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Abstract This work aims the diagnostic differentiation
of chronic inflammation (CC), low-grade Intraepithelial
squamous lesions (LGSIL) and high-grade intraepithelial
squamous lesions (HGSIL) in biopsies of cervix of uterus
from patients with atypias (ASC-US and ASC-H) and lesions
(LGSIL and HGSIL), traced in the cervical/vaginal cytology
by using Laser-Induced Fluorescence Spectroscopy (LIFS),
with 488 nm excitation wavelength. Ninety seven biopsies
from 32 patients with atypical cervical/vaginal cytology
were collected. The biopsies were guided by colposcopy and
taken at the squamous-columnar junction. Fluorescence
emission spectra of each biopsy were collected by means
of an optical fiber cable coupled to an argon laser at 488 nm
as excitation source and addressed to a spectrograph and
CCD camera/controller. Spectra were separated into three
groups, CC, LGSIL and HGSIL, based on the cytopathology.
It was detected similar mean spectra profiles for CC and
LGSIL, and differences for HGSIL. An algorithm was

developed for tissue classification based on the intensity of
the multiplication of each spectrum by the mean spectrum of
each group, searching for a discriminator that would address
this spectral difference. The sensitivity and specificity of
HGSIL identification, compared to CC and LGSIL was 89%
and 100%, respectively. The LIFS using excitation wave-
length of 488 nm could be used to differentiate HGSIL
lesions from LGSIL and CC inflammation, and could help a
precocious and less invasive diagnosis of cervix lesions.
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Introduction

Cancer has become an important health problem around the
world. It has actually ranked as the second death issue in
the developed countries and is in between the three major
causes of death in the developing ones [1]. The world’s
cancer incidence has increased significantly in the past
decade. It is known that 70% of all cancer deaths occur in
countries where the population has middle to a low income
rate, very little or no education, limitation from cancer
prevention, diagnosis and treatment [2]. Statistics has
demonstrated that in USA the cancer is the second major
death cause preceded only by circulatory diseases [3].

It is estimated that the uterine cervix cancer is the
women’s third most common malignant neoplasia, with
about 19,260 new cases yearly, being surpassed only by
non-melanoma skin cancer and breast cancer. It is also
foreseen that the uterine cervix cancer is the fourth cause of
deaths in women [4]. Nevertheless, among all neoplasias,
the uterine cervix cancer actually outlines the highest
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potentials for prevention and cure, reaching near to 100%
when there is an early diagnosis [4].

The incidence peak of uterine cervix cancer occurs
between the age of 40 to 60 year. However, this age has
been dropping due to the increased incidence of Human
Papilomavirus (HPV), especially in youngsters under age of
20 years [5]. The uterine cervix cancer has been etiology
linked to the HPV in about 90% of cases [6].

The main strategy for an early detection of the uterine
cervix cancer applied in Brazil is the screening survey
which means performing cervical colpocytology examina-
tion (Papanicolaou) in women without any symptom of the
disease. The goal is to identify those who may have the
illness in the very initial stage, where the treatment can turn
out to be effective [4].

In the Brazilian public health, the diagnostic differenti-
ation of the Squamous Cell Atypia (ASC) is not done. This
differentiation could be performed from the colposcopy
and/or from the uterine cervix biopsy [7].

Optical methods for detecting human diseases have
been gaining evidence in the last decades. Light could be
used for tissue characterization without need for biopsies.
These techniques could be inserted into the clinics for fast,
cost effective and reliable diagnostics. The Laser-Induced
Fluorescence Spectroscopy (LIFS) has becoming a promis-
ing tool in the early diagnosis of a great variety of
neoplasias in esophagus, lungs, bladder and uterine cervix,
showing good results in the differentiation among normal
tissues and several types of cancers. It is based on the
excitation of the sample with a short wavelength radiation
(ultraviolet and visible) and the observation of the sample
autofluorescence in long wavelengths (visible and near-
infrared) through optical fiber cables [8, 9].

Tissue identification is based upon the determination of
spectral differences between the chromo-fluorophores in the
normal tissues and the dysplastic ones, caused by changes
in the biochemical composition that occur following the
neoplasic alterations in the uterine cervix tissue, as long
as those tissues progress to the Squamous Intraepithelial
Lesions [10, 11].

