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Cervical Carcinoma

A The incidence of SCC of Age-Adjusted Temporal Trends
the cervix has greatly
decreased during the
last 50 years

A The relative and
absolute incidence of
adenocarcinoma of the
cervix has increased
during the last 30 years
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I Comprises ~ 25% of i
cervical carcinoma in
1980 2000
the USA Year of Diagnosis

Reimers et al. Cancer Epidemiol Biomarkers Prev. 2009 Mar;18(3):792-800.



Endocervical Adenocarcinoma

A Endocervical adenocarcinoma in Situ
(AIS)

A Dysplasia and pitfalls of AIS

A Early stage and management

A Variants of invasive adenocarcinoma
A Practical problems



Endocervical
Adenocarcinoma in situ (AlS)

A Precursor lesion of invasive
adenocarcinoma of the cervix

A Approximately 50-70% of AIS are
assoclated with high grade squamous
Intraepithelial lesions

AHigh risk HPV 18 & 16 detected in >95%
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Endocervical

Adenocarcinoma in situ

Usually begins as a single focus at the
transformation zone

Horizontal or lateral spread

Multiple quadrants involved in more
than 50% of cases

True skip lesions are rare



NORMAL ENDOCERVIX
3-D RECONSTRUCTION

ENDOCERVICAL
S I 5 T

AIS extends almost 2 cm into the canal and
to mucosal surface




Endocervical
Adenocarcinoma in situ

A Most patients are asymptomatic

A AIS has no pathognomonic clinical,
cytological or colposcopic features

A Diagnosis is made by excisional
biopsy, typically performed during
work-up of an abnormal cervical smear
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Adenocarcinoma In Situ

.
crowded groups .

Increased nucleus to
cytoplasmic ratio
Feathering

Strips with
pseudostratification

Mitoses and apoptotic
bodies

Hyperchromatic ) N e .




Age 46
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Concurrent TPP
LMP & days
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Bloody specimen
Glandular cell clusters, D/ID
1. Endocervical cell, AlS

2. Endometrial cells

3. CIN3
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Diagnhosing AlIS: Morphology

ABlue lesion (loss of mucin); tubular
adenoma-like

A Lobular architecture

A Enlarged, elongate, darkly stained
nuclei

A Evident mitotic activity (apical)
A Apoptotic bodies
A Superficial lesion






Diagnosing AlS: Morphology

Apoptotic Body and Mitotic Figure Count

Lesion | (mean + SEM) (mean * SEM)

NG 1.3+04 0.1 0.1
EGA 59+0.7 09=+0.2
EGD 27.5+2.6 10.7 1.7

349 + 3.6 21523
p < 0.001 p <0.001

Ali-Fehmi et al. Int J Gynecol Pathol, Vol. 23, No. 1, January 2004



Diagnhosing AlIS: Morphology

0] 1 2 3
Stratification None Mild Moderate Severe
Nuclear atypia None Mild Up to x3 nl >x3 nl
Mitosis/ None <0.5 0.6-3.0 >3.0
Apoptosis*
Total score 0-3 = benign
Totalscore4-5 = nendocervi cal

Total score 6-9 = adenocarcinoma in situ (AlS)

gl a

loffe O, et al. Am J Surg Pathol. 2003 Apr;27(4):452-60



Endocervical- AIS variants
no biologic significance!

A Intestinal

A Stratified mucin producing
Intraepithelial lesion (SMILE)

AMucin-poor( iendometri oi do
A Superficial/early
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Intestinal Type
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Superficial/Early AIS
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