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Abstract

Objective. To systematize the morphological characteristics of cervical
intraepithelial neoplasia (CIN) in the context of human papillomavirus infection
(HPV)-associated pathology through a literature review and analysis of clinical and
morphological data.

Materials and Methods. The study included 40 cervical biopsy specimens obtained
from patients with precancerous cervical conditions examined at the Department of

Pathological Anatomy, University Medical Center. Histological evaluation was
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1. Introduction

performed using hematoxylin—eosin staining. Clinical and laboratory data were
integrated, including Pap smear results, HPV genotyping, and screening for sexually
transmitted infections (STIs).

Results. HPV type 16 was the most frequently detected genotype (14 cases).
Coinfections with two HPV genotypes were observed in 9 patients (e.g., 16 and 45,
18 and 51), while 3 patients had triple infections. Sixteen cases were HPV-negative.
High-grade CIN (CIN 2, CIN 3, or carcinoma in situ) was diagnosed in 19 of 40
patients (47.5%), even though cytology revealed only low-grade lesions (LSIL) or
atypical squamous cells of undetermined significance (ASC-US). Additionally, 4
cases (10%) with NILM (negative for intraepithelial lesion or malignancy) on
cytology demonstrated CIN I-II on histology. STIs were identified in 26 patients
(65%), predominantly Gardnerella vaginalis (55%), followed by Cytomegalovirus
(17.5%), Candida albicans (10%), and Mycoplasma hominis (7.5%), including mixed
infections. These findings indicate a high prevalence of HPV and concurrent STIs
among patients with CIN, as well as notable discrepancies between cytological and
histological diagnoses, particularly in the presence of inflammatory processes.
Conclusions. The study underscores the limitations of cytological screening and the
importance of comprehensive diagnostic strategies combining morphological,
clinical, and molecular methods. Standardization of morphological criteria for CIN
is essential, particularly in HPV-associated and inflammation-related contexts, to

improve diagnostic accuracy and patient management.

Keywords: cervical intraepithelial neoplasia, HPV, cytology-histology correlation,

sexually transmitted infections, morphology.

Cervical cancer (CC) is the fourth most
frequently diagnosed cancer and the fourth leading cause
of mortality in women [1]. According to WHO estimates,
in 2022 more than 660,000 new cases and approximately
350,000 deaths were registered globally, with over 90% of

deaths occurring in low- and middle-income countries [2].

The incidence is mainly concentrated among women
aged 25-59 years, with a peak risk between 45 and 49
years [1]. In Europe, approximately 66,000 new cases of
cervical cancer and more than 30,000 deaths are recorded
each year, according to the European Cancer Registry [3].
In Kazakhstan, CC incidence remains stable at
approximately 19 per 100,000 women, while mortality
rates have declined from 7.15 to 5.93 per 100,000, with

significant disparities in screening participation between
urban (74%) and rural (38%) populations [4].

Cervical intraepithelial neoplasia (CIN) develops
through infection by high-risk human papillomavirus
(HPV) types, predominantly HPV 16 and 18, which
penetrate the basal epithelial layer and establish
persistent infection [5,6]. Viral genome integration
disrupts oncogene expression, particularly E6 and E7
proteins. E6 induces p53 degradation, reducing apoptosis
and DNA repair capacity, while E7 inactivates
retinoblastoma protein (pRb), disrupting cell cycle
control [7,8]. Viral integration often disrupts the E2 gene,
which normally suppresses E6 and E7 expression,
enhancing oncogenic effect [9]. These changes lead to

genetic abnormalities, chromosomal instability, and
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mutations, reflected in the pathomorphological spectrum
from mild dysplasia (CIN I) to severe dysplasia (CIN III),
characterized by disorganized epithelial stratification,
nuclear atypia, and increased mitotic activity [10-12].

