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Figure 4.1 Graphic representation of normal and abnormal epithelial cellsFigure 4.1 Graphic representation of normal and abnormal epithelial cells

specimen was taken. Health workers are responsible for ensuring that the woman is 
informed of her result and that she receives appropriate follow-up as outlined in Annex 
4a. The Pap test takes less than 5 minutes to perform, is not painful, 
and can be done in an outpatient examination room. It is advisable to 
postpone taking a Pap smear if the woman is menstruating actively, has 
a clinically evident acute inflammation, or is pregnant. A satisfactory 
smear requires adequate numbers of well preserved squamous 
epithelial cells and an adequate endocervical/transformation zone 
component. Each smear should be legibly labelled.

The accuracy of cytological testing depends on the quality of the services, including 
sampling practices (taking and fixing the smears), and preparation and interpretation of 
smears in the laboratory. Under the best conditions in developed countries or research 
settings, conventional cytology can detect up to 84% of precancer and cancer. However, 
under poor conditions its sensitivity can be as low as 38%. The specificity of the test is 
usually over 90%.  

Liquid-based cytology (LBC) 

This refinement of conventional cytology was introduced in the mid-1990s and is 
increasingly used in high-resource settings. Instead of smearing cervical cells on a 
slide, the provider transfers the specimen from a brush to a preservative solution. The 
specimen is sent to a laboratory where the slide is prepared. LBC is more expensive 
than conventional cytology and laboratory staff need to be specially trained. However, it 
appears to have a number of advantages over conventional methods.

•	 The specimens obtained are more representative of the areas sampled with fewer 
false negatives.

•	 There are fewer unsatisfactory specimens.

•	 Each specimen requires a shorter interpretation time, leading to increased efficiency 
and cost-effectiveness.

•	 The material collected can also be tested for HPV DNA.

Annex 4a
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Although, as yet, no randomized controlled trial comparing LBC with conventional Pap 
smear has been published, several studies have shown that LBC is more sensitive than 
Pap smear and has almost the same specificity. 

Providers

After a short training course, any provider who knows how to do a speculum 
examination (nurse, auxiliary or assistant nurse, midwife, clinical officer, medical doctor) 
can take a Pap smear.  

Indications

The following groups of women should be offered screening:

•	 Any woman between the ages of 25 and 65 years, who has never had a Pap smear 
before or who had one 3 or more years ago (or according to national guidelines).

•	 Women whose previous Pap smear was reported as inadequate or showed a mild 
abnormality. 

•	 Women who have abnormal bleeding, bleeding after intercourse or after the 
menopause, or other abnormal symptoms.

•	 Women who have been found to have abnormalities on their cervix. 

Interpretation of smears

Smears are read in a laboratory by trained cytotechnicians, under the supervision of a 
pathologist, who has final responsibility for the reported results. Correct interpretation 
of slides is crucial to a successful programme. To maintain proficiency and avoid 
fatigue, cytotechnicians should spend a maximum of 5 hours a day at the microscope 
and should review a minimum of 3000 slides per year. Quality assurance is crucial 
and should be established in all cytology laboratories. The two most commonly used 
methods are rapid review of all negative slides, and full rescreening of a 10% random 
sample of slides originally reported as negative. In both methods, the review is done 
by another cytotechnician, with confirmation of abnormal smears by the supervising 
pathologist. Current evidence shows that, of the two methods, rapid review of all 
negative smears is more effective and more cost-effective. Laboratories should be 
equipped to read a minimum of 15 000 smears annually.8  Therefore, cytology services 
should not be decentralized to primary health care clinics or to small laboratories. 
Reliable transport of slides and test results to and from the laboratory is essential.  

8 
Detailed information on cytology laboratories is beyond the scope of this Guide. Further information  

can be found in the references listed under “Additional resources” at the end of this chapter.
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The speed with which results are sent to the health facility is an important eleThe speed with which results are sent to the health facility is an important ele--
ment of the quality of the laboratory service and the quality of care, and greatly ment of the quality of the laboratory service and the quality of care, and greatly 

affects women’s satisfaction with the service.affects women’s satisfaction with the service.  

RECOMMENDATIONRECOMMENDATION
Cytology is recommended for large-scale cervical cancer screening programmes, 
if sufficient resources exist. 

