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We report on four cases of endocervical adenocarcinoma associated with lobular endocervical glandular
hyperplasia using histochemical and immunohistochemical analyses. The patients ranged in age from 59 to 67
years (mean 62 years). Chief complaints were watery vaginal discharge in two cases, genital bleeding in one and
no subjective symptoms in one. Cytological examinations of the cervical smears revealed adenocarcinoma
cells and benign-looking glandular cells with intracytoplasmic golden-yellow mucin in all cases. Radical
hysterectomy was performed in three patients, and simple total hysterectomy was performed in one. From
surgical specimens, three tumors were diagnosed as mucinous adenocarcinoma and one was adenocarcinoma
in situ. All adenocarcinomas were located proximally on the cervix, and did not involve the transformation zone.
Adjacent to carcinoma tissues in the cervix, lobular endocervical glandular hyperplasia was detected. The cells
of lobular endocervical glandular hyperplasia were dominantly positive with neutral mucin, and immunohisto-
chemistry revealed that these cells had prominent pyloric gland mucin (HIK1083). Focal immunopositivity for
pyloric mucin was also observed in three adenocarcinomas. Either CEA or p53 were immunopositive in all
adenocarcinomas and negative in the tissues of lobular endocervical glandular hyperplasia. Histopathological
features of the present cases suggest that some endocervical adenocarcinomas may originate from lobular
endocervical glandular hyperplasia.
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Endocervical adenocarcinomas account for 10–15%
of all cervical cancers and have been increasing in
relative and absolute numbers.1–4 Therefore, under-
standing the precursor lesions of endocervical
adenocarcinoma has become more important for
gynecologists and pathologists. Endocervical gland-
ular dysplasia and atypical tubal metaplasia are
recognized premalignant lesions, and a considerable

number of studies on these lesions have been
conducted so far.5–13 Consequently, the question
arises whether other precursors exist. Microglandu-
lar hyperplasia,14–17 mesonephric hyperplasia,18,19

tunnel clusters,20–22 diffuse laminar endocervical
glandular hyperplasia23 and lobular endocervical
glandular hyperplasia are currently considered
benign hyperplastic glandular lesions in the uterine
cervix,24 but little is really known about their
relationship with endocervical carcinomas.25,26 Re-
cently, several studies have focused on gastric
mucin (or pyloric gland mucin) in glandular lesions
of the cervix and its connection with endocervical
glands’ carcinogenesis.

Gastric phenotype has been described in endo-
cervical gastric metaplasia, lobular endocervical
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glandular hyperplasia and minimal deviation adeno-
carcinomas from the findings of histochemistry and
immunohistochemistry using monoclonal antibody
(HIK1083) against pyloric gland mucin.27–36 There is
also speculation that hyperplastic or metaplastic
glandular lesions with gastric mucin are precursors
of endocervical adenocarcinoma or in situ lesions of
minimal deviation adenocarcinoma when the corre-
spondent mucin phenotype of these lesions is
considered.32,34,37 However, this is still under discus-
sion and, to our knowledge, there has been no direct
evidence to support this hypothesis. In the current
study, we report on four cases of endocervical
adenocarcinoma associated with lobular endocervi-
cal glandular hyperplasia, and discuss the histogen-
esis of adenocarcinoma with respect to the presence
of lobular endocervical glandular hyperplasia.