In 2020, the WHO published a new classification
introducing a two-tier system: low-grade squamous
intraepithelial lesions (LSIL/CIN I) and high-grade
squamous intraepithelial lesions (HSIL), encompassing
CIN II and CIN III [13]. However, the three-tier CIN
classification remains widely used in practice. LSIL (CIN
I) is characterized by abnormal changes limited to the
lower third of epithelium with atypical proliferation,
mitoses confined to basal layers, koilocytotic atypia, and
preserved cytoplasmic maturation. HSIL (CIN II)
demonstrates basal/parabasal morphology with mitotic
activity extending to the lower two-thirds, while HSIL
(CIN III) displays atypia throughout full epithelial
thickness with immature cells and lack of superficial
differentiation [14,15].

According to WHO, 99% of HSIL and invasive
cervical cancer are caused by HPV and can be detected
early with organized screening programs [1].
Recommended detection methods include HPV testing,
cervical cytology, and colposcopy; however, microscopic
histopathological assessment remains the diagnostic gold
standard [14]. Despite modern screening protocols, CIN

diagnosis relies heavily on morphological interpretation.

2. Materials and methods

This study represents a prospective analysis of
pathomorphological and clinical-laboratory
characteristics of 40 patients diagnosed with CIN
between February and June 2025. The study included
women aged 18-45 years referred to the “Center for the
Prevention and Treatment of Precancerous Cervical
Diseases,” established at CF “UMC” as part of a state-
targeted funding program of the Ministry of Science and
Education of the Republic of Kazakhstan. Patients were
selected following HPV testing and Pap smear
examination. Histopathological studies were conducted

at the Department of Pathological Anatomy, CF “UMC,”

A comprehensive approach combining histological
verification with virological and cytological data
provides more accurate patient risk stratification and
helps to avoid both under- and overtreatment.

However, interpretation presents challenges due
to inter-observer variability, especially in borderline
cases such as CIN I/Il or CIN I/III [16]. Background
inflammatory changes may mimic or obscure dysplastic
processes, complicating differential diagnosis. Moreover,
cytological screening frequently underestimates lesion
severity compared to histology, leading to delayed
diagnosis and treatment. Given the high prevalence of
HPV infection among women of reproductive age,
particularly in developing countries where vaccination
rates are low and screening irregular, early detection of
precancerous lesions remains a pressing global health
These

importance of standardizing CIN diagnostics and

issue. challenges underscore the critical
integrating morphological and molecular approaches
into healthcare systems [17].

Aim of the Study - to identify and analyze
discrepancies between morphological, cytological, and
PCR data in the diagnosis of HPV-associated cervical
pathology, based on 40 clinical cases examined at the
Department of Pathological Anatomy, «University

Medical Center» (Astana, Kazakhstan).

Astana (Kazakhstan), between February and June 2025.
Histological materials were obtained from 40 women
aged 18-45 years who underwent morphological
verification of cervical intraepithelial neoplasia.

The objects of study were cervical biopsy
specimens collected during diagnostic evaluation.
Lesions were classified in accordance with the most
WHO
morphological analysis, cases were distributed as follows:
CIN I - 11 cases, CIN II — 18 cases, CIN III — 9 cases

(including 4 cases of carcinoma in situ).

recent recommendations [13]. Based on
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Histological processing was carried out using a
standard protocol: fixation in 10% neutral formalin,
passage through graded alcohols, paraffin embedding,
sectioning at 3-5 pm thickness with a microtome,
(H&E)

Morphological evaluation was performed under a light

followed by hematoxylin—eosin staining.
microscope at magnifications x100, x200, and x400, with
analysis of epithelial architecture, degree of nuclear
atypia, mitotic activity, and architectural abnormalities.
All cases were classified according to the accepted CIN
grading system (CIN I-1II, CIS).

Microscopic

diagnosis of koilocytosis in

histological specimens is considered insufficiently

3. Results and discussion

The study included 40 patients with a confirmed
diagnosis of CIN. The age of the patients ranged from 20
to 46 years, with a mean age of 31.5 + 6.3 years and a

median of 31 years. Most patients (72.5%) were within the

reliable due to subjective interpretation and possible
morphological overlap with other epithelial alterations.
Therefore, in this study, assessment of HPV-related
changes relied primarily on cytological analysis.

