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INTRODUCTION

The rates of cervical cancer in Canada, 
as well as the associated morbidity and 
mortality, have decreased substantially 
over the past 40  years thanks to 
screening programmes and human 
papilloma virus  (HPV) vaccination 
programmes.1,2 The success of these 
programmes still relies on screening 
for early cervical cancer through 
Papanicolaou  (Pap) smears, cervical 
biopsies, and increasingly, HPV 
testing. The Canadian Task Force on 
Preventive Health Care recommends 
initiating cervical screening at the age 
of 25 years and many provinces have 
adjusted their guidelines to reflect this 
evidence.3 Pap smears are screening 
tests for asymptomatic patients with 
the aim of identifying patients who 
require colposcopy and biopsies. 
As soon as an abnormality is seen, a 
biopsy is indicated – it is insufficient to 
only perform a Pap smear on a patient 
who is symptomatic or who has an 
abnormal cervix. While abnormal 
Pap smear results generally lead to 
colposcopy, in the setting of an obvious 
abnormality, cervical biopsy remains 
firmly within the scope of primary 
care physicians4 as biopsy may 
expedite management of precancerous 
or cancerous lesions, and can also 
reduce overtreatment by identifying 
abnormalities that can be followed 

over time.5 Further, family physicians 
with sufficient colposcopy training, 
as well as available equipment and 
facilities, may perform colposcopy.

WHEN TO BIOPSY?

The indications for a cervical biopsy 
include abnormalities in the cervix 
on inspection or palpation. A  Pap 
test with repeated unexplained 
inflammation, atypical squamous 
cells of unknown significance or 
consistent with a low‑grade squamous 
intraepithelial lesion (LSIL) or a 
high‑grade squamous intraepithelial 
lesion (HSIL) is an indication  for 
colposcopy.6,7 Generalists should 
biopsy grossly abnormal cervical 
lesions to speed diagnosis. If HPV 
testing is available, results should be 
incorporated into the risk assessment 
and course of action.8

The most common type of biopsy 
used to collect specimens from the 
cervix is a punch biopsy. However, 
the location of the lesion, suspected 
grade of abnormality and previous 
procedures all influence which 
method is selected.8 A curette can 
be used to obtain an endocervical 
biopsy. Alternatively, a cone biopsy is 
considered to be a form of excisional 
treatment because it removes the 
transformation zone but would 
require referral to a specialist.8
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COLPOSCOPY IN PRIMARY CARE 
AND TELECOLPOSCOPY

Abnormal cervical biopsy results may lead to 
a colposcopist referral. Colposcopy is part of 
approximately 12% of American family physicians’ 
practices.9 While similar statistics are not currently 
available for Canada, colposcopy training may be 
offered as part of residency programmes or as an 
additional certification. The American Society for 
Colposcopy and Cervical Pathology and Society of 
Obstetricians and Gynaecologists of Canada run 
excellent courses and provide initial training for 
primary care practitioners interested in becoming 
colposcopists. As there is no formal standard, 
however, being able to perform colposcopy in the 
primary care setting depends on physician training, 
comfort level, equipment availability, staff support, 
and the needs of the local community.9

There is also an emerging literature on 
telecolposcopy, which may have a place in assisting 
rural physicians whose patients would otherwise 
have to travel unreasonably long distances to 
see a colposcopist. Using telecolposcopy could 
potentially reduce costs and improve patient 
outcomes.10 Additionally, preliminary research 
found that telecolposcopy may be just as 
acceptable to patients as traditional colposcopy.11

CONTRAINDICATIONS, RISKS, AND 
BENEFITS OF CERVICAL BIOPSY

Relative contraindications to cervical biopsy 
include late pregnancy or active labour, active 
cervical or vaginal infection, any of which can 
increase the likelihood of bleeding or infection, 
increase spurious findings, and/or decrease the 
sensitivity and specificity of the biopsy.7 If a patient 
is palliative a cervical biopsy cannot be justified. 
Finally, if a patient does not consent to a cervical 
exam or biopsy, that  is an absolute contraindication 
to these procedures. The risks associated with 
cervical biopsy include pain, bleeding, infection, 
and psychological distress.5 Some of the benefits 
of cervical biopsy include early identification and 
management of intraepithelial lesions.5

EQUIPMENT

•	 Sterile	Gloves
•	 Speculum

•	 Lubricant
•	 Light	source
•	 Poviodine	10%	solution
•	 Normal	saline
•	 Cotton	balls/swabs
•	 Ring	forceps
•	 Lidocaine	spray/lignocaine	gel
•	 Endocervical	curette
•	 Cytobrush
•	 Cervical	punch	biopsy	forceps
•	 3.0	non‑braided	dissolvable	suture	material
•	 Needle	drivers
•	 Scissors
•	 Forceps
•	 Monsel’s	paste (you	can	make	your	own	if	you	

have difficulty ordering it)13

•	 Labelled	specimen	jar	containing	formalin
•	 Pencil	 to	 draw	 and	 label	 lesions	 and	 biopsy	

sites
•	 Pads	for	the	patient	after	the	procedure.

