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Summary

o Regardless of the frequency of cervical screening, an annual gynaecologic,
examination 1nclud1ng pelvic exammatmn is recommended

@ A dedicated team of cytopathologlsts for the study of PAP smears is_
essential for the success of any screenmg program for cancer cervix.
However for visual inspection of cerv;x only the performer of the test
should be trained..

o The latest guldehnes given by Amencan Cancer Soc1ety for screening of - <
cancer cervix seem to be very thought out strategy to curb the tendency
to over 1nvest1gate the population. '

® The use of cytobrush along with the conventmnal Ayre’s spatula has
reduced drastically the number of unsatisfactory PAP smears.

o Comblned use of PAP smear and HPV DNA testing should be offered for
o susplclous patlents with bad cerv1cal ‘erosions,

o Postmenopausal endometrial hyperplas1as and endometmal polyps must :
be followed up W1th hysteroscopic dlrected blopsy

. ‘Q; _Lactatlng breasts dense breasts and the mahgnant breasts w111 greatly .
_ benefit from frequent yearly Ultrasonographlc evaluatlon

Mammograms must be 1nterpreted by BIRADS class1ﬁcat10n

Ultrasound Breast should be advised more often than Mammography
uptlll the age of 50 yrs in general populat1on :
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e Ultrasound Pelvis.and CA 125 are two good modalltles to dlagnose and
‘ 1nterpret the morphology of adnexal masses. '

® Since majority of ovarlan cysts are benign, a mature decision for futher
evaluatlon of cysts by way of specific tumor marker evaluatlon excision
ete. must be made as per the morphology of the cysts

@ A thorough hlstory taking, examination of breasts, inspection of cervix
and biomanual examination of pelvis of all females should be a must in
all women irrespective of the systemic disease she is suffering from.
This will go a long way off in preventlon early detection and treatment

of gynaecological mahgnanc1es

Key Words: Gynaecological mahgnancy, Screenlng, PAP smear, Ultrasound
pelvis, Mammography, Cancer cervix, Endometr1a1 Cancer, Ovarian tumor

Breast Cancer.

Introduction

Cancer is increasingly recognized as

a global problem and not limited to

‘developed world. The incidence of all
cancers varies from 90-120/100,000
populations (1). In India gynaecological
cancer account for 55 to 60% of all cancers
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in woman. Cervical and breast cancers
together account for 40% of all female

cancers, Although ovarian cancer is the

third common ‘cancer of women in India,
still more women die of it than any other
cancers as ovarian malignancies present .
at-advanced stages (2). (Fig 1)
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Fig 1. Global Cancer Statistics Incidence, Mortality, and Prevalen;ce by Location (‘3) ;
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One may think as why to talk about
cancer in women in India, where more
women die from malnourishment,
childbirth trauma, infection, anemia etc
than cancer, and very few reach the ages
where cancer is prevalent. Very true! But
if we aim for positive health in a
community, we have to also inculcate
amongst medical fratermty the concept of
prevention of the disease, and the aim of
todays presentatlon is:to sensitize. the
medical professionals about the concept
‘of preventive gynaecological oncology. The
main thrust of the talk will be on cancer
cervix which we know is a preventable
cancer. One does not need the expensive
infrastructure, for its screening. It is Only
the awareness of the basic facts about the
etiology of the disease which all of us
irrespective of the speciality to which we
may belong, have to keep in mind, while
dealing with a woman patient who may
not have come for any Gynae complaint.
A simple examination of breast and

1nspect10n & feel of the cervix is all What ;

_is needed to have the suspicion of the

cancer -of breast and cervix after a few -

leading questions have been askea from
the woman. Prevention and early
detectlon of cancer is also extremely

critical in a country like Indla, where in

case of late detectlon cost of treatment is
very high. Advanced stages of cancer call

for.expensive modalities of treatment. So.

