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Please use this material freely. This material is an educational resource and as such does not define a 

standard of care, nor is intended to dictate an exclusive course of treatment or procedure to be followed. It 

presents methods and techniques of clinical practice that are acceptable and used by recognized 

authorities, for consideration by licensed physicians and healthcare providers to incorporate into their 

practice. Variations of practice, taking into account the needs of the individual patient, resources, and 

limitation unique to the institution or type of practice, may be appropriate.  

 

 

I. AN INTRODUCTION TO THE NORMAL CERVIX, NEOPLASIA, AND COLPOSCOPY  

The uterine cervix presents a unique opportunity to clinicians in that it is physically and visually accessible 

for evaluation. It demonstrates a well-described spectrum of histological and colposcopic findings from 

health to premalignancy to invasive cancer. Since nearly all cervical neoplasia occurs in the presence of 

human papillomavirus infection, the cervix provides the best-defined model of virus-mediated 

carcinogenesis in humans to date. The clinical use of colposcopy for the evaluation of cervical cytologic 

abnormalities allows the identification and successful management of most premalignant cervical lesions. 

Its usefulness and efficacy in cancer prevention is undisputed and unparalleled. Interest in colposcopy has 

grown steadily along with the incidence of cervical disease during the past three to four decades. More 

and more primary care physicians are receiving training in colposcopy. This has, no doubt, improved 

efforts to identify and manage cervical neoplasia appropriately. 

 

This informational site is intended to serve as an introduction to the uterine cervix in health and disease 

and to the clinical use of colposcopy. It does not p rovide the scope of information or clinical training 

necessary to become a competent colposcopist.  We do hope to provide answers to basic questions 

and also help determine if colposcopy should play a role in your clinical practice. If so, we hope you will 

attend one or more of the ASCCP's Comprehensive Courses, which are held throughout the year at 

varying locations throughout the United States. This should always be followed by a closely supervised 

period of clinical training during which an experienced colposcopist provides mentoring in the development 

of these skills. If you are in training or already trained in colposcopy and wish to review current information, 

this website may provide a useful review. If you want a more compressive review of current colposcopy or 

treatment practices, you may wish to attend an ASCCP's Comprehensive or Advanced Colposcopy 

Courses (or similar course). 

II. Anatomy of the Uterine Cervix  

 Shape and Dimensions 

Blood supply 

Lymphatics / mucosal immunity 

Support and Innervation 
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III. Histology of the Normal Cervix  

 Squamous epithelium 

Glandular epithelium 

Mucosal Immunity 

Transformation Zone 

Colposcopic and neoplastic significance of the Transformation Zone 

Histology and Colposcopy of the Transformation Zone 

Pregnancy-related changes 

      

IV. Premalignant Lesions of the Cervix  

 Definition 

Epidemiology and role of HPV 

Spectrum of disease 

       

V. Invasiv e Cancer of the Cervix  

 Characteristic features of cervical cancer 

Diagnosis 

Epidemiology 

Staging 

Treatment & Survival 

      

VI. Colposcopy  

 Brief history of colposcopy 

The colposcope & Instrumentation 

Indications 

Basic components of the Colposcopic Exam 

Colposcopic appearance of benign lesions 

Colposcopic appearance of low-grade lesions 

Colposcopic appearance of high-grade lesions 

Colposcopic appearance of malignant lesions 

 

VII. Cervical Cancer Screening and Colposcopy During Pregnancy  
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SHAPE AND DIMENSIONS  
The cervix is actually the lower, narrow portion of the uterus, connected to the uterine fundus by the uterine isthmus. Its name is derived 
from the Latin word for "neck." It is cylindrical or conical in shape. Its upper limit is considered to be the internal os, which is an anatomically 
and histologically ill-defined junction of the more muscular uterine fundus and the denser, more fibrous cervical stroma. The cervix 
protrudes through the upper anterior vaginal wall. Approximately half its length is visible; the remainder lies above the vagina beyond view. 
The portion projecting into the vagina is referred to as the portio vaginalis . On average, the portio vaginalis is 3 cm long and 2.5 cm wide. 
The size and shape of the cervix varies widely with age, hormonal state, and parity. In parous women, the cervix is bulkier and the external 
os, or lowermost opening of the cervix into the vagina, appears wider and more slit-like and gaping than in nulliparous women. Before 
childbearing, the external os is a small, circular opening at the center of the cervix. The portion of the cervix exterior to the external os is 
called the ectocervix . The passageway between the external os  and the endometrial cavity is referred to as the endocervical canal . Its 
upper limit is the internal os . It varies widely in length and width, along with the cervix overall. Flattened anterior to posterior, the 
endocervical canal measures 7 to 8 mm at its widest in reproductive-aged women. The canal itself shows a complex configuration of 
mucosal folds or plicae. These make cytologic screening and colposcopy of the endocervical tissues technically more difficult and less 
reliable than for the smoother and more accessible squamous epithelium of the ectocervix. 
 
The overall size and shape of the cervical portio, along with numerous other factors such as parity, location and severity of disease, will 
influence choice of management and treatment options. Cold knife conization of the cervix can be associated with subsequent adverse 
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pregnancy outcome in some cases, presumably secondary to shortening of the cervix. Although the determinants of obstetrical cervical 
competence remain enigmatic, the length of the cervix probably plays a role. In addition, an unusually small or large cervix, or one that is 
difficult to reach due to anatomic variations, may influence whether any needed treatment will take place in an inpatient versus an 
outpatient setting. 
 
 
BLOOD SUPPLY  
The blood supply of the cervix derives from the internal iliac  arteries, which give rise to the uterine arteries. Cervical and vaginal branches 
of the uterine arteries supply the cervix and upper vagina. There is considerable anatomic variation and anastomoses with vaginal and 
middle hemorrhoidal arteries. The cervical branches of the uterine arteries generally descend on the lateral aspects of the cervix at 3 and 9 
o'clock. The venous drainage of the cervix parallels the arterial supply, eventually emptying into the hypogastric venous plexus . 
 
 
LYMPHATICS / MUCOSAL IMMUNITY  
The lymphatic drainage of the cervix is complex and variable and includes the common, internal,  and external iliac nodes , the obturator  
and parametrial nodes , and numerous other groups as well. The primary route of spread of cervical cancers is through the lymphatics of 
the pelvis. Radical hysterectomy for invasive cancer of the cervix includes removal of as much of the pelvic lymphatics as possible. 
 