 
HPV DNA-based screening methods

New screening procedures are based on the detection of high-risk HPV 
DNA in vaginal or cervical smears. A sample of cells is collected from 
the cervix or vagina using a swab or small brush, and placed in a small 
container with a preservative solution. The specimen can be collected 
by a health care provider or by the woman herself, inserting a swab deep into the 
vagina. Studies comparing the two collection methods have shown that self-collection 
is less sensitive than provider-collection. In either case, the specimen containers are 
transported to a laboratory where they are processed. HPV DNA-based tests currently 
require sophisticated and expensive laboratory equipment, although work is under way 
to develop a more affordable and less complicated test that can be carried out in lower-
level settings. Detection of high-risk HPV does not necessarily mean that precancer 
or cancer is present; it indicates simply that there is an HPV infection. As mentioned 
earlier, HPV infections are extremely common in women under 35 years, and most of 
them resolve spontaneously. When detection of HPV is used as a primary screening test, 
the sensitivity for detection of precancer and cancer varies from 50% to 95%, with most 
studies reporting high sensitivity of 85% or more. The specificity ranges from 50% to 
95%, with an average of 84%. In women aged 35 years or older, HPV DNA tests perform 
better because in these women a positive test is more likely to be due to a persistent 
infection than in younger women. The average sensitivity and specificity in this group 
are 89% and 90%, respectively. The combination of cytology and HPV testing has very 
high sensitivity and negative predictive values approaching 100% (see Annex 3). It 
might therefore be possible to increase the interval between screenings 
for women who are negative on both tests. However, performing the 
two tests together is expensive. The high cost, and the need for both a 
molecular laboratory and reliable methods of transport, present major 
challenges, and the feasibility of HPV testing has not been demonstrated 
in low-resource settings. A new, faster, highly sensitive and less costly 
test for HPV is under development but is not yet available. 

HPV test
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Providers

HPV DNA testing can be done by trained providers at any level of the health care 
system, provided that there is an appropriate laboratory within a reasonable distance, 
and that reliable transport is available for specimens. Clinic needs for HPV testing are 
the same as for Pap smears and visual methods. 

Indications

HPV is not generally used on its own as the primary screening test. It is mainly used in 
combination with cytology to improve the sensitivity of the screening or as a triage tool 
to assess which women with borderline Pap results need to be referred for colposcopy. 
The main indication is a Pap result of “atypical cells of undetermined significance” 
(ASC-US). Of the women with this lesion, only those who test positive for high-risk HPV 
will need to be referred for colposcopy and biopsy, significantly reducing the number of 
colposcopies.  

Laboratory facilities

The HPV laboratory requires a special clean room to avoid contamination, and highly 
trained technicians. It also requires equipment and reagents as specified by the 
manufacturers of the test. 

RECOMMENDATIONRECOMMENDATION
HPV DNA tests as primary screening methods, at this time, are recommended for 
use only in pilot projects or other closely monitored settings. They can be used in 
conjunction with cytological or other screening tests, where sufficient resources 
exist. HPV DNA-based screening should not begin before 30 years of age.  

Visual methods

Two visual methods are available:

•	 visual inspection with acetic acid (VIA); 

•	 visual inspection with Lugol’s iodine (VILI). 

Abnormalities are identified by inspection of the cervix without magnification, after 
application of dilute acetic acid (vinegar) (in VIA) or Lugol’s iodine (in VILI). When vinegar 
is applied to abnormal cervical tissue, it temporarily turns white (acetowhite) allowing 
the provider to make an immediate assessment of a positive (abnormal) or negative 

VIA and VILI

   PS10
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(normal) result. If iodine is applied to the cervix, precancerous and cancerous lesions 
appear well-defined, thick, and mustard or saffron-yellow in colour, while squamous 
epithelium stains brown or black, and columnar epithelium retains its normal pink 
colour. 