This study was approved by the Local Bioethics
Committee of the UMC Corporate Foundation (protocol
#2024/02-013, 10/05/2024), and all patients provided
informed consent for the use of their medical data in
research. Morphological findings were correlated with
clinical data, and when available, with cytological results
and HPV status.

25-39 age group, corresponding to the peak reproductive
period and emphasizing the importance of timely

screening in this cohort (Table 1).

Table 1 - Age distribution of patients

Number of cases Age distribution of patients
0 16-19 years
3 20-24 years
9 25-29 years
10 30-34 years
10 35-39 years

The distribution of CIN grades was as follows:
CIN I - 11 cases, CIN II — 18 cases, CIN III — 9 cases
(including carcinoma in situ). Two cases were not
confirmed histologically and were diagnosed as chronic

cervicitis.

Histopathological assessment confirmed the
presence of hallmark features of cervical intraepithelial
dysplasia in all cases, including nuclear enlargement,
hyperchromasia, and increased mitotic activity, with the

severity of these changes correlating with CIN grade.
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Figure 1- Histopathological features of LSIL (CIN I) (a) area of stratified squamous epithelium with features of CIN I: cells with

moderate nuclear atypia, preserved differentiation, and koilocytosis in the superficial layers. (b) LSIL showing hyperchromatic

nuclei with irregular membranes, variability in cell shape and size, and distinct perinuclear halos in the superficial layers.

Staining: Hematoxylin—eosin, magnification: a x 100, b x 400

Figure 2— Histopathological features of HSIL (CIN II). Staining: Hematoxylin—eosin, magnification: x 200

At higher

demonstrates diffuse nuclear enlargement, with nuclei

magnification, the epithelium
appearing significantly increased in size. These enlarged
nuclei exhibit hyperchromasia, appearing intensely dark-
stained, and exhibit irregular nuclear contours with
abnormal shapes deviating from normal smooth outlines.

Cytoplasmic differentiation is preserved in the upper

third of the epithelium. This combination of lower-layer
nuclear atypia with retained superficial differentiation is
consistent with HSIL/CIN II. Increased mitotic activity is
observed in the lower and middle epithelial thirds,
showing enhanced cell division in these regions. These
features collectively support the diagnosis of HSIL/CIN
I1.
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Figure 3 - Histopathological features of HSIL (CIN III). Staining: Hematoxylin-eosin, magnification: x 100

Representative  photomicrographs  showing
histological features of HSIL/CIN III demonstrate focal
pronounced nuclear pleomorphism with nuclei showing
marked variation in size, shape, and staining intensity.
Multinucleated cells are present, displaying multiple

enlarged, irregular nuclei within single cell boundaries.

These features indicate severe dysplastic changes with
loss of normal cellular uniformity. The nuclear
pleomorphism and presence of multinucleated cells
represent advanced cytopathic effects characteristic of
high-grade intraepithelial neoplasia, consistent with CIN

III classification.