LIFS has been shown effective in the differentiation of
the pre-neoplasic and neoplasic lesions in squamous intra-
epithelial alterations of uterine cervix. This technique has
been investigated using several excitation wavelengths in
vitro and in vivo, with algorithms based on spectral dif-
ferences among diseased and health tissues in order to
verify which one present more diagnostic differentiation
capacity. For in vitro samples of cervix tissues, Lohmann
et al. [18] used wavelength of 365 nm, Ramanujan et al.
[19] used 340, 380 and 460 nm, Glassman et al. [20] used
340, 440 and 460 nm and Mahadevan et al. [21] used 330
and 385 nm. Other researchers have been detecting cervix
neoplasia in vivo, such as Ramanujan et al. [12] using

excitation wavelength of 337 nm, Ramanujam et al. [13]
using 337, 380 and 460 nm, Agrawal et al. [14] using
337 nm, Nordstrom et al. [15] using 355 nm, Weingandt
et al. [16] using 375 and 440 nm, Georgakoudi et al. [17]
using between 337 and 610 nm and Rivoire et al. [10] using
between 300 and 470 nm. Results of all works indicate that
LIFS has a potential for such a differentiation, depending
on the wavelength and algorithm used.

The main interest in this research is due to the fact that
ASC (ASC-US-undetermined significance atypical squa-
mous cell and ASC-H—atypical squamous cell, that could
not exclude the high grade lesion) and SIL (squamous
intraepithelial lesions, low grade—LGSIL or high grade—
HGSIL) alterations are a problem in gynecological practice
because there is no consensus about the most adequate
conduct for women with such a cytologic diagnostic. For
instance, there may be presented a more serious tissue
alteration being treated as inflammatory alteration (reac-
tive). With a proper diagnose, LIFS could contribute to a
more conservative and less invasive practice, using only the
cytological follow-up.

The importance of the present work is the possible use of
LIFS as a screening for the Bethesda Colpocytology
Classification System, that has been introduced because
orientates to a more adequate therapeutics and which just
recently has become routinely used in the medical commu-
nity. So, the objective of this work is to develop a diagnostic
algorithm using LIFS with excitation wavelength at 488 nm
(argon ion laser) applied to the pre-neoplasic and neoplasic
uterine cervix tissue, using the nomenclature adopted by the
Bethesda System [22] for colpocytology screening, to obtain
a fast, reliable and non-invasive diagnostic of precocious
lesions in atypical cytology, thus avoiding unnecessary
procedures (colposcopy and biopsies) due to the unspeci-
ficity of the standard approach and reducing the interval
between diagnostic and therapeutics, diminishing suffering
of patients.

Material and methods

Subjects and ethics The research was submitted to the
Ethics Committee at the UNIVAP’s Institute of Research
and Development and approved by protocol number L208/
2005/CEP. It was selected 32 patients from the Health Basic
Unit Facility, Family Health Departments and the Center
for Infect-Contagious and Parasite Diseases in the city of
Fernandópolis, São Paulo, Brazil. Those patients were
females ranging from 18 to 65 years of age (32.8 years
mean age and 12.2 years standard deviation), with an active
sexual life. Three patients were in the menopause and 29 in
the menacme (reproductive period), being the biopsies done
in such patients at the 5th day of menstruation [23]. Those
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patients were chosen due to the uterine cervix colpocytology
diagnosed as atypias as follows: ASC (ASC-US, ASC-H)
and SIL (LGSIL and HGSIL). The patients were oriented
about research goals and methods.

Samples The cervix tissue samples used in this work were
obtained from 97 biopsies of 32 patients that underwent
colposcopy evaluation as well as uterine cervix biopsy.
Biopsies were collected on the particular Headmaster’s of-
fice after patient’s Term of Consent. For so, which is a
gynecological routine, it was used a video-colposcopy,
(model M 900M, DF Vasconcelos, Brazil) with binocular
and cold light focus, with magnification of 3/4/7/13/17 to
locate the ideal region for the procedure, in this case, in the
transformation zone, at the squamous columnar junction
(SCJ). Medina’s pliers were used for the biopsies. After
withdrawn, biopsy fragments were placed in polyethylene
containers and wrapped up with aluminum foils before
cryogenic conservation, by immersion into liquid nitrogen
in an storage and transportation container (Cryometal, Brazil,
model DS 18). The cryogenic preservation is recognized and
used since 1972 as a preservation method of the physic-
chemical properties of tissues from biopsies, as from in vitro
fertilization samples [24], although some changes in the
fluorescence profile could occur in emission wavelengths of
500 to 700 nm due to sample degradation [25].

