CASE PRESENTATION AND DISCUSSION
ON
VAGINAL BLEEDING

BY
MARY ANN G. MILLENA
JUNIOR MEDICAL INTERN


CASE PRESENTATION:
	G.C a 59 year old female, widow with an OB score of G8P8 (8-0-0-0 ) was admitted for the first time at Ago General Hospital with a chief complaint of profuse vaginal bleeding.
	3 weeks PTA, patient noted a sudden onset of intermittent vaginal spotting accompanied with slight low back discomfort. She consulted at a rural health unit and was given tranexamic acid to take 1 tablet once a day.  She took it for 3  weeks and  until her spotting stopped. 
	1 day PTA, patient’s vaginal spotting progressed to profuse vaginal bleeding, with passage of clotted blood at least 2-3 inches in diameter, aside from the free flowing bright red blood. Above condition was also accompanied by dizziness and a slight body weakness. 
Persistence of the above signs and symptoms prompted her to seek consult hence admission.
	For her menstrual history, she had her menarche at the age of 12, with regular 28 days cycle with 3-4 days duration; consuming 2-3 improvised pads made of cheesecloth, moderately soaked not accompanied by any dysmenorrhea. She had her menopause at the age of 42.
	Her Gynecological history reveals that she had no inter menstrual bleeding, no history of any reproductive tract infections, no dyspareunia nor post coital bleeding, she didn’t have any practice of contraceptive methods. No pap smear exam or any other test was performed ever since. 
	Physical exam revealed the following findings. Patient was conscious coherent ambulatory, not in cardio respiratory distress, pale and with profuse vaginal bleeding, flowing down her legs. She had pale palpebral conjunctivae, and anicteric sclera. Her abdomen was flat (+) NABS, soft, no tenderness, a (+) palpable uterus at about 12-14 AOG size. Her pelvic exam revealed a grossly normal external vagina. On Internal exam, The vaginal vault was full of clotted blood dark red in color. It was necessary to evacuate first the vagina in order to proceed examination of the cervix. Her cervix was soft, open, non-tender with finger like mass around the cervix. Upon speculum exam, it was noted that there was the absence of the anterior lip of the cervix. Her vaginal bleeding was originating at the base of the cauliflower like projections of her cervix and the vaginal walls. Further manipulation of the cervix produce more bleeding. The uterus was enlarged o a 12 – 14 weeks AOG size, below the umbilicus. Her adnexae was not palpable and no tenderness. Her extremities had regular bounding pulse and with pale capillary nailbed.

CASE DISCUSSION:
Database as cues:
		G.C. a 59 y/o female , widow, menopause, G8P8 (8 0 0 8) with profuse vaginal bleeding.
SIGNS
SYMPTOMS
Ø	Profuse vaginal bleeding
Ø	Rapid wt loss
Ø	Loss of appetite
Ø	Dizziness
Ø	Slight low back discomfort


PATTERN RECOGNITION:
	Any vaginal bleeding after the menopause, means the presence of malignancy unless proven otherwise. Finding of cauliflower like mass in the cervix shows signs of cancer as well as histologic study showing squamous cell type. The patients symptoms like back pain, loss of appetite and rapid weight loss are compatible with the clinical characteristics of late signs of a Cervical cancer.


Algorithm
Patient with profuse vaginal bleeding

SIGNS
SYMPTOMS
Ø	Profuse vaginal bleeding with
       clotted blood on vaginal vault
Ø	Rapid wt. loss
Ø	Slight body weakness
Ø	Dizziness
Ø	Low back discomfort