 
SUPPORT AND INNERVATION  
The main support structures of the cervix are the cardinal  and uterosacral ligaments . These attach to the lateral and posterior aspects of 
the cervix above the vagina and extend laterally and posteriorly to the walls of the bony pelvis . The uterosacral ligaments are the conduits 
of the main nerve supplying to the cervix, derived from the hypogastric plexus . Sensory, sympathetic, and parasympathetic fibers are 
present in the cervix. Instrumentation of the endocervical canal (dilatation and / or curettage) may result in a vasovagal reaction with reflex 
bradycardia in some patients. The endocervix also has a plentiful supply of sensory nerve endings, while the ectocervix is relatively lacking 
in these. This allows procedures such as small cervical biopsies and cryotherapy to be well tolerated in most patients without the use of 
anesthesia. 
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Systemic Pathology / Third Edition, Vol. 6, Female Reproductive System. Ed. MC Anderson. Churchill Livingston, London, 1991. p. 47. 
 
Comprehensive Gynecology. Droegemuller W, Herbst AL, Michell Dr, Stendever MA. CV Mosby Co, St Louis, 1987, p. 48-51. 
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An understanding of the histology of the cervix is critical to the use of effective cytologic screening, colposcopy, and biopsy results in the 
management and treatment of cervical neoplasia. The stroma  of the cervix, which accounts for most of its mass and shape, is composed 
of dense, fibromuscular tissue made up of collagenous connective tissue (smooth muscle and elastic tissue) and ground substance 
(mucopolysaccharide). Through the stroma course the vascular, lymphatic, and nervous supplies of the cervix. While of great importance to 
the structure and obstetrical functioning of the cervix, the stroma plays little role in cervical neoplasia. Rather, it is the epithelium  of the 
cervix which gives rise to cervical neoplasia. Therefore, this section will focus on the cervical epithelium . 

 
The cervix is covered by both columnar  and stratified non -keratinising squamous epithelia . The squamocolumnar junction , where 
these two meet, is the most important cytologic and colposcopic landmark, as this is where over 90% of lower genital tract neoplasia arises. 
This junction is presumed, but not proven, to be the embryologic junction of the Müllerian and urogenital sinus epithelia. 
 
 
SQUAMOUS EPITHELIUM  
The squamous epithelium of the cervical portio is similar to that of the vagina, except that it is generally smooth and lacks rete pegs. 
Colposcopically, it appears featureless except for a fine network of vessels which is sometimes visible. The relative opacity and pale pink 
coloration of the squamous epithelium derives from its multi-layered histology and the location of its supporting vessels below the basement 
membrane. A full description of the histology and maturation of squamous epithelium can be found in any number of pathology texts and 
will not be detailed here. 
 
Mature squamous epithelium (H&E x 400) : Different layers starting at the b asement membrane (basal, parabasal, intermediate, 
superficial) are evident. Clear cytoplasm indicates glycogenation. As the cells mature, the nuclei get smaller and the cytopl asm 
amount increases.  
 

 
 
The maturation and glycogenation of the squamous epithelia of the vagina and cervix are influenced by ovarian hormones . Estradiol  
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promotes maturation, glycogenation, and desquamation. Progesterone  inhibits superficial maturation. This explains why the squamous 
epithelium appears atrophic after loss of ovarian function, with pallor and subepithelial point-hemorrhages from increased vulnerability of 
the underlying vessels. These atrophic changes may be seen, albeit less dramatically, with prolonged exposure to progestins , as with 
injectable progestin-only contraceptives. Glycogenation of the mature squamous epithelium of the vagina and cervix under the influence of 
estrogen give rise to the strong uptake of Lugolôs iodine solution. This is the basis of Schillerôs test, used to help distinguish normal tissue 
from abnormal. Dysplastic  or HPV-infected  squamous epithelium show arrested maturation with incomplete or absent glycogenation and 
will reject iodine staining. It may also show abnormal deposition of keratin in the upper layers of the epithelium.  
 
Parakeratosis (H&E x 400) : Orange layer of keratin above the superficial squamous epithe lial cells. The blue cell layer beneath the 
keratin indicates the production of keratin granules. Nuclei in the keratin is parakeratosis.  
 

 
 
 
GLANDULAR EPIT HELIUM  
The ñglandularò or columnar epithelium  of the cervix is located cephalad to the squamo-columnar junction. It covers a variable amount of 
the ectocervix and lines the endocervical canal . It is comprised of a single layer of mucin -secreting cells . The epithelium is thrown into 
longitudinal folds and invaginations that make up the so-called endocervical glands  (they are not true glands). These infolding crypts and 
channels make the cytologic and colposcopic detection of neoplasia less reliable and more problematic. The complex architecture of the 
endocervical glands gives the columnar epithelium a papillary appearance through the colposcope and a grainy appearance upon gross 
visual inspection. The single cell layer allows the coloration of the underlying vasculature to be seen more easily. Therefore, the columnar 
epithelium is appears redder in comparison with the more opaque squamous epithelium. 
 
ECC: (H&E x 40) : Mucus and sm all unoriented fragments of endocervical glands  
 

http://www.asccp.org/edu/practice/cervix/histology.shtml##
http://www.asccp.org/edu/practice/cervix/histology.shtml##


 
 
Endocervical glands (H&E x 400) : Ac tually crypts (there are no acini and ducts) lined by a single layer of columnar epithelium. 
Extend to a depth of 5 -7 mm.  
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Nl endocervix (H&E x 400) : Single layer of columnar cells with basal nuclei.  
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MUCOSAL IMMUNITY  
Both the secretory (IgA mediated) and cellular immune systems are active within the cervical epithelia and stroma. In particular, 
macrophages, including some Langerhans cells, -lymphocytes are present. Local immunity is suspected to play an important role in the 
wide variety of outcomes seen among individuals following HPV infection and in the susceptibility to the development of neoplasia.  
 
Squamocolumnar Junction 
 
The squamocolumnar junction (SCJ) is defined as the junction between the squamous epithelium and the glandular epithelium. It is often 
marked by a line of metaplasia and its location is variable. Age and hormonal status are the most important factors influencing its location. 
During the perimenarche, the SCJ is located at or very close to the external os . The SCJ is generally located on the ectocervix  at variable 
distances from the os in reproductive-aged women, as the cervix, and particularly the endocervical canal elongates under the influence of 

estrogen. The high estrogen levels of pregnancy and oral contraceptive use promote further eversion of the SCJ. Eversion is usually more 
pronounced on the anterior and posterior lips of the ectocervix and less so at the 3 and 9 o'clock positions. Eversion of the columnar 
epithelium onto the ectocervix may not be symmetrical. The resulting asymmetric appearance may cause confusion and prompt a referral 
for a possible cervical lesion. An eversion of the SCJ onto the ectocervix is sometimes referred to as an ñectropion ñ or ñerosion.ò The latter 
term is a misnomer and should not be used. Occasionally, the SCJ is located in part or entirely on the vaginal fornices. The process of 
squamous epithelialization of the vaginal tube begins at the dorsal urogenital sinus and vaginal plate, spreading upwards along the vaginal 
tube. This process proceeds most rapidly along the lateral walls. If the epithelialization proceeds normally, the SCJ is located at near the 
external os of the cervix. If the epithelialization is arrested before completion, the SCJ will be located on the vaginal walls, usually involving 
the anterior and posterior vaginal fornices, as epithelialization in these locations occurs later than laterally. This type of variant in SCJ 
location are most striking in in-utero DES-exposed women. In some cases the entire cervical portio will be covered with columnar 
epithelium. From the perimenopause on, or with prolonged exposure to strong progestational agents which cause atrophy, the SCJ recedes 
up the endocervical canal. This makes cytologic sampling less reliable and colposcopic examination of the SCJ impossible in many cases. 
 
