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The NHS Cervical Screening Programme (NHSCSP) aims to reduce the number of
women who develop invasive cervical cancer and the number of women who die from 4. It
does this by regularly screening all women at risk so that conditions which might oth

develop into invasive cancer can be identified and treated. In 2008, over 78% o&gi

women in England had attended cervical cancer screening at least once in the iou

five years. Q
More than 100,000 people are involved in the NHSCSP. They include®thq docCtors and

nurses who take the samples in GP surgeries and community clinigg the |fgg0ratory staff
who review them and the people who run the computer syste hese activities are
coordinated by the national office of NHS Cancer Screeni grammes through a

number of National Quality Assurance Coordination Groups.

This is an interim document designed to offer agee to all cervical sample takers
involved in the NHSCSP during the transigon to commissioning. It aims to

¢ outline the sample taker’s respo {[3) the NHSCSP.

e promote good practice that ' jstent with national policy
o outline the training re entS for sample takers in the NHSCSP

e set out the exisyfig nd responsibilities of GP practices and Primary Care

Trusts involve egrrogramme (The role of GP practices under the new NHS
structure will b&yre ed in the next revision of this guidance)

e outline ?Ndit and documentation requirements for sample takers in the

NH

° @ear advice to support consistent delivery of the programme

ise on some of the issues and frequently asked questions that arise in a
v consultation.

! National Centre for Health Outcomes Development, at _http://www.nchod.nhs.uk/.




Although cervical screening cannot be 100% effective in detecting cancer, cervical
screening programmes have been shown to reduce the incidence of cancer in a
population of women. The NHS Cervical Screening Programme was established in
1988; over the next decade the incidence of cervical cancer across England and
Wales fell by more than 40 per cent, reflecting screening’s impact on a generation o
previously unscreened women. Since then cases of cervical cancer have continye

to fall, though at a steadier rate. The importance of early detection is underline&
survival rates, with around 68% of cervical cancer patients in England an les
surviving their disease five years or more after diagnosis.? Q

In 2007 there were 2,276 new registrations of invasive ’@ ancer in England.®

Since 1992, there has been an increase in idgnce rates of carcinoma in situ for
women aged 30-34 in England and Wale regras been a similar increase among
younger women, but not among those ovef 34. [n&ence rates of invasive cervical cancer,
in contrast, have generally shown a argytrend since 1990. The Great Britain age-
standardised incidence rate for cervi as decreased by around 44% since 1975,
although it presented a slight | the 1980s. Cervical cancer incidence and
mortality rates have declin tially in Western countries with screening
programmes: in the UK incidenc rank 141st of the 172 countries worldwide and the

mortality rate ranks 148th

In 2008, 830 wo
generally increase
were record
women un

om cervical cancer in England and Wales. Mortality rates
e: in 2008 the highest number of deaths from cervical cancer
80-84 age group. Fewer than 7% per cent of deaths occurred in

For thaylM€st cOmbined statistics on cancer incidence, mortality and survival in England,
seeffhe Cgr¥cal Screening and Cancer e-Atlas (2010).°

Cancer Research UK, at http://info.cancerresearchuk.org/cancerstats/

Office of National Statistics, at http://www.statistics.gov.uk/downloads/theme health/2007cancerfirstrelease.xls

Cancer Research UK, cervical cancer 1975-2006, at http://info.cancerresearchuk.org/cancerstats/types/
cervix/incidence/# world. For local and national data see also the websites of regional QARCs and Cancer Intelligence
Units.

5 Office of National Statistics, Mortality statistics: deaths registered in 2008, at
http://www.statistics.gov.uk/downloads/theme health/DR2008/DR_08.pdf.

East Midlands Public Health Observatory, Cervical Screening and Cancer e-Atlas (2010) at
http://www.empho.org.uk/tcr/cervicalEatlas.aspx.




The exact cause of cervical cancer is not known. However, it is known that

e some types of human papilloma virus, in particular HPV 16 and HPV 18, are found i
over 99% of cervical cancers. These are known as 'high risk' types. Other types (eg HP
6 and HPV 11) cause genital warts. Those which cause genital warts do not plac
woman at increased risk of developing cervical cancer. Other types of HPV app o b
harmless

e the majority of sexually active women will come into contact with high risk FtP\ftyges at
some time in their life. This is true whether they are in heteros | or e-sex
relationships (see pages 18-19). In most women, their body's ow e system will
get rid of the infection without them ever knowing it was t ver women
persistently infected with high-risk HPV types may develop ceglic
which could develop into cervical cancer if left untreated

=

rmalities (CIN)

e women with many sexual partners (or whose partners
at risk of developing cervical cancer, because multigle p
them to HPV. A woman with only one partner go tract HPV if that partner has
previously been in contact with the virus

e women who are immunosuppresse or mple, those who are taking
immunosuppressive drugs after an orgagtrangplant, or women who are HIV positive)
may be at increased risk of developi ncer

e women who smoke are about Ny y to develop cervical cancer as non-smokers.
This may be because smoking % ciated with high risk health behaviours or because
it suppresses the immune syste owing the persistence of high risk HPV infection.

Stopping smoking appeg, elp Clinical abnormalities to return to normal
e using a condom ofj#fs gn y limited protection from transmission of HPV

e long term use of\gra traceptives increases the risk of developing cervical cancer but

the benefi g oral contraceptives far outweigh the risks for the majority of women
e womgn asate first pregnancy have a lower risk of developing cervical cancer than
th ar®early pregnancy. The risk rises with the number of pregnancies

&



Coverage refers to the percentage of women eligible for screening who have been adequately
tested within the screening interval (3.5 or 5 years, according to age).” (It is often confused with
‘uptake’: the percentage of women invited for screening who are tested within 6 months of receiving
their invitation.) The effectiveness of the NHSCSP is judged in part by the percentage of wo in
the target age group (25 to 64) who have been screened in the last five years. If overall covefag§ of
80 per cent can be achieved, a reduction in death rates of around 95 per cent may be pfgsible
the long term.