Because they do not rely on laboratory services, VIA and VILI are promising alternatives 
to cytology where resources are limited. They are currently being tested in large, 
cross-sectional, randomized controlled trials in developing countries. Until data from 
these studies are available, VIA and VILI are recommended by WHO only for use in 
pilot settings, because the impact on cervical cancer incidence and mortality is still 
unproven. In research settings, VIA has been shown to have an average sensitivity for 
detection of precancer and cancer of almost 77%, and a range of 56% to 94%.  
The specificity ranges from 74% to 94% with an average of 86%. Low-level 
magnification does not improve the performance of VIA over and above that of naked 
eye visualization. One study has shown that VILI can detect 92% of women with 
precancer or cancer, a sensitivity considerably higher than that of either VIA or cytology. 
Its ability to identify women without disease is similar to that of VIA (85%), and lower 
than that of Pap smears. One study showed that VILI had a higher reproducibility than 
VIA. VIA and VILI can be performed in clinics and other outpatient facilities. They are 
both short procedures and cause no pain. Assessment is immediate, and no specimen 
is required.

Advantages

•	 VIA and VILI are relatively simple and can be taught to nurses, nurse-midwives and 
other health workers.  

•	 Assessment is immediate and no transport, or laboratory equipment or personnel, is 
needed. 

•	 The tests are likely to be less costly than other approaches in routine use. 

•	 Results are available immediately, eliminating the need for multiple visits in most 
cases, and reducing loss to follow-up. 

•	 They could potentially be used in an approach based on screening and treating 
women in a single visit (see Chapter 5). 

Disadvantages

•	 Because of the low positive predictive value of the test (see Annex 
3), a considerable number of women who test positive do not 
have disease, resulting in excessive diagnosis and treatment, and 
unnecessary anxiety. 

•	 Visual tests cannot be relied on in postmenopausal women, because the 
transformation zone of these women is often inside the cervical canal.

Annex 3
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   3
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•	 There is no permanent record of the test that can be reviewed later.

•	 VIA has mostly been evaluated as a once-in-a-lifetime screening test, and its 
performance in periodic screening has not been assessed.  

Providers 

Trained nurses, nurse-midwives, nurse assistants, physicians and other health workers 
with adequate and ongoing support and supervision can perform VIA. Training takes 
5–10 days using a competency-based approach. To maintain quality services, it is 
important that an experienced provider conducts regular assessments. Studies show 
that immediately after training, providers have more false positive results. These 
decrease in a few months as the providers gain experience.  

Indications

If adopted by a programme as a screening method, VIA and VILI are indicated for all 
women in the target age group specified in national guidelines, provided that:

•	 They are premenopausal. Visual methods are not recommended for postmenopausal 
women, because the transition zone in these women is most often inside the 
endocervical canal and not visible on speculum inspection.

•	 Both squamocolumnar junctions (i.e. the entire transformation zone) are visible.  

If the patient does not meet the above indications and no alternative screening method 
is available in the particular clinical setting, she should be referred for a Pap smear. 

RECOMMENDATIONRECOMMENDATION
Visual screening methods (VIA and VILI), at this time, are recommended for use only 
in pilot projects or other closely monitored settings. These methods should not be 
recommended for postmenopausal women. 
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Test Procedure Strengths Limitations Status

Conventional 
cytology  
(Pap smear)

Sample of 
cervical cells 
taken by provider 
and examined 
by trained 
cytotechnicians in 
a laboratory

• History of long use
• Widely accepted 
• Permanent record 

of test
• Training and 

mechanisms for 
quality control 
established

• Modest 
investments in 
existing 
programmes can 
improve services

• High specificity

• Results not 
immediately 
available

• Systems needed 
to ensure timely 
communication 
of test results 
and follow-up of 
women

• Transport required 
for specimen to 
laboratory and for 
results to clinic

• Requires laboratory 
quality assurance

• Moderate 
sensitivity 

• Available 
in many 
countries 
since the 
1950s 

• Cytology-
based 
programmes 
have reduced 
cancer 
mortality in  
developed 
countries

Liquid-based 
cytology (LBC) 

Sample of cervical 
cells is obtained 
with a small brush, 
immersed in 
special liquid and 
sent to laboratory 
for processing and 
screening

• Fewer inadequate 
or unsatisfactory 
samples requiring 
patient call-back 
and rescreening 

• Once 
cytotechnicians 
are proficient, LBC 
samples take less 
time to review

• Samples can be 
used for molecular 
testing (such as 
for HPV)

• Results not 
immediately 
available

• Supplies and 
laboratory 
facilities more 
expensive than 
for conventional 
cytology 

• No controlled 
studies, to date, 
comparing 
sensitivity and 
specificity with 
conventional 
cytology 