Squamocolumnar junction (H&E x 400) : Junction of single layer columnar cells and stratified squamous cells.  
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Identifying the location of the SCJ is important for the optimal collection of cytologic samples. Therefore, the acquisition of cells should be 
modified from patient to patient to insure that the area at risk for neoplasia is targeted. The location of the SCJ also determines in large part 
the efficacy of colposcopy in ruling out the presence of neoplasia. If the SCJ cannot be visualized in its entirety, the colposcopy is deemed 
ñunsatisfactory.ò Finally, the location of the SCJ influences the choice of treatment modality if neoplasia is present. 
 
 
TRANSFORMATION ZONE  
An understanding of the cervical transformation zone (TZ) is essential to the identification and management of cervical intraepithelial 
neoplasia. It lies between the ñoriginalò and ñnewò squamocolumnar junctions. The SCJ discussed above is the visible border between the 
squamous and columnar epithelia of the cervix and represents the new squamocolumnar junction. It is adjacent to the new SCJ that the 
dynamic process of squamous metaplasia occurs throughout the reproductive years. This is a normal process during which columnar 
epithelium is replaced by squamous. The trigger for this process is thought to be the eversion of the columnar epithelium under the 
influence of estrogen and its subsequent exposure to the acidic vaginal pH. In response to the ñinsultò of vaginal acidity, the process of 
metaplasia replaces the more fragile columnar epithelium with the more sturdy squamous type. This process is thought to occur by two 
mechanisms. One is by reserve cell hyperplasia. Reserve cells proliferate around the exposed endocervical glands and eventually 
obliterate and replace them. The columnar epithelium is replaced, not changed into another type of epithelium.  
 
Reserve cells (H&E x 400) : single layer of round undifferentiated cells beneath the columnar cells.  
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Colposcopically, this process is seen as a flattening out and merging of the villous structures of the glandular tissue, with replacement by a 
smoother, milky coating. It is also thought that some metaplasia occurs by the ingrowth of squamous epithelium centripetally from the 
squamous epithelium of the ectocervix. This ingrowth undermines and replaces the overlying columnar epithelium. The net result is a zone 
of squamous metaplasia of variable width distal (caudal) to the columnar epithelium and proximal (cephalad) to the ñoriginal squamous 
epitheliumò laid down during embyogenesis.  
 
Immature squamous metap lasia (H&E x 400) : Proliferation of reserve cells results in a 3 -5 cell layer of nonglycogenated 
metaplastic cells. The remnant columnar cells are at the surface.  
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The border between the metaplastic epithelium arising during the reproductive years and the original squamous epithelium is called the 
ñoriginal SCJ.ò The TZ is the area of metaplastic epithelium between the original and new SCJs. During the process of metaplasia, still-
functioning endocervical glands may become covered and blocked, giving rise to Nabothian cysts.   
 
Cervix Biopsy (H&E x 25) : Squamous epithelium overlying glands indicates the presence of the transformation zone.  
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The metaplastic epithelium adjacent to the new SCJ is the newest and the least mature squamous epithelium on the cervix. As new 
metaplastic epithelium arises, the older metaplastic epithelium is moved outward toward the original SCJ, with the newest and least mature 
metaplasia adjacent to the new SCJ. With time, the metaplastic epithelium matures to the point where its thickness and glycogenation is 
indistinguishable from the original squamous epithelium. This makes the colposcopic identification of the original SCJ, and therefore the 
outer limits of the TZ, impossible in many cases. The location of Nabothian cysts, always formed within the TZ, is useful in identifying its 
limits.  
 
The identification of the TZ is of utmost importance to the colposcopist. It is within the metaplastic epithelium, i.e. the TZ, that essentially all 
cervical neoplasia arises. Metaplasia is particularly active during the peripubertal years and during the first pregnancy. Perhaps this 
accounts for the fact that early first sexual intercourse and early age at first pregnancy are risk factors for cervical cancer. It is hypothesized 
that the reserve cells in adolescent and young women are especially vulnerable to the oncogenic potential of human papillomavirus 
infection. The size and location of the TZ will influence selection of treat modality if neoplasia is present. 
 
 
COLPOSCOPIC AND NEOPLASTIC SIGNIFICANCE OF THE TRANSFORMATION ZONE  
Nearly all cervical neoplasia occurs in the TZ. This is even true of the adenocarcinomas, which are often associated with adjacent high-
grade squamous disease, although they may rarely occur higher up in the endocervical canal. This is because it is the reserve cells 
undergoing metaplasia that are vulnerable to various carcinogens such as HPV. Since metaplasia is at peak activity during adolescence 
and first pregnancy, it is understandable that early age on sexual activity and first pregnancy are known risk factors for cervical cancer. It is 
therefore of great importance that the colposcopist be able to identify and evaluate the TZ. Given a particular lesion, the more severe 
disease tends to be cephalad in the TZ, where the epithelium is least mature. In order that a colposcopic exam may be deemed 
ñsatisfactoryò or ñadequate,ò the TZ must be seen in its entirety, all the way up to the columnar epithelium, 360Á, which means that all areas 
involved in squamous metaplasia have been visualized. If this is not possible, because the new SCJ or abnormalities are up inside the 
canal beyond view, then one cannot be sure that a high-grade lesion or cancer has been ruled out  
 
The importance of the TZ to cervical neoplasia explains why it is desirable to see both columnar (endocervical) and squamous metaplastic 
cells on Pap smears. Their presence indicates that the area at risk has indeed been sampled. 
 
