MANAGEMENT OF

OVARIAN CYSTS

Associate Professor Russell Hogg

Cwarian cysts ore o common finding.
While the majority of cysts in
premencpausal women are functional
cysts, a significant number of women have
malignont or borderline malignant lesions.
Any persistent cyst should be considerad
as potenfially malignant, parficularly in the
post-mencpausal woman. Discrimination of
these lesions requires careful assessment.
Inoppropricte surgery con chonge a stoge
1 owarian umour infe a stoge 3 cancer,
with obvious sequeloe. Collecfion of o
careful history, including fomily history
and performance of a speculum ond pelvic
examinafion is essenfial.

FURTHER TESTS

Investigafional tools include tumour markers,
ultroscund and computed fomography

|CT). CA1Z5 is a relatively poor indicator
of malignancy, os it is normal in 50% of
stioge 1 malignont twmours and roised in
non-malignant conditions [especially pebvic
inflammatory diseass or endometriosis).
CA125 levels over 100-200 U/ml may
reflact malignant disease. HE4 is a relafively
new marker. While it is being promoted os
improving specificity in deciding whather
the cyst is likely fo be benign cr malignant,
the main value of HE4 is in discriminating
betwean endomeiricsis ond malignancy in
a woman with a mildly raised CA125 level!
CEA is commonly mildly elevated in mucinous
ovarian fumours of gosfrointesfinal fype or
colon fumours. Other tumour markers

|eg. CA192 or CASA| odd litde value in
assessing a cyst.

Routine measurement of CA125 jor
fransvaginal vlrasownd) as “screening” is
contraindicated os lorge randomisad frials
have shown no improvement in morolity
but significantty increased morbidity when
employed in osymptomatic women_®
IMAGING

Ulirasound (preferably both frons-
abdominal ond frans-voginal], performed
in a high-quality service provides the
mast information. CT scans usually
confribute litlle extra informafion in the
absance of ascites (which will be detected
with ultrasound) or pelvic/parooortic
lymphadenopathy [which is uncommon in
the absence of markedly abnormal pelvic
ultrascund findings).

Liver mefostases are very uncommon in
primary ovarion concer.

Charocteristic ulrasound findings inchude:
Simple single cysts — which hove MO solid
areas and may resclve or, if o benign serous
or mucinous cysiodenoma, increase slowly
over fime.

Hoemarrhagic cysts — mixed solid ond
cystic masses of <8cm in premenopausal
women, which reduce in size or resohe when
rescanned & waeks later.

Endometriomas — cysts with “ground glass”
appearance, which chonge slowly over time
and may be ossociated with mild-moderately
elevated CA125 levals.

Borderline tumours may have nodular tissue
or fhickening of the wolls of otherwise 5imp|e
oppearing cysts on high quality imoges.
These tumaurs con only be confidenty
diognosad ot introoperative frozen saction
and should be remaoved infoct (Figure 1.
Thera is a |'|ig|'.er risk of cyst ruphure and
spilloge with laparoscopic cysteciomies.

The developing evidence suggests that these
tumours develop from benign odenomas,
progressing fo borderline tumours and then
gn:lde CONTINOIMas OVer SOme years. 5ur|;p'oc||
singing is important in deteding exdr-ovarion
implants which, if histologically imosive,
require freatment with chemothempy.
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The mare common high grode serous
fumours progress rapidly, with opparently
normal ovary on imaging not uncommanly
being found to coexist with disseminated
corcinoma. Removal of potential borderdine
or malignant cysts should be vio loporotomy
or loparoscopic cophorectomy with collection
of palvic washings. Loparoscopic cystectomy
corries a significont risk of rupture of the

cyst introobdominally with increased risk of
recurrence. & loporotomy for o cystectomy or
a loparoscopic uniloteral cophorectomy does
not impair subsequent fertility providing the
contraloteral ovory is normal. ‘Women with
bordardine fumours require prolonged follow up

s recurrences hove been documented 10-20
years ofter opparantly complete resection.
Complex cysts [mixture of sold and cysfic
areas| are highly suspicicus for malignancy in
postmencpousal women. A complex cystin o
post-menopausal woman, or a non-resclving
complex cyst in o premencpausal woman
raquires evaluation by a Gynaecological
Cncologist. A complex cyst of <8cm

diometer in o pre-mencpousal woman may
be a funcficnal cyst but should have at least
parfially resclved when rescanned in & weaks.

