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7.0.
Introduction

Women with cytological disorders found in a cervical screening program require a quality monitoring.

a)
Every woman who has been found cytological disorders in a cervical screening requires suitable information.

The standards to assess the quality of this information are:

· Rate of women who have been given the information about their clinical symptoms at the same moment in which they were informed of their morphological disorders.

· Rate of women who considered that the information they were given when the smear test was done was satisfactory.

b)
Every woman with morphological disorders found in a cervical screening program requires suitable monitoring.

The guideline for the quality of monitoring is the following:

· Rate of women with a cytological report of morphological disorder who have been seen by a specialist in six months following the cytology.

c)
Every woman who has been diagnosed as having high risk cervical damage in the screening test requires a subsequent colposcopic study.

The guideline that will enable us to know a quality study is the following:

· Rate of women informed with a high degree disorder who underwent colposcopy and biopsy.

7.1
Cervical biopsies

The cervical cytology is not diagnostic; for its diagnosis it is necessary to do an anatomopathologic study. To make a decision both for monitoring and for treatment it is necessary to have a previous diagnosis. Colposcopy is the method that enables us to know the cervical suspect area in which the disorder may be placed; that is why it is essential to perform a high quality colposcopy to be able to perform a biopsy.

For a high efficacy some requirements must be met:

· The colposcopist should be gynaecologist highly trained, with experience and special commitment to the study and treatment of the genital organs. (they should have the training to know efficiently the difference among abnormal, benign and normal colposcopic changes.)

· The cervical specimen should be enough, without causing any hemorrhage or bothering the patient.

· The colposcopy and the biopsy should be able to be performed without anesthesia and in outpatient basis.

There are several kinds of biopsies that can be performed: exocervical biopsy with punch, biopsy with diathermic loop (LLETZ or LEEP), cone biopsy (cold knife conisation, laser conisation), endocervical curettage.

7.1.1.
Indication

The cervical biopsy is suitable for a positive screening cytology, both if it is high-degree positive (high-degree SIL, cancer in situ or invasive cancer) and if it is low-degree positive persistent cytology.

Suspect colposcopy: As previously mentioned, the biopsy should be performed under colposcopic control. The abnormal findings are the colposcopic imaging suspect of the presence of cytological disorders and the imaging suspect of invasive carcinoma registered as such in the colposcopic nomenclature of the VII World Congress of I.F.C.P.,1990, and modified in the German version of 1990.

7.1.2.
Diagnostic goal
It should be borne in mind that the screening cytology is not diagnostic to know if the patient with a positive screening has damage or not. Biopsies and colposcopies studies will enable us to know the degree and the area of the damage, which are the necessary parameters to carry out a correct treatment.

Cervical biopsy with colposcopy will allow us the histological assessment of suspect damage and in most cases in which biopsy is performed by means of diathermic loop or conisation, the definitive treatment to perform will be a resection of small damage.

7.1.3.
Technique
Cervical biopsy with punch is the method normally used to extract small samples of cervical tissue. This kind of biopsy does not need anesthesia and only leaves a small injury which scarcely bleeds.

It is always performed under colposcopic vision. It consists in the taking of small fragments of abnormal colposcopic areas.

There are several kinds of forceps for the performance, having all of them in common that they have a fixed part and a sharp mobile part.

Women with positive screening (high-degree disorder cytology or low-degree persistence cytology) firstly undergo the colposcopic assessment of the genital organs. After visualising the zone with abnormalities (of whitish transformation after using acetone, dotted, mosaic, with irregular vascularization or leucoplacia.)a small sample is taken, using a punch. The specimen is sent to the pathological anatomy laboratory. The specimen should have previously been correctly fixed in formaldehyde, alcohol or even better using Bouin fixer, that enables the use of inmunohistochemical techniques.