 
HISTOLOGY AND COLPOSCOPY OF THE TRANSFORMATION ZONE  
As reserve cell hyperplasia progresses to several layers of thickness, the columnar epithelium is pushed off and replaced. This proliferation 
of reserve cells is seen as the flattening and fusing of columnar villi. The areas of metaplasia are paler than the one-cell-thick columnar 
epithelium as the underlying blood vessels are now viewed through several cell layers. Metaplasia is usually seen as numerous small. 
glassy islands overlying the columnar epithelium and also as pale, translucent ingrowths of metaplasia from the original squamous 
epithelium. These islands and tongues of metaplasia can be irregularly shaped and distributed around the TZ, and coalesce into sheets of 
metaplasia, often with a thin acetowhite line at the advancing border. Immature metaplasia can turn acetowhite, causing striking ñfrostingò of 



these areas. As the epithelium matures and pushes ñoutwardò relative to the external os of the cervix, it shows a gradient of maturity. The 
maturest epithelium is densest with at most a trivial, fine vascular pattern. It does not turn acetowhite. It also has the highest level of 
glycogenation and therefore iodine uptake. Less mature metaplasia may be a pale acetowhite and may show fine vascular patterns that are 
can both be confused with low-grade lesions. When the crypts of the mucin-secreting columnar epithelium become covered up by 
metaplastic epithelium, they become blocked, and Nabothian cysts are formed. Therefore, these cysts are by definition located within the 
TZ. The vessel overlying Nabothian cysts can be large and alarming to the novice colposcopist. However, close inspection will reveal their 
benign, arborizing character. 
 
The most mature metaplastic epithelium probably has little neoplastic potential, like that of the original squamous epithelium. 
 
Some women have a large area of acetowhite, iodine-variable epithelium which extends onto the anterior and / or posterior vaginal 
fornices. There may also be a very fine mosaic pattern. This is called a congenital TZ and is caused by squamous epithelium of arrested 
maturation and variable glycogenation, probably laid down during fetal development. This epithelium is of low neoplastic potential and can 
be very confusing to the colposcopist. 
 
 
PREGNANCY-RELATED CHANGES  
The cervix in pregnancy shows stromal edema, increased vascularity, enlargement of glandular structures, and acute inflammatory 
response. Stromaldecidualization may occur in the second and third trimesters; these changes may appear suspicious to the inexperienced 
observer. 
 
 
REFERENCES 
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THE CERVIX: Premalig nant Lesions of the Cervix: Definition  

Å I.  Introduction  Å V.  Invasive Cancer of the Cervix 

Å II.  Anatomy of the Uterine Cervix  Å VI. Colposcopy 

Å III.  Histology of the Normal Cervix  Å VII: Cervical Cancer Screening and 

Colposcopy During Pregnancy 
Å IV.  Premalignant Lesions of the Cervix   

 
The incidence and mortality of invasive cervical cancer in the United States and other developed countries has decreased over 70% over 
the past 50 years due cervical cancer screening programs. The Pap test, despite its limitations, is the most effective screening test of 
modern medicine. In this country, the numbers of cases of cervical cancer diagnosed each year has been stable for over a decade at 
approximately 13,000; the numbers of deaths each year number just under 4,000. These numbers remain stable despite the rapid rise in 
the incidence of pre-invasive disease since the 1960s, coincident with the increase in number of sexual partners and earlier age of onset of 
sexual relations in the general population. It is important to note that over half of the women diagnosed with and dying from cervical cancer 
have never undergone cytologic screening, or have been inadequately screened. Older women, socio-economically disadvantaged women, 
and recent immigrants to the United States from underdeveloped countries are at highest risk for lack of adequate screening.  
 
Over the past two decades, we have come to understand that human papillomviruses (HPVs) are present in nearly all cervical neoplasia, 
explaining the epidemiology of the disease. Of the more than 100 types of HPVs approximately 40 may involve the anogenital tract. 
Approximately 15 HPV types are considered oncogenic, causing virtually all cases of cervical cancer. HPV 16 alone accounts for over 50% 
of cancers and HPV 18 is responsible for an additional 10%. Identified risk factors for cervical cancer such as early age at first intercourse 
and multiple sexual partners are proxies for risk of HPV infection. However, HPV infection is very common and cervical cancer is not. Co-
factors such as smoking, high parity, and host immune responses also play a role.  
 
Serologic measurements of antibodies against HPV capsid antigens, indicative of past infection, provide evidence that a majority of 
sexually active individuals have been infected with HPV at some point. Prevalence studies show that between 5% and 20% of the general 
population has HPV DNA detectable in cervical samples; prevalence is higher in younger women (< age 30), compared to those over age 
30. In most cases, infection with HPV is transient and may or may not be associated with cervical abnormalities of LSIL or CIN 1. Typically, 
viral DNA is no longer detected in cervical samples after 1 to 2 years. It is persistent infection with an oncogenic HPV that dramatically 
increases the risk for developing CIN 3 or cancer.  
 
Potentially cancerous precursor lesions found on the uterine cervix are referred to as cervical intraepithelial neoplasia, or CIN. Traditionally, 
high-grade CIN is thought to arise as a small focus within a larger area of low-grade CIN that expands and eventually replaces much of the 
low-grade lesion. This "monoclonal" theory is supported by the fact that there is a 5-year difference between the peak prevalence of CIN 1 
and CIN2/3, and detection of a LGSIL Pap greatly increases the risk that a high-grade CIN will be found on subsequent smears. It has been 
difficult to document the rate of progression because most studies use cervical biopsy to establish an accurate diagnosis, which influences 
the rate of disease progression.  
 
With the discovery that most CIN 1 lesions regress or persist, the question has been raised as to whether high-grade CIN might be a 
process that develops concurrently with low-grade CIN. This theory is supported by the fact that CIN 3 can develop without a detectable 
preceding low-grade CIN lesion, and high-grade CIN is almost always found closer to the squamo-columnar junction (SCJ) than 
concomitant low-grade lesions. It has also been found that women who turned HPV 16/18 positive had a 39% rate of high-grade CIN at 2 
years compared to HPV negative women. Schiffman, et al. reported that both CIN 1 and CIN 2/3 lesions developed within the same time 
frame in a large group of women who turned HPV positive and were followed for 4 years. This isuue continues to be studied 
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NATURAL HISTORY AND MALIGNANT POTENTIAL OF CERVICAL NEOPLASIA  

Cervical cancer was once a leading cause of cancer death in the United States. Now, invasive cervical cancers are relatively uncommon. 

This change is probably mostly due to effective identification and eradication of cancer precursor lesions(CIN). Laboratory surveys from the 

College of American Pathologists (CAP) indicate that more than 1 million women each year are diagnosed with low-grade intraepithelial 

lesions, and 500,000 will be found to have CIN-2 or CIN-3 level lesions.  