Ascites suggests possible malignancy. A
small amount of free fuid [<50mls| seen at
ultrasound may be physiclogical.

Owarian cysts in pragnancy reguire
careful assessment and management by

o Specialist Obstetricion/Gynaecologist,
with consultofion with a Gynaecological
Oncologist if thers is suspicion of
malignancy. Most cysts in pregnancy are
benign. However, garm cell fumours should
be considered in this oge group. The risk
of antenatal rupture, forsion or infroporiem
complications requires careful assessment
ond considerafion of surgery in the sarly
sacond frimester.

In summary, most ovorion cysts are
funcficnal and will resolve with *watchful
waiting”, usually requiring a repeat
ultrasound in & weeks. Low risk masses
|e.g. simple cysts or likely endometriomas
which do not resolve when resconned

in &-8 weeks) require assessment by o
Speciolist Gynoecologist.  Moderate

or high-risk ovarian maosses should be
referred to o Gynoecological Cmcologist.
Evidence suggests that women with ovarian
malignancy have o better prognosis when
managed within a Mulfidisciplinary Team,
which includes input from the patient's
General Proctiioner, Gynoecological
Cncologist, Medical Oncologist, Rodiation
Cncologist, Gynoecological Pothalogist,
Fomilicl Concer Specialist, Social Worker
and Psychologist.
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SIGNIFICANT ADVANCES IN

BREAST IMPLANTATION

Silicone-containing breast implants

have been used since 1944, The first
polyurathone covered breast implants
[PCRI) have been used since 19469 fo
reduce one of the commonest problems
associoted with breost implonts nomely
capsular confracture. Silimed hawe been
manufacturing PCBI in Brozil since 1983.
Thesa dates give an idea of the reliability
associoted with PCBIL.

PCBI are TGA approved in Australio,
which is the Australion Government
regulating bedy. Polyurethane is alse
usad in other medical devices such os
pocemakers and blood wessal grafts.

Thesa implants oddress the two most
commen concerns associated with
implants, which are copsular controcture
and displocement or rotation. An added
benefit of this is o more rapid recovery.
When couplad with newer operating
fechniques this moy be os litfle os 24
howrs, without the wse of drains, bras,
binding or stropping.

Copsule formaofion is the body's response
o a foreign material. it is o normal process
and problems only arise when the fissue
shorfens. Scar fissue develops around the
implants or other medical device. Cwver
fima this may confroct. Fibrous scar fissue
aligns longitudinally ond is therefore able
o overlop and shorben.

With implants the first sign is a firmness
or hardness followed by an obvious
visual change ond distortion. Finally the
implants may become uncomfortoble and
even painful. The longer the implants
have been in the body the more likely
this is fo occur. Studies of the incidence
of capsule contracture, with convenfional
implants, vary from obout 8% ot 3

years o 16% ot 8 years and possibly
higher. This is the most common reason
that implants need to be exchonged.
The incidence of contraction for PCBI is
quoted as 1% af 15 years.

Potyurathane foom is o 3 dimensional
lattice and mesh structure covering o
maderately texturad breast implant. This
structure does not allow the formation

of and breaks up the longitudinal scar
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By Dr John Kippen

fissue orientafion, therefore prevanting
contracfion. The loyer of polyurethane foom
is bonded fo the implant by o process of
vulcanizafion. This limits delominafion and
saparofion.

Implant rotafion may occur ond this is
especially problematic with tear-drop
shaped implants. Implants moving
sideways, laterally or rofoting have been
described. The PCBI have a softer foam
surfoce which has a *Velcro® type effect
on the interfoce with fissue. This adhesive
affect limits this rofofion of implants and
allows o more rapid recovery with less
need for stropping or supportive bros.
Cmce the implants are sited, they remain in
that posifion. Downward displocament or
*botioming—out® and lateral displacement
are also unlikely fo ccour.

