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story. When the patient has completed the history of her cur-
rent problem, pertinent open-ended questions should be asked 
with respect to specific points. This process allows the physician 
to develop a more detailed database. Directed questions may be 
asked where pertinent to clarify points. In general, however, the 
patient should be encouraged to tell her story as she sees it rather 
than to react with short answers to specific questions. Under the 
latter circumstance, the physician may get the answers he or she 
is looking for, but they may not be accurate answers. When the 
HPI is documented in the medical record, it represents a chron-
ologic history of the current concerns.

A general outline for a gynecologic and general history is 
given in Box 7.2. The outline is given in a specific order for 
general orientation. The information, however, may be collected 
through any comfortable discussion with the patient that seems 
appropriate in the circumstances. It is important that all aspects 
be covered.

PERTINENT GYNECOLOGIC HISTORY

A pertinent gynecologic history can be divided into several 
parts. It begins with a menstrual history, in which the age of 
menarche, duration of each monthly cycle, number of days dur-
ing which menses occurs, and regularity of the menstrual cycles 
should be noted. The dates of the last menstrual period should 
be obtained. In addition, the characteristics of the menstrual 
flow, including the color, the amount of flow, and accompany-
ing symptoms, such as cramping, nausea, headache, or diarrhea, 
should be noted. In general, menstruation that occurs monthly 
(range 21 to 35 days), lasts 4 to 7 days, is bright red, and is often 
accompanied by cramping on the day preceding and the first day 
of the period are all characteristics of an ovulatory cycle. Men-
struation that is irregular, often dark in color, painless, and fre-
quently short or very long may indicate lack of ovulation. Often 
adolescents or premenopausal women have anovulatory cycles 
with resultant irregular menstruation. Any vaginal bleeding not 
related to menses (intermenstrual bleeding) should be noted, as 
well as its relationship to the menstrual cycle and to other events, 
such as coitus (postcoital bleeding), the use of tampons, or the 
use of a contraceptive device. For the postmenopausal woman, 
the age at last menses, history of hormone replacement therapy, 
and any postmenopausal bleeding should be noted.

The second pertinent point in the gynecologic history is that 
of previous pregnancies. The woman should be asked specifi-
cally to list all pregnancies, including chemical pregnancies, all 

abortions (spontaneous and induced), molar and ectopic preg-
nancies. For deliveries, the following information should be 
obtained: year of birth, gestational age at delivery, the type of 
delivery, infant birth weight, and any complications that may 
have occurred. For all other pregnancies, the circumstances 
under which they took place, the method by which they were 
concluded (dilation and curettage [D&C], methotrexate, etc.), 
and any complications should be obtained.

Next, a history of vaginal and pelvic infections should be 
obtained. The patient should be asked what types of infection she 
has had, what treatment she received, and what complications 

 I.  Observation—nonverbal clues
 II.  Chief complaint
 III.  History of gynecologic problem(s)
 A.  Menstrual history—last menstrual period, previous  

menstrual period
 B.  Pregnancy history
 C.  Vaginal and pelvic infections
 D.  Gynecologic surgical procedures
 E.  Urologic history
 F.  Pelvic pain
 G.  Vaginal bleeding
 H.  Sexual status
 I.  Contraceptive status
 IV.  Significant health problems
 A.  Systemic illnesses, including bleeding problems
 B.  Surgical procedures
 C.  Other hospitalizations
 V.  Medications, habits, and allergies
 A.  Medications taken
 B.  Medication and other allergies
 C.  Smoking history
 D.  Alcohol usage
 E.  Illicit drug usage
 VI.  Family history
 A.  Illnesses and causes of death of first-order relatives
 B.  Congenital malformations, mental retardation, and  

reproductive loss
 VII.  Occupational and avocational history
 VIII.  Social history
 IX.  Review of systems
 A.  Constitutional—such as fever, fatigue
 B.  Head, eyes, ears, nose, mouth, throat
 C.  Cardiovascular—such as chest pain
 D.  Respiratory—such as cough or shortness of breath
 E.  Gastrointestinal—such as constipation, bloating, diarrhea, 

abdominal pain
 F.  Genitourinary—such as incontinence, urinary frequency 

or urgency
 G.  Musculoskeletal—such as back pain
 H.  Skin
 I.  Neurologic
 J.  Psychiatric—such as sadness, feeling down or anxious; 

a short depression screening inventory can be adminis-
tered; a frequently utilized inventory is the Patient Health 
Questionnaire 9

 K.  Endocrine—such as significant weight gain or loss
 L.  Hematologic—easy bleeding from gums or nose
 M.  Allergic/immunologic
 X.  Physical abuse
 A.  Sexual abuse—incest, rape, sexual touching

Box 7.2   History Outline

Be culturally sensitive.
Establish rapport.
Listen and respond to the woman’s concerns (empathy).
Be nonjudgmental.
Include both verbal and nonverbal communication.
Engage the woman in discussion and treatment options  

(partnership).
Convey comfort in discussing sensitive topics.
Abandon stereotypes.
Check for understanding of your explanations.
Show support by helping the woman to overcome barriers to care 

and compliance with treatment.

Box 7.1   Components of Effective Physician Communication

Obstetrics & Gynecology Books Full 
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Office gynecology

■ Annual well-woman visit: health care 
provider can attend to current 
gynecologic concerns, promote disease 
prevention, assess risks for potential 
disease, and provide the indicated 
physical examination or tests. 

■ The first visit generally involves taking a 
complete history, performing a complete 
physical examination, and ordering 
appropriate screening or laboratory tests. 

Photo credit: http://www.soc.ucsb.edu

Comprehensive Gynecology 7th edition, 2017 (Lobo RA, Gershenson DM, Lentz GM, Valea FA editors); chapter 7.



Gynecologic history
■ CHIEF COMPLAINT 
– chief complaint is a concise 

statement describing the woman’s 
problem in her words. 

■ HISTORY OF THE PRESENT ILLNESS 
(HPI) 
– the patient should be able to 

present the problem as she sees 
it, in her own words, and should 
be interrupted only for specific 
clarification of points or to offer 
direction if she digresses too far. 

Photo credit: www.huffingtonpost.co.uk

Comprehensive Gynecology 7th edition, 2017 (Lobo RA, Gershenson DM, Lentz GM, Valea FA editors); chapter 7.
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asked where pertinent to clarify points. In general, however, the 
patient should be encouraged to tell her story as she sees it rather 
than to react with short answers to specific questions. Under the 
latter circumstance, the physician may get the answers he or she 
is looking for, but they may not be accurate answers. When the 
HPI is documented in the medical record, it represents a chron-
ologic history of the current concerns.

A general outline for a gynecologic and general history is 
given in Box 7.2. The outline is given in a specific order for 
general orientation. The information, however, may be collected 
through any comfortable discussion with the patient that seems 
appropriate in the circumstances. It is important that all aspects 
be covered.

PERTINENT GYNECOLOGIC HISTORY

A pertinent gynecologic history can be divided into several 
parts. It begins with a menstrual history, in which the age of 
menarche, duration of each monthly cycle, number of days dur-
ing which menses occurs, and regularity of the menstrual cycles 
should be noted. The dates of the last menstrual period should 
be obtained. In addition, the characteristics of the menstrual 
flow, including the color, the amount of flow, and accompany-
ing symptoms, such as cramping, nausea, headache, or diarrhea, 
should be noted. In general, menstruation that occurs monthly 
(range 21 to 35 days), lasts 4 to 7 days, is bright red, and is often 
accompanied by cramping on the day preceding and the first day 
of the period are all characteristics of an ovulatory cycle. Men-
struation that is irregular, often dark in color, painless, and fre-
quently short or very long may indicate lack of ovulation. Often 
adolescents or premenopausal women have anovulatory cycles 
with resultant irregular menstruation. Any vaginal bleeding not 
related to menses (intermenstrual bleeding) should be noted, as 
well as its relationship to the menstrual cycle and to other events, 
such as coitus (postcoital bleeding), the use of tampons, or the 
use of a contraceptive device. For the postmenopausal woman, 
the age at last menses, history of hormone replacement therapy, 
and any postmenopausal bleeding should be noted.

The second pertinent point in the gynecologic history is that 
of previous pregnancies. The woman should be asked specifi-
cally to list all pregnancies, including chemical pregnancies, all 

abortions (spontaneous and induced), molar and ectopic preg-
nancies. For deliveries, the following information should be 
obtained: year of birth, gestational age at delivery, the type of 
delivery, infant birth weight, and any complications that may 
have occurred. For all other pregnancies, the circumstances 
under which they took place, the method by which they were 
concluded (dilation and curettage [D&C], methotrexate, etc.), 
and any complications should be obtained.

Next, a history of vaginal and pelvic infections should be 
obtained. The patient should be asked what types of infection she 
has had, what treatment she received, and what complications 
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a short depression screening inventory can be adminis-
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Box 7.2   History Outline
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Be nonjudgmental.
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(partnership).
Convey comfort in discussing sensitive topics.
Abandon stereotypes.
Check for understanding of your explanations.
Show support by helping the woman to overcome barriers to care 

and compliance with treatment.

Box 7.1   Components of Effective Physician Communication
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Gynecologic history
PERTINENT GYNECOLOGIC HISTORY 

■ can be divided into several parts:

■ Menstrual history: 
– age of menarche, duration of each monthly cycle, number of 

days during which menses occurs, regularity of the menstrual 
cycles should be noted, and  dates of the last menstrual 
period

■ Pregnancy history: 
– list all pregnancies, including chemical pregnancies, abortions, 

ectopic or molar pregnancy
– For deliveries, the following information should be obtained: 

year of birth, gestational age at delivery, the type of delivery, 
infant birth weight, and any complications that may have 
occurred. 

Comprehensive Gynecology 7th edition, 2017 (Lobo RA, Gershenson DM, Lentz GM, Valea FA editors); chapter 7.



Gynecologic history
PERTINENT GYNECOLOGIC HISTORY 
■ History of vaginal and pelvic infections:

– types of infection she has had, what treatment she received, 
and what complications 

– Pap smear screening history, including the date of the last Pap 
smear, the frequency of screening, and any abnormal tests 
and the treatment. 

– contraceptive history, including methods used, length of time 
they have been used, effectiveness, and any complications 

■ Gynecologic surgical procedures:
– office procedures, such as endometrial biopsies; vulvar, 

vaginal, or cervical biopsies.
– Minor and major operations including laparoscopy or 

laparotomy

Comprehensive Gynecology 7th edition, 2017 (Lobo RA, Gershenson DM, Lentz GM, Valea FA editors); chapter 7.



Gynecologic history

PERTINENT GYNECOLOGIC HISTORY
■ Sexual history should be obtained:

– Ask whether the patient is currently sexually active or has 
been in the past. 

– Patients should be asked if they have one or more current 
partners and if they have sex with men, women, or both

■ Symptoms of pelvic pain or discomfort:
– Six common questions should be asked about the pain: 

location; timing; quality, such as throbbing, burning, colicky; 
radiation to other body areas; intensity on a scale of 1 to 10, 
with 10 being the worse pain imaginable; and duration of 
symptoms. 

Comprehensive Gynecology 7th edition, 2017 (Lobo RA, Gershenson DM, Lentz GM, Valea FA editors); chapter 7.