Materials and methods

Case Selection

Based on the criteria for the diagnosis of lobular
endocervical glandular hyperplasia first proposed
by Nucci et al,24 cases of endocervical neoplasms
and endocervical proliferative disorders were re-
evaluated by two pathologists (TK, SM) and one
gynecologist (AH) in the surgical pathology files
from 1996 to 2003 at University of Yamanashi
Hospital, Yamanashi Central Hospital and Kofu
Municipal Hospital. Subsequently, we retrieved 20
cases of lobular endocervical glandular hyperplasia
and four cases of lobular endocervical glandular
hyperplasia with adenocarcinoma. Hematoxylin and
eosin-stained sections of the four cases of lobular
endocervical glandular hyperplasia with adenocar-
cinoma were assessed for morphological features,
and histochemistry and immunohistochemistry
were performed on representative sections to char-
acterize these lesions. Histological diagnosis of
endocervical adenocarcinomas was through the
established morphological classification of the
World Health Organization, and clinical stages were
evaluated by UICC/TNM classification.38,39 To con-
firm cytological findings, Pap smears of the four
cases were re-examined. Macroscopic findings were
assessed through both macroscopic photographs of
the surgical specimens and original pathological
reports. Clinical details and follow-up information
were obtained by communication with the original
pathologists or the patients’ physicians.

Histochemistry

Formalin-fixed and paraffin-embedded sections
were cut at 3mm and subjected to alcian blue/
periodic acid-Schiff stain to demonstrate acidic
mucin (blue) and neutral mucin (red) by light
microscopy. The precise method has been described
previously.40

Immunohistochemistry

Immunohistochemical stains were performed using
the Ventana NX automated immunohistochemistry
system (Ventana Medical Systems, Tucson, AZ,
USA) with monoclonal/polyclonal primary anti-
bodies to CEA (COL-1, Nichirei, Japan, dilution
1:1), p53 (DO-7, Novocastra, UK, dilution 1:100) and
HIK1083 (Kanto kagaku, Japan, dilution 1:20).
Formalin-fixed and paraffin-embedded sections
were cut at 3 mm. Antigen retrieval was achieved
by autoclave (1101C, 5min) for p53, and micro-
wave (1min) for CEA. Sections processed without
primary antibodies were employed as negative
controls. Immunopositivities were assessed by light
microscopy.

Results

Clinical Findings

Clinical data of patients are presented in Table 1. All
the patients were postmenopausal women, and the
mean age was 62 years (range 59–67 years). Chief
complaints were watery vaginal discharge in two
patients (cases 1 and 2) and genital bleeding in one
patient (case 4). One patient (case 3) consulted
physicians because of an abnormal Pap smear
during a health check. None of the cases had a
history of hormonal therapy or usage of contra-
ceptives. Radical hysterectomy was performed in
three cases, and simple total hysterectomy was done
in one case. One patient (case 3) received chemo-
therapy with cyclophosphamide, adriamycin and
cysplatin after surgical excision. Case 4 received
both chemotherapy and radiation therapy (45Gy).
No additional therapy was performed in cases 1 and
2. The follow-up period of this study ranged from 11
to 41 months, at which time three patients were
alive without local recurrence or distant metastasis.
One patient (case 4) died due to lung metastasis 13
months after surgery.

Macroscopic Findings

No apparent tumoral mass was seen on the surface
of the uterine cervix (Figure 1a). In cut surfaces of
the cervix, we detected lesions composed of aggre-
gations of variable sized cysts (Figure 1b, c). These
cystic lesions were from the proximal area of the
cervix. Solid tumor adjacent to microcystic lesions
was macroscopically identified only in case 4
(Figure 1d). The sizes of the lesions in all cases
ranged from 14 to 19mm in width and 8 to 14mm in
depth.

Microscopic Findings

The lesions macroscopically recognized to be cystic
were composed of dilated glands lined with high
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Table 1 Clinical data

Case No. 1 No. 2 No. 3 No. 4

Age (years) 67 60 59 62
Gravida/Para 3/2 2/0 2/2 4/2
Menses Menopause (48 years) Menopause (52 years) Menopause (57 years) Menopause (54 years)
Chief complaint Watery discharge Watery discharge No symptoms Genital bleeding
Hormonal therapy (�) (�) (�) (�)
Oral contraceptive (�) (�) (�) (�)
Pap smear AC AC AC AC
Biopsy ND NEM NEM AC
Conization ND NEM AC ND
MRI Multicystic lesions Multicystic lesions Multicystic lesions ND
Operation RH ATH RH RH
Final diagnosis AIS+LEGH AC+LEGH AC+LEGH AC+LEGH
Stage (UICC) 0 Ia1 Ia1 IIIb
LN metastasis (�) (�) (�) (+)
Adjuvant therapy ND ND Chemotherapya Chemoradiationa

