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All-Wales Cervical Screening Policy

1.1 KEY MESSAGES

* The aim of cervical screening is to prevent cervical cancer by identifying changes which may develop into
cancer

* Cervical screening does not always identify changes

* Cervical screening can produce false positive results

* Sexual activity increases the risk of developing cervical cancer

* Smoking increases the risk of developing cervical cancer

* Regular cervical screening reduces the risk of developing cervical cancer

* Having a smear taken may be embarrassing or uncomfortable for the woman

*  Wiaiting for the smear result can be an anxious time for the woman

1.2 AIMS OF THE CERVICAL SCREENING PROGRAMME

The aim of the cervical screening programme is to reduce the incidence of, and morbidity and mortality
from, invasive cervical cancer. However, screening also has the potential to cause both physical and
psychological harm to women invited. It is essential that this harm is minimised, so that the benefits of
screening outweigh the costs. A balance must be struck between maximising effectiveness and minimising

harm.

1.3 THE ELIGIBLE POPULATION

* The target age group for cervical screening is women aged 20 to 64.

* Women under 20 must not be screened.

“The most recent mortality rates from cervical cancer in England and Wales in 1996 show no deaths from this
disease in teenagers and only five of the 1,329 deaths were in women under 25 years of age. High grade CIN
undoubtedly occurs in teenagers but is normally at a very early stage in its pathogenesis thus allowing ample
time for its detection ... once the woman has left her teens. There are no indications for taking a smear in
immunocompetent women under the age of 20. Indeed there may be more harm than good in this practice
since a non negative smear may result from normal developmental changes in the cervix. If this apparent
abnormality persists the teenager will be referred to colposcopy with all the negative sequelae of such an
experience for little or no benefit.”

Guidelines for Clinical Practice and Programme Management NHSCSP 1997

* All women must be invited for the first time after their 20th birthday, but before their 21st birthday. In most

cases, women will be invited for the first time shortly after their 20th birthday.
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1.4 CEASING WOMEN FROM THE PROGRAMME

Women in the eligible age group must only be discharged from the programme:

- following a total hysterectomy (See Appendix 4)
- following a Manchester repair (See Appendix 4)
- if there is a congenital absence of the cervix
- following radiotherapy to uterus/cervix/vagina
- if terminally ill
- atthe request of the woman, provided that she has been provided with appropriate information and
has signed and returned a Cervical Screening Wales opt-out form (also see Section 3.9 “‘Women with
physical disabilities’ and section 3.10 “‘Women whose cervix is impossible to sample’)
Women who are on routine recall (i.e. women who are not undergoing cytological surveillance or follow-
up after an abnormal or inadequate smear or treatment) and will be 65 or over at the time of their next
invitation will be discharged from the programme.
Women who have no screening history and will be 65 or over at the time of their next invitation will be
discharged from the call and recall system, but may be screened opportunistically within the programme.
Women who have been discharged from the programme (except those women who have signed
disclaimer forms, or who are over 65 with no screening history), should not be screened. For such women,

screening is likely to result in more harm than good.

1.5 RECALL INTERVAL

Women for whom normal recall is indicated will be sent their next invitation three years after their normal

test.

1.6 OPPORTUNISTIC SMEAR TAKING

Opportunistic smear taking (that is smear taking that is not a direct result of a call or recall invitation or
colposcopy assessment or follow-up) must only be carried out in the following circumstances:

- women aged 20 or over who have never been screened (including women aged 64 and over)

- women aged over 20 who were last screened more than three years previously

Additional cervical smears must not be taken from women:

- during pregnancy or within three months following delivery

- avoiding pregnancy by the use of contraception, hormonal or otherwise

- receiving hormone replacement

- undergoing investigation for genital infection including genital warts unless they are also suffering from
HIV infection (see 1.7)

- with multiple sexual partners

- with renal transplants

1.7 WOMEN WITH HIV

It is recommended that women with Human Immunodeficiency Virus (HIV) undergo more frequent screening

than the remainder of the population as described below: -

All women diagnosed with HIV should have cervical surveillance performed by, or in conjunction with, the
medical team managing the HIV infection.
Ideally an initial colposcopy with cytology should be performed after diagnosis of HIV.

Thereafter, annual cytology should be performed.

Third Edition January 2006



Referral for colposcopy for cytological abnormality should follow CSW guidelines.

The age range screened should be the same as for HIV negative women.

High grade CIN should be managed according to CSW guidelines (despite the higher cervical treatment
failure rate).

Lesions less severe than CIN 2 should probably not be treated as these are likely to represent persistent
HPV infection of the cervix, which may ultimately clear and responds poorly to treatment. Regular

cytological surveillance will detect progression.

1.8 ‘CLINICALLY INDICATED’ SMEARS

Cervical cytology is a screening test and is not an appropriate diagnostic test. Therefore, the taking

of a cervical smear is never “linically indicated’ within primary care.

“It is a misconception, but one which is widely held in the UK, that cervical smears are diagnostic. Their

inappropriate use in the investigation of symptomatic women coupled with their unjustified use in various

clinical situations results in a significant extra load for cytological laboratories with no particular benefit. It is

important to remember that cervical cytology is a screening tool, that cervical screening aims at detecting pre

cancerous conditions not cervical cancer and that pre cancerous conditions of the cervix do not produce

symptoms.”
Guidelines for Clinical Practice and Programme Management NHSCSP 1997

A smear may be taken from a woman with symptoms who has attended for screening as a result of a
routine invitation, or who meets the criteria for opportunistic screening outlined above. It is, however,
important that decisions about the subsequent management of the woman do not wait for, and are
not made on the basis of, the cytology result obtained. It should also be noted that the symptoms may

affect the adequacy of the smear for screening purposes.

1.9 SMEARS TAKEN OUTWITH THIS POLICY

Smears taken outwith this policy may not be included within the screening programme. Efforts will be
made, through education and contact with smear takers, to reduce significantly the number of such smears
being taken.

These smears will be reported as part of the statistics for cervical smear takers.

1.10 REFERRAL FOR COLPOSCOPY

The criteria for referral to the colposcopy service are described in Section 8.

1.11 CYTOLOGICAL SURVEILLANCE AND FOLLOW-UP

Other than routine or opportunistic screening smears, as described above, smears must only be taken from

women undergoing cytological surveillance or follow-up, as described in Sections 6 and 8.

1.12 PRIVATE SMEARS AND SMEARS REPORTED ABROAD

When Cervical Screening Wales is notified of the result of a private cervical smear or a smear reported

abroad, the result will be logged on the call/recall computer system.
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Normal or inadequate private smear results will not result in a change to the date on which the woman
will be called or recalled for an NHS screening programme smear.

Women with abnormal private smear results notified to Cervical Screening Wales will be included within
the CSW failsafe system.

Women whose private smear result(s) suggests referral to a colposcopy clinic will be advised that they are
entitled to an NHS colposcopy clinic appointment if they wish.

Smear results from private or overseas sources will not be accepted unless the result is clearly stated (e.g.

foreign language reports will not be translated).

113 WOMEN WHO ARE IMMUNOSUPPRESSED

With the exception of women who are HIV positive (see Section 1.7), women who are immunosuppressed

do not require more frequent screening than the general population.

Women who have undergone renal transplants should be referred to colposcopy after one abnormal
smear of any grade (see Section 8.]) . Any investigations or treatment should be as for the general

population.
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All-Wales Cervical Screening Standards

2.1 INTRODUCTION

This section contains those standards from the National Service Framework for the Cervical Screening
Programme in Wales that are most relevant to GPs and smear takers. The standards will be subject to ongoing
review, in the light of developing evidence. The standards must be adhered to by each provider of services

within the cervical screening programme in Wales.

Those standards highlighted in a box are the direct responsibility of general practitioners and/or other smear

takers.

It is accepted that in some cases, a failure to meet a standard does not necessarily indicate poor

performance. In such cases, further investigation is required.

2.2 COVERAGE

* High coverage of the target population should be achieved.
Five-year coverage >80% of women aged 20-64

* Efforts must be made to ensure uniform coverage of the target population.

2.3 TIME FROM SMEAR TAKING TO RECEIPT OF RESULT

* All women and smear takers must receive their results in a timely manner.
All smears must be forwarded to the laboratory within one week of being taken
>80% of women and of smear takers receive result within 4 weeks of smear taking
100% of women and of smear takers receive result within 6 weeks of smear taking
100% of smear results should be forwarded by the laboratory to the CSAD
within 20 working days of receiving the smear

2.4 CALL AND RECALL ARRANGEMENTS

* All eligible women registered with a general practitioner must be identified by CSW and included in the
programme.

* Women in the eligible age group must only be discharged from the programme as specified in the All
Wales Cervical Screening Policy.

* All eligible women must be called by CSW for the first time before their 21st birthday.

* All eligible women for whom routine recall is indicated must be recalled by CSW after three years.
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* All women called or recalled must be sent a written invitation for screening accompanied by a standard
CSW information leaflet.

¢ All invitation letters must be sent out in the name of the woman’s general practitioner. If they are not
registered with a GP, a letter will be sent in the name of the local Programme Coordinator

* All women who do not attend after their first invitation must be sent a written reminder by CSW six months
after the first invitation.

* The general practitioner of every woman who does not attend after an initial invitation and a reminder
must be nofified by CSW.

* All screening data entered onto the call-recall system by CSW must be validated.

* Cervical screening records must be transferred for every woman who moves to or from a health authority

database.

2.5 SMEAR TAKING

All smear takers must be provided with training in cervical screening with appropriate theoretical and clinical
content, such that their role in making the programme acceptable to women, and the rationale behind the

test, are clearly understood.

2.5.1 Training and Updating Knowledge

* |deally a smear taker should be taking at least 20 smears per year, to maintain their clinical
competence.

* All doctors involved in cervical screening who are not formally trained in gynaecology or genitourinary
medicine, or who have not received instructions in smear taking in a Family Planning course, should
participate in a training course recognised by Cervical Screening Wales.

e All staff involved in the process of primary care smear taking, including doctors, practice nurses,
receptionists and practice managers, should take steps to update their knowledge and skills at least

every three years.

2.5.2 Practice Procedure
* There should be an agreed procedure for cervical screening in every practice, with a designated
person responsible for coordination.
* All women must have access to:
- a choice of venue
- a welcoming accessible environment
- a choice of appointment time
- a choice of smear taker
- a choice of a female smear taker, either in the practice or at a community clinic
- an assurance of confidentiality and privacy
- clear written and verbal information
* All practices should provide post-result support for women with abnormal smear resulis.
* All practices should attempt to contact all women who do not attend for further investigation.
* All practices should ensure that groups with special requirements are included in the screening

programme.

2.5.3 Responsibility of the Smear Taker

* These responsibilities are covered in Section 4.
2.5.4 CSW ID Codes

Four digit CSW ID codes will be provided on request for smear takers by Cervical Screening Wales. These

codes should be used for all smears taken. Use of the codes will: -
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* Allow CSW to provide statistics to smear takers to monitor their own performance

* Allow CSW to monitor performance of smear takers

This is described further in Appendix 6.
To obtain an ID code request form, smear takers should contact the CSW Information Department in Cardiff.
If a smear taker’s contact details change, they should contact the CSW Information Department for a ‘Change

of Details’ form. (see appendix 3)

2.6 COLPOSCOPY

¢ All women referred for colposcopy must receive a personalised invitation and information leaflet prior to
their first colposcopy visit.

* Information and support must be provided as an integral part of the colposcopy service.

¢ All women needing treatment must be informed that treatment will be required and have that treatment
explained. Their consent, either written or verbal, must be recorded.

* At least 90% of women, and their referring practitioners, must have their results and management plans
communicated to them within 4 weeks and 100% within 8 weeks of attendance at clinic.

* The colposcopy service must always inform the general practitioner and the Cervical Screening
Administration Department when treatment is completed.

¢ All women referred for colposcopy must have their first appointment in a timely manner.

Suspected invasion/?glandular neoplasia: - Within 2 weeks of the date of receipt of referral
All referrals: 290% in less than 8 weeks from the date of receipt of referral
Women with moderately/severely dyskaryotic smears: 290% in less than 4 weeks from

the date of receipt of referral

¢ All clinics must have written protocols for the management of default.

* All clinics should ensure that there are low levels of default.

<15% of women fail to attend for first appointment

<15% of women fail to attend for follow-up appointment

* The colposcopy service must always inform the general practitioner and the Programme Coordinator
when a patient fails to respond to a second invitation for colposcopy.

¢ All women requiring treatment for high-grade CIN must have their appointment for this in a timely manner

90% within 8 weeks of diagnosis
100% within 12 weeks of diagnosis

2.7 RESEARCH, TRAINING AND AUDIT

Cervical Screening Wales is committed to research to improve prevention, diagnosis and treatment of cervical
abnormalities. Samples may be used on a named basis for training of staff and audit within the programme.
To comply with the forthcoming Human Tissue Bill, research on residual samples from cervical screening can
be undertaken without specific consent of the woman, but only if the sample is used anonymously and the

research has been ethically approved. Otherwise, specific consent must be sought from each woman involved.
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The Call & Recall System

3.1 INTRODUCTION

The computerised cervical screening call and recall system is designed to ensure that all eligible women are invited to

attend to have a smear taken and are subsequently reinvited according to the All-Wales Cervical Screening Policy. The

system is operated by five Cervical Screening Wales Administration Departments (CSADs).

