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Description: The American College of Physicians (ACP) developed
this guideline to present the evidence and provide clinical recom-
mendations on the utility of screening pelvic examination for
the detection of pathology in asymptomatic, nonpregnant, adult
women.

Methods: This guideline is based on a systematic review of the
published literature in the English language from 1946 through
January 2014 identified using MEDLINE and hand-searching. Eval-
uated outcomes include morbidity; mortality; and harms, including
overdiagnosis, overtreatment, diagnostic procedure–related harms,

fear, anxiety, embarrassment, pain, and discomfort. The target au-
dience for this guideline includes all clinicians, and the target patient
population includes asymptomatic, nonpregnant, adult women. This
guideline grades the evidence and recommendations using the
ACP’s clinical practice guidelines grading system.

Recommendation: ACP recommends against performing screening
pelvic examination in asymptomatic, nonpregnant, adult women
(strong recommendation, moderate-quality evidence).
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Pelvic examination is often conducted in asymptomatic
women to screen for pathology. The examination con-

sists of inspection of the external genitalia; speculum exam-
ination of the vagina and cervix; bimanual examination of
the adnexa, uterus, ovaries, and bladder; and sometimes
rectal or rectovaginal examination. Performing routine pel-
vic examination adds both direct costs to the health care
system and opportunity costs. The total annual cost of
preventive gynecologic examinations and associated labora-
tory and radiologic services in the United States is esti-
mated to be $2.6 billion (1). Medicare payments from
2013 were $38.11 for a screening pelvic examination and
$45.93 for collection of a Papanicolaou (Pap) smear spec-
imen (2). Pathologic conditions that are potentially detect-
able on the pelvic examination include cancer, infections,
and asymptomatic pelvic inflammatory disease.

For the purpose of this article, pelvic examination
means the speculum and bimanual examination; it does
not include obtaining a Pap smear for cervical cancer
screening, which is not considered in this guideline. When
screening for cervical cancer, the recommended examina-
tion should be limited to visual inspection of the cervix and
cervical swabs for cancer and human papillomavirus. How-
ever, pelvic examination is often performed in women who
are not due for screening for cervical cancer. Many women
and clinicians believe that pelvic examination should be
part of annual wellness visits for women (1).

The purpose of this American College of Physicians
(ACP) guideline is to present the available evidence on

screening for pathology using pelvic examination in adult,
asymptomatic, average-risk, nonpregnant women. The tar-
get audience for this guideline includes all clinicians, and
the target patient population includes asymptomatic, non-
pregnant, adult women. These recommendations are based
on a background article (3) and a systematic evidence re-
view sponsored by the Minneapolis Department of Veter-
ans Affairs Health Care System’s Evidence-based Synthesis
Program Center (4).

METHODS

The evidence review was conducted by the Minneap-
olis Veterans Affairs Health Care System’s Evidence-based
Synthesis Program Center to address the following key
questions:

1. How accurate is the screening pelvic examination
for detection of cancer (other than cervical), pelvic inflam-
matory disease, or other benign gynecologic conditions?

2. What are the benefits (reduced mortality and mor-
bidity rates) and harms (overdiagnosis, overtreatment, or
diagnostic procedure–related) of the routine screening pel-
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vic examination performed for the detection of cancer
(other than cervical), pelvic inflammatory disease, or other
gynecologic conditions?

3. What are the examination-related harms and indi-
rect benefits of performing screening pelvic examinations
in asymptomatic women? Do these harms vary by patient
or provider characteristics?

The literature search included English-language stud-
ies published from 1946 to January 2014 identified by
using MEDLINE. Additional information came from hand-
searching, the “Related Citations” feature of PubMed, and
suggestions by members of the technical expert panel and
peer reviewers. Assessed outcomes include mortality; mor-
bidity; and harms, including overdiagnosis, overtreatment,
diagnostic procedure–related harms, fear, anxiety, embar-
rassment, pain, and discomfort. Studies were conducted in
the outpatient setting. The quality of studies addressing
key question 1 was evaluated by using a modification of the
QUADAS (Quality Assessment of Diagnostic Accuracy
Studies) tool (5, 6). The quality of the survey studies for
key question 3 was assessed by evaluating the population,
survey instrument, and analysis of findings (4). For addi-
tional information, including inclusion and exclusion cri-
teria, refer to the evidence report (4) and article (3).