In cases of bleeding Albocresil© solution was used for
chemical cauterization, which is often used as a routine for
little discomfort. An asepsis with 0.9% saline solution was
done and there was no application of acetic acid. According
to Agrawal et al. [14], the acetic acid application improves
the fluorescence sensitivity because of the evidenced white-
acetic lesions, so it allows better lesion identification for
in vivo examinations. Nevertheless, Ramanujan et al. [12]
recommend additional studies to assess an eventual change
in the tissue fluorescence by the acetic acid. The Schiller
test was not used due to the known fluorescence properties
of iodine. Two biopsies were performed, in the lower lip
and in the upper lip of the uterine cervix, specifically in the
cervical cryptal region, that is, in the surroundings of the
functional and actual SCJ [26].

Fluorescence spectroscopy Prior fluorescence spectrosco-
py, biopsy fragments were brought to room temperature and
moisturized with saline. In the laboratory, each sample was
excited in two points by the fluorescence spectrometer
described as follows (Fig. 1). An argon laser (model Stabilite
2017, Spectra Physics, USA) was used as an excitation
source, with a power of about 2 mW at 488 nm wavelength.
This monochromatic beam was coupled to an excitation
proximal end of an optical fiber cable (2 mm external
diameter) especially designed for biological use [27]. The
light, after exciting the tissue through the central fiber of the

distal end and interacting with the tissue, was collected by
the optical fiber catheter distal end. The light from the
proximal end of the cable has passed through a low-pass
filter with a cutoff frequency of 500 nm for blocking the
laser light and was coupled to the spectrograph (model
IS3100 Chromex, USA) that disperses the light in the region
of 500 to 700 nm. Fluorescence was then detected by a CCD
detector which converts the light into electric signal for
being stored by the computer. After spectroscopy, the biopsy
fragments were fixed in 10% formaldehyde, labeled and
submitted to standard histological examination.

Spectra handling and processing The spectra were intensi-
ty and wavelength calibrated using intensity standard (Oriel
tungsten lamp) and wavelength standard (Oriel HgAr pen
lamp) by a routine using the Matlab software and then
plotted using Excel software. After histopathological exami-
nations, the spectra were separated into three groups accord-
ing to the type of lesion: CC, LGSIL and HGSIL and the
mean spectrum of each histopathological group was calcu-
lated and plotted to identify differences in the intensity and
profile of the observed emission spectra that could be used for
tissue separation.

In order to differentiate each type of alterations through
differences observed in the fluorescence spectra and develop
an algorithm for tissue classification, spectra were normal-
ized at the wavelength of 600 nm, this is the wavelength
where mean have same intensity. Then, the mean spectrum
of each tissue type was obtained and a calculation was
performed, as follows: each single spectrum was multiplied
by the mean spectrum, resulting in an intensity that represents
the similarity of each spectrum to the mean.

To determine if this intensity would be able to differen-
tiate lesions, a Kolmogorov and Smirnov test for normality
was done and a parametric Student-t or non parametric
Kruskal–Wallis analysis was applied to the data, to assess
the significance level between the intensity of CC com-

Fig. 1 Schematic diagram of the spectrofluorimeter using an argon
laser at 488 nm as an excitation source for autofluorescence collected
from cervix biopsy samples
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pared to LGSIL and HGSIL samples. The InStat program
(GraphPad Software) was used for such statistics.

The resulted intensity was then plotted and a separation
line for each histopathological group was calculated, based
on the mean Euclidean distance. Euclidean distance was
chosen because there is only one variable accounting for
the differences, and a more specific discriminator, such as
Mahalanobis distance, that takes into account the covari-
ance of the data, would not be significantly better than the
Euclidean one if just one discriminator is used.

Results

Histopathological analysis Table 1 shows the main alter-
ations found in the cervical colpocytology and the histopa-
thology results obtained for each biopsy. For 97 biopsies,
54% were classified as chronic cervicitis, and were treated as
normal mucosa in this study. Those uterine cervix fragments
also demonstrate a discrete hyperplasia with atypia of the
basal layer, presence of discrete cell nuclei hypercromasia,
light edema and chronic inflammatory infiltrated in the
adjacent corium. There was no sign of malignancy.