Gynecologic history

GENERAL HEALTH HISTORY 

■ any significant health problems that she has had during her 
lifetime, including all hospitalizations and operative procedures. 

■ Medications taken and reasons for doing so

■ A history of smoking, alcohol, use of illicit drugs, and prescription 
drug abuse with narcotics. 

Comprehensive Gynecology 7th edition, 2017 (Lobo RA, Gershenson DM, Lentz GM, Valea FA editors); chapter 7.



Gynecologic history

FAMILY HISTORY 

■ Serious illnesses or causes of death for each family member 

■ any congenital malformations, mental retardation, or pregnancy 
loss in either the woman’s or her spouse’s family. 

OCCUPATIONAL AND SOCIAL HISTORY

■ Details about patient’s occupation. 

■ hobbies and other activities that may affect health or reproductive 
capacity

Comprehensive Gynecology 7th edition, 2017 (Lobo RA, Gershenson DM, Lentz GM, Valea FA editors); chapter 7.



PHYSICAL EXAMINATION 
■ patient should disrobe completely and cover 

herself with a hospital gown that ensures warmth 
and modesty. 

■ weight, height, and blood pressure should be 
taken initially. 

■ American Academy of Ophthalmology (AAO:) 
– “adults with no signs or risk factors for eye 

disease should receive a baseline 
comprehensive eye evaluation at age 40 and 
then every 2 to 4 years until age 55; every 1 
to 3 years through age 64: and yearly to 
every other year for individuals 65 years old 
or older “

Comprehensive Gynecology 7th edition, 2017 (Lobo RA, Gershenson DM, Lentz GM, Valea FA editors); chapter 7.



PHYSICAL EXAMINATION 
■ thyroid gland should be palpated for 

irregularities or increase in size (goiter) 

■ chest and cardiac systems should be evaluated. 
– the chest should be inspected for symmetry 

of movement of the diaphragm and 
observed for respiratory effort. this is 
followed by palpation, percussion, and 
auscultation. 

– heart should be examined by palpation for 
points of maxi- mum impulse, percussed for 
size, and auscultated for irregularities of rate 
and evidence of murmurs and other 
adventitious sounds. 

Comprehensive Gynecology 7th edition, 2017 (Lobo RA, Gershenson DM, Lentz GM, Valea FA editors); chapter 7.



PHYSICAL EXAMINATION 
■ BREAST EXAM 

– ACOG, American Cancer Society 
(ACS), and National 
Comprehensive Cancer Network 
(NCCN) all recommend clinical 
breast exam (CBE) every 1 to 3 
years for women ages 20 to 39 

– Women are no longer instructed 
to examine their own breasts 
monthly but rather if they feel or 
see any concerning symptom or 
abnormality such as redness, pain, 
skin changes, or a mass. 
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may imply intrinsic irritation of the bowel or partial or complete 
bowel obstruction.

Next, abdominal percussion affords the ability to differenti-
ate fluid waves and to outline solid organs and masses. Localized 
percussion tenderness may suggest peritoneal inflammation.

Finally, the abdomen should be palpated for organomegaly, 
particularly involving the liver, spleen, kidneys, and uterus, and 
for adnexal masses, which may be palpated abdominally, if large. 
Palpation affords the possibility of noting a fluid wave, which 
would suggest either ascites or hemoperitoneum. Palpation also 
yields evidence for rigidity of the abdomen, which would imply 
spasm in the rectus muscles secondary to intraabdominal irri-
tation. Where the irritation is caused by intraabdominal hem-
orrhage or infection, this rigidity is often evidence of an acute 
abdomen. During the palpation of the abdomen, the physician 
should elicit the phenomenon of rebound, which also signi-
fies intraabdominal irritation, by gently pressing the abdomen 
and then releasing. The release may cause pain either under the 
spot (direct rebound) or in a different portion of the abdomen 
(referred rebound). It should be noted, however, that sudden, 
deep pressure may cause pain even in a normal patient. Gentle 
pressure carried out systematically may elicit painful “trigger 
points.” With the woman straining or simulating an abdominal 

sit-up, an abdominal or incisional hernia may be visualized and 
the fascial defect palpated.

The groin should be palpated for adenopathy and inguinal 
hernias.

PELVIC EXAMINATION

In 2014, ACOG continues to recommend that the pelvic exam, 
including an external genital evaluation, speculum exam, and 
bimanual exam, be performed yearly in adult women (ACOG 
Committee Opinion, No. 534, 2014). However, also in 2014, 
the American College of Physicians published their own 
new guidelines based on a systematic review of the literature 
obtained since the 1950s. The authors concluded that annual 
screening pelvic exams in asymptomatic, nonpregnant adult 
women do not offer benefit and can, in fact, cause harm. They 
recommended against such examinations (Qaseem, 2014). This 
new guideline certainly prompted much debate among physi-
cian leaders in all primary care fields. The decision to perform 
this exam and the frequency of the exams remain in the hands 
of the provider together with the patient. All symptomatic 
women should have a pelvic exam.

The pelvic examination is conducted with the patient lying 
supine on the examining table with her legs in stirrups and a 
sheet draped across her. The physician should be sure the patient 
is as relaxed as possible and should take a few minutes to describe 
the procedure and allow the patient to prepare herself. Suggest-
ing that the patient allow her legs to fall wide apart and concen-
trate on relaxing her abdominal muscles may be helpful.

INSPECTION

The vulva and introitus should be carefully inspected beginning 
with the mons pubis. The quality and pattern of the hair on the 
mons and the labia majora should be noted. During the inspec-
tion of the pubic hair, the physician should look for evidence 
of body lice (pediculosis). Next, the skin of the vulva/perineum 
is inspected for erythema, excoriation, discoloration, or loss of 
pigment and for the presence of vesicles, ulcerations, pustules, 
warty growths, or neoplastic growths. In addition, pigmented 
nevi or other pigmented lesions should be noted, as should 
varicose veins. Skin scars denoting previous episiotomy or other 
obstetric lacerations should be noted.

Next, the specific structures of the vulva should be system-
atically evaluated. The clitoris should be noted and its size and 

 1.  With patient sitting up, position her hands at her hips and ask 
her to gently push inward. Visualize for symmetry. Ask patient 
to put hands together above head and press inward. Visualize 
for symmetry. With arms at side, palpate axilla bilaterally, feel-
ing for lymph nodes.

 2.  In the supine position, ask patient to place arms above her 
head. Pay attention to entire breast tissue from midsternum to 
the posterior axillary line and from the inframammary crease to 
the clavicle.

 3.  Inspection and palpation (a variety of palpation techniques 
exist):
Skin flattening or dimpling
Skin erythema
Skin edema
Nipple retraction
Nipple eczema
Nipple discharge
Breast fixation
Tissue thickening
Palpable masses
Tenderness

Box 7.5   Clinical Breast Examination Elements

Figure 7.2 Normal female pubic hair pattern (right) and hair pattern of female showing male 
(androgenized) pattern (left).
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Comprehensive Gynecology 7th edition, 2017 (Lobo RA, Gershenson DM, Lentz GM, 
Valea FA editors); chapter 7.



PHYSICAL EXAMINATION 
■ ABDOMINAL EXAM 

– The abdomen should be inspected for 
symmetry, scars, masses, distension, and 
visible organomegaly. 

– hair pattern should be noted. 
– the physician should listen (auscultation) for 

bowel sounds. 
– abdominal percussion differentiates fluid 

waves and to outline solid organs and 
masses. Localized percussion tenderness 
may suggest peritoneal inflammation. 

– Finally, the abdomen should be palpated for 
organomegaly, particularly involving the liver, 
spleen, kidneys, and uterus, and  adnexal 
masses Comprehensive Gynecology 7th edition, 2017 (Lobo RA, 

Gershenson DM, Lentz GM, Valea FA editors); chapter 7.



PELVIC EXAM

■ conducted with the patient lying 
supine on the examining table 
with her legs in stirrups and a 
sheet draped across her. 

■ the physician should be sure the 
patient is as relaxed as possible 
and should take a few minutes to 
describe the procedure and allow 
the patient to prepare herself. 

Comprehensive Gynecology 7th edition, 2017 (Lobo RA, Gershenson DM, Lentz GM, Valea FA editors); chapter 7.



PELVIC EXAM: INSPECTION
■ the vulva and introitus should be carefully 

inspected beginning with the mons pubis. 

■ During the inspection of the pubic hair, the 
physician should look for evidence of body 
lice (pediculosis). 

■ The skin of the vulva/perineum is inspected 
for erythema, excoriation, discoloration, or 
loss of pigment and for the presence of 
vesicles, ulcerations, pustules, warty 
growths, or neoplastic growths. 

■ Pigmented nevi or other pigmented lesions, 
varicose veins and skin scars should be 
noted
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shape described. Normally it is 1 to 1.5 cm in length. Any irreg-
ularities or abnormalities of the labia majora or minora should 
be noted and carefully described. At times these areas are injured 
by trauma related to coitus, accidental injury, or childbearing. 
The patient should be questioned about evidence of trauma 
when appropriate.

The introitus should be observed closely. Whether the hymen 
is intact, imperforate, or open and whether the perineum gapes 
or remains closed in the usual lithotomy position should be 
noted.

The perineal body, the area at the posterior aspect of the labia 
where the muscles of the superficial perineal compartment come 
together, should be inspected. It represents the focal point of 
support for the perineum and is between the vagina and the rec-
tum. The perianal area is then inspected for evidence of hemor-
rhoids, sphincter injury, warts, and other lesions (Fig. 7.3 ).

PALPATION

The next step in the examination of the perineum involves pal-
pation. The labia minora are gently separated, and the urethra is 
inspected and the length of the urethra is palpated and “milked” 
with the middle finger. In this way, irregularities and inflam-
mation of Skene glands (periurethral glands), expressed pus or 
mucus, or a suburethral diverticulum can be noted. Any pus 
expressed from the urethra should be submitted for Gram stain 
and cultured, because it is occasionally found to contain gono-
cocci. Next, the area of the posterior third of the labia majora is 
palpated by placing the index finger inside the introitus and the 
thumb on the outside of the labium. In this way, enlargements 
or cysts of Bartholin glands are noted. This exam should be per-
formed on each side.

The opening of the vagina should be inspected. The presence 
of a cystocele or a cystourethrocele should be noted. This would 
be seen as a bulging of vaginal mucosa downward from the ante-
rior wall of the vagina. The presence of this abnormality may be 
noted either by simply observing or by asking the patient to bear 
down (Fig. 7.4 ). Likewise, the posterior wall should be observed 
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Figure 7.3 Normal female perineum. (Modified from Krantz KE. Anatomy of the female reproduc-
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Figure 7.4 Side and direct views of cystocele. (Modified from Sym-
monds RE. Anatomy of the female reproductive system. In: Benson 
RC, ed. Current Obstetric and Gynecologic Diagnosis and Treatment.  
5th ed. Los Altos, CA: Lange Medical; 1984.)

Figure 7.5 Side and direct views of rectocele. (Modified from Sym-
monds RE: Relaxations of pelvic supports. In: Benson RC, ed. Current 
Obstetric and Gynecologic Diagnosis and Treatment. 5th ed. Los Altos, 
CA: Lange Medical; 1984.)
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PELVIC EXAM: INSPECTION
■ Specific structures of the vulva should be 

systematically evaluated. 
– Clitoris should be 1 to 1.5 cm in length. 