Figures for 2008/2009 show that Q

o for the first time since 2002 the percentage of eligible women aged 25 to 64 have been
screened at least once in the previous 5 years has increased. It is 8.9% compared with
78.6% in 2008, 81.6% in 2002 and 82.3% in 1999.

e the increase in coverage is more prominent amongst the young
25 to 49 year olds (screened every 3 to 3.5 years) increg
last year (a 3.2% increase). Within the older age rang
the proportion of women being screened has fallen sli
2008

e coverage (25 to 64) was 80% or higher in 67 5
with 63 in the previous year
e but participation in cervical screenin@ ly across the country and is generally lower in

e gpoups. The proportion of
% compared with 69.3%

— screened every five years)
.0% compared with 80.3% in

4510) Ta

40

rimary Care Organisations, compared

the most deprived areas.

For details see the NHSCSP @ p and the Cervical Screening and Cancer e-Atlas
(2010).2
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Posters are produced by NHS Cancer Screening Programmes
and may be ordered online at www.orderline.dh.gov.uk,
or call 0300 123 1002 to set up an account,
or call 0300 123 1003 (no account required).

Because it is a snapshot of a changing situation, the coverage figure always relates to a specific date. (See also
Glossary.)

East Midlands Public Health Observatory, Cervical Screening and Cancer e-Atlas (2010) at
http://www.empho.org.uk/tcr/cervicalEatlas.aspx.
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When checking prior notification lists
(PNLs) ensure that ‘ghost’ patients are
removed and addresses are correct.

It is recognised that women often give lo
priority to their own health needs and gy
need regular encouragement to atte
screening and advice.

Use leaflets, information in ap
languages and (where ap riate xt

reminders. Many women ar about
aspects of the tests.

Consider  whether es are
appropriate.  Offe vening and

weekend clinicg an into account

community evagt 8 may be barriers to
attendance. \
Provide gfo jo® on alternative clinics

outsi praCtice where women can
havefl samgl taken if more convenient
tipeRare gpailable.

S CSP information leaflets for cervical
ening should be readily available.

Ensure patients know that the sample can
be taken by a female doctor or nurse.

your service is culturally

that a female staff member
and trained to offer
and guidance where

ge barriers exist.

Egpure that the sample taking
vironment is suitably equipped and

offers complete privacy.

Highlight medical records and insert
computer prompts for all women who fail
to attend.

For non-attenders, ensure that screening
is raised at the next appropriate visit and
that the patient is fully informed of the
benefits of regular screening.

Reception staff should have access to
appropriate  update  training  and
information sessions so they are fully
informed of any changes to the screening
programme.

Reception staff should encourage
attendance for screening, if appropriate.
Computer prompts may help with this.




Useful resources

e Cervical Screening: the Facts. (NHSCSP leaflet available in 19 languages).

e Promoting Informed Choices on Cancer Screening in a Diverse Community. NHS Cancer
Screening Programmes, 2009 (NHSCSP Publication No 6)

e Communicating Risk Information about Breast and Cervical Cancer and Cancer Screening to
Women from Minority Ethnic and Low Income Groups. NHS Cancer Screening Programmegs,
2009 (NHS CSP Publication No 5)

e [Equal Access to Cervical Screening for Disabled Women. NHS Cancer SNg
Programmes, 2006 (NHS CSP Publication No 2)

e An Easy Guide to Cervical Screening, NHS Cancer Screening Programmesémget for

women with learning difficulties)

e HPV Triage and Test of Cure: Draft Implementation Guidance. cer Screening
Programmes, 2011. (NHSCSP Good Practice Guide No 3).

e Cervical Screening in Leshian and Bisexual Women. N a creening Programmes,
20009, (leaflet)

e Cervical Screening: A Multimedia Educational Progggam Physicians and Patients. NHS
Cancer Screening Programmes, 2009 (available g si ages)

All of these, and details of thefull r e of NHS CSP publications,

information leaflets, CDs and DYDs\ to 20 languages (including British
Sign Language), accessed by clicking on
NHS Cervical Wi Programme Publications.
Leafleyé ye ordered online at www.orderline.dh.gov.uk,

3 0300 123 1002 to set up an account,
I

© Books Beyond Words
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The quality of cervical screening in England is assured through a network of regional
Quality Assurance Directors (or QADs), and these are responsible to their regions’
Directors of Public Health. (See Figure 1.) Each QAD is supported by a regional
administrative hub, known as the Quality Assurance Reference Centre. These centres
help to ensure that national standards set by the NHS Cervical, Breast and el
Screening Programmes are achieved, and support the development of effective, I0cayy-

delivered, screening services \

Quality Assurance Reference Centres (or QARCs) are the first poin act for
information about cervical screening programmes in their region. Their rle f Sw#stablish

high quality systems for coordinating and monitoring all aspects of screeni o do this
they work with the local cervical screening programmes, Primary C rustsy laboratories,
colposcopy clinics and genitourinary medicine services that partigi e NHS Cervical
Screening Programme. They collect and analyse data ogft rformance of local

screening programmes and compare them with national st rge. They support local
d quality audits. They

programmes with staff training, guidance on good p ,@ -
implement policy and arrange formal assessment gl rganisations that provide
cervical screening. Every Primary Care Trust (PCR h Ominated person responsible

for its cervical screening programme and for imp ' ational guidelines.
National QA Coordination Groups contribujgyt evelopment of policy and guidance

across the NHSCSP, advise on standardff for and technical equipment, and monitor
performance. Among the groups sugboN eir work are the National Colposcopy,
Laboratory and Clinical Primary C roups and the National Cervical Screening
User Group.

QA Vvisits ar & al part of ensuring a high quality screening service and represent one
t

element in t inuous process of monitoring and enhancing performance. Their functions

include

. ses a local cervical screening service's compliance with minimum standards and its
raqgligships with other parts of the programme

tifying and promote good practice
identifying areas for improvement and make recommendations for achieving it.