 

Persistent human papillomavirus (HPV) infection is requisite to the development of cervical neoplasia. Oncogenic HPV types have a 

molecular advantage in establishing a persistent infection that disrupts the apoptotic machinery of the cervical epithelial cell. This leads to 

disorganized, unchecked proliferation of cells and loss of normal maturation as they progress upwards through the epithelial cell layers. 

HPV persistence is demonstrated before the appearance and even after the regression of cervical cytological abnormalities (Castle, 

Schiffman). Multiple studies (Ho, Kulaga, Peyton, Giuliano) have shown that the mean duration of an HPV infection is between 4 and 10 

months and is longer when the infecting HPV type is oncogenic versus non-oncogenic. Parity (Molano) and cytological abnormalities 

(Dalstein) correlate with a greater persistence of HPV and therefore an increased risk of cervical dysplasia. 

 

The natural history and potential outcomes of cervical intraepithelial neoplasia (CIN) can be estimated from previous studies (Table 1) 

(Ostor). 

Degree of  

Dysplasia   

Regression  

(%)   

Persistence  

(%)  

Progression  

to CIN 3  

(%)  

Progression to  

Invasive Cancer  

(%) 

         

 

         

CIN I   60  30  10  1 

         

CIN II  40   40  15  5 

         

CIN III  33  55  N/A  > 12 

 

Factors that may determine the biologic behavior of cervical dysplasia remain elusive. Age greater than 35 years old, smoking, co-infection 

with HIV or Chlamydia have all been proposed as promoters of the malignant progression of cervical dysplasia to cancer, but none have 

been definitely proven. Future research should provide insight into molecular surrogates of dysplasia (e.g. HPV diagnostics, gene 

methylation patterns, proliferation markers) that could help predict outcomes and the safety of expectant management or need for closer 

follow-up and treatment.  
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It is well established that invasive carcinoma of cervix is preceded by a precursor lesion that morphologically resembles the adjacent 
invasive squamous carcinoma. This lesion is termed ñcarcinoma in situò (CIS). However, CIS in itself is preceded by a spectrum of 
lesions with varying degrees of abnormality. The term ñdysplasiaò was introduced to refer to this spectrum of progressive cervical 
abnormality from normal epithelium to CIS. The word ñdysplasiaò means ñabnormality of development.ò Histologically, dysplasia is sub-
classified into mild, moderate, or s evere  based on the extent to which the cervical epithelium is involved with abnormal cells: 1/3rd, 2/3rd 
or full thickness respectively. This classification reflects the biological potential of the precursor lesions to progress to invasive carcinoma. 
The majority of mild dysplasia lesions are of little if any malignant potential, but a few, perhaps 10%, will progress to a higher grade. At this 
time, it is not possible to distinguish which will progress clinically other than to watch over time. Moderate and severe dysplasias are 
considered true pre-malignant lesions with a progression rate to invasive cancer of 30% to 50% over time. 
 
In 1960, the term ñcervical intraepithelial neoplasiaò (CIN) was introduced and implied the concept that precursor lesion to squamous 
cell carcinoma represented a single, continuous disease process. CIN nomenclature for histology is more specific to the cervix than the 
general term ñdysplasia,ò and makes clear the pre-invasive nature of lesions. The CIN nomenclature divides cervical cancer precursors into 
CIN1, CIN2, and CIN3, corresponding to mild, moderate and severe dysplasia/carcinoma in situ. It is the most widely used histologic 
terminology for cervical cancer precursors.  
 
With the identification of human papilloma virus (HP V) as the etiologic agent for cervical cancer and its precursors in the 1980s, other 
more confusing terms became prevalent such as flat condyloma, atypical condyloma, condylomatous atypia, etc. appeared on cytology and 
histopathology reports. Our current understanding of the pathogenesis of cervical precursors is that that CIN is not a single disease process 
but rather represents two distinct entities: 1) a viral stage of productive infection which is usually self-limited and 2) neoplastic 
transformation in a minority of HPV-related lesions. This insight into the pathogenesis of CIN has revolutionized our understanding and 
approach to cervical disease. It also has lead to the development of a completely new nomenclature for cervical cytologic interpretation that 
better reflects this biologic process: the Bethesda System (1988, revised 1991, 2001). The Bethesda terminology for cytologic reporting 
subclassifies squamous cervical precursor lesions into low -grade squamous intraepithelial lesion (LSIL) , for lesions previously classified 
as koilocytic atypia (HPV) and/ or CIN1, or high -grade squamous intraepithelial lesion (HSIL)  encompassing CIN2 or 3 changes. 
Although originally introduced for cytologic reporting, the ñSILò terminology can be used for histologic classification as well, thus minimizing 
the confusion resulting from different terminologies for cytology and histology. 
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Cervical cancer is a relatively uncommon finding in comparison to the number of cases of CIN diagnosed annually in the US. In 2000, the 

incidence of invasive cervical cancer was estimated at 12,800 cases, and there were 4,600 cervical cancer related deaths. In other parts of 

the world that lack screening programs, cervical cancer is still the most common cancer among women. The major focus of colposcopic 

assessment of abnormal cervical cytology is to detect cancer. In order to accomplish this goal, one must maintain a high index of suspicion 

and stick with standard triage protocols such as assuring adequacy of the examination and a good correlation between cytology, 

colposcopy and biopsy findings.  

 

Since cervical cancer is a relatively rare finding in a routine colposcopic practice, the colposcopist should be aware of the hallmark features 

of invasive cancer and look for these features with each patient they evaluate.  
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CHARACTERISTIC FEATURES OF CERVICAL CANCER   

 Atypical vessels-non branching (commas, corkscrew, sausage shaped, hairpin)  

 Abnormal vaginal bleeding or discharge  

 Ulcerations  

 Raised, irregular surface  

 Yellow color to epithelium  

 Firmness to palpation  

As a cancer of the cervix develops, neovascularization occurs as the result of tumor angiogenic factor released by the cancer cells. These 

vessels do not follow the normal regular arborizing vessel pattern, but instead the new vessels have irregular course and caliber. They can 

run parallel to the surface of the cervical epithelium and form non-branching patterns such as corkscrews, squiggles and comma shaped 

vessels. Routine use of a green filter can assist the colposcopist in assessing vessel patterns at the time of colposcopy.  

 

 

DIAGNOSIS 

Cytologically, squamous cell cancer can be either keratinizing or non-keratinizing. Cells can occur in syncytial-like clusters or singly, and 

demonstrate very irregular chromatin clumping, nucleoli, and may have a background tumor diathesis of blood and cellular debris.   

 

Cancer (cytology) (Liquid based -Papanicolaou  stain x 400) : Irregular cell forms; nuclei are enlarged with prominent nucleoli. The 

cell cluster at right shows diathesis (ñcotton candy necrosisò).  