Any irregularities or abnormalities of the 
labia majora or minora should be noted 
and carefully described. 

■ Examine whether the hymen is intact, 
imperforate, or open and whether the 
perineum gapes or remains closed in the 
usual lithotomy position 

■ Perianal area should be inspected for 
evidence of hemorrhoids, sphincter injury, 
warts, and other lesions
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shape described. Normally it is 1 to 1.5 cm in length. Any irreg-
ularities or abnormalities of the labia majora or minora should 
be noted and carefully described. At times these areas are injured 
by trauma related to coitus, accidental injury, or childbearing. 
The patient should be questioned about evidence of trauma 
when appropriate.

The introitus should be observed closely. Whether the hymen 
is intact, imperforate, or open and whether the perineum gapes 
or remains closed in the usual lithotomy position should be 
noted.

The perineal body, the area at the posterior aspect of the labia 
where the muscles of the superficial perineal compartment come 
together, should be inspected. It represents the focal point of 
support for the perineum and is between the vagina and the rec-
tum. The perianal area is then inspected for evidence of hemor-
rhoids, sphincter injury, warts, and other lesions (Fig. 7.3 ).

PALPATION

The next step in the examination of the perineum involves pal-
pation. The labia minora are gently separated, and the urethra is 
inspected and the length of the urethra is palpated and “milked” 
with the middle finger. In this way, irregularities and inflam-
mation of Skene glands (periurethral glands), expressed pus or 
mucus, or a suburethral diverticulum can be noted. Any pus 
expressed from the urethra should be submitted for Gram stain 
and cultured, because it is occasionally found to contain gono-
cocci. Next, the area of the posterior third of the labia majora is 
palpated by placing the index finger inside the introitus and the 
thumb on the outside of the labium. In this way, enlargements 
or cysts of Bartholin glands are noted. This exam should be per-
formed on each side.

The opening of the vagina should be inspected. The presence 
of a cystocele or a cystourethrocele should be noted. This would 
be seen as a bulging of vaginal mucosa downward from the ante-
rior wall of the vagina. The presence of this abnormality may be 
noted either by simply observing or by asking the patient to bear 
down (Fig. 7.4 ). Likewise, the posterior wall should be observed 
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Figure 7.5 Side and direct views of rectocele. (Modified from Sym-
monds RE: Relaxations of pelvic supports. In: Benson RC, ed. Current 
Obstetric and Gynecologic Diagnosis and Treatment. 5th ed. Los Altos, 
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PELVIC EXAM: INSPECTION

■ the opening of the vagina should be 
inspected for presence of a cystocele or a 
cystourethrocele à seen as a bulging of 
vaginal mucosa downward from the 
anterior wall of the vagina

7 History, Physical Examination, and Preventive Health Care 135

shape described. Normally it is 1 to 1.5 cm in length. Any irreg-
ularities or abnormalities of the labia majora or minora should 
be noted and carefully described. At times these areas are injured 
by trauma related to coitus, accidental injury, or childbearing. 
The patient should be questioned about evidence of trauma 
when appropriate.

The introitus should be observed closely. Whether the hymen 
is intact, imperforate, or open and whether the perineum gapes 
or remains closed in the usual lithotomy position should be 
noted.

The perineal body, the area at the posterior aspect of the labia 
where the muscles of the superficial perineal compartment come 
together, should be inspected. It represents the focal point of 
support for the perineum and is between the vagina and the rec-
tum. The perianal area is then inspected for evidence of hemor-
rhoids, sphincter injury, warts, and other lesions (Fig. 7.3 ).

PALPATION

The next step in the examination of the perineum involves pal-
pation. The labia minora are gently separated, and the urethra is 
inspected and the length of the urethra is palpated and “milked” 
with the middle finger. In this way, irregularities and inflam-
mation of Skene glands (periurethral glands), expressed pus or 
mucus, or a suburethral diverticulum can be noted. Any pus 
expressed from the urethra should be submitted for Gram stain 
and cultured, because it is occasionally found to contain gono-
cocci. Next, the area of the posterior third of the labia majora is 
palpated by placing the index finger inside the introitus and the 
thumb on the outside of the labium. In this way, enlargements 
or cysts of Bartholin glands are noted. This exam should be per-
formed on each side.

The opening of the vagina should be inspected. The presence 
of a cystocele or a cystourethrocele should be noted. This would 
be seen as a bulging of vaginal mucosa downward from the ante-
rior wall of the vagina. The presence of this abnormality may be 
noted either by simply observing or by asking the patient to bear 
down (Fig. 7.4 ). Likewise, the posterior wall should be observed 
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Figure 7.5 Side and direct views of rectocele. (Modified from Sym-
monds RE: Relaxations of pelvic supports. In: Benson RC, ed. Current 
Obstetric and Gynecologic Diagnosis and Treatment. 5th ed. Los Altos, 
CA: Lange Medical; 1984.)
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PELVIC EXAM: PALPATION

■ length of the urethra is palpated and 
“milked” with the middle finger 
àirregularities and inflammation of 
Skene glands (periurethral glands), 
expressed pus or mucus, or a suburethral
diverticulum can be noted. 

■ area of the posterior third of the labia 
majora is palpated by placing the index 
finger inside the introitus and the thumb 
on the outside of the labium à
enlargements or cysts of Bartholin 
glands are noted. 
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shape described. Normally it is 1 to 1.5 cm in length. Any irreg-
ularities or abnormalities of the labia majora or minora should 
be noted and carefully described. At times these areas are injured 
by trauma related to coitus, accidental injury, or childbearing. 
The patient should be questioned about evidence of trauma 
when appropriate.

The introitus should be observed closely. Whether the hymen 
is intact, imperforate, or open and whether the perineum gapes 
or remains closed in the usual lithotomy position should be 
noted.

The perineal body, the area at the posterior aspect of the labia 
where the muscles of the superficial perineal compartment come 
together, should be inspected. It represents the focal point of 
support for the perineum and is between the vagina and the rec-
tum. The perianal area is then inspected for evidence of hemor-
rhoids, sphincter injury, warts, and other lesions (Fig. 7.3 ).

PALPATION

The next step in the examination of the perineum involves pal-
pation. The labia minora are gently separated, and the urethra is 
inspected and the length of the urethra is palpated and “milked” 
with the middle finger. In this way, irregularities and inflam-
mation of Skene glands (periurethral glands), expressed pus or 
mucus, or a suburethral diverticulum can be noted. Any pus 
expressed from the urethra should be submitted for Gram stain 
and cultured, because it is occasionally found to contain gono-
cocci. Next, the area of the posterior third of the labia majora is 
palpated by placing the index finger inside the introitus and the 
thumb on the outside of the labium. In this way, enlargements 
or cysts of Bartholin glands are noted. This exam should be per-
formed on each side.

The opening of the vagina should be inspected. The presence 
of a cystocele or a cystourethrocele should be noted. This would 
be seen as a bulging of vaginal mucosa downward from the ante-
rior wall of the vagina. The presence of this abnormality may be 
noted either by simply observing or by asking the patient to bear 
down (Fig. 7.4 ). Likewise, the posterior wall should be observed 
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PELVIC EXAM: SPECULUM 
EXAMINATION

• most commonly utilized are the Grave and 
the Pederson specula. 

• Pederson speculum is narrower and may 
be more appropriate for virginal or 
nulligravid women, women with a history of 
sexual abuse, vaginal pain or dyspareunia, 
or postmenopausal women. 
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for a bulging upward, which would represent a rectocele (Fig. 7.5).  
A cystic bulge in the cul-de-sac may represent an enterocele 
(Fig. 7.6). Also, with the patient bearing down, the cervix may 
become visible, indicating prolapse of the uterus (Fig. 7.7). Each 
of these observations is evidence for relaxation of the pelvic sup-
ports. Accurate evaluation of pelvic organ prolapse is improved 
by examining the woman standing with her legs spread apart and 
with a Valsalva maneuver. Pelvic organ prolapse and pelvic floor 
dysfunction are defined and extensively discussed in Chapter 20.

SPECULUM EXAMINATION

After palpation, the physician chooses the appropriate specu-
lum for the patient. The most commonly utilized are the Grave 
and the Pederson specula. The Pederson speculum is nar-
rower and may be more appropriate for virginal or nulligravid 
women, women with a history of sexual abuse, vaginal pain or 

dyspareunia, or postmenopausal women. Each is available in sev-
eral sizes corresponding to length of the blades (small, medium, 
large, extra large) (Fig. 7.8).

The speculum should be warmed, either by a warming device 
or by being placed in warm water, and then touched to the 
patient’s leg to determine that she feels the temperature is appro-
priate and comfortable. Judicious use of a water-based lubricant 
can facilitate a more comfortable exam for the patient. The 
speculum is then inserted by placing the transverse diameter of 
the blades in the anteroposterior position and guiding the blades 
through the introitus in a downward motion with the tips point-
ing toward the rectum. Because the anterior wall of the vagina is 
backed by the pubic symphysis, which is rigid, pressure upward 
causes the patient discomfort. This is avoided by following the 
described method of introducing the speculum. Also, in the rest-
ing state the vagina lies on the rectum and actually extends pos-
teriorly from the introitus. Placing two fingers into the introitus 
and pressing down may facilitate the procedure.

Once the blades are inserted, the speculum should be turned 
so that the transverse axis of the blades is in the transverse axis of 
the vagina. The blades should be inserted to their full length and 
then opened so that the physician may inspect for the position of 
the cervix. If the cervix cannot be visualized with repositioning 
of the speculum, the physician should inspect for the position of 
the cervix with his or her finger and then reinsert the speculum 
accordingly. Once the blades are inserted and the cervix is visual-
ized, the speculum should be opened and the introitus widened 
so that the cervix can be adequately inspected and any indicated 
specimens obtained.

The physician then inspects the vagina and cervix. The vagi-
nal canal is inspected during the insertion of the speculum and 
upon its removal. The vaginal epithelium should be noted for 

Figure 7.6 Lateral view of enterocele. (Modified from Symmonds 
RE: Relaxations of pelvic supports. In: Benson RC, ed. Current Obstet-
ric and Gynecologic Diagnosis and Treatment. 5th ed. Los Altos, CA: 
Lange Medical; 1984.)

Slight prolapse

Normal

Marked prolapse
(procidentia)

Figure 7.7 Depiction of prolapse of uterus. (Modified from Sym-
monds RE: Relaxations of pelvic supports. In: Benson RC, ed. Current 
Obstetric and Gynecologic Diagnosis and Treatment. 5th ed. Los Altos, 
CA: Lange Medical; 1984.) Figure 7.8 Graves (left) and Pederson (right) specula.
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PELVIC EXAM: SPECULUM EXAMINATION
■ speculum should be warmed, either by a warming device or by being 

placed in warm water, and then touched to the patient’s leg to determine 
that she feels the temperature is appropriate and comfortable.

■ use  a water-based lubricant to facilitate a more comfortable entry.

■ speculum is inserted by placing the transverse diameter of the blades in the 
anteroposterior position and guiding the blades through the introitus in a 
downward motion with the tips pointing toward the rectum. 

■ Once the blades are inserted, the speculum should be turned so that the 
transverse axis of the blades is in the transverse axis of the vagina.