cancer prevention and early detection
becomes a medico-social respons1b111ty
and an economic necess1ty

vAccordmg to WHO ‘fabout halftoone-
third cancers can be prevented (tobacco

& alcohol related diet modification and

immunization against Hepatitis B &

Human Papilloma viruses); about one-

third can be prevented by early detection

with current knowledge (breast and
cervical cancers) and in-about one-third
cases palliation can improve the quality
of life for incurable cancers. The primary
prevention is possible if the causative
organism is known and Human Papilloma

‘. Virus (HPV) is recognized to play a

significant role in etiology of cancer cervix
4. ’
Role of History Taking

Currently, it appears that the best
way to detect any early cancer is for both
the patient and her clinician to have a
high index ‘of suspicion of the diagnosis
in the asymptomatic woman. There is a

definite role of detailed and appropriate
hlstory takmg and also makmg patients

- aware of the risk of cancer as a strategy

for preventing cancer. Advising hlgh risk

. patients for surveillance and follow up
- and counseling them to get their peers for

preventive health check is one of the
1mportant components of adv1ce glven to
women after undergomg screening
programme Teaching the proper
techmques of monthly self examlnatlon '
of breasts and counsehng the women

about its importance is another 1mportant
_aspect of the preventive gvnaecologlcal

oncology Therefore under thls scenario,
there is a definite role of a general
phys101an/genera11st gynaecologist as a
prlmary health care prov1der in
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implementing the screening programme

for cancer detection in the community.
WHO

programmes (5) are:

criteria for screening

a . The condltlon sought should be an
important health problem.

‘m There should be an: accepted
treatment for patients with
recognized disease.

[ ] ‘Fac111t1es for dlagnOS1s and treatment

should be available.

m -There should be a recogmsable or
“early symptomat1c stage,

m  There should be a sultable test for
examlnatlon with high sens1t1v1ty
and specificity.

Well Woman check (6)

Keeping the concept of prevent1ve
: oncology in mlnd a health package by the
name of “Well Woman Check” is offered
in the Indraprastha Apollo Hosp1tal New
Delhi. A prospectlve study for 9% years
from December 1997 upt111 August 2006

was done for all patlents who came for -

this check. Durmg this period, total O, PD.
~ attendance for the hospital was 1026 143
out of which 1190 76 patients (11.6%) were

, exammed in preventlve health checks :

47,630 (40%of all health checks) were
females: 4295 women (11.08% of all
female patients) had Well Woman Check
done. This check is performed by the

gynaecologist. It includes a detailed -
‘relevant history taking, general physical
‘and  systemic

examination, and
examination of relevant organs i.e.,
breast, abdomen and female genital .
organs by way of speculum'examination
and bimanual examination. The
1nvest1gat1ons performed under this check

' 1nclude complete blood counts, fastmg and
~post prandial blood sugar, blood grouplng

and Rh typmg, routme and microscopic
urine and stool examination, X-ray chest

- PAview, PAP smear, Ultra sound Pelyis —
trans abdommal and trans Vaglnal

B1lateral Mammogram and Ultra sound

,Breast

It will be seen from Table I that 64%
of the ladies were above 40 yrs of age. 70% .
were in the upper middle class and none
from the lower socio- economlc status

Cervical Cancer

- Cancer cervix is an important public
health problem. It is the third cancer in
frequency‘world wide and most or second

‘most common cancer in women in

developing countries (Fig 2). PAP smear

Table-l : Cllmcal profile of:Study Group (Well Woman Check)

- Ag Number h o | Socio-Economic Class | Number | (%)
18-40yrs | 1549 | 36 Lower Middle and < o | o

- 40-60yrs | 2199 | 51 Middle 1288 30

| seoyrs. 0547 " 13 | Upper middle and> 3007 | 70
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‘has been the hallmark for screening of
cervical cancer and it has been proved
beyond doubt since 1960’ that cancer

cervix can be prevented by the detection

and treatment of precancerous lesions in
“the Cervix by cytology.