Selected as 
screening 
method in some 
developed 
countries 
(e.g. United 
Kingdom)

continued next page

Table 4.1 Summary of characteristics of screening methods for cervical cancer 
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Test Procedure Strengths Limitations Status

HPV DNA 
testing

Molecular 
testing for 
HPV – swab 
taken by 
provider 
or woman 
herself 
and sent to 
laboratory

• Collection of 
specimen simple

• Automated 
processing

• Can be combined 
with Pap smear 
to increase the 
sensitivity, but this 
increases also the 
cost

• A negative test 
means no HPV and 
related morbidity 
is present

• The assay result 
is a permanent 
record

• High specificity 
in women over 
age 35 

• Results not 
immediately 
available

• High unit cost  
• Complex laboratory 

requirements and 
specimen transport

• Low specificity 
in young women 
leading to 
overtreatment

• Storage of reagents 
problematic

• Commercially 
available and used 
in some developed 
countries in 
addition to cytology 

• Lower-cost tests in 
development

Visual 
methods 
(VIA and 
VILI)

Trained 
provider 
examines 
cervix after 
staining with 
vinegar (in 
VIA) and 
with Lugol’s 
iodine (in 
VILI)

• Relatively simple 
and inexpensive

• Results available 
immediately 

• Can be performed 
by wide range of 
personnel after 
short training

• Low level of 
infrastructure 
required

• Can be combined 
with offer of 
immediate 
treatment in 
single-visit 
approach

• High provider 
variability 

• Lower specificity 
resulting in high 
referral rate and 
overtreatment

• No permanent 
record of test

• Not appropriate for 
postmenopausal 
women

• Lack of 
standardization

• Frequent retraining 
needed

• Limited evidence 
available

• Only recommended 
at this time for use 
in demonstration 
projects

• Large randomized 
controlled trials 
under way to 
determine effect on 
cancer incidence 
and mortality

Continued from page 99

Table 4.1 Summary of characteristics of screening methods for cervical cancer 
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FOLLOW-UP
Follow-up and management of women with an abnormal (positive) test

Screening by itself will not prevent a single case of cervical cancer. An effective system 
for follow-up and treatment of women who test positive is perhaps the most important 
component of a successful cervical cancer prevention programme. 

Ideally, all women should receive the results of their test, whether negative or positive. 
In practice, resources will sometimes be too limited to allow this. 
At the very least, women whose test result is positive or abnormal 
must be informed of the result and of what follow-up is needed. 
Follow-up should be in line with national protocols or based on the 
recommendations found in Annex 4. 

Follow-up is essential for the woman’s welfare and for the success of the programme 
and every effort should be made to contact women with positive test results.

The following actions will help ensure that women with an abnormal screening test can 
be reached for follow-up:

•	 The woman’s address, or other information on how she can be reached, should be 
noted at the time of screening (with her consent).

•	 During counselling and after screening, providers need to emphasize the importance 
of coming back for results and follow-up care. 

•	 Every clinic should have a directory of all women with abnormal test results, with an 
indication of whether they have received the results and been followed up. Clinics 
should designate someone to ensure that follow-up is done. 

For women who do not return spontaneously as advised, providers can:

•	 send a letter by mail; 

•	 telephone women at home or at work;

•	 ask community health workers to contact women directly at home. 

Health care managers and providers can develop other locally appropriate approaches 
to reach women with abnormal screening tests. 

Health facilities need to make every effort to find women with abnormal results if Health facilities need to make every effort to find women with abnormal results if 
they do not return for scheduled appointments.they do not return for scheduled appointments.

Flowchart screening

Annex
   4
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Record-keeping

Records should be compatible throughout a country, so that all the data collected by the 
cervical cancer control programme can be compared. The information system should 
include every woman’s clinical record, appointments scheduled, and those kept or 
missed. This can be a simple paper record or can be computer-based. A logbook can be 
used to register women screened and record their test results. If women need to return 
later for their results, a system must be in place to ensure that those 
with abnormal results are notified and that women who are hard to 
locate are traced. Sample forms for follow-up can be found in Annex 7.

Documents

Annex
   7
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•	 Educate and inform the community, promote the screening 
programme, and encourage women to attend. 

•	 Refer appropriate women for screening. 

•	 Assist women to attend screening clinics.

•	 Assist in follow-up of women with a positive screening to ensure 
that they return to the clinic for management. 