 

Colposcopically, cervical cancer can be a challenge to diagnose, especially microinvasive cancer since atypical vessels or other signs of 

more advanced disease may not be present. This reinforces the fact that one must maintain a high degree of suspicion and effectively 

address any discrepancies between colposcopy, cytology and histology before therapy is initiated, particularly ablative therapy. Cervical 

cancer can be squamous, glandular or mixed type. Invasion is diagnosed when there is a breach in the basement membrane. If the 

invasion extends 3 mm or less, it is referred to as microinvasive disease. If invasion is greater than 3mm, it is frankly invasive cancer.  

 

Squamous cell carcinoma (H&E x 400) : Irregular nests of malignant squamous cells in a fibrotic stroma (desmoplasia).   

 

If biopsy or endocervical curettage reveals invasive cancer, a cone biopsy is not needed. 

 

 

EPIDEMIOLOGY 

There are approximately 12,800 new cases/year and around 4600 deaths/year in the United States.  There are 50,000 new cases 

carcinoma in situ/year.  There are 2 major histological types of cervical cancer.  93% are squamous cell cancers and contain HPV DNA; 

90% are subtypes 16/18, which are most virulent.  7% of cases are adenocarcinomas -- but these are on the rise.  Adenocarcinomas are 

associated with HPV type 18.   

 

When considering preinvasive disease, the classic theory holds that SIL leads to squamous carcinoma. When SIL progress to invasive 

squamous cervical cancer, ISCC usually develops from an area of SIL located adjacent to the SCJ. Oncogenic HPV serves as initiators. 

Other factors relating to immune status such as cigarette smoking, nutrition, or chalmydia infections may be promoters.  Adenocarcinoma 

develops from glandular atypia and may be preceded by an Atypical Glandular Cells of Uncertain Significance (AGUS) Pap smear.  The 

only preinvasive stage we usually find is adenocarcinoma in situ (AIS)   

 

Adenocarcinoma (H&E x 400) : Irregularly shaped glands within a fibr otic inflamed stroma (desmoplasia). Cells are highly atypical; 

the nuclei contain prominent nucleoli. Higher power   

 

The median age to develop cervical cancer is 45 to 50 years. Older women are often more susceptible due to lack of screening. Younger 

women have more problems with rapidly progressing disease. 50% of women diagnosed with invasive cancer have never had a Pap 

smear. 10% have not had a Pap smear in last 5 years. 

 

 

STAGING OF CERVICAL CANCER  

Stage 0  carcinoma-in-situ 

Stage I  the tumor is confined to the cervix 

 IA microinvasive disease, with the lesion not grossly visible: no deeper than 5 mm and no wider than 7 mm  

  IA1 invasion <3 mm and no wider than 7 mm 

  IA2 invasion >3 mm but <5 mm and no wider than 7 mm 
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 IB larger tumor than in IA or grossly visible, confined to cervix 

  IB1 clinical lesion no greater than 4 cm 

  IB2 clinical lesion greater than 4 cm 

Stage II  extends beyond the cervix, but does not involve the pelvic side wall or lowest third of the vagina 

 IIA involvement of the upper 2/3 of vagina, without lateral extension into the parametrium 

 IIB lateral extension into parametrial tissue 

Stage III  involves the lowest third of the vagina or pelvic side wall, or causes hydronephrosis 

 IIIA involvement of the lowest third of the vagina 

 IIIB involvement of pelvic side wall or hydronephrosis 

Stage IV  extensive local infiltration or has spread to a distant site 

 IVA involvement of bladder or rectal mucosa 

 IVB distant metastases 

 

 

TREATMENT AND SURVIVAL   

Treatment of frankly invasive cancer usually consists of a radical hysterectomy with lymph node dissection, or radiation therapy with 

advanced disease. If the biopsy reveals microinvasive disease, a cone biopsy is required, since a biopsy alone is insufficient to rule out 

frankly invasive cancer, which may be adjacent to the biopsy site. If a cold cone or loop excision reveals microinvasive cervical cancer with 

clear margins, treatment can include a simple hysterectomy or, if the patient desires to maintain her fertility, observation with careful follow-

up.  

 

Stage IA-- 5-year survival 95%  

 simple hysterectomy or careful observation after cone biopsy (With clear margins).   

Stage IB or IIA-- 5-year survival 70% to 85% 

 radical hysterectomy with pelvic-node dissection, or  

 external beam and intracavitary radiotherapy (equally effective)  

Stage IIB, III, IVA--5-year survival 65%, 40%, 20% respectively 

 pelvic radiotherapy  

 Treatment with cisplatin-based chemotherapy should strongly be considered for patients receiving radiotherapy 14  

Stage IVB-- 5year survival 10% 

 chemotherapy with or without pelvic radiotherapy  
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Colposcopy was introduced by Hans Hinselmann in 1925 in Germany. He theorized that it might be possible to detect cervical cancer at an 
early stage by properly illuminating and magnifying the cervix. Although the technique was widely accepted in Europe, it did not gain 
popularity in the U.S. or the United Kingdom primarily because of a cumbersome terminology that was difficult to translate into English. 
 
In 1928 Shiller introduced the concept of placing iodine on the cervix to identify non-glycogen-containing areas, for biopsy. This became 
popular in the U.S. and further delayed the acceptance of the colposcope. 
 
In 1941 Papanicolauo and Traut published their report on the use of vaginal pool cytology for detecting cervical cancer. In 1949 Ayre 
developed the wooden cervical spatula, and it became possible to obtain abrasive cervical smears rather than exfoliative cytologic samples, 
which improved the detection of cervical neoplasia. The Pap smear, thus, became the accepted method of screening for cervical neoplasia. 
Cytology is an effective screening method, and colposcopy is the appropriate clinical diagnostic technique for evaluation of an abnormal 
pap smear. 
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INTRODUCTION 

The purpose of colposcopy is the examination of the uterine cervix and lower genital tract epithelium under magnification, identification of 

potentially dysplastic or cancerous areas, and performance of directed biopsies of abnormal areas to provide a histological diagnosis. Dr. 

Hans Hinselmann performed the first colposcopic examination by mounting lenses on a pile of books and placing an ordinary lamp above 

his head. 1 The first true colposcope he developed was a fixed binocular instrument that was mounted on a tripod and equipped with a light 

source, with a mirror to direct the light. 1 Since that time, a wide variety of advances have been made that improve the functioning and 

capabilities of the colposcope.  