■ the blades should be inserted to their full length and then opened so that 
the physician may inspect for the position of the cervix. 

■ the physician then inspects the vagina and cervix. 
Comprehensive Gynecology 7th edition, 2017 (Lobo RA, Gershenson DM, Lentz GM, Valea FA editors); chapter 7.



PELVIC EXAM: BIMANUAL EXAMINATION
■ the bimanual examination allows the physician to 

palpate the uterus and the adnexa. 

■ The index and middle fingers of the dominant hand are 
placed within the vagina, while the other hand is placed 
on the patient’s abdomen above the pubic symphysis. 

– In the normal and nonpregnant state, the uterus is 
approximately 6 cm × 4 cm and weighs 
approximately 60 g. 

■ Size  of the uterus may be estimated by comparing with 
weeks of normal gestational age.

■ the general shape of the uterus is that of a pear, with 
the broadest portion at the upper pole of the fundus. 
Generally, the uterus is mobile, and if it fails to move, it 
may be fixed 

■ the consistency of the uterus is generally firm but not 
rock hard

Part I I  COMPREHENSIVE EVALUATION OF THE FEMALE138

Chapter 28  discusses cervical dysplasia, classifications of abnor-
malities, surveillance, and treatment options.

BIMANUAL EXAMINATION

The bimanual examination allows the physician to palpate the 
uterus and the adnexa. The lubricated index and middle fingers 
of the dominant hand are placed within the vagina, and the 
thumb is folded under so as not to cause the patient distress 
in the area of the mons pubis, clitoris, and pubic symphysis. 
The fingers are inserted deeply into the vagina so that they rest 
beneath the cervix in the posterior fornix. The physician should 
be in a comfortable position at this point, generally with the leg 
on the side of the vaginal examining hand on a table lift and 
the elbow of that arm resting on the knee. The opposite hand is 
placed on the patient’s abdomen above the pubic symphysis. The 
flat of the fingers are used for palpation. The physician then ele-
vates the uterus by pressing up on the cervix and delivering the 
uterus to the abdominal hand so that the uterus may be placed 
between the two hands, thereby identifying its position, size, 
shape, consistency, and mobility. In the normal and nonpreg-
nant state, the uterus is approximately 6 cm × 4 cm and weighs 
approximately 60 g. It may be somewhat larger in a woman who 
has had children (Fig. 7.12).

Enlargement of the uterus should be described in detail. Size 
may be estimated in centimeters or by comparing with weeks 
of normal gestational age. The majority of women will have a 
uterus that is anteverted with the uterine fundus tipped forward. 
In the anteflexed uterus, the fundus points anteriorly as well. The 
uterus may be retroverted, in which the entire uterus tips poste-
riorly, and may also be retroflexed, in which the fundus points 
posteriorly as well. If it is positioned in a straight line with the 
vagina, it is said to be midposition or neutral. A markedly retro-
verted uterus that cannot be brought forward by manipulation 
is best inspected by rectovaginal examination, which is described 
later in the chapter. The general shape of the uterus is that of a 
pear, with the broadest portion at the upper pole of the fundus. 
Generally, the uterus is mobile, and if it fails to move, it may be 
fixed by adhesions. The surface should be smooth; irregularities 
may indicate the presence of uterine leiomyomas (fibroids).

The shape of the uterus should also be described in detail. The 
consistency of the uterus is generally firm but not rock hard, and 
this should be noted in the examination. Any undue tenderness 

caused by palpation or movement of the uterus should be noted, 
because it may imply an inflammatory process.

Attention is then turned to examination of the adnexa. If the 
right hand is the pelvic hand, the first two fingers of the right 
hand are then moved into the right vaginal fornix as deeply as 
they can be inserted. The abdominal hand is placed just medial 
to the anterior superior iliac spine on the right, the two hands are 
brought as close together as possible, and with a sliding motion 
from the area of the anterior superior iliac spine to the introitus, 
the fingers are swept downward, allowing for the adnexa to be 
palpated between them. A normal ovary is approximately 3 × 
2 cm (about the size of a walnut) and will sweep between the 
two fingers with ease unless it is fixed in an abnormal position 
by adhesions. When the adnexa are palpated, its size, mobility, 
and consistency should be described. When the right adnexa has 
been palpated, the left adnexa should be palpated in a similar 
fashion by turning the vaginal hand to the left vaginal fornix 
and repeating the exercise on the left side (Fig. 7.13). Adnexa 
are usually not palpable in postmenopausal women because of 
involution and retraction of the ovary to a position higher in the 
pelvis. A palpable organ in such an individual may need further 
investigation for ovarian pathology if enlarged, although they are 
mostly benign or no disease is found.

Figure 7.11 Obtaining cells from transformation zone using Ayers 
spatula.

Figure 7.12 Bimanual examination of uterus.
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Figure 7.13 Bimanual examination of adnexa.
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PELVIC EXAM: BIMANUAL EXAMINATION
■ first two fingers of the right hand are 

moved into the right vaginal fornix while 
the abdominal hand is placed just 
medial to the anterior superior iliac spine 
on the right  (vice versa)

■ A normal ovary is approximately 3 × 2 
cm (about the size of a walnut)

■ left adnexa should be palpated in a 
similar fashion by turning the vaginal 
hand to the left vaginal fornix and 
repeating the exercise on the left side

Part I I  COMPREHENSIVE EVALUATION OF THE FEMALE138

Chapter 28  discusses cervical dysplasia, classifications of abnor-
malities, surveillance, and treatment options.

BIMANUAL EXAMINATION

The bimanual examination allows the physician to palpate the 
uterus and the adnexa. The lubricated index and middle fingers 
of the dominant hand are placed within the vagina, and the 
thumb is folded under so as not to cause the patient distress 
in the area of the mons pubis, clitoris, and pubic symphysis. 
The fingers are inserted deeply into the vagina so that they rest 
beneath the cervix in the posterior fornix. The physician should 
be in a comfortable position at this point, generally with the leg 
on the side of the vaginal examining hand on a table lift and 
the elbow of that arm resting on the knee. The opposite hand is 
placed on the patient’s abdomen above the pubic symphysis. The 
flat of the fingers are used for palpation. The physician then ele-
vates the uterus by pressing up on the cervix and delivering the 
uterus to the abdominal hand so that the uterus may be placed 
between the two hands, thereby identifying its position, size, 
shape, consistency, and mobility. In the normal and nonpreg-
nant state, the uterus is approximately 6 cm × 4 cm and weighs 
approximately 60 g. It may be somewhat larger in a woman who 
has had children (Fig. 7.12).

Enlargement of the uterus should be described in detail. Size 
may be estimated in centimeters or by comparing with weeks 
of normal gestational age. The majority of women will have a 
uterus that is anteverted with the uterine fundus tipped forward. 
In the anteflexed uterus, the fundus points anteriorly as well. The 
uterus may be retroverted, in which the entire uterus tips poste-
riorly, and may also be retroflexed, in which the fundus points 
posteriorly as well. If it is positioned in a straight line with the 
vagina, it is said to be midposition or neutral. A markedly retro-
verted uterus that cannot be brought forward by manipulation 
is best inspected by rectovaginal examination, which is described 
later in the chapter. The general shape of the uterus is that of a 
pear, with the broadest portion at the upper pole of the fundus. 
Generally, the uterus is mobile, and if it fails to move, it may be 
fixed by adhesions. The surface should be smooth; irregularities 
may indicate the presence of uterine leiomyomas (fibroids).

The shape of the uterus should also be described in detail. The 
consistency of the uterus is generally firm but not rock hard, and 
this should be noted in the examination. Any undue tenderness 

caused by palpation or movement of the uterus should be noted, 
because it may imply an inflammatory process.

Attention is then turned to examination of the adnexa. If the 
right hand is the pelvic hand, the first two fingers of the right 
hand are then moved into the right vaginal fornix as deeply as 
they can be inserted. The abdominal hand is placed just medial 
to the anterior superior iliac spine on the right, the two hands are 
brought as close together as possible, and with a sliding motion 
from the area of the anterior superior iliac spine to the introitus, 
the fingers are swept downward, allowing for the adnexa to be 
palpated between them. A normal ovary is approximately 3 × 
2 cm (about the size of a walnut) and will sweep between the 
two fingers with ease unless it is fixed in an abnormal position 
by adhesions. When the adnexa are palpated, its size, mobility, 
and consistency should be described. When the right adnexa has 
been palpated, the left adnexa should be palpated in a similar 
fashion by turning the vaginal hand to the left vaginal fornix 
and repeating the exercise on the left side (Fig. 7.13). Adnexa 
are usually not palpable in postmenopausal women because of 
involution and retraction of the ovary to a position higher in the 
pelvis. A palpable organ in such an individual may need further 
investigation for ovarian pathology if enlarged, although they are 
mostly benign or no disease is found.

Figure 7.11 Obtaining cells from transformation zone using Ayers 
spatula.

Figure 7.12 Bimanual examination of uterus.
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Figure 7.13 Bimanual examination of adnexa.
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PELVIC EXAM: RECTOVAGINAL EXAMINATION

■ After completing the vaginal portion of 
the bimanual examination, the middle 
finger is relubricated with a water-
soluble lubricant and placed into the  
vagina

■ rectovaginal septum is palpated 
between the two fingers, and any 
thickness or mass is noted. 
– Any thickening or nodularity of the 

structure may imply an inflammatory 
reaction or endometriosis. 
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RECTOVAGINAL EXAMINATION

Historically, the rectovaginal (RV) exam has been a part of the 
annual examination. In fact, however, the sensitivity of the RV 
examination in detecting pathology is very low, limiting its 
capacity as a screening test. The RV exam should therefore only 
be performed as indicated based on patient symptoms or com-
plaints or based on findings from the pelvic examination.

After completing the vaginal portion of the bimanual exami-
nation, the middle finger is relubricated with a water-soluble 
lubricant and placed into the rectum. The index finger is rein-
serted into the vagina. In this fashion the rectovaginal septum is 
palpated between the two fingers, and any thickness or mass is 
noted. The finger should also attempt to identify the uterosacral 
ligaments, which extend from the posterior wall of the cervix 
posteriorly and laterally toward the sacrum. Any thickening or 
nodularity of these structures may imply an inflammatory reac-
tion or endometriosis. If the uterus is retroverted, that organ 
should be outlined for size, shape, and consistency at this point. 
It may be examined appropriately using the fingers inserted into 
the vagina and the rectum, as well as using the abdominal hand 
(Fig. 7.14).

RECTAL EXAMINATION

The USPSTF and the ACS find that a digital rectal exam, by 
itself, is not adequate screening for colorectal cancer. Further-
more, testing a single stool specimen for fecal occult blood is also 
inadequate. Therefore, routine assessment of the rectum is not 
recommended during female pelvic exams. Colon cancer screen-
ing recommendations are described later in this chapter.

Like the RV exam, a rectal examination should only be per-
formed based on patient symptoms, concerns, or findings on 
the pelvic examination. As noted earlier, simple inspection of 

the perianal area can reveal abnormalities such as genital warts, 
hemorrhoids, or skin lesions.