About 33% of all biopsies were hiatopathology classified
as low grade intra-epithelial lesion, with the ectocervix
showing grade 1 cervical intra-epithelial neoplasia (NIC I-
SIL), with discrete atypical basal hyperplasia of about one
third deep into epithelium, with evidence of dispolarity (or
alteration of nuclei levels) and a few cells with sketch of
coilocytosis. At the adjacent corium it is seen discrete edema
and mononuclear inflammatory infiltrated.

High degree intra-epithelial lesion was found in 13% of
fragments, with the ectocervix showing grade III intra-
epithelial neoplasia (NIC III), atypia and despolarization all
over the epithelium thickness, adjacent corium with discrete
inflammatory infiltrated, predominantly mononuclear.

Spectral analysis of biopsy fragments A total of 194 fluo-
rescence spectra in the region of 500 to 700 nm were
obtained from all 97 biopsies. Ten spectra were eliminated
from the analysis due to low signal to noise ratio (<10). The
obtained fluorescence spectra were separated into three
groups depending on the histopathology: 95 chronic cervi-
citis (CC), 61 low grade intra-epithelial lesion (LGSIL) and
28 high grade lesion (HGSIL) spectra.

Figure 2 plots the average fluorescence spectra of CC,
LGSIL and HGSIL obtained using excitation wavelength of
488 nm. It can be observed that both tissues, CC and
LGSIL, although significant differences in individual
spectral intensity among all samples, showed mean spectra
with similar profile in the spectral region of 500 to 700 nm.
At 600 nm the spectra had equal intensities. The mean
spectra for the HGSIL showed a considerable variation
when compared to ones obtained from CC and LGSIL. The
spectra of all tissues showed a valley in the wavelength of
580 nm, that is attributed to hemoglobin absorption of blood
(absorption Q band). CC and LGSIL showed an absorption
band at 510 nm, also attributed to blood Q band [28].

Diagnostic algorithm Since spectral differences among CC,
LGSIL and HGSIL tissues appear as change in the
fluorescence intensity profile instead of presence of prom-
inent peaks, it was proposed a diagnostic method based on
the intensity of each spectrum compared to the mean
spectrum. For so, each spectrum was multiplied by the mean
spectrum, and the resulted intensity was plotted. Figure 3
shows the barplot of the resulted intensity and the standard
deviation (SD) for the cervix tissue CC, LGSIL and
HGSIL. The mean ratio of CC and LGSIL were closer to
each other (values 4,605±1,644 and 4,080±1,396, respec-
tively) and the mean ratio for HGSIL was of 8,092±1,717,
or 75% above the value of CC.

To test the normality of the intensity values of CC, LG
and HG it was applied the Kolmogorov–Smirnov test, that
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Fig. 2 Autofluorescence mean spectra of uterine cervix biopsies
obtained from CC, LGSIL and HGSIL tissues (laser power: 2 mW,
excitation wavelength at 488 nm)

Table 1 Alterations found in the pap smear colpocytology (screening)
and respective histopathologic results

Results of
pap smear
colpocytology

Number
of
patients

Total
of
biopsies

Histopathologic results

CC LGSIL HGSIL

ASC-US 22 65a 45 19 01
ASC-H 01 03 00 00 03
LGSIL 05 15 06 09 00
HGSIL 03 11 01 03 07b

Invasive CA 01 3 00 01 02
Total 32 97 52 32 13

a A biopsy disregarded of ASC-US colpocytology patient
b In a HGSIL colpocytology patient, it was performed two biopsies
more, besides the three pre-established ones
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showed normal distribution (Gaussian; p<0.05). Then the
parametric Student-t test was applied to verify the hypoth-
esis of similarity between the ratio values of the three
groups, and it showed a high level of significance for CC
and LGSIL, that is, they came from similar samples (p=
0.2). Comparing the mean ratio of CC and LGSIL with the
HGSIL tissues, it was found a very low level of sig-
nificance (p<0.001), showing that the spectra came from
different samples. Chronic cervicitis is a chronic inflam-
matory alteration of uterine cervix, and is not classified as
ASC or SIL. The Student-t test showed high significance
among the CC and LGSIL ratios, having no significant
spectroscopic differences.