 

 

THE MODERN COLPOSCOPE  

TA colposcope is typically defined as a stereoscopic binocular field microscope with a long focal length and powerful light source. {Two 

standard colposcope base configurations.  Left is an articulated swing arm on a rolling base. Right is a column on a tilting base. A 

third configuration, th e boom -style scope is not shown.}  
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 Modern colposcopes permit magnification between x2 and x40, although most routine colposcopic work can be accomplished at a x10 to 

x15 magnification. Some scopes have a single fixed magnification level. Others have a series of par-focal lenses or a smooth zoom 

capability that allows for easy adjustment of the magnification via knob or rotor. {Typical multi -magnification colposcope head showing 

(left to right) the light source, magnification adjustment knob, beam splitter with CCD camera attached, and adjustable 

eyepieces. } 
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 Lower magnification yields a wider view and a greater depth of field for observation. Higher magnification can reveal small features such as 

abnormal blood vessel patterns and other finer details. As the magnification level increases, the field of view and illumination levels usually 

decrease. 2  

 

Interchangeable eyepieces with various levels of magnification are available for most colposcopes. Changing the magnification of the 

eyepieces alters the magnification levels achieved by the scope. Some eyepieces can be individually adjusted to compensate for variance 

in individual user's vision. A diopter scale on the side of the eyepiece can identify these. Eyepieces can be adjusted in a manner similar to 

microscopes to adjust to each colposcopist's interpupillary distance. Eyepiece hoods or collars can be extended, or can be folded back or 

removed if the colposcopist wears glasses during the examination.  

 

 
 

Changing the power of the objective lenses also alters the magnification and working distance (space between the head of the scope and 
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the focal point) of the scope. The usual working distance (focal length) of a colposcope is 30cm. The shorter the focal length, the closer the 

head of the scope must be to the introitus for clear focus, making it harder to use instruments while viewing through the scope. This also 

makes it more difficult to work in the vagina with the scope in place. Longer focal lengths may be uncomfortable for colposcopists with 

shorter arms.  

 

Grossly moving the head of the scope forward or backward coarsely focuses most standard scopes. This can be accomplished by 

physically lifting and moving the scope, rocking or tilting the scope on a stationary base, rolling it on casters, or pivoting the supporting arm. 

Most scopes also have a fine focus handle that is attached to a machine screw under the mounting bracket for the colposcope head. 

Applying pressure to this handle can be used to subtly control the alignment of the scope, and twisting it produces very gradual forward or 

backward movements of the head for exquisite fine focus control.   

 

A flexible articulating swivel arm or overhead boom type colposcope can be mounted on a stable base (with or without wheels), the wall, or 

an examination table. A column- or stick-mounted scope can easily be moved from place to place. A good scope should be easily 

adjustable in both vertical and horizontal directions. A weighted or wide colposcope base prevents inadvertent tipping of the scope and 

damage to the head or to the optics. Most colposcopes are mounted on wheels, but platform/universal joint bases also are available. The 

choice of mounting system depends on examination room space requirements, need for mobility, and the colposcopist's preference.   

 

A colposcope usually has a powerful light source, with a rheostat to adjust the level of illumination. Light bulbs should be easily accessible 

since they may have to be changed during a procedure. Bulbs can be halogen, xenon, tungsten, or incandescent. 2 Halogen bulbs produce 

a strong white light and are often preferred by colposcopists. Some colposcopes have bulbs mounted in the head of the scope, while others 

are mounted elsewhere and the light is delivered via a fiberoptic cable to the head of the colposcope. Scopes with fiberoptic cables can 

utilize hotter brighter bulbs, but the cables can be damaged if twisted or bent, producing less overall illumination. The colposcope should be 

equipped with a green or blue filter (red-free filter). These filters remove red light, thereby enhancing vascular detail by making the blood 

vessels appear dark.   

 

Commonly available colposcope manufacturers and their contact information and web addresses are shown in Table 1. There are 

numerous options available for many of the scopes, and the prices are often subject to discounts. Most scopes carry a standard 1-year 

warranty except for Wallach, which gives a standard 3-year warranty. Besides the traditional optical colposcope, an integrated video 

colposcope (without eyepieces [VideopathÊ]) {link: videopath.jpg} is now available. The video colposcope differs from the optical scope in 

that the colposcopist views the procedure on a video monitor.   

 

 

MULTIMEDIA ACCESSORIES  

When the colposcope was first developed, the colposcopist would visualize the cervix and then make a drawing of normal and abnormal 

findings in the patient's chart. The system for making and labeling drawings has become more standardized since that time, 3 but making a 

drawing of colposcopic findings in the medical record remains the standard of care for documenting the colposcopic examination. Indeed, 

some medical-legal experts have expressed an opinion that routine colpophotographs can increase legal risk because an "expert" can 

always be hired who can find something wrong in almost any photograph.  

 

However, with the advent of better optics and charged-coupled device (CCD) cameras, more options are now available to the colposcopist 

for documentation and education. Photographic and digital video-printers can produce permanent records of the exact pathology found. 

Videocolposcopic systems allow for simultaneous interaction and education of both patients and trainees. Recently, computers have been 

added to the system to allow fully computerized medical records, complete with digital photographs and the capacity for doing 

telemedicine.   

 

Multimedia accessories can be added to colposcopes through three major mechanisms. The simplest method of attaching a light-sensitive 

device to a colposcope is to replace an eyepiece ocular with a camera or a device that redirects the light path to a camera or other viewing 

apparatus. Unfortunately, this sometimes removes this light channel from use for stereoscopic viewing. Another method of adding 

multimedia accessories is to have an independent optic system supplying a separate optic port that can have a teaching tube, camera, or 

CCD video or photographic camera attached. Since the multimedia light channel and the viewing channels must have a completely 

separate set of lenses and objectives, this adds cost, and the accessory port often has only one magnification level regardless of the 

number of magnification levels of the viewing ports. The most popular method of adding accessory multimedia ports is via the use of a 

beam splitter. The beam splitter actually splits a light beam in half and sends the image to two separate ports, one to a viewing port and 

one to an accessory port. The advantage of this arrangement is that both ports present essentially the same image at the same time. This 

is especially useful in teaching with teaching tubes or video, since the teacher and learner see the same image at the same time. It also 

provides the patient with the added benefit of the teaching colposcopist's experienced assessment and input during the procedure.  

 

 

COLPOPHOTOGRAPHY  

Colpophotographic systems are useful for documentation of treatment results or pathology that may have to be followed serially over time. 

They produce more detailed records of pathology than hand-drawings and can be useful with documenting and consulting on unusual 

findings. They also produce permanent images that can be useful in educating patients and colposcopy trainees. Colpophotographs can be 

retrospectively checked against pathology results to hone the colposcopist's ability to grade lesions.   

