite area
Margins and Demarcations | poe well defined margins
Colour Uniformity Distinct white patch an cerviy, not blending with rest
af the cervix
becitant: Asighneg from SCI, In transformation zane
VIA Result VIA Posit
Lesion eligible for ablative treatment o5
+ 5C1 fully visibie on ectocervic
Management ¥ Lesion occupy less than 75% of ectocerds
¥ Mo Suspicion of invasive cancer
¥ Lestan do net extend fo vagina or endocervical conal

101




Cervix BEFORE application
of 5% ocetic acid

Cervix AFTER appiication of
5% acetic acid

Fig: 7.2

Fig: 7.1

Copious curdy white
discharge is present.

Green arrows: Acetowhite areas

Green line: Outer limit of T2

The mucus is pushed to one side to visualize
the SC1. Thin acetowhite areas with feathery
margins are visible at the 1 o'dock position

‘Were acetowhite patches visible on the cervix after application of 5%
acetic acd? if yes, observe characteristics

VIA Interpretation

Speed of | App o and stayed for more than 2
| minute-
Colour Intensity- | Thin acetowhite area

Margine and Dwrimreations: Distinct, chear but iregular margins

| Distinct white patch on cervix, not blending with rest

Colour Unifarmity
| of the carvix
i | Arising from SCJ, In transformation zone
ViA Result |via
| Lesion eliglble for ablative treatment as.
o SCI fully visible an ectacervix
Management " Lesion accupy fess than 75% of ectocervix

¥ No Suspicion of invasive cancer
« Lesian da mat extend o voging ar endocervicl conal

Type of Transformation Zone : Type 1
Cervix BEFORE application Cervix AFTER appication of ‘Were acetowhite patches visible on the cervix after application of 5%
of 5% ocetic acid 5% acetic acid acetic acid? if yes, cbserve characteristics

P83 Fig: 8.2

Green arrow: Curdy white Blue ling: SC4

discharge Groen arrows: Thin acetowhite epithelium
The cervix is covered with Green line: Outer limit of T2
copious curdy white il "
discharge suggestive of Acatic acid chears the discharge, and the 5C1
candidiasis. becomes fully visible. Thin acetowhite areas

with geographical margins are present at
the 12 o'clock position. A small satellite
lesion is seen at the 1 o'clock position,
located away from the 5C1)

Type of Transformation Zone : Type 1

VIA Interpreta

Spewd of Appearance Appearad immediately and stayed for more than a
| minute-
| Colour Intensity: Thin acatowhite area

Margins and Demarcations Distinet, clear mangins

Colour Uniformity Distinct white patch on cerviy, not blending with rest

of the cervix
Loeafion: Avrising from SCI, In transformation zone
VIA Result VIA Paositive
' Lesion efigible for ablative treatment as
 SCI fully visibile an ectocervix
Management ¥ Lesion oocupy less thon 75% of ectacervix

+ N Suspicion of invasive cancer
v ot extend to vaging or
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Cervix BEFORE application
of 5% acetic acld

Were acetowhite patches visible an the cervix after application of 5%
acetic acid? if yes, observe characteristics

VIA Interprotation-

Speed of A i ly and stayed for more than a
minute-
Colour Intensity Thin acetowhite area
Margins and
Demarcations- Distinct, clear margins
Colour Uniformity Distinct white patch on cervix, not blending with rest
of the cenvx
Fig: 11.1 Fig: 11.2 osasioey: Arising from SCI, In transformation zone
Yeliow 3 sothian cyst Biue line: 501 [T
The cervix appears normal. Nabothian  Green line: Outer limit of T2 VIA Restult VIA Positive
«cysts ane prasent at the 12 otlock Green arrows: Acetowhite epitheli

position s arrow: Nabothlan oy Lesion efigible for ablative treatment os
Thin acetowhite epithelium with 7 o £
tongue-shaped projections is seen in B4 SCI fully vistble on ectocerni

the TZ at the 11 o'clock and 1 o'clock Management Lesion occupy less than 75% af ectacerix
positions. ¥ No Suspicion af invasive cancer

" Leslon de not extend te vaging ar endocervicol canal

Type of Transfarmation Zone : Type 1 = =

Cervix BEFORE opplication Cervix AFTER application of ‘Were acetowhite patches visible on the cervix after application of 5%
af 5% acetic acid 5% acetic agid acetic acid? if yes, observe characteristics

Speed of Appearance Appeared iImmediately and stayed far more than a
minute-
| Colour Intensity- Opaque, dull, cloudy white
Margins and
Demarcations- Distinet, clear margins
Colour Unifarmity Distinct white patch on cervix, not blending with rest
of the cervix
Fig: 12.1 Fig: 12.2 g Locaticu: Arising from 5CJ, In transformation zane
The cervix appears normal. Groen arrows: Donse acetowhite aroa | VIA Rasult
Green line: Quter Hmit of TZ 1 VI Positive
A large dense acetowhite area with wel
defined marging is seen on both the anterior Lesion not cligible for ablative treatment os-
and posterior lips, occupying more than 75%
of the ectocervix. Management  Schnat vivble
¥ Lesion oecupy moare than 75% of ectocervix
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Cervix BEFORE applicetion
of 5% acetic ocid

Fig: 12.1

The cervix appears normal.