•	 Screen, using methods specified by national guidelines and 
integrating screening into other services.

•	 Train, support and supervise CHWs. 

•	 Work with CHWs to educate women, and recruit them for 
screening.

•	 Participate in campaigns to bring women at high risk for testing. 

•	 Provide counselling and health education in the clinic and 
community.

•	 Inform and counsel women with positive screening test results, 
and advise them on needed follow-up, diagnosis and treatment.

•	 Implement an accurate patient information system, to allow 
proper tracking and follow-up of women after treatment.  

•	 Carry out screening activities as per national programme.

•	 Inform and counsel women with positive screening test results, 
and advise them on needed follow-up, diagnosis and treatment.

•	 Train, support and supervise providers at health centre level. 

•	 Manage referral systems with lower and higher levels of the 
health system. 

•	 Carry out screening in outpatient clinics where women are seen. 

•	 Maintain central cytology, pathology, and molecular laboratories, 
as feasible. 

•	 Interpret screening and histopathology results and ensure that 
results reach the screening site.

•	 Train medical personnel, and support and supervise providers in 
lower-level health facilities. 

•	 Manage referral and links with lower levels of the health system.

screening activities at different levels of the health system

In the community 

At the health centre 

At the district hospital

At the central hospital
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   Counselling messagesCounselling messages

Women who have just had a screening test need to be told:

•	 if anything abnormal was noted;

•	 when the results will be available;

•	 the date of the next appointment.  

Women returning for test results should be counselled on:

•	 the result of the test and what it means;

•	 if normal, when they need to return for repeat screening;

•	 if inadequate or not normal, what follow-up is needed; 

•	 where and when to go for follow-up.
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What is informed consent?
Women must give informed consent before being screened for cervical cancer. This 
means that she should understand what is to take place, including the potential risks 
and complications of both proceeding and not proceeding, and has given permission 
for the procedure. It should be made clear to the woman that there will be no punitive 
action if she refuses the procedure. 

When asking for informed consent:

•	 Give the woman all essential information on what you are about to do and request 
her consent before starting any examination or procedure. It is unethical to ask for 
informed consent retroactively. 

•	 If there is a possibility that she might need to be contacted at home or at work 
(e.g. to give test results or remind her to return for an appointment), obtain 
consent for doing so.

•	 Family members should be included in the discussion only if the woman has given 
explicit permission. 

•	 Keep medical terminology to a minimum. Explain any technical words that have no 
local equivalent. 

•	 You may find it helpful to draw or use pictures to illustrate your explanations. 

•	 Be clear and direct; do not use words the patient will not understand, or which are 
vague, such as “growth” or “neoplasm”.

•	 Do not confuse the woman by saying too much, but cover all the important issues.

•	 Allow some time for the woman to take in what you have said. Then let her ask 
questions. When all the questions have been addressed, ask the woman for her 
formal consent.

•	 It might be culturally important to include others, such as the woman’s partner, 
in the decision-making process; however, you should ensure that the woman’s 
wishes are respected. 

Explaining practices and procedures
You will find explanations for patients included in each chapter of this Guide and 
in the practice sheets. You may adapt these to individual situations to help explain 
procedures in terms the patient and her family understand. 
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STEPS FOR OBTAINING INFORMED CONSENT
Preparation

1.	 Ensure privacy and explain that confidentiality is always respected 
in your facility.

2.	 Follow your facility’s regulations on obtaining informed consent.

3.	 Apply general rules on counselling and good communication. Listen 
carefully and address the woman’s concerns; give her the time she needs to 
understand and to make a decision.

4.	 Ask her if she would like to have family members present or if she would like to 
discuss the decision with family members at home. Do not pressure her to make a 
decision before she is ready. 

Process

5.	 Give all the necessary information on the test, procedure or treatment you are 
recommending and any available alternatives. Use the explanations for patients 
included in this Guide, adapted to your facility and the individual situation, to help 
explain procedures such as cryotherapy, surgery, and radiotherapy. Include the 
following information: 
•  purpose of the procedure; 
•  possible benefits; 
•  risks of doing what you suggest and of not doing it; 
•  need for anaesthesia or hospitalization; 
•  potential side-effects and complications and what to do if any of them occur; 
•  recovery time; 
•  cost; 
•  chance of success or failure.