The successful operation of the call and recall system is dependent upon the cooperation of general practices.

3.2 OPTING OUT OF THE PROGRAMME

Women wishing to opt out of the call and recall system may do so by returning a signed Cervical Screening Wales opt-

out form, available on request from their local Cervical Screening Wales Administration Department. The opt-out form

will be sent to the woman’s home address.

Once the signed form is received at the CSAD, the woman’s recall will be cancelled. A copy of the signed form will be sent

to her registered GP.

Women who have opted out in this way may be reinstated on the call and recall system at any time, either by having a

cervical smear or by contacting Cervical Screening Wales.

3.3 POSTPONING INVITATIONS FOR SCREENING

If a woman is pregnant, unwell or undergoing hospital treatment, her invitation for screening may be postponed for up

to 12 months.

3.4 THE PRIOR NOTIFICATION LIST (PNL)

Every month the CSADs send each practice a prior notification list (PNL) comprising the names of women who are eligible

to be invited for a smear test.

* The PNL is sent to practices six weeks before women are due to be invited.

* Practices are given four weeks to correct and return the PNL.

3.4.1 Description of the PNL

The PNL is divided into:
CALL

ROUTINE RECALL

Women who will be invited for their first routine test in the following month (women
who have reached the age of 20 and have not previously been tested)
Women who will be routinely invited for a second or subsequent routine test in the

following month

Third Edition January 2006



REPEAT ADVISED Women who will be recalled early for a repeat test in the following month

SUSPENDED Women who have been referred for colposcopy and have not yet been returned to ‘repeat

advised’ status

3.4.2 Action on receipt of PNL

Upon receipt of the PNL from the CSAD, the practice must take the following action for each woman listed:

CHECK PERSONAL DETAILS

- Any change of name or address must be reported to the CSAD.

CHECK DETAILS OF LAST TEST SHOWN ON LIST

- Details of any test known to the practice since the last test shown on the PNL must be reported to the CSAD.
A copy of the test report should be provided.

SPECIFY IF TEST IS INAPPROPRIATE

If the woman is unwell, pregnant or undergoing treatment, a postponement of the test of up to 12 months should be
requested.

Cancellation of the test and of further recall must be requested if the woman fulfils the criteria for this (see Sections
1.4 and 3.4.3) Cancellation must not be requested, and will not be acted upon, in any other circumstances. Please
discuss with the local Cervical Screening Wales Programme Coordinator if there is any uncertainty as to whether
a woman should be cancelled.

If the woman has learning difficulties, please consult section 5 (Consent)

If the woman has physical disabilities, please consult section 3.9

SPECIFY WHETHER WOMAN REQUIRES NON-STANDARD CONTACT LETTERS
If the woman requires large print, Braille or audio letters, or requires letters in a language other than English or Welsh,

these can be requested on the PNL.

3.4.3 Ceasing recall from the PNL after Total Hysterectomy or Manchester Repair

* A woman must only be cancelled from the call/recall system following a total hysterectomy where:

the woman was diagnosed with invasive or micro-invasive cervical carcinoma

there was no history of histologically confirmed CIN/CGIN in the previous ten years and cervical histology was
benign

there was either a history of CIN/CGIN in the previous ten years, a moderately or severely dyskaryotic smear
(treated or untreated) in the previous ten years or cervical histology showed complete excision of CIN or CGIN

and this has been followed by negative vault smears as recommended by CSW

See Appendix 4 for guidance on vaginal vault smears.

3.4.4 Returning the PNL

The PNL must be: -

stamped with the practice stamp on each amended page
signed by a general practitioner, or a designated member of the practice cervical screening team

returned to the CSAD by the date specified

If the PNL is not returned by the specified date, all women on the PNL will be automatically invited.
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3.5 THE INVITATION CYCLE

Over a twelve month period the CSAD takes the following steps:

3.5.1 For each woman invited for a call or routine recall smear

FIRST INVITATION

AT SIX MONTHS
AT TWELVE MONTHS

A standard all-Wales bilingual invitation letter is sent in the name of the registering general
practitioner, with a standard leaflet enclosed
A standard reminder letter is sent, if the woman has not responded

A ‘non-responder’ card is produced and sent to the general practitioner.

The recall cycle restarts three years from the first invitation.

3.5.2 For each woman invited for a ‘repeat advised’ smear (excluding those discharged from colposcopy clinic)

FIRST INVITATION

AT FOUR MONTHS
AT SIX MONTHS

A standard all-Wales bilingual invitation letter is sent in the name of the registering general
practitioner, with a standard leaflet enclosed
A standard reminder letter is sent, if the woman has not responded

A ‘non-responder’ card is produced and sent to the general practitioner

The invitation cycle restarts twelve months after the first invitation.

3.5.3 For each woman invited for a ‘repeat advised’ smear after colposcopy

These women are sent the first invitation and reminder as in 3.5.2. At twelve months, they are placed in the ‘Special Letter

Cycle’ as described in 3.5.4.

3.5.4 For each woman whose last smear result suggested ‘direct referral to colposcopy’

FIRST INVITATION

AT FOUR MONTHS
AT SIX MONTHS

A ‘special’ all-Wales bilingual invitation letter is sent in the name of the registering general
practitioner, with a standard leaflet enclosed
A ‘special’ letter is sent to the GP, if the woman has not responded

A ‘special’ reminder letter is sent to the woman if she has not responded

The invitation cycle starts either: -

* twenty-four months after the abnormal smear recommending direct referral (if not discharged from colposcopy)

* twelve months after first invitation for early repeat smear (if discharged from colposcopy)

This cycle then repeats every 12 months.

3.6 ACTION ON RECEIPT OF A ‘NON-RESPONDER’ CARD

Following receipt of a ‘non responder’ card from the CSAD, the general practitioner must:

* Check the details on the card. If incorrect, they must be amended and the card returned to the CSAD. Amended cards

must be stamped with the practice stamp and signed by a general practitioner or a designated member of the practice

cervical screening team

* Ensure that efforts are made to encourage the woman to attend for her test

* File the ‘non responder’ card in the woman’s patient record if the details are correct

* Offer the woman the opportunity to be screened ‘opportunistically’ when she next visits the practice
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3.7 ‘FAILSAFE’ PROCEDURES

The Cervical Screening Wales ‘failsafe’ procedures ensure that appropriate action is taken when a woman fails to attend
for a routine smear, repeat or follow-up smear or colposcopy appointment. For each category of non-attendance, the
arrangements are proportionate to the degree of risk for the woman. The failsafe procedures involve CSADs,

laboratories, colposcopy services and general practices.

The local CSAD, including the Programme Coordinator and Nurse Coordinator, has primary responsibility for failsafe
within the cervical screening programme. The CSAD sends appropriate information to women, GPs, laboratories and
colposcopy services and refers relevant women into the Cervical Screening Wales ‘ColpSafe’ Scheme. The CSAD

relies on information provided by GPs, laboratories and colposcopy services.

General practices are notified by CSADs and colposcopy clinics when women have not attended colposcopy clinic
appointments. General practices have a central role in ensuring that women’s details are correctly recorded and that

women who do not attend are encouraged to do so.

Scenario Level of risk Actions taken

Non-attendance for ‘Call’ Low ® Reminder invitation sent to the woman

or ‘Routine recall” smear * ‘Non-responder’ card to the woman’s general
practice.

* Invitation cycle restarts at 3 years

Non-attendance for repeat Moderate * Reminder invitation sent to the woman
following abnormal or * ‘Non-responder’ card to the woman’s general
inadequate smear practice.

* Invitation cycle restarts at 12 months

* Query notification to relevant colposcopy service
Non-attendance for a High * Referred to ‘ColpSafe’ scheme after second con-
colposcopy clinic appointment secutive non-attendance or third consecutive can-

celled appointment

3.8 CERVICAL SCREENING WALES ‘COLPSAFE’ SCHEME

When a woman fails to attend two consecutive colposcopy appointments and also fails to contact the clinic, or cancels
three consecutive colposcopy appointments, she is discharged by the colposcopy service and included in the Cervical

Screening Wales ColpSafe scheme.

On entry to the scheme the woman is sent a letter expressing concern that she has not completed her episode of care at
the colposcopy service and encouraging her to contact the Nurse Coordinator if she requires any further information or
guidance. A copy of the letter is also sent to the woman’s GP alerting the practice that action is being taken by Cervical

Screening Wales.

If no information is received from the woman within a month, a second letter is sent to her GP asking the practice to

attempt to persuade the woman to re-attend colposcopy.
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If, a further five weeks later, no information is forthcoming, a letter is sent to the woman advising her that Cervical
Screening Wales has taken all reasonable steps to encourage her to attend colposcopy and advise her to attend for a

smear test as soon as possible.

Twenty-four months after the date of her last smear, the invitation cycle re-starts. The invitation letters are worded to reflect

the fact that the woman’s last smear has not been adequately investigated.

3.9 WOMEN WITH PHYSICAL DISABILITIES

Some physical disabilities may prevent a woman from attending for a smear test at her surgery or local clinic. In this case,
consideration needs to be given as to whether she may benefit from: -
* Domiciliary screening (either by GP/Practice Nurse, or Consultant Gynaecologist)

* Referral to colposcopy clinic
In these situations the smear taker will need to make the appropriate referral arrangements.

For some women it may be impossible to achieve a physical position where the cervix may be seen and sampled. It is
recommended that the situation should be explained to the woman and she is only ceased from the screening programme

at her request or with her informed written consent.

A woman’s GP or consultant can make this request in writing to the local Programme Coordinator, ensuring that these

points have been addressed.

In the event of a woman being removed from the programme in these circumstances the position will be confirmed

to her in a letter from Cervical Screening Wales.

310 WOMEN WHOSE CERVIX IS IMPOSSIBLE TO SAMPLE

Obtaining an adequate smear may be impossible in some women, for example those who have had surgery to the cervix
(e.g. loop excision or cone biopsy), where the endocervical canal may be obliterated or the cervix is not accessible.

In this case, a consultant gynaecologist or lead colposcopist should discuss all possible options with the woman (e.g.
dilatation of endocervical canal, hysterectomy). If she does not wish to pursue other options, her consultant may request

that she is ceased from the programme.

In the event of a woman being removed from the programme in these circumstances the position will be confirmed

to her in a letter from Cervical Screening Wales.
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Taking a Cervical Smear

This section is not intended to replace appropriate training in the taking of smears.

4.1 KEY MESSAGES

The role of the smear taker is to obtain an adequate sample of cervical cells, including cells from the
transformation zone and to transfer the sample to a vial.

The cytologist can only consider and report on the material that is presented in the vial and cannot
determine whether the cervix was adequately sampled.

The smear taker must:-

* see the cervix

* adequately sample the whole circumference of the cervical os, including the transformation zone
* transfer the sample collected to the vial

* forward the vial to the cytology laboratory

* maintain a tracking system to ensure that all results are received

Failure to adequately sample the cervix may result in a false negative report or a report of dyskaryosis
which may underestimate the degree of abnormality present.

Poor technique can result in 20% or more of pre-cancerous abnormalities being missed.

If cervical cancer is suspected the woman must immediately be referred to a gynaecologist regardless of

the smear result.

4.2 MATERIALS REQUIRED

Examination couch - placed in a position for easy vaginal examination with the woman in either the left
lateral or dorsal position

Good illumination - An adjustable spotlight on a floor stand may be more versatile than a wall mounted
light

Bivalve vaginal speculum - All smear takers should have a range of specula available including very
small, small, medium, large and a long bladed narrow speculum

Gloves - Latex, nitrile, polychloroprene or tactylon disposable gloves are recommended

Cervex® brush

LBC Endocervical sampler (if needed)

Request form (HMR101) with attached sample bag

Ball Point Pen for filling in the HMR 101 form and vial label

SurePath vial of preservative

Vial holders (if available)

‘High risk’ stickers

Transport bags
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4.3 BEFORE TAKING A SMEAR

4.3.1 The Woman

Welcome the woman and ensure that you have adequately identified her.
* Check the woman’s details on the invitation letter, if presented. Inaccuracies must be amended and
returned to the local CSW Administration Department (CSAD).

The General Medical Council has advice regarding chaperones for intimate examinations. All smear takers

should be aware of the current guidelines, available on www.gmc-uk.org

* Ensure the woman is fully informed of the nature of the test; the reason the test is being carried out, the
limitations of the test, the possible results and how and when she will receive her result. (See Section 6)

* Ensure that the woman is able to consent to the taking of a cervical smear (see section 5) and obtain her
verbal consent.

* Answer any questions the woman may have.

4.3.2 Clinical History

Ask the woman: -
* if she has any abnormal bleeding:
- heavy periods
- post coital bleeding (PCB)
- inter menstrual bleeding (IMB)
- post menopausal bleeding (PMB)

* if she has any unusual vaginal discharge

If the woman has abnormal bleeding or unusual vaginal discharge, a smear may be taken if her routine
smear is due or overdue. However, it is important that decisions about the subsequent management of the

woman do not wait for, and are not made on the basis of, the cytology result obtained.

* when she last had a smear taken

* details of any previous abnormal smears (including: when, where, result, freatment and follow up)

* the date of the first day of her last menstrual period (do not take a smear if woman currently
menstruating)

* if she is taking oral contraception, hormones or has an IUCD in place

Check the woman’s relevant clinical history by referring to her records, including copies of previous request

forms.

