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Abstract

Objective: To explore the application and clinical significance of a new risk stratification system based on

infiltration pattern in cervical HPV related adenocarcinoma. Methods: Cases of cervical adenocarcinoma
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diagnosed in Beijing Obstetrics and Gynecology Hospital, Capital Medical University from June 2016 to
November 2019 were collected. After screening, 54 patients with HPV related adenocarcinoma were enrolled.
According to a new risk stratification system based on the Silva classification, the 54 patients with HPV related
adenocarcinoma were divided into Pattern A, Pattern B and Pattern C, and their clinicopathological characteristics
were analyzed. Results: Among 54 patients with HPV related adenocarcinoma, 17 patients were Pattern A
(31.5%), 10 patients were Pattern B (18.5%), 27 patients were Pattern C (50.0%); 17 patients with Pattern A were
all stage I. No lymphatic vascular space infiltration (LVSI) or lymph node metastasis was found in all patients; 10
patients with Pattern B were all stage I. LVSI was found in 1 patient, and no lymph node metastasis was found in all
patients; 27 patients with Pattern C included 15 patients in stage I, 6 patients in stage IT and 6 patients in stage IIL
LVSI was found in 10 patients (37.0%) and lymph node metastasis in 6 patients. There was significant difference
between FIGO stage and pattern typing in 54 patients with HPV related adenocarcinoma (x’=15.172, P<0.001).
In depth of invasion, Pattern A and C were significantly different (x’=9.279, P=0.005). In LVS], the difference
between Pattern A and C was statistically significant (x’=17.443, P<0.001). In lymph node metastasis rate, Pattern
A and Pattern C were significantly different (x’=10.004, P=0.002). Conclusion: The new risk stratification
system based on infiltration model can be applied to the pathological diagnosis of HPV related adenocarcinoma,
improve the consistency of early diagnosis of HPV related adenocarcinoma, and can well shunt early HPV related
adenocarcinoma patients. Pattern A has little lymph node metastasis, so it can take more conservative treatment,
avoid pelvic lymphadenectomy, and improve the quality of life. Pattern C needs to be treated more actively. The
treatment choice of Pattern B needs further study. In general, compared with FIGO stage, especially Pattern A, the
new risk stratification system based on infiltration pattern can be more individualized to guide the treatment of
HPV related adenocarcinoma patients.

cervical cancer; adenocarcinoma; HPV; pattern typing; clinical significance
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[E 1 Pattern AHPVATZ B RS . PRy MERRE 2 /MRS 7, &
SREBEEIERNNE, BREEENEHFARATES
SEANINTLEHI(HE, x 40)

Figure 1 Pattern A HPVA usual type: neoplastic glands are
lobular distribution, part of the glands adjacent to the cervical
thick walled small vessels, connective tissues with mild
hyperplasia complete around the entire lobular structure

(HE, x 40)

B2 Pattern A HPVARERMETRE, AR, BEIEARE AT
WERARMFRERE, BRIEDFER, REEE, TR
(HE, x100)

Figure 2 Pattern A HPVA mucinous carcinoma, intestinal type,
with obvious goblet cells in the neoplastic gland. The gland
boundary is clear, the outline is round and blunt, and it is not

angular (HE, x 100)
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[E 3 Pattern A HPVAZE EE IR IRIE,
MEEREERER. BRREILRK,
B, HERNERZIEHEE, x40)

Figure 3 Pattern A HPVA villoglandular adenocarcinoma. The

P ESMEMREK,
5EHERARE

neoplastic showed ectogenic growth. The neoplastic glands
were villous, tubular and papillary, with clear boundary with

cervical stroma and limited superficial infiltration (HE, X 40)

[El4 Pattern AHPVAZ RS, Py lﬁﬂ%ﬁ: *’JE—J—, AT LB
EMELK(HE, x40)
Figure 4 Pattern A HPVA usual type, with neoplastic gland

structure complex, visible intraglandular papilla (HE, X 40)

&S Pattern AHPVAZS @R, BRI RRAETT L2 8 754K
ZHI(HE, x 100)
Figure S Pattern A HPVA usual type, neoplastic glands can

take on a complex cribriform architecture (HE, X 100)