This guideline rates the evidence and recommenda-
tions using the ACP’s guideline grading system (Table).
Details of the ACP guideline development process can be
found in ACP’s methods paper (7).

DIAGNOSTIC ACCURACY OF PELVIC EXAMINATION

No studies were identified that addressed the diagnos-
tic accuracy of the pelvic examination for asymptomatic
pelvic inflammatory disease, gynecologic cancer other than
cervical or ovarian cancer, or benign conditions. Evidence
for the diagnostic accuracy of the pelvic examination for
detecting ovarian cancer and bacterial vaginosis is summa-
rized in the following 2 sections.

Detection of Ovarian Cancer
Three cohort studies (8–10) assessed the diagnostic

accuracy of the pelvic examination for detecting ovarian
cancer in asymptomatic women (5633 women, mean age
51.0 to 58.1 years). Women at increased genetic risk for
ovarian cancer were excluded from these studies. The stud-
ies combined found only 4 cases of ovarian cancer over 1
year, with positive predictive values from 0% to 3.6% in-
dicating that 96.7% to 100% of abnormal pelvic examina-
tions did not identify ovarian cancer. In addition, in a large
randomized, controlled trial of screening for ovarian cancer
with transvaginal ultrasonography and CA-125 involving
78 000 women, the bimanual pelvic examination was
dropped after 5 years because no cancer was detected solely
by this examination (11).

Detection of Bacterial Vaginosis
One prospective observational study (269 participants)

(12) compared the Amsel criteria for screening for bacterial
vaginosis with the reference standard of Gram staining.
According to the Amsel criteria, a diagnosis of bacterial
vaginosis can be made if vaginal secretions obtained by
swab during the pelvic examination contain 3 of the 4
following characteristics: thin, homogeneous consistency;
pH greater than 4.5; presence of clue cells on microscopic
evaluation; and release of amine odor after the addition of
a base. The study reported that the Amsel criteria had a
sensitivity of 69% and specificity of 93% for detecting
bacterial vaginosis. Of note, the study included both symp-
tomatic and asymptomatic women, with a prevalence of
bacterial vaginosis that was greater than typically reported.

BENEFITS OF ROUTINE PELVIC EXAMINATION

The clinical benefits that were evaluated included re-
duced mortality and morbidity rates. No studies evaluated
the potential indirect benefit of annual pelvic examination
being an incentive for women to access health care and
eventually receive recommended gynecologic services, such
as contraception, screening for sexually transmitted infec-
tions, or other nongynecologic care.

Ovarian Cancer
The PLCO (Prostate, Lung, Colorectal and Ovarian)

trial screened with bimanual pelvic examination for 5
years, in addition to CA-125 and transvaginal ultrasonog-
raphy, and found no reduction in ovarian cancer (or other
cancer) mortality rates associated with the pelvic examina-
tion or the 3 methods combined (11). No other studies
assessed the benefits of pelvic examination for reduction of
ovarian cancer morbidity or mortality rates.

Other Cancer
Although no studies explicitly evaluated the effect of

the screening pelvic examination on nonovarian and non-
cervical cancer morbidity or mortality rates, the PLCO
trial did not report any reduction in these outcomes, nor
did cohort studies of pelvic examination to detect ovarian

Table. The American College of Physicians’ Guideline
Grading System*

Quality of
Evidence

Strength of Recommendation

Benefits Clearly Outweigh Risks
and Burden or Risks and Burden
Clearly Outweigh Benefits

Benefits Finely Balanced
With Risks and Burden

High Strong Weak
Moderate Strong Weak
Low Strong Weak

Insufficient evidence to determine net benefits or risks

* Adopted from the classification developed by the GRADE (Grading of Recom-
mendations Assessment, Development, and Evaluation) workgroup.
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cancer report detection of any nonovarian and noncervical
cancer (11). No other studies assessed the benefits of pelvic
examination on other cancer.

Pelvic Inflammatory Disease, Bacterial Vaginosis, and
Other Benign Conditions

No studies assessed the benefits of pelvic examination
for these conditions.