Figure 4 plots the CC, LGSIL and HGSIL intensities.
Due to the relative high standard deviation of CC and
LGSIL, it was not possible separate those tissues, as
verified by the statistical t-test. Since it was found sig-
nificant differences between intensities of CC/LGSIL from
HGSIL, it was drawn a separation line based on the mean
Euclidean distance which limits the intensity of CC and
LGSIL from the HGSIL, providing a way to separate the
low grade disease from the high grade one. Therefore, all
HGSIL intensities scatter above the diagnostic line. Thus,
the sensitivity and specificity of the HGSIL intensity
compared to the mean ratio of CC and LGSIL was 89%
and 100%, respectively [29].

Discussion

A total of 97 biopsies were analyzed from patients that
underwent cervical colpocytology with diagnostic of
atypical and squamous intraepithelial lesions of uterine
cervix. In such biopsies were found about 54% of CC, 33%
of LGSIL and 13% of HGSIL. The loss of the regular
stratification, proportional to the worsening of the intra-
epithelial lesion, with increase of the cytoplasm nucleus

proportion and variation of shape and size, besides the
increased mitotic activity, indicates evolution of the disease.
The compromising of the cervical epithelium layer is being
another evolution parameter of the lesions, as long as it
evolves from CC to LGSIL and to HGSIL.

The average age of patients was of 32.8 years, showing
that the age of cancer incidence would be decreasing and
thus committing even more young women [5]. This issue
could be explained by the increased incidence of Human
Papillomavirus in the female population [6]. The cervical
pre-cancer and cancer can, however, be found in any age,
including above 65 years of age [30]. This justifies the
standard deviation of 12.4 years in relation to the patient’s
age found in this work.

It is known that the cervical cytology (cervical–vaginal
smear) is a tracking examination that needs the histopa-
thology for the final, conclusive diagnostic. In the cervical
colpocytology the most frequent and prevalent alteration is
the ASC-US. In this work, 68.7% of cervical smear showed
ASC-US alterations, and from those 69.2% were diagnosed
as CC, 29.2% as LGSIL and 1.6% as HGSIL. The usual
conduct in such case is the follow-up, but a more serious
lesion can be present, (HGSIL), that eventually could being
treated with less seriousness. The results for the cytology
alterations of LGSIL showed a histopathology correspon-
dence of 40% of CC, 60% of LGSIL and 0% of HGSIL. In
the HGSIL cytology, the histopathological correspondence
was 9.1% for CC, 27.3% LGSIL and 63.6% HGSIL.

These discrepancies observed between cytology and the
histopathology in the alterations and atypias of cervix tissue
could be diminished with the development of a technique
based on fluorescence spectroscopy as an immediate diag-
nostic method that is fast, safe, reliable and costless,
decreasing the number of invasive procedures and provid-
ing a more adequate follow-up of suspicious lesions.
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By analyzing the fluorescence profile of the samples, it
was observed that the mean spectra of CC and LGSIL were
similar (Fig. 2). Then, a spectroscopic differentiation
between CC and LGSIL was not possible. Ramanujan et al.
found that the intensity of the cervix squamous epithelium
fluorescence in the 460 nm wavelength is high, while the
columnar tissue (glandular) is low [13]. Weingandtat, et al.
demonstrated that 94% of all pre-neoplasic and neoplasic
cervix lesions are located in the transformation zone, in the
SCJ, that is the more adequate region to collect biopsies
[16]. However, the autofluorescence intensity could have
variation, depending if it is made inside or outside the
transformation zone [31]. In this work, the fluorescence
spectra of LGSIL and columnar epithelium were greatly
alike, with high degree of variation of the fluorescence
profile including overlapping of spectra.

The differences in the intensity profile in the wavelength
between 500 and 600 nm has been verified by a number of
works that testify the ability of fluorescence spectroscopy to
differentiate intraepithelial lesions (mainly HGSIL lesions)
in the uterine cervix, since the fluorescence emission is a
function of some fluorophores with metabolic activity.
Carrying molecules NADH2 e FADH2, presented at mi-
tochondria, donate energy (electrons) to the organelle
membrane to form ATP from ADP. Then the produced
reduced NAD and the oxidized FAD, when excited by
ultraviolet/blue light, behave as biochemical markers and
the main fluorophores [17, 32, 33, 34, 35, 36]. In the
transformation from normal to atypical cells, as much
intense the atypia more the energetic needs, one expects
higher fluorescence in such circumstances.

