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Abstract

Objective: To analyze the clinical features of adenocarcinoma in sizu (AIS) and high-grade squa-
mous intraepithelial lesion (HSIL) to guide the diagnosis and treatment of AIS. Methods: We retro-
spectively studied the differences between 75 cases of AIS and 300 cases of HSIL in screening, diag-
nosis, and treatment. Results: The positive rates for initial screening in the AIS and HSIL groups
were 71.64% and 75.89%, respectively. Among them, the abnormal rate of glandular epithelium in
the AIS group was 17.91% , and the abnormal rate of squamous epithelium was 53. 73%; while in the
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HSIL group, the abnormal rate of glandular epithelium was 0%, and the abnormal rate of squamous
epithelium was 75.89% , showing a statistically significant difference (P<C0.01). The high-risk HPV
(HR-HPV) positive rates in the AIS group and HSIL group were 98.55% and 97.67%, respective-
ly, without statistically significant difference between the two groups (P=>0.05). However, the pro-
portion of HPV16/18 was 98. 04% in the AIS group and 59. 33% in the HSIL group, with a statisti-
cally significant difference (P<C0.01). In the AIS group, 34 cases underwent LEEP conization and 40
cases underwent cold knife conization (CKC); while in the HSIL group, 171 cases underwent LEEP
conization and 129 cases underwent CKC, without statistically significant difference (P=>0.05). In
terms of conization pathology, 10. 81% of lesions in the AIS group broke through the basement mem-
brane, and 18.92% had positive surgical margins postoperatively, which were higher than those in
the HSIL group, with a statistically significant difference (P<C0.01). The rates of further surgery af-
ter conization in the AIS group and HSIL group were 45. 33% and 16. 33% , respectively, showing a
statistically significant difference(P<C0.01). Conclusion: Differences exist between AIS and HSIL in

terms of screening, diagnosis, and treatment; it is recommended to adopt a more comprehensive diag-
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nostic and treatment process.
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(36/67) , HSIL ZH 1Y it I K 5% %20 0(0/282) ,
AR SR RN 75.89%(214/282) , 2 R B A 5t
2 (Y =54.61,P<<0.01) ; AIS & 41 F1 HSIL
8 2 1) HR-HPV BHPE 32853 501 2y 98. 55% (68/69)
F197.67%(252/258) , K41t 27 (H{EHPV16/
181 5 e B, ATS 41 0 98. 04% (50/51) ,HSIL 44 K



200 RPN = Q= )] 4T E
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E : AIS. B 855 B g s HSTL . e SO0 850k b B2 9 25 3 CKC.
A TIHEYT  LEEP. & S U1 AIS 41 A 10 RATHEDIR | B 4%
EE

59.33% (89/150) ,
26.73,P<<0.01).
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Y B 7, AIS 95 1 4K R A 9.59% . 10.96% .
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