The rectum is then palpated in all dimensions with the rectal 
examining finger. It should be possible to palpate as many as 
70% of distal bowel lesions with the rectal finger. The physician 
should also note the tone of the anal sphincter and any other 
anal abnormalities, such as hemorrhoids, fissures, or masses. At 
the end of the examination the physician should give the patient 
some tissue or a washcloth so that she may remove the lubricat-
ing gel from her perineum before she dresses.

It is important that each step of the examination be explained 
to the patient and that she is reassured about all normal findings. 
Wherever possible, abnormal findings should be pointed out 
to the patient either by allowing her to palpate the pathologic 
condition or by demonstrating it to her using a hand mirror. It 
may also be appropriate to demonstrate normal structures to the 
patient, such as the cervix and portions of the vagina that she 
may be able to see with her hand mirror. The physician should 
use the examination as a vehicle for teaching the patient about 
her body.

ANNUAL VISIT

The annual visit is important for both health maintenance and 
preventive medicine reasons. Although the visit varies in empha-
sis depending on the patient’s age, the long-term goals should be 
to maintain the woman in the best health and functional status 
possible, to promote high-quality longevity, and to aid in early 
detection of disease. Long-term continuity of care may improve 
health status. Major preventable problems must be discussed 
because patient behavior can make a difference. Various medi-
cal groups update recommendations for primary and preventive 
screening services regularly. Much of this chapter utilizes guide-
lines from the United States Preventive Services Task Force (USP-
STF), American College of Obstetricians and Gynecologists 
(ACOG), Centers for Disease Control and Prevention (CDC), 
Morbidity and Mortality Weekly Report (MMWR), other sub-
specialty guidelines, and the Agency for Healthcare Research and 
Quality. The latter is a clearinghouse of evidence-based guide-
lines that allows comparison of differing recommendations, as 
many societies do not always agree on these guidelines. Their 
websites can be checked for updates.

It is important not to confuse screening with diagno-
sis. Screening is looking for a condition in an asymptomatic 
woman. Diagnostic tests are performed to clarify the etiology 
of a woman’s complaints (symptoms) and are not screening. So 
when one of the organizations such as the USPSTF makes a 
recommendation for screening for chlamydia yearly up to age 
25, it does not mean you should not test a 26-year-old woman 
who has symptoms of vaginal discharge or a new sexual partner. 
Furthermore, screening recommendations must be considered 
in light of local prevalence of disease and additional risk factors 
an individual patient might present. The USPSTF also makes 
recommendations that are qualified by a grade: A = strongly rec-
ommends, B = recommends, C = no recommendation for or 
against, D = recommends against, and I = insufficient evidence 
to recommend for or against.

A 2004 article published in the Journal of the American Medi-
cal Association estimated the root causes of American deaths and 

Figure 7.14 Rectovaginal examination.
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Part I I  COMPREHENSIVE EVALUATION OF THE FEMALE138

Chapter 28  discusses cervical dysplasia, classifications of abnor-
malities, surveillance, and treatment options.

BIMANUAL EXAMINATION

The bimanual examination allows the physician to palpate the 
uterus and the adnexa. The lubricated index and middle fingers 
of the dominant hand are placed within the vagina, and the 
thumb is folded under so as not to cause the patient distress 
in the area of the mons pubis, clitoris, and pubic symphysis. 
The fingers are inserted deeply into the vagina so that they rest 
beneath the cervix in the posterior fornix. The physician should 
be in a comfortable position at this point, generally with the leg 
on the side of the vaginal examining hand on a table lift and 
the elbow of that arm resting on the knee. The opposite hand is 
placed on the patient’s abdomen above the pubic symphysis. The 
flat of the fingers are used for palpation. The physician then ele-
vates the uterus by pressing up on the cervix and delivering the 
uterus to the abdominal hand so that the uterus may be placed 
between the two hands, thereby identifying its position, size, 
shape, consistency, and mobility. In the normal and nonpreg-
nant state, the uterus is approximately 6 cm × 4 cm and weighs 
approximately 60 g. It may be somewhat larger in a woman who 
has had children (Fig. 7.12).

Enlargement of the uterus should be described in detail. Size 
may be estimated in centimeters or by comparing with weeks 
of normal gestational age. The majority of women will have a 
uterus that is anteverted with the uterine fundus tipped forward. 
In the anteflexed uterus, the fundus points anteriorly as well. The 
uterus may be retroverted, in which the entire uterus tips poste-
riorly, and may also be retroflexed, in which the fundus points 
posteriorly as well. If it is positioned in a straight line with the 
vagina, it is said to be midposition or neutral. A markedly retro-
verted uterus that cannot be brought forward by manipulation 
is best inspected by rectovaginal examination, which is described 
later in the chapter. The general shape of the uterus is that of a 
pear, with the broadest portion at the upper pole of the fundus. 
Generally, the uterus is mobile, and if it fails to move, it may be 
fixed by adhesions. The surface should be smooth; irregularities 
may indicate the presence of uterine leiomyomas (fibroids).

The shape of the uterus should also be described in detail. The 
consistency of the uterus is generally firm but not rock hard, and 
this should be noted in the examination. Any undue tenderness 

caused by palpation or movement of the uterus should be noted, 
because it may imply an inflammatory process.

Attention is then turned to examination of the adnexa. If the 
right hand is the pelvic hand, the first two fingers of the right 
hand are then moved into the right vaginal fornix as deeply as 
they can be inserted. The abdominal hand is placed just medial 
to the anterior superior iliac spine on the right, the two hands are 
brought as close together as possible, and with a sliding motion 
from the area of the anterior superior iliac spine to the introitus, 
the fingers are swept downward, allowing for the adnexa to be 
palpated between them. A normal ovary is approximately 3 × 
2 cm (about the size of a walnut) and will sweep between the 
two fingers with ease unless it is fixed in an abnormal position 
by adhesions. When the adnexa are palpated, its size, mobility, 
and consistency should be described. When the right adnexa has 
been palpated, the left adnexa should be palpated in a similar 
fashion by turning the vaginal hand to the left vaginal fornix 
and repeating the exercise on the left side (Fig. 7.13). Adnexa 
are usually not palpable in postmenopausal women because of 
involution and retraction of the ovary to a position higher in the 
pelvis. A palpable organ in such an individual may need further 
investigation for ovarian pathology if enlarged, although they are 
mostly benign or no disease is found.

Figure 7.11 Obtaining cells from transformation zone using Ayers 
spatula.

Figure 7.12 Bimanual examination of uterus.
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Figure 7.13 Bimanual examination of adnexa.
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1. Cervical cancer screening tests

■ HPV testing (HPV test without 
cytology/papsmear)

■ Co-testing (pap smear + HPV test)

■ Papanicolaou smear (PAP smear)

■ Visual inspection with acetic acid (VIA)

Part I I  COMPREHENSIVE EVALUATION OF THE FEMALE138

Chapter 28  discusses cervical dysplasia, classifications of abnor-
malities, surveillance, and treatment options.

BIMANUAL EXAMINATION

The bimanual examination allows the physician to palpate the 
uterus and the adnexa. The lubricated index and middle fingers 
of the dominant hand are placed within the vagina, and the 
thumb is folded under so as not to cause the patient distress 
in the area of the mons pubis, clitoris, and pubic symphysis. 
The fingers are inserted deeply into the vagina so that they rest 
beneath the cervix in the posterior fornix. The physician should 
be in a comfortable position at this point, generally with the leg 
on the side of the vaginal examining hand on a table lift and 
the elbow of that arm resting on the knee. The opposite hand is 
placed on the patient’s abdomen above the pubic symphysis. The 
flat of the fingers are used for palpation. The physician then ele-
vates the uterus by pressing up on the cervix and delivering the 
uterus to the abdominal hand so that the uterus may be placed 
between the two hands, thereby identifying its position, size, 
shape, consistency, and mobility. In the normal and nonpreg-
nant state, the uterus is approximately 6 cm × 4 cm and weighs 
approximately 60 g. It may be somewhat larger in a woman who 
has had children (Fig. 7.12).

Enlargement of the uterus should be described in detail. Size 
may be estimated in centimeters or by comparing with weeks 
of normal gestational age. The majority of women will have a 
uterus that is anteverted with the uterine fundus tipped forward. 
In the anteflexed uterus, the fundus points anteriorly as well. The 
uterus may be retroverted, in which the entire uterus tips poste-
riorly, and may also be retroflexed, in which the fundus points 
posteriorly as well. If it is positioned in a straight line with the 
vagina, it is said to be midposition or neutral. A markedly retro-
verted uterus that cannot be brought forward by manipulation 
is best inspected by rectovaginal examination, which is described 
later in the chapter. The general shape of the uterus is that of a 
pear, with the broadest portion at the upper pole of the fundus. 
Generally, the uterus is mobile, and if it fails to move, it may be 
fixed by adhesions. The surface should be smooth; irregularities 
may indicate the presence of uterine leiomyomas (fibroids).

The shape of the uterus should also be described in detail. The 
consistency of the uterus is generally firm but not rock hard, and 
this should be noted in the examination. Any undue tenderness 

caused by palpation or movement of the uterus should be noted, 
because it may imply an inflammatory process.

Attention is then turned to examination of the adnexa. If the 
right hand is the pelvic hand, the first two fingers of the right 
hand are then moved into the right vaginal fornix as deeply as 
they can be inserted. The abdominal hand is placed just medial 
to the anterior superior iliac spine on the right, the two hands are 
brought as close together as possible, and with a sliding motion 
from the area of the anterior superior iliac spine to the introitus, 
the fingers are swept downward, allowing for the adnexa to be 
palpated between them. A normal ovary is approximately 3 × 
2 cm (about the size of a walnut) and will sweep between the 
two fingers with ease unless it is fixed in an abnormal position 
by adhesions. When the adnexa are palpated, its size, mobility, 
and consistency should be described. When the right adnexa has 
been palpated, the left adnexa should be palpated in a similar 
fashion by turning the vaginal hand to the left vaginal fornix 
and repeating the exercise on the left side (Fig. 7.13). Adnexa 
are usually not palpable in postmenopausal women because of 
involution and retraction of the ovary to a position higher in the 
pelvis. A palpable organ in such an individual may need further 
investigation for ovarian pathology if enlarged, although they are 
mostly benign or no disease is found.

Figure 7.11 Obtaining cells from transformation zone using Ayers 
spatula.

Figure 7.12 Bimanual examination of uterus.
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Figure 7.13 Bimanual examination of adnexa.
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The recommendations apply to all asymptomatic individuals with a cervix, 
regardless of their sexual history or human papillomavirus (HPV) vaccination status, 
including those who have undergone supracervical hysterectomy and transgender 
men who retain their cervix.
■ When to start and how often to screen?

Ø The ACS recommends that individuals with a cervix initiate cervical cancer 
screening at age 25 years old and undergo primary HPV testing every 5 
years until  age 65 years old 

Ø If primary HPV testing is not available, individuals aged 25-65 years old 
should be screened with cotesting (HPV testing in combination with 
cytology/pap smear) every 5 years,  or cytology (pap smear) alone every 3 
years 

Note: a cotesting or cytology testing alone are included as acceptable options for cervical 
cancer screening because access to primary HPV testing with a test approved by the FDA 
for primary screening may be limited in some settings. 

