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What we want you to know... L

Defining the
abnormality —
recap the TZ

IFCPC
terminology and
Swedescore

Vascular
patterns




Hans Hinselmann : the inventor of the colposcope

* 1884-1959

Son of a brewer
PhD- malignant pigmented tumors of the vulva

1921 Prof University of Bonn
1925 General Hospital Altona, Hamburg
Wrote seminal paper on Colposcopy

1930-46 Frauenklinik Altona in Hamburg

Active supporter National Socialism
Experiments at Auschwitz
Prison 1946-49 for forced sterilisations

1956 Member German Society O&G
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MUNCHENER MEDIZINISCHI, WOCHENSCHRIFT, 170

tiert nach Texer), Dz kommt noch, daB die meist vor-
pandenen Hantabsehiivfungen in der Verletzungsgegend, die
eine Infektion allenfalls beginstigen, inzwischen zur Ab-
Peilumg gebracht werden kounen,  Deshalb erscheint das
Abwarten in vielen Fiillen doch vorteilhafter zu sein, als |
die sofortize Operation, insbesondere aueh deshalb, weil ey
aulier einem geringgradigen Zeitverlust keinerlei Nachteile
Lringt, :
_ Interessante Beobachtungen ans dem Gebiet der Sehnen-
regencration bzw, iiber das Verhalten von operierten Sehnen
wiiren den pathologischen Anatomen sicher miglich, Da |
aber die alten Sehnenverletzangen kaum im Zusanmenhang |
it der Todesursache stehen, entgehen sie meist der Aul- |
morksamkeit dex Sezierenden, obwohl fiir Chivorgen und |
Orthopiiden gerade solehe Befunde auch sehr wissenswert
wiven, Vielleieht ist es gevade jotat auf Grand dev vielen |
Muskel- und Sehuenverletzungen des Krieges moglich, her
neve Beobachtungen zu machen,
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(Direktor: Geh-Rat von Franqué)
Verbesserung der Inspektionsméglichkeiten von Vulva,

Vagina und Portio. |
Von Prof.Dr.Hans Hinselmann, Oberavat der Klinik*). |

Aus der Francnklinik dor Universitit Donn, E

Ausgehend von den Bediivfuissen der Frithdiagnose und
dev Aetiologie des Portiokarzinoms war ich bestrebt, die De-
sichticung dor Portio zn verbessern, Vo vorhandenen
Mitteln bot sich miv zuniiehst die von Lickensche Stirn-
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Zu diosen Zweek habe ieli die oo Czsehe inokulare Pripariers
Tupe mit ciner Belenehtung versehen Tassen, Aui diese Weike ki
man bei grobem Objektabstund und intensiver Belenehtung Scheide
und Portio ablenchten und VergriGerungen von 3.9 an erreichert,

Jo nael Linge der Sehelde nnd Zuginglichkeit der Portio hann

man sie in ositn mit Vergraberungen bis 105 bis 30 beobaeliten,
Mit dieser Einriehtung habe ich seit Monaten in zunehmendem
Mabe gerne gearbeitet, Sio gestattet unw, alle Erkrankungen der
Valva, des Vestibulums, der’ Seheide wnd der Tortio in ciner Weiso
2 studieren, wic os bisher nicht maglich war,

Die Optik habe ich auf cinem Stativ anbringen Tassen, dan.

Rewegungen in allen Ricktungen gestattet und za feinster Einstel-
Jung cine Mikromoterschraube triigt,

Man untersucht im allgemeinen oline Zedernil, vercinzelt omp:
flohlt sich aubordem dio Aufhellung wmit Zedernil.
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Fig. 2. Kolposkap,

Die Leistungsfihigkeit digser Methode besteht darin, i}
sic uns Veriinderungen aller Bestandteile der Haut, der Epis
dermis, des B‘imlegc?\'glm und der Gefie erkennen libt, die

Hans Hinselmann

Key figure in medical history,

Deserves credit for
the untold number of lives
he has saved

But complicitin the

unbearable suffering inflicted on
Jewish women in Auschwitz's
Block 10

Thus deserves a qualified entry
In the history books
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Colposcopy- a procedure

Beam
of light Vulva

to take a closer look at a -~

cervix and vagina using a

special instrument called

colposcope. This is used
to check for pre-
cancerous cells or

abnormal areas. The
instrument can magnify
the area between 10
and 40 times and takes
photographs of the
cervix
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Metaplastic squamous epithelium Abnormal (atypical) epithelium

Vaginal fornix

Original squamous epithelium

Squamo-columnar
junction

Endocervical
canal

original
columnar
epithelium

Typical (normal) Atypical (abnormal)
transformation transformation
zone zone







NORMAL COLPOSCOPY

@Normal saline (green filter)

@Acetic Acid (3% or 5%)