Cervix AFTER application of
5% acetic ocid

Fig:12.2

Green arrows: Dense it area

Were acetowhite patches visible on the cervix after application of 5%
acetic acid? if yes, observe characteristics

Green line: Cuter limit of T2

Dense acetowhite areas are presant on both
the antarior and posterior lips. The lesion
extends into the endocervical canal,

Speed of Appearance Appeared immediately and stayed for more than a
minute-

Colour Intensity Opaque, dull, cloudy white

Margins and

Demarcations- Distinet, clear margins

Colour Uniformity Distinct white patch on cerviz, not blending with rest
of the cervix

Eocatlan: In ransformation zone

Rt VIA Positive

50 not visible
Management ¥ Lesion secupy more than 75% of ectoceryix

¥ Lesion extend inlo the endocervies! canol

Fig: 12.1

Cervix AFTER application of
5% ocetic acid

Fig: 12.2

Gréen orrow: Squomaus epithedim

e lne: SCI

Green arrow: Acetowhite ares
Green line: Duter limit of TZ

Were acetowhite patches visible on the cervix after application of 5%
acetic acid? if yes, observe characteristics

Appearad immediately and stayed for more than a
minute-

Opague, dull, cloudy white

Dustinet, regular and sharp manging

Distinct white patch on cervi, not blending with rest
ol the cervix

Ariging from 5CJ, In transformation zone

The ectocervix is covered by pink
squamous epithelium. Rrd columnar The SC1 is fully visible. ld‘mmmwMI
ankmuwwm | area with i
external o5 | 5O Is present on both the anterior and
|pasteror lps

VIA Positive

Leston not efigible for abltive treatment as-

vl than 75%
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Fig: 12.1

Alarge nabothian cyst is present an

Cervix AFTER applicatian of
5% ocetic acid

Blue line: 501

Green arrow: Acetowhite oren
Green line: Outer limit of TZ

the posterior lip. On closer
the blood vessels appear prominent
on the surfoce of the cyst

A dense avea with sharp marging
Is present at the 12 o'clock position, with
extensian into the endocervical canal. The
5C1is ot visible

Were acetawhite patches visible on the cenvix after application of 5%
acetic acid? if yes, observe characteristics

Characteristics of

Acatowhita Lesions

VIA Interpretation-

| Speed of Appearance Appeared immediately and stayed for more than a

| minute-

! Colour Intensity- Opaque, dense, cloudy white

| Miﬁman&

Demarcations- Distinct, regular and sharp marging

| Colour Uniformity Distinct white patch on cervix, not blending with rest
of the carvix

| Location- In transfarmation zone, close to extemal os{SCI not

| visibla)

| VIA Result Ak B
Leslan not eligibic for ablative treatment as-

| Management

¥ Lesion extend into the endocenacal canal

Fig: 12.1

No sbnormal diseharge is seen

Fig:12.2

Blue line: $Cf
Blue arrow:! Ralsed morgin

Green arrow: Dense Acetowhite aren

Green line; Quter imit of T2

A large dense ocetowhite area with roised
marging is visible. On the anterior lip the
lesion s seen extending towards the vaginal
wall

Were acetawhite patches visible on the cervix after application of 5%
acetic acid? if yes, observe characteristics

VIA Interpretation-

Appearad immediately and stayed for mora than a

minute-

| Colour Intensity-

Opaque, dense, cloudy white

| Margins and

Demarcations- Distinet, regular and sharp marging

| Colour Uniformity Distinct white patch on cervi, not blendsng with rest
of the cervix

| Lacstioe: In transfarmation zane

| V1A Result VIA Posltive
Lesion not eligibie for ablotive treatment as-

| Management

¥ Lesion extending into the vaging {yeilaw arraw)
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Table of Content

Topics Time [minutes)
Treatment of CINs 10
Section 1- Treatment by Cryotherapy 30
Section 2- SOP for Cryotherapy 30
Section 3— Post Cryotherapy 45
Cryotherapy Video 20
Open House 15
Total 150 (2.5 hours)
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Treatment of Cervical Intraepitelial Neoplasia (CIN)

Cervical premalignant lesions can be treated either by an ablative method (cryotherapy or thermal ablation) or by
excision, depending on certain criteria

F of of cervical i ithelial lasia (CIN)-

1. The entire transformation zone undergoes HPV-induced clonal change and is at risk of developing CIN. Therefore, the
whole TZ should be treated (ablated or excised), irrespective of the size of the lesion

2. High-grade CIN lesions often extend into the crypts present in the TZ. The depth of the crypts can be up to 5 mm. During
ablative treatment, the tissue destruction must extend up to 7-8 mm to ensure complete clearance of disease

3. Low-grade lesions/CIN1 lesions should be treated when follow-up is not guaranteed
4. CINZand CIN3 lesions should always be treated except in very young women (younger than 25 years)

5. The decision to treat a CIN lesion may be based on colposcopic findings (“see and treat™) without waiting for histological
verification

6. Ablative or excisional treatment can be performed for VIA- or HPV -positive wamen without colposcopic or histological
verification (“screen and treat”) in situations where these diagnostic services are not available

Section 1= Introduction to Cryotherapy

Learning Objectives

1. Understand Principle of cryotherapy

2. Identify eligibility criteria for treatment with cryotherapy
3. Describe all the parts of a cryotherapy unit

4. Identifying requirements for cryotherapy at health facility
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Treatment by Cryotherapy - Principle

* Cryotherapy is an ablative technique for treatment of ectocervical lesions

* Ituses the freezing effect of compressed refrigerant gases like nitrous oxide (N,O) or carbon dioxide {CO, ) to destroy the
abnormal TZ of the cervix

* The compressed gas |s delivered on to the surface of ectocervix through cryoprobes made up of highly conductive
metals {like silver or copper)

*  When the gas is applied to the cervix, the tissue temperature is reduced to minus 20 °C, causing permanent damage to
the epithelial cells

* The ectocervix has sparse sensory nerve endings. As a result, an ectocervical procedure like cryotherapy does not
require any anesthesia

Indications for Cryotherapy

VIA test-positive women are eligible for Cryotherapy/Thermal ablation if -

1. Entire lesion is visible on ectocervix
2. Lesion is not extending to the endocervical canal or to vagina
3. Lesion is occupying less than 75% of the ectocervix

