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using the simplified Reid’s Colposcopic
Index method
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Colposcopy is a widely used method for the detection
of early cervical neoplasia. Lack of standard diagnostic
protocols causes interpretation difficulties. The present
study was carried out to minimize disagreements and
make colposcopy assessment quick, accurate and easy
for follow-up.
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CERVICAL cancer is the third most common cancer in
women worldwide. An estimated 371,000 new cases of
cervical cancer are identified every year' and account for
about 190,000 deaths annually”. About 86% of the cervical
cancers is from the developing world® and majority of the
cases is present in advanced clinical stages due to lack of
infrastructure for early detection. Despite considerable
knowledge and understanding about prevention, early de-
tection, early diagnosis and treatment of cervical cancer,
it continues to be the most common cancer and cause for
death among middle-aged women in many countries of
South Asia, Sub-Saharan Africa and Latin America®. In
India, there are about 126,000 new cases and 70,500 deaths
due to cancer cervix every year’.

In the last five years (2000-04), out of 2557 female
genital cancers, 84% of the cases were cervical cancer regi-
stered at Smt Ujjam Baa Medical College Cancer Hospital,
Jabalpur, Madhya Pradesh, India.

Prevention of invasive cancer by early detection and
treatment of cervical intraepithelial neoplasia (CIN) cur-
rently offers the most cost-effective, long-term strategy for
cervical cancer control”,

Colposcopy is a worldwide accepted method for detec-
tion of early cervical neoplasia®. Common problems
encountered in colposcopy are inadequate expertise, inter-
pretation difficulties, disagreements’ and failure to follow
standard diagnostic protocol. In order to minimize the
above limitations and to make colposcopic assessment
more simplified, accurate and easy for follow-up, the pre-
sent cross-sectional study was undertaken in NSCB
Medical College, Jabalpur during 1 September 2003 to 30
August 2005.
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Sample size was calculated using Epi info 2003 stati-
stical software, with an assumption of 16,000 women
annually attending Gynaecology OPD, with expected fre-
quency of cancer cervix to be at least 10%; with 99%
confidence level, a total of 235 patients will be required.
We added 10% as non-response and 20% as lost in fol-
low-up. Thus the final sample size calculated was 310.

Patients with history of intermenstrual or post-coital
bleeding, excessive discharge per vaginum, recurrent uri-
nary tract infection and recurrent sexually transmitted
infections were included in the study.

Women with bleeding at the time of examination,
clinical evidence of acute infection, pregnancy and puer-
perium, unsatisfactory colposcopy and unmarried women
were excluded from the study.

Colposcopy was considered to be positive if aceto-
white lesions in the transformation zone were seen. A
smear was considered as cytology-positive if the smear
showed atypical squamous cell of undetermined signifi-
cance (ASCUS) or low-grade squamous intraepithelial
lesion (LSIL) or high-grade squamous intraepithelial
lesion (HSIL) or squamous cell carcinoma (SCC). All
slides with mild dysplasia, moderate dysplasia, severe
dysplasia, carcinoma in situ (CIS) or squamous cell carci-
noma were considered histopathologically positive.

Simplified Reid’s Colposcopic Index (RCI)®: Score of
CIN-1 =RCI-1, CIN-2 = RCI-2 and CIN-3 = RCI-3. The
study protocol was approved by the Institutional Ethics
Committee of NSCB Medical College, Jabalpur.

During the study period, a total of 355 patients were
screened and included in the study. Of these, 39 cases
were excluded due to missing/incomplete data. Informed
consent was obtained from all the women. Relevant socio-
economic, obstetric, gynaecological and medical history
was obtained in a pre-tested, semi-structured question-
naire. Under illumination per speculum, gross, naked-eye
findings were noted.

Pap smear was taken by moist cotton swab stick. Two
samples were collected by gently rubbing, one from the
ectocervix and the other from the endocervix, by rotating
the sterile cotton swab stick by 360° so as to obtain rep-
resentative samples. The smear was fixed with absolute
alcohol. The cervix was cleaned with soaked saline swab.