REPRODUCTIVE TRACT PROBLEM PROBABLY CANCER


ENDOMETRIAL CARCINOMA
CERVICAL CARCINOMA
Ø	Most common malignancy of the lower female genital tract
Ø	Primary symptom is post menopausal bleeding or perimenopausal bleeding
Ø	Usually occurs at the age of 50-59 y/o
Ø	Principal histologic sub types are adenocarcinoma (60-65%) and adenoma (22%)
Ø	Third most frequent malignancy of the lower genital tract (US) and most common in the Phil.
Ø	Patients tend to be on their 40’s to 60 y/o
Ø	Spontaneous intermenstrual bleeding
Ø	Risk factors are early coitus and age of conception
Ø	(+) cauliflower like appearance of mass protruding from the cervix
Ø	85-90 % of these tumors are squamous cell carcinoma, 10-15% are adenocarcinoma
Ø	back pain, loss of appetite and weight loss are late manifestation



WORKING DIAGNOSIS:
PRIMARY DIAGNOSIS: CERVICAL CARCINOMA
SECONDARY DIAGNOSIS: ENDOMETRIAL CANCER

Patient manifests highlighted text


Pathophysiology: Cervical Cancer
Risk factors:
Ø	Early intercourse
Ø	High parity
Ø	Familial tendency
Ø	Viruses
Ø	Host gene alterations
D Y S P L A C I A
Normal squamous epithelium

INVASIVE SQUAMOUS CARCINOMA OF THE CERVIX
LOW GRADE CANCER
HIGH GRADE  CANCER
CERVICAL INTRAEPITHELIAL NEOPLASIA I, II, III
INTRAEPITHELIAL LESIONS



II-PARACLINICAL DIAGNOSTIC PROCEDURE
PRIMARY DIAGNOSIS: Cervical Cancer
SECONDARY DIAGNOSIS: Endometrial Cancer

NEED PARACLINICAL DIAGNOSTIC PROCEDURE:
	To identify the origin of bleeding, the extent of metastasis of cancer and what kind of malignant cells are involved.
DIAGNOSIS
CERTAINTY
TREATMENT MODALITY
1. Cervical Cancer
80%
Drugs, radiation, hospitalization and hysterectomy
2. Endometrial Cancer
20%
Drugs, radiation, hospitalization, hysterectomy
	Basing on the signs and symptoms including the physical finding during the examination the patient is more likely presenting as cervical cancer patient than an Endometrial cancer. Although these are different disease entity, they have the same treatment of drugs, chemotherapy and possible hysterectomy.
PARACLINICAL PROCEDURES (OPTIONS)
PROCEDURE
BENEFIT
RISK
COST
AVAILABILITY
1.	CERVICAL BIOPSY
(+++)
Ø	Identify what type of malignant cells are involved
Ø	Direct visualization of the tissue and morphology of the cells
(++)
Ø	Discomfort during the procedure
Ø	Risk from local anesthesia
(++)
Ø	Not very expen-sive
(++++)
Ø	The gynecologist could often perform the procedure
2.	CT SCAN
(++++)
Ø	Has the ability to image anatomic areas in a cross section for a few millimeters
Ø	Excellent in discovering extension of pelvic cancer into the fat of the retroperitoneal space
(+++)
Ø	radiation
(++++)
Ø	very expensive
(+++)
Ø	not available in all the hospitals

	A cervical punch biopsy, would be a primary option for diagnosis in order to identify the presence of neoplastic cells and the type of cells involved. This procedure has a lesser risk and cost effective. The gynecologist during a speculum exam can always perform this test.
	A CT scan would just be a second option because this is not a very diagnostic for cervical cancer. This procedure gives a risk of exposure to radiation and is very expensive and not available in most hospitals.

Brief description:
1.	Cervical Biopsy- This is  done the getting a sample of tissue at least 2-3 cm in size from the 
                           cervix. The specimen is sent to the laboratory for microscopic study.
2.	CT Scan- An imaging technique is used to detect soft tissue abnormalities that uses a 
computer to integrate differences in x-ray beam attenuation resulting from various densities in adjacent tissues.