1.4.2 Pattern B

fEPattern AFE MR R B S8 1t BLR kL0, /iR
R i Je 20 32 0 (K1 6) o 7E Pattern AREJRAA () S 34
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har Al ASRE H IR Ak 25 0 DXk, i 4 i
SEME L BLAIR

[E]6 Pattern BHPVAIZ @Y, #5142 T8 HI VB 20 i 5 Pattern
ABRIEARRLE (BT KPR ; HERE, x100)

Figure 6 Pattern B HPVA usual type, cluster infiltrating
tumor cells adjacent to pattern a gland, as shown by the arrow

(HE, x 100)

B, FEPattern AMEMEEMEHW T
i8] R £ B

[E7 Pattern B HPVALL i
7, AIKERIR B SRR (B K PrOR), Bk
¥, KBAFEE(HE, x100)

Figure 7 Pattern B HPVA usual type, beneath the pattern A,
focally in-filtrated fragmented glands are seen (indicated
by arrows), with loose, edematous surrounding stroma

(HE, x 100)
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[El8 Pattern B HPVATFIEE!, 7EPattern AFVEIEEHHT
7, ARBARNEARBRARE (BT ProR), A%
JEMEIE R S (HE, x100)
Figure 8 Pattern B HPVA usual type, beneath the pattern
A, there is in-filtration of single and small clusters of
glands (indicated by arrows), and an inflammatory stromal

background is seen at the periphery (HE, X 100)

9 Pattern B HPVAZE B E!, 7EPattern ABRERI EF, AT
INERBRAR BB BUR T, A AIBRE AR BN, A A (F
SLFTR; HE, x100)

Figure 9 Pattern B HPVA usual type. Above the pattern A, a
small focal interstitial infiltrate of glands is seen with irregular,
angulated contours of individual glands (indicated by arrows;

HE, X 100)

1.4.3 Pattern C

i 98 P MR AR 3R B Ay 7k 9 1 B IS 1 ) B 9
JEL A0 R WY S A T B S I, R 2 A R T
R, AT DA H Sk O 0l A TR B T (BT 10) o i
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SPE, B AR (S B o), NS R A A Y
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[EIBR (E14) . HAKPatternd Y {42 0012 W B A5 0 L
;El[s-é,lo-lz]o

1.5 GitF4bE
A TR L R F Pearson 15 5 46 56 A1l
Fisher A5 Mt R s, P<0.05S WL R EH Gt

10 Pattern C HPVAEIBE!, PR AR 1A 2 AR 1A 18] R
=i, Bine e R, AR EE mE EREID
(8FKFT7R; HE, x100)

Figure 10 Pattern C HPVA usual type, neoplastic gland with
destructive stromal infiltration, peripheral visible stromal
reaction, local visible lymphovascular space invasion,

indicated by arrows (HE, x 100)

El11 Pattern C HPVAZ @A, MEMIRGEE X SRR
BMER, RHEIT4ERATFGS mm), ERELER
(HE, x100)

Figure 11 Pattern C HPVA usual type, neoplastic glands grow

in a labyrinth like confluent pattern, filling a 4-fold microscopic

field (>5 mm) without stroma (HE, X 100)
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El12 Pattern C HPVAL B R, MEAESUEE, 25F
BRI, B R EMREHE, x40)

Figure 12 Pattern C HPVA usual type with poorly differentiated
tumor cells in a cord and solid sheet pattern with lymphocytic

infiltration in the periphery (HE, x 40)

13 Pattern C HPVAR M E B~ FKRIE, MMEARE
ERo%H, SEFENARAFR, SIREOBIFEER
iZiE(HE, x40)

Figure 13 Pattern C HPVA invasive stratified mucin-producing
carcinoma with nestlike distribution of tumor cells containing
abundant intracellular mucin with diffuse destructive stromal

invasion (HE, x 40)

[El14 Pattern C HPVATZ @ E!, BB ERFLLRIZHE,

B 4R B FE (HE, X 100)
Figure 14 Pattern C HPVA usual type, with micropapillary
infiltration of tumor cells and constricted gaps visible at the

periphery (HE, x 100)