If the woman is pregnant, she should be advised that she should delay her smear until 12 weeks after the
end of the pregnancy. In such cases, the CSAD should be nofified of the reason for the delay and of the
woman’s expected delivery date, so that a subsequent invitation can be issued 12 weeks after the expected
delivery date. If you have any concerns about delaying the smear, please contact your local CSW Programme

Coordinator.

If the woman has had a miscarriage or termination of pregnancy, she should delay her smear until 12 weeks

afterwards.
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4.3.3 The Request Form (HMR101)

* Complete the form fully and legibly in pen. Include:
- name and ID number of the smear taker
- name and address of general practitioner
- name and address of smear taker if not GP
- the woman’s current full name and any previous names
- the woman’s address with postcode
- the woman’s date of birth
- the woman’s NHS number if available
- the woman’s clinical history (see above)

* |f details are from a previous HMR form, check with the woman that they are still correct.

*  When performing an early repeat smear, write the slide number and the name of the laboratory which
reported the most recent abnormal test in the ‘clinical data’ box on the form, if available.

* State clearly on the form if the woman wishes ‘no home contact or if ‘no fixed abode’. In this case, the
result letter will be sent to the smear taker, rather than to the woman, and it is the responsibility of the
smear taker to ensure that the woman receives her result. If a woman requesting ‘no home contact’ has
an abnormal smear, the invitation for a repeat smear will be sent to the sender of the smear. This must be
made clear to the woman. If no repeat smear result is received by Cervical Screening Wales, the woman
will be sent an invitation for follow-up smear to her registered address.

*  When a woman who requests ‘no home contact’ has a smear where referral to colposcopy is advised, the
woman will be referred to the appropriate colposcopy clinic by the CSAD. Smear takers should discuss

this possibility with the woman at the time of smear taking.

4.3.4 The Vial and label

* Check that the vial is still within its shelf life.
- Note that the fluid in the vial is ethanol based.
- It should not be drunk or splashed into eyes, and care should be taken if young children are present
to keep it out of their reach.
- Smear takers should ensure that they are aware of the telephone number to contact if the fluid is
drunk or splashed info eyes.
- The fluid is flammable. Vials should not be stored near a heat source.
*  Write the woman’s full name, surname, date of birth, NHS number and date of taking the smear on the

vial label.

Vials and request forms will be checked and compared at the laboratory. In order to be accepted for
screening a vial must, as a minimum, contain the woman’s surname, first name/initial and date of birth.
These details must all exactly match the information on the request form, which must be completed fully and
legibly. Where details do not match, or information is missing or illegible, samples will not be accepted for
screening and will be returned to the sender. The details and reason for return will be logged and notified

to the Nurse Coordinator as a discrepancy.

On receiving a returned vial and form, only add / amend details if you are 100% certain that you can
correctly identify the relevant woman. All amendments or additions must be legible and returned with a

signed statement confirming that the woman has been identified correctly.
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If these amendments cannot be made with 100% certainty, the smear will need to be discarded and repeated

no sooner than six weeks later.

4.4 TAKING A SMEAR

4.4.1 The Speculum

* Choose the appropriate speculum, taking into account the woman’s age, build, parity and degree of
relaxation.

*  Warm or cool the speculum, as appropriate.
* Open the vial of preservative fluid.
* Position the woman, adjust the light and fully insert the speculum.

- If necessary, lubricate with a minimal amount of tap water

- If lubricant is considered necessary, a water-soluble lubricant may be used sparingly.

Do not apply lubricant to the tip of the speculum, o ensure that the cervix is not contaminated
- Use no antiseptics or greasy lubricants

* Ensure that the cervix is fully seen.

Some women may not tolerate the passing of a speculum into the vagina. This may be because of physical
problems (e.g infection, atrophy) or psychological problems (vaginismus, previous sexual abuse/assault).
Smear takers should be aware of these possible problems and prepared to refer women for investigation,

treatment or counselling if necessary.

4.4.2 Assessment of the Cervix

* Visually assess the cervix (see section 4.7).

If it is not possible to see the cervix, a smear cannot be taken. It may be necessary to reposition the woman,
or ask her to return at a different part of the menstrual cycle. Alternatively, she may be referred to
gynaecology for her smear to be taken or the local Programme Coordinator may be contacted for advice.

(Also see section 3.9)

* Take a smear as described in section 4.4.4.

* |f excessive mucus is present, this may be removed gently before taking the smear.

* Do not take the smear if likely to be heavily bloodstained (i.e. during menstruation),

* If cervical cancer is suspected the woman must immediately be referred to a gynaecology clinic,
regardless of the smear result. A normal smear result can occasionally be obtained even in the presence

of malignancy.

4.4.3 The Sampler

* Use the appropriate sampler.

* Primary screening should normally be carried out with a Cervex® brush.

* NEVER use an endocervical brush only.

* It may be appropriate to use an LBC endocervical sampler in addition to a Cervex® brush where a woman
has had previous endocervical abnormalities/CGIN, to ensure endocervical sampling. The method as for
the ‘Pinhole os’ (Section 4.4.6) should be used.
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4.4.4 Sampling the Cervix

Squamous
epithelium

SCJ

Cervical os

Ectropion - Normal
columnar/ glandular
epithelium

Transformation Zone

* Do not take the smear if:
- You are unable to see the cervix
- the smear is likely to be heavily blood stained
- the smear will be heavily contaminated with vaginal discharge
* Ensure cervix is fully seen.
* Insert the Cervex® brush into the cervical os.
* Rotate the brush five complete 360° turns in a clockwise direction to take a sample from the entire
circumference of the Squamocolumnar Junction (SCJ), if seen, including the adjacent lem of squamous
(pink) epithelium.

* The whole of the transformation zone must be sampled.

The Transformation Zone (TZ) is the area of the cervix which is most susceptible to dysplastic change. It is
located outside the current SCJ and is the area where columnar/glandular epithelium has converted to
squamous epithelium. This process is known as squamous metaplasia. The width of the TZ varies and
Nabothian follicles (mucus retaining cysts) may be seen in the TZ (see 4.7).

The smear taker should sample the whole of the TZ, by making sure that the bristles of the Cervex brush extend
at least 1 cm outside the SCJ.

4.4.5 Transferring the Sample to the Vial

* Remove the head of the Cervex® brush and place in the vial.
* Discard the Cervex® brush handle.
* Tighten the cap on the vial.

4.4.6 Special Situations

*  Vault smears. See Appendix 4

* Pinhole os. If the bristles of the Cervex® brush do not enter the endocervical canal on smear taking :
- Place Cervex® brush head used in the vial.
- Take a second sample with an endocervical brush ensuring the lower bristles remain visible when

sampling the endocervical canal (the brush should be inserted gently into the os and rotated 180° only).
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This form of sampling can be uncomfortable for the woman, so care is needed.

- Place detached brush head into the same vial.

* Large cervical ectropion. When taking a smear from a woman with a very large ectropion, it may be
necessary to use two Cervex® brushes.
- One Cervex® brush should be used to sample the SCJ and surrounding lcm.
- A separate Cervex® brush should be used to take a standard sample (as described above).
- Both brush heads should be placed in the same vial.
* Intrauterine device in situ
- Care should be taken both when rotating the sampler (observe the position of the threads after each
rotation) and when removing the sampler from the os (turning anticlockwise whilst withdrawing the
sampler may help), to ensure that any tangled threads are gently released.
* Only forward a vial to the laboratory if you are satisfied that the cervix has been seen and

adequately sampled.

4.5 AFTER TAKING A SMEAR

*  Withdraw the speculum gently with blades apart until the cervix is no longer within the blades. Allow the
speculum to close and continue to withdraw it until it is removed.
* Record in the woman’s notes and on the request form:
- confirmation that the cervix was seen and appropriately sampled
- the appearance of the cervix
- all clinical details
- the type and number of sampler(s) used (N.B. The Cervex® Brush is the ‘sampler’. If an
endocervical sampler is also used, then ‘endocervical brush’ should also be ticked)
* Add any relevant information to the clinical data box on the request form.
* Advise the woman of how and when she will receive her test result.
* Advise the woman to tell her GP if she ever has irregular or unusual bleeding or offensive vaginal
discharge, even if the smear test is negative.
* Record the smear in a log book or computer system, so that it can be ensured that the result has been
received. The following information should be recorded:
- woman’s full name and date of birth
- date taken
- date result received (to be entered on receipt of result)
- subsequent action taken (to be entered on receipt of result)
* Place the vial in the sample bag attached to the HMR101 form.
* Place the HMR 101 form and attached bag into a plastic CSW transport bag.
* Send the double-bagged specimen to the cytology laboratory.

4.6 INFECTION CONTROL

* The use of inadequately decontaminated instruments and appliances during examination of the
vagina and cervix may lead to the transmission of infection.

* There is a potential danger of cross infection in relation to human papilloma virus and other infectious
agents.

* Instruments and appliances should only be used once if decontamination cannot be carried out effectively.

* Gloves should be worn when handling potentially contaminated equipment.
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4.7 THE APPEARANCE OF THE CERVIX

* Nabothian follicles are mucus-retaining cysts caused by normal changes of surface columnar squamous
epithelium. They are usually small (about 5mm in diameter) but occasionally may enlarge to 1to 1.5 cm. If
several are present the cervix may have a knobbly appearance. No treatment is required.

* Cervical Ectropion is the name given to normal columnar epithelium seen on the cervix.

- A bright red area is seen on the ectocervix, surrounding the cervical os. It may cover most of the
ectocervix. It is everted endocervical columnar epithelium. It appears red due to the more vascular
stroma showing through the single layer of columnar cells. At the edge of the red area is a pink area
of squamous epithelium. The squamocolumnar junction (SCJ) is located at the periphery of the
ectropion.

- The term ‘erosion’ has been used in the past, due to the redness and roughness on naked eye
examination. |t is not ulcerated or eroded, and the term should be avoided.

- It is usually an asymptomatic incidental finding on speculum examination.

- Sometimes it may cause increased vaginal discharge and/ or post coital bleeding. Contact bleeding
may occur on taking a cervical smear.

- ltis a normal finding and does not require treatment if asymptomatic.

- If symptomatic, referral to gynaecology may be indicated. Treatment is usually by cryotherapy or cold
coagulation. As long as the woman has been screened appropriately before, an additional cervical
smear is not necessary.

- Very occasionally, due to the suspicious appearance of the cervix, it may be difficult to differentiate
an ectropion from an invasive cervical cancer. In these cases, referral to gynaecology is necessary.

- When taking a smear from a woman with an ectropion, the smear taker must ensure that the whole
circumference of the squamocolumnar junction (SCJ) is sampled.

* Cervical cancer is rare in the UK and many regular smear takers will never see a single case.

- In a gross example, the cervix is enlarged and the surface is irregular and friable, crumbling to the
touch.

- Large blood vessels may be seen bleeding freely when rubbed by the speculum.

- The woman may suffer from abnormal vaginal bleeding.

- There may also be an offensive blood stained discharge.
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4.8 SMEAR TAKING CHECKLIST

THE ENVIRONMENT Yes No

Is the smear taking environment private and confidential?

Is the couch prepared?

Is there a suitable light?

Is a range of specula and samplers available?

Do you have a vial, and is it in date?

Do you have a suitable receptacle to dispose of the speculum?
OBTAINING INFORMED CONSENT

Does the woman understand why the smear is being taken?

Have you explained the benefits and limitations of screening?
PREPARATION OF THE SMEAR FORM

Have you correctly identified the woman?

Are all the woman’s identifying details on the form correct?

Have you provided the menstrual, contraceptive and smear history?

PREPARATION OF THE VIAL

Do the details on the vial correspond with the details on the form?

Check again - are the details all correct on vial and form?
PREPARATION OF THE WOMAN

Does she need to empty her bladder?

Is she properly positioned on the couch?

Is the light correctly positioned?
TAKING THE SMEAR

Is the size of the speculum appropriate for the woman?

Can you see the cervix?

Is your smear appropriate?

Did you rotate the brush through five clockwise 360° rotations?

Did you maintain contact with the cervix throughout smear taking?

Did you transfer the sampler head to the vial immediately?

Did you ensure all sampler heads used are in the vial?

Did you tighten the cap on the vial?
COMPLETING THE FORM

Have you noted the appearance of the cervix?

Have you noted if you took a 360° sample?

Have you noted any contact bleeding?

Have you noted if an additional sampler was used?

Have you signed and dated the form?

Have you added your smear taker code?
DOES THE WOMAN UNDERSTAND

How she will receive her result?

How to interpret the result?

That it is possible she may need further investigations or treatment?

That she needs to report any abnormalities?

Where to seek information/ advice/ support if needed?
DO YOU KNOW WHEN TO ASK FOR HELP?

Do you know when referral is appropriate, and to whom?

Do you know where to go for information and advice about cervical screening?

Do you know who to contact if fluid is swallowed/ comes into contact with eyes?

Do you know who to contact for supplies?
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Consent To Cervical Screening

5.1 KEY POINTS

* Screening can result in harm, as well as benefit.

* Informed consent is crucial.

* Individuals being screened should understand the benefits and limitations of screening, and its
consequences. They should be able to make an informed decision whether or not to participate in the
programme.

* All women should be given sufficient information for their consent to be valid before having a cervical
smear taken.