Visits normally take place once every three to four years. They are undertaken by a
multidisciplinary QA team with the support of the regional Quality Assurance Reference Centre
(QARC).

Information about visits, their timing and organisation can be obtained from your QARC. More
detailed guidance on the principles and practice of QA visits is set out in Guidelines for Quality
Assurance Visits in the Cervical Screening Programme. Cancer Screening Programmes, 2008
(NHSCSP  Publication No 30), at http://www.cancerscreening.nhs.uk/cervical/publications/

nhscsp30.html




Introduction

There have in the past been a number of widely publicised incidents in the CerviRal
Screening Programme. Many of them involved problems with the repor g&
samples by cervical cytology laboratories. Today, however, improvement e
quality assurance of laboratories mean that incidents are more Iiker% in

primary care, or between laboratories and PCT call/recall departments.

What counts as an incident?
An incident may be defined as: any unintended or unexpeg®d &currence which
could have or did lead to harm to patients, or to sta to, Yisitors to the
Programme’s premises, or that is likely to give rise to I cern or adverse
media interest.

Dealing with incidents
All NHS CSP staff should familiarise themse
procedures for managing incidents, susp
particular, you should be aware of the ne

eir site’s local policies and
dents and near misses. In
pt and accurate reporting.

The confidentiality of NHS CSP patgnt
with policy and legal requirements.

aff must be protected in accordance

All incidents and suspected in should be reported in the first instance to your
manager/ supervisor whogdll theNeport it to your PCT Clinical Governance team
or Clinical Risk lead.

If a more formal j€egMyat®n is needed the QARC will be notified. This is usually
done by your Proga irector/ Programme Manager or by the PCT, and agreed
procedures f mpt and thorough response will be followed.

Seriouging \in the NHS CSP may also involve other agencies within or outside

n
the Codberation and collaboration with other agencies is therefore key to
ungerst g what went wrong and learning how the risk of similar incidents

2 ringlin the future can be reduced.



Age group | Frequency of Call and recall
(years) screening

First invitation i dat 245t recall of women in the NHSCSP are underta
IFst invitation Issued at 24.5 1o PCTs or their local screening agencies.

25-49 3 yearly The administrative tasks associated with the EIQ
tas

ensure screening starts promptly

at 25, include
50-64 5 yearly o ensuring all eligible wogpegaged 364 are
included in the screeg @ ggramme
65+ Only screen those who have not o o
been screened since age 50 or | ®  inviting all eligibl

have had recent abnormal tests.
(See box on page 11.)

notifying wogen

. ensurng te'tollow up and recall

. Evidence has shown that screening women under
cervical abnormalities when in reality it is simply that the

& 25 has little or no effect on the incidence of cervical cancer.
Starting screening at s that lesions which are destined to progress will still be screen-
detectable and thos oyld regress will no longer be a source of anxiety. Younger women will
not have to undergo §n sary investigations and treatments.

Any woman N ho is concerned about her risk of developing cervical cancer, or her sexual
health g% uld contact her GP or Genitourinary Medicine (GUM) Clinic.

Ceryfal” sci¥gning is not a diagnostic tool. Women under 25 years of age who present with
(oms’

moreover, screening Wogne

sym hould be referred to a gynaecologist.

2009 the Advisory Committee on Cervical Screening reviewed the policy of starting
eening at age 25 and agreed unanimously there should be no change in the current policy.9

For details see the Department of Health website [ARCHIVED CONTENT] Screening : Department of Health - Health
care; for the Minutes of the Advisory Committee see http://www.cancerscreening.nhs.uk/cervical/cervical-review-
minutes-20090519.pdf. See also Peter Sasieni, Alejandra Castanon, Jack Cuzick, The Impact of Cervical Screening on
Young Women: a Critical Review of the Literature 2002-2009, NHS Cancer Screening Programmes, 2010 (NHSCSP
Publication No 31) at http://www.cancerscreening.nhs.uk/cervical/publications /nhscsp31.html.

10



Cases of cervical cancer in women younger than 25 years are rare — generally fewer
than 50 cases per year. However the Department of Health notes that in a significant
number of these cases there is a delay in diagnosis. This is because of delayed
examination following self-referral with abnormal vaginal bleeding, which is relajfely
common in this age group.

It has been estimated that postcoital bleeding is reported by around 1 in 600 wom %}-24
per year. Intermenstrual bleeding is more common than this and it may be thaj®N- women
in this age present with abnormal vaginal bleeding each year. There are ar®un m women
aged 20-24 in England and it could, therefore, be estimated that 7,500 — 5,000 en per year
will report abnormal vaginal bleeding. In practice the number could be han this.

In its Clinical Practice Guidance for the Assessment of Yo
Abnormal Vaginal Bleeding, the Department of Health a
of cervical cancer in this age group is postcoital ble
bleeding (which is more common) also requires atten
diagnosis of cervical cancer is an immediate spe ination to enable a clear view
of the cervix. Following a relevant history, it is yg€ref cessary for women who present
with postcoital bleeding or persistent interm alpbleeding to be offered a speculum
examination either in primary care or a linic. This could be performed by a
practice nurse experienced in cervical ger&nin

fVogten aged 20-24 with
3 the cardinal symptom
persistent intermenstrual
critical intervention in the

s, which will be the case in a very small
rgent referral to colposcopy. If there is a benign
gne gynaecological referral will suffice. If the cervix
lon will be a pregnancy test and testing for cervical

If the cervix looks abnormal and sWgDicj
proportion of cases, the correcigctioN|
lesion, such as cervical polyp, 3

looks normal, the recom ed 4
infection (eg Chlamydi orrhoea, Herpes), which could be performed in general
practice, family planpgfig cC or GUM clinics. Any positive tests for sexually transmitted

infections would n propriately treated.