Follow-up Alive, NED, 12 mo Alive, NED, 11 mo Alive, NED, 41 mo Death, recurrence, 13 mo

AC, adenocarcinoma; AIS, adenocarcinoma in situ; LEGH, lobular endocervical glandular hyperplasia; RH, radical hysterectomy; ATH,
abdominal (simple) total hysterectomy; LN, lymph node; mo, months; ND, not done; NEM, no evidence of malignancy; NED, no evidence of
disease.
a
Chemotherapy with cyclophosphamide, adriamycin and cisplatin.

Figure 1 Gross appearance. (a) Non-fixed surgical specimen of the uterus (case 1). No apparent tumoral mass is detected on the surface
of the uterine cervix. (b, case 1) (c, case 3) Cross-sections of fixed uterine cervixes. Aggregations of variable sized cysts are found
in cut surface of the cervix (arrows). Arrowhead (c) designated the location where adenocarcinoma exists, which is confirmed
by the histological examination, but macroscopically it is hard to recognize its presence. (d) Cross-section of the uterus (case 4). The
lesions compose of solid tumor (arrowheads) with unclear border and microcystic lesions (arrows) are designated in the proximal of the
cervix.
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columnar mucinous cells. These columnar cells
were frequently arranged in a lobular pattern with-
out desmoplastic stromal reactions, and their nuclei
were basal and uniform. These hyperplastic gland-
ular lesions, diagnosed as lobular endocervical
glandular hyperplasia (Figure 2a–d), occasionally
had intranuclear cytoplasmic inclusions. Cancerous
tissues were identified as minor components
within hyperplastic lesions or adjacent to them.
Carcinomas (Figure 3a–f) were diagnosed as inva-
sive mucinous adenocarcinoma of endocervical
type in cases 2, 3, and 4 (pTIa1 in cases 2 and 3,
and pTIIIb in case 4), and case 1 was adenocarcino-
ma in situ (endocervical type) (pT0). No mitotic
figures were noted in the tissues of lobular endo-
cervical glandular hyperplasia, while they were
frequently observed in adenocarcinomas. Both the
adenocarcinomas and the lobular endocervical
glandular hyperplasia tissue sections were from
the proximal region of the cervix, and the adeno-
carcinoma tissues did not involve the transforma-
tion zone of the uterine cervix. No neoplastic

squamous lesions were detected in the endocervix
of any cases.

Histochemistry

The histochemical results are presented in
Table 2. With the alcian blue/periodic acid-Schiff
stain, the lobular endocervical glandular hyperpla-
sia components of all cases were revealed as

Figure 2 Histological findings of lobular endocervical glandular hyperplasia. (a, case 3) (c, case 2) Hyperplastic glandular lesions appear
lobular arrangements without desmoplastic stromal reactions. (b, case 3) (d, case 2) Hyperplastic lesions compose of high columnar
mucinous cells with no cellular atypia and lack of mitotic figure.

Table 2 Histochemistry

No. of cases AB/PAS

LEGH component 4 PAS dominant
AC component 4 Mixed
Normal glanda 4 AB dominant

a
Normal glands were evaluated using a nonaffected area of the uterine
cervix.
LEGH, lobular endocervical glandular hyperplasia; AC, adenocarci-
noma; AB/PAS, alcian blue and periodic acid-Schiff stain
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predominantly periodic acid-Schiff-positive neutral
mucin, whereas alcian blue positive acid mucin
was dominant in the normal endocervical glands
(Figure 4a, b). There was less cytoplasmic mucin in

adenocarcinoma cells than the lobular endocervical
glandular hyperplasia cells, and they had a mixed
pattern of alcian blue and periodic acid-Schiff
(purple color) (Figure 4c, d).

