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WZE: BY HAMELTERAFTEEHR (ECC) 9 BiiiL, ik RIS TF e ok
2095 4%, MATEHREFEMIFHSE (TCT) KA LBRE (HPV) M. MELAT $ LERR
ECCHAE, SMECCHLBMA, R EBECCEMMEEAR68% (142/2095), ECC &L A 8K LK A
4 (HSIL) vAEsmE (HSIL+) #9% Brddit A 30.3% (95%CI: 26.20 ~34.80), ECC *F HSIL+#9 47 SP b i
A 4.5% (21/468) ., = Logistic B )2 547 & 3., F# (OR = 1.04, 95%CI: 1.02~1.06). @E Y T F%
[ R HE R 5 26 50 850k b % A % % 49 4F A SR a9 e (ASC—H) /HSIL+] (OR = 16.65, 95%CI: 10.19~
27.19). HARGTILE (OR =435, 95%CL: 2.71~6.97) F@AHASLLARE (hlPV) &% (OR =755,
95%Cl: 2.72~20.98) &% ECC*F HSIL+# i R o BRI &, fafe 5 4 3F o A S ak b & 2m B & SUR 9 4
(ASCUS) RAKZ A 8k £k MymE (LSIL) %, ECC *F HSIL+ &9 47 /4 W A ARAK, 104 0.6% (6/941),
&SR midh ASC-H/HSIL+. 30 % vl b B A HPV16/18 & ¥4, ECC * HSIL+89 4 B 1845 &
(11.0% ~ 44.4%) , £5it Mi#E4A T ECC M5 ASC—H/HSIL+, HF#>30 % LA HPV16/18 B e g4t P
AAR GGG INL, Wt TaRFamisd, L5 b maii.,
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Diagnostic study of endocervical curettage under colposcope*

Yi Wang, Li-qin Zeng, Xiu Zhang, Xiu-ying Li, Xi-ping Luo, Fan Yu
(Department of Physical Examination, Guangdong Women and Children Hospital, Guangzhou,
Guangdong 510010, China)

Abstract: Objective To explore the diagnostic value of endocervical curettage under colposcope (ECC).
Methods 2 095 women with opportunistic screening were selected and all underwent cervical liquid based thin
layer cytology (TCT) combined with human papillomavirus (HPV) screening, colposcopy multi-point biopsy and
ECC sampling to analyze the diagnostic value of ECC. Results The total positive rate of ECC was 6.8% (142/
2 095), the diagnostic sensitivity of high-grade squamous intraepithelial lesions (HSIL+) was 30.3% (95%CI: 26.20~
34.80), and the additional positive rate of ECC for HSIL+ was 4.5% (21/468). Binary Logistic regression analysis
showed that age (Oi{ =1.04, 95%CI:1.02 ~ 1.06), obvious cytological abnormality [atypical squamous cells: cannot
exclude high-grade squamous intraepithelial lesion (ASC-H)/HSIL+] (OAR =16.65, 95%CI:10.19 ~ 27.19), visibility
of transformation region (OAR =435, 95%CI: 2.71 ~ 6.97) and high-risk human papillomavirus (hrHPV) infection
(OAR= 7.55, 95%CI: 2.72 ~ 20.98) were risk factors affecting the positive detection rate of HSIL+ by ECC. For

patients with atypical squamous epithelial cells of undertermined significance (ASCUS) or low-grade squamous
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intraepithelial lesions (LSIL), the additional diagnostic value of ECC for HSIL+ was very low, only 0.6% (6/941).
The diagnostic value of ECC for HSIL+ was higher in patients with ASC-H/HSIL+ cytology and over 30 years old

with HPV16/18 infection (11.0% ~ 44.4%). Conclusion Colposcopic ECC has a high diagnostic value in women

with ASC-H/HSIL+ cytology, or age > 30 years old and HPV16/18 infection, but it has a low additional diagnostic

value in women with slight cytological abnormalities.