HARMS OF PELVIC EXAMINATION

Examination-Related Harms
The evaluated harms included fear, anxiety, embarrass-

ment, pain, and discomfort. Physical harms may include
urinary tract infections and symptoms, such as dysuria and
frequent urination. Fourteen surveys (13–26) and 1 longi-
tudinal cohort study (27) assessed women’s attitudes
about, and experiences with, pelvic examination (13 000
participants from 6 countries). Most studies included only
women in their reproductive years. The overall quality of
the studies was low. Women who reported pain or discom-
fort during the pelvic examination ranged from 11% to
60% (median, 35%; 8 studies including 4576 partici-
pants), and 10% to 80% reported fear, embarrassment, or
anxiety (median, 34%; 7 studies including 10 702 partici-
pants). Women who experienced pain or discomfort dur-
ing their examination were less likely to have a return visit
than those who did not (5 out of 5 studies reporting this
relationship) (14, 16, 20, 21, 27).

Procedure-Related Harms
The evaluated harms included false reassurance, over-

diagnosis, overtreatment, and diagnostic procedure–related
harms. The evidence review identified no studies that
addressed these harms in asymptomatic, nonpregnant
women. Indirect evidence from 1 study on the use of pelvic
examination to detect ovarian cancer (10) showed that pel-
vic examination led to unnecessary surgery in 1.5% of
women screened (29 out of 2000).

Variation in Harms According to Patient Characteristics
The evidence review evaluated data on how patient

factors, including demographic characteristics, physical
traits, history of sexual trauma or posttraumatic stress dis-
order (PTSD), and veteran status, influenced distress or
harms.

Obesity

The evidence review identified 2 low-quality studies
that evaluated body weight (28, 29), finding that very
overweight women may receive fewer pelvic examinations
because of embarrassment than moderately overweight or
normal-weight women (28). Overweight women were
more likely than nonoverweight women to feel embarrass-
ment and disrespect during a gynecology visit (28).

History of Sexual Violence

Evidence from 9 low-quality studies was mixed on use
of gynecologic services among women with a history of
sexual violence (30–32). Two (30, 33) studies reported
that fear, anxiety, or embarrassment were greater among
women with a history of sexual abuse, whereas 2 studies
(33, 34) showed a greater rate of pain and discomfort dur-
ing the examination among women with a history of sexual
abuse. Two studies (34, 35) showed that women with a
history of sexual violence who were also diagnosed with
PTSD experienced more distress, fear, and embarrassment
than women without PTSD, regardless of sexual violence
history.

Variation in Harms According to Provider Characteristics

The evidence review identified no studies that evalu-
ated the relationship between provider characteristics and
harms associated with the pelvic examination.

SUMMARY

Pelvic examination is commonly used in asymptom-
atic, nonpregnant, adult women to screen for pathology.
Evidence shows that the diagnostic accuracy of pelvic ex-
amination for detecting ovarian cancer or bacterial vagino-
sis is low. The PLCO trial and cohort studies suggest that
the screening pelvic examination rarely detects noncervical
cancer or other treatable conditions and was not associated
with improved health outcomes. The PLCO trial found no
reduction of ovarian cancer mortality rates by screening
with pelvic examination or by screening with CA-125 or
transvaginal ultrasonography, both of which are more sen-
sitive for detecting ovarian cancer than the pelvic examina-
tion itself. Thus, there is indirect evidence that pelvic ex-
amination (as distinct from cervical cancer screening) in
asymptomatic, adult women does not reduce morbidity or
mortality rates. No studies were identified that addressed
the diagnostic accuracy of the pelvic examination for other
gynecologic conditions, such as asymptomatic pelvic in-
flammatory disease, benign conditions, or gynecologic can-
cer other than cervical or ovarian cancer. Many false-
positive findings are associated with pelvic examination,
with attendant psychological and physical harms, as well as
harms associated with the examination itself. Harms of
pelvic examination include unnecessary laparoscopies or
laparotomies, fear, anxiety, embarrassment, pain, and dis-
comfort. Women with a history of sexual violence, and
particularly those with PTSD, may experience more pain,
discomfort, fear, anxiety, or embarrassment during pelvic
examination. See the Figure for a summary of the recom-
mendations and clinical considerations.

RECOMMENDATIONS

Recommendation: ACP recommends against performing
screening pelvic examination in asymptomatic, nonpregnant,
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adult women (strong recommendation, moderate-quality
evidence).