Figure 3 Histological findings of endocervical adenocarcinoma. (a, b) Adenocarcinoma in situ (case 1). Irregular papillary structures
were seen in dilated gland without stromal invasion, and these cells exhibit marked cellular atypia with mitotic figure (arrow). (c, case 4)
(e, case 3) Infiltrative growth of irregular glands (right side) is shown with desmoplastic stroma. Nonatypical small glands (left side) are a
part of lobular endocervical glandular hyperplasia. (d, case 4) (f, case 3) Apparent cellular atypia are seen in carcinoma cells with
decrease of cytoplasmic mucin.
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Immunohistochemistry

The immunohistochemical results are summarized
in Table 3. Pyloric gland mucin (HIK1083) was
diffusely immunopositive in the cytoplasm of
lobular endocervical glandular hyperplasia cells
(Figure 5a). Focal immunopositivity of HIK1083
was detected in three cases of adenocarcinoma
(cases 1–3) (Figure 5b), but was immunonegative
in normal endocervical glands. CEA was immuno-
positive in the cytoplasm of adenocarcinoma cells in
three cases (cases 1, 2 and 4) (Figure 5c) and
immunonegative in one case (case 3). Nuclear
positivities of p53 were found in one case of
adenocarcinoma (case 3) (Figure 5d). CEA and
p53 were immunonegative in the cells of lobular
endocervical glandular hyperplasia and of normal
endocervical glands.

Cytology

In all four cases, cytological examination of cervical
smears showed atypical glandular cells with en-

larged hyperchromatic nuclei and prominent nu-
cleoli, which were interpreted as adenocarcinoma
cells (Figure 6a). In addition, small numbers of
glandular cells with golden-yellow mucin were
simultaneously detected. These were uniform cells
arranged in honeycomb groupings without nuclear
stratification (Figure 6c). These benign-looking
glandular cells with golden-yellow mucin were
suggested to be of lobular endocervical glandu-
lar hyperplasia origin. Intranuclear cytoplasmic
inclusions also were occasionally found in these

Figure 4 Histochemistry for alcian blue/periodic acid-Schiff stain. (a) Alcian blue-positive acid mucin is dominant in normal
endocervical gland. (b) Periodic acid-Schiff-positive neutral mucin is dominant in glands of lobular endocervical glandular hyperplasia.
(c) Purple colored mucin is appeared in adenocarcinoma cells (case 1). (d) Scant alcian blue-positive mucin is found in adenocarcinoma
(arrows) (case 4). Benign glands with periodic acid-Schiff positive neutral mucin are a part of lobular endocervical glandular hyperplasia.

Table 3 Immunohistochemistry

No. of cases HIK1083 CEA p53

LEGH component 4 4 (diffuse) 0 0
AC component 4 3 (focal) 3 (diffuse) 1 (diffuse)
Normal glanda 4 0 0 0

a
Normal glands were evaluated using a nonaffected area of the uterine
cervix.
LEGH, lobular endocervical glandular hyperplasia; AC, adenocarci-
noma.
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glandular cells (Figure 6d). In case 3, we detected
adenocarcinoma cells containing scant golden-yel-
low cytoplasmic mucin (Figure 6b). The cytoplasmic
mucin in most of the normal endocervical columnar
cells stained orange.

Discussion

Lobular endocervical glandular hyperplasia is a
pseudoneoplastic lesion of the uterine cervix,
however, its progression and pathological signifi-
cance has not been fully recognized yet. In the
current study, we described four cases of endocervi-
cal adenocarcinomas coexisting with lobular endo-
cervical glandular hyperplasia.