Issues inificlly quoted as being associated
with PCBI have been extensively studied
and been shown fo be not valid. There are
&0 scienfific popers oftesting fo their safety.
The incidence of infecfion, implant removal
difficulty, seroma or fluid collecfion, ruphane
ard late confrocture formafion have not
been shown fo be any different fo currently
wsed silicone filled, cobesive gel implants.
As mentioned the commonest problem of
copsule contracture is significantly less,
16% ot 8 years vs 1% af 15 years.

A temporary, localized, itchy rash that
ocours in less than 3% of cases s reported.
This is most common in fhe second week
and losts about o week. Resclufion of

the rash cccurs with no long term issues.
Sympéomafic freatment of the itch is all that
is required.

Thase implants wers initiclly recommended
for problemafic coses swch as repeat or
sarly copsule formation, implont rodation
ond dowmward or laferal displocement. A
growing number of surgecns recognize the
disfinct advanioge of hese implanis and are
using fhem first vp as their implant of choica.
Why wait for o problem fo cccwr and then
freat it when it moy be possible fo reduce
the incidence of problem from the starf?

The advanboges include a capsule
confracture rate 10 fimes less than
convenfional implants, the higher

POLYURETHANE COVERED
BREAST IMPLANTS

Massive redudtion in commeon
complicafions

TERBETTS SURGICAL
TECHNIQUES

Significant reduction in recovary —
down fo 24 hours

co-efficient of friction or "Velcro” effect
that limits rotation and downward or
lateral displocament.

The cohasive gel is also slighfly softer
giving a more natural feel. There is o
long safety record over many decodes.

SURGICAL TECHNIQUE

A vary imporfant oddifion is PCBI
combined with odvances in surgical
fechnigues and insfrumentation, #0% of
women return fo normal octivities within
24 hours of surgery. The techniques

are bosed on a method popularised by
Tebbetts. Minety percent of women can
go shopping, return fo non-physical work,
drive a car, perform light domesfic duties
without restrictive binding, bandaging or
drains within 24 hours of surgery.

The methods minimize fissue frovma

ond prospectively control bleeding.
Tebbetts reports blood loss of less than

a few milliliters per side. Monopolar
forcep coogulation is extensively usad fo
ochieve this. Accurate pocket dissecfion
ond general anosesthesia is required in
oddifion fo short acting muscle relaxotion.

Procedures are performed in a Day
Surgery Centre.

Dr john Kippen grodrafed In medicine

In 1989 In Soufh Africa. In Avstralia he
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PATHOLOGY UPDATE:

COELIAC DISEASE TESTING

Dr Michelle Keir, Nola Hitchick and Dr Bevan Hokin

INTRODUCTION

The first clinical description of Coelioc
Disease [CD] by Samuel Gee in 1828
was that of an iritable child with chronic
diarrhoea who “foiled fo fhrive’.

CD is a systemic inflammatory illness
coused by o dist confoining the profein
gluten [contained in wheat, oats, rye and
barley| also referred fo as gluten sensitive
enteropathy. In order fo be susceptible to
the disease, CD sufferers must have the
HLA-DG2 and for HLA-DGB genckype.
However, only 30% of people with this
genotype will develop the disease.

Small bowel biopsy is the gold standard for
CD diognosis. Small bowel villows atrophy
and lymphocytic infilrafion s chorocheristic
of the disease and resulfs in nutrient
malobsorption.

PATHOGENESIS

The inifial immune response in CD is
increasad gut permeability, thought o

be a result of Environmental Foctors [EF)
such as infecfion, injury, gastroenterifis,
sepsis, rauma, siress, medicofion or ofher
inflammotory responses.

Summary of the pathogenesis of Coslioc
disease:

. Gluten and/or Gliadin |digested
gluten profein|, the trigger profein, is
deamidated in the Lamina propria (LPF
by fissue fransglutomingss.