In this work it was observed a difference in the HGSIL
mean spectra when compared to LGSIL and CC in the
wavelength region of 500 to 600 nm (Fig. 3). The separation
line can differentiate the intensity of CC and LGSIL from
the HGSIL (Fig. 4). The diagnostic of HGSIL based on the
ratio values had high sensitivity and specificity.

In this work it was possible to differentiate the high
degree intraepithelial lesion from chronic cervicitis and the
low grade intraepithelial lesion. However, it was not
possible to differentiate chronic cervicitis from low grade
intraepithelial lesion. In Gynecology the differentiation of
CC/LG from HG is important, once the CC patient have to
be submitted to the cervix-vaginal smear tracking each year.

The LGSIL has 90% of its incidence depending on the
Human Papillomavirus infection. The suggested conduct is
the follow-up with cervix colpocytology every six months
until the lesion is subdued, that normally occurs within 60
to 70% of all cases for Mattos [37] and in 47% of all cases
after 24 months for Melkinov et al. [38]. However, the
HGSIL conduct demands immediate complementary pro-
cedures, mostly surgical, once the alteration can propitiate a
NIC II, NIC III or even a carcinoma in situ, which require

quick conducts for the cure. The fluorescence spectroscopy
could address this screening and follow-up, becoming a fast
and effective examination that will contribute to the early
diagnostics, avoiding unnecessary and costly procedures.

The use of spectrofluorimeter with multiple excitation
wavelengths lower than 488 nm will enable a better
understanding of biological tissue emission of different
fluorophores. Wavelengths at 400, 440, 460 and 515 nm are
proposed as adequate for the collagen, NADH and FAD
emission, respectively [39]. A multiple line argon laser,
with proper filtering and fiber optic coupling, could address
this issue.

Conclusion

The Laser-Induced Fluorescence Spectroscopy using exci-
tation wavelength of 488 nm applied to the diagnostic of
alterations in the cervix intraepithelial tissues demonstrated
significant differences of the spectral intensity profile for
the HGSIL compared to CC and LGSIL. A method for
identification of the CC/LGSIL from the HGSIL tissue type
based on the intensity resulted from the multiplication of
each spectrum by the mean spectrum was proposed, with
high sensitivity and specificity. However, the differentiation
between CC and LGSIL could only be made through
histopathologic analysis, not by the fluorescence spectra.

References

1. International Union Against Cancer (2006) Global Cancer Control.
UICC, Geneva. <http://www.uicc.org/index.php?id=1848>. (09
Sept 2006)

2. World Health Organization (2006) Cancer control: knowledge into
action. WHO guide for effective programmes. WHO, Geneva

3. National Institutes of Health (1996) Cervical Cancer. NIH
Consensus Statement, 14:1–38, <http://www.ncbi.nlm.nih.gov/
books/bv.fcgi? rid=hstat4.chapter.15709>. (23 July 2006)

4. Instituto Nacional do Câncer (2006), Ministério da Saúde. Câncer
do colo de útero. <http://www.inca.gov.br/conteudo_view.asp?
id=326>. (27 Ago 2006)

5. Derchain SFM, Neto AMP, Oliveira RLC, Santos CC, Silva JLCO
(1991) Infecção por papilomavírus humano e neoplasia intra-
epitelial cervical em adolescentes. J Bras Ginecol 101(11/
12):499–503

6. Lorinez AT, Reid R, Jenson AB, Greenberg MD, Lancaster W,
Kurman RJ (1992) Human papillomavirus infection of the cervix:
relative risk associations of 15 common anogenital types. Obstet
Gynecol 79(3):328–337

7. Pereyra EAG, Guerra DMM, Focchi J, Fonseca AM, Pinotti JA
(1995) Atlas de colposcopia. Fundação BYK, São Paulo, pp 1–9

8. Zângaro RA, Silveira L Jr, Manoharan R, Zônios G, Itzkan I,
Dasari RR, Van-Dam J, Feld MS (1996) Rapid multiexcitation
fluorescence spectroscopy system for in vivo tissue diagnosis.
Applied Optics 35(25):5211–5219

9. Silveira L Jr, Betiol Filho JA, Silveira FL, Zângaro RA, Pacheco
MTT (2007) Laser-induced fluorescence at 488 nm excitation