The current evidence shows that harms outweigh any
demonstrated benefits associated with the screening pelvic
examination. Indirect evidence showed that screening pel-
vic examination does not reduce mortality or morbidity
rates in asymptomatic adult women, as 1 trial showed that
screening for ovarian cancer with more sensitive tests
(transvaginal ultrasonography and CA-125) also did not
reduce mortality or morbidity rates. Because CA-125 and
transvaginal ultrasonography found all cancer detected by
the screening pelvic examination as well as additional can-
cer and this earlier detection did not lead to a reduction in
morbidity or mortality rates, we conclude that the screen-
ing pelvic examination alone would also not reduce mor-
bidity or mortality rates. No studies assessed the benefit of
pelvic examination for other gynecologic conditions, such
as asymptomatic pelvic inflammatory disease, benign con-
ditions, or gynecologic cancer other than cervical or ovar-
ian cancer. Also, there is low-quality evidence that screen-
ing pelvic examination leads to harms, including fear,
anxiety, embarrassment, pain, and discomfort, and possibly
prevents women from receiving medical care. In addition,
false-positive screening results can lead to unnecessary lapa-

roscopies or laparotomies. Note that this guideline is fo-
cused on screening asymptomatic women; full pelvic exam-
ination with bimanual examinations is indicated in some
nonscreening clinical situations. This guideline does not
address women who are due for cervical cancer screening.
However, the recommended cervical cancer screening ex-
amination should be limited to visual inspection of the
cervix and cervical swabs for cancer and human papilloma-
virus and should not entail a full pelvic examination.

HIGH-VALUE CARE

Although screening for chlamydia and gonorrhea tra-
ditionally required a speculum examination, nucleic acid
amplification tests on self-collected vaginal swabs or urine
have been shown to be highly specific and sensitive, and
this technique is supported by several organizations (36–
40). ACP found no evidence that screening pelvic exami-
nation in asymptomatic, nonpregnant, adult women pro-
vides any benefit and indirect evidence that it does not
reduce morbidity or mortality rates. However, many clini-
cians include pelvic examination as part of the well-woman
visit (41–43), and because pelvic examination is low-value
care, it should be omitted from the well-woman visit.

Figure. Summary of the American College of Physicians guideline on screening pelvic examination in adult women.

SUMMARY OF THE AMERICAN COLLEGE OF PHYSICIANS GUIDELINE ON SCREENING PELVIC EXAMINATION IN ADULT WOMEN

Disease/Condition Cancer, pelvic inflammatory disease, other benign gynecologic conditions

Target Audience Internists, family physicians, other clinicians

Target Patient Population Asymptomatic, nonpregnant, adult women

Interventions Pelvic examination

Benefits of Screening None identified

Outcomes Mortality; morbidity; harms, including overdiagnosis, overtreatment, and diagnostic procedure-related harms

Harms of Screening Unnecessary laparoscopies or laparotomies, fear, embarrassment, anxiety, pain or discomfort, avoidance of necessary 
care

High-Value Care ACP found no evidence that routine pelvic examination in asymptomatic, nonpregnant, adult women provides any 
benefit. With the current evidence, we conclude that performing pelvic examination exposes women to unnecessary 
and avoidable harms with no benefit. In addition, these examinations add unnecessary costs to the health care system. 
These costs may be compounded by expenses incurred by additional follow-up tests, including follow-up tests as a 
result of false-positive screening results, increased medical visits, and costs of keeping or obtaining health insurance.

Clinical Considerations Clinicians do not need to perform pelvic examination before prescribing oral contraceptives.

Screening for sexually transmitted disease can be performed with urine testing or vaginal swabs and does not require a 
pelvic examination.

Evaluation is often indicated in women with such symptoms as vaginal discharge, abnormal bleeding, pain, urinary 
problems, and sexual dysfunction.

When screening for cervical cancer, examination should be limited to visual inspection of the cervix and cervical swabs 
for cancer and HPV.

Recommendations Recommendation: ACP recommends against performing screening pelvic examination in asymptomatic, nonpregnant, 
adult women (strong recommendation, moderate-quality evidence).

HPV � human papillomavirus.
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Many clinicians also require pelvic examination before pre-
scribing oral contraceptives (44), although this practice is
low-value care and not supported by evidence. Many orga-
nizations also advise against screening pelvic examination
before prescribing hormonal contraception for healthy
asymptomatic women (45, 46).