* Difficulties in assessing capacity to consent may arise when the woman has a learning disability, suffers
from early onset dementia, has sustained brain damage (e.g. following a head injury), or when her first

language is not English.

5.2 GENERAL PRINCIPLES OF CONSENT

* The law assumes that every adult has the capacity to consent.

* No one (including the patient’s family or doctor) can consent to, or refuse treatment on behalf of another
person who lacks the capacity to consent.

* There is a common law duty for clinicians to provide treatment to adults who are unable to consent to or
refuse treatment.

* The treatment must be both necessary and in their best interests.

* The clinician must determine and act in the best interests of the person.

* In determining the best interests of someone who cannot consent to or refuse treatment, the clinician
should take into account the views and wishes expressed by the person in the past and present, as well as
the views and wishes of the people who support and know the person well, concerning the likely attitude

of the person.

5.3 GOOD PRACTICE IN ASSESSING CAPACITY TO CONSENT

When assessing capacity, consider the following points:

* Have you spent enough time talking with and listening to the person, determining their level of
understanding?

* Have you involved someone who knows the person well and who may communicate with them better than
you?

* On what basis have you decided that the person is unable to consent- are you sure this is not just because
you do not agree with their decision?

* Have you fully explained, in a way the person is likely to understand, the proposed intervention, the
alternatives and the benefits and risks?

* If you decide the person is unable to consent, you should discuss with those who support and know the
person well their understanding of the person’s view and wishes. The supporter’s signature on a consent

form has no legal standing, but you may wish to document the discussion and record their views in writing.
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5.4 WOMEN WITH LEARNING DISABILITIES

Key Points

Women with learning disabilities:

* have the same right of access to cervical screening as other women

* cannot be assumed to be sexually inactive

* are entitled to information that they can understand to make their own decisions about cervical screening
The PNL and non responder notification can be used as a prompt to give women the picture leaflet about

cervical screening.

* A person with a learning disability has a reduced ability to understand new or complex information and
difficulty in learning new skills.

*  Only a minority have difficulties in communicating their ideas and preferences.

* Staff working in the programme must adopt good practice to enable women who choose to attend for
screening to be screened successfully.

* |t is good practice for the supporter to liaise with the smear taker to ensure that the woman’s needs are

understood, especially if the woman also has physical difficulties that may prevent a smear being taken.

5.5 RESOURCES FOR WOMEN, THEIR SUPPORTERS, AND SMEAR TAKERS

* The NHS Cervical Screening Programme (NHSCSP) has produced a leaflet (‘Having a Smear Test’) about
cervical screening in picture form. It is designed to tell women about cervical screening and to let them
know how to get more information and support. Copies of the leaflet are available free of charge from
each CSAD (see Appendix 3 for contact details).

* A picture book (‘Keeping Healthy Down Below’) has been produced by the NHSCSP in conjunction with St
George’s Hospital Medical School.

* The book is designed to be used by women and their supporters, and by smear takers. It describes in
sequence:

* receiving an invitation letter

* deciding whether to attend

* preparing for the appointment
* attending for screening

* getting the result

* being recalled for further tests

* The book is available from Cervical Screening Wales (a small charge may be made).

5.6 ASSUMPTIONS ABOUT SEXUAL ACTIVITY

* |tis common for women with a learning disability not to be offered a routine smear test, on the assumption
that they have never been sexually active, but it may not be possible to be sure of this.
* Women with learning difficulties may have consensual sexual relationships, or may experience

unrecognized sexual abuse.

5.7 CAPACITY TO CONSENT TO CERVICAL SCREENING

The following points should be considered when assessing a woman’s capacity to consent to cervical

screening:
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Does the woman have a basic understanding of what cervical screening is, what it is for, and why she has
been invited?

Has she had a smear before?

Does she understand that the test does not always find if something is wrong?

Does she understand that an abnormal result means having more smears taken?

Is she able to retain the information for long enough to make an effective decision?

Is she able to make a free choice (i.e. free from pressure from supporters or health professionals)?

Has she seen a copy of the picture leaflet?

Can her supporter confirm that cervical screening has been explained to her?

Some (but by no means all) women with learning disabilities may not have the capacity to make their own

choice about cervical screening, even after careful preparation. The smear taker may decide not to take the

smear if he or she feels preparation has been inadequate. The attendance should be seen as part of the

preparation and the woman given the opportunity for further explanation before having the smear taken at

a later date.

5.8 BEST INTERESTS

If the woman does not have the capacity to consent, then health professionals must act in the best interests of

the woman. The following points must be taken into consideration:

What are the woman’s known wishes?
Involve the woman in discussions.
Seek the views of those who know the woman well.

Is there any other action that would be better for the individual?

5.9 DECIDING IF CERVICAL SCREENING IS IMPORTANT

A woman may need help in deciding if cervical screening is important for her. The following points should be

considered in deciding if cervical screening is important for an individual woman:

Does the woman understand what is meant by sexual intercourse?

Has she had (unprotected) sexual intercourse? (Are there concerns about sexual abuse now or in the
past?)

The issue of sexual activity is often difficult, especially where the supporters are the woman’s parents.
Women with learning disabilities have the right to privacy about their relationships.

The involvement of a family member in the discussion about having a smear test may be embarrassing for
the woman.

The picture leaflet and picture book about having a smear test have been designed to address this and to
help women make their own decision about whether or not to have a smear test.

Does she smoke?

5.10 BEHAVIOURAL CONSENT TO SCREENING

The smear taker must check throughout for signs that the woman has not withdrawn previously given consent.

This means considering:

Is the woman relaxed and cooperative?
Is she willing to get undressed?
Is she willing to be positioned?

Is she willing to accept having the speculum passed?
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* |s she able to keep still?

* Does she maintain awareness throughout?

5.11 PREPARATION FOR THE SMEAR TAKER

Smear takers need to be aware of the needs of women with learning disabilities and possible barriers to
taking a smear successfully, including:

* previous bad experiences

* possible sexual abuse.

Smear takers need to be aware of their own beliefs and anxieties as well as those of the family or other carers.

Smear takers need to understand the issue of consent and be clear about how to proceed if the woman is

unable to give valid consent

5.12 GOOD PRACTICE IN PREPARING WOMEN WITH LEARNING DISABILITIES
TO HAVE A SMEAR TEST

* Use one to one sessions with a person (such as the community learning disability nurse or the key worker)

whom the woman knows and trusts.

* Use appropriate language.

* Use appropriate materials (picture leaflets, picture books and client specific story books).

* Answer questions honestly to avoid the unexpected.

* Emphasize that the woman can choose to have a female smear taker.

* Provide lots of reassurance.

* Ask women who have had a successful cervical smear to talk to other women who are close to them.

* Arrange a preliminary visit to the clinic at a quiet time to allow the woman to become familiar with the
surroundings and meet the smear taker.

* Be aware that the presence of a family supporter may be inhibiting.

* Understand issues of consent, and be clear about how to proceed when someone is unable to consent.

5.13 MAKING AN APPOINTMENT TO HAVE A SMEAR TEST

The preparation for the smear test should be done jointly by the smear taker and supporter before the visit at
which the smear will be taken. Some women will need a preparatory visit before the appointment at which
the smear is taken. The woman should be given a copy of the picture leaflet about having a smear test for

her to keep.

5.14 GOOD PRACTICE WHEN ARRANGING APPOINTMENTS FOR WOMEN WITH

LEARNING DISABILITIES

* Encourage preliminary visits by the woman and her supporter to become familiar with the person who will
take the smear and the surroundings in which the smear will be taken.

* Book an appointment time when the surgery or clinic is not busy.

* |If possible, provide dedicated time and space for women who find it difficult to comply with the social
expectation of a waiting room.

* Check that the supporter accompanying the woman understands the screening process.

* Discuss issues of consent with the supporter.

* |f a supporter, friend or relative is due for cervical screening at about the same time, and is willing, it may
be helpful to book the screening appointment at the same session.

* Consider any physical limitations for a women with a physical disability.
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* Show the speculum and spatula to the woman and allow her to handle them if she wishes.
* For women in residential care, it may be possible to offer a domiciliary visit to take the smear if suitable

facilities (couch, lighting etc), are available.

5.15 WOMEN WHO ARE UNABLE TO CONSENT

Even when good practice has been followed, there are some women who will be unable to consent. Inability
to give consent is not a reason to cease a woman altogether from the screening programme and therefore
requests from GPs on returned PNLs to cease women because of learning disability alone will continue to be

rejected, and invitations issued.

However, this may cause problems as: -

* The carers of women with learning difficulties can find it distressing to receive repeated invitations for
screening

* Practice staff may receive non-responder notifications for women who have attended for screening but not

had a smear taken because of their inability to give consent

To help to remedy this situation, the following course of action is recommended: -

* When a woman attends for screening but is unable to consent or comply with the procedure, the GP/
smear taker should inform the CSAD using Form A ‘Woman Unable to Consent’

* Once this form is received in the CSAD, the woman will not receive any reminder letters, and the practice
will not receive any non-responder cards in that screening round

* |f the situation remains unchanged in subsequent screening rounds, the GP can request postponement for
a further three years at PNL stage, providing a photocopy of the original form A

* |f the GP does not request postponement an invitation will be issued. The carers or GP can request that no
reminders be sent. Form B should be used

* |f the carers contact the CSAD directly, the programme coordinator will make the decision and inform the

woman’s GP

Forms A and B should be available in each practice and can be obtained from the local CSAD.
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Test Results & Recommended Actions

No more than one previous consecutive inadequate
result

CURRENT TEST PREVIOUS HISTORY MANAGEMENT
Negative Under Cytological Surveillance
Following first borderline/mild smear*/ low grade
abnormality at colposcopy* Repeat in 6 months
Following one previous negative smear* Repeat in 12 months
Following two previous consecutive negative Routine recall
smears*
Under Cytological Follow-Up after colposcopy
Following colposcopy* Repeat in 6 months
Following one or more previous negative smears* Repeat in 12 months
Unless:
Following four or more previous negative smears* Routine recall
meeting criteria for return to normal recall
Following normal colposcopy for low grade referral Routine recall
No previous history or following routine recall Routine recall
Following inadequate smear (unless under cytological Routine recall
surveillance or follow-up)
Inadequate Two previous consecutive inadequate results Refer for colposcopy (routine)

Repeat immediately (no sooner than 6 weeks

after previous test)

Borderline changes

Under Cytological Follow-Up after colposcopy

Under Cytological Surveillance after a mild smear
Under Cytological Surveillance after low grade abnor-
mality at colposcopy

Two previous mild/borderline smears within 10 years**
Under surveillance of previous borderline smear with
changes in endocervical cells

One mild or borderline smear in last 10 years (not cur-
rently under cytological surveillance)**

Following normal colposcopy for low grade referral

Refer for colposcopy (routine)
Refer for colposcopy (routine)
Repeat in 6 months

Refer for colposcopy (routine)
Refer for colposcopy (routine)

Repeat in 6 months

Repeat in 12 months

Borderline changes in
endocervical cells

Under Cytological Surveillance or Follow Up
Previously on normal recall

Refer for colposcopy (routine)
Repeat in 6 months

Borderline ? high grade

In all cases

Refer for colposcopy (urgent within 4 weeks)

Mild dyskaryosis

Under Cytological Surveillance or Follow-Up

Two previous mild / borderline smears within 10
years**

One previous mild or borderline smear within 10 years
(not currently under cytological surveillance)**

Refer for colposcopy (routine)
Refer for colposcopy (routine)

Repeat in 6 months

In all cases

(glandular) disease

Moderate or severe Refer for colposcopy (urgent within 4 weeks)
dyskaryosis
? invasive cervical In all cases Refer for colposcopy (urgent within 2 weeks)

* Ignore intervening inadequate smears

** |gnore previous smears prior to any colposcopy
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NB: when using the table to determine the appropriate management, it is important to read the whole of the
relevant section (especially if the woman is already under cytological surveillance) to ensure that you are
applying the correct previous history. Cervical Screening Wales will, in all cases, issue a result with the

recommended action on it to smear takers, and act on the recommended action.

6.1 INTRODUCTION

A woman’s general practitioner is always informed of her test result, regardless of the smear taker. The test
result is stated clearly on the result form. Any queries about the result and its implications should be

discussed with the local Programme Coordinator.

In some cases, the CSAD may hold information on a woman’s previous screening history that was not
available to the laboratory at the time the result was issued. This may happen when a woman moves into a
practice from another area. This may result in the recommended action being altered after the initial result is
received by the GP, but before the result is sent to the woman. In all such cases, the CSAD will issue (for
information only), a letter informing the GP and smear taker that the management has been amended, and
the laboratory will issue (for information only) an amended result giving the appropriate recommended

action. All results must be logged and filed in the woman’s patient record.

Practices must ensure that results are received for all smears sent, as there are no other arrangements

that will provide a check that all smears taken have been received by the relevant laboratory.

6.2 POSSIBLE TEST RESULTS

* NEGATIVE

* No nuclear abnormalities identified.

* INADEQUATE with reason specified (1 to 4% of smears).

* The smear could not be interpreted for a specified reason. (see section 7- ‘Inadequate Smears’)

* BORDERLINE (squamous or endocervical) nuclear changes (5% of smears).
* There is genuine doubt as to whether cell changes in the smear are neoplastic. All smears showing HPV
infection will be reported as at least borderline. The majority of women with a borderline smear will have

subsequent smears that revert to normal.