984 J Fluoresc (2008) 18:979–985

http://www.uicc.org/index.php?id=1848
http://www.ncbi.nlm.nih.gov/books/bv.fcgi? rid=hstat4.chapter.15709
http://www.ncbi.nlm.nih.gov/books/bv.fcgi? rid=hstat4.chapter.15709
http://www.inca.gov.br/conteudo_view.asp?id=326
http://www.inca.gov.br/conteudo_view.asp?id=326


for detecting benign and malignant lesions in stomach mucosa.
J Fluoresc 18(1):35–40

10. Rivoire K, Nath Z, Cox D, Atkinson N, Richard-Kortum R, Follen
M (2004) The effects of repeated spectroscopic pressure measure-
ments on fluorescence intensity in the cervix. Am J Obstet
Gynecol 191(5):1606–1617

11. Wu Y, Xi P, Qu JY, Cheung TH, Yu MY (2005) Depth-resolved
fluorescence spectroscopy of normal and dysplastic cervical
tissue. Opt Express 13(2):382

12. Ramanujam N, Mitchell MF, Mahadevan A, Warren S, Thonsen
S, Silva E, Richards-Kortum R (1994) In vivo diagnosis of
cervical intraepithelial neoplasia using 337 nm excited laser
induced fluorescence. Proc Natl Acad Sci USA 91(21):10193–
10197

13. Ramanujam N, Mitchell MF, Mahadevan-Jansen A, Thomsen SL,
Staerkel G, Malpica A, Wright T, Atkinson N, Richards-Kortum R
(1996) Cervical precancer detection using a multivariate statistical
algorithm based on laser-induced fluorescence spectra at multiple
excitation wavelengths. Photochem Photobiol 64(4):720–735

14. Agrawal A, Utzinger U, Brookner C, Pitrics C, Mitchell MF,
Richards-Kortum R (1999) Fluorescence spectroscopy of the
cervix: influence of acetic acid, cervical mucus and vaginal
medications. Lasers Surg Med 25(3):237–249

15. Nordstrom RJ, Burke L, Niloff JM, Myrtle JF (2001) Identifica-
tion of cervical intraepithelial neoplasia (cin) using UV–excited
fluorescence and diffuse reflectance tissue spectroscopy. Lasers
Surg Med 29(2):118–127

16. Weingandt H, Stepp H, Baungartner R, Diebold J, Xiang W,
Willemanns P (2002) Autofluorescence spectroscopy for the
diagnosis of cervical intraepithelial neoplasia. Int J Gynecol Obstet
109(8):947–951

17. Georgakoudi I, Jacobson BC, Muller MG, Sheets EE, Badizadegan
K, Carr-Locke DL, Crum CP, Boone CW, Dasari RR, Van-Dam J,
Feld MS (2002) Trimodal spectroscopy for the detection and char-
acterization of cervical precancers in vivo. Am J Obstet Gynecol
186(3):374–382

18. Lohmann W, MuBmann J, Lohamann C, Künzel W (1989) Native
fluorescence of the cervix uteri as a marker for dysplasia and
invasive carcinoma. Eur J Obstet Gynecol Reprod Biol 31
(3):249–253

19. Ramanujam N, Mitchell MF, Mahadevan A, Warren S, Thonsen
S, Silva E, Richards-Kortum R (1994) Fluorescence spectroscopy:
a diagnostic tool for cervical intraepithelial neoplasia (CIN).
Gynecol Oncol 52:31–38

20. Glassman WS, Liu CH, Tang GC, Lubicz S, Alfano RR (1992)
Ultraviolet excited fluorescence spectra from non-malignant
tissues of the gynecological tract. Laser Life Sci 5:49–58

21. Mahadevan A, Follen MF, Silva E, Thonson S, Richards-Kortunm
RR (1993) Study of the fluorescence properties of normal and
neoplastic human cervical tissue. Lasers Surg Med 13(6):647–655

22. Holcomb K, Runowicz CD (2005) Cervical cancer screening.
Surg Oncol Clin N Am 14(4):777–797

23. Chang SK, Dawood MY, Staerkel G, Tltizinger U, Atkinson EN,
Richard-Kortum RR, Follen M (2002) Fluorescence spectroscopy
for cervical precancer detections is there variance across the
menstrual cycle? J Biomed Opt 7(4):595–602