With the available evidence, we conclude that screen-
ing pelvic examination exposes women to unnecessary and
avoidable harms with no benefit (reduced mortality or
morbidity rates). In addition, these examinations add un-
necessary costs to the health care system ($2.6 billion in
the United States) (47). These costs may be amplified by
expenses incurred by additional follow-up tests, including
follow-up tests as a result of false-positive screening results;
increased medical visits; and costs of keeping or obtaining
health insurance.

From American College of Physicians, Philadelphia, Pennsylvania; Ore-
gon Health & Science University, Portland, Oregon; University of
North Carolina School of Medicine, Chapel Hill, North Carolina; and
Carilion Clinic, Roanoke, Virginia.

Note: Clinical practice guidelines are “guides” only and may not apply to
all patients and all clinical situations. Thus, they are not intended to
override clinicians’ judgment. All ACP clinical practice guidelines are
considered automatically withdrawn or invalid 5 years after publication,
or once an update has been issued.

Disclaimer: The authors of this article are responsible for its contents,
including any clinical or treatment recommendations.

Financial Support: Financial support for the development of this guide-
line comes exclusively from the ACP operating budget.

Disclosures: Authors followed the policy regarding conflicts of interest
described at www.annals.org/article.aspx?articleid�745942. Disclo-
sures can be viewed at www.acponline.org/authors/icmje/ConflictOf
InterestForms.do?msNum�M14-0701. A record of conflicts of interest
is kept for each Clinical Guidelines Committee meeting and conference
call and can be viewed at www.acponline.org/clinical_information
/guidelines/guidelines/conflicts_cgc.htm.

Requests for Single Reprints: Amir Qaseem, MD, PhD, MHA, Amer-
ican College of Physicians, 190 N. Independence Mall West, Philadel-
phia, PA 19106; e-mail, aqaseem@acponline.org.

Current author addresses and author contributions are available at
www.annals.org.

References
1. Berkowitz Z, Saraiya M, Sawaya GF. Cervical cancer screening intervals, 2006
to 2009: moving beyond annual testing [Letter]. JAMA Intern Med. 2013;173:
922-4. [PMID: 23568334]
2. Centers for Medicare & Medicaid Services. Overview: Physician Fee Sched-
ule. Accessed at www.cms.gov/apps/physician-fee-schedule/overview.aspx on 1
May 2014.
3. Bloomfield HE, Olson A, Greer N, Cantor A, MacDonald R, Rutks I, et al.
Screening pelvic examinations in asymptomatic, average-risk adult women: an
evidence report for a clinical practice guideline for the American College of Phy-
sicians. Ann Intern Med. 2014;161:46-53.