Table 2 - Histopathological assessment

Patient, Histology Pap smear results HPV typing Sexually transmitted
Ne infections (STIs)
1 Nabothian cysts of the cervix, chronic cervicitis ASC-US 39
2 CIN I, cervicitis LSIL 16
3 CIN I, cervicitis LSIL Gardnerella vaginalis
Cytomegalovirus
Candida albicans
4 CIN III, chronic cervicitis LSIL 16 Gardnerella vaginalis
Cytomegalovirus
Mycoplasma hominis
5 CINII ASC-US Gardnerella vaginalis
Ureaplasma urealyticum
6 CIN 1I, cervicitis LSIL
7 CIN II, cervicitis LSIL 52 Cytomegalovirus
9 CIN I, cervicitis NILM Gardnerella vaginalis
10 CIN II, cervicitis ASC-US
11 CIN III LSIL 16 Gardnerella vaginalis
12 CINI LSIL 33
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13 CIN I, cervicitis ASC-US Gardnerella vaginalis
14 Squamous cell carcinoma in situ of the cervix ASC-H (HSIL) 52,58 Gardnerella vaginalis
with involvement of endocervical crypts. Cytomegalovirus
Cervicitis Candida albicans
16 CIN II ASC-H (HSIL) 16
17 CIN II, cervicitis NILM 31.58 Gardnerella vaginalis
18 CINI LSIL 39 Gardnerella vaginalis
19 CIN 1I, cervicitis LSIL Gardnerella vaginalis
20 CIN II, cervicitis ASC-H (HSIL) 16,45 Gardnerella vaginalis
21 CIN I, cervicitis ASC-US 52
22 CIN I, cervicitis, Nabothian cysts of the LSIL Gardnerella aginalis
cervix Cytomegalovirus
23 Carcinoma in situ of the cervix with foci of ASC-H (HSIL) 16,45,58 Gardnerella vaginalis
microinvasion
24 Glandular ectopy of the cervical columnar ASC-H (HSIL) 16,35 Cytomegalovirus
epithelium with areas of squamous
metaplasia. Dysplasia of the surface
epithelium, grade II
25 CIN III, carcinoma in situ, cervicitis ASC-US 16 Gardnerella vaginalis
Cytomegalovirus
Candida albicans
26 CIN II, cervicitis ASC-US 16,59
27 Carcinoma in situ, cervicitis LSIL 16,18,45 Mycoplasma hominis
28 CIN I LSIL
29 CIN III, nabothian cysts of the cervix ASC-US Gardnerella vaginalis
30 CIN I NILM 51 Gardnerella vaginalis
Mycoplasma hominis
31 CIN I LSIL 16 Gardnerella vaginalis
32 CIN 1I, cervicitis LSIL 16/45 Chlamedia trachomatis
33 CIN 1I, cervicitis NILM Gardnerella vaginalis
34 CIN I LSIL 18,51
35 CIN I, cervicitis ASC-US
36 CIN I, cervicitis LSIL 16,39 Gardnerella vaginalis
37 CINI LSIL 16,51 Gardnerella vaginalis
38 CIN I, cervicitis ASC-H (HSIL) 33,52,58 Gardnerella vaginalis
39 CIN I LSIL 33,56 Gardnerella vaginalis
Candida albicans
Ureaplasma urealyticum
40 CINII LSIL 59
41 Chronic cervicitis ASC-US -
42 CIN I LSIL 33
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* CIN - Cervical Intraepithelial Neoplasia

ASC-US - Atypical Squamous Cells of Undetermined Significance

LSIL - Low-grade squamous intraepithelial lesion

ASC-H (HSIL) - Atypical Squamous Cells, High-grade Squamous Intraepithelial Lesion

NILM - Negative for Intraepithelial Lesion or Malignancy

In three patients, cytological analysis revealed

features of HSIL with prominent koilocytosis

(perinuclear halos, nuclear hyperchromasia, and

irregular nuclear contours). Morphological verification

confirmed CIN II-1II, supporting the diagnostic accuracy

of cytology in these cases. HPV genotyping demonstrated
oncogenic HPV types 16, 35, 45, 52, and 58, confirming
high progression risk and underscoring the need for close

clinical surveillance and timely intervention (Table 2).

Table 3 - CIN grade distribution and morphological characteristics

CIN grade Number of Percentage Nuclear enlargement Hyperchromasia (%) Mitoses
patients (n=40) (%) (%) (%)
CINI 11 27,5% 0 0 0
CIN II 18 45% 4 4 0
CIN III 9 22,5% 9 9 9

* CIN - Cervical Intraepithelial Neoplasia

Selected clinical cases:

e C(Case 1. A 28-year-old patient presented with
a Pap smear result indicating LSIL. HPV genotyping
revealed high-risk HPV 16. Histological examination
from colposcopy-guided biopsy showed CIN I on the
background of cervicitis. No STIs were identified. This
case demonstrates concordance between cytology and
histology, though the presence of high-risk HPV
highlights the need for follow-up.