*  MILD DYSKARYOSIS with or without HPV (up to 5% of smears).
* Nuclear abnormalities reflecting possible presence of CIN1. The majority of women with a mildly

dyskaryotic smear will have subsequent smears that revert to normal.

* MODERATE DYSKARYOSIS (1% of smears).
* Nuclear abnormalities reflecting possible presence of CIN 2.

* SEVERE DYSKARYOSIS (0.5% of smears).
* Nuclear abnormalities reflecting possible presence of CIN 3.

* SEVERE DYSKARYOSIS/?INVASIVE CARCINOMA (Less than 0.1% of smears).
* Nuclear abnormalities reflecting possible CIN 3, with additional features suggesting possibility of

invasive cancer.
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* GLANDULAR NEOPLASIA (Less than 0.1% of smears).
* Dyskaryotic glandular cells suggesting possibility of invasive cancer (e.g. CGIN/AIS, endocervical
adenocarcinoma, adenocarcinoma of the endometrium, extra-uterine adenocarcinomas). The

cytopathologist should state the possible site of the dyskaryotic cells. (Also see section 6.8)

Cervical neoplasia appears to constitute a disease continuum ranging from cervical intraepithelial neoplasia
(CIN) grades 1 to 3, to micro-invasive and finally fully invasive cancer. CIN is graded by histology. The
correlation between cytology and histology is least accurate for borderline and mild changes.

6.3 POSSIBLE RECOMMENDED ACTIONS

ROUTINE RECALL Cervical Screening Wales will automatically invite the woman for her next smear in
three years time, provided that she remains eligible under the All-Wales Cervical
Screening Policy.

REPEAT ADVISED Cervical Screening Wales will automatically invite the woman to attend for a repeat
smear, either immediately in the case of an inadequate smear (no sooner than six
weeks after the previous smear) or in six or twelve months time.

DIRECT REFERRAL TO COLPOSCOPY
Cervical Screening Wales will automatically initiate a referral to a local colposcopy
service.

REFERRAL TO GYNAECOLOGY
The woman should be referred to gynaecology, usually urgently, by her general
practitioner.

CANCEL RECALL Cervical Screening Wales will remove the woman from the recall system and she will

receive no further invitations for screening.

6.4 TEST RESULTS AND RECOMMENDED ACTIONS

The action recommended by Cervical Screening Wales is dependent upon the test result and, in most cases,

the woman’s previous screening history.

Routine recall will be recommended following:
* a negative call or routine recall smear
* a negative smear following an inadequate smear
* a third consecutive negative smear whilst under ‘cytological surveillance’ (see Sections 6.5 and 8.5)
* a negative smear, whilst under ‘cytological follow-up’ which meets the criteria for return to routine

recall (see Section 8.7)

An immediate repeat smear will be recommended after one or two smears described as inadequate. The

smear should be repeated no sooner than six weeks after and normally within three months of the preceding
smear, after treating any infection, taking into account the reason for the previous inadequacy. The woman

will be advised to have her smear repeated after 2 months.

An early repeat smear will be recommended (unless it is anticipated that the woman will not comply with
cytological surveillance or follow-up):
* after one smear showing mild dyskaryosis
* after one or two smears showing borderline changes (unless the cytopathologist has difficulty in
distinguishing the borderline changes from high grade dyskaryosis in which case colposcopy may be
indicated)
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aofter one smear showing borderline changes in endocervical cells, unless this occurs before or after
another non-negative adequate smear (without an intervening period of routine recall)

after a first or second negative smear whilst under ‘cytological surveillance’ (see sections 6.5 and 8.5)
aofter a negative smear whilst under ‘cytological follow-up’ (prior to the criteria for return to routine

recall being met — see section 8.7)

Direct Referral for colposcopy will be made by CSW according to the criteria outlined in Section 8.1

Referral to Gynaecology should be made by the woman’s GP or smear taker:

when cervical cancer is suspected for clinical reasons (e.g., cervical appearance, postcoital bleeding)
when other gynaecological cancer is suspected due to the presence of abnormal glandular cells on
the cervical smear

when a woman has a single mildly dyskaryotic or borderline smear if it is anticipated that the woman

will not comply with cytological surveillance or follow-up

6.5 CYTOLOGICAL SURVEILLANCE (BEFORE COLPOSCOPY)

Cytological Surveillance is the appropriate management protocol:

after one smear showing mild dyskaryosis

after one or two smears showing borderline changes (unless the cytopathologist specifies difficulty in
distinguishing the borderline changes from high grade dyskaryosis in which case colposcopy may be
indicated)

Cytological Surveillance consists of a series of early repeat smears, which must all be negative before a

woman is returned to routine recall. The CSW surveillance protocol consists of:

a smear six months after the abnormal smear
if negative, a smear a further six months later
if negative, a smear a further 12 months later

if negative, return to routine recall

6.6 WOMEN WHO WILL BE 65 OR OVER AT THEIR NEXT SCREEN

Women who are on routine recall and will be 65 or over at the time of their next invitation will be discharged

from the programme.

Women who have no screening history and will be 65 or over at the time of their next invitation will be

discharged from the call and recall system, but may be screened opportunistically.

Women who are invited for screening at the age of 64 but do not have their smear taken until they are 65 or

over will have their results dealt with as detailed in section 6.7.

6.7 WOMEN PREVIOUSLY CEASED FROM RECALL

Women whose recall has been ceased because of age and who then have a cervical smear will be managed

according to the result of the smear.

If the smear is negative or inadequate, they will be informed of the result and advised that they do not require

any further smears.
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If the smear shows any abnormality, they will be referred to colposcopy clinic for investigation.

* If colposcopy is negative, they will be discharged from colposcopy clinic and will not require any further
smears. Their screening recall will be ceased.
* |f colposcopy shows CIN of any grade, they will be managed according to the grade of CIN (either

surveillance or follow-up — see Section 8).

6.8 REPORTING OF ENDOMETRIAL CELLS ON SMEARS

When normal endometrial cells are seen on the cervical smears of premenopausal women, these may be

reported, but normally no action is required.

When normal endometrial cells are seen on the cervical smears of postmenopausal women, these will be
reported and the woman will be advised to consult her GP / smear taker to discuss whether any further

investigation is necessary. A letter will also be sent to the GP / smear taker.

In these cases, the GP / smear taker must clinically assess the woman to determine whether referral to

gynaecology or any other investigations are needed.

When abnormal endometrial cells are seen on any cervical smear, the result will be reported as “?glandular
neoplasia’ and a referral to gynaecology by the GP/smear taker will be recommended. This referral will not
be made by Cervical Screening Wales. The woman will be advised that she will be referred to gynaecology

by her GP and CSW will contact the GP / smear taker urgently to advise them of the need for referral.

This will also apply to abnormal glandular cells suggestive of ovarian or uterine tube carcinoma.

6.9 SPECIAL MANAGEMENT

In certain exceptional cases, the pathologist may suggest a management action that is outwith the above
protocol. This action will be based on the pathologists’ assessment of the clinical information provided by the

smear taker, and/or on the cytological appearance of the smear.

The pathologist will clearly indicate in the written report the reason for this action and the report will be

annotated ‘Recommended Management — Special’.

The local Programme Coordinator must be contacted if there are any queries concerning the future clinical

management of a woman.
Although Cervical Screening Wales operates failsafe arrangements covering the subsequent

management of women with abnormal smears, it is important for practices to check that appropriate

action has been taken in all such cases.

6.10 MANAGEMENT OF COMMON INFECTIONS SEEN ON CERVICAL SMEARS

Infections seen on cervical smears will be reported to the GP/Smear Taker on the smear result form. They will

not be reported to the woman by Cervical Screening Wales.
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The following infections may be seen incidentally on cervical smears

Human Papilloma Virus
* The smear will be reported as at least borderline

* No specific treatment is needed for HPV alone

Actinomyces (ALOs)
Full guidelines for management of women with ALOs on a cervical smear are available from the Faculty of

Family Planning at www.ffprhc.org.uk

Herpes Simplex (HSV)
Bacterial Vaginosis
Candidiasis

Trichomonas Vaginalis (TV)

All guidelines for treatment and investigation are available on the British Association for Sexual Health and

HIV (BASHH) website — www.bashh.org
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Inadequate Smears

REASON

POSSIBLE CAUSE

POSSIBLE SOLUTION

Degree of cellularity
judged to be insufficient,
taking info account the
age and hormonal
status of the woman

a) Cervix not seen
b) Cervix swabbed
c) Cervix not scraped firmly enough

d) Atrophic cervix in post-menopausal women

Clearly see cervix before taking smear
Do not swab cervix before taking smear.
Scrape firmly.

Consider vaginal oestrogen preparation before
repeating smear.

More than half the
cellular material is
obscured by blood,
menstrual debris,
polymorph exudate,
bacteria or spermatozoa

a) Discharge or infection present
b) Menstrual smear
c) Cervical ectropion with contact bleeding

d) Cervical cancer or gynaecological causes of
bleeding

Investigate for infection and repeat smear after
treatment.
Take smear when woman is not menstruating.

Use second Cervex brush around the periphery
of the ectropion (described in 4.4.6)
Gynaecological referral.

Entirely composed of
separated superficial
cells — probable origin
vaginal

Cervix not seen

See cervix clearly before taking smear. Use
appropriate speculum. Try left lateral position or
place pillow under woman’s buttocks.

Entirely composed of
endocervical cells

a) Endocervical brush only used

b) TZ not sampled when large ectropion present

Never only use an endocervical brush.
Use second Cervex brush around the periphery
of the ectropion (described in 4.4.6)

There are no
endocervical cells*

Endocervical cells not sampled

Use an endocervical brush and a Cervex brush.
(described in Section 4.4.6)**

Cervix reported by
smear taker as not
being completely seen

a) Patient not relaxed
b) Acutely anteverted or retroverted uterus

¢) Lax vaginal walls

Explain the procedure and put the woman at
ease.

Try left lateral position or place pillow under
woman’s buttocks.

Use a large speculum.

Not 360° sweep

a) Cervix not completely seen

b) Sampler not rotated 360°

As above

Ensure sampler rotates through 360° (in case of
Cervex brush 5 x 360° rotations are required)

Not all of sample
transferred to liquid
medium

No LBC sampler in liquid medium

Remember to leave sampler head in liquid

Liquid medium may not
be reliable

Liquid medium out of date

Check date on medium before use

Not enough liquid
medium in vial

Liquid has leaked from vial

Check lid properly fixed on vial before sending
to laboratory

Incorrect sampler used

Endocervical sampler only used

Never only use an endocervical brush
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* ‘No endocervical cells’ is ONLY used as a reason for declaring a slide to be inadequate when a woman has had
a previous endocervical (glandular) abnormality (cervical glandular intraepithelial neoplasia — CGIN). This

includes smears taken from women whilst under follow-up for an untreated ‘Borderline’ glandular abnormality.

** In some cases, following treatment for CGIN, cervical stenosis may make it impossible to obtain endocervical
cells. The appropriate management in such cases should be determined by the woman’s gynaecologist and further
treatment may not be desirable.

For a smear to be adequate for cytological screening, it must contain enough appropriate cervical cells, which are not obscured by other
material. Taking an adequate smear depends upon the smear taker seeing the cervix whilst the smear is being taken. Irrespective of the

cytology report, a smear can only be adequate if the cervix was seen and adequately sampled.

The reason for declaring a smear to be inadequate is always recorded and reported to the sender of the smear. An inadequate smear must
be repeated as soon as possible, but at least six weeks after the initial smear was taken, and three consecutive inadequate smears must result

in a referral for colposcopy.

For additional information and advice on taking adequate smears please contact the local CSW Programme Coordinator or Nurse

Coordinator.
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Colposcopy and Subsequent Management

8.1 REFERRAL FOR COLPOSCOPY

Referral for colposcopy will be made by Cervical Screening Wales:

- after one smear showing

? invasive carcinoma

moderate or severe dyskaryosis or glandular abnormality (unless the glandular abnormality is
in endometrial cells)

borderline? high grade dyskaryosis

borderline changes in endocervical cells where this occurs before or after another non-negative
adequate smear (without an intervening period of routine recall)

abnormality of any grade, whilst the woman is under cytological follow-up (i.e. before being
returned to routine recall) following colposcopy

abnormality of any grade, where CSW is aware that the woman has had a renal transplant

mild dyskaryosis or worse, whilst the woman is under cytological surveillance

abnormality of any grade when the woman’s recall has previously been ceased, either because of

her age or because of total hysterectomy/Manchester Repair

- after two smears showing

mild dyskaryosis or one smear showing mild dyskaryosis and one smear showing borderline
changes (where the second abnormal smear occurs whilst under cytological surveillance following
the first)

- after three smears showing

mild dyskaryosis or borderline changes, over any 10 year period (without an intervening

colposcopic investigation)

- after three consecutive smears described as inadequate

8.2 DIRECT REFERRAL TO COLPOSCOPY CLINICS

Cervical Screening Wales runs a system of direct referral to colposcopy clinics.