American Cancer Society Recommendations for 
Cervical Cancer Screening, 2020

Fontham ET, et al. Cervical Cancer Screening for Individuals at Average Risk: 2020 Guideline Update from the American Cancer Society.
CA CANCER J CLIN 2020;70:321–346



When to discontinue routine screening?
■ The ACS recommends to discontinue screening for 

individuals with a cervix who are older than age 65 years 
old and with:
Ø no history of cervical intraepithelial neoplasia grade 2 

or a more severe diagnosis within the past 25 years,
Ø documented adequate negative prior screening in the 

10-y period before age 65 years

American Cancer Society Recommendations for 
Cervical Cancer Screening, 2020

Fontham ET, et al. Cervical Cancer Screening for Individuals at Average Risk: 2020 Guideline Update from the American Cancer Society.
CA CANCER J CLIN 2020;70:321–346



■ What is ”adequate negative prior screening”?
– Adequate negative prior screening is currently defined as:

Ø 2 consecutive negative HPV tests, or 
Ø 2 consecutive negative cotests, or 
Ø 3 consecutive negative cytology tests within the past 10 years

*with the most recent test occurring within the recommended 
interval for the test used. 

■ These criteria do not apply to individuals who are currently under 
surveillance for abnormal screening results. 

American Cancer Society Recommendations for 
Cervical Cancer Screening, 2020

Fontham ET, et al. Cervical Cancer Screening for Individuals at Average Risk: 2020 Guideline Update from the American Cancer Society.
CA CANCER J CLIN 2020;70:321–346



Do we still continue screening for cervical cancer for patients 
who are > 65 years old but with insufficient pap smear 
history?
■ Individuals older than age 65 y without conditions limiting 

life expectancy for whom sufficient documentation of prior 
screening is not available should be screened until criteria 
for screening cessation are met. 

Note: Cervical cancer screening may be discontinued in 
individuals of any age with limited life expectancy

American Cancer Society Recommendations for 
Cervical Cancer Screening, 2020

Fontham ET, et al. Cervical Cancer Screening for Individuals at Average Risk: 2020 Guideline Update from the American Cancer Society.
CA CANCER J CLIN 2020;70:321–346



PAPANICOLAOU SMEAR 

■ 1943, Papanicolaou and Trout:  
Demonstrated the value of 
vaginal and cervical cytology as 
a screening tool for cervical 
neoplasm. 

■ With the use of the Pap smear 
in screening programs, the 
incidence of invasive cervical 
cancer has been reduced by 
50%. 

Comprehensive Gynecology 7th edition, 2017 (Lobo RA, Gershenson DM, Lentz GM, Valea FA editors); chapter 7.



PAPANICOLAOU (PAP) SMEAR 

■ No Pap smear screening is necessary after 
a complete hysterectomy done for benign 
conditions. 

– However, if a supracervical/subtotal 
hysterectomy was performed, the same 
screening guidelines pertain as if there 
had been no hysterectomy, since the 
cervix remains in situ. 

■ the goal of the Pap smear is to collect cells 
from the transformation zone of the cervix. 

– the presence of adequate endo- and 
ectocervical cells ensures that this area 
is captured in the specimen. 

7 History, Physical Examination, and Preventive Health Care 137

evidence of erythema or lesions. Vaginal lesions, such as areas of 
adenosis (see Chapter 11), clear cystic structures (Gartner cysts), 
or inclusion cysts on the lines of scars or episiotomy incisions, 
should be noted.

Any concerning fluid discharge is collected for wet mount 
and potential culture. Saline wet mount allows for visualization 
of normal vaginal epithelial cells as well as any abnormal findings 
such as motile trichomonads, clue cells (vaginal epithelial cells 
studded with adherent coccobacilli, indicative of bacterial vagi-
nosis), or polymorphonuclear leukocytes (indicative of inflam-
mation).

A potassium hydroxide wet mount includes the whiff-amine 
test, which, if positive for a distinct fishy odor, may indicate bac-
terial vaginosis. In addition, inspection of the slide may reveal 
hyphae and budding yeast, indicative of Candida vaginitis.

In many instances, particularly with women younger than 26 
years, it is appropriate to screen for chlamydia and gonorrhea 
using swabs that sample secretions from the endocervical canal 
or the vagina. The gold standard is nucleic acid amplification 
testing (NAAT) of the urine or vaginal/cervical discharge, rather 
than a culture. Yearly chlamydia testing is recommended for all 
sexually active women up to age 25 (ACOG, Well-Woman Care, 
2014) (see Chapter 23).

Next, the cervix is inspected. It should be pink and with-
out lesions. In a nulliparous individual, the external os should 
be round. When a woman is parous, the external os takes on a 
slitlike appearance, and if there have been cervical lacerations, 
healed stellate lacerations may be noted (Fig. 7.9). Normally, 
the transformation zone (i.e., the junction of squamous and 
columnar epithelium) is just barely visible inside the external os. 
Occasionally, glandular epithelium may be present on the por-
tio vaginalis, moving the transformation zone onto the portio. 
This is common in teenage girls, women who have been exposed 
to diethylstilbestrol in utero, some women with vaginitis, or 
women immediately postpartum or postabortion. Generally, 
this is cleared by a process of metaplasia, in which squamous 
epithelium covers the columnar epithelium. This process, how-
ever, may leave small areas of irregularities and inclusion cysts, 
called nabothian cysts, which may be seen in various sizes and 
shapes. They are typically translucent and range from a few mil-
limeters to up to 3 cm in size. These cysts are common benign 
findings and require no additional evaluation or treatment.

Cervical ectropion occurs when the endocervical epithelium 
is exposed to the vaginal environment and takes on a reddish 
appearance, similar to granulation tissue. This ectropion is not 
a pathologic condition.

Any lesions of the cervix should be noted and, where appro-
priate, a biopsy should be performed. In a patient with acute 
herpes simplex, vesicles or ulcers may be noted. In a patient 
infected with human papillomavirus, warts (condylomata acu-
minata) on the cervix may also be observed.

PAPANICOLAOU SMEAR

At this point in the examination a Pap smear is usually taken, 
if indicated. In 1943, Papanicolaou and Trout published their 
now classic monograph demonstrating the value of vaginal 
and cervical cytology as a screening tool for cervical neo-
plasm. With the use of the Pap smear in screening programs, 
the incidence of invasive cervical cancer has been reduced by 
50%. In 2012, ACOG together with ACS and U.S. Preven-
tive Services Task Force (USPSTF) recommended that initial 
screening should begin at age 21 regardless of sexual activ-
ity. For women ages 21 through 29, screening should occur 
every 3 years. Women ages 30 to 65 can either have co-testing 
(Pap plus high-risk human papillomavirus [HPV] testing) or 
just a routine Pap test. Repeat co-testing occurs every 5 years, 
whereas Pap testing alone continues on an every 3-year basis. 
Pap smear screening is no longer recommended in women 
after age 65, if she has had normal adequate testing over the 
past 10 years and she has not been treated for high-grade 
dysplasia within the past 20 years. Exceptions to the above 
schedule include HIV seropositive women, immunosup-
pressed women, and women exposed to DES in utero, all of 
whom should be screened annually (Saslow, 2012). It is cru-
cial to educate women that this extended interval between Pap 
smears is based on long-term, excellent analysis of the existing 
data. The importance of this cancer screening should continue 
to be highlighted during annual preventive visits, as we know 
that 50% of cervical cancer cases develop in women who have 
never had a Pap test, and an additional 10% occur in women 
who have been underscreened (Saslow, 2012). No Pap smear 
screening is necessary after a complete hysterectomy done for 
benign conditions. However, if a supracervical hysterectomy 
was performed, the same screening guidelines pertain as if 
there had been no hysterectomy, since the cervix remains  
in situ.

The goal of the Pap smear is to collect cells from the trans-
formation zone of the cervix. The presence of adequate endo- 
and ectocervical cells ensures that this area is captured in the 
specimen. After excess mucus is gently removed (routine swab-
bing may cause insufficient cells to be sampled), the endocervi-
cal canal is sampled with a Cytobrush, which is placed into the 
canal and rotated. A spatula is then used to collect ectocervical 
cells (Figs. 7.10 and 7.11). A single broomlike sampling device 
can also be used to collect both populations of cells in a single 
step. The collected material is placed in the liquid preservative 
solution. HPV testing can be concurrently ordered from the col-
lected sample, as indicated (Video 7.1).

Nulliparous Parous Stellate

Figure 7.9 Nulliparous, parous, and stellate lacerations of cervix. Figure 7.10 Obtaining cells from endocervix using a Cytobrush.
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Chapter 28  discusses cervical dysplasia, classifications of abnor-
malities, surveillance, and treatment options.

BIMANUAL EXAMINATION

The bimanual examination allows the physician to palpate the 
uterus and the adnexa. The lubricated index and middle fingers 
of the dominant hand are placed within the vagina, and the 
thumb is folded under so as not to cause the patient distress 
in the area of the mons pubis, clitoris, and pubic symphysis. 
The fingers are inserted deeply into the vagina so that they rest 
beneath the cervix in the posterior fornix. The physician should 
be in a comfortable position at this point, generally with the leg 
on the side of the vaginal examining hand on a table lift and 
the elbow of that arm resting on the knee. The opposite hand is 
placed on the patient’s abdomen above the pubic symphysis. The 
flat of the fingers are used for palpation. The physician then ele-
vates the uterus by pressing up on the cervix and delivering the 
uterus to the abdominal hand so that the uterus may be placed 
between the two hands, thereby identifying its position, size, 
shape, consistency, and mobility. In the normal and nonpreg-
nant state, the uterus is approximately 6 cm × 4 cm and weighs 
approximately 60 g. It may be somewhat larger in a woman who 
has had children (Fig. 7.12).

Enlargement of the uterus should be described in detail. Size 
may be estimated in centimeters or by comparing with weeks 
of normal gestational age. The majority of women will have a 
uterus that is anteverted with the uterine fundus tipped forward. 
In the anteflexed uterus, the fundus points anteriorly as well. The 
uterus may be retroverted, in which the entire uterus tips poste-
riorly, and may also be retroflexed, in which the fundus points 
posteriorly as well. If it is positioned in a straight line with the 
vagina, it is said to be midposition or neutral. A markedly retro-
verted uterus that cannot be brought forward by manipulation 
is best inspected by rectovaginal examination, which is described 
later in the chapter. The general shape of the uterus is that of a 
pear, with the broadest portion at the upper pole of the fundus. 
Generally, the uterus is mobile, and if it fails to move, it may be 
fixed by adhesions. The surface should be smooth; irregularities 
may indicate the presence of uterine leiomyomas (fibroids).

The shape of the uterus should also be described in detail. The 
consistency of the uterus is generally firm but not rock hard, and 
this should be noted in the examination. Any undue tenderness 

caused by palpation or movement of the uterus should be noted, 
because it may imply an inflammatory process.