<03 B <161 5 <238

W 358 ‘ <939
1100000

Age standardized incid

Fig. 2 The global burden of cerv;oel cancer

Some facts about cancer cervix are:
m  Cervical cancer is preventable

m  Most patlents are asymptomatlc

[ ] Patlents may present with postcmtal ;

bleedlng, intermenstrual bleeding
and an abnormal vaginal discharge.

m Risk factorsy for selekc'dtive and

opportunistic screening are:-

; Multiplepartnei‘s S.T.D.s
) ‘Early onset of sexual activity.
e HPV infection

. : ngh pamty

e _Immunosuppresmn and HIV
infection.

) 'Oral Contraceptlve users have a
4 times 1ncreased risk in HPV
perhaps; by

, p01t1ve cases

~decreasing folate levels or by
_activation of metaplastic cells.
. Smoking ' .
e Husband with previous wife
‘having cervical cancer.
o Low socio-economic status.
o Poor n'utfition é.nd poor hygiene
During the last 20 years the
understanding of the etlologlcal agents for
Cancer Cervix has 1mproved a lot. The

detection of hlgh risk oncogenic Human
Pe pllloma Virus (HPV) type 16 & 18, as

. the main etiological agent for occurrence

of cancer Cervix has been established
beyond doubt(4). It seems as if HPV
induced Cervical cancer is an anomaly in
the otherwise elusive search for the cause
of human cancers, as almost no other
cancer has a single exposure agent which
is a necessary cause “of the caneer. The

detection of HPV wviruses on cervix as a
‘primary screening modality or as an

adjunct to cervical cytology is no doubt
one of the best screening methods for

“cancer Cervix, but the ava;lablllty of the

infrastructure and the health care
resources is a very important impediment
in theiiﬂusage for mass screening
programmes. This cancer being a disease
of the poor, and developing nétions, the
low cost, low technology screening

‘modalities have been evolved lately asan
alternatlve to the cytology.

WHO cyrlterla; for_ ,‘s‘oreening
programme have been fulfilled by cervical

‘screening and the mortality from cervical
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cancer: ig falling in systematically

screened population. For cancer Cx, along
latent period of premalignant stage, HPV

as a definitive agent, easy and direct

access of uterine Cx for examination and

sampling and effective treatment for pre

malignant changes, make this cancer
~ probably the only gynaecological cancer
to satisfy all these criteria.

In India, cervical cancer is the

commonest malignancy in the females

and accounts for 85% of all gynaecologlcal
cancer and 25% ofall female cancer. About

18% of all cerv1ca1 cancer pat1ents are in

India (2). Ethnic variations in India reveal
varied incidence rate for different
communities i.e. 28/100,000 female .
population for Hindus;, 18 for Christians,
15 for Muslims and 4 for Parsis.(2). The
truncated rate in the age group 35-64 yrs |
in Chennai is even higher (99.1/

"100 000 1982 95) than from Cah
Columbia (77 4/100 000;1987- 91) (Table

2). The cerv1ca1 cancer load in India alone
is estimated to reach 100,000 by 2001. The
differential patterns of cervical cancer and
the wide variation in incidence are
possibly due to environmental dlfferences

(7.

.. Table-2 : Incidence Rates of Cancer Cervix in India =

‘Registry ‘ Age Adjusted Rate

e 1982 1987 1991
 Bombay | 178 16.1 | 186
Bangalore | 341 24.2 215
. Madras | 4086 413 385

Screenlng tests for Cervical

Carcmoma :

1 ; Convent10na1 cervical PAP smear.

2. "quuld based cervical cytology ~

3. Vlsual 1nspect10n | ' ‘
a)  Unaided visual 1nspect10n (VI)

b) Visual 1nspect10n usmg Ac1tlc
 acid (VIA)

‘) Vlsual inspection usingLugol"s
~ iodine (VILI) ‘
4, _ColpOScopy :

5. Cérvic‘ogrophy
6. - HPV, DNA testing

7. Other emenging technique’s"

a) Computer assisted reading of
cervical smears.

b) Use of physical real time devices.