4. Bloomfield H, Olson A, Cantor A, Greer N, MacDonald R, I R, et al.
Screening pelvic examinations in asymptomatic average risk adult women. VA-
ESP Project #09-009. 2013.
5. Reitsma JB, Rutjes AWS, Whiting P, Vlassov VV, Leeflang MMG, Deeks JJ.
Chapter 9: Assessing methodological quality. In: Deeks JJ, Bossuyt PM, Gatsonis
C, eds. Cochrane Handbook for Systematic Reviews of Diagnostic Test Accu-
racy. Version 1.0.0. 2009. Accessed at http://srdta.cochrane.org on 1 May 2014.
6. Whiting P, Rutjes AW, Reitsma JB, Bossuyt PM, Kleijnen J. The develop-
ment of QUADAS: a tool for the quality assessment of studies of diagnostic
accuracy included in systematic reviews. BMC Med Res Methodol. 2003;3:25.
[PMID: 14606960]
7. Qaseem A, Snow V, Owens DK, Shekelle P; Clinical Guidelines Committee
of the American College of Physicians. The development of clinical practice
guidelines and guidance statements of the American College of Physicians: sum-
mary of methods. Ann Intern Med. 2010;153:194-9. [PMID: 20679562]
8. Grover SR, Quinn MA. Is there any value in bimanual pelvic examination as
a screening test. Med J Aust. 1995;162:408-10. [PMID: 7746172]
9. Jacobs I, Stabile I, Bridges J, Kemsley P, Reynolds C, Grudzinskas J, et al.
Multimodal approach to screening for ovarian cancer. Lancet. 1988;1:268-71.
[PMID: 2893084]
10. Adonakis GL, Paraskevaidis E, Tsiga S, Seferiadis K, Lolis DE. A combined
approach for the early detection of ovarian cancer in asymptomatic women.
Eur J Obstet Gynecol Reprod Biol. 1996;65:221-5. [PMID: 8730628]
11. Buys SS, Partridge E, Black A, Johnson CC, Lamerato L, Isaacs C, et al;
PLCO Project Team. Effect of screening on ovarian cancer mortality: the Pros-
tate, Lung, Colorectal and Ovarian (PLCO) Cancer Screening Randomized Con-
trolled Trial. JAMA. 2011;305:2295-303. [PMID: 21642681]
12. Gutman RE, Peipert JF, Weitzen S, Blume J. Evaluation of clinical methods
for diagnosing bacterial vaginosis. Obstet Gynecol. 2005;105:551-6. [PMID:
15738023]
13. Golomb D. Attitudes toward pelvic examinations in two primary care set-
tings. R I Med J. 1983;66:281-4. [PMID: 6577533]
14. Harper C, Balistreri E, Boggess J, Leon K, Darney P. Provision of hormonal
contraceptives without a mandatory pelvic examination: the first stop demonstra-
tion project. Fam Plann Perspect. 2001;33:13-8. [PMID: 11271540]
15. Bourne PA, Charles CA, Francis CG, South-Bourne N, Peters R. Percep-
tion, attitude and practices of women towards pelvic examination and Pap smear
in Jamaica. N Am J Med Sci. 2010;2:478-86. [PMID: 22558551]
16. Hesselius I, Lisper HO, Nordström A, Anshelm-Olson B, Odlund B. Com-
parison between participants and non-participants at a gynaecological mass
screening. Scand J Soc Med. 1975;3:129-38. [PMID: 1215854]
17. Wijma B, Gullberg M, Kjessler B. Attitudes towards pelvic examination in a
random sample of Swedish women. Acta Obstet Gynecol Scand. 1998;77:422-8.
[PMID: 9598951]
18. Armstrong L, Zabel E, Beydoun HA. Evaluation of the usefulness of the
‘hormones with optional pelvic exam’ programme offered at a family planning
clinic. Eur J Contracept Reprod Health Care. 2012;17:307-13. [PMID:
22524280]
19. Osofsky HJ. Women’s reactions to pelvic examination. Obstet Gynecol.
1967;30:146-51. [PMID: 6027483]
20. Hoyo C, Yarnall KS, Skinner CS, Moorman PG, Sellers D, Reid L. Pain
predicts non-adherence to pap smear screening among middle-aged African
American women. Prev Med. 2005;41:439-45. [PMID: 15917039]
21. Taylor VM, Yasui Y, Burke N, Nguyen T, Acorda E, Thai H, et al. Pap
testing adherence among Vietnamese American women. Cancer Epidemiol Bio-
markers Prev. 2004;13:613-9. [PMID: 15066927]
22. Fiddes P, Scott A, Fletcher J, Glasier A. Attitudes towards pelvic examina-
tion and chaperones: a questionnaire survey of patients and providers. Contra-
ception. 2003;67:313-7. [PMID: 12684154]
23. Yu CK, Rymer J. Women’s attitudes to and awareness of smear testing and
cervical cancer. Br J Fam Plann. 1998;23:127-33. [PMID: 9882766]
24. Broadmore J, Carr-Gregg M, Hutton JD. Vaginal examinations: women’s
experiences and preferences. N Z Med J. 1986;99:8-10. [PMID: 3456108]
25. Haar E, Halitsky V, Stricker G. Patients’ attitudes toward gynecologic ex-
amination and to gynecologists. Med Care. 1977;15:787-95. [PMID: 895235]
26. Petravage JB, Reynolds LJ, Gardner HJ, Reading JC. Attitudes of women
toward the gynecologic examination. J Fam Pract. 1979;9:1039-45. [PMID:
521765]