e (Case 2. A 3l-year-old patient had no
(NILM). HPV
genotyping revealed types 31 and 58 (high-risk).

cytological abnormalities However,
Histology confirmed CIN II with chronic cervicitis, and
Gardnerella vaginalis infection was identified. This case

illustrates the limitations of cytology in persistent HPV

infection and underscores the importance of combined
evaluation including colposcopy and biopsy.

e Case 3. A 25-year-old patient presented with
LSIL on cytology. HPV testing revealed multiple high-
risk types (HPV 16, 18, 45). Histology diagnosed CIN III
(carcinoma in situ) with cervicitis. Mycoplasma hominis
infection was also present. This case emphasizes the
discrepancy between cytology and histology, particularly
in HPV co-infections, and the need for a more aggressive
management approach in high-risk patients (Table 3).

These findings collectively demonstrate the
diagnostic value of an integrated approach (cytology,
HPV typing, colposcopy, and histology). In some cases,
even low-grade or negative cytological results masked
significant histological lesions (up to CIN IIlI/carcinoma

in situ).
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Table 4 - Diagnostic method comparison in selected cases

Patient PAP smear results HPV typing STIs Histology
Nol LSIL HPV 16 negative CIN I, cervicitis
No2 NILM HPV 31, 58 Gardnerella vaginalis CIN 1I, cervicitis
No3 LSIL HPV 16, 18, 45 Mycoplasma hominis CIN III carcinoma in situ),
cervicitis

* CIN - Cervical Intraepithelial Neoplasia

LSIL - Low-grade squamous intraepithelial lesion

NILM - Negative for Intraepithelial Lesion or Malignancy

HPV - human papillomavirus

The presented clinical cases were included in the
results section to illustrate the diagnostic value of an
integrated approach in detecting CIN. These examples
demonstrate that Pap smear data alone may be
insufficient for an objective assessment of lesion severity.
In certain cases, despite low cytological categories (e.g.,
LSIL or NILM), histological examination revealed more
advanced forms of CIN, including carcinoma in situ. This
underscores the necessity of combined diagnostics,
incorporating cytological, virological, and morphological
evaluation for accurate risk stratification and appropriate
patient management (Table 4).

The results of this study revealed significant
discrepancies between cytological and histological
diagnoses in patients with CIN, raising concerns
regarding the effectiveness of standard Pap smear-based
screening strategies. In 47.5% of patients with cytological
diagnoses of LSIL or ASC-US, histological examination
confirmed CIN II, CIN III, or carcinoma in situ. Such
discrepancies indicate an underestimation of epithelial
abnormalities during initial cytological interpretation,
which in clinical practice may result in delays in
diagnosis and initiation of appropriate treatment.

Moreover, in four patients (10%) with NILM
(Negative for Intraepithelial Lesion or Malignancy),
histology confirmed CIN I and CIN II. These cases
demonstrate the possibility of false-negative cytology
results and emphasize the necessity of a combined
diagnostic approach that includes HPV testing and
colposcopy in addition to cytology.

Similar findings have been reported in large
retrospective studies, including one involving 3,798
patients who underwent HPV testing, cytology, and
subsequent colposcopic biopsy. According to those data,
for CIN I the most common cytological diagnoses were
ASC-US (38.2%) and LSIL (36.1%), whereas for CIN II,
ASC-US (31.4%) and LSIL (26.6%) also predominated [36].
Thus, moderate lesions may be present even when
cytological abnormalities appear minor. For CIN III,
HSIL was the most common cytological diagnosis (43.4%),
although a substantial proportion of patients presented
with milder abnormalities, such as ASC-H (20.6%) and
even ASC-US.

Particular attention should be paid to the
phenomenon of undercall, where CIN II or higher is
detected histologically in patients whose cytology results
are < ASC-US. In the cited study, 373 such cases were
identified. Importantly, HPV 16/18 positivity was more
frequently associated with undercall (p < 0.01), whereas
age over 45 years was associated with a lower risk of
error [36].

observed in our study, where histologically significant

diagnostic Comparable patterns were
lesions were found in some patients despite NILM results.