This system: -

* Ensures that all women whose cervical cytology results require referral to colposcopy are referred to the

appropriate colposcopy unit within one week of the result arriving in the CSAD

* Uses the Safety Net system to create the referral and monitor the woman’s progress through the colposcopy

service

* Generates a copy of the referral letter for the woman’s GP, along with a copy for the smear taker if the

smear was not taken in the practice

¢ Can override the initial referral if a GP or woman requests referral to an alternative colposcopy service

* Ensures appropriate management and discharge of the woman by the colposcopy service
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The responsibility for referring women in line with Cervical Screening Wales’ management protocols lies
with Cervical Screening Wales. Where further investigation is recommended, but does not fall within
Cervical Screening Wales management protocols for referral to colposcopy, (e.g. a negative smear where the
smear taker has commented on a suspicious looking cervix, or a negative smear showing endometrial cells in

a postmenopausal woman), the responsibility for the investigation/ referral rests with the GP or smear taker.

If a woman wishes to be referred to a particular colposcopy service, she can request this from her GP or her
local CSAD.

If a woman has a medical problem which may affect her investigations/treatment at colposcopy clinic (e.g.
prosthetic heart valves, clotting disorders), the woman or her GP can inform the colposcopy clinic prior to her
appointment so that any special arrangements can be made. This information is not included in the CSW

Direct Referral.

On the woman’s discharge from colposcopy, the clinic informs the Programme Coordinator, who arranges for

the woman’s recall according to Cervical Screening Wales protocols. Thus the woman will receive an invitation

letter when her follow up/ surveillance smears are due.

8.3 COLPOSCOPY APPOINTMENTS

There are several different types of colposcopy appointment: -
Assessment Usually an initial appointment after a direct referral, involving a colposcopy, with or without
a biopsy or smear

Select & Treat  Treatment (usually loop excision) performed at the first appointment for high-grade referral

smears

Planned

Treatment Treatment performed at a later date when results of any previous biopsies are known. This
may be excisional (loop excision, cone biopsy or hysterectomy) or ablative (cold coagulation,
cryotherapy, cautery or laser)

Follow-up This may be after treatment or as part of non-treatment follow-up. It usually involves the

taking of a cervical smear, with or without colposcopy, but may also be a consultation

If a woman does not attend 2 consecutive appointments and does not contact the colposcopy clinic, she will
be discharged from the clinic and referred to the ColpSafe scheme (section 3.8). This will also be the case if
she either cancels 3 consecutive appointments or cancels 2 and fails to attend 1 appointment, where these

appointments are consecutive.

Women who are due to attend colposcopy, but become pregnant, should still be encouraged to attend their

appointment, either for assessment or follow-up.

8.4 TREATMENT

* CIN2 and CIN3 must be treated once diagnosed. CINT may be treated or kept under close surveillance

for a limited period.
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8.5 CYTOLOGICAL SURVEILLANCE AFTER COLPOSCOPY

Cytological Surveillance is the appropriate management protocol after diagnosis of CINT1 (either histologically
or by colposcopic impression), whether treated or not, unless the referral was triggered by a moderate or

severe smear.

Cytological Surveillance consists of:
- a smear six months after the colposcopic investigation/treatment
- if negative, a smear a further six months later
- if negative, a smear a further 12 months later
- if negative, return to routine recall

- The first surveillance smear must be taken within the colposcopy service, but colposcopy may not be

required at this visit.

- A woman must have a negative smear before being discharged from colposcopy and should be
discharged following a negative surveillance smear.

- Following the first negative surveillance smear, all subsequent surveillance smears should be carried
out outwith the colposcopy service.

- If any one of these subsequent smears is mildly dyskaryotic or worse, the woman must be returned to
colposcopy.

- If any one of these subsequent smears is borderline, it should be treated as a de novo occurrence
and should be managed accordingly, with the period of cytological surveillance recommencing and

return to colposcopy only taking place following three borderline smears.

8.6 MODIFIED CYTOLOGICAL SURVEILLANCE

Modified Cytological Surveillance follows a satisfactory colposcopy where no colposcopic abnormality was

found and where the referral was triggered by a low grade smear. Cytological surveillance is modified:

* A smear is repeated at 6 months following colposcopy. The patient may be discharged from
colposcopy clinic if the repeat smear is negative or borderline
* if negative then return to normal recall
¢ if borderline repeat in 12 months in primary care (If borderline at the 12 month smear then
commence cytological surveillance. This is the second borderline smear and a third is required before
re-referral to colposcopy)
¢ if mild then repeat in 12 months with colposcopy (woman remains within the colposcopy service)

*  if moderate or worse then re-refer for urgent colposcopy

Modified surveillance does not apply to women: -

* under follow-up of a high grade smear / disease who are referred to colposcopy with a low-grade smear
during their follow-up period
* under surveillance of CIN 1 who are referred to colposcopy with a low-grade smear during their

surveillance period

However, it may apply to a woman under surveillance following referral to colposcopy for low-grade smears,

who did not have CIN confirmed at colposcopy.
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8.7 CYTOLOGICAL FOLLOW-UP

Cytological Follow-Up is the appropriate management protocol:

after treatment of CIN2 or 3, ungradeable CIN or CGIN

after colposcopic investigation where no abnormality (or a benign condition) was confirmed and
the referral was triggered by a moderate or severe smear

after diagnosis of CIN1, whether treated or not and the referral was triggered by a moderate or

severe smear

Cytological Follow-Up consists of a series of early repeat smears, which must all be negative before a

woman is returned to routine recall. The CSW follow-up protocol consists of:

a smear six months after treatment

if negative, a smear a further six months later

if negative, a smear a further 12 months later (2 years after treatment)
if negative, then repeat annually to 10 years

if negative, return to routine recall

The first follow-up smear must be taken within the colposcopy service, but colposcopy may not be

required at this visit.

A woman must have a negative smear before being discharged from colposcopy and should be
discharged following a negative follow-up smear.

Following a negative follow-up smear, all subsequent follow-up smears should be carried out outwith
the colposcopy service.

If any one of these subsequent smears is borderline or worse, the woman must be returned to
colposcopy.

If a woman fails to attend for one or more of the above follow-up smears, she may still be returned
to routine recall if she has had at least five negative smears, each at least 12 months apart, and the
final negative smear is at least 10 years post treatment. The final three of these smears must be

consecutive.

8.8 MANAGEMENT FOLLOWING DIAGNOSIS OF CERVICAL CANCER

Total Hysterectomy where Woman has Invasive or Micro-invasive Carcinoma of Cervix

* The woman is immediately ceased from the screening programme.

* The woman will receive further follow-up determined by her gynaecologist or oncologist, which might

include subsequent vault smears and/or colposcopy. It is the responsibility of the clinician to ensure that

the woman is properly followed up; she will not be subject to further recall by CSW.

* The smears will be examined at the laboratory but no management recommendations will be made.

Total Hysterectomy for Carcinoma of Cervix also Treated by Radiotherapy

* Woman is immediately ceased from the screening programme.

* The woman will receive further follow-up determined by her gynaecologist or oncologist, which might

include colposcopy. It is the responsibility of the clinician to ensure that the woman is properly followed
up; she will not be subject to further recall by CSW.

Treatment for Carcinoma of the Cervix by Radiotherapy Alone

* The woman is immediately ceased from the screening programme.
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* The woman will receive further follow-up determined by her gynaecologist or oncologist, which might
include colposcopy. It is the responsibility of the clinician to ensure that the woman is properly followed
up; she will not be subject to further recall by CSW.

Treatment for Carcinoma of the Cervix by Trachelectomy (with or without radiotherapy)

*  Woman is immediately ceased from the screening programme.

* The woman will receive further follow-up determined by her gynaecologist or oncologist, which might
include colposcopy. It is the responsibility of the clinician to ensure that the woman is properly followed
up; she will not be subject to further recall by CSW.
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Appendix 1 - Cervical Screening Wales (CSW)

INTRODUCTION

National Service Frameworks (NSF) have developed across the UK to address variations in standards of care. They aim

to achieve greater consistency in the availability and quality of services by using mechanisms enabling best care to be
provided to all. The first NSF to be developed in Wales, the National Service Framework for the Cervical Screening

Programme in Wales, led to the establishment of Cervical Screening Wales in 1999.

CSW aims to ensure that cervical screening is delivered in a consistent manner across Wales, according to national
published standards. In particular, all eligible women should receive the same level of service and quality of care for
the same level of need. There is a single cervical screening programme across Wales, with uniform policies, standards

and protocols.

CSW is part of Screening Services and is managed by Velindre NHS Trust. CSW covers the whole of the cervical
screening programme provided to women resident in Wales, by both Welsh and English NHS Trusts, including:

® programme management and coordination
® call and recall arrangements

® cervical cytology services

® cervical histology services

® colposcopy services

The responsibility for the taking of smears within the programme remains with general practices and appropriate
community and hospital clinics. The remuneration of general practices for their role in cervical screening is not the
responsibility of CSW.

HOW DOES CSW HELP GPS AND SMEAR TAKERS?

CSW assists GPs and smear takers in Wales to provide a first class service to their patients by ensuring that all

elements of the programme are of consistently high quality.

® Clear standards and protocols cover all involved in smear taking within Wales.

® All smear takers will be provided with initial and/or update training.

® CSW maintains failsafe procedures. If at any time, a smear result is not received when expected, an enquiry is
generated.

® Data relating to individual smear takers is fed back regularly, enabling all smear takers to monitor their own
activity and performance.

® Each area has a medically qualified Programme Coordinator and a Nurse Coordinator. Both are smear takers,
able to offer advice and support.

® (CSW develops and provides a range of literature containing accurate information, for the public and health
professionals, for use within the programme.

® CSW operates a system of direct referral to colposcopy for women with abnormal and persistent inadequate

smears and a failsafe system for women within the colposcopy service.

Third Edition January 2006




What Does CSW Expect of GPs and Smear Takers?

® Smear takers must only screen women in accordance with the All-Wales Cervical Screening Policy.
® The relevant CSW protocols must be followed.
® Smear takers must take advantage of training opportunities, and take steps to update their knowledge and skills at

least every five years.

ALL-WALES MANAGEMENT GROUP

The CSW All-Wales Management Group (AWMG) is responsible for operational policy making, overseeing the
performance of all elements of the programme, ensuring that appropriate action is taken when required and consists

of:

® Director of Screening Services (Chairman)

® Regional Programme Coordinators

* All-Wales QA Pathologist

* All-Wales QA Colposcopist

® All-Wales Programme Manager

® Director of the Welsh Cytology Training School
® Senior Nurse Manager

® Head of Information

® one Cervical Screening Administration Manager
® one General Practitioner

® one Cervical Cytology Manager

® General Manager

® Head of Administration

®* Management Accountant

LOCAL MANAGEMENT GROUPS

CSW has a Local Management Group (LMG) in each health authority area, including:

® the local Programme Coordinator (Chairman)

® the Lead Cervical Cytology Consultant Pathologist from each local laboratory
® the Cervical Cytology Manager from each laboratory

® at least one colposcopist

® the local Cervical Screening Administration Manager

® the local Cervical Screening Nurse Coordinator

® an appointed General Practitioner

The LMGs are management rather than representative groups and are responsible for problem solving and policy

implementation at a local level.

PROGRAMME COORDINATORS

Medically qualified, locally based Programme Coordinators are employed on a part time basis by CSW. Each Programme

Coordinator is responsible for:
® overseeing and coordinating all of the elements of CSW within a single health authority area

® licising closely with, and providing relevant advice to, smear takers, laboratories and colposcopy services

® ensuring that links between the different elements of the programme are optimised
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® monitoring the performance of smear takers, laboratories, and colposcopy services against defined standards

® informing the Director and initiating action in cases where the performance of smear takers, laboratories and
colposcopy services do not meet the defined standards

® ensuring the local delivery of initial and update training for smear takers, in line with all-Wales protocols

® acting as the clinical and medical adviser to the local CSW Administration Department

® overseeing the direct referral system, failsafe arrangements and non-responder scheme

ALL-WALES QA PATHOLOGIST AND QA COLPOSCOPIST

The All-Wales QA Pathologist and QA Colposcopist are employed by CSW on a sessional basis and are responsible for:

® providing professional advice to the Director and the AWMG

® liaising with and supporting all pathologists and colposcopists working in the programme

® developing and overseeing cytology, histology and colposcopy QA and audit

® advising the Director on the performance of pathologists and colposcopists

® ensuring that appropriate investigations are carried out where the performance of a service, or individuals working

within a service, is questioned

ALL-WALES PROGRAMME MANAGER

A full time All-Wales Programme Manager is responsible for:

® providing professional advice to the Director and the AWMG

® liaising with and supporting technical staff working in cervical cytology and histology

® developing, running and overseeing QA and proficiency testing schemes, in liaison with the All-Wales QA Pathologist
and QA Colposcopist

® reporting fo the Director on the performance of technical staff

® investigating cases where the performance of individuals is called into question

CSW ADMINISTRATION DEPARTMENTS

Five local CSW Administration Departments (CSADs) are responsible for:

® maintaining the register of eligible women

® operating the call and recall system

® operating the system of direct referral to colposcopy

® operating elements of the standard failsafe procedures

® maintaining comprehensive screening histories of individual women

® collecting defined data from laboratories and colposcopy services

CERVICAL SCREENING NURSE COORDINATORS

Five locally based full-time Nurse Coordinators are responsible for:

® implementing the local delivery of initial and update training for all smear takers

® providing ongoing advice and support to nurse smear takers

® organising and participating in a local non-responder scheme for following up specified women who do not attend
for colposcopy

® liaising with local colposcopy nurses
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W WHISTLEBLOWING POLICY

CSW has a whistleblowing policy to help and protect those who raise genuine concerns about issues such as criminal

acts, dangers to the public or staff, or any issues which compromise patient quality.