6.	 Ask the woman if she has any questions, and answer them.

7.	 Check that the patient has understood. You can do this by asking her to repeat 
points that may be difficult or important, or by using other words to reiterate the 
most important issues, such as: “Did you understand that you should not have 
intercourse for 4 weeks after this procedure?  How do you think your husband will 
feel about that?”

8.	 Correct any misunderstanding.

9.	 Keep a written record, either on a consent form or in the medical record 
(according to your facility’s guidelines), that: 
•  you confirmed her understanding of the information;  
•  her decision to undergo a test or treatment (or to refuse it) was voluntary. 

Counselling
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Cervical cancer screening includes taking a history, to assess if the woman has 
specific risk factors or suggestive symptoms. Most screening tests involve a 
speculum examination. 

The following equipment and supplies should be available:

•	 clinical chart and pencil;

•	 drawings of pelvic organs, if possible;

•	 soap and water for washing hands;

•	 light source to examine the cervix;

•	 examination table covered by clean paper or cloth;

•	 disposable or high-level disinfected examination gloves;

•	 specula of different sizes, high-level disinfected (need not to be sterile);

•	 small container of warm water to lubricate and warm the speculum;

•	 0.5% chlorine solution for decontaminating instruments and gloves. 

HISTORY
Ask the patient about:

•	 her age, education, number of pregnancies, births and living children, last 
menstrual period, menstrual pattern, previous and present contraception;

•	 previous cervical cancer screening tests, their dates and results;

•	 medical history including any medications or drug allergies;

•	 social history, including factors that may increase her risk of cervical cancer;

•	 sexual history including age of sexual initiation and of first pregnancy, number of 
partners, previous STIs, and any behaviours that may suggest an increased risk of 
cervical cancer;

•	 any symptoms and signs of cervical cancer and other illnesses. 

9 
Adapted from: Burns A et al. Where women have no doctor. Berkeley, CA, Hesperian 

Foundation, 1997; and WHO. Sexually transmitted and other reproductive tract infections: a 
guide to essential practice. Geneva, 2005.
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PERFORMING A PELVIC EXAMINATION
After taking a history, perform a pelvic examination. There are three components to 
the female genital examination:

•	 an external genital examination;

•	 a speculum examination;

•	 a bimanual examination. 

Before the examination

1.	 Have all necessary equipment and supplies ready. Ensure the speculum used is 
at a comfortable temperature.

2.	 If tests or interventions are planned (e.g. a Pap smear), tell the woman what they 
are, what they are for, and when you expect to have the results.

3.	 Ask the woman if she has any questions, and answer them truthfully.

4.	 Explain what the pelvic examination consists of and show the woman a 
speculum.

5.	 Ask the woman to empty her bladder (urinate) and have her undress from the 
waist down. Be particularly sensitive to her sense of modesty about uncovering 
normally clothed areas, or if the examination is perceived to be invasive. 

6.	 Position the woman on the examination table. 

Examination of the external genital area

7.	 Using a gloved hand to gently touch the woman, look for redness, lumps, 
swelling, unusual discharge, sores, tears and scars around the genitals and in 
between the skin folds of the vulva. These can be signs of a sexually transmitted 
infection. 
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8.	 Hold the speculum blades together 
sideways and slip them into the 
vagina. Be careful not to press on the 
urethra or clitoris because these areas 
are very sensitive. When the speculum 
is halfway in, turn it so the handle is 
down. Gently open the blades and look 
for the cervix. Move the speculum 
slowly and gently until you can see 
the entire cervix. Tighten the screw 
(or otherwise lock the speculum in the 
open position) so it will stay in place.

9.	 Check the cervix, which should look pink, round and smooth. There may be small 
yellowish cysts, areas of redness around the opening (cervical os) or a clear 
mucoid discharge; these are normal findings. 

10.	 Look for any abnormalities, such as:

        a.  Vaginal discharge and redness of the vaginal walls, which are common signs 
of vaginitis. If the discharge is white and curd-like, there is probably a yeast 
infection.

        b.  Ulcers, sores or blisters. Genital ulcers may be caused by syphilis, chancroid,   
herpes virus or, in some cases, cancer. Sores and blisters are usually caused by 
herpes virus.

        c.  Easy bleeding when the cervix is touched with a swab, or a mucopurulent 
discharge, which are signs of a cervical infection.

        d.  An abnormal growth or tumour, which might be cervical cancer.