For the initial 150 cases colposcopy was done according
to conventional colposcopic method and in the remaining
cases colposcopy was done by a simplified method. Using
the colposcope (Model No. MV200 Atagogiken Company
Ltd, Tokyo, Japan) the cervix was visualized under low
power to note any abnormal findings®. Capillaries and
surface blood vessels of the cervix were examined with
green filter. Freshly prepared 5% glacialacetic acid was
gently applied twice over the cervix to ensure appropriate
aceto-white reaction. Transformation zone was defined
both at the distal and proximal ends. Colopscopy was
considered unsatisfactory, if the squamo-columnar junc-
tion was not visualized completely and patients were
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advised endo-cervical curettage. In case of satisfactory
colposcopy, the cervix was divided into four quadrants by
an imaginary line passing through the centre from 6’0
clock to 6°O clock and 3°O clock to 3°O clock. Examina-
tion of each quadrant was done in a clockwise direction
starting from the right upper (RU) quadrant (Figure 1).
Aceto-white reaction was seen in the transformation

7.

RU, Right Upper
RL, Right lower
LL, Left lower
LU, Left Upper
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Figure 1. Diagrammatic presentation of simplified Reid’s Colpo-
scopic Index scoring.
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Figure 2. Simplified Reid’s Colposcopic Index scoring method (ex-
ample with follow-up figures).
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zone; then margin, colour, vessels and colposcopy signs
were scored using RCI scoring method (Appendix 1) and
recorded in equation style (Figure 2). In cases where the
RCI score was 0-2, which is suggestive of sub-clinical
papilloma infection (SPI) or squamous metaplasia, biopsy
was not done for ethical reasons. If the RCI score was 3
or more, then colposcopic guided biopsies were taken
with ‘Baby Tischler Forceps’ from the site with highest
score. The tissue was immediately transferred to a vial
containing 10% formaldehyde and sent for histopa-
thological examination. Pressure applied to the site to con-
trol bleeding. Women were counselled for follow-up and
genital hygiene. They were reviewed with cytology and
histopathology reports after two weeks. Cytology, colpo-
scopy and histopathology reports were compared and fur-
ther management was done according to guidelines for
CIN, CIS and stage-I cervical cancer.

Conventional colposcopy is based on findings such as
characteristics of the aceto-white areas, vascular features,
colour change after iodine application, surface characteri-
stics like ulceration, and other signs such as bleeding on
touch. The provisional diagnosis is based on these find-
ings as normal or inflammation, leukoplakia, condyloma,
low-grade CIN, high-grade CIN, early invasive cancer,
overt invasive cancer. In conventional colposcopy results
are recorded by photographs and hand-drawings. The
position of squamocolumnar junction (SCJ), transforma-
tion zone (TZ) and various colposcopic patterns is also
marked.

Interobserver variability is the most common problem
in conventional colpscopy. Considerable lack of agree-
ment in reporting cytologic finding is a well-known problem
and this might be a bigger problem in reporting colpo-
scopic finding’. Another limitation to routine conven-
tional colposcopy is that the time taken to complete the
colposcopy record is more than that required for making
colposcopy diagnosis.

The RCI is a colposcopic assessment by a scoring sys-
tem that correlates colposcopic impression with histo-
logic severity (Appendix 1). The primary objective of a
colposcopist is to identify the most severe lesion on the
cervix and perform a colposcopically directed biopsy®.

In RCI, colposcopic signs, i.e. margins, colour, vascu-
lar patterns and iodine-staining are scored and graded into
two objective categories; low-grade CIN-1 or high-grade
CIN-2 and CIN-3, combined into a weighted index called
RCI. These colposcopic features are more than 90% accu-
rate in predicting histologic findings, because this grading
system relies on critical analysis rather than on pattern
recall. Hence this grading system greatly simplifies learn-
ing colposcopy and ensures that serious disease will not be
missed, and trivial findings will not be over-interpreted.
RCI provides a score, a less subjective measurement of
lesion severity and also provides the examiner with direc-
tion for the target biopsy from the most severe area on the
Cervix.
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