@Lugol’s lodine




ACETO-WHITE EPITHELIUM o

3-5% Acetic acid for 1 minute

* Reflection of increased nuclear density: protein reaction

* Immature metaplasia

* CIN
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JIODINE NEGATIVE EPITHELIUM

Lugol’s iodine: Sol" of KI+l, in water

Areas of increased nuclear density:
glycogen reaction

* Immature metaplasia S lodine Onl
olution gp 500 *
* CIN
« HPV
* Atrophia
'\IFCPC




MATURE SQUAMOUS EPITHELIUM

DIRECT light REFLECTED light from STROMA:
TRANSLUCENT PINK

acetic acid

application
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MATURE SQUAMOUS EPITHELIUM

DIRECT light DEEP BROWN

% iodine POSITIVE area

Lugol'S iodine application
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DYSPLASTIC EPITHELIUM

DIRECT light REFLECTED light from EPITHELIUM:
SNOW WHITE

acetic acid
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ATYPICAL METAPLASTIC EPITHELIUM

DIRECT light YELLOW staining

iodine NEGATIVE area
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Lugol' S iodine applicatic
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Concept of Gland/Crypt openings & Last Gland







Structured approach to description

Last gland
original SCJ

Adequate
Type1TZ

Normal

New SCJ



DOCUMENTATION

* Squamo Columnar Junction
e Site and Size of Lesion
* Biopsy Site

* Feature suggesting severity
* Abnormal vessels
* Degree of acetowhite

* Mosaicsm WWW.IFCPC.ORG
* Punctation
* Surface contour Bornstein et al Am J Obstet Gynecol

Vol 120 No 1 July 2012


http://www.ifcpc.org/

2011 IFCPC colposcopic terminology of the cervix

Basic definitions SCJ visualization: complete/partial/none
Adequate/inadequate for the reason ... (i.e.: cervix
obscured by inflammation, bleeding, scar)

Normal colposcopic Original squamous epithelium, Deciduosis in
findings Columnar epithelium pregnancy ,
including ectopy, Atrophic epithelium ,

Transformation zone types1,2,3 | Nabothian cyst,
Gland (crypt)

openings
Abnormal | General | Inside oroutside the T zone,
colposcopic| principles | Number of cervical quadrants the lesion covers,
findings Size of the lesion in percentage of cervix,
Lugol’sstaining (Schiller’s test) :stained/non-stained
Gradel Fine aceto-white epithelium Fine mosaic,
(Minor) Fine punctation
Grade 2 Dense aceto- Sharp border, | Rapid appearance of
(Major) white Exophytic acetowhitening,
epithelium, lesion,
Coarse mosaic, | Inner border Cuffed gland (crypt)
Coarse sign openings
punctuation, Ridge sign
Leukoplakia

Suspicious for invasion | Atypical vessels, fragile vessels, Irregular surface,
Necrosis, Ulceration (necrotic), tumor/gross neoplasm

Miscellaneous finding Erosion Endometriosis,| Stenosis,
(traumatic) Condyloma, Congenital anomaly,
Polyp
Inflammation (Ectocervical/ | Post treatment
endocervical) consequence




Transformation Zone Classification L

Type 1

@ Completely
ectocervical

@ Fully visible
@ small or large

Uterus

Cervix

Vagina

Upper limit of visibility
w——  Transformation Zone




Transformation Zone Classification ‘l@

Type 2

@ has endocervical
component

@ Fully visible

@ may have
ectocervical
component which
may be small or
large

Uterus
Cervix

Vagina

Upper limit of visibility
Transformation Zone




Type 2 TZ:

New SCJ is in canal
But fully visible

May need assistance for
full view




Transformation Zone Classification ‘;@.

@ has endocervical {
component |

@ is not fully visible

@ may have ectocervical
component which may
be small or large

Upper limit of visibility
s Transformation Zone




Difficulties

* ldentifying the SCJ
—Kogan’s Forceps
—Desjardin’s forceps
—Cotton buds

—Qestrogen preparation
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Ensuring an adequate view —
Retraction of Vagina
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%

Positive predictors of
High-Grade disease:

Atypical vessels- 62.5%
Coarse punctation 53.8%

Coarse Mosaicism

Hammes et al JLGT 2007 11(3). 158-65




Size of cervical lesions

Kierkegaard 1995: lesion size has independent predictive value

Ferris 2005: Size of cervical lesions correlates directly with the
severity of disease.

Hopman et al. 1995 reported an inter-observer agreement rate of
68% when evaluating colposcopic photographs for lesion size.

Hammes 2007: Lesions >50% of cervix had higher probability for
high-grade lesion / carcinoma (OR, 3.45).