Clinical GuidelineScreening Pelvic Examination in Adult Women

www.annals.org 1 July 2014 Annals of Internal Medicine Volume 161 • Number 1 71

Downloaded From: http://annals.org/ on 07/01/2014

http://www.annals.org/article.aspx?articleid=745942
http://www.acponline.org/authors/icmje/ConflictOfInterestForms.do?msNum=M14-0701
http://www.acponline.org/authors/icmje/ConflictOfInterestForms.do?msNum=M14-0701
http://www.acponline.org/clinical_information/guidelines/guidelines/conflicts_cgc.htm
http://www.acponline.org/clinical_information/guidelines/guidelines/conflicts_cgc.htm
mailto:aqaseem@acponline.org
http://www.annals.org
http://www.cms.gov/apps/physician-fee-schedule/overview.aspx
http://srdta.cochrane.org


27. Kahn JA, Goodman E, Huang B, Slap GB, Emans SJ. Predictors of Papa-
nicolaou smear return in a hospital-based adolescent and young adult clinic.
Obstet Gynecol. 2003;101:490-9. [PMID: 12636952]
28. Amy NK, Aalborg A, Lyons P, Keranen L. Barriers to routine gynecological
cancer screening for White and African-American obese women. Int J Obes
(Lond). 2006;30:147-55. [PMID: 16231037]
29. Adams CH, Smith NJ, Wilbur DC, Grady KE. The relationship of obesity
to the frequency of pelvic examinations: do physician and patient attitudes make
a difference? Women Health. 1993;20:45-57. [PMID: 8372479]
30. Robohm JS, Buttenheim M. The gynecological care experience of adult
survivors of childhood sexual abuse: a preliminary investigation. Women Health.
1996;24:59-75. [PMID: 9046553]
31. Farley M, Golding JM, Minkoff JR. Is a history of trauma associated with a
reduced likelihood of cervical cancer screening? J Fam Pract. 2002;51:827-31.
[PMID: 12401150]
32. Lang AJ, Rodgers CS, Laffaye C, Satz LE, Dresselhaus TR, Stein MB.
Sexual trauma, posttraumatic stress disorder, and health behavior. Behav Med.
2003;28:150-8. [PMID: 14663922]
33. Hilden M, Sidenius K, Langhoff-Roos J, Wijma B, Schei B. Women’s
experiences of the gynecologic examination: factors associated with discomfort.
Acta Obstet Gynecol Scand. 2003;82:1030-6. [PMID: 14616277]
34. Weitlauf JC, Finney JW, Ruzek JI, Lee TT, Thrailkill A, Jones S, et al.
Distress and pain during pelvic examinations: effect of sexual violence. Obstet
Gynecol. 2008;112:1343-50. [PMID: 19037045]
35. Weitlauf JC, Frayne SM, Finney JW, Moos RH, Jones S, Hu K, et al.
Sexual violence, posttraumatic stress disorder, and the pelvic examination: how
do beliefs about the safety, necessity, and utility of the examination influence
patient experiences? J Womens Health (Larchmt). 2010;19:1271-80. [PMID:
20509787]
36. Laboratory diagnostic testing for Chlamydia trachomatis and Neisseria gon-
orrheae. Presented at Expert Consultation Meeting Summary Report, Atlanta,
Georgia, 13–15 January 2009. Silver Spring, MD: Association of Public Health
Laboratories; 2009. Accessed at www.aphl.org/aphlprograms/infectious/std
/Documents/ID_2009Jan_CTGCLab-Guidelines-Meeting-Report.pdf on 29
April 2014.