For a sum
http://Amww.

this guidance see Figure 2 below. For fuller details see
v.URYprod consum dh/groups/dh digitalassets/@
ments/digitalasset/dh 113553.pdf.

the next test due date is over 65 years of age, the woman will be taken out of the
call/recall system automatically unless she needs ongoing surveillance or follow up in
accordance with NHSCSP guidelines. Cytological surveillance is generally required if a
woman has had an abnormal result in any of her three most recent tests or is
recommended for early repeats owing to a previous abnormality. In sentinel site areas
a woman may be ceased from recall after a recent mild or borderline result provided
that an HPV test is negative. Women aged 65 and over who have never had a sample
taken are entitled to a test.

11



Fig 2:

Investigating abnormal vaginal bleeding in women)tder 25

N

colposcopy (according to local guidance)

[ Fast track ] [ Referral to Gynaecology/GU Medicine ]

[ Treat local cause

‘ Clinical suspicion of cervical cancer ’

Normal
cervix

History, including
sexual and —_— ‘
contraceptive
history and LMP

1 1

(6—8 weeks)

1

‘ Treat infection if found ’

1

Swabs for STls
OR
Refer to GUM Medicine

[ Persistent symptoms ]

eculum and pelvic examination

A 4

PCB - po

1

‘ Persistent bleeding (6-8 weeks) ’

History, incl

1

Suspected oral Yes
> contraceptive > ‘ OCP modification ’
problem
oital bleeding LMP- last menstrual period GU medicine — genitourinary medicine

IMB — intermenstrual bleeding OC - oral contraceptive pill STI — sexually transmitted infection



Woman attends for sample at
surgery, clinic or hospital

Sample sent to laboratory for
reporting

Normal
result

3 or5year
recall
(depending
on age)

Normal result
with abnormal
history

Follow
protocol for
patient with
treated CI

Abnormal
result

6orl2
month recall
or referred
to
Colposcopy

p
Test due date set
in the light of screening history
\
p

Test due

PNL issued to GP for checking

Invitation issued to woman b
Recall (or G

Woman does not respond

Reminder issued

Still does not respond

Non responder notification
issued to GP

New invitation date given

Re-enters Call/Recall
Cycle re-starts

13



The PCT is responsible for devising relevant
local procedures and protocols to support
the delivery of the cervical screening
programme in accordance with NHS CSP
guidance. It must also ensure that these are
fully understood by staff delivering the
programme.

e All women aged 25-64 registering with a
GP must be invited for screening if their
screening record is not up to date.

e Women aged under 25 should be sent
their first invitation at 24%% years.

e Women aged over 25 should be sent a
letter of routine invitation five to #&ix
weeks before the date their test is f
and not later than the test due

itation for

% Screening

P Wblication No

Time Dependent Responsed
Cervical Screening. N
Programmes, 2007, (NS
29).
Cervical
brochure)
Both are avai

Screening: Yhe acts. (NHSCSP

Cancer Sersening Programmes

CERVICAL SCREENING

The Facts

Send the NHSCSP leaflet Cervical Screening: the
Facts with all invitation and reminder letters.
webpage (http://www.cancerscreening.nhs.uk/c

vical/publications/in-04.html) gives detaildNgf it

availability in other languages and for

e GP practices may, if they limited
amount of free text to the %ta invitation
letters: eg to advise wo of th ailability of a

practice nurse to take
takers and chapergpe

nd of female sample
rovide details of

clinic times.
e If invitatig are returned marked
‘undelivergd’ ll/recall system to ensure a

new letter ced on receipt of new address.
ractice to notify them of any cases
invitation for an ‘early repeat’ test is
et undelivered.

e Return any results that fail system validation
checks to the laboratory for clarification.

¢ Notify the woman’'s GP if the result letter is
returned undelivered.

e Send the result letter to the address given by the
woman at the time of her test. If records show
she has moved since that date, forward result to
new PCT.

e Send non-responder notifications to GP
practices for any women who fail to respond to
the invitation letter and subsequent reminder.

e Send notification to GP practice for any newly
registered women who are on early recall.

e Set the computer system to ensure screening
histories for women who move to live in another
area are transferred on a daily basis.

For more information see Cervical Screening System
User Reference Manual, at http://www.connectingforheal
th.nhs.uk/systemsandservices/ssd/downloads/cervical/ind
ex_html

14



Summary of PCT/screening agency and practice responsibilities
for programme management

PCT/ screening agency

PRACTICE

Call and recall

Ensure all eligible women are included in the
Programme.

Check with the GP practice to ensure
invitation is appropriate (by sending the prior
notification list electronically or in hard copy).

Send letter of withdrawal to women who wish
to withdraw from screening and are fully
aware of what this involves. PCT will cease,
confirm this to women in writing, and copy to
GP.

Complete and return Prior Notification Lists (PNL). GP or PN to authorise
PNL if a woman is removed from the list for any reason other than mggd

away

Ask PCT to defer invitation if
e woman has been recently tested

. sample not appropriate at time
o fully informed woman declines current invitatio

Ask PCT to cease recall owing to age or no

ns, ensure she has
med choice to withdraw
riting (to the PCT) her

If a woman advises that she wants no
sufficient accurate information to
from the Programme and has ex
desire to be ceased.

Invitation

Send the woman an invitation five to six
weeks before screening is due.

Send first reminder if the woman fails to
respond to the invitation.

PCT may send second reminder if woma,
fails to respond to first reminder. (T
depends on local protocol; it may be done b
GP practice.)

responder notification to the
response is received.

Flag record CusggMh when woman next attends the

practice

Se ec or third reminder (depending on local protocol) if woman
T togPsponu. GP reminders may be written or verbal.

Sample taking

Commission appeRi

services.

cervical screening

Keep
PCT.

regi f all sample takers in the

the training and development needs
[l saMple takers in the PCT and provide
uate and appropriate novice and update
ining.

Ensure that all those invited receive and The Facts leaflet and encourage
them to read it.

Agree with the woman how she will be informed of the result (normally
letter from PCT).