4. The size of the lesion should be such that it can be covered by the tip of the
largest cryotherapy probe

5. There should be no evidence or suspicion of cancer or glandular abnormality

6. Woman should net be pregnant at the time of treatment il

7. Woman should not be menstruating at the time of treatment

&, If the woman has recently delivered, she is at least 3 months post-partum

9. Woman should not have pelvic inflammatory disease at the time of treatment

10. Endocervical canal is normal and there is no evidence of glandular dysplasia
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Cryosurgical Unit

* Cryotherapy equipment consists of a handle grip (cryogun) with a trigger mechanism that is attached to
the cryoprobe on one side and the connecting hose on the other side to transmit gas from the gas cylinder

* Hose is connected to the cylinder with a connector and a pressure gauge.
* Insome equipment, the cryogun is replaced by a cryoshaft

* Cryoprobe or the cryoshaft has a cryotip made of highly conductive metal. The protrusion of the nipple of the cryotip
should not exceed 5 mm

Hande grip

Setting up Cryosurgical Unit (1/2)

* Check the washer before attaching the cryoprobe to the handle grip (cryogun). Replace the washer if it is broken

= Select the appropriately sized cryoprobe, depending on the size of the transformation zone, and attach it to the
handle grip (avoid using the probes with endocervical extension)

» Connect the cryotherapy machine to the gas cylinder and tighten the valve

* Open the gas cylinder so that the gas can flow into the handle grip through the hose. Check the gas pressure
indicated on the pressure gauge

I




Setting up Cryosurgical Unit (2/2)

* The ideal gas pressure required to perform the cryotherapy procedure is 40-70 kg/cm2

On opening the cylinder and during the cryotherapy procedure, the indicator of the pressure gauge should be in
the green zone, A needle positioned in the yellow zone indicates low gas pressure, and in the red zone indicates
high gas pressure. In either case, cryotherapy should not be started or should be discontinued

Large gas tanks (> 15 litre capacity) should be used for the procedure if possible

Equipment and Consumables for Cryotherapy

* Examination table

= Light source

» Cusco’s speculum

= Disposable gloves

= Cotton swabs for wiping the cervix

* Normal saline solution

* Dilute Acetic acid (5%) solution {freshly prepared)

+ Lugol's lodine

* Cryosurgery unit with adequate gas supply
* Cryogun
# Cryoprobes

* Gasconveying tube
* Pressure gauge
= Gascylinder connector
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Section 1- Introduction to Cryotherapy

Learning Outcomes

1. Cryotherapy is an ablative method for treatment of ectocervical precancerous
lesions

2. It uses the freezing effect of compressed refrigerant gases — N,0/CO,

3. Cryotherapy destroys the TZ by crystallization of water and denaturation of
proteins

4. The entire lesion should be visible on the ectocervix, fully covered by the

cryoprobe, occupying less than 75% of ectocervix with no suspicion of cancer

Section 2 - SOP for Cryotherapy

Learning Objectives
1. Perform the technigue of cryotherapy following the correct steps

2. Follow infection prevention practices during cryotherapy




SOP for Cryotherapy

+  Counsel the woman, ensure that the woman has understood the procedure and obtain informed written consent
= Ensure that woman has emptied her bladded
+  Re-evaluate the lesion and ensure that:

The lesion is completely in ectocervix, without extension to endocervix and/or vagina

The lesion does not extend to more than 75% of the cervix

The lesion can be fully covered by the largest cryotip

The lesion does not have any features suspicious of cancer

« Check the pressure inside the gas tank. It should be in the green zonme as indicated in the pressure gauge of most of the
cryotherapy models

= Insert the speculum gently and expose the cervix properly

«  Apply 5% acetic acid to outline the abnormality and wait for a minute, followed by Lugol's lodine to delineate the limits of the
lesion

« Choose an appropriate size cryoprobe that adequately covers the lesion. Attach the probe to the handle grip (cryogun)

SOP for Cryotherapy

+ Wipe the cryotip with saline or lubricant, to ensure adequate thermal contact

+ Applythe cryoprobe tip at the external os of the cervix

* Ensure that the vaginal wall is not in contact with the cryoprobe or you may cause a freezing injury to the vagina
= Release the gas by pressing the trigger on the cryogun and hold it for 3 mins

‘ *  When the frozen area extends 4 o
5 mm beyond the edge of the

cryoprobe, freezing is adequate.

This will ensurecryonecrosis

occurs down to 5 mm of depth

* You will observe the ice
forming on the tip of the
cryoprobe and on the
cenvix

*  Release the trigger and allow thawing for 5 minutes. Repeat freezing for 3 more minutes
= After second freezing, allow time for thawing. Do not pull cryoprobe till it comes out on its own
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SOP for Cryotherapy

The cervix will have a white crater, which indicates that the cervix is properly frozen

'

Gently remove the cryoprobe and remove the after careful inspection of the cervix
Examine the cervix for bleeding. If bleeding is noted, apply Monsel's paste. Do not pack the vagina

Ask the woman to continue lying down for 5 minutes before letting her getting up

] treatment ini | case record form

Provide her the date for next follow up and emphasize on the importance of it

After use, the probe tip should be wiped with 50-30% ethyl or iscpropyl alcohel and then cleaned well with boiled water and
disinfected and kept dry

After the procedure Is completed, the cryogun, tubing, pressure gauge and gas tank should be de-contaminated by wiping with
cotton soaked with B0-30% ethyl or isopropyl alcohal

Section 2 — SOP for Cryotherapy
Learning Outcomes

1. Informed and written consent should be obtained for cryotherapy
2. Check that cryotherapy instruments and gas tanks are ready for use before procedure

3. Apply 5% dilute acetic acid and identify:

* 801
* TZand area to treat
= Limits of the lesion
4, Take precautions so that the cryoprobe tip does not inadvertently touch any part of the vagina

5. Check for adequate pressure (40-70 kg per cm2 | in the gas tank, indicated by the green zone in most models of the
eguipment

6. Inspect the cervix to ensure that the ice ball forming on the cervix extends outside the rim of the cryoprobe by 4-5 mm
7. Advise about post-treatment care and follow-up instructions