 

When using colpophotography, a permanent camera port is desirable so that fewer image opportunities are missed while finding or 

attaching the camera to the colposcope. 4 Most colposcopes permit the use of a 35mm or Polaroid camera. Some systems make use of 

high intensity strobe flashes, which allow for higher shutter speeds that decrease the common problem of blurring on the image due to 



movement of the colposcope or the patient. Some manufacturers also have cameras available with data systems that record vital patient 

information onto the colpophotographs. Remote hand or foot shutter release switches are useful in decreasing blurring due to inadvertent 

motion during shutter activation. Digital colpophotography is being introduced. Accuscope's Twincam is an eyepiece replaceable digital 

camera that can be used as a normal digital camera or may put into the eyepiece port of a microscope or colposcope. DFV has an 

attachment that fits most beam-splitters and allows attachment of certain commercially available digital cameras.  

 

Cervicography  overcomes some of the problems of standard colpophotography. This photography technique is part of a proprietary 

service marketed as an adjunct to the Pap by the National Testing Laboratories. The cerviscope consists of a 35mm camera body, a 50mm 

extension ring, a 100mm macrolens, and a strobe flash. The procedure involves obtaining and evaluating a panoramic photograph of the 

cervix and upper vagina using the cerviscope. After the Pap smear has been obtained, 5% acetic acid is applied twice to the cervix, and 

then 2 images are taken using the cerviscope.  

 

 

VIDEOCOLPOSCOPY 

Videocolposcopy systems can be used for the same purposes as colpophotography, with the added advantage of real-time discussion of 

pathology with patients or trainees. Covisualization can allow the patient to become aware of normally inaccessible anatomy. By allowing 

visualization and the opportunity to ask questions, patients may feel some control over the procedure, thereby decreasing anxiety. 4 It also 

provides higher levels of patient satisfaction. 7 In addition, the patient has the added benefit of a teaching colposcopist's experienced 

assessment and input during the procedure.   

 

This type of system is especially useful in teaching colposcopy, since the teacher and learner see the same image at the same time, 

allowing the teacher to actively assess and critique the learner's cognitive and tactile skills during the procedure. Teaching heads provide 

similar teaching capabilities but are less efficient because they require close physical proximity to the scope (which may be uncomfortable 

to the observer, colposcopist, or patient), produce a less realistic depth of field, and preclude any benefit the patient might derive from 

seeing the procedure. Due to the inherent limitations of currently available CCD cameras, the image on a video monitor is almost always 

less sharp than the image viewed through the eyepieces. 4 This is less pronounced with the VideopathÊ integrated videocolposcope. With 

either type of instrument, using a slightly higher magnification usually resolves resolution problems.   

 

With the recent advent of smaller charged coupled device (CCD) cameras (digital cameras) that are connected via cable to video digitizing 

boards, the camera can now be mounted on the scope without interfering with the colposcopic examination. The electrical signal put out by 

the CCD video camera can be recorded by standard VHS or Super-VHS recording devices, or captured by a computer. Images can also be 

printed via a standard or high-resolution video printer. Videotaped colposcopic examinations can be useful as a means for secondary 

expert screening. 8 The camera's output may also be digitized and transmitted to remote locations so that distant or rural colposcopists can 

directly consult or be supervised by expert colposcopists at major medical centers via telemedicine or Internet resources.   

 

 

COMPERTURIZED COLPOSCOPY 

With the advent of modern CCD cameras attached to digitizing boards, it became possible to create high-resolution digital images of the 

cervix that could be displayed real-time, or (along with pertinent patient and examination data) stored, printed, or manipulated by a 

computer. The image captured can be reviewed and recaptured if suboptimal, unlike with colpophotograpy where the photograph is 

developed at a later date. Areas of interest can be enlarged, enhanced, or measured. 9 Images also can be stored and retrieved for 

comparison at future visits or for consultation with expert colpscopists. As medicine moves toward more computerization of medical 

records, computerized colposcopy allows for easier integration into the electronic medical records. Computerized digital image processing 

may also facilitate a more quantitative method for following dysplastic lesions over time. 10 Studies are being done on computer-assisted 

colposcopy, which may help improve training and the accuracy of colposcopic impression. 11   

 

Many computerized colposcopy systems were originally stand-alone systems made for colposcopy, but integrated systems have now been 

developed. The features of computerized colposcopy systems are shown in Table 1. The Digital Imaging and Medical System (DIMS) from 

DenVu Incorporated is a high-resolution image, information, treatment, and scheduling database system that produces customized reports. 

Welch-Allyns Videopath Image Management System performs similar functions and is being designed to have integration with all Videopath 

systems in the future. The ImageQUEST Image Communication Software from Leisegang Medical, Inc. serves databasing and 

telecommunication functions. The is Cooper Surgical's Cerveillance scope which has an integrated digital camera and Pentium based 

computer system with patient management software.  

 

 

INSTRUMENTS 

Visualization of the cervix is one of the most critical technical components of the colposcopy procedure. Numerous vaginal specula are 

available for this purpose. A medium Grave's speculum is appropriate for most women. Pederson specula have narrow blades for use in 

virgins (rare in colposcopy) and women with a narrow vaginal diameter. A large metal Grave's speculum may be required for obese women, 

pregnant women, and women with vaginal wall laxity. Women with an extremely long vagina may require the use of a long Grave's or 

Pederson speculum. The light source from the colposcope may be used for vaginal speculum insertion. Internally illuminated plastic 

speculums may also be used but tend to have thinner blades than standard Grave's speculums.   

 

If the patient has extremely lax vaginal walls, lateral vaginal  side -wall retractors can be helpful. The use of these instruments require a 

degree of skill, for if proper perpendicular alignment with the vaginal speculum is not maintained, severe vaginal pinching occurs. 

Alternatively, a condom, a penrose drain, a latex ultrasound vaginal probe sheath with the end removed, or the cut middle finger or thumb 

of a latex glove with the end removed can be placed over the speculum blades to gently hold the side-walls back and allow better 



visualization of the cervix and vaginal fornix.  

 

The purpose of colposcopic biopsy forceps is to take a small but adequate tissue sample of lower genital tract tissue. Many types of biopsy 

forceps have been developed. The four most common types of forceps used in the United States are the Tischler, Baby Tischler, 

Eppendorfer, and Kevorkian biopsy forceps. {Tischler cervical biopsy forceps : A. Standard surgical instrument grips, B. "Pistol grip" 

} 

 

 
 

 {Close -up of cervical biopsy forceps jaws and the silhouette of their biopsy : A. Baby Tischler, B. Tischler, C. Kevorkian. Note the 

Eppendorfer has the same silhouette and jaw as the Tischler except it has no teeth.}   
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