Abnormal vascular pattern

Abnormal Vessels

e Loops
e Corkscrews
e “Pollarded vessels”
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Atypical vessels

A focal abnormal colposcopic pattern in which the blood vessel
pattern appears not as punctation or mosaic or as the finely
branching capillaries of a normal epithelium, but rather as irregular
vessels with an abrupt and interrupted course appearing as
commas, corkscrew capillaries, or spaghetti-like forms.
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Taking a biopsy
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Haemostasis

Silver nitrate sticks

Caustic Applicators

% ‘“Vlf rtral
28% thbnnn\um NI e ‘P W/
\n

Bendabis Adian rented
| [READ Iv< AUGT  -EAR \ -
’ FORE

Lot 0886; Ex Al

: -t
P/L 42::5/00C f
| keep out oF REAC orLOREN |

NOT FOR RETAIL SALE

Eo R
n:;‘o'nnomx SN7 78X

ce Farl










score =5 defines all High-grade lesions

Standardising Colposcopy: The Swedescore

0 1 2 Score
Aceto uptake 0 or Shady, milk Distinct, stearin
transparent

Margins and

0 el dittuse

Sharp but

Sharp and even,

surface irregular, ditference in surtace
jagezed, level incl. “cuting”
“geographical”.
Satellites

Vessels Fine, regular Absent Coarse or atypical

vessels

Lesion size =5 mm 5-15 mm or 2 =15 mm or 3-4
quadrants quadrants or
endocervically
undetined
Iodine staining | Brown Faintly or Distinct yvellow

patchy yellow

Total score




Glandular abnormality
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Lesion overlyin.g
Columnar
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Solitary A/W nodule




Irregular Raised
Surface




Colposcopic features suggestive of
Invasive cancer

A. Irregular surface. Erosion or Ulceration
B. Dense Acetowhite Change.
C. Wide Irregular Punctation and Mosaic.

D. Abnormal Vessels.
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Aims of treatment

Prevent Prevent
invasive cancer persistence of
of the cervix CIN

Minimum of
harm to
woman




Ideal treatment

Safe Cost Effective

Minimal unwanted
side effects

Service needs to be
delivered in a cost
effective way

Tailored to the
9 individual

Efficient

Location and size of
the lesion, age, TZ
type

Treatment needs to
be delivered in a
reasonable
timeframe

13



Methods for treating CIN

Ablative Excisional

Electrocautery LLETZ
Cold/thermal Coagulation Cold Knife excision

(Electrocoagulation Diathermy) Laser /NETZ /SWETZ excision

Cryotherapy (LG only) Hysterectomy

Laser Vaporization




Treatment principles

Treat the
whole TZ

Treat to a
depth of 7
mm

Follow up
plan is vital




Summary

* Understanding the TZ is fundamental to colposcopy
* Treating the whole TZ is fundamental to successful management of CIN

* Colposcopy is one part of the assessment for pre-malignancy and early
malignancy.

* One can have the wrong colposcopy impression, but with a proper
knowledge of the algorithms, still manage the patient correctly




Courtesy Swee Choong




	Slide 1
	Slide 2
	Slide 3
	Slide 4: What we want you to know…
	Slide 5
	Slide 6
	Slide 7
	Slide 8
	Slide 9
	Slide 10:  NORMAL COLPOSCOPY
	Slide 11:  ACETO-WHITE EPITHELIUM
	Slide 12
	Slide 13: IODINE NEGATIVE EPITHELIUM
	Slide 14
	Slide 15
	Slide 16
	Slide 17
	Slide 18: Concept of Gland/Crypt openings & Last Gland
	Slide 19
	Slide 20: Structured approach to description
	Slide 21:  DOCUMENTATION
	Slide 22
	Slide 23
	Slide 24
	Slide 25
	Slide 26:  Transformation Zone Classification
	Slide 27:  Difficulties
	Slide 28
	Slide 29
	Slide 30: Ensuring an adequate view –  Retraction of Vaginal Walls
	Slide 31
	Slide 32
	Slide 33
	Slide 34
	Slide 35: Hammes et al JLGT 2007 11(3). 158-65
	Slide 36:  Size of cervical lesions 
	Slide 37
	Slide 38: Abnormal vascular pattern
	Slide 39
	Slide 40
	Slide 41
	Slide 42
	Slide 43
	Slide 44:  Atypical vessels
	Slide 45
	Slide 46
	Slide 47
	Slide 48
	Slide 49
	Slide 50
	Slide 51
	Slide 52
	Slide 53
	Slide 54
	Slide 55: Glandular abnormality
	Slide 56
	Slide 57
	Slide 58
	Slide 59
	Slide 60
	Slide 61: Colposcopic features suggestive of  invasive cancer
	Slide 62
	Slide 63
	Slide 64
	Slide 65
	Slide 66
	Slide 67
	Slide 68
	Slide 69
	Slide 70
	Slide 71: Aims of treatment
	Slide 72: Ideal treatment
	Slide 73: Methods for treating CIN
	Slide 74: Treatment principles
	Slide 75: Summary
	Slide 76