8. Complete the documentations to record the treatment
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Section 3 — Post Cryotk

Learning Objectives

1. Correctly decontamination all equipment post cryotherapy
2. Recognize probable treatment complications

3. Offer appropriate management of complications

4. Perform appropriate follow-up after treatment

Decontaminate Cryotherapy Unit

After treatment by cryotherapy, the cryo probe should be sterilized thoroughly before re-using it. This can be done by
following these simple steps-

* Decontaminate by wiping with ethyl alcohol 60-90%
= Dip the probe in clean water
+  Scrub any visible biological matter on the probe tip with a cotton swab and wash with clean water
+ Soak the probe in any one of the following chemicals:
* 0.5% chlorine solution for 20 minutes
* 2% glutaraldehyde for 20 minutes
+ 6% hydrogen peroxide solution for 30 minutes
* Rinse the probe thoroughly with sterile water
*  Air-dry or dry it with a sterile cloth Clean the cryoprobe shaft and the rest of the cryotherapy unit by wiping with
cotton soaked in 60-90% ethyl or isopropyl alcohol

Make sure that the inside hollow part of the cryoprobe is completely dry before the next use (water inside the probe may
freeze and the probe could crack, thus interfering with proper treatment)
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Side Effects and Complications

Cryotherapy is a safe procedure with no significant operative morbidity. The possibie side-effects and
complications are-

+ Alittle discomfort or cramping in the lower abdomen during and after the procedure
* Watery vaginal discharge for 4-6 weeks

* Pelvicinfection, requiring antibiotics and supportive treatment — rare

* Excessive bleeding, requiring hospital admission or biood transfusion — extremely rare
+  Stenosis of the cervix (late complication) — extremely rare

* Vaginal pain if the probe with the ice ball touches the vaginal walls

Some women may feel light-headed if they get up from the table immediately after the procedure. Ask the woman to
continue lying on the bed for 5-10 minutes after the procedure, to aveid this side -effect

Post-Treatment Care

* Provide a sanitary pad
+ The woman should be told that she may experience excessive watery discharge for up to 4 weeks. She should not get
worried aboutit
+ Instructthe woman to abstain from intercourse for 6 weeks
* Avold douching or use of tampon for 6 weeks
* Inform her of possible complications and ask her to return immediately if she notes any of the following:
*  Fever with temperature higher than 38 "C lasting for more than 48 hours
+ Severe lower abdominal pain
*  Foul-smelling or pus-like discharge
* Bleeding for more than two days or bleeding with clots

*  |fthe woman develops any of the above-mentioned symptoms, she should be asked to reportit and seek medical advice

The woman should be advised not to have sexual intercourse for 6 weeks, or until the watery discharge disappear
completely

The woman should be advised regarding the follow-up schedule

Point to note: Antibiotics are not routinely prescribed after cryotherapy. Paracetamol tablets may be given for
1 or 2 days for pain.
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Follow-up after Cryotherapy

+ The woman may be advised to come back for a checkup after 1 month to
exclude inf or other licati

* Mo screening or speculum examination or colposcopy should be done

+ The biopsy report, if available, should be d. In a sc d-treat

programme, this follow-up visit is often omitted

+ The next checkup should be done after 812 months, when the woman
may have the screening test originally performed or a direct colposcopic
examination

+ |fthere is a persistent lesion at followup, it is preferable to excise the
lesion, although cryotherapy may be repeated if the usual criteria for
cryotherapy are fulfilled

Common Problems Encountered during Cryotherapy and their Management

Problems Reason

Gas tank is empty

Suggested soluton
Arrange for a new gas cylinder

Gas stops flowing Nozzle is blocked by impurities in the

CO2 gas

Dip the tip of the nozzle in a small
bowl of water and flush it by pressing
the trigger of the cryogun until the
blockage is cleared

The washer/0O-ring is either missing or

Gas leakage from the hand unit is Braker

Change washer/0-ring {usually
provided by the manufacturer in the
cryo unit) and put in a new
appropriately sized washer

Pressure gauge indicator is in the

yellow zone Inadequate gas in the cylinder

Stop performing cryotherapy and
change the gas cylinder

Difficulty in exposing the cervix Laxity of vaginal walls

« Put a condom or the cut finger of a
glove on the speculum

= Insert lateral vaginal wall retractors

*  Use a wooden spatula to push away
vagina from between the blades of
the speculum

117




Section 3 — Post Cryotherapy
Learning Outcomes
1. Watery discharge or spotting can occur until 4 weeks after cryotherapy
2. Complete abstinence should be followed for 4 weeks after the procedure
3. Follow-up is recommended after 1 year of the treatment

4. The woman should report immediately if she has any of the following symptoms:

* foul smelling discharge

» fever of more than 38 °C

= heavy vaginal bleeding or severe lower abdominal pain occur within 4 weeks of
treatment
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Treatment of Cervical Intraepitelial Neoplasia (CIN)

Cervical premalignant lesions can be treated either by an ablative method (cryotherapy or thermal ablation) or by
excision, depending on certain criteria

F i of tr of cervical i ithelial lasia (CIN)-

1. The entire transformation zone undergoes HPV-induced clonal change and is at risk of developing CIN. Therefore, the
whole TZ should be treated (ablated or excised), irrespective of the size of the lesion

2. High-grade CIN lesions often extend into the crypts present in the TZ. The depth of the crypts can be up to 5 mm. During
ablative treatment, the tissue destruction must extend up to 7-8 mm to ensure complete clearance of disease

3. Low-grade lesions/CIN1 lesions should be treated when follow-up is not guaranteed
4. CINZand CIN3 lesions should always be treated except in very young women (younger than 25 years)

5. The decision to treat a CIN lesion may be based on colposcopic findings (“see and treat™) without waiting for histological
verification