Histopathologically, lobular endocervical glandu-
lar hyperplasia is defined as benign hyperplastic
glands arranged in a lobular pattern. They are
often confused with minimal deviation adenocarci-
noma, so-called adenoma malignum.24,33 However,
minimal deviation adenocarcinoma should be dif-

ferentiated from lobular endocervical glandular
hyperplasia since an extremely poor prognosis has
been reported in patients with minimal deviation
adenocarcinoma.41–43 In this rare highly differen-
tiated mucinous adenocarcinoma, occasional glands
display moderate nuclear atypia and elicit a desmo-
plastic stromal reaction, while most of the glands are
impossible to distinguish from non-neoplastic en-
docervical glands including lobular endocervical
glandular hyperplasia. According to WHO classifi-
cation, haphazard arrangements of glands that
extend deeply into the cervical stroma and the
presence of occasional mitoses are reliable histo-
logical criteria for differentiating minimal deviation
adenocarcinoma from the various benign endo-
cervical lesions.39 In the current study, all four
hyperplastic glandular lesions were composed of
benign-looking glands lined by mucin-rich, high
columnar cells and arranged in a lobular pattern.
There was no desmoplastic stromal reaction, and
mitosis was absent in these hyperplastic lesions.
These histological findings correspond to the

Figure 5 Immunohistochemical findings. (a) HIK1083 is diffusely positive in cytoplasm of lobular endocervical glandular hyperplasia
cells. (b) Focal immunopositivity of HIK1083 is found in adenocarcinoma cells. (c) CEA is diffusely positive in cytoplasm of
adenocarcinoma cells (case 1). (d) Nuclear positivities of p53 are found in adenocarcinoma cells (case 3).
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definition of lobular endocervical glandular hyper-
plasia.44 Nucci et al24 documented the histological
differences between lobular endocervical glandular
hyperplasia and endocervical tunnel clusters. Our
cases were macroscopically multicystic lesions
comprised of tall, columnar, mucinous cells. We
consider these findings to be different from type A
tunnel clusters, which are characterized by non-
cystic and closely packed lesions composed of tall
columnar epithelium, and from type B tunnel
clusters, which are characterized by lobular arrange-
ments with cystic glands lined by cuboidal and
flattened epithelial cells with inspisated mucinous
secretions.20–22

In our study, we also found four mucinous endo-
cervical adenocarcinomas coexisting with lobular
endocervical glandular hyperplasia: three were
classified as invasive adenocarcinomas and one
was adenocarcinoma in situ. Immunopositivities of
CEA or p53 further supported the diagnosis of

adenocarcinoma, while these same markers were
immunonegative in the lobular endocervical gland-
ular hyperplasia tissue. In general, the majority of
conventional adenocarcinoma in situ and invasive
adenocarcinomas involve the transformation zone of
the cervix.45–47 However, all four adenocarcinomas
in our study were detected more proximally along
the cervix and did not involve the transformation
zone. These findings may indicate that adenocarci-
nomas in our four cases are unusual in their
location. To the best of our knowledge, the current
study is the first report on endocervical adenocarci-
noma associated with lobular endocervical glandu-
lar hyperplasia.

Histological assessment revealed that glandular
cells of lobular endocervical glandular hyperplasia
are rich in mucin, and golden-yellow cytoplasmic
mucins, an unusual color in normal endocervical
glands, were detected in Pap smears. In addition,
an increase of watery vaginal discharge was a

Figure 6 Cytological findings (Papanicolaou stain). (a) Adenocarcinoma cells show disorganized sheets comprised of irregular atypical
cells with prominent nucleoli. (b) Scant ‘golden-yellow’ cytoplasmic mucin (arrows) is detected in peripheral of marked crowded sheet
of adenocarcinoma cells (case 3). (c) Two color patterns, golden-yellow mucin (left) and orange mucin (right), are found in benign
mucinous glandular cells. (d) Intranuclear cytoplasmic inclusions occasionally found in benign-looking glandular cells with golden-
yellow mucin (arrows).
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presenting complaint of two patients. Consequently,
we looked at the mucin characteristics of endocer-
vical lesions and then performed immunohisto-
chemistry for pyloric gland mucin (HIK1083) and
staining of alcian blue/periodic acid-Schiff. Diffuse
immunopositivities of HIK1083 and predominantly
periodic acid-Schiff-positive neutral mucin expres-
sion were recognized in the glands of the lobular
endocervical glandular hyperplasia, corresponding
with the observations of previous investiga-
tors.29,33,34