Take cervical sample as set out in national guidance (see Section Four
of this document, pages 29-30).

Complete request form with accurate name, demographic and clinical
details: visualisation of the cervix, sampler used, adequate sampling,
previous abnormalities and treatment. (Open Exeter system is able to
pre-populate HMR101 forms with name and demographic information.)
Record sample taker ID on request form.

Document the consultation (see page 30).

Verify the sample labelling and request form and send the sample the
same day to the laboratory.

15




Summary of PCT/screening agency and practice responsibilities
for programme management/ continued

PCT

PRACTICE

Results

Mail the woman her result letter.

If asked not to do so, follow local protocols.

If referral for colposcopy is recommended ensure that
. the woman is informed
. appropriate referral arrangements have been mad«#

Managing non-attendees/failsafe

If no response is received, send the first and then, if
necessary, the final non-responder notification to the GP
practice. (See Figure 2 page 12.)

Ceasing policy

ponsible for ensuring that colposcopy has
if direct referral operating (see page 35)

Only cease women who fulfil the criteria or who h
asked the PCT/ screening agency in writing be re

from the screening programme.

rreg

Unless the woman has specifically requeste
the screening office must write to her gt he
address to confirm that recall has
instructions on how to rejoin the p
date if this is required

at a future

For further information

Cervical Scree algnd Recall: Guide to
Administratiye 0 ice. NHS Cervical
Screening e, 2004 (NHSCSP Publication

CT to cease recall owing to

. age over 65 (see pl1l for details)
. no cervix

. radiotherapy for cervical cancer

If a woman requests no further invitations, ensure that she has
sufficient, accurate information to make an informed choice, is
capable of making and communicating that choice, and has
expressed in writing her desire to be ceased.
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Open Exeter: a handy guide for GP practices

Open Exeter is a web-enabled viewer developed by NHS
Connecting for Health.

It allows PCTs and agencies to share information held on
the NHAIS (Exeter) database with other NHS
organisations.

It enables GP practices to view information held or('bg

NHAIS system, download it, and submit on-line retur

All this helps to reduce the amount of ork
exchanged between the practice and the P ency.

Within the cervical screening program xeter enables

e practices to view a woman’s scr rds — particularly useful when
new patients join a practice

e practices to check Cervic g Prior Notification lists and submit
returns on-line — so the gency no longer needs to send weekly
Iistings for practices to o d return)

o Iaboratorle i e correct recall advice in the light of the woman’s
screening
o the s agency to advise the practice when patients are ceased from

|ng agency to notlfy the practice of any newly registered women
re on ‘early follow-up’ owing to an abnormal test result

2Qample taker to generate the pre-populated HMR 101 sample request

17



Access to Open Exeter

Access to Open Exeter is very strictly controlled.

Every practice has access only to information on its own registered patients. Within
each practice, different roles need different information, and the practice grants staff
access to each type of information according to individual need. «

Each practice must have a named primary contact, usually the practice managej\r
one of the GPs. He or she is responsible for defining who will have access jaggac
area of the system. Access is granted on a strictly ‘need to know’ basis: it is tre
essential that user ID/passwords are not shared or disclosed within a pragfic

For security reasons, passwords for new users are set to expire within se days;
it is therefore important to access the system before the seven lapse. Users
are prompted to change their password every 30 days. Regist,
with Open Exeter will prevent passwords expiring.

Registering for Open Exeter

xeter and wants to add new
0 approve this. He or she will

If your practice is already registered to u

Open Exeter users, your primary contac
complete a Data User Certification Form@(eith n-line or on paper) for each new

user and send it to the data controllegfit ening agency The form sets out the
features of Open Exeter to which the ol have access.

If your practice is not yet reggterey
forms must be completed for eoN
Exeter Information Page y®mge Li
site.

use Open Exeter, Data User Certification
Ber. They can be downloaded from the Open
s & Downloads section of the Open Exeter web

Before registering,
practice manager
approving all regue
be sent theyr

There t
User r
conflete

?'Por more information on Open Exeter and copies of relevant

forms see the Connecting for Health website; for guidance on
using the system, see the LaSCA Practice Guide to Open
Exeter."’

ce needs to designate a member of staff (usually the
primary contact. He or she will be responsible for
s \Wthin the practice for new users to access the system and will
e es and passwords.

oPns to complete for each registering practice, plus a separate Data
ation form for each individual user. The primary contact will sign off the
ms and forward them to the data controller at the screening agency.

1 These can be found at http://www.connectingforhealth.nhs.uk/systemsandservices/ssd/ prodserv/vaprodopen

exe and http://www.lasca.nhs.uk/images/contractor forms/LaSCA%200pen %20exeter%20quide.pdf
respectively.
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The Human Papilloma Virus (HPV) is a very common infection and most women are exposed
to it at some time in their life. There are many types of HPV, most of which are harmless and
clear up without treatment.

With the introduction of HPV triage, the sample of any woman who has a firsteggica
screening result of borderline changes or mild dyskaryosis is tested for the presenc 'h
risk HPV. This section sets out how these tests are conducted, how their results NQYEd
and what action is taken in the light of them.

@ ear

HPV triage will be implemented in all screening centres in the next
explanation of sample results and their management in the other centr

HHY is that comprises over 100 subtypes.
Some of these cause non-genital lesions asJommon warts) and some cause genital
a

lesions (including genital warts). Ty 1, which cause genital warts, are not
associated with cervical cancer. Howe rognd 20 types of HPV (the ‘high risk’ types) are
linked with it. Both high risk and 4 can cause the growth of abnormal cells, but
the high risk types — HPV 16 a Iso 31,33,35,52,56, and, rarely, 39 and 45 — are

and cancer. HPV 18 mag Assoclated with endocervical abnormalities and the more
rapidly aggressive invggi gers. Almost all women with cervical cancer have at least

associated with ar %ggof cancers of the cervix. High risk types of HPV cause growths
on the cervix that\gre ally flat and nearly invisible. The virus replicates within the
epithelium or. of the cervix and sheds in exfoliated cells in cytology samples, and it
is here thatqg cag be Jetected.