The policy is designed to enable anyone involved in the screening programme to raise a concern at an early stage- when

it is just a concern, rather than waiting for proof.

® All concerns raised responsibly and reasonably will be investigated.

® Staff raising concerns will be protected against victimisation.

® Aslong as the member of staff acts in good faith, it does not matter if they are mistaken.

® GPs and smear takers wishing to raise concerns should contact the Director, Programme Manager or their local

Programme Co-ordinator. Names and contact details can be found in Appendix 3 - Contacts.

W MANAGEMENT ST URE

CSW features clear lines of direct accountability and management groups at both all-Wales and local levels.

Cervical Screening Wales Management Groups

Director of Cervical

Screening Wales

All-Wales
Management Group

5 x Local
Management Groups
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Appendix 2 - Natural history of Cervical Cancer

Dr Peter Sasieni
Department of Mathematics, Statistics and Epidemiology, Imperial Cancer Research Fund

RISK FACTORS

Evidence for an association between cervical cancer and sexual activity dates back to 1842. In that year, Rigorni-Stern
published data showing that whereas married women were more likely to die of cancer of the uterus (predominantly
cervix) than breast cancer, nuns only very rarely died of cancer of the uterus. Since then the epidemiological evidence
suggestive of a sexually transmitted agent causing cervical cancer has grown steadily. Traditional risk factors include
number of sexual partners and age at first sexual intercourse. The behaviour of men is also important, as shown by
increasing risk in women with just one partner, according to the number of partners that their husband has had. More

recently, the sexually transmitted agent has been identified as certain types of the human papillomavirus (HPV).

Other risk factors are less clear cut. Smoking is generally found to be associated with cervical cancer, but it is difficult to
disentangle the confounding caused by the sociological link between smoking and increased numbers of sexual partners.
Nevertheless, the accumulated evidence points towards smoking increasing the risk of cervical cancer perhaps two to
three-fold by reducing the local immune response to HPV. Immunosuppression certainly conveys an increased risk of
cervical cancer, as shown in studies on renal transplant patients receiving immunosuppressive drugs and on women who
are HIV positive. It seems likely that diet plays a role in the immune response to HPV, but studies on diet and cervical
cancer are as yet inconclusive. Recently, some genetic factors that modify the risk of cervical cancer have been identified,
but much more remains to be done in understanding the factors that determine why some women develop cervical cancer

after infection with oncogenic HPVs, but the vast majority do not.

NATURAL HISTORY

There is little data from studies that directly observe the natural history of cervical cancer development because it is
generally felt to be unethical not to treat pre-cancerous cervical disease. The situation is further complicated by the
possibility that the process of taking a biopsy, required for definitive diagnosis of disease, may affect the natural history
by stimulating regression. Mostly of what is known of the natural history of cervical pre-cancer is derived from the follow-

up of women with cytological abnormalities and the study of the incidence and prevalence of cervical lesions.

For the vast majority (estimated as well over 90%) of cervical cancers, the first step is exposure to one of the oncogenic
HPVs. The time from infection to the development of invasive cancer is thought to be many years; typically between five
and thirty-five. Longitudinal studies on young women show that the majority of HPV infections are transient and that the
virus is indeed sexually transmitted. Persistence of infection has been shown to be associated with the development of
cervical lesions and viral load can be used as a surrogate for persistence. It is generally believed that one of the key steps
in the development of cancer is integration of the viral DNA in the host genome, although some carcinomas only have

episomal viral DNA.

Cervical neoplasia appears to constitute a disease continuum ranging from cervical intraepithelial neoplasia (CIN) grades
1 to 3, to micro-invasive and finally fully invasive cancer. More recent evidence shows that CIN 1 is frequently not
associated with HPV infection and may not therefore be part of the continuum. However, histology is not currently able to

distinguish CIN 1 associated with oncogenic HPV infection from CIN 1 without HPV DNA. The histological report of HPV
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infection is based on morphological features and is not particularly closely correlated with the presence of oncogenic HPV

DNA.

Follow-up studies of women with CIN have found that about 60% of CIN 1 regresses compared to about 33% of CIN 3;
1% and 22% of CIN 1 and 2, respectively, progressed to CIN 3. These data do not fit too well with the assumptions made
by some modellers that the annual rate of regression from CIN Tis 4% and that regression from CIN 2 and 3 is negligible.
The same modellers assumed annual progression rates of 25% from CIN 2 to 3 and 3-4% from CIN 3 to cancer. Other
groups claim that regression is more common in younger women and that three quarters of CIN in women under 35 years
of age will regress. They estimate the mean duration of CIN to be 12 years and that the time from HPV infection to CIN
is between 1 and 10 years. Although the details of progression and regression are largely speculative, it is clear that at
most about a third of high grade CIN will progress to cancer over about 15 years and that the majority of CIN 1 will

regress.

CIN 3 is very rare in women under the age of 20. The rates rise rapidly peaking at about age 30 and fall again rather
more slowly being at about half their peak by age 40 and just 10-20% of their maximum by age 50. It is not completely
clear to what extent published CIN 3 rates reflect prevalence of an untreated condition and to what extent they mirror

incidence.

Five year survival after diagnosis of cervical cancer is strongly related to the stage of the tumour at diagnosis. U.S. data
shows over 90% survival for localised tumours in women under 50 at diagnosis (85% in older women), around 50% for
cancers with regional involvement and just 11% in women over 50 years with distant metastases (19% in younger women).

Survival after diagnosis of micro-invasive cancer (stage la) is around 98-99%.

Micro-invasive cancers may be treated by cone biopsy alone, but hysterectomy may be the preferred treatment,
particularly if the patient has completed her family. Surgery (Wertheim's hysterectomy) is the usual treatment for invasive
cancer that has not spread beyond the pelvic area. It may be followed by radiotherapy if the cancer recurs. Radiotherapy

alone is the standard treatment for more advanced cancer. Chemotherapy is mostly only used within research studies.

Although the five year relative survival of women after treatment of CIN 2 or 3 is virtually 100%, there are numerous case
reports of women developing invasive cancer following treatment for CIN and it seems likely that perhaps 1in 200 women
treated for high grade CIN (CIN 2 and 3) will develop invasive cancer within 10 years. Ablative treatments used to be
popular, but are now becoming less so. Excision can be done by various means. Most gynaecologists seem to prefer LLETZ
(large loop excision of the transformation zone), but laser, cold-knife cone biopsy, cold coagulation and cryotherapy still

have their proponents.

SQUAMOUS CELL CARCINOMA AND ADENOCARCINOMA

There are two main types of cervical cancer. The most common is squamous cell carcinoma. It used to be said that this
accounted for around 90% of all cervical cancer. However, more recent data shows that adenocarcinoma (including
adeno-squamous) is accounting for a growing proportion of diagnoses particularly in younger women. Squamous cell
carcinoma now only accounts for around 75% of all cervical cancer. The reason for the increasing proportion of
adenocarcinoma seems to be three-fold: adenocarcinoma really is becoming more common having been a very rare
disease (there is possibly a link to exogenous hormones from the combined oral contraceptive pill, but this is certainly not
proven); because of the greater awareness of adenocarcinoma, it is being reported more often on pathology reports -
previously the cell type may not have been reported and so was assumed to be squamous; cytological screening is better
able to detect pre-cancerous squamous lesions than pre-cancerous glandular (adeno) lesions (Cervical Glandular

Intraepithelial Neoplasia — CGIN or AlS) and thus the relative incidence of the two types of cancer has changed.

There is some suggestion that adenocarcinoma is associated with HPV type 18, whereas squamous cell carcinoma is
associated with the more common type 16. HPV types 31 and 33, although less common in the UK, are also associated

with cervical cancer.
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Appendix 3 — CSW Contacts

Dr Hilary Fielder Director hilary.fielder@velindre-tr.wales.nhs.uk
Bryan Rose All Wales Programme Manager bryan.rose@velindre-tr.wales.nhs.uk
Rhys Blake General Manager rhys.blake@velindre-tr.wales.nhs.uk
Alison Dorras Head of Administration alison.dorras@velindre-tr.wales.nhs.uk

(Alison Dorras is based at St. David’s Hospital Carmarthen)

Cervical Screening Wales
18 Cathedral Road

Cardiff

CF119LJ

Telephone: 029 2078 7828

Fax: 029 2078 7800

Dr Sally Williams QA Pathologist sally.williams1@pdt-tr.wales.nhs.uk

Withybush Hospital
Fishguard Road

Haverfordwest

SA61 2PZ

Telephone: 01437 773269

Fax:

Mr Simon Leeson QA Colposcopist simon.leeson@nww-tr.wales.nhs.uk

Ysbyty Gwynedd

Penrhosgarnedd

Bangor

LL57 2PW

Telephone: 01248 384954
Fax: 01248 384273
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BRO TAF

Dr Anne Hauke Programme Coordinator anne.hauke@cswcardiff.wales.nhs.uk
Chris Lloyd Nurse Coordinator christine.lloyd@cswcardiff.wales.nhs.uk
Joanne Box Administration Manager joanne.box@cswcardiff.wales.nhs.uk

Cervical Screening Wales

Cardiff CSAD

3rd Floor

16 Cathedral Road

Cardiff

CF119LH

Telephone: 029 2078 7910/1
Fax: 029 2078 7891

Dr Deborah Parry GP on Cervical Screening Wales Local Management Group
deborah.parry@gp-w97057.wales.nhs.uk

Albert Road

Penarth

CF64 1BX

Telephone: 029 2070 0911
Fax: 029 20711735

Royal Glamorgan Hospital
Ynys Maerdy

Llantrisant
CF72 8XR
Cytology Telephone: 01443 443338
Cytology Fax: 01443 443335

Llandough Hospital

Penlan Road

Penarth

CF64 2XX

Cytology Telephone: 029 2071 5596
Cytology Fax: 029 2071 6469

Prince Charles Hospital

Merthyr Tydfil

CF47 9DT

Cytology Telephone: 01685 728399
Cytology Fax: 01685 721911
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DYFED POWYS

Dr Ann Cattell Programme Coordinator ann.cattell@cswcarmarthen.wales.nhs.uk
Bethan Morgan Nurse Coordinator bethan.morgan@cswcarmarthen.wales.nhs.uk
Keith Dicks Administration Manager keith.dicks@cswcarmarthen.wales.nhs.uk

Cervical Screening Wales

PO Box 110

Carmarthen

SA319AA

Telephone: 01267 225093 (Bethan Morgan) 01267 225001 (Dr Cattell)
01267 225046 (Keith Dicks)

Fax: 01267 232103

Dr David B Johnson GP on Cervical Screening Wales Local Management Group

Brecon Medical Group Practice
Ty Henry Vaughn
Bridge Street

Brecon

Powys

LD3 8AH

Telephone: 01874 622121
Fax: 01874 623742

West Wales General Hospital

Glangwili

Carmarthen

SA31 2AF

Cytology Telephone: 01267 227575
Cytology Fax: 01267 222724

Withybush Hospital
Fishguard Road

Haverfordwest

SA61 2PZ

Cytology Telephone: 01437 773269
Cytology Fax: 01437 773124

Bronglais General Hospital

Caradog Road

Aberystwyth

SY23 1ER

Telephone: 01970 635636
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GWENT

Dr Eithne Linnane Programme Coordinator Eithne.linnane@cswpontypool.wales.nhs.uk
Marilyn Smith Nurse Coordinator marilyn.smith@cswpontypool.wales.nhs.uk
Janet Potts Administration Manager janet.potts@cswpontypool.wales.nhs.uk

Cervical Screening Wales
Mamhilad House
Mamhilad Park Estate

Pontypool

NP4 OYP

Telephone: 01495 332147 (Dr Linnane) 01495 332148 (Janet Potts)

Fax: 01495 751472

Dr G Pritchard-Davies GP on Cervical Screening Wales Local Management Group

gwilym.davies@ukgateway.net
The Bryn Surgery
The Bryn
Trethomas
Mid Glamorgan
CF83 8DQ
Telephone: 029 2086 801

Royal Gwent Hospital

Newport

Gwent

NP19UB

Cytology Telephone: 01633 234546
Cytology Fax: 01633 222957
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MORGANNWG

Dr Ann Cattell Programme Coordinator ann.cattell@cswswansea.wales.nhs.uk
Linda Lewis Nurse Coordinator linda.lewis@cswswansea.wales.nhs.uk
Bethan Morgan Nurse Coordinator bethan.morgan@cswswansea.wales.nhs.uk
Wendy Davidge Administration Manager wendy.davidge@cswswansea.wales.nhs.uk

Cervical Screening Wales
41 High Street

Swansea

SATILT

Telephone: 01792 644677 (Wendy Davidge)

Fax: 01792 475673

Dr Patricia Dryden GP on Cervical Screening Wales Local Management Group

102 High Street

Glynneath

SATI 5AL

Telephone: 01639 720311

Singleton Hospital

Sketty

Swansea

SA2 8QA

Cytology Telephone: 01792 205666 Ext: 5020
Cytology Fax: 01792 285537

Princess of Wales Hospital

Coity Road

Bridgend

CF31 1RQ

Cytology Telephone: 01656 752321
Cytology Fax: 01656 655676
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NORTH WALES

Dr Louise Pickford Programme Coordinator louise.pickford@cswmold.wales.nhs.uk
Linda Hughes Nurse Coordinator linda.hughes@cswmold.wales.nhs.uk
Andrea Allen Administration Manager andrea.allen@cswmold.wales.nhs.uk

Cervical Screening Wales

Preswylfa

Hendy Road

Mold

Flintshire

CH7 1PZ

Telephone: 01352 803248 (Dr Pickford) 01352 803277 (Andrea Allen)
Fax: 01352 751770

Dr Eammon Jessup GP on Cervical Screening Wales Local Management Group

Pendyffryn Surgery
Pendyffryn Road
Prestatyn
Denbighshire

Wrexham Maelor Hospital
Croesnewydd Road

Wrexham

LL13 7TD

Cytology Telephone: 01978 725079
Cytology Fax: 01978 366520

Ysbyty Glan Clwyd

Sarn Lane

Bodelwyddan

Rhyl

LL18 5UJ

Cytology Telephone: 01745 534210
Cytology Fax: 01745 583188

Ysbyty Gwynedd

Penrhosgarnedd

Bangor

LL57 2PW

Cytology Telephone: 01492 862378
Cytology Fax: 01248 355130
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ENGLISH HOSPITALS

Princess Royal Hospital

Apley Castle

Telford

TF6 6TF

Cytology Telephone: 01952 641222 Ext: 4345
Cytology Fax: 01952 641804

County Hospital

Union Walk

Hereford

HR1 2ER

Cytology Telephone: 01432 364150
Cytology Fax: 01432 364136

Countess of Chester Hospital

Health Park

Chester

CH2 1UL

Cytology Telephone: 01244 365374
Cytology Fax: 01244 365386
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Appendix 4 - Smears after hysterectomy

or Manchester Repair

Women who have a sub-total hysterectomy will continue to be included in the cervical screening programme as their

cervix is still present.