Relevant fests: Coalioc serology:

2. Deomidated gliodin protein hos o high
affinity for MHC class || molaculas
[HLA-D=22/D@E8] and when bound is
presented fo T cells lymphocytes and
inifictes an immune responsa.

Relevant fest: Genefic fesfing

3. The immune responss Couses
hymphocyfic infiltration and awho-
anfibody production. These combined
immune responsas result in intestinal
mucosal inflommaofion ond domaoge os
seen in COs charoderistic hisiology.
Redovant fest: small bowel biopsy:

WHY DIAGNOSE COELIAC

DISEASE?

Serious health consequences can result if

there is o deloy in diognosis and freatment

of CD.

These inclede:

Increased risk of certain forms of cancer
such as enteropathy-associated T-cell
lymphoma of the small bowel, squamous
cell corcinomo of cropharynx and
pesophagus, odenocarcinoma of the
small intestine.

Malabsorption of nutrients can lead to
significant medical complicotions such as
chromic poor health, chronic fafigue
malnuiriion, liver foilure, osteoporosis
infertility, miscarrioge, depression and
dental enomel defects.

In children, vndiognosed D con couse
deloyed development, short shoture,
behovicural problems and

reduced educafional performance.

PREVALENCE OF COELIAC
DISEASE

The prevalence of CD has increased,

to approximately 1% of the Australian

and Mew Zealand population, due to
improvements in diognosfics ond increased
medical awarenass fhrowgh the broodening
of CID's clinical spectrum. Despite this
about 80% of Australians with CD remain
undiognosed. 1% prevalence eguals about
210,000 Austrolions with CD.

Classical CD: Inifiolly CD was considered
only os o classical presentation. It was
thought to occur only in children who
were underweight, were Taoiling fo fhrive’,
ond hod dierthoea and significont Gl
sympthoms. Thesa G| symploms ore commaon
in the clinically cvert cases and are absant
in the majority of CD pafients.

Silent CD: are pafients who have positive
sarology and posifive small bowel biopsy
[SBB) in the obsance of symploms. These
patients represent a large proporfion of
the CD population, being 7-15 fimes more
common than chassical CO.
Latent/Potential CD: These patients have

pasitive serclogy but hove a nomal SBE.
These patients must be monitored for the

development of Gl irvolvement. There is
insufficient evidence as to whether thase
pafients eventually develop clinical CD.

SYMPTOMS OF CD

Classical symptoms commenly seen in
children:
* Deloyed growth, ‘Failure io thrive’

# Abdominal cramping and distension,
bloafing, Aohdence

# Mousea, vomiting is common

* Weight loss and malnutrifion due to
makabsorpfion

* Muscle wasting

+ Diarrhcea and steatorrhoea

# Delogyed pubsrty in children

# Developmental delay

Classical symptoms commonly seen in adults:

CD can now be associoted with a

diverse range of clinical presentations.

Consequently, CD is now being diognosed

in adults with at least 20% of CD patients

being over the oge of &0, Adults somefimas

present in o similar fashion fo children with

diarrhoea and weight loss, but they rarely

hove nousea ond vomifing. About half of

odult CD paofients do not have diorhoea,

and therefore presentafion of CD in adults

varies. Awarenass of the more atypical

features of CD is important, as they might

be the only clues on presentation. These

includia:

+ Diarrhoea, consfipation or both

+ Gastroinfestinal symptoms, ill-defined
obdominal symptoms, abdominal pain,
indigesfion, bloafing or Aotulence similar
t Irritoble Bowel Syndrome

* Dermatifis herpefiformis, skin rashes

+ Deficiencies of Iron, zinc, folate, vitamin
[ or B12 deficiency

# Fofigue, lack of ensrgy ond firedness
most commaon

* Recurrent mowth uloars

* Easy bruising of skin

+ Bone and joint pain

# Low blood calcum levels with muscle
spasms ond stiffness

* Recurrent headaches

* Peripheral neuropathy

+ Aliered mentol alertness and iritability

A number of other indiciors may be

suggestive of CD:

# A CD patient is likely fo hove other
guicimmune diseases, such as thyroid
and liver disease or diabetes fype 1.

 1in 20 peogle with Type 1 diobetes also
have CD.

