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To,
The Editors,

It is generally observed that Low or High Grade Squammous Intraepithelial Lesion
(LGSIL or HGSIL) may undergo regression in more than 30 % ( 1/3 rd) of cases % . Ina
large prospective study by Moscicki et al * it was observed that 90 % of cases with
LGSIL in the younger age group ie 13 to 22 years of age, show regression on long term
follow up.

We wish to report the effect of treatment of bacterial, parasitic and fungal treatment on
Pap smears from women with a report of LGSIL. We have outpatient women’s health
clinics and cervical cancer screening program for women. Those with high grade SIL
(HGSIL) or suspected cancer are referred to nearby hospitals. A research grant which
involved studying the effect of pharmacological treatment of associated genital
infections in women with Low Grade Cervical Intraepithelial Lesions (except viral
infections) allowed us to screen women from low socioeconomic groups free of cost.
Since majority of women developing cancer or Cervical Intraepithelial Neoplasia (CIN)
are above 30 years of age in our population, free Pap tests were offered to this group.
About 1/4rth women belong to the better socioeconomic group and they are required to
pay for the Pap test. There is no universal government or insurance based screening
program. The study has been approved by an independent Ethics Committee.

A total of 660 cases were screened by Papanicolaou smears from April 2007 to October
2007. More than 80% of cases were above the age of 30 years. Out of these there were 3
cases of cervical Squammous Cell Carcinoma (SCC), 7 cases of High Grade Squammous
Intraepithelial Lesion (HGSIL), and 22 cases of Low High Grade Squammous
Intraepithelial Lesion (LGSIL), mostly from underpreviledged group. All abnormal Pap



smears, showed evidence of local infections *°. None of the women admitted premarital
or extramarital relations. Only two women with HGSIL reported that their husbands were
polygamous.

This report is restricted to the 15 cases of LGSIL who returned for a repeat smear within
a period of 8 months after treatment of infections. Since local genital infections act as co-
factors for the development of squammous carcinoma of the cervix we were interested in
finding out the immediate effect of treatment of infections on cytological pattern.

Out of fifteen women with treated LGSIL, eight cases showed cytological
manifestations of bacterial, parasitic and fungal infections (Tablel). Koilocytosis
indicating infection by Human Papilloma Virus was associated in 13 / 15 cases. The

Table 1. Age, Gravidity, menstrual status, initial Pap smear and colposcopy, and
follow up Pap smear after treatment of infections in 15 cases of LGSIL

No | Age Gravid | Menses | Local Pap smear Colpo- Tre | Pap smear FU
Years | a Symptom Initial scopy at-
me
nt
1 47 3 PM Discharge | LGSIL + ACW v LGSIL +
Koilocytes Koilocytes
2 45 8 R Discharge | LGSIL + CIN1 v LGSIL +
Koilocytes Koilocytes
3 43 3 R Bloody LGSIL + BV CIN1 v LGSIL +
Discharge | +Koilocytes Koilocytes
+Fungus +AGUS
4 30 4 R Discharge LGSIL + CIN1 v ASCUS
BV
5 48 3 PM Nil LGSIL + TV CIN1 v LGSIL +
Koilocytes Koilocytes
6 55 3 PM Nil LGSIL + Atrophy v LGSIL +
Koilocytes Koilocytes
7 44 4 PM Discharge LGSIL Cervicitis | v LGSIL +
+BV+ Koilocytes
Koilocytes
8 56 3 PM Nil LGSIL + ACW v LGSIL +
Koilocytes Koilocytes
9 67 5 PM Nil LGSIL+BV+ | ACW v LGSIL +
Koilocytes Koilocytes
+AGUS
10 | 45 4 IR Discharge | LGSIL + ACW v Atypia
Koilocytes
11 |55 2 PM Nil LGSIL + CIN1 v LGSIL +
Koilocytes Koilocytes
12 | 45 3 R Nil LGSIL+BV Cervicitis | v Atypia
13 |32 3 IR Nil LGSIL + Cervicitis | v LGSIL +
Koilocytes Koilocytes
14 | 44 2 IR Discharge LGSIL + Cervicitis | v Atypia
Koilocytes




15 |48 3 R Discharge | LGSIL+AGUS | Polyp v LGSIL +
Koilocytes Koilocytes

Key: R= Redular, PM= Postmenopausal, TV= Trichomonas vaginitis, BV= Bacterial vaginitis, ACW=
Acetowhite areas, CIN 1= Cervical Intraepithelial Neoplasia 1, Pap smear FU= Pap smear report at follow
up after treatment of infection

Figure 1. Cervical smear from a 44 year old patient with LGSIL a) before and b) after
treatment with satronidazole for Bacterial vaginitis (X 400; Papanicolaou stain)

a) before b) after

prevalence of Koilocytosis in smears in the general population in our clinics is 8 %. All
had 2, 3 or 4 pregnancies. Eight women were postmenopausal whilst 7  were
premenopausal. Two cases were 30 and 32 years old and the remaining were between 42
and 67 years of age. All 15 women and their husbands ( N= 10 living with husbands)




were treated for bacterial , parasitic and fungal infections. Cases were treated with
metronidazole or satronidazole, azithromycin and or fluconozole alongwith the partners.
Women with persistent cervicitis or erosions were treated for presumptive gonorrheal
infections along with their partners. All abnormal slides were screened by two
cytologists. Colposcopy was negative in 10 cases and suggested CIN 1 in 5 cases.

After treatment, LGSIL regressed in less than 1/3 rd , ie 4 out of 15 cases, and even in
these ASCUS or Atypia was persistent (Fig 1). Although the bacterial, parasitic and
fungal infections responded to treatment, Koilocytosis persisted in all. Glandular atypia
(AGUS) was observed in 1 case at initial examination and in 2 other cases at follow up.

We wish to highlight the high rate of persistence of LGSIL in our series after treatment of
associated genital infections in women above 30 years with a diagnosis of LGSIL with
concurrent koilocytosis. The role of multiparity also cannot be excluded. The limitation
of the study is that we were not able to assess the reversibility in the younger age group.
Premarital and extramarital sex , although definitely prevalent and increasing over the
years, are still not too common in our conditions. Younger women therefore are not
usually agreeable for Pap tests and for follow up visits. However SILs are common and
so are STDs in the high risk group and we have reported this earlier °.

Women with these characteristics therefore require an active follow up if invasive
cancers are to be prevented. Undoubtedly the use of HPV detection techniques has made
the identification of high risk cases easier in developed countries °. However these are
associated with larger screening costs and will require establishment of quality control for
HPV DNA tests which may be more difficult to ensure than quality control of Pap
smears. In India the conventional Pap smear is still the backbone of cervical cancer
screening programmes’ . The estimated number of new cervical cancer cases is 1,30,000
per year ® . To prevent invasive cancer it may be ideal to follow up all ASCUS or higher
grade as reported by another group ° but many of these may regress, and the follow up of
all these women is not feasible without increased cost and infrastructure strengthening.
Women above 30 years with persistent LGSIL and koilocytes may have a high risk for
cervical cancer and deserve urgent attention as these are not likely to regress.
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