The following guidance applies to women who have undergone a total hysterectomy or a Manchester Repair (which

involves amputation of the cervix).

Women who have had a total hysterectomy/Manchester Repair (MR) more than 5 years ago and not responded to

invitations for follow up smears will be ceased from recall.

Group 1 - Women who do NOT require vault smears post-hysterectomy or MR

Vaginal vault smears are not required when: -

®* A woman has had a benign total hysterectomy/MR and;

® She has not had a high grade smear or histologically confirmed CIN/CGIN in the 10 years prior to her
hysterectomy/MR

In this case, her recall for screening will be ceased and both she and her GP will be informed of this.

Other Groups - Women who DO require vault smears post-hysterectomy or MR

Group 2 - A woman who has a benign total hysterectomy/MR but had a high-grade smear or histologically
confirmed CIN/CGIN in the 10 years prior to it

® In this case, she will require a single vault smear 6 months after her hysterectomy/MR. If this is negative she will be
ceased from the cervical screening programme.

® Cervical Screening Wales will send her an invitation for this single vault smear which should be taken in primary care.

® If the result is borderline or worse, she will be directly referred to colposcopy clinic by CSAD. She will be ceased from

screening at the time the referral is made, and her colposcopist will determine her subsequent management.

The exception in this group is a woman who has CIN/CGIN or a high-grade smear in the six months prior to the

hysterectomy MR. These women will be managed as in Group 3.

Group 3 - A woman who has co-incidental CIN/CGIN found at total hysterectomy/MR, but this was completely
excised (or CIN/CGIN/high-grade smear in the 6 months prior to the hysterectomy MR).

® In this case, she will require a vault smear 6 months after her total hysterectomy/MR and a second vault smear a
further 12 months later.

® Both of these should ideally be in colposcopy clinic, but if taken in primary care this will be acceptable.

® If she is not already within a colposcopy episode, the CSAD will directly refer her to a colposcopy clinic.

® If both these smears are negative, she will be discharged from the colposcopy clinic and be ceased from the cervical

screening programme.
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® |f either smear is borderline or worse, she will remain in (or be referred to) the colposcopy clinic. She will be ceased

from screening at this time and her colposcopist will determine her subsequent management.

Group 4 - A woman who has CIN/CGIN found at total hysterectomy/MR, but this was incompletely excised.

® In these circumstances, the woman will require a vault smear at 6 months after her post-hysterectomy MR. Further
follow up should be conducted as below: -
® Vault smears at 6 and 12 months post-operation
® Surveillance or follow-up depending on grade of CIN/CGIN found
® Return to routine recall until 65 years
® Initial follow-up should take place within the colposcopy service.
® The colposcopist may discharge to primary care if appropriate
® If she is not already within a colposcopy episode, the CSAD will directly refer her to a colposcopy clinic.
® If any of these smears is borderline or worse, she will remain in the colposcopy clinic. She will be ceased from

screening at this time and her colposcopist will determine her subsequent management.

Method for taking a Vaginal Vault Smear

® Materials required are the same as those described in Section 4

® The reason for the taking of a vault smear should be written on the HMR101 form

® The vault can be identified as a scar line at the top of the vagina, with corners at either end

® If there are any abnormal areas seen, the woman should be referred to a gynaecologist

® The Cervex® brush only should be used

® Place the Cervex® brush on the suture line (or top of the vaginal vault)

® Rotate the Cervex® brush at least 5 full 360° rotations in a clockwise direction, whilst brushing across the suture
line/top of vaginal vault, ensuring that both corners are sampled

® Transfer the sample to the vial as described in Section 4.4.5
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Appendix 5 — Information for Women

Cervical Screening — the facts CSAD Sent to women with their invitation to attend for
screening
Full version is sent with first ever invitation
Shortened  version  sent  with  subsequent
invitations/reminders

Should Women who are Virgins CSAD Sent on woman’s request

have Cervical Smears?

The Smear that needs to be CSAD Sent with result letter for abnormal smear result

Repeated requiring early repeat

Investigation of an Inadequate CSAD Sent at the time of direct referral to women with

Smear persistent inadequate smears requiring investigation in
colposcopy clinic

Investigation of an Abnormal Smear CSAD Sent at the time of direct referral to women with

abnormal smear(s) requiring investigation in

colposcopy clinic

Your Colposcopy Appointment

Colposcopy clinic

Sent with first appointment for colposcopy clinic

After Your Colposcopy

Colposcopy clinic

Given after colposcopic assessment

After Your Colposcopy Treatment

Colposcopy clinic

Given after treatment in colposcopy clinic

Treatment Following an Abnormal
Cervical Smear

Colposcopy clinic

Given or sent to women after colposcopic assessment
when treatment is required

Cervical Screening Wales?

After your Hysterectomy or CSAD Sent to women who require vault smears
Manchester Repair

How we use Information about You CSAD Available on request

Our Pledges to You CSAD Available on request

Do you have a Complaint about CSAD Available on request

Information for visually impaired women

All CSW letters are available in large print format on request and can also be produced as audio tapes, CDs or in Braille format.

This can be requested on the PNL form (see section 3.4.2) or by contacting the local CSAD.

Leaflets can also be made available as audio tapes, CDs or in Braille format, again on request.

Other languages

Translations can be made available on request.
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Appendix 6 - Reports and
Monitoring for Professionals

INTRODUCTION

Systems have been developed to enable Cervical Screening Wales to provide all smear takers in Wales with individual
performance indicators and information on their performance in relation to other smear takers. Information will be

provided as a regular report. The reports will enable all smear takers to monitor their own activity and performance.

The accuracy of the reports is dependent on the use of the Smear Taker’s CSW ID code on the HMRI101 (request) forms.

PERFORMANCE INDICATORS

The following information will be provided to every smear taker on a six-monthly basis.

® The inadequacy rates and TZ sampling rates of each laboratory to which the smear taker sends samples
® Number of cases reported during the specified period

®* Number and percentage of cases reported as inadequate during the period, by reason for inadequacy

®* Number and percentage of cases with no evidence of transformation zone sampling during the period, by age

(Under 50 only)
® Number of cases reported as abnormal

®* Number of cases inappropriately submitted for cytology by the smear taker
The All-Wales figures will be provided for comparison.
Local Health Boards (LHBs) will receive data on each practice, but not by individual smear taker.

In addition, each practice will be issued with an annual report of women registered with the practice, cross tabulated by

age (five year bands) and screening status (ceased/eligible/no record/tested in last three years/tested in last five years).

POOR PERFORMANCE

To ensure optimum quality in every aspect of smear taking, it is advisable that a smear taker performs a minimum number
of cervical smears per annum. The following indicators of good quality will be applied to smear takers who take 30 or

more smears per annum.

® The inadequacy rate should be less than 2% above the laboratory average

® Transformation zone sampling should be evident in at least 80% of women under the age of 50
Although smears with no evidence of transformation zone sampling are no longer reported as ‘inadequate’, the overall
percentage of the smears taken by an individual which contain no evidence of transformation zone sampling is a useful

indicator of overall smear quality.

® Discrepancies should be evident in less than 3% of smears submitted

® The percentage of adequate smears reported as abnormal should be within 2% of laboratory average
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If a smear taker’s performance consistently falls outside these indicators, they will be contacted to discuss this. Options

may be: -
® For the local Nurse Coordinator or Programme Coordinator to visit to discuss smear taking
® For the smear taker to visit a specialist training clinic

® For the smear taker to have access to training material

If, despite best efforts, performance remains poor, the Clinical Governance Lead of the LHB or trust may be involved.
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INDEX

Subject

Borderline smears

Description
Referral

Surveillance

Cervical Cancer

Appearance
Further management
History

Referral

Cervical Screening Programme

Ceasing women
Policy
‘Opting-out’

Postponing invitations

Screening ages

Cervical Screening Wales

Accountability
Aims
Coverage
History
Management

Target Population

Cervical Smears

Abnormal smears
Actinomyces-like organisms (ALOs)
After termination/miscarriage
Chaperones
Clinical History
Difficult smears
Inadequate smears
Endometrial cells
Equipment required
Human Papillomavirus (HPV)
Infections
Invitations

Standards

Invitation cycle
Liquid based cytology

Vials — labelling

Vials — transferring sample to

Section(s)

6.2
6.4, 81
6.5,8.5,8.6

47

8.8
App. 2
442

1.4
3.2
3.3
13

App. 1
12
22
App. 1
App. 1
1.3

6.2
6.10
432
431
432
3.9

6.8

42

6.2, 610
6.10

24
3.5

434
445
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Overseas 112

Post-partum 43.2
Pregnancy 432
Private 112
Request forms 433
Correct completion 433
Discrepancies 434
Results
Standards for sending to women 2.3
‘No home contact’ 433
Possible results 6.2
Sending to laboratory 2.3
Samplers
Cervex Brush 443,45
Endocervical sampler 443,45
Technique 444
Cervix
Appearance 47
Ectropion 446,47
Inability to see 310, 4.4.2
Pinhole os 4.4.6
Transformation Zone
Description 444
Sampling 442,444
Squamocolumnar junction
Description 444,47
Sampling 442,444
Clinically indicated smears 1.8
Colposcopy
Appointments 8.3
Criteria for referral 81
Direct referral 8.2
Non-attendance 3.8, 8.3
Medical conditions 8.2
Standards for waiting times 2.6
ColpSafe
Letters 3.8
Referral to 3.8, 8.3
Consent 5
Inability to consent 515
Cytological Surveillance (see also Modified Cytological surveillance)
Before colposcopy 6.5
After colposcopy 85
Cytological Follow-up 8.7
Discrepancies 4.3.4, App 6
Dyskaryosis
Mild
Description 6.2
Referral 6.4, 8.1
Surveillance 6.5, 8.5, 8.6
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Moderate

Description 6.2

Referral 6.4,81

Follow-up 8.7
Severe

Description 6.2

Referral 6.4,81

Surveillance 8.7

Ectropion — see Cervix, Ectropion

Failsafe 37
For colposcopy 38,83
Follow-up — see Cytological Follow-up
Gynaecology — referral to 6.4
Hysterectomies
Ceasing after 3.4.3
Vault smears after App. 4
HIV Positive women 1.7

Human Papillomavirus (HPV)

Cancer and App. 2
On smears 6.2, 6.0
Immunosuppressed women 1.6, 113

Inadequate smears

High rates for smear taker App. 6

Interval before repeating 6.4,7

Reasons for 7
Infection control 4.6
Infections 610
Leaflets App. 5
Manchester Repairs

Ceasing after 343

Vault smears after App. 4
Modified Cytological Surveillance 8.6
Nabothian follicles 444,47
Non-responder cards 3.6

Older women — see Women over 65

Opportunistic Smears 1.6
Pregnancy

Cervical smears 432

Colposcopy 8.3

Postponing invitations 3.3
Prior Notification List (PNL)

Description 34

Procedure 342

Returning to CSAD 3.4.4
Private Smears 112
Renal transplants 113, 8.1
SafetyNet 8.2
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Smear Takers
Role of
Training
Smoking
Sterilisation guidelines
Surveillance — see Cytological Surveillance
Trachelectomy
Vaginal bleeding
Cervical cancer
Ectropion
History
Vaginal discharge
Cervical cancer
Ectropion
History
Women over 65
Abnormal smears
No previous smears

‘Previously ceased’

4]

251
App. 2
4.6

8.8

47
47
432,45

47
47
432,45

6.6, 6.7
6.6
6.7
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