# 2 — 5% of CD patients are IgA deficient.

* 1 in 20 people with Down Syndrome
howe CD.

* CD is present in 1 in 15 people with
Turner syndrome.

* Osteoporosis ond ostecpenia hove been
associoted with CD infarfility.

* & — 10% of pecple with untreated CD
experience neurological problems,
peripheral nevropathy and ataxia most
common.

* Up fo 50% of women with unireated CD
experience miscarmiage and therefone
CD should be considerad in cases of
vnaxploined inferfility.



DIFFERENTIAL DIAGNOSIS

CD has ubiguitous symptoms that are

present in ofher diseases. Therefore, o
differenfiol diognosis is achieved by o
syshemafic assessment of the clinical findings.
Cther condifions that share non-specific
gastrointestingl symptoms with CD:

# |ritable bowel syndrome

 Chronic giordiosis

* Crohn's disease

* locioss intolerance

* Poncreafic insufficiency

# Milk protein intolerance [children)

# Cysfic fibrosis (children)

These pafients often have symptoms suggesting
thesa other condifions and therefore can be
misdiognosed. Consequently, CD' pafients
may have hod o previoes dicgnosis of IBS.
Therafore, this confributes o the delayed
diognosis and treatment of CO. Furthermore,
onfibodies fo fissue transglutominase (TG) are
not only found in CD pafients, but in several
other condifions, induding juvenile diabetes,
inflammaotory bowel disease and vorious forms
of arthritis.

DIAGNOSIS

The first imporfont step Clinicions should
underfoks is to defermine the pretest probability

of CD. Coslioc serclogy should be ordered
when high risk symptoms are observed.

Sarology fests detect >90% of unireated CD if

gluten hos been eaten regularly. IF gluten has
not been regularty consumed prior fo fesfing,

a Ghuten challenge should be considered. This
consists of the consumption of af least 2 — 4
slices of bread |children-adults] or equivalent
of 10 - 20g ghien consumed daily for o
minimum of six weeks. This is fo allow cocunate
diognosis.

WHEN TO ORDER COELIAC
SEROLOGY TESTS (AMD WHICH TEST?)

Serological tests have been developed as
useful screening tools that are cost effective and
lass inwasive than small bowsl biopsy [SBB).

+ Anti-gliadin anfibodies [AGA) to the nafive
form of gliedin, are produced in response fo
gluben consumpfion. AGA was one of the
first recognised serclogical markers for CDL
The AGA test is now supersaded becouse of
its low sensitivity and specificity and it offen
does not correlate with SBE resulls [Toble 1)

# The onfi-endomysicl anfibody [EMA) fest
hos been one of the most relioble serology
tests for some time, due fo its high spacificity
and sensitivity, Table 1. Howewver, there are
limitations such as:

- subjective oparator assessment and
inferprefafion of resulfs,

- BEpEnse,

- it is @ qualitative assay which limits its use
in follow-up testing, and only available in
g form.

‘ Probability of CD? ‘

symptoms & associated conditions

Rl o plunan imiake in diat?

[Propanad i o gl utas £ halleigs?

Diagnosts; CO Algorithm

'Eémm HOLOGY

Table 1: Coelioc Semlogy Test

| mT | sasTMmi | S$EGROTTR | MWE | NWR
AGA! g 2095 4]-88

57-100
AGA Iga 53-100 £5-100
EMA" Igh 7558 94100
TG Iga 9058 §5-57
fiG? lgG 48-81 B4-94
DGP IgG 91 o8
DGP Igh 86-90 9395

4298

28-100 65-100
¥a3-100
P58
9397
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- it @s been discoverad that the
EMA antibodies confoins a form
of transglutaminase called "fssue
fransglutaminasa” (TG].

Therefore EMA and TG detect the same

autoantigen.

# Tissue fransglutamingse antibody [TG] is an
outoanfibody cgainst the fransglutominase
protein with very high specificity and
sensitivity. fTG was discoverad to be
the avivantigen responsible for EMA.
Consequently, fha EMA test has been
superseded by the current TG IgA assoy
which has similar if not betier sansifivity and
specificity. Table 1. Advonbages of TG are:

- it s lass expensive and cost effective

- it can be standardised between labs
becousa it is kechnically more efficient
not operator dependent.