It is generally accepted that cervical HPV infection is acquired
thrgfigh s | contact, whether heterosexual or same-sex (see page 28). The epidemiology
of Qervicgl cancer has for many years indicated increased risk in women with multiple
nd early onset of sexual activity. This implies that a sexually transmitted agent is
2d in the process of cervical carcinogenesis. It is rarely possible to be certain when and
ow the infection began, especially as the HPV types most often associated with cervical

ancer are usually symptomless in both partners. This question needs to be handled with
tact, and with a careful explanation of the facts as we understand them.
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? HPV infection of the cervix usually occurs earlier in
women’s sexual lives. We know this because HPV positive rates are around 50% in women
around the age of 20. In the majority of cases the infection clears, usually within a year, and
protective antibodies may develop to prevent future infection by the same type. This does not
always occur, however; nor is it uncommon for women to acquire new HPV infections of a
different type. In some cases, probably around 20 to 30%, the infection persists and may do
so for years. The longer the infection persists the greater the risk of subsequent abnormality.

HPV contains several genes which can disturb the normal

mechanisms that control cell division, which then become uncontrolled. It is thought that high
risk (HR) HPV alone may not be sufficient to cause cancer and that other factors such a

smoking may play a part. \
There is no currently effective treatment for HPV inf

but, as stated, the immune system clears most infections. %

The vaccines currently in use in the NHS arefrg@orted

t cause
cervical cancer. But these types are responsible for only 70-75% . An HPV

immunisation programme is in place which will vaccinate girls aged J# to ¥ years. However
vaccines are ineffective in women who are already infected, so ce ning will still be

needed in the future. @

HPV Sentinel Sites Implegentatgn Project

http://www.cancers nhs.uk/cervical/fact-sheet-hpv-testing-
english.pdf.
http://www.nwcsgar k/pri¥ate/HPV_FAQ.pdf

NHSCSP No 22: The Aetiology of Cervical

6 |
http://www.cancerscreening.nhs.uk/cervical/publications/lesbian-
bisexual-leaflet-sep09.pdf
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Open Exeter and the Human Papilloma Virus (HPV)
vaccination programme

HPV vaccination
NHS Cancer Screening Programmes require certain details of women’s HPV vaccinationg to
be recorded on their life long cervical screening record via Open Exeter. \

Pasteur MSD’s Gardasil may be used privately.)

e Date each dose was administered: three doses of the same vacg are essary
within a defined timeframe
0 Cervarix: (date 1) first dose; (date 2) + at least 1 ghon¥gwithin 2 months;
(date 3) + at least 6 months/ within 12 months
o0 Gardasil: (date 1) first dose; (date 2) + at least ; Mfate 3) + at least 3
months/within 12 months

o Refusal code (if applicable)
e Batch number code (optional)
 The date and time the details were entered tem, along with the user's ID

and Open Exeter organisation code.

Which details are recorded? go
e Type of vaccines and dose number. (GSK’s Cervarix is approved for NH% fi

For more information on O Cgaar see the Connecting for
Health website."

i ord a vaccination administered to MISS MICHELE CLARK

< [upsse ) Coreel]

lllustration by kind permission of LaSCA

1 Available at http://www.connectingforhealth.nhs.uk/systemsandservices/ssd/prodserv/vaprodopenexe.
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It is now very clear that, when low grade abnormalities are
found, it is only women with high risk (HR) HPV positive lesions who are at risk of having
cervical intraepithelial neoplasia (CIN) which may need treatment. This means that HR-HPV
negative women need not be referred to colposcopy, while HR-HPV positive women should
be referred without the need for follow up with repeat cytology as this delays the final
diagnosis

With HPV triage, women attending for screening whose result shows borderline changes

mild dyskaryosis have a test for HR-HPV performed on their liquid based cytology (LRC)
sample. If HR-HPV is found the woman is referred to colposcopy: if it is not, she is retur&
to routine screening every 3 or 5 years, depending on her age. Women whose Nogy
results show borderline ?high grade or borderline endocervical cells should be in % e
triage protocol.

Women found to have borderline changes or mild dyskaryosis when ding Yor early
repeat screening because of a previous abnormality will not be HP, ey will be
managed in the usual way.

The cervical sample that is us r gy is also used to
detect HR-HPV. This means that when borderline or mild dy; is reported, the cellular
material remaining after the cytology slide has been prepare o test for viral DNA.

Women in annual follow upgfiter \gat®ent for CIN are eligible for an

HPYV test at their next screening to check that no al,cells remain present. For more on
this ‘test of cure’ see the HPV Triage and Test ur ocol on page 23.
Cytology Management
result
st
(1 HPV triage sites

occurrence) n PV triage
sites
\ HR-HPV HR-HPV
% negative positive

Repeat in 6 months Routine recall Colposcopy referral

Q Mild dyskaryosis | Colposcopy referral Routine recall Colposcopy referral
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Negative
Borderline: no HR-HPV detected

Mild dyskaryosis: no HR-HPV detected

Borderline: HPV test inadequate or
unreliable

Mild dyskaryosis: HPV test inadequate or
unreliable

Borderline; HR-HPV detected

Mild dyskaryosis: HR-HPV detected

QQ

Moderate dyskaryosis

Severe dyskaryosis

N
N
e

Cxolog$ negative and HR-HPV negative

vaytology abnormal

Cytology negative and HR-HPV detected

Routine recall
Routine recall

Routine recall

Repeat cytologyte¥n

colposcopy

< ,No HPV test required) Refer to
colposcopy

(No HPV test required.) Refer to

colposcopy

Recall in three years regardless of age
Remain under care of colposcopist, in
line with current guidelines

Referred back to colposcopy
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Fig4: HPV triage and test of cure protocol
for the management of women aged 25-64 years