7.2
Endocervical curettage. It consists in the obtaining of endocervical tissue.

7.2.1
Indication
Endocervical curettage is compulsory in a positive screening with an unsatisfactory colposcopy (the transformation zone cannot be seen) or a normal colposcopy. Also, it will be necessary when the existence of abnormal glandular cells, AGUS or suspect adenocarcinoma is reported in the screening cytology 

7.2.2
Diagnostic goal
The aim of the endocervical curettage is to dismiss that damage has invaded the endocervical canal. The treatment of high-degree cervical damage varies depending on if the endocervix is invaded by damage or not. If damage involves the endocervix a local destructive treatment cannot be performed and conisation would be necessary.

Endocervical curettage or microhisteroscopy will be equally necessary for the diagnosis of endocervical adenocarcinoma and to dismiss an endometrial carcinoma involving the cervix.

7.2.3
Technique
Endocervical curettage consists in the obtaining of tissue from the endocervical canal, by means of a curette, using previously dilators (Hegar nº 4). The taking of the biopsy sample is performed with a sharp curette that scrapes separately the four canal walls. The endocervical study can also be performed by means of a microcolpohisteroscopy, which consists in the direct visualization of the endocervical zone, after putting in some kind of colouring (lugol, methylene blue, waterman blue or toluidine blue).

7.3
Cone biopsy

Conisation consists in the removal of a cone of cervical tissue using a truncated apex, whose base circumference is outside the iodine negative zone of Schiller test and whose walls include the cervical canal in the main part of its length.

7.3.1
Indication
Women with positive screening for high-degree damage in which the transition zone cannot be seen in the colposcopy.

Suspect of incipient invasive cancer.

Positive screening for high-degree damage with colposcopic damage in the transition zone involving the endocervical canal.

Persistence of AGUS or suspect or diagnosis of adenocarcinoma in situ.

7.3.2
Diagnostic goal
The aim of the cone is the diagnosis of the damage; nevertheless in most of the cases this diagnostic test will be therapeutic, being all damage included in the surgical piece and the cone rims are not affected. If after a cone biopsy the rims are affected by damage, it will be necessary to perform a hysterectomy.

7.3.3
Technique
The neck, which has been previously given a lugol application, is taken with two forceps at 3 and 9 hours outside the damaged zone. The neck of the uterus is infiltrated with a hemostatic solution of vasopresine or adrenaline in 4 to 6 points far from the damaged zone . A circular incision is made outside the damaged zone and the fragment is taken with a pair of tweezers. The incision is spread towards the endocervix until a height that enables the removal of most of the endocervical canal is reached. Once the cone has been removed hemostasis is performed by means of electrocoagulation or Strurmdorf plaster.

Laser conisation.

Laser conisation is performed under colposcopic control with the same indications as surgical conisation. The laser beam is the knife in laser conisation. The depth and width of the resection is determined by the colposcopic topography of the damage and of the cervix. The operation is performed with local anesthesia and previous hemostatic infiltration of adrenaline. The removed cone will be positioned by means of some stitches to 12 hours.

LLETZ
It is the complete biopsy of the transition zone by means of a diathermy loop, which consists in an ablative instrument made up of an active electrode, in the shape of a semicircle or semioval.

LLETZ or LLEP seeks the so-called “see and treat”, since when removing all the transition zone and all the colposcopic abnormal area at the same time ,the diagnostic biopsy, which is usually the definitive treatment, is performed.

Once the cervix is exposed, the secretions are cleaned and then a solution of lugol is applied to isolate the areas that are going to be removed. The loop is then in contact with the peripheral limit of the area free of iodine and the high frequency current is emitted introducing the electrode progressively, very gently but without any hesitation, pointing it to the internal limit of the damaged zone.

The surgeon’s experience will enable them to control the depth and the speed to move forward, taking into account that very fast performance prevents the correct hemostasis.

The specimen obtained both in the biopsy and in the LLETZ must be marked by means of some hour points, so that the damage can be easily found after its anatomopathological study.
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