6. Ablative or excisional treatment can be performed for VIA- or HPV -positive wamen without colposcopic or histological
verification (“screen and treat”) in situations where these diagnostic services are not available

Section 1-1 i

Learning Objectives
1. Understand Principle of Thermal Ablation
2. Identify eligibility criteria for treatment with Thermal Ablation

3. Identifying requirements for Thermal Ablation at health facility
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Treatment by Thermal Ablation - Principle

Thermal ablation is safe and acceptable procedure, alternative to cryotherapy

= Aprobe heated to 100°C- 110°C destroys the abnormal lesions by direct contact of the ectocervix (destructive therapy)
= Multiple applications of the probe to ectocervix are feasible with thermal ablation

* The ectocervix has sparse sensory nerve endings. As a result, an ectocervical procedure like thermal
ablation/cryotherapy does not require any anesthesia

Since multiple applications of probe are possible, unlike cryotherapy, the technigue is not limited by the disparity
between the size of the lesion and that of the probe

Indications for Thermal Ablations (Same as Cryotherapy)

WIA test-positive women are eligible for Cryotherapy/Thermal ablation if -

1. Entire lesion is visible on ectocervix
2. Lesion is not extending to the endocervical canal or to vagina
3. Leslon is occupying less than 75% of the ectocervix

4. The size of the lesion should be such that it can be covered by the tip of the

largest cryotherapy probe
5. There should be no evidence or suspicion of cancer or glandular abnormality \
6. Woman should not be pregnant at the time of treatment ' mALENR
7. Woman should not be menstruating at the time of treatment
8. |If the woman has recently delivered, she is at least 3 months post-partum
9. Woman should not have pelvic inflammatory disease at the time of treatment

10. Endocervical canal is normal and there is no evidence of glandular dysplasia
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Equipment and Consumables for Thermal Ablation

Equipment
*  TAUnit
= Examination table

s Llightsource

* Cusco's speculum

+ Sponge holding forceps

Consumables

s Disposable gloves

* Cotton swabs for wiping the cervix

= Normal saline solution

s Dilute Acetic acid (5%) solution (freshly prepared)
+ Lugol's lodine

s Lubricant jelly

*  0.5% chlorine solution

Section 1-1 i

Learning Outcomes
1. TAis an ablative method for treatment of ectocervical precancerous lesions

2. Aprobe heated to 100°C- 110°C destroys the abnormal lesions by direct
contact

3. Multiple application of TA probe to ectocervix are possible

4. The entire lesion should be visible on the ectocervix, occupying less than 75%
of ectocervix with no suspicion of cancer
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Section 2 - SOP for Thermal Ablation

Learning Objectives

1. Perform the technigue of Thermal Ablation following the correct
steps

2. Follow infection prevention practices during Thermal Ablation

SOP for Thermal Ablation

* Counselthe woman, ensure that the woman has understood the procedure and obtain informed written consent
= Ensurethat woman has emptied her bladded
* Re-evaluatethe lesion and ensure that:
+  The lesion is completely in ectocervix, without extension to endocervix and/or vagina
+ The lesion does not extend ta mare than 75% of the cervix
* The lesion does not have any features suspicious of cancer
= Check that instruments, supplies and light source are available and ready to use
* Exposethe cervix gently using the cusco's speculum
= Focus light source for clear visualization of cervix
= Moisten the cervix with a saline-soaked cotton swab, for good thermal conduction
« Apply 5% acetic acid on cervix for 1 min to outline the abnormality and identify-

* Squamocolumnar junction
+ Limits of the lesion
* TZand area to treat
= Application of 5% acetic acidto be followed by application oflugel’s iodine to delineate the limits of the lesion




SOP for Thermal Ablation

= Apply the probe to the TZ so that the centre of the tip is on the external os
. the at 100°C I

* The formation of small bubbles around the probe indicates that thermal coagulation is taking place

=  Keep the probe in contact with the TZ for 45 seconds

= Withdraw the probe from the cervix after 45 seconds; a crater will be visible

* If the entire TZ is not covered by a single application, apply the probe to another part of the cervix and treat for
45 seconds (up to 5 overlapping applications can be made)

= Switch off the machine once the applications are complete

SOP for Thermal Ablation

* Remove the probe carefully so that the hot probe does not touch the vaginal walls

* Remove the speculum gently

+  Ask the woman to continue lying down for 5 minutes before getting up
+ Counsel the woman and give appropriate followup advice

* Documenttreatment completion in reporting register

* Provide her the date for next follow up and emphasize on the importance of it
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Section 2 - SOP for Thermal Ablation
Learning Outcomes
1. Informed and written consent should be obtained for Thermal Ablation
2. Check that TA unit and other equipment and consumables are ready for use before procedure
3. Apply 5% dilute acetic acid and identify, followed by application of lugol's iodine prior to treatment:
LG

* TZand area to treat
*  Limits of the lesion

4. Apply the probe to the TZ so that the centre of the tip is on the external os, maintain the temperature at 100 °C
constantly

5, Take precautions so that the probe tip does not inadvertently touch any part of the vagina
6. Advise about post-treatment care and follow-up instructions

7. Complete the documentations to record the treatment

Section 3 - Post Thermal Ablation

Learning Objectives

1. Recognize probable treatment complications

2. Correctly decontamination all equipment post TA procedure
3. Offer appropriate management of complications

4. Perform appropriate follow-up after treatment




Side Effects and Complications

Thermal Ablation is o safe procedure with no significant operative morbidity. The possible side-effects and

I} as cryott -

«  Alittle discomfort or in the lower

ping 1during and after the procedure
*  Watery vaginal discharge for 2-4 weeks (shorter duration than cryotherapy)

= Pelvicinfection, requiring antibiotics and supportive t— rare

E o bl aaedl

requiring hospital admission or blood transfusion ly rare

= Stenosisof the cervix (late complication) — extremely rare

Some women may feel lightheaded if they get up from the table immediately after the procedure. Ask the woman to continue
lying on the bed for 5-10 minutes after the procedure, to avoid this sideeffect