11.	 Gently pull the speculum towards you until the blades are clear of the cervix, close 
the blades and remove the speculum.

The speculum examination

cervix
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The bimanual examination

The bimanual examination allows you to feel the reproductive organs inside the 
abdomen.

12.	 Test for cervical motion tenderness. Put the pointing and the middle finger of 
your gloved hand in the woman’s vagina. Turn the palm of your hand up. Feel 
the cervix to see if it is firm and round. Then put one finger on either side of the 
cervix and move the cervix gently while watching the woman’s facial expression. 
If this causes pain (you may see the woman grimace), this indicates cervical 
motion tenderness, and she may have an infection of the womb, tubes or 
ovaries (pelvic inflammatory disease or PID). If her cervix feels soft, she may be 
pregnant.

13.	 Feel the womb by gently pushing on her lower abdomen with your other hand. 
This moves the womb, tubes and ovaries closer to the fingers inside her vagina. 
The womb may be tipped forwards or backwards. When you find the womb, feel 
for its size and shape. It should feel firm, smooth and smaller than a lemon. 

        •	 If the womb feels soft and large, the woman is probably pregnant.

        •	 If it feels lumpy and hard, she may have a fibroid or other growth.

        •	 If it hurts her when you touch it, she may have an infection.

        •	 If it does not move freely, she may have scars from an old infection. 
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14.	 Feel the tubes and ovaries. If these are normal, they will be hard to feel. If you feel 
any lumps that are bigger than an almond or that cause severe pain, she may have 
an infection or other condition needing urgent treatment. If she has a painful lump, 
and her period is late, she may have an ectopic pregnancy; in this case, she needs 
medical help right away.

15.	 Move your finger to feel the inside of the vagina. Make sure there are no unusual 
lumps, tears or sores.

16.	 Ask the woman to cough or push down as if she were passing stool. Look to see 
if something bulges out of the vagina. If it does, she may have a fallen womb or 
fallen bladder (prolapse). 

After the examination	

17.	 Place used equipment and gloves in decontamination solution.

18.	 Wash your hands with soap and water.

19.	 Record all findings on the woman’s chart.

20.	 Tell the woman if her examination was normal or if you noted anything unusual or 
abnormal, and explain what any abnormality you noted might mean.

21.	 If you noted any signs that might indicate a sexually transmitted infection, treat the 
woman and her partner immediately, according to national or WHO guidelines.10  

Provide condoms and teach them how to use them. If you found an acute cervical 
infection or PID, provide treatment as outlined in Annex 8. 

22.	 If you found something that needs urgent treatment or that cannot 
be handled at your centre (e.g. ectopic pregnancy, prolapse, 
cervical tumour), refer the woman to a higher level of care.

23.	 Give her a date to return for follow-up if necessary.

10 
WHO. Sexually transmitted and other reproductive tract infections: a guide to essential practice. 

Geneva, 2005.

Annex 8

Annex
   8
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In a Pap smear test, a sample of cells is taken from the uterine cervix using a spatula 
or brush (see figure PS8.1), smeared onto a slide, and examined under a microscope 
for abnormal cells (precancer or cancer). When a Pap smear shows abnormal 
epithelial cells, it is reported as positive. Most women with a positive Pap smear need 
more tests to confirm the diagnosis and to determine whether treatment is needed.11 

The following materials and equipment are needed for taking a conventional Pap 
smear: 

•	 soap and water for washing hands;

•	 a light source to examine the cervix;

•	 an examination table covered by clean paper or cloth;

•	 a speculum, high-level disinfected (it need not be sterile);

•	 disposable or high-level disinfected examination gloves;

•	 an extended-tip wooden or plastic spatula (or another device for sampling);

•	 a glass slide with frosted edge and pencil for labelling;

•	 fixative solution;

•	 recording form;

•	 small container of warm water to lubricate and warm the speculum;

•	 0.5% chlorine solution for decontaminating instruments and gloves.

Figure PS8.1 Devices for Pap smear samplingFigure PS8.1 Devices for Pap smear sampling

(a)   Wooden spatula 
(b)   Endocervical brush 
(c)   Plastic brush / broom

11 
When the Pap smear reports ASC-US or LSIL, only persistent lesions (reported on two Pap 

smears within 6 months to 1 year) should be investigated further.