HIK1083-positive pyloric gland mucin was focally
evident in three of four adenocarcinomas. This
common expression of pyloric gland mucin in both
lobular endocervical glandular hyperplasia and
mucinous endocervical adenocarcinomas suggests
the possibility that there is a histogenetical relation-
ship between these two lesions. However, this needs
to be studied further because Zhao et al48 reported
HIK1083 positivity in a variety of cervical adeno-
carcinomas, and no one has yet determined the
frequency of HIK1083 positivity in the wide variety
of other benign glandular lesions.

In the uterine cervix, pyloric gland mucin pheno-
type has been reported in endocervical gastric
metaplasia, lobular endocervical glandular hyper-
plasia and minimal deviation adenocarcino-
ma.27,29,30,32–34,36 Because of the identical mucin
expression in these lesions, several investigators
have suggested that metaplastic or hyperplastic
glandular lesions with pyloric gland mucin could
be a precursor of minimal deviation adenocarcino-
ma.32,34,37 Pyloric gland metaplasia also has been
described in several other organs such as the
pancreas, the gallbladder and the small and large
intestine.49–52 Pathogenesis of this metaplastic
change in most organs is still under discussion;
however, its relationship to carcinogenesis in the
pancreas has received particular attention. In the
pancreas, pyloric gland metaplasia is a common
histological change of the pancreatic duct, and
Kodama and Mori53 have suggested that this meta-
plastic lesion might transform into atypical prolif-
erations and then into adenocarcinomas. Recent
WHO classification proposed that the term ‘pan-
creatic intraepithelial neoplasia’ (PanIN) should be
used for several metaplastic or hyperplastic lesions,
including pyloric gland metaplasia of the pancreatic
duct, as a putative precursor lesion of invasive
ductal adenocarcinoma.54,55 With this information,
and from our results, it is reasonable to speculate
that lobular endocervical glandular hyperplasia
with pyloric gland metaplasia is not only a pre-
cursor of minimal deviation adenocarcinoma but
also a possible precursor of conventional mucinous
adenocarcinoma.

Cytologically, golden-yellow cytoplasmic mucin
was found in benign-looking endocervical glandular
cells. This is congruent with the finding of lobular
endocervical glandular hyperplasia reported by Hata
et al.56 This distinctive color of cytoplasmic mucin

may reflect the pyloric phenotype of glandular cells,
and taking into account the fact that endocervical
adenocarcinomas were coexisting with lobular en-
docervical glandular hyperplasia in the current
study, we recommend careful cytological assess-
ment when this golden-yellow mucin is detected in
Pap smears, even if cellular atypia is not apparent in
the sample. However, it will be difficult to differ-
entiate lobular endocervical glandular hyperplasia
from minimal deviation adenocarcinoma solely
based on mucin colors since golden-yellow cyto-
plasmic mucin also has been suggested as represent-
ing the cytological features of minimal deviation
adenocarcinoma.57

We found intranuclear cytoplasmic inclusions in
the lobular endocervical glandular hyperplasia cells
in all four cases, but did not detect them in cancer
cells. Since we have found no reports of these
inclusions in other glandular lesions of the uterine
cervix, this nuclear finding might be one of the
cytological characteristics of lobular endocervical
glandular hyperplasia. Intranuclear cytoplasmic
inclusions have been described in certain benign
and malignant neoplasms such as melanocytic nevi,
malignant melanomas and pulmonary adenocarci-
nomas, and the diagnostic value of this type of
inclusion are especially important in thyroid papil-
lary carcinomas.58–60 However, pathological and
diagnostic implications of this finding in lobular
endocervical glandular hyperplasia are obscure.