¢)". Detection of molécular surrogate

markers of cancer progresswn

Cerv1cal cytology and visual
1nspect10n are the main modalities for
early detection of cancer and they will be

- further dlscussed here.




Early Detection of GynaecologicalMalignancies = 305
Refreshing Awareness for Medical Fraternity

Cytology: - Cervical cytology is the
gold standard for screenlng For the
s1mple and easy test of cytology, one needs
a Cuscus spec lum an Ayres spatula and
cytob ush. The sens1t1v1ty of the
conventiona ;Pap test is “of only 55- 60%
Wlth ep"'rted false negat e ratevarymg

ectocerv1x b“' Ayres spatula and from

endocerv1x by‘cytobrush The flu1d
samplmg techniques have further
improved the results of the cytology. It is
recommended that Colposcopy and
colpomicroscopy directed cervical biopsies
should be performed in abnormal PAP
smear and appropmate treatment

1nst1tuted

VIA & VILI These are the low cost
techniques for cervical cancer screening
which have been extensively investigated
in India. Visual .ingpection is.now

.3 Normal cervix — VIA negative

regarded S_ﬂ e best optlon for proposed
cancer co: it"ol pro ramme 1n India. It
needs short tralnlng course and parak
medlcal staff can be tralned easﬂy

k' In VIA (Flg 3 Fig 4), the cerv1x is
exposed by b1valve speculum and 50%
Acetic acid solut1on is apphed on 1t \fter
two m1nutes the cervix is 1nspected for
the presence of aceto whlte areas when

testis called pos1t1ve for VIA In VILI 50%

Lugol’s 1od1n 8 apphed 1nstead of acetlc
ac1d Non uptake of iodine dye by the
cervix quahﬁes for pos1t1ve test (Figb, F1g
6). The patients for positive cytology or
VIA and VILI are further evaluated by
colposcopy and biopsy. The patients with

negative tests can:be reassured .and can
have screening done after 5 years (8). The
VIA has 90%. sensitivity and -92%
specificity ~with :17%. the. positive
predictive.value and 97% negative

" predictive value,

Fig. 4 Ecto Cervix - VIA Positive
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'Fi'gf 5 Ecto-Cervix - VILI negative ~

Table 3 shows Pap smear screening
in'well' woman check: There were only 30
suspicious PAP smearsout of 4295 smears
taken. Frank cancer was detected in 5
patients. All the patients in the study
group had two smears taken, one from
ectocervix by Ayres spatula and the other

: Table-3 PAP Smear Screenlng (Well

Woman Check)

Diagincs_rs ;V . Num-l-oer of ; ‘(%)-[-r-
- _ patients |
[Normal 3194 | 7408 |
Inflammatory | 1049 24.04 5
e L 1}”‘”’ | o0z
msL [ 0ie
:'V:’Ck,ancer'CélfVixﬂ:~‘ 5] on
Notdome | 17 | o039

Fig: 6 Ecto Cerv1x - VILI positive

from endocerv1x by cytobrush 74 3% of
PAP smears were normal, 24.40% Were
inflammatory, 0.18% Atypical squamous
cells of undetermined significance
(ASCUS), 0.09% Atypical Glandular cells
of undetermined significance (AGUS),
0:2% low grade squamous'intraépithelial
lesion (LSIL) and 0.16% were high grade
squamous 1ntraep1thel1a1 lesmns (HSIL).
In other words, 30 susplclous smears
'(0 7%) Were pos1t1ve PAP smears for.
screemng purpose Whlch needed further
evaluatlon Non 1nclu >1on of low soc1o-
economic status Women accounted for
such 10W 1nc1dence of pos1t1ve PAP smears ‘

Th re is no deﬁmte protocol for the
cerv1cal cancer screenmg Where as in
U K.’(9), it starts at 25 yrs of age with 3

, yearly 1nterval for the age group 25 49
: years 5 yearly 1nterval from 50-64 years

and no screening from the age of 65 years
on wards, the American Cancer Society
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Guidelines (ASCG) (10) are slightly
different.

m All women should begin cervical
" cancer screening about 3 years after
they begin "having vaginal
intercourse, but no later than when
they are 21 years old. Screening
should be done every year with the

regular Pap test.or very 2 years using -

. the newer liquid-based Pap test.