The discrepancies identified in our research
confirm the need to reconsider existing approaches to
results

interpreting screening and emphasize the

importance of integrated diagnostic strategies,
particularly in high-risk populations. A combination of
Pap smear, HPV genotyping, colposcopy, and, when

necessary, directed biopsy should be regarded as the
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standard of care for patients with borderline cytological
results.

Our findings also align with previously
published data that highlight the limitations of cytology
as a stand-alone method. Cytology, while effective as a
first-line screening tool, cannot always provide sufficient
sensitivity or specificity for high-grade lesions,
particularly in the context of coexisting infections or
inflammatory changes. Conversely, histology allows for
more reliable detection of key morphological features
associated with progression risk, including nuclear
atypia, hyperchromasia, and mitotic activity.

In addition, the detection of high-risk HPV types
(16, 35, 45, 52, 58) in conjunction with severe

morphological atypia underscores the necessity of

4. Conclusion

The findings of this study underscore the
fundamental role of morphological verification in the
diagnosis of CIN, particularly in the context of HPV-
associated pathology. Despite the advances in virological
and cytological

screening methods, histological

examination remains the most reliable tool for
determining the grade of dysplasia and identifying
morphological features associated with progression risk,
such as nuclear atypia, hyperchromasia, and mitotic
activity.

The discrepancies revealed between Pap smear
results and histological findings (including cases of CIN
III in patients with NILM or LSIL cytology) demonstrate
the limitations of isolated cytological diagnostics and
emphasize the necessity of a comprehensive diagnostic
approach. This approach should include colposcopic
monitoring, HPV genotyping, and pathomorphological
evaluation.

The presence of high-risk HPV types (16, 35, 45,
52, 58) in combination with pronounced morphological
atypia requires special clinical attention, even when
cytological findings are of low grade or indeterminate
significance.

Thus, the effectiveness of CIN diagnosis and
patient

management is directly dependent on

incorporating HPV testing into diagnostic algorithms.
The combination of HPV typing and histological
verification enables more accurate patient stratification,
minimizes the likelihood of wunderdiagnosis, and
supports timely therapeutic interventions.

Taken together, these data reinforce the notion
that cervical cancer prevention programs must move
toward an integrated model that combines cytological,
virological, and morphological approaches. Such a
strategy not only increases diagnostic accuracy but also
improves patient outcomes, particularly in populations
with limited access to healthcare resources and high

prevalence of HPV infection.

multidisciplinary  collaboration and standardized

morphological interpretation. This is particularly
relevant in regions with high HPV prevalence and
limited oncological screening resources. The results of
this study justify the need to strengthen morphological
control over precancerous cervical lesions as a key
component of invasive cervical cancer prevention.
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Tyiinageme

3epTTeyail MaKcaTbl. OZebuerTepre IOAY KoHe KAMHUKO-MOP(POAOIMAABIK, AepeKTepAl Taljay HeTisiHAe
azaM nanmaaomacs! Bupycsl (AIIB) - acconmsaanran 11aToA0rms KOHTeKCiHAe SKaThIp MOMHBIHBIH MHTPasIINTeAalAbl
HeorAa3nAchHBH (CIN) Mopdoa0rnsabK cumaTraMalapsi Xylieaey.

Oaicrepi. 3eprreyre University Medical Center maToaornsaaslk aHaromus 0eliMiHAe alABIH ala KarepAi icik
aypyaapbl Oap HalleHTTepJAeH aAbIHFaH >KaThIp MOMHBIHBEIH 40 Omomcus yarici enrisiaai. I'mcroaorusarsik Garasay
reMaTOKCUAMH-B03MH OOAyBIH KOAJaHY apKbIABI XYPprisiagi. Tasaayra KAMHMKaABIK >KoHE 3epTXaHAABIK JepeKTep
€HTi3144i, COHBIH iIliHAE LIMTOAOTUAABIK 3epTrey HaTymkeaepi (Pap-tect), AIIB Tumrey >keHe >KBIHBICTBIK >KOAMEH