- ELISA basad festing means that it can give
quantitafive results {U/ml] and,

- TG hos been used for monitoring dietary
complionce to a GFD.

Howewer, TG and EMA results are nof

informative in the setfing of IgA deficiency.

* Deamidated Gliadin Protein [DGF) is the most
recently developed assay. DGP IgG is used o
compliment fTS IgA to defect CD patients that
miay be IgA deficient and childran of <2yrs.
Gliodin pepfides which ore synfhesized as the
deamidated form have much higher sensitivity
and specificity, as shown in Table 1.

The panel for San Pathclogy Coeliac Serclogy
will be, DGP IgG and TG IgA.

WHEN TO ORDER HLA GEME TEST?

* The gene test [HLA DR2/HLA DB is
not diognosfic; it can only exclude o CD
diognosis, but is used fo determing the risk
foctor of CD.

* In addificn fhe gene test is not dependent on
the inclusion of gluten in the diet.

# Therefore o HLA gene fest moy be ordered
when o potient has been on o ghien free
diet {GFDY for more than 1 month and not
prepared to underfake a gluten challenge.

* Immunosuppressive dregs.

* Family history of CD.

Therafore, if somecne hos a posifive gane st

thiis means that they are ot greater risk of CD, it

does not mean the diognosis is CD. A negafive
gene test means that o person is not af risk of CD.
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WHEN TO ORDER SMALL BOWEL
BIOPSY (SBB)?

In 1949 the SBR wos infroduced os the gold
standard for the diognosis of CD. Despite the
infroduction of serclogical screening small
bowel histology is still the gold standard for o
definitive diagnosis of CD. In addition, Coelioc
serology oppears normal in 10% of unireated
CD, even with CD posifive histology.

A SBB should be performed:

# in all coses of posifive Coelioc ssrology as
confirmaficn of diseass,

+ with negative serclogy and if there is o
strong family history or suggestive symphoms,

# fo assass bowel recovery EMA and TG
disappeorance is only an indicator on how
succassful gluten exclusion has been and not
indicative of bowel recovery.

If the patient has positive blood tests and

bicpsy-proven dermatifis herpefiformis, o small

bowel biopsy is not required.

COMNCLUSION

The range and severity of symploms con vary
widely batween individuals with CD and
therafore there is no “common’ prasentation of
CD. Health professionals play a critical role in
the diognosis and management of those with
CD. Knowledge of the varying prasentations
of untreated CD and current diognostic
procedures is therefore crifical.

NEWS FROM THE SAN

A NEW CAR PARK will be operational at the
San from early Movember providing space

for more than 400 cars. It will provide an
olfernative porking area while o new multi-storey
car park is being built. After the complefion of
the SAH Redevelopment there will be parking
for over 2000 cars on site — an increase of over
700 from current spoces. Visitors fo the SAH
site are askad fo foke particulor core and follow
signage and troffic confrollers” directions during
the construction.

THE SAM'S FREE ANNUAL COMMUNITY CAROLS
BY CAMDLELIGHT WILL BE HELD OM SUMDAY
11TH DECEMBER. Celebrafing “‘Chrisimes
from the Heart' performers include Gina

Jeffreys and Baccy Cole. Lowra Jane, Dave Martin
& The Carcks Band cnd the Wahroonga Adventist
Kids' Concert will feature the popular “Smur,
Smurfetie & Poppa Smurf * from the Yery Smurfy
Christmas Show. Food stalk and family adfivifias
stort of 4pm before the Kids Concert of 7pm and
fhe main progrom siorts ot Spm.

NOV / DEC DIARY DATES

MNOVEMBER

Month MCOvember Changing the Foce of Men's Health
Manth Lung Awarenass Month

15t Mow Melbourne Cup Day

DECEMBER

11th Dec San Free Carols by Condlelight
25th Dec Christmas Day 26th Dec Boxing Day