PROCEDURE

If the biopsy is planned, patients may be instructed 
to take ibuprofen/naproxen/acetaminophen the 
night before and the morning of the cervical 
biopsy to reduce pain. Biopsies cause mild to 
moderate pain, especially in women with a prior 
history of dysmenorrhea, so consideration of pain 
control strategies in advance is important.15

1. When obtaining a routine Pap smear, be ready 
to opportunistically biopsy lesions that you 
might find. It may be useful to have a gyne 
caddy set‑up that can be brought into the 
room immediately should a specimen need to 
be collected

2. Obtain informed consent prior to the 
procedure and give the patient the option of 
having a chaperone attend the procedure. 
Some patients find that music during the 
procedure may help reduce anxiety16

3. Prepare necessary tools and solutions from 
the above list, including those needed for 
the cervical biopsy itself. Warm the smallest 
effective speculum with water if it is made 
of metal. Ask the patient to lie in the dorsal 
lithotomy position

4. Begin by examining the vulva for lesions or 
other abnormalities. Perform a bimanual 
exam if not done at or around the time the le‑
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sion was found. Examine the inguinal region 
to identify any abnormal lymph nodes or oth‑
er masses7

5. Insert the speculum gently, wipe away mucous 
using a cotton swab or gauze held by ring 
forceps

6. Examine the cervix for signs of infection and 
inflammation. In addition, inspect for any 
cervical abnormalities7 If indicated, and the 
patient has consented, swab for gonorrhoea 
and chlamydia at this point (or collect a urine 
sample after the exam)

7. Although the literature remains incomplete 
and is sometimes contradictory, recent 
research suggests that topical lidocaine spray 
applied to the cervix or topical lignocaine gel 
may be effective in reducing pain during the 
procedure when compared to forced cough 
or injected local anesthesia.17‑19 The strategy 
used for pain control should depend on patient 
preference, local availability, and provider 
experience. Intracervical anaesthetic injection 
may increase procedure time and cause pain 
with injection, and it is not yet clear whether 
it decreases overall procedure‑related pain.20,21 
However, a lack of topical pain control should 
not prevent a biopsy. Many clinicians do not 
use anaesthesia and, instead, distract the 
patient by asking them to cough

8. To evert the os one may use a cotton tipped 
swab

9. Characterize abnormal zones of the cervix for 
later documentation based on their percentage 
size and ‘clock position’ on the cervix. In 
particular, the features of each lesion as well as 
details of their margins should be noted

10. Apply poviodine to the cervix using cotton 
swabs or gauze held in ring forceps

11. If there is a cervical polyp where the base of 
the stalk can be seen, simply grasp the polyp as 
close to the base as possible with ring forceps 
and twist until it detaches. Do not do this if the 
patient is on an anti‑coagulant. If the stalk is 
not visible, consider referral

12. For lesions appearing to extend into the 
endocervical canal, perform an endocervical 
curettage using an endocervical curette. Use 
the endocervical curette to scrape all the way 
around the endocervical canal and put the 
tissue from the curette into formalin. Use a 
cytobrush to pick‑up the remaining tissue in the 

endocervical canal. If an endocervical curette 
is not available, sample the tissue using a 
cytobrush. Rotate the cytobrush approximately 
five times in the endocervical canal. For large 
lesions, a wedge piece can simply be cut out with 
a scalpel. Once the sample has been obtained, 
the tip can then be removed and dropped into 
the formalin suspension

13. Using Tischler forceps if available, begin with 
any area on the posterior aspect of the cervix 
that appears abnormal to avoid bleeding that 
may obscure anterior sites. Place the ‘fixed 
jaw’ portion of the forceps on the “os side” 
of the lesion, with the other portion placed 
on the posterior aspect of the cervix. Each 
biopsy should be approximately 3 mm deep.[7] 
If Tischler forceps are not available, simply 
use a small scalpel to obtain a tissue sample. 
Additional cutting and rotation should be 
avoided.22 Continue to biopsy any additional 
lesions, using a cotton swab to control any 
bleeding that obscures visibility. If possible, 
take at least two biopsies, including the most 
abnormal‑looking lesion.4,23‑26 All biopsies can 
be placed in the same specimen container 
containing 10% formalin4 [Figures 1 and 2].

14. After all biopsies are completed, apply 
Monsel’s paste to areas that continue to 
ooze.27 If Monsel’s paste is not available, 
apply pressure for 3  min. If bleeding cannot 
easily be controlled, place a suture using 3.0 
absorbable suture material. Once bleeding is 
satisfactorily controlled, gently remove the 

Figure 1: Examples of cervical pathology including atypical 
squamous cell of the cervix  (1), high‑grade squamous 
intraepithelial lesion  (2), invasive squamous cell of the 
cervix (3), and a cervical polyp (4).12
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speculum, inspecting the vaginal walls for any 
abnormalities. For unexpected heavy bleeding, 
place gauze soaked in Monsel’s solution up 
against the lesion and then pack the vagina 
with packing material (such as Kerlex gauze) 
with as much packing as possible to apply 
pressure and then reassess bleeding frequently. 
If the bleeding is going through the packing, 
the patient’s vitals are unstable, or you are 
concerned, call the nearest centre with an 
on‑call gynaecologist for advice. Re‑drape and 
offer the patient a wipe and pad

15. Document details of the exam and draw and 
label a diagram of the patient’s cervix to detail 
the locations of lesions as well as the sites that 
were biopsied

16. A vasovagal response may occur after the 
procedure, so ask the patient to remain supine 
for a few minutes prior to asking them to sit 
and then stand slowly.

After the procedure

Inform the patient that for hours to days after 
the procedure, dark/black‑appearing Monsel’s 
paste and clotted blood  (similar in consistency 
to coffee grounds) may be discharged from 
the vagina.6,7 For pain and/or cramping after 
the procedure, suggest and make sure the 
patient has access to ibuprofen, naproxen or 
acetaminophen. Also advise the patient on signs 
of potential infection and when to return for 
additional evaluation  (any of pelvic pain, fever, 
foul odour, discharge and bleeding that requires 
more than a thin pad). Patients should avoid 
tampons, douching (for which there is never an 
indication) and intercourse for 1–2 weeks after 
the procedure. Indicate initial impression, when 
the patient should expect results, and what will 
happen next.

CONCLUSION

When the appropriate equipment is available, 
primary care‑based cervical biopsy can accelerate 
appropriate management of suspected cervical 
cancer.5
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