Gepiserin mndexnusiaapra (KIKBU) cxpununr.
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Hotmxkeaepi. Ex >xui anpikraaran AIIB typi 16-tun 6oaasr (14 >xaraaii). Exi perrik AIIB - mapextmsa 9
HanyeHTTe Tipkeaai (MbIcaasl, 16 >xoHe 45, 18 >xoHe 51), aa 3 manmeHTTe YINTiK MHQEKI aHBIKTaA4bl. 16 >Kardarija
AIIB tabsramaasr. CIN-niH >xorapst gapexeci (CIN 2, CIN 3 Hemece carcinoma in situ) 40 manuenTrin 19-sm4a (47,5%)
aHBIKTaAAbl, IUTOAOIUAAA TeK TeMeH gspexxeai sakbiMAaHyaap (LSIL) Hemece atunmsa (ASC-US) kepceriareHine
KapamacraH. byaan 6acka, 4 xaraariga (10%) unroaorns NILM (MHTpasmmnTeAnalabl 3aKbIMAaHy HeMece KaTepAiaik
Oearizepi >o0K) 6oaraHbIMeH, rucTOAOTUAABIK 3epTTeye CIN I-1I anpikraaasr. XOKBMV 26 nanmentre (65%) aHBIKTaAABL,
keOinece Gardnerella vaginalis (55%), coaan keitin Cytomegalovirus (17,5%), Candida albicans (10%) >xeoHe
Mycoplasma hominis (7,5%), apasac undexumsaapmen xoca. bya gepexrep CIN OGap manmentrepae AIIB xene
kocaaksl JKOKBV key TapaaraHbIH, COHJall-aK KaOBIHY IIpoliecTepi aschlHAAQ IJUTOAOTUSABIK SKOHE TMCTOAOTUAABIK,
HOTIKeAep apachIHAAFBI aliTapABIKTall aliblpMaIlbLABIKTapAbl KOpCeTeai.

KopBITBIHABL 3epTTey IIUTOAOTMAABIK CKPUHUHITIH IIeKTeyAepiH KoHe MOP (POAOIMABIK, KAMHNKAABIK SKOHE
MOJ€eKYAaAbIK dAicTepai OipikTipeTiH KellleHAI AMarHOCTMKAABIK, CTpaTernslapAblH KaKeTTiliriH kepcerei. CIN-Hig
MOpOAOIMAABIK KpuUTepuiiaepin cranaaprray, ocipece BIIY-accommsisanran >xeHe KaOBIHY >KaraaillapblHAa,
AMarHo3AbIH A9AAITIH apTTHIPY >KoHe MallMeHTTepAi OHTalAbI OacKapy YIIiH aca MaHbI3ABL.

Tyitin ce3aep: >KaTblp MOWMHBIHBIH MHTpasIuTeAralAbl HeOIlAa3UsAChl, ajaM IalMAA0Machl BUPYCH,

LMTOAOIMSI MEH TMCTOAOITISI KOPPEASIINACH, SKBIHBICTBIK JKOAMeH OepiseTiH nH(peknusaap, MOp(OAOTIL.

Mopdoaormueckne xapakKTepUCTUKN IIepBMKAaAbHONM MHTPasTeAaabHOV HeOIaasun B
KOHTEeKCTe BUPYC NalMaa0Mbl YeA0BeKa - aCCOLMMPOBaHHOM I1aTOAOT UM
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AOcTpakT

Iear mccaegosammsa. Cucremarusuposarb  MOP(QOAOTMYECKNME  XapaKTePUCTUKM  LJePBUKaABHOIN
uHTpasnureanaabHoi Heonaasumu (CIN) B KOHTeKcTe BUpPYC HanmaAoMbl yeaoseka (BITY) - accoummposaHHOI
I1aTO/I0TMM Ha OCHOBe 0030pa AUTepaTyphl U aHaAM3a KAVMHIKO-MOP(POAOIMIECKUX JaHHBIX.