()BORDERLINE or MILD DYSKARYOSIS, BORDERLINE ?HIGH D\"{"S‘)'?fgfg;s

GRADE or BORDERLINE ENDOCERVICAL CELLS or WORSE
with treated CIN

HPV +ve

COLPOSCOPY
No repeat

cytology

BORDERLINE/MILD
with negative CIN2/3
colposcopy, no
biopsy or biopsy with
no CIN

No treatn .n« TREATMENT
g N S

<

" Cyto \gy at 12 ()
m.atb’,/ with or Cy,:g:?h);at :
vathout

< ¢ 7lposcopy (local
preference)

Normal, Moderate,
If cytology is borderline, mild severe
borderline
repeat HPV
triage
HPV —ve HPV +ve

. 3 year )COLPOSCOPY

Routine 3 or 5 year recall Treat or, if normal, cytology follow

recall (depending on up according to national guidelines
age <50 or 250)

NOTES
(a) If sample is unreliable/inadequate for the HPV test, refer mild and recall borderline for 6 month repeat cytology. At repeat cytology HPV test if

negative/borderline/mild. If HPV negative return to routine recall: if HPV positive, refer. Refer moderate or worse cytology. (b) Follow up of 12
month cytology only should follow normal NHSCSP protocols. (c) Women in annual follow up after treatment for CIN are eligible for the HPV test
of cure at their next screening test. (d) Women > 50 who have normal cytology at 3 years will then return to 5 yearly routine recall. Women who
reach 65 must still complete the protocol and otherwise comply with national guidance. (e) Women referred owing to borderline or mild or normal
cytology who are HR-HPV positive and who then have a satisfactory and negative colposcopy can be recalled in 3 years.
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N

Reflex HPV testing showing HR-HPV present in sample. Q

Borderline nuclear change is often reported in the presence of HPV changes.

Refer to colposcopy 6‘

Reflex HPV testing showing HR-HPV present in sa g
These are nuclear abnormalities reflecting ro@l 1 (low grade CIN). Mild dyskaryosis

is often associated with HPV.

Refer to colposcopy

Result o@normal. No HPV testing required.

Pati ins under the care of the colposcopist.

&

Result of cytology normal. However, reflex HPV testing showed HR-HPV present in sample.

Patient referred back to colpsocopy
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The resource pack for trainers of sample takers represents best practice and is available at
A competency framework has been developed by Skills for
Heath relating to Cervical Cytology Sampling CH37 and can be found at

of practical training. Practical training should take place in the practice or clinic where
trainee is based. It should be supervised by the mentor (see Criteria for Sampl er
Mentoring below). Trainees should keep a record of their training.

A theoretical training course should cover the following
the NHSCSP, its background and context @

Training for sample takers should be in two parts; a theoretical course followed by a per@

[ ]

e equality of access to cervical screening

e understanding test results

e anatomy and physiology of the pelvic organs

e practical aspects of taking cervical samples. @

Sample takers should undertake a minimum o alfglay's update training every three
years. E-learning update modules may be yfed if fulfil both the national and local
requirements. Whatever form it takes, upd ininggmust cover all of the following areas

e current developments in the NHS atigfally and locally

e recent literature relevant to sagfle {XiMWsampling devices and women's needs

e changes to local screening poli ‘% )l procedures

e personal learning needs

e (ualitative assessmeni¢ pcent consecutive samples produced by the sample taker.
Trainers sh %ood teaching and communication skills, and ideally hold a relevant
teachingqgu atdn. They should undertake regular update training and maintain

f devVelopments in the NHSCSP. They must be practising sample takers who
are gble to onstrate continuing competence in taking samples for cervical screening with
tiqglar ffference to

sformation zone sampling
o § sampling technique
e° equipment and sample preparation
e audit of results, including adequacy rates
o effective communication awareness of developments in the NHSCSP.
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For the first practical session/s the trainee should be accompanied by the training«

mentor and should
e observe at least two samples being taken (LQ

¢ take a minimum of five samples under supervision.

¢ identify training needs in discussion with the mentor

The mentor and trainee should then decide whether the sjffde ay proceed
without further direct supervision. Once this is confirme inee should
arrange to take and document a minimum of 20 uns ) samples. Easy
access to a trained colleague is essential throughout tiy r@ he trainee should
visit both the cytology laboratory and the colposcopy iIcCNgOcumenting the visits
in the training record book.

aintain regular contact and to discuss
g needs and any problems. They should
n, which should include a final clinical
e completed a minimum of 20 cytologically

Both mentor and trainee are exp
progress towards meeting idenyg
meet for a final evaluation
assessment. The traineg st hd

adequate samples bef final evaluation session. All training should be
completed within a nj eriod.
To h ensure continued competence in accordance with their professional

codgs of goRduct, sample takers should conduct continuous self evaluation. They
g ayllit and reflect on their individual rates of inadequate tests and abnormal
@ esults compared with the rates reported by the local laboratory.

v
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an examination couch E
a good light source

specula of different sizes, reusable or once only use

disposable gloves

a supply of test request forms and a black ball pgat

information leaflets for women

a supply of Cervex Brooms®

a supply of Endocervex Brushes®

a supply of fixative vials: ThinPrep® o@a M

packaging for transporting LBC s I

creening and its limitations

al test result (about 92% of adequate tests)

a normal test result (low risk, not no risk).

an inadequate test (national average of 2.8%)

of being recalled following an abnormal test result

an®how test results will be made available

ortance of her reporting any abnormal bleeding or discharge to her doctor.*

a arly to the woman what you are going to do during the procedure and what she

ect. Women having a test for the first time may need a more detailed explanation,

uding an explanation of the speculum and the sampling device. They need to know that

will have to remove their underwear and that the speculum will be inserted into their

vagina. Some women may wish to have a chaperone irrespective of the sex of the sample
taker.