37. Cook RL, Hutchison SL, Østergaard L, Braithwaite RS, Ness RB. System-
atic review: noninvasive testing for Chlamydia trachomatis and Neisseria gonor-
rhoeae. Ann Intern Med. 2005;142:914-25. [PMID: 15941699]
38. Meyers DS, Halvorson H, Luckhaupt S; U.S. Preventive Services Task
Force. Screening for chlamydial infection: an evidence update for the U.S. Pre-
ventive Services Task Force. Ann Intern Med. 2007;147:135-42. [PMID:
17576995]
39. Schoeman SA, Stewart CM, Booth RA, Smith SD, Wilcox MH, Wilson
JD. Assessment of best single sample for finding chlamydia in women with and
without symptoms: a diagnostic test study. BMJ. 2012;345:e8013. [PMID:
23236032]
40. Moyer VA; U.S. Preventive Services Task Force. Screening for chronic kidney
disease: U.S. Preventive Services Task Force recommendation statement. Ann
Intern Med. 2012;157:567-70. [PMID: 22928170]
41. Henderson JT, Harper CC, Gutin S, Saraiya M, Chapman J, Sawaya GF.
Routine bimanual pelvic examinations: practices and beliefs of US obstetrician-
gynecologists. Am J Obstet Gynecol. 2013;208:109.e1-7. [PMID: 23159688]
42. Stormo AR, Cooper CP, Hawkins NA, Saraiya M. Physician characteristics
and beliefs associated with use of pelvic examinations in asymptomatic women.
Prev Med. 2012;54:415-21. [PMID: 22484240]
43. Stormo AR, Hawkins NA, Cooper CP, Saraiya M. The pelvic examination
as a screening tool: practices of US physicians [Letter]. Arch Intern Med. 2011;
171:2053-4. [PMID: 22158576]
44. Henderson JT, Sawaya GF, Blum M, Stratton L, Harper CC. Pelvic exam-
inations and access to oral hormonal contraception. Obstet Gynecol. 2010;116:
1257-64. [PMID: 21099589]
45. Stewart FH, Harper CC, Ellertson CE, Grimes DA, Sawaya GF, Trussell J.
Clinical breast and pelvic examination requirements for hormonal contraception:
Current practice vs evidence. JAMA. 2001;285:2232-9. [PMID: 11325325]
46. American Academy of Family Physicians. Choosing Wisely: Fifteen Things
Physicians and Patients Should Question. 2013. Accessed at www.choosingwisely
.org/wp-content/uploads/2013/09/AAFP-15things-_sept2013.pdf on 1
May 2014.
47. Mehrotra A, Zaslavsky AM, Ayanian JZ. Preventive health examinations and
preventive gynecological examinations in the United States. Arch Intern Med.
2007;167:1876-83. [PMID: 17893309]

Ad Libitum
Found Poem

(hospital waiting room)

O Always
O Sometimes
O Never
O Does Not Apply

Daniel Bosch
Chicago, Illinois

Current Author Address: Daniel Bosch; e-mail, danielhbosch@gmail.com.

© 2014 American College of Physicians

Clinical Guideline Screening Pelvic Examination in Adult Women

72 1 July 2014 Annals of Internal Medicine Volume 161 • Number 1 www.annals.org

Downloaded From: http://annals.org/ on 07/01/2014

http://www.aphl.org/aphlprograms/infectious/std/Documents/ID_2009Jan_CTGCLab-Guidelines-Meeting-Report.pdf
http://www.aphl.org/aphlprograms/infectious/std/Documents/ID_2009Jan_CTGCLab-Guidelines-Meeting-Report.pdf
http://www.choosingwisely.org/wp-content/uploads/2013/09/AAFP-15things-_sept2013.pdf
http://www.choosingwisely.org/wp-content/uploads/2013/09/AAFP-15things-_sept2013.pdf
mailto:danielhbosch@gmail.com


Current Author Addresses: Drs. Qaseem and Starkey: 190 N. Indepen-
dence Mall West, Philadelphia, PA 19106.
Dr. Humphrey: 3710 Southwest US Veterans Hospital Road, Portland,
OR 97201.
Dr. Harris: 725 Martin Luther King Boulevard, Chapel Hill, NC 27599.
Dr. Denberg: PO Box 13727, Roanoke, VA 24036.

Author Contributions: Conception and design: A. Qaseem, L.L. Hum-
phrey, T.D. Denberg.
Analysis and interpretation of the data: A. Qaseem, L.L. Humphrey, R.
Harris, M. Starkey, T.D. Denberg.
Drafting of the article: A. Qaseem, R. Harris, M. Starkey, T.D. Denberg.
Critical revision for important intellectual content: A. Qaseem, L.L.
Humphrey, R. Harris, M. Starkey, T.D. Denberg.
Final approval of the article: A. Qaseem, L.L. Humphrey, R. Harris,
T.D. Denberg.
Statistical expertise: A. Qaseem.
Administrative, technical, or logistic support: A. Qaseem, M. Starkey.
Collection and assembly of data: A. Qaseem, R. Harris.

Annals of Internal Medicine

www.annals.org 1 July 2014 Annals of Internal Medicine Volume 161 • Number 1

Downloaded From: http://annals.org/ on 07/01/2014


	zai01314000067
	zai1131400W641