Metoan1. B nccaesosanme sraiodeHo 40 oOpasijop Omomcuy IIeKM MaTKM, ITOAYYeHHBIX y ITallMeHTOK C
IIpeApaKoBBIMM 3a00A€BaHMIMM IIEVKM MaTKM, 00CAe40BaHHBIX B OTAeAeHNM I1aToAormdeckoit anaromuu University
Medical Center. I'mcrosormueckas oreHkKa BHIIIOAHSAACh C MCIIOAB30BAaHMEM OKPAacKM IeMaTOKCUAMH-DO3MHOM. B
aHaan3 ObIAM VMHTEIpMpOBaHBl KAMHMYECKNe I AaOopaTOpHBIe JaHHBIE, BKAIOYas pe3yAbTaThl IIUTOAOTMIECKOTO
uccaeaosanust (Pap-recr), Tunuposanue BITY n ckpuaMHT Ha nHQeKUN, IepejaBaeMble 110A0BbIM ITyTeM (VITIIIT).

PesyabTaTnl. Hanboaee yacto sorsisasacs BITY 16-ro Tuna (14 cayuaes). Asoiinbie BITH-undexym ormeueHsr
y 9 nanuenTok (Harpumep, 16 n 45, 18 u 51), y 3 nmanmeHTOK 3aperncTpUpOBaHbl TpoiiHble MHpeKnu. B 16 caydasx
BITY ne Ob1a oGHapy>keH. Bricokast creriens CIN (CIN 2, CIN 3 nan carcinoma in situ) gauarnocruposana y 19 ns 40
MauyeHToK (47,5%), HeCMOTps Ha TO, YTO LIMTOAOIVS IIOKa3ala TOABKO HU3KOCTemeHHBbIe mopaxkeHns (LSIL) mam
aTunmio HeyrouHeHHoro 3HaueHusA (ASC-US). Kpome toro, B 4 caydasix (10%) nmpu muroaorun NILM (orcyrcrsue
MIPU3HAKOB MHTPasIUTEANAABHOIO IIOpaykeH!sI AN 3A0KadecTBeHHOCTH) Tucroaorndecky srsasaeH CIN I-I1. MTTIIT
AVIaTHOCTMPOBAHH y 26 manmeHToK (65%), npenmymectseHHO Gardnerella vaginalis (55%), aaaee Cytomegalovirus
(17,5%), Candida albicans (10%) n Mycoplasma hominis (7,5%), BKarouas cMmemraHHble MHQEKINU. DTU AaHHBIE
CBUAETeAbCTBYIOT O BhICOKOM pacrpocTtpadHeHHocT BITY u conyrersyrommx MITIIT y nanmentok ¢ CIN, a Takkxe o
3HAUMTEABHBIX PACXOXKAEHMX MEXAY IIUTOAOTMYECKVMU VM IMCTOAOTMYECKMHU pe3yabTaraMy, ocoOeHHO Ha (poHe
BOCITaAUTeABHBIX ITPOLIeCCOB.

BeBoapl. llccaeaoBaHne IogdepKMBaeT OIpaHMUYEHMs LUTOAOIMYECKOTO CKPMHMHIA UM HeOOXOAUMOCTD
KOMII/€KCHBIX AMAarHOCTMYECKUX CTparernii, o0beAMHAIOMUX MOpQoAorniecKue, KAMHUIECKUE VI MOJAEKYASpHbIe
meroanl. Crangaprusanus Mopgoaorndeckux kpurepues CIN ocobenno saxna B ycaosusax BITU-acconumpopanHbIx

VI BOCIIAAUTEABHBIX COCTOSTHUM AAS ITOBBIIIIEHNSI TOYHOCTY AVIaTHOCTUKY ¥ OITVMMU3allN BeAeHUsI MalllieHTOK.
KaroueBble caoBa: LiepBUKadbHas MHTpasInTeAMadbHas Heoraasus, BITY, xoppeasiimsa nmuroaorum u
TMCTOAOTVY, MH(EKIINI, IlepeAaBaeMble IIOA0BBIM IIyTeM, MOP (POAOITL.
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