PARACLINICAL DIAGNOSTIC PROCEDURES DONE
DIAGNOSTIC PROCEDURE
RESULT



1. PUNCH  BIOPSY
Ø	Microsection shows large cells with hyperchromatic pleomorphic nuclei and mitotic activity. The cells have eosinophilic cytoplasm. The stroma is infiltrated with lymphocytes and plasma cells. Histologic pathologic diagnosis-squamous cell carcinoma large cell type, non-keratinizing.
2. TRANSVAGINAL ULTRASOUND
Ø	Thickened endometrium. Right adnexal cystic mass. Consider ovarian newgrowth
3. CHEST X-RAY
Ø	Normal chest findings
	
The punch biopsy result shows that it is really a cervical malignancy with a squamous cell carcinoma of the  large  cell type which has a better prognosis than an adenocarcinoma. The transvaginal ultrasound result does not give much information. On internal exam, the ovaries were not palpable. The thickened endometrial wall could be brought about by the metastatic new growth from the cervix. Her chest x-ray was normal and this indicates that there is no sign of metastasis to the lungs. 

III-TREATMENT:
	Primary diagnosis: Cervical Cancer
	Secondary diagnosis: Endometrial Carcinoma
GOAL OF TREATMENT:
	To stop the bleeding and identify the specific part of the organ involved and the type of cancer cells in order to initial appropriate treatment as early as possible.


PROPOSED TREATMENT MODALITY
TREATMENT MODALITY
BENEFIT
RISK
COST
AVAILABILITY
NON-OPERATIVE
Ø	Anti-neoplastic drugs
Ø	Radiation
Ø	Blood transfusion
(++++)
Ø	Kills the cancer cells and prevent any further metastasis
Ø	Replace the blood loss
(++++)
Ø	Anti cancer cells could also damage good cells. 
Ø	There is too much side effects that give discomfort to patients
(++++)
Ø	Anti cancer drugs and radiation and very expensive. Patient could roughly spend 500 thousand for drugs and radiation.
(+)
Ø	Radiation therapy is not available in the local scene. Even the anti neoplastic drugs are difficult to avail.
OPERATIVE
Ø	RADICAL HYSTERECTOMY
(++++)
Ø	Removal of the primary organ and tissues involved
(+++)
Ø	There are risk of massive blood loss, untoward events on operation and during induction of anesthesia
(+++)
Ø	The cost would just equal the price of a cesarean section at around 30 thousand
(++++)
Ø	Radical  hysterectomy could be performed by the gynecologist
	

Both treatment modalities could give benefit to the patient but combination of both an operative treatment and chemotherapy is better. A radical hysterectomy could be performed since this patient is already on her menopausal period wherein it is not any more vital. Although it is not a sure cure, at the stage wherein it is already showing signs of metastasis. it is better to gamble while we still have a chance than regret when there is already widespread metastasis and not even radiation, hysterectomy and drugs could help.


TREATMENT DONE:
	While waiting for the biopsy result, the patient was transfused with two units of properly cross-matched blood and was given pain reliever for the low back discomfort. Then later, the patient was referred to Manila for further evaluation and management.

EVALUATION OF PROPOSED TREATMENT:
	Patient would have no more vaginal bleeding, and progress of metastasis to other organs like the lymphatic system, liver and lungs is prevented. We would see the patient back to her normal body built and activities.

IV-PREVENTION AND HEALTH PROMOTION
	FINAL DIAGNOSIS: CERVICAL CANCER STAGE IIB





Simple pathophysiology

Risk factors:
Ø	Early intercourse
Ø	Sexually active
Ø	High parity
Ø	Radiation and drugs
Ø	Familial predisposition
Ø	viruses

Intraepithelial lesions: cauliflower- like lesion
Intraepithelial changes

ADVICE ON SCREENING AND EARLY DETECTION.
	It is suggested that women should have an annual papanicolaou smear exam. Initial screening is suggested to start at age 18 or when the individual becomes sexually active. This is a cost-effective tool for early detection of any malignancy. Even on a primary setting, Rural health workers could perform the smear.
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