®  Beginning at age 30, women who

have had 3 normal Pap test results

in. a row may get screened every 2 to
'3 years, Another reasonable option
for women over 30 is to get screened
every 3 years (but not more
_frequently) with either. the
“conventional or liquid-based Pap test,
plus the HPV DNA test. Women who
have certain risk factors such as
,; dlethylstllbestrol (DES) exposure
before birth, HIV infection, or a
weakened immune system due to
organ transplant, chemotherapy, or
chronic steroid use should contmue
to be screened annually

n kWomen‘ 70 years of ‘age or older who
" have had 3 or more normal Pap tests
in row and no abnormal Pap test
results in-the-last 10 years may
choose to stop having cervical cancer

screening. - Women with- a history of

cervical cancer, DES exposure before
birth, HIV.infection: or -weakened

“dmmune: system should continue to
have screening aslongas they are in
good health

Even though, there-is'no-organised
screenihg programme in India, even then
54.4% of women between 21 to 65 years
of age have had a smear and 44.30% had
it within the proceeding three years. The
ACS guidelines cannot be recgmmended
in India due to lack of infrastructure and
| The  WHO

resource  crunch.

‘ recommendation of once a life time PAP

smear between the ages of 35-40 years for
Indian scenario is a good compromise.

Ovarian Cancer (Fig 7) -

Ovarlan cancer (204 000 cases and
125,000, deaths) is the sixth most common
cancer and the seventh cause of death

# <161
Age_ standardized incidence ./ 100.000 population

T <40 H <5 <710 R <103

Fig: 7 The global incidence of ovarian cancer?

from cancer in women«(4.0% of cases and
4.2% deaths). Incidence rates are highest

~ in developed countries with rates in these

areas exceeding 9 per 100,000, except for

Japan (6.4 per 100,000). Incidence in-
South America (7.7 per 100,000) is

relatively high. Incidence rates have been -
slowly;incr‘easing in many Western
countries and Japan. The risk of ovarian
cancer is reduced by high parity and use
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of oral contraceptives. In India, the
incidence is 4.65% of all female cancers
(2). : : : '
CA 125 and Transvaginal
ultrasonography (TVS) are the two
extensively investigated diagnostic
modalities for detection of ovarian cancer.
Although, CA 125 is not a specific tumor
marker for diagnosing
malignancy, the rising levels even within
the normal range should raise the

suspicion of an occult ovarian or primary .

peritoneal cancer, Since 90% of ovarian
tumors are epithelial tumors only, CA125
is considered a screening marker. TVS has
high sensitivity for ovarian cancer, and
along with colour flow Doppler i imaging
where by the neovascularity of the
mahgnant tumor can be ascertamed the
specificity also i 1ncreases (11). Where as
no premalignant ovarian lesion has been
conclusively identified, stage I disease
may be considered a recognisable latent
phase for the purpose of ovarian screening
(12). The screening should be restricted
to the high risk population, peri and post
menopausal women with family history
of ovarian, breast, endometrial or ¢olon
malignancy; late age at first pregnancy,
non users of oral contraceptive pills and
detection of 5cm or more sized cyst in post
menopausal woman. The multilocular

ovarian cysts with solid and cystic

components are-the susplclous cysts for
malignancy. -

© Currently it appe’ars that a high
index of suspicion for the disease in the
high risk patient, is the best way to detect

ovarian .

early ovarian cancer. Routine bimaunal

pelvic examination, thorough

‘investigation of adnexal masses and

impressing on follow up for patients with
positive findings are the methods for early
detection. ~

In the well women check study (Table
4), 8.6% of patient had ovarian cysts
detected on TVS. No case of early ovarian
cancer was detected in the study. Patients
were advised to repeat pelvic ultrasound