24. Tucker MJ, Morton PC, Sweitzer CL, Wright G (1995) Cryopre-
sevation of human embryos and oocyte. Curr Opin Obstet
Gynecol 7:188–192

25. Palmer GM, Marshek DL, Vrotsos KM, Ramanujam N (2000)
Optimal methods for fluorescence and diffuse reflectance measure-
ments of tissue biopsy sample. Lasers Surg Med 30(3):191–200

26. Hatch HD, Hacker NF (1998) Doença intra-epitelial do colo,
vagina e vulva. In: Berek JS, Adashi EY, Hillard PA (eds) Tratado
de Ginecologia, Guanabara Koogam, 12. ed. Rio de Janeiro,
pp 321–349

27. Lima CJ, Sathaiah S, Silveira L Jr, Zângaro RA, Pacheco MTT
(2000) Development of catheters with low fiber background
signals for Raman spectroscopic diagnosis applications. Artif
Organs 24(3):231–234

28. Johansson J (1993) Fluorescence spectroscopy for medical and
environmental analysis, PhD Thesis, Lund Institute of Technology,
Sweden

29. Weiss NS (1998) Clinical epidemiology. In: RothmanKJ, Greenland
S (eds) Modern epidemiology. Lippincott Williams and Wilkins,
2 ed, Philadelphia, pp 519–528

30. Fahs MC, Mandelblatt J, Schecheter C, Muller C (1992) Cost
effectiveness of cervical cancer screening for the elderly. Ann
Intern Med 117(6):520–527

31. Burghardt E, Baltzer J, Tulusan H, Hass H (1992) Results of
surgical treatment of 1208 cervical cancer studies with volumetry.
Cancer 70(3):648–655

32. Drezek R, Sokolov K, Utzinger U, Boiko I, Malpica A, Follen M,
Richards-Kortum R (2001) Understanding the contributions of
NADH and collagen to cervical tissue fluorescence spectra:
modeling, measurements and implications. J Biomed Opt 6(4):
385–396

33. Drezek R, Brooker C, Pvlova I, Malpica A, Lotan R, Follen M,
Richard-Kortum R (2001) Autofluorescent microscopy of fresh
cervical-tissue sections reveals alterations in tissue biochemistry
with dysplasia. Photochem Photobiol 73(6):636–641

34. Georgakoudi I, Jacobson BC, Muller MG, Sheets EE, Badizadegan
K, Carr-Locke DL, Crum CP, Boone CW, Dasari RR, Van-Dam J,
Feld MS (2002) NAD(H)P and collagen as in vivo quantitative
fluorescent biomarkers of epithelial precancerous chances. Cancer
Res 62(3):682–687

35. Sokolov K, Follen M, Richards-Kortum R (2002) Optical
spectroscopy for detection of neoplasia. Curr Opin Chem Biol 6
(5):651–658

36. Pavlova I, Sokolov K, Drezek R, Malpica A, Follen M, Richards-
Kortum R (2003) Microanatomical and biochemical origins of
normal and precancerous cervical autofluorescence using laser
scanning fluorescence confocal microscopy. Photochem Photobiol
77(5):550–555

37. Mattos MCFL (2006) In: Montenegro MR, Franco M (eds)
Patologia: processos gerais, Ed. Atheneu, 4a. ed. São Paulo,
pp 210–222

38. Melnikow J, Nuovo J, Willian AR, Chan BKS, Howell LP (1998)
Natural history of cervical squamous intraepithelial lesions: a
meta-analysis. Obstet Gynecol 92(4):727–735

39. Richards-Kortum R, Sevick-Muraca E (1996) Quantitative optical
spectroscopy for tissue diagnosis. Annu Rev Phys Chem 47:555–606

J Fluoresc (2008) 18:979–985 985985


	Fluorescence Spectroscopy for Diagnostic Differentiation in Uteri’s Cervix Biopsies with Cervical/Vaginal Atypical Cytology
	Abstract
	Introduction
	Material and methods
	Results
	Discussion
	Conclusion
	References




<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (None)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (ISO Coated v2 300% \050ECI\051)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Perceptual
  /DetectBlends true
  /ColorConversionStrategy /sRGB
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 524288
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveEPSInfo true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org?)
  /PDFXTrapped /False

  /SyntheticBoldness 1.000000
  /Description <<
    /ENU <>
    /DEU <>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [5952.756 8418.897]
>> setpagedevice