Keywords: colposcope; endocervical curettage; cervical lesions; diagnostic value; spot biopsy

2012 4F- 3 [ 5 S8 K N ELZ 62 000 7], i
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FE SR HSILA+ . B ECC &AM 1 1Y HSIL+5 ] L 3 38
SCHECCHUME A, Bl ECCI2Wik HSIL+, e
B2 ST K2 B R ARG B AR R A (low-
grade squamous intraepithelial lesion, LSIL) ¥, 1E % AY
B, BRLAECC BEL.
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AIS) 1, 16l ECC A1 iGR L FR . W1,

212 ECC ##4 Bi s B: 2005 Bkp, &
s HLIIE S R HSIL+ A9 36 468 1 . Horp, 326 44
(69.7%) HH SIEABAS H, 12141 (25.8%) H A5

WK ECC ALK Y, 2141 (4.5%) 1 ECC A
i, ECC M BHM R N 6.8% (142/2095) . ECC Xf
HSIL+J5 728 112 W U E o 30.3%  (95%CL: 26.20 ~
34.80). WF2,

*1 EBIEKWRECCHRFEISHER 4l

Table 1 Pathological diagnostic result of ectocervical biopsy and ECC n
EEIERI=RET e P S

ECCHHREE R

SCC/AC HSIL/ATS LSIL 1EH &it
SCC/AC 16 1 0 0 17
HSIT/AIS 7 97 17 4 125
LSIL 0 32 111 19 162
EH 7 277 812 657 1753
N 0 10 14 14 38
A1t 30 417 954 694 2095

&2 ECCItHSIL+HyISHIBIRE i
Table 2 Diagnostic sensitivity of ECC to HSIL+ n
LS AT
= &t
HSIL+ HSIL-

ECC(+) 142 0 142
ECC(-) 326 1627 1953
Er 468 1627 2095

2.2 BN ECCXtHSIL+#6 H R EZE N

7T Logistic W8 A B, FEEd (OAR =1.04,
95%Cl: 1.02 ~1.06) . 2~ 5 S 5 AN HERR = 200
g% IR b Bz Py g A Y R R 5 OIR 40 D (atypical
squamous cells: cannot exclude high—grade squamous
intraepithelial lesion, ASC—H) /HSIL+] (OR = 16.65,
95%CI: 10.19~27.19), #ALKAAT AL (OR =435,
95%Cl: 2.71~6.97) MG HPV (high risk HPV,
hrHPV) J&Z: (OR =7.55, 95%CI: 2.72 ~20.98) &
S ECC X HSIL+G HPR A fE G R (¥ P<0.01).
WG BEAT 502, AR 104Eh — A i, R
ECC X HSIL+ 4G H 3R B G AE W8 A 3G kg i, 7e4%
% <30 2 4, ECC X HSIL+ 1 K6 A K 3.0%,
TE>50 % 4, ECC X HSIL+ B4 R e, H
11.9%. il 2% W] 1 5% (ASC-H/HSIL+) /2 5% i
ECC X HSILA+AG R FE R R 2, (AR
B P R R IR R A ORI (atypical

squamous cell of undetermined significance, ASCUS) /
LSIL], ECC HFHIYEZRAUN 4.2% (39/941), H 6 fil#
FUGKNZ, ECC R T4 #5250 7 HSIL+ A
HMSIIEAL ] 0.6% (6/941); 40 K3k S iR 40
Jifi (atypical glandular cell, AGC) #, ECCFHIEZEN
83%, X ILHMMFIEHH, ZHFRERITFEXL
(P>0.05). 209505z &H, ek heHPV BHPE#
1707 5], #E—2543H %8, HPVI16/18 /&G ECC I
PERIEINE (OR =3.69, 95%Cl: 2.56~5.31),
W3,
2.3 ECCEZFHA.FRMMEFMHPV BRE
RESET MBS 1T