Post-Treatment Care

* Inform the woman that she may have watery vaginal discharge (that can be blood-stained also) for about 4 weeks
= Advise her to use sanitary napkins to avoid staining her clothes

*  Advise the woman to avoid sexual intercourse for about 4 weeks

* Advise her not to use vaginal tampons for 4 weeks

= Ask the woman to report to the health facility if she suffers from any of the following symptoms within 4 weeks of
treatment:

+  fever with temperature >38 *C with chills and rigors

*  foul smelling purulent vaginal discharge

+ severe lower abdominal pain/cramps

= vaginal bleeding for more than 2 days or with clots (except during expected time of menstruation)

= Informthe woman that she should return for follow-up after 1 year
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Decontaminate TA Unit

After treatment by TA, the probe should be sterilized thoroughly before reusing it. Steps to sterilize are as follow

* Decontaminate the probe by wiping with ethyl alcohol 66-90%
= Dip the probe in clean water
= Scrub any visible biological matter on the probe tip with a cotton swab and wash with clean water
* Spak the probe in any one of the following chemicals:
*  0.1% chlorine solution for 20 minutes
+ 2% glutaraldehyde for 20 minutes
* 6% hydrogen peroxide solution for 30 minutes
* Rinse the probe thoroughly with sterile water

*  Air-dry or dry it with a sterile cloth Clean the probe shaft and the rest of the TA unit by wiping with cotton soaked in 68
90% ethyl or isopropyl alcohol

low-up after Thermal Ablation

+ The woman may be advised to come back for a chechup after 1 month to
exclude infection or other complications

* No screening or specul ination or colp py should be done

* The biopsy report, if available, should be reviewed. In a screemand-treat
programme, this follow-up visit is often omitted

+ The next checkup should be done after 8-12 months, when the woman
may have the screening test originally performed or a direct colposcopic
examination

+ Ifthere Is a persistent lesion at followup, it is preferable to excise the
lesion, although TAferyotherapy may be repeated if the usual criteria for
TA/eryotherapy are fulfilled
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Treatment side effects/complications during TA and their Management

Effect Management

+ Counsel the woman before the procedure to expect some degree of cramping during
and after the procedure

Cramping during treatment * Cramping can be reduced by giving a mild analgesic like paracetamol orally half an hour
before treatment

* Analgesics can be given after the procedure, if the woman complains of persistent pain

Vaginal pain due to inadvertent + Make the woman lie down for about 30 minutes
touching of the vagina with a + Give her analgesic tablets like paracetamol or ibuprofen
heated probe * Reassure her and make sure she is feeling all right before letting her go

Reassure the woman that this is expected after treatment

Vaginal discharge. (profuss, watecy) * Ask her to use sanitary napkins for comfort

* Send swab from vaginal discharge for culture, if feasible
Acute pelvic inflammatory disease |+ Start empirical treatment with antibiotics
* Give supportive treatment

+ Reassure the woman that this is expected after treatment

atting/light bleed]
5 g/lig Eone +  Ask her to use sanitary napkins for comfort

Advantages and Limitations of Thermal Ablation

Advantages Limitations

Effective in treating CIN Destruction leaves no tissue sample for confirmatory diagnosis
Ne hesia or | b gui Difficult to determine the exact amount of tissue destroyed
No noise/smoke/smell of burning tissue during I I it

Multiple applications to cover a big lesicn is possible

Does not require continuous supply of refrigerants

Short treatment time

Associated with few side effects and complications

Easy sterilization of the probe

Easy portability as equipment is light weight
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Section 3 - Post Thermal Ablation
Learning Outcomes
1. Watery discharge or spotting can occur until 4 weeks after TA
2. Complete abstinence should be followed for 4 weeks after the procedure
3. Follow-up is recommended after 1 year of the treatment

4. The woman should report immediately if she has any of the following symptoms:

+  foul smelling discharge

+ fever of more than 38 °C

* heavy vaginal bleeding or severe lower abdominal pain occur within 4 weeks of
treatment
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Introduction to LLETZ/LEEP(Large Loop Excision of
the Transformation Zone)

WEALT, i
o’ J"'z,, CLINTON
o % % N TATIVE
TUREW SR

Table of Content

Section 1 — LLETZ/LEEP Principle 10
Section 2- SOP for LLETZ/LEEP 15
Section 3 — Post LLETZ/LEEP 15
LLETZ/LEEP Video 15
Open House 10
Total 65




Section 1 — Introduction to LLETZ/LEEP

Learning Objectives
1. Understand Principle of LLETZ/LEEP
2. Identify eligibility criteria for treatment with LLETZ/LEEP

3. Identify requirements for LLETZ/LEEP at health care facility

Treatment by LLETZ/LEEP- Principle

LLETZ/LEEP is an excisional method of treating CIN

Awire loop electrode powered by an electrosurgical unit is used to
remove the entire TZ along with the lesion

Heat from a high veltage electrical arc between the eperating
electrode and tissue allows the operatorto cut by vaporizing the
tissue

Excision of the TZ treats the abnormality effectively and provides a
specimen for detailed histological evaluation

‘Width of the loop ranges from 10 mm to 20 mm and the depth
ranges from 10 mm to 15 mm

Appropriate size of the loop is chosen to achieve adequate depth and k. [RTT 3 B
width of the cut depending on the size and position of the lesion

Extent of excision necessary to
treat CIN lesions

Sincethe disease can extend along the crypts of the TZ and the
average depth of a cryptis 5 mm, the extent of excision should be at
least & mm te 10 mm to get an adequate disease-free margin
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Types of Excision

The type of ex
the lesion

b Type2

+ Typel excision: Involves excision of Type | * Type2 excision: Involves excision of Type 277
172 = Includes endocervical component of the T2