Attention is then turned to examination of the adnexa. If the 
right hand is the pelvic hand, the first two fingers of the right 
hand are then moved into the right vaginal fornix as deeply as 
they can be inserted. The abdominal hand is placed just medial 
to the anterior superior iliac spine on the right, the two hands are 
brought as close together as possible, and with a sliding motion 
from the area of the anterior superior iliac spine to the introitus, 
the fingers are swept downward, allowing for the adnexa to be 
palpated between them. A normal ovary is approximately 3 × 
2 cm (about the size of a walnut) and will sweep between the 
two fingers with ease unless it is fixed in an abnormal position 
by adhesions. When the adnexa are palpated, its size, mobility, 
and consistency should be described. When the right adnexa has 
been palpated, the left adnexa should be palpated in a similar 
fashion by turning the vaginal hand to the left vaginal fornix 
and repeating the exercise on the left side (Fig. 7.13). Adnexa 
are usually not palpable in postmenopausal women because of 
involution and retraction of the ovary to a position higher in the 
pelvis. A palpable organ in such an individual may need further 
investigation for ovarian pathology if enlarged, although they are 
mostly benign or no disease is found.

Figure 7.11 Obtaining cells from transformation zone using Ayers 
spatula.

Figure 7.12 Bimanual examination of uterus.
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Figure 7.13 Bimanual examination of adnexa.
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PAPANICOLAOU SMEAR 
• May use any of the collection devices:

• Ayre’s spatula
• Cytobroom
• Cytobrush
• Cotton pledgets

• After excess mucus is gently removed 
(routine swabbing may cause insufficient cells 
to be sampled), the ectocervical area and 
endocervical canal are swabbed. 

• the collected material is placed in the liquid 
preservative solution, or smeared on a glass 
slide and sent to the pathologist.

• HPV testing can be concurrently ordered 
from the collected sample, as indicated

Part I I  COMPREHENSIVE EVALUATION OF THE FEMALE138

Chapter 28  discusses cervical dysplasia, classifications of abnor-
malities, surveillance, and treatment options.

BIMANUAL EXAMINATION

The bimanual examination allows the physician to palpate the 
uterus and the adnexa. The lubricated index and middle fingers 
of the dominant hand are placed within the vagina, and the 
thumb is folded under so as not to cause the patient distress 
in the area of the mons pubis, clitoris, and pubic symphysis. 
The fingers are inserted deeply into the vagina so that they rest 
beneath the cervix in the posterior fornix. The physician should 
be in a comfortable position at this point, generally with the leg 
on the side of the vaginal examining hand on a table lift and 
the elbow of that arm resting on the knee. The opposite hand is 
placed on the patient’s abdomen above the pubic symphysis. The 
flat of the fingers are used for palpation. The physician then ele-
vates the uterus by pressing up on the cervix and delivering the 
uterus to the abdominal hand so that the uterus may be placed 
between the two hands, thereby identifying its position, size, 
shape, consistency, and mobility. In the normal and nonpreg-
nant state, the uterus is approximately 6 cm × 4 cm and weighs 
approximately 60 g. It may be somewhat larger in a woman who 
has had children (Fig. 7.12).

Enlargement of the uterus should be described in detail. Size 
may be estimated in centimeters or by comparing with weeks 
of normal gestational age. The majority of women will have a 
uterus that is anteverted with the uterine fundus tipped forward. 
In the anteflexed uterus, the fundus points anteriorly as well. The 
uterus may be retroverted, in which the entire uterus tips poste-
riorly, and may also be retroflexed, in which the fundus points 
posteriorly as well. If it is positioned in a straight line with the 
vagina, it is said to be midposition or neutral. A markedly retro-
verted uterus that cannot be brought forward by manipulation 
is best inspected by rectovaginal examination, which is described 
later in the chapter. The general shape of the uterus is that of a 
pear, with the broadest portion at the upper pole of the fundus. 
Generally, the uterus is mobile, and if it fails to move, it may be 
fixed by adhesions. The surface should be smooth; irregularities 
may indicate the presence of uterine leiomyomas (fibroids).

The shape of the uterus should also be described in detail. The 
consistency of the uterus is generally firm but not rock hard, and 
this should be noted in the examination. Any undue tenderness 

caused by palpation or movement of the uterus should be noted, 
because it may imply an inflammatory process.

Attention is then turned to examination of the adnexa. If the 
right hand is the pelvic hand, the first two fingers of the right 
hand are then moved into the right vaginal fornix as deeply as 
they can be inserted. The abdominal hand is placed just medial 
to the anterior superior iliac spine on the right, the two hands are 
brought as close together as possible, and with a sliding motion 
from the area of the anterior superior iliac spine to the introitus, 
the fingers are swept downward, allowing for the adnexa to be 
palpated between them. A normal ovary is approximately 3 × 
2 cm (about the size of a walnut) and will sweep between the 
two fingers with ease unless it is fixed in an abnormal position 
by adhesions. When the adnexa are palpated, its size, mobility, 
and consistency should be described. When the right adnexa has 
been palpated, the left adnexa should be palpated in a similar 
fashion by turning the vaginal hand to the left vaginal fornix 
and repeating the exercise on the left side (Fig. 7.13). Adnexa 
are usually not palpable in postmenopausal women because of 
involution and retraction of the ovary to a position higher in the 
pelvis. A palpable organ in such an individual may need further 
investigation for ovarian pathology if enlarged, although they are 
mostly benign or no disease is found.

Figure 7.11 Obtaining cells from transformation zone using Ayers 
spatula.

Figure 7.12 Bimanual examination of uterus.

P
elvic sidewall 

Figure 7.13 Bimanual examination of adnexa.
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evidence of erythema or lesions. Vaginal lesions, such as areas of 
adenosis (see Chapter 11), clear cystic structures (Gartner cysts), 
or inclusion cysts on the lines of scars or episiotomy incisions, 
should be noted.

Any concerning fluid discharge is collected for wet mount 
and potential culture. Saline wet mount allows for visualization 
of normal vaginal epithelial cells as well as any abnormal findings 
such as motile trichomonads, clue cells (vaginal epithelial cells 
studded with adherent coccobacilli, indicative of bacterial vagi-
nosis), or polymorphonuclear leukocytes (indicative of inflam-
mation).

A potassium hydroxide wet mount includes the whiff-amine 
test, which, if positive for a distinct fishy odor, may indicate bac-
terial vaginosis. In addition, inspection of the slide may reveal 
hyphae and budding yeast, indicative of Candida vaginitis.

In many instances, particularly with women younger than 26 
years, it is appropriate to screen for chlamydia and gonorrhea 
using swabs that sample secretions from the endocervical canal 
or the vagina. The gold standard is nucleic acid amplification 
testing (NAAT) of the urine or vaginal/cervical discharge, rather 
than a culture. Yearly chlamydia testing is recommended for all 
sexually active women up to age 25 (ACOG, Well-Woman Care, 
2014) (see Chapter 23).

Next, the cervix is inspected. It should be pink and with-
out lesions. In a nulliparous individual, the external os should 
be round. When a woman is parous, the external os takes on a 
slitlike appearance, and if there have been cervical lacerations, 
healed stellate lacerations may be noted (Fig. 7.9). Normally, 
the transformation zone (i.e., the junction of squamous and 
columnar epithelium) is just barely visible inside the external os. 
Occasionally, glandular epithelium may be present on the por-
tio vaginalis, moving the transformation zone onto the portio. 
This is common in teenage girls, women who have been exposed 
to diethylstilbestrol in utero, some women with vaginitis, or 
women immediately postpartum or postabortion. Generally, 
this is cleared by a process of metaplasia, in which squamous 
epithelium covers the columnar epithelium. This process, how-
ever, may leave small areas of irregularities and inclusion cysts, 
called nabothian cysts, which may be seen in various sizes and 
shapes. They are typically translucent and range from a few mil-
limeters to up to 3 cm in size. These cysts are common benign 
findings and require no additional evaluation or treatment.

Cervical ectropion occurs when the endocervical epithelium 
is exposed to the vaginal environment and takes on a reddish 
appearance, similar to granulation tissue. This ectropion is not 
a pathologic condition.

Any lesions of the cervix should be noted and, where appro-
priate, a biopsy should be performed. In a patient with acute 
herpes simplex, vesicles or ulcers may be noted. In a patient 
infected with human papillomavirus, warts (condylomata acu-
minata) on the cervix may also be observed.

PAPANICOLAOU SMEAR

At this point in the examination a Pap smear is usually taken, 
if indicated. In 1943, Papanicolaou and Trout published their 
now classic monograph demonstrating the value of vaginal 
and cervical cytology as a screening tool for cervical neo-
plasm. With the use of the Pap smear in screening programs, 
the incidence of invasive cervical cancer has been reduced by 
50%. In 2012, ACOG together with ACS and U.S. Preven-
tive Services Task Force (USPSTF) recommended that initial 
screening should begin at age 21 regardless of sexual activ-
ity. For women ages 21 through 29, screening should occur 
every 3 years. Women ages 30 to 65 can either have co-testing 
(Pap plus high-risk human papillomavirus [HPV] testing) or 
just a routine Pap test. Repeat co-testing occurs every 5 years, 
whereas Pap testing alone continues on an every 3-year basis. 
Pap smear screening is no longer recommended in women 
after age 65, if she has had normal adequate testing over the 
past 10 years and she has not been treated for high-grade 
dysplasia within the past 20 years. Exceptions to the above 
schedule include HIV seropositive women, immunosup-
pressed women, and women exposed to DES in utero, all of 
whom should be screened annually (Saslow, 2012). It is cru-
cial to educate women that this extended interval between Pap 
smears is based on long-term, excellent analysis of the existing 
data. The importance of this cancer screening should continue 
to be highlighted during annual preventive visits, as we know 
that 50% of cervical cancer cases develop in women who have 
never had a Pap test, and an additional 10% occur in women 
who have been underscreened (Saslow, 2012). No Pap smear 
screening is necessary after a complete hysterectomy done for 
benign conditions. However, if a supracervical hysterectomy 
was performed, the same screening guidelines pertain as if 
there had been no hysterectomy, since the cervix remains  
in situ.

The goal of the Pap smear is to collect cells from the trans-
formation zone of the cervix. The presence of adequate endo- 
and ectocervical cells ensures that this area is captured in the 
specimen. After excess mucus is gently removed (routine swab-
bing may cause insufficient cells to be sampled), the endocervi-
cal canal is sampled with a Cytobrush, which is placed into the 
canal and rotated. A spatula is then used to collect ectocervical 
cells (Figs. 7.10 and 7.11). A single broomlike sampling device 
can also be used to collect both populations of cells in a single 
step. The collected material is placed in the liquid preservative 
solution. HPV testing can be concurrently ordered from the col-
lected sample, as indicated (Video 7.1).

Nulliparous Parous Stellate

Figure 7.9 Nulliparous, parous, and stellate lacerations of cervix. Figure 7.10 Obtaining cells from endocervix using a Cytobrush.
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Pap 
smear



Pap smear official report
■ 1) the first part of a report states whether the 

sample is satisfactory or unsatisfactory. A 
sample may be unsatisfactory if there is lack of 
a label, loss of transport medium, scant 
cellularity, and contamination by foreign 
material. 

■ 2) report indicates whether the cellular material 
is normal. If other than normal, the 
abnormalities are further divided into 
squamous and glandular. 

■ the cytologist may also comment on whether 
there is evidence of infection, such as yeast, or 
changes consistent with a diagnosis of 
bacterial vaginosis. 

Comprehensive Gynecology 7th edition, 2017 (Lobo RA, Gershenson DM, Lentz GM, 
Valea FA editors); chapter 7.



