Cryosurgical Treatment of Benign Lesions of the Cervix
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Abstract :

The cryosurgery was performed in the treatment of benign lesions

and neoplasia of the cervix. Group I patients who had glandular erosion or erosio
vera were treated by single freezing of 3 minutes. Group II patients who had
positive Papanicolaou smear consistent with CIN II-III but negative colposcopic
biopsy and endocervical curettage, and group Il patients who had colposcopic
biopsy or endocervical curettage positive for CIN were treated by double freezing
technique. The minimal pelvic pain during freezing was common (41.67%) The
watery of serous bloody vaginal discharge occurred in second day after freezing
and lasted for 1-2 weeks in all of cases. Group I, Il and III patients had failure
rate of 3.22%, 13.5% and 17.39%. This procedure was adequate in selected group
I and II only. (Thai J Obstet Gynaecol 1995;7:105-108)
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The glandular erosion, true
erosion or erosio vera and cervical
intraepithelial neoplasia (CIN) usually
manifested as abnormal vaginal
discharge and contact bleeding. Local
treatment by electric cautery and
cervical conization required an adequate
anaesthesia and perhaps hospitalization.
In contrast, by cryosurgery these

Cryosurgery of cervical benign lesions

cryosurgical treatment, benign cervical lesions

lesion could be treated as an out patient.
The aim of this study was to basis our
experience in the cryosurgical treat-
ment for these lesions described.

Materials and Methods

The nitrous oxide cryosurgical
apparatus of Spembly company with
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the cryoprobe number 6 F diameter
2.0 cms was used in this study. The
patients were ended into 3 groups.
Group I, glandular erosion and erosio
vera, group II, patients with abnormal
Papanicolaou smear and normal
colposcopic biopsy, group III, patients
who had abnormal colposcopic exami-
nation either endocervical curettage
or colposcopic biopsy showed CIN.
The first group were treated by single
freezing 3 minutes. Group 2 and 3 had
double freezing (3 minutes freezing
with 1 minute pause.)

The immediate postcryosurgical
pelvic pain and late effects of incre-
asing abnormal vaginal discharge or
haemorrhage were recorded. Ampicillin
or urfamycin was given as a prophylaxis
following the procedure and sexual
intercourse was prohibited for 3 months.

Patients were instructed to
return to our clinic visit at 1.5, 3.0, 6.0

Table 1

and 12.0 months. The Papanicolaou
smear and colposcopy were indicated
for group II and III patients. Abnormal
Papanicolaou smear or colposcopy
after 3-month visit would be called
failure of treatment, as well as a
persisting glandular erosion in spite
of negative Papanicolaou smear or
colposcopy. Cold knife conization,
laser conization or loop electroco-
auglation excision procedure would
be used as a definitive treatment.

Results

From January 1992-December
1993, 96 patients were included in the
study (Table 1). Group I patients (age
range of 26-48 years) had glandular
erosion, (n = 19) and erosio vera, (n =
12 cases). 20 cases had lesion size
less than 2 cms, 8 cases had lesion
size 2.0-2.5 cms and 3 cases > 2.5

Patients characteristics

Number of cases

Initial success Failure

Group I
Glandular erosion 19
Erosio vera 12
Group 1II

Papanicolaou smear positive
CIN II-III, Colposcopic
biopsy and, endocervical

curettage negative 37
Group III
Colposcopic biopsy or
curettage positive CIN-I 5
CIN-II 12
CIN-III 11

3031 (96.77%) 131 (3.22%)

32/37 (86.48%) 5/37 (13.5%)

5/5  (100.0%) 0
11/12  (91.66%) 1/12 (8.33%)
811  (72.72%)  3/11 (27.27%)
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cms. Patients returned to visit our
colposcopy clinic after 3 months and
found to have 1 persistent cervical
erosion, (1/31 = 3.2%). This case had
lesion size greater than 2.5 cms in
diameter.

Thirty seven patients (age
range of 18-50 years) had abnormal
Papanicolaou smear (Group II) under-
went cryosurgery with double freezing
method. 5 of 37 cases (13.5%) had
persistent abnormal smears and
underwent diagnostic conization later.
The pathologic results showed CIN
II-11I. Two of these had neoplastic
change in the endocervical canal.

Twenty eight cases were in
Group 3 (age range 20-40 years). Five
had CIN I, 12 had CIN II and 11 had
CIN III. After cryosurgery, 4 patients
had persistent cervical neoplasia, CIN
II-IIT diagnosed by cervical conization,
(4/28 = 14.28%). The patient who
preliminary CIN III had high risk
for failure after cryosurgery (3/11 =
27%)

Forty cases had immediate
pelvic pain during cryosurgical
procedure (41%), serous bloody dis-
charge was very common and lasted
1-2 weeks.

Discussion

The failure of cryosurgical
treatment occured only in one case of
group I and had lesion diameter
greater than 2.5 cms. This might be
explained by inadequate destruction

because the freezed area by cryoprobe
number 6F had the lateral spread only
0.6 cms from our observasion, and
0.62 cms by other,® which required
repeated freezing after 3.0 months.
The failure in this study occured
3.22%, whereas the other series had
5.0-15.0% failure rate.?

The group II patients had
persistent symptoms after cryosurgery.
The failure rate was 13.5%, and all
had CIN II-III after conization. This
outcome reflected our colposcopy
inaccuracy.

The patients in group III had
failure rate of 8.33% in CIN II, and
27.27% in CIN III respectively. Other
series had failure rate for CIN I, II
and III of 6.0-11.0%,5° 7.0-24.2%,&®
and 7.0-39.0%(146815) respectively

The cause of failure may be
attributed to neoplastic change exten-
ding into endocervical canal (5/9 =
55.5%). Obviously, the flat cryoprobe
number 6F was incapable of eradicating
all CIN in the endocervical glandular
clefts. For these reasons we would
advocated the use of cryotherapy for
CIN I or II after a well performed
colposcopic evaluation. Those who
had CIN III should undergo the other
alternative ablative procedure.

Conclusion

The cryosurgery was an ade-
quate treatment for benign cervical
lesion and CIN I-II. This procedure
was convenient, low cost and safely
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performed in the office setting.
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