Infection by the human papilloma virus (HPV) is
the major etiological factor for both cervical squa-
mous cell carcinoma and cervical adenocarcino-
ma,61–63 although the pathological association of
HPV and lobular endocervical glandular hyperplasia
have not been well studied. At least, our PCR
analysis did not detect HPV in lobular endocervical
glandular hyperplasia cells (in press). Further
investigation of HPV infection and genetic abnorm-
alities is needed to clarify the etiologies of endo-
cervical adenocarcinoma associated with lobular
endocervical glandular hyperplasia.

In our clinical data, three patients in early stages
(UICC stage 0 and Ia1) showed no metastasis and no
local recurrence during our limited follow-up
period, while one patient (case 4, stage IIIb) died
due to lung metastasis 13 months after surgery. In
general, the prognosis of microinvasive adenocarci-
noma (stage Ia) and adenocarcinoma in situ (stage 0)
is excellent in conventional endocervical adenocar-
cinoma. The clinical course of our cases was similar
to the course of conventional endocervical adeno-
carcinoma without lobular endocervical glandular
hyperplasia. At this time, the pathological effect that
the lobular endocervical glandular hyperplasia has
on the prognosis of endocervical adenocarcinoma is
indistinct.

In our study, we reviewed 24 cases of lobular
endocervical glandular hyperplasia in the files of
affiliated hospitals from 1996 to 2003 and retrieved
four cases, which we presented here. However, the
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prevalence of lobular endocervical glandular hyper-
plasia in our study may be high compared with the
general prevalence, since lobular endocervical
glandular hyperplasia is considered to be a rare
lesion.37 There may be several reasons to explain the
high prevalence of lobular endocervical glandular
hyperplasia in our facilities. First, more patho-
logists, gynecologists and radiologists are beginning
to recognize this rare lesion more often. Second,
confusion on the diagnosis of benign hyperplastic
lesions and minimal deviation adenocarcinoma
might elicit an increased number of lobular endo-
cervical glandular hyperplasia diagnoses. Since
Ishii and co-workers30,32,57 described the cytological
and histological features of minimal deviation
adenocarcinoma, we have actively interpreted gold-
en-yellow mucin in Pap smears and gastric mucin in
histological specimens (findings are now thought to
be nonspecific for minimal deviation adenocarcino-
ma) as indicators of minimal deviation adenocarci-
noma. Third, for the purpose of finding the early
stage of minimal deviation adenocarcinoma, we
tested a vaginal discharge screening test using
enzyme-linked immunosorbent assay for HIK1083
in gynecology outpatients. Under these conditions,
surgical specimens of endocervical glandular le-
sions with gastric phenotype, including lobular
endocervical glandular hyperplasia, increased dur-
ing the period of our study.

The exact prevalence of adenocarcinomas coex-
isting with lobular endocervical glandular hyper-
plasia among cervical adenocarcinomas is unclear.
From a practical standpoint, to recognize a residual
component of lobular endocervical glandular hyper-
plasia will be difficult when invasive adenocarci-
noma takes over large proportions of the lesion.
During routine diagnostic work, if we found benign-
looking minute glandular lesions with gastric
phenotype intermingled with an invasive adenocar-
cinoma, we could not differentiate these minute
lesions as being a residual part of lobular endocer-
vical glandular hyperplasia or small foci of a very
well-differentiated adenocarcinoma. Molecular ana-
lysis may be helpful in differentiating these lesions,
but this distinction will be less meaningful for the
patient’s management since the poorly differen-
tiated malignant component is generally what
affects the clinical course.

In conclusion, this report provides new informa-
tion on endocervical adenocarcinoma associated
with lobular endocervical glandular hyperplasia.
We emphasize that careful examination is needed in
the histological diagnosis of lobular endocervical
glandular hyperplasia to exclude the coexistence
of adenocarcinomas, and a focal adenocarcinoma
coexisting with lobular endocervical glandular
hyperplasia should be differentiated from minimal
deviation adenocarcinoma. In addition, it is
reasonable to suppose that lobular endocervical
glandular hyperplasia could be a precursor of
conventional mucinous endocervical adenocarcino-

mas based on histopathological features of the
present cases.
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