Reflex HPV testing (also called triage 
HPV testing)

■ Reflex HPV testing is performed when a cervical cytology result 
returns positive for atypical squamous cells of undetermined 
significance (ASC-US); the HPV test is automatically performed on 
the sample that was collected for the cervical cytology.

Feldman S, et al. Cervical cancer screening tests: Techniques for cervical cytology and human papillomavirus testing. uptodate.com. March 2021



Visual inspection
■ Visual inspection of the cervix after application of Lugol's iodine, the first 

method used for cervical cancer screening, was introduced in the 1930s by 
Schiller (Schiller's test)

– has poor specificity and was almost entirely replaced with the advent of 
cervical cytology

■ Visual inspection of the cervix has emerged as a screening tool for low-
resource settings. 

■ Visual inspection can be performed with acetic acid (VIA) or Lugol's iodine 
(VILI). 

– These procedures are also referred to as Visual Inspection with Acetic 
Acid (VIA) or Visual Inspection with Lugol's Iodine (VILI).

Denny L. Cervical cancer screening tests: Visual inspection methods. uptodate.com. Marchj 2021



Visual inspection

■ Visual inspection is indicated for patients for whom cervical cancer screening 
is recommended and for whom these methods are the best screening option 
(ie, patients who do not have access to cervical cytology and human 
papillomavirus [HPV] testing).

■ Active cervicitis is treated before visual inspection because inflammation and 
infection impede accurate assessment of epithelial abnormalities. 

■ Although vaginal infections do not interfere with evaluation, treatment before 
visual inspection may allow the patient to be more comfortable during the 
examination.

Denny L. Cervical cancer screening tests: Visual inspection methods. uptodate.com. Marchj 2021



PROCEDURE for visual inspection
■ Equipment : vaginal speculum, light source that can illuminate the cervix, 3 to 5% acetic 

acid or 4 to 5% Lugol's iodine, large cotton swabs, sponge-holding forceps for application 
of acetic acid and iodine

– *Lugol's iodine is a solution of 5 g of iodine and 10 g of potassium iodide in 100 mL 
distilled water

■ Inspection: 
– Position the patient in the dorsal lithotomy position, insert a speculum into the vagina 

and visualize the cervix
– Inspect the cervix and note any lesions
– Ensure that the entire cervix is visible and that the squamocolumnar junction is visible 

in its entirety
– Apply either acetic acid or Lugol's iodine using a cotton swab, wait for one minute
– Inspect the cervix again and note any lesions or color changes
– Document the findings

Denny L. Cervical cancer screening tests: Visual inspection methods. uptodate.com. March 2021



Visual inspection (using acetic acid):
■ When using acetic acid, a positive test is characterized by opaque, dense, 

well-defined acetowhite areas that touch the squamocolumnar junction or are 
close to the external os, or by the presence of a cervical lesion that turns 
acetowhite. 

■ The absence of color change is a negative test.

Denny L. 
Cervical 
cancer 
screening 
tests: Visual 
inspection 
methods. 
uptodate.co
m. March 
2021



■ Acetic acid dehydrates cells so that squamous cells with relatively large or 
dense nuclei (eg, metaplastic cells, dysplastic cells, cells infected with human 
papillomavirus [HPV]) reflect light and therefore appear white. 

■ Blood vessels and columnar cells are not affected by acetic acid, but become 
easier to visualize against the white background. 

■ It is important to note that not all acetowhite lesions are diagnostic of cervical 
precancer or cervical cancer. 

■ The differential diagnosis of an acetowhite lesion includes changes 
associated with HPV infection, leukoplakia (caused by chronic irritation), or 
squamous metaplasia. 

Visual inspection (using acetic acid):

Denny L. Cervical cancer screening tests: Visual inspection methods. uptodate.com. Marchj 2021



• When using Lugol's iodine, a positive 
test consists of pale yellow areas 
against a darker background; 

• uniform uptake of stain is a negative 
test. 

• Glycogen-containing cells will take up 
iodine and become dark brown. 

• Non-glycogenated cells, such as normal 
columnar or glandular cells, high-grade 
lesions, and many low-grade lesions, 
will not take up iodine and remain light 
yellow 

Visual inspection 
(using Lugol’s iodine):

Denny L. Cervical cancer screening tests: Visual inspection methods. uptodate.com. Marchj 2021



■ Areas with abnormalities and 
gross cervical lesions should be 
biopsied. 

■ biopsy is important to identify 
patients with invasive cancer who 
require further treatment.

Photo grabbed from: 
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2. CERVICAL BIOPSY

■ procedure to remove tissue from the 
cervix to test for abnormal or 
precancerous conditions, or cervical 
cancer.

■ A cervical biopsy may be done when 
abnormalities are found during a pelvic 
exam, or if there are gross/obvious 
pathologic cervical lesions

■ It may also be done if abnormal cells are 
found during a pap smear

https://www.hopkinsmedicine.org/healthlibrary/test_procedures/gynecology/
cervical_biopsy_92,P07767



3. COLPOSCOPY
■ Colposcopy is often the first step in evaluation of 

women with abnormal cytology. 

■ the colposcope is a low-power binocular 
microscope with a powerful light source that is 
used to carefully examine the cervix. 

■ It is placed just outside the vagina after a 
speculum has been inserted and the cervix 
brought into view. 

■ Dilute acetic acid (3% to 5%) is applied to the 
cervix, and after 30 to 60 seconds the cervix is 
examined. 

– Acetic acid dehydrates the epithelial cells and 
dysplastic cells with large nuclei will reflect 
light and appear white. 

Comprehensive Gynecology 7th edition, 2017 (Lobo RA, Gershenson DM, Lentz GM, Valea FA editors).



3. COLPOSCOPY

■ For a thorough and complete exam, the entire 
transformation zone must be assessed 
(“satisfactory” colposcopy). 

■ If some portions of the transformation zone 
cannot be visualized, the colposcopy is 
considered “unsatisfactory” as the examiner is 
unable determine the presence or extent of 
abnormal tissue.

■ In the case of abnormal cytology and an 
unsatisfactory colposcopy, it is recommended that 
an endocervical curettage (ECC) be performed. 

■ Cervical biopsies should be performed of any 
acetowhite lesion 

Comprehensive Gynecology 7th edition, 2017 (Lobo RA, Gershenson DM, Lentz GM, Valea FA editors); 



4. CRYOSURGERY/CRYOTHERAPY

■ use of extreme cold produced by liquid 
nitrogen (or argon gas) to destroy 
abnormal tissue. 

■ used to treat external tumors, ablation of 
benign and premalignant lesions of 
cervix, vagina and vulva

■ For external tumors, liquid nitrogen is 
applied directly to the cancer cells with a 
cotton swab or spraying device.

https://www.cancer.gov/about-cancer/treatment/types/surgery/cryosurgery-fact-sheet

https://www.cancer.gov/Common/PopUps/popDefinition.aspx?id=CDR0000046683&version=Patient&language=English


5. VULVAR BIOPSY
■ Vulvar biopsy is performed to diagnose lesions or skin 

changes of the vulvar epithelium. 

■ For small lesions, vulvar biopsy may excise and treat the 
entire lesion. 

■ indications for vulvar biopsy include the following:
1. Visible lesion for which definitive diagnosis cannot be 

made on clinical grounds
2. Possible malignancy
3. Visible lesion with presumed clinical diagnosis that is not 

responding to usual therapy
4. Lesions with atypical vascular patterns
5. Benign appearing lesions requiring definitive diagnosis 

(eg, acrochordon)
6. White lesions failing empiric therapy

https://emedicine.medscape.com/article/1998133-overview



6. ENDOMETRIAL BIOPSY

■ Endometrial sampling using a curette
■ For investigation of abnormal uterine 

bleeding
■ Helps in diagnosing benign, malignant 

or premalignant endometrial lesions

■ Contraindications: pregnancy, acute 
pelvic inflammatory disease, cervical 
cancer, acute cervical/vaginal infection, 
cervical stenosis

Comprehensive Gynecology 7th edition, 2017 (Lobo RA, Gershenson DM, Lentz GM, Valea FA editors); 



7. HYSTEROSCOPY

■ Hysteroscopy is the direct visualization of the 
endometrial cavity via the cervix using an 
endoscope and a light source. 

■ Various infusion media are used for uterine cavity 
distention, which is necessary for inspection. 

■ Many surgical instruments and devices are 
available for diagnostic biopsy and pathology 
removal and therapeutic procedures.

■ most frequently used in the evaluation of 
abnormal uterine bleeding for both pre- and 
postmenopausal women. 

Comprehensive Gynecology 7th edition, 2017 (Lobo RA, Gershenson DM, Lentz GM, Valea FA editors); 



8. SONOHYSTEROSALPINGOGRAM/ 
SALINE INFUSION SONGRAPHY

■ Procedure to test patency of fallopian tubes

■ It is best to schedule during the week 
following the end of menses to avoid a 
possible pregnancy and also get better 
definition of the uterine cavity when the 
endometrium is still thin. 

■ prophylactic antibiotics given: doxycycline 
(100 mg twice daily for 3 days, starting 1 day 
before the procedure)

– If a hydrosalpinx is seen, doxycycline 
should be continued for 1 week. 

Comprehensive Gynecology 7th edition, 2017 (Lobo RA, Gershenson DM, Lentz GM, Valea FA editors); 



9. OFFICE CYSTOMETRY
■ urodynamic test that measures bladder 

pressure during the filling phase of the 
micturition cycle. 

■ First urge to void, normal desire to void, and 
bladder capacity are noted. 

■ the woman can cough or perform the 
Valsalva maneuver to detect stress 
incontinence in the absence of a detrusor 
contraction. 

■ An aseptosyringe is attached to the 
indwelling foley catheter and 50ml 
increments of saline is infused

– Bladder volume at the first urge to void is 
noted

– Bladder capacity is determined by instilling 
saline until the patient feels unable to hold 
anymore

Comprehensive Gynecology 7th edition, 2017 (Lobo RA, Gershenson DM, Lentz GM, Valea FA editors); chapter 7.



9. OFFICE CYSTOMETRY
■ Normal values:

■ Residual urine: <50ml
■ First desire to void: 150-200ml
■ Bladder capacity: 400-500 ml

■ Bonney test
– The fluid is drained from the bladder until 

250 ml fluid remains. The patient is instructed 
to cough à if urine spills à URINARY 
INCONTINENCE

– Examiner finger applied against anterior 
vaginal wall at the pubovesical angle à
patient asked to cough à if no urine spills, 
then surgery will correct the urinary 
incontinence. 

Comprehensive Gynecology 7th edition, 2017 (Lobo RA, Gershenson DM, Lentz GM, Valea FA editors); chapter 7.



10. CYSTOURETHROSCOPY /
CYSTOSCOPY

■ may be performed with a flexible or rigid 
telescope that allows visualization of the urethra, 
bladder, and ureteral orifices.

■ Generally, saline or sterile water is used for the 
infusion fluid to expand the bladder. 

■ Local lidocaine jelly is inserted into the urethra for 
analgesia 

■ the bladder may be visualized and the presence 
of inflammation, foreign bodies, urinary tract 
stones, anatomic abnormalities such as a 
duplicated ureter or benign or malignant lesions 
noted. 

Comprehensive Gynecology 7th edition, 2017 (Lobo RA, Gershenson DM, Lentz GM, Valea FA editors); chapter 7.
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