*  Doesn'tinclude muchof the dependingon the extent of the lesion inside
endocervical canal the endocervical canal

*  Type 1 excision is adeguate for COIN 2/3 = Type 2 excision is indicated if there fs & CON
lesions if the S0 is fully visible on the 2/3 lesion extending to the endocervical canal
ectocervix and the upper margin of the lesion is dearly

visible

Indications for LLETZ/LEEP

ion depends on the type of TZ and the extent and nature of

J

Type 3 excision: Involves axcision of Type 3 |
Tz

Involves a significant amount of the
endocervical canal s excised (1.5 om to 2
cm]) as the upper limit of the TZ or the
Tesion isnot visible

Type 3 exclsion s required far CIN 2/3
Tesions with Type 3 TZ or glondular lesion

ar micra invasive cancer

1. CIN of any grade

2. lesions not amenableto treatment by ablative techniques

3, Discordance between the cytology, colposcopy and punch bicpsy, especially if
a high-grade disease is suspected

4. High grade squamous intraepithelial lesion (H5IL) on cytology; colposcopy
normal with Type 3TZ

5. Glandularabnormality on cytology, punch biopsy or endocervical curattage
6. Treatmentfailures{after ablative or excision procedure)

7. Woman should not be pregnant at the time of treatment

8. If the woman has recently delivered, she is at least 3 months post-partum

9. Mo Severe infection/inflammation of cervix
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Equipment and Consumables for LLETZ/LEEP

Equipment Consumables
* LEEP Unit * Normalsaline solution
+ Smoke evacuator with tubing for attachment to| + Dilute Acetic acid (5%) solution (freshly
speculum prepared)
« Colposcope « Lugol’slodine
* Examination table * Lubricantjelly
+ Lightsource + Monsel's paste
* Cusco’sspeculum + Local anaesthetic (1 or 2 % lignocaine) with
«+ Sponge holdingforceps or without 1:100 000 epinephrine
« Vials containing 10% formaldehyde

* 0.5% chlorine

« Syringe for injecting local anaesthetic (dental
syringe preferred)

* Disposablegloves

+ Cottonswabs for wiping the cervix




Section 1 — Introduction to LLETZ/LEEP

Learning Outcomes

1. To perform the LLETZ/LEEP procedure a wire loop electrode powered by an electro-
surgical unit is used to remove the entire TZ along with the lesion

2. LLETZ/LEEP can be used to treat CIN of any grade, lesions not amenable to
treatment by ablative techniques, the cervix with discordant cytology, colposcopy
and punch biopsy reports especially if high grade disease is suspected or there is
suspected glandular abnormality

3. Contraindications to LLETZ/LEEP include pregnancy, severe infection/inflammation
of the cervix and less than 3 months postpartum

Section 2 — SOP for LLETZ/LEEP

Learning Objectives
1. Perform the technique of LLETZ/LEEP following the correct steps

2. Followinfection prevention practices during LLETZ/LEEP
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SOP for LLETZ/LEEP (1/4)

S.No Activity

Pre-LLETZ/LEEP counselling

Counsel the woman

Explain to the woman why the treatment is recommended and describe the procedure

N

w

Tell her about the side effects she may expect and the alternatives to LLETZ/LEEP

IS

Listen to her problems and concerns and respond to her queries

«

Ensure that the woman is not pregnant
Obtain written informed consent for LLETZ/LEEP
Getting ready

@

7 Check thatinstruments, supplies and colposcopeare available and ready to use

Check that the ESU and the smoke evacuator are ready for use
Check that the woman has recently (not more than 30 minutes previously) emptied her bladder

1
2

°

Help her onto the examining table, help her to undress and drape her

=

Place areusable patient return electrode under her buttocks or on her thigh and connect it to the ESU.
Sanitize patientreturn electrode before and after use

12 Wash hands thoroughly and air dry them
L

1

® N

Puton new examination or high-level disinfected surgical gloves
Arrange instruments and supplies on a high-level disinfected tray or container

S

SOP for LLETZ/LEEP (2/4)

Daoing the procedure

15 Insert an appropriately sized insulated speculum with smoke extraction channel and fix blades so that the entire cervix can be seen clearly

16 Connect the smoke evacuator tubing to the insulated speculum, place a lateral vaginal wall retractor, if reguired
17 Adjustcolposcope ta focus dearly on the cervix
18 Apphy 5% diluts acetic acid and identify- Squamocolumnar junction, TZ and area to treat, Limits of the lesion

19 Apply Lugol's iodine to delineate the lesion dearly

20 Inject a bocal anaesthetic agent {5-7 mLof 1% fignocaine with adrenaling] into the stroma of the ectocervix (just beneath the epithelium) in a ring
pattarn at tha periphery of the lesion. Avoid the 3 o'clock and 9 o'clock positions, because you may encounter a branch of the descanding cervical
artary
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SOP for LLETZ/LEEP (3/4)

Doing the procedure

Setthe power setting of the ESU to a blend of 50 watts of coagulation and 50 watts of cutting currents

Select an appropriately sized loop depending on the size and endocervical extent of the lesion so as to remove the lesion with
minimum number of passes

Introduce the loop into the tissue 2-3 mm outside the outer margin of the lesion (either left or right or lower margin, but not the
upper margin) and activate the ESU by pressing the cutting switch

Direct the loop gradually into the cervix until the cross bar nearly comes in contact with the epithelial surface

Guide the loop parallel to the surface of the cervix across the ical canal till the i margin of the lesionis
reached
Gradually withdraw the loop and, as soon as it is out of the tissue, release the switch to stop the ESU

Remove the excised tissue with a pair of forceps
Fulgurate the defect on the cervix with a ball electrode using the pure coagulation currentfromthe ESU to control the bleeding

If necessary, use multiple passes to remove the lesion entirely
Remove blood and clots from vagina and smear Monsel’s paste onthe treated area

Remove return electrode. Remove speculum and place in 0.5% chlorine solution for 10 minutes

Help the woman to get up from examination table and sit comfortably

SOP for LEEP (4/4)

Post-LEEP tasks

Dispose-off the swabs and other dispasable items in appropriate disposal bags

Immerse both gloved hands in 0.5% chlorine solution. Remove gloves by turning them inside out:

s Ifdisposing-off the gloves, place in leak-proof container or plastic bag.
. If reusing surgical gloves, submerge in 0.5% chlorine solution for 10 minutes for decontamination

Wash hands thoroughly with soap and water and air dry them
Check to be sure the woman is not having any discomfort or bleeding

Advise her about post-treatment care and follow-up instructions

Document the treatment done in the case record form along with the follow-up plan




Learning Outcomes
il
2
3.