ECC 75 45 4F i 41 240 il 2% A ASC-H/HSIL+# . 30
4 U4 I H HPV16/18 B & rhiz Wi i (B =y, 12
K 11.0% ~ 44.4% . T AE 25 A 08 2H 00 248 B~ e 5
(ASCUS/LSIL) JzAE 16/18 BUf heHPV JEH 1, ECC
(R BAPE SR8, WAL
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Table 3 Pathological characteristics of ECC and analysis of influence factors
ECCHRHLZIT $1(%) .
25 OR(95%CI) P{H
HSIL+ LSIL/IE & NG =3
AR
<30% 13(3.0) 414(94.7) 10(2.3)
30~39% 47(6.0) 722(92.8) 9(1.2)
1.04(1.02 ~ 1.06) 0.000
40 ~49% 45(7.9) 512(90.0) 12(2.1)
>50% 37(11.9) 267(85.9) 7(2.2)
A
ASC-H/HSIL+ 77(33.3) 148(64.1) 6(2.6)
AGC 1(8.3) 11(91.7) 0(0.0)
16.65(10.19 ~ 27.19) 0.000
ASCUS/LSIL 39(4.2) 885(94.0) 17(1.8)
1E# 25(2.8) 871(95.6) 15(1.6)
hrHPV JakZj
(+) 138(8.1) 1541(90.3) 28(1.6)
7.55(2.72 ~20.98) 0.000
(-) 4(1.0) 374(96.4) 10(2.6)
hrHPV 2%
HPV16/18(+) 90(14.6) 519(83.8) 10(1.6)
3.69(2.56 ~5.31) 0.000
Hfth 1271 (+) 48(4.4) 1022(93.9) 18(1.7)
HARIX S
e I, 21(2.4) 823(95.6) 17(2.0)
4.35(2.71 ~6.97) 0.000
B4 B SE A AN AT L 121(9.8) 1092(88.5) 21(1.7)
14 : ASC-H/HSIL+5 41824~ ASC-H \HSIL ,AIS \AC X SCC
50.0 % ASCH/HSIL+ AN
i50| T e 3 itk
40.0 —+=HPV16/18(+)
| =e-hrHPV+(E 16/18 1) oz e 5 LB 2 A% [ il SIS B HE
& 350] o btV 338 B 20U LR R L A e Il PR i 2
Lo W F 2 BUTCT A HPY {45 F- B, 10138 B Ry
N 8 - N
00/ L R L)V R AU RIS B A
15.0 + A . NP
00| o - . WIS . TR EE T Kees AR Y SRR AL A TT
. i RV R Sa— 256 . . .
S I e o i, T HESRRA RFR TR #h S, BARSIIK
<0 ”im;” =0 WHIAES R L A e B N B, (YR s T

ME AEERTA,AEHEFERHPVBEIRETECC
Xt HSIL+HIIS i 2
Diagnosis rate of HSIL+ by ECC under

Attached fig.

different age subgroups, cytology and HPV infection

status
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Bi N Zaiiffk, ALENTITECC, ARetgiE—L 0]
W E S AL IS WA . X T Lok, Rl R
R TR, EHHLTGES, BEEZ Rm RO AL
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HRAJE 2006 4 & [ B 18 58 1 B 2t B2 2 48 e,
X4 AGC, HSIL, ASC-H il SCC ) %,
N0 A 2 D LSIL T B 38 45 4 A AN 58 0045, HEREAT
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SHEAR KB AR, W4T ECC. HSERRIG R ERAE
Hr, X ECC 1Y@ S B 2 il Kk
A ECC Z 4581 T B 18 5% 1= Vil () 4 W A RTEUK S o A
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gl i ECC K H A9 HSIL+ R 21 41, B ECC %52
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FEVHRE $E . BECC XF CIN T+ 4 45 4112 W 4 11 Ky
0.6%, SAMIEAREL,

UREYEN "R RIFFE s, At 7 A1 3E B ED 4
IEHBHPVI6 (+) MR H AT ECCH A . AR
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SOLOMON "4z i, 2 ffi 2% >4 ASCUS F1 LSIL 1) %
PE, ECCXT CIN I + A9 8U&M: Ry 12.2%, KT Bl
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