Table-4 Ultrasound Pelvis - Adenexal
qulons (Well Woman Check)

Dlagnoms Number (%)
Normal- & - 13788 88.01
Ovarian Cysts o871 8.06
'Polycystlc ' ; | 19 | 207
Para ovarian cyst .| : . 4 +-:0.03
Hydrosalpinx Jrennaa3 710,08

after 6-12 weeks if the size of the cyst was
less than 5 cm with normal Colour
Doppler.,s'tl;ldies. On the other hand, any
mass with abnormal vascularity and
suspicious of malignancy and all masses
>5cm in size need surglcal evaluatlon

Endometrlal cancer (Flg 8)
Cancer of the endometrium has a
rather similar geographic distribution to

ovarian cancer. However, it appears more
important as a cause of new cases

(199,000 or 8.9% of cancers in women)

than in terms of mortality (50,000 deaths
or 1.7% of cancer deaths in women) )
because of the much moreé favorable
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prognosis. - It . is. a: cancer . of
postmenopausal women; worldwide, 91%
of cases occur in women aged 50 and older.
Survwal is rather good and similar to that
of breast cancer- -86% in the US SEER

W<24 ¥ <42
Age_standardized incid

<77 B=<13.2 ﬂ < 28.9
/100.00 popul

Flg 8 The global incidence of endometrlal :

cancer®

greater than the

in southern and -eastern Asia (1nc1ud1ng

Japan) and most of Africa (less than 3 5 “‘

per 100,000) ..

The American Cancer Socie’tyk (10) .

“recommends that at the time of

menopause, all women should. be
informed about the risks and symptoms
of endometrial cancer, and stron‘gly
_ encouraged to report any unexpected
" bleeding or spotting to their doctors. For
women with or at high risk for heredltary
non-polyposis colon cancer, annual
screening should be offered for
endometrial cancer begmnmg at 35 years
of age.

Diagnosis Nﬁmber (%)
Normal 2513 58.05
Fibroid Uterus [ 865 | 20.01
Adenomyosis e 627 14.06

. Postmenopausal I
Endometrial : ;
Hyperplasia | 159 3.07
Fluid Polyps 30 0.07

| Endometrial Polyps 72 1.06 -
Post H&s’cerectomy 27 0.06 |

“U.S.G determined endometrial

‘thickness is used-as a screening method

for endometrial cancer. A5 mm thickness
of endometrium is generally accepted as
normal and-anything above it -warrants
further evaluation of endometrium by
aspiration cytology or.endometrial biopsy.
At an endometrial thickness threshold
value of 5mm, TVS has a +ve predictive
value of 9% for detecting any abnormality.
The sensitivity is 90% and specificity of
48% with negative predictive value of
99% .

Diagnosis of endometrial

~hyperplasia with atypia is considered as
. a precancerous lesion of endometrium
: o (13) However, the routine screening for
registries and 78% in European registries.
The proportion of these cases surviving
up to five years in developing countriesis
corresponding
proportion of breast cancers. The highest
" incidences are in North America (22.0) E‘hdometria'l Hyperplasia, 1.6% had
and Europe (11.8 to 12.5). Rates are low'y

endometmal carcinoma is currently not

; ‘ . _]ustlﬁed

. 3% of women in well woman check
study (Table 5)-had Postmeynopaus_al

~ endometrial polyps and 0.7% had fluid in

Table-5 : Ultrasound Pelvis - Uterine
Lesions (Well Woman Check)
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endometrial cavity detected by TVS.
Histopathological evaluation of all the
patients was done by hyteroscopic
~ directed biopsies. 4 cases of endometrial
cancer from thick endometrial group and
two from endometrial polyp group were
detected:-by Histopathology

Breast cancer (F1g 9)

In Indla breast cancer accounts for
22.3 % of all femalecancers,second only
to the cervical cancer(14). Despite some