. Guide the loop parallel to the surface of the cervix across the endocervical canal till the opposite outer

Section 2 — SOP for LLETZ/LEEP

Informed and written consent should be obtained for LLETZ/LEEP
Check that LLETZ/LEEP unitand other equipmentand consumables are ready for use before procedure
Apply 5% dilute acetic acid and identify, followed by application of lugol’s iodine prior to treatment:

* SCJ
* TZand areato treat
* Limits of the lesion

During the procedure, direct the loop gradually into the cervix until the cross bar nearly comes in contact with
the epithelial surface

margin of the lesion is reached
Advise about post-treatment care and follow-up instructions

Completethe documentationsto record the treatment

Section 3 — Post LLETZ/LEEP

Learning Objectives

1. Recognize probabletreatment complications

2. Correctly decontamination all equipment post LLETZ/LEEP
3. Offer appropriate management of complications

4. Perform appropriate follow-up after treatment
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Side Effects and Complications

* Excessive bleeding during or immediately after surgery (usually can be controlled by diathermy, fulguration and/or by
applying Monsel’s paste)

« Secondary haemorrhage due to post-operative infection

* Post-operative infection/PID (characterized by presence of foul-smelling yellowish discharge or blood mixed discharge
and/or fever and/or pain. Appropriate management with antibiotics and other anti-inflammatory medicines is
indicated)

* Cervical stenosis
« Cervical incompetence

* Prematurerupture of membranes and pre-term labour in subsequent pregnancies

Management of Secondary Haemorrhage after LLETZ/LEEP

* Admit for observation

* Appropriately resuscitateif heavy bleeding

* Coagulatebleeding points using ball electrode

* Apply Monsel’s paste

« Apply tight vaginal pack if bleeding still persists and remove after 24 hours
* Startantibiotics

* Inrare cases, cervical stitches are required to control bleeding
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Post-Treatment Care

* Informthe woman about the expected symptoms like watery discharge or blood-stained discharge for about
4 weeks

*+ Advise her to use sanitary napkins, as required, to avoid staining of clothes

+  Advise her to aveid sexual intercourse for about & weeks {or to use condoms if sexual intercoursecan not ba
avoidad)

+  Advise her to use vaginal tampons or douche for about 6 weeks

+  Advise her to attend for check-up after 1 month when the histology report would be available

+ Advise her to report back if she has any of the following symptoms within 4 weeks of treatment;
+ fever for more than 2 days;
+ foulsmelling purulent vaginal discharge;
* severe lower abdominal pain/cramps;

= vaginal bleeding heavier than menstrual bleeding;

Follow-up after LLETZ/LEEP

= Histopathologyreport of the excised specimen should be carefully evaluated to see whether there is any suggestion of
invasive cancer and whether the margins are positive (affected by CIN)

« Cases with invasive cancer on histopathology should be appropriately managed or referred
+  Women with a positive margin on the LEEP specimen need individualized management

* Those with CIN 2, CIN 3, microinvasive cancer, or glandular disease on the inner margin (endocervical and stromal)
need evaluation for repeat LEEP or hysterectomy

* Those with CIN detected on the ectocervical margin of the cone need follow-up only

* Those with persistent disease at first follow-up after 812 months need a repeat excision after carefully ruling out
invasive cancer
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Maintenance and Safety Precautions for LLETZ/LEEP

* Usershould read, understand and follow the operating instructions supplied with the electrosurgical unit

= Electrosurgeryshould not be done in the presence of flammable gases, flammable liquids or flammable objects
in oxygen-enriched atmospheres or in the presence of other oxidizing agents

* Old or worn accessories should not be used

+ Safety checks should be performed at least every 24 months by a qualified person who has adequate training,
knowledge and practical experience to perform these tests

+ Theequipment should be decontaminated at the end of the day and kept properly covered to avoid dust

Problems

Difficult
exposure of the
cervix

Problems

Reason

Laxity of vaginal walls

countered during LLETZ/LEEP and their Management

Suggested soluti
Put a non-lubricated condom or the cut finger of a glove
onthe speculum
Insert lateral vaginal wall retractors

Patient feels pain

Inadequateinfiltration of local
anaesthetic

Inject sufficient local anaesthetic
Adjust patient return electrode (dispersive plate) so as to

getsstuck while
cutting

the diathermy machine

during cutting Poor contact with patient return establish a complete electrical circuit and prevent
electrode (dispersive plate) electrical burns to the patient
+ Choose the power setting that is appropriate for that
Loop does not particular diathermy machine. Ideally this should be
cut properly/ Inappropriate power setting of predetermined, and the machine set accordingly before

starting the procedure
Increase the cutting power gradually, SW each time, till
the loop starts excising the tissue smoothly

Field of vision is
obscured due to
smoke

Smoke evacuation system
malfunctioning

Check the smoke evacuator tube and change if necessary
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Advantages and Limitations of LLETZ/LEEP

Advantages Limitations
Simple outpatient procedure Requires more skill than ablative techniques
High efficacy Smallrisk of bleeding during and after the procedure
Tissue available for histological evaluation Smallrisk of adverse obstetric outcome

Can be performed under local anaesthesia

Minimal complications
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