R1HPVEXMERENFTRI XG5 B &R 5
Table 1 New risk stratification system for HPVA
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Table 2 Analysis of the invasion pattern of HPVA of the cervix
S He5E AL/ WBER RN, WA BV, ARRRIREL  RIEVES R R/
[11(%)] (141(%)] [%11(%)] [%1l(%)] [%1l(%)]
Pattern A 13 (24.0) 2(3.7) 1(1.9) 1(1.9) 0(0.0)
Pattern B 10 (18.5) 0(0.0) 0(0.0) 1(1.9) 0(0.0)
Pattern C 17 (31.5) 0(0.0) 0(0.0) 1(1.9) 8 (14.8)
&it 40 (74.0) 2(3.7) 1(1.9) 3(5.6) 8 (14.8)
&3 BEFHPVIE X EIREARRREEXERZHES T
Table 3 Analysis of histological features of different patterns of invasion in HPVA of the cervix
A S Pattern A/[f5(%)] Pattern B/ [ f§1](%)] Pattern C/[f§1](%)]

i 73 Ak (n=54)

=1 4(23.5) 3(30.0) 2(7.4)

th 13 (76.5) 7 (70.0) 3(11.1)

1% 0(0.0) 0(0.0) 22 (81.5)
MR IR R BE (n=54)

<3 mm 3(17.7) 0(0.0) 0 (0.0)

3~<5 mm 4(23.5) 1(10.0) 1(3.7)

=5 mm 10 (58.8) 9 (90.0) 26 (96.3)
I EL A . A ) BT T 0/17 (0.0) 1/10 (10.0) 10/27 (37.0)
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R4 EFHPVIE X S IREERFIGON B SR MAER SO

Table 4 Comparative analysis between traditional FIGO staging and invasive patterns in HPVA of the cervix

N PEWR LS5 ~
PatternAH (%) Miﬁif/ L R mﬁﬁi]/ o RO
Pattern A 17 (31.5) 0 (0.0) 425 0 (0.0) 17 (100.0) 0 (0.0)
Pattern B 10 (18.5) 0 (0.0) 231 0 (0.0) 10 (100.0) 0 (0.0)
Pattern C 27 (50.0) 6(11.1) 733 17 (1.2) 15 (55.6) 12 (44.4)
Er 54 (100.0) 6 (11.1) 1389 17 (1.2) 42 (77.8) 12 (22.2)
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WIEFIGO/rW2018K7, H27f|Pattern CHg
], Hepiaiof, 1a2jofl, 1106, 1821
s, 1B3iHofl, TTATIIB, 1rA2MH4f], TIBIH1
Bl ICUH4p], tc2i2fl. prAREA. 18
VISR bRA 2201, 20k L g i HAR AR A 2261 . 9%
BN w2 il (7.4%), R s fil(11.1%),
A4k 2249(81.5%) o ZIHIRE : <3 mm#F of,
3~<S mmF1H1(3.7%), =5 mmFH26%](96.3%) .
27 Pattern CY 15 P UL 10451 (37.09% ) bk B0 457 fok 75 1]
B (R3) o 270 B AT T Ak L 259
A, R R B S 733k, ARG R K T
Fa~a6 (BT )M, SpBisaRAr, Hrpel &
HAEEWME LR, A BRIk B 25 8038 174
(1.2%, #4),

2.3 HPVA £ & Pattern DB FIHER

S4BIHP VAR & M FIGO4r M 5 4 Pattern 4y Al
RS HA 503 X (x’=15.172, P<0.001),
Pattern A5 Pattern CHILL, ZRAH G II¥E X
(x’=8.269, P=0.004); Pattern B5Pattern CH/
e, ZRA5%E L (x’=4.706, P=0.030); #
[t Pattern C, Pattern AFlPattern B #i|35 ~ -1
BRI, TR, Pattern AFIPattern B
R IG5 X (x°=2.689, P=0.255), Pattern
AFlPattern CHY2E 5 A Giit 5 & L (x'=9.279,
P=0.005), X T EEPKE B BIZTE, Pattern
AFflPattern Bﬁ%%%if%%%(xz=l.76s,
P=0.370), Pattern AFIPattern CHYJ % FH 4 it
X (’=17.443, P<0.001), KT KO LR
# . Pattern AflPattern B % H0, Pattern
AFIPattern CHY2E 57 A 41t 5 L (x’=10.004,
P=0.002).

TES4B'E SHPVARFE h, 1101k D5 . 1EA b
ViR 43| g, Pattern A 131§, Pattern B 8
), WICEE A, Pattern C 220, 201 &%,
RIS, IR IET .
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