‘Eastern Europe
Northern America -
Southern Europe .
Westerh Europe
Northern Europe
China
- AustralialNew Zealand
k Japan »
Western Asia
MibrolPolynesia
Canbbean o
South-Eastem As:a
South America
Southern Africa
Central America
Northern Africa
South Central Asia
Melanesia
Middle Africa
‘Eastern Africa
:Western Africa

arguments to the contrary, obstetricians
and gynaecologists function as primary
care physicians for women upto pre-
menopause. Therefore the d1agnos1s of
breast carcinoma in its most curable form

lies within thls spemahty for large number

of Women

In sp1te of s1gn1ﬁcant advances in our
understanding and management of breast
cancer over the last several decades the -

morbldlty and mortahty from this disease

Females

§ T ¥

80 80 4

T T 4

40 60 7480

Age standarduzed incidence per 100, 000 i

PFig 9 Global 1nc1dence of ovarian cancer“
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remain high. Therefore; prevention of this

disease -has become one of the-most

important challenges for-the medical
community. It is estimated that several
billion dollars per year could be saved if
its vdkevelopkment' Were preventekd.g; o

The ability to identify individuals or
populations at risk for breast cancer is an
. integral part of effective preventive
~ strategies, but until recently we have not
been able to accomplish this task with any
degree.of certainty. Other than gender
and age, fewer than 50 %:of cases occur
in women with other risk facﬁors, and:85%
are diagnosed.in women without any
family history. Recent advances in our
understanding of the molecular bielogy of
breast caneer have led to the identiﬁcation
of specific mutations that may help
identify women with a hereditary
predisposition to developing breast
eancer as well as to predict who will
respond to- adJuvant therapy (15),

The causes of carcinoma breast seem
to be multifactorial and so are the risk
factors. These risk factors can be
identified and evaluated by good history
taking and thorough examination of
breasts. Finding a breast lump and
evaluation of the nature of the lump is
screemng for and d1agnos1s of carcinoma
breast. 90 % of breast lumps can be
detected by clinical examination alone,
Mammography and Ultrasound breast
help in detection of rest of the 10 % of the

“non palpable lumps.

Mammogram and Ultrasound breast
is advised to all patients above 40 yrs of
age (Table 6, Table 7) Patients who are
less than 40 years of age and have low
risk for cancer breast are screened for
breast lesion by Ultrasound. BIRADS—B
lesions nieed re-evaluation after about six
months where as BIRADS 4 and 5 1lesions
need FNAC and biopsy from the lesions.
Inthe present study no case of carcmoma
breast was detected : :

Table-6 Evaluatlon of Mammograms

(Well Woman Check)
| Diagnosis Number (%)
BIRADSO | 149 | 3.04
| BIRADS 1 3019 | 70.02
BIRADS2 | 798 | 1805
BIRADS 3 | oaas | 07
BIRADS4 | 15 | 003
'BIRADS 5 i il
Notdome = | 71 | 106

Table-7 : Ultrasound Sci'eening' for
Breast (Well Woman Check)

~D1agnos1s Number | (%)
| Normal 72882 67.01
Fibroadenosis | 827 19.02
fBreastsicysts' . 230 | 5.03
Fibrocystic disease| 226 | 8.09
| Ductal Dilatation | 38 | 0.08
‘Fibroadenoma | 88 2.00
Cancer 4 0.0'9 |
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Prevention of breast cancer is aimed
at detecting pre-invasive lesions, such as
ductal carcinoma in situ and lobular
carcinoma in sity or early stage invasive
breast cancers that have the potential to
be cured with limited treatment.
Screening tests aimed at breast cancer
prevention include the Breast Self
Examination (BSE), clinical breast
examination by health care providers,
Mammography and Ultrasonography of
breast. Monthly self examination of
breasts is a recommendation followed for
quite some time now, but it has been seen
that this has not appreciably decreased

the overall mortality rates due mainly to.

the small number of women who actually

perform these examinations. Extensive -

use of Mammography and Ultrasound
- screening of breasts have declined the
overall mortahty rate of breast cancer by
5% in U. S women

The American Cancer SOciety
guidelines for early detection of cancer
breast are as follows:
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