For further guidance see NHSCSP’s Liquid Based Cytology LBC
Implementation Guidance at http://www.cancerscreening.nhs.uk/cervical/lbc-
imp.html.

12 Figures cited in this paragraph are from the Information Centre’s report Cervical Screening Programme England,

2009-2010, at http://www.ic.nhs.uk/webfiles/publications/008 Screening/cervscreen0910/ Final _Report v2 20
Oct2010.pdf.
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sample history: when and where any
abnormal samples taken, result,
treatment, follow up

contraceptive methods used, if any
whether any abnormal bleeding
experienced

post coital bleeding

inter menstrual bleeding

post menopausal bleeding

if YES to any of above consider referral
to gynaecologist

consider whether taking a sample is
still appropriate.

use of oral contraceptive

use of intrauterine contraceptive device
(lUCD)

use of hormone replacement therapy
the woman is pregnant, is about to

has just given birth, or has just h
termination

presence of genital warts

presence of vaginal disc
presence of pelvic infeq
multiple sexual parig®rs
heavy cigarette

the woman has previously failed
spond to screening invitations and

has gone more than three years

without cervical screening)

less than 12 weeks post-natal

if there is a discharge or infection

present; treat the infection and take

sample two weeks later.

The HMR101 form, with the woman's
demographic and GP details, can be
downloaded from the NHAIS open Exeter

system \

o full name, address and postcode

e NHS number (if available)

e any previous name %

e name and address of GP/code of

practice

e name/address of sagp not GP

e date of last mensiyffal

e date of last ceryic m

e hormones /1) D

e any relev

Lesb ndgpisexual women should be
vise

women aged 25-64 who have a
cervix are eligible for cervical screening
Nearly all cases of cervical cancer are
associated with the HPV virus, which is
a sexually transmitted infection

e HPV can be passed on during sex
between women, although the risk of
infection through heterosexual
intercourse is thought to be higher

e Even if a woman has never had sex
with a man, a partner (or a partner’s
partner) may have, so that woman
could still have been exposed to the
HPV virus

e Regular cervical screening prevents
around 75% of cervical cancers
developing.

Screening centres should encourage
attendance by lesbian and bisexual women.
Sample takers should avoid assuming that
all women attending are heterosexual (eg
when asking about contraception).

See Fish, J. Cervical screening in lesbian and bisexual
women: a review of the worldwide literature using
systematic methods. June 2009.

NHSCSP leaflet Cervical screening for lesbian and
bisexual women. Both at http://www.cancerscreening.
nhs.uk/cervical/publications/publication-topics.html.
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Using the Cervex Broom®, insert the central
bristles of the broom into the endocervical canal
so that the shorter, outer bristles splay out over
the ectocervix.

Applying pencil pressure, rotate the broom
through FIVE complete 360° rotations.

In order to ensure good contact with the
ectocervix, the plastic fronds of the Cervex
Broom® are bevelled for CLOCKWISE rotation
only.

A high cellular yield will only be achieved with
correct use of the Cervex Broom®.

Immediately fix the sample
Simply remove the head of the brush from the
stem and place into the vial of fixative.

Screw the lid on and label the vial.

Rinse the brush into the fixative vial using a
vigorous swirling motion.

Push the brush into the bottom of the vj
least 10 times, forcing the bristles apag
pressure is necessary or the cells w 4

to the brush.

erial and
e brush

Tighten
the tor

'«@ e placed any material on the edge of
Xgal, give it a shake.

e linqoM the vial.

abel the vial securely as unlabelled vials
annot be processed and will be rejected by the
laboratory.

On rare occasions the laboratory may advise
the use of an endocervical brush such as the
EndoCervex Brush® to sample the
endocervical canal.

er

be used alone but alw
combination with a Cervex Bro

It should be used only if (L

e there is difficulty i the Cervex
Broom into the (EXgf the os is narrow
or stenosed)

e the wo " g followed up for a

previo @o endocervical glandular
abnorm .
Yoy#'s ake the EndoCervex Brush®
sa
In

The EndoCervex Brush® should Q
s

aftgr the Cervex Broom sample.

@the brush gently into the os with the lower
es remaining visible and rotate slowly

tween half and a whole turn.

Both samples should be placed in the same
vial. Details of use of an additional sampler
must be recorded on request form.

lllustration by kind permission of Hologic, Inc
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Complete the form with any further clinical
details. =5

Ensure that the woman understands how and
when she will receive her result.

Discuss possible results and follow up
processes, if appropriate.

Ensure that the woman understands that if she | \

has any abnormal bleeding or discharge in the
future she must see her GP Q

The consultation should be formally documented in the patient’s recgfls, TEfollowing points should be
recorded

e consent was formally obtained @
e cervix was fully visualised
e TZ was sampled

e details of additional sampler, if used

e date sample taken and by whom, clinical ¢fftails nusual appearances)

e previous abnormal results, when/whegfsaMgleglas taken, treatment (if any)

e sample should be dispatched the sa ay go ensure the women receives her results within two
weeks.

This is not the best time
t lls may be obscured by blood, but if this is the only chance to take a
ally peri-menstrual cervical tests should be avoided. In most situations,
0 return when not menstruating.

to take a cervical sa
sample then do it a
the woman should b

\ The general advice
is to refrgin xual intercourse for 24 hrs before the test, as spermicides, barrier methods of
contrag an®lubricants contain chemicals that may affect the screening test.

The main reasons for discomfort are vaginal atrophic changes that lead to vaginal
. In these situations, an appropriately sized and well lubricated speculum should be used. Avoid
lying lubrication to the tip of the speculum.

If the vagina is atrophic and lubrication is not adequate for insertion of the speculum or visualisation of
the cervix, then a short course of intravaginal oestrogen may be prescribed if not contraindicated. This
helps to restore the vaginal epithelium so that a speculum may be passed and an adequate sample
taken.
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This section offers an explanation of each sample result, the proportion i
represented of total results in 2009-2010, and guidance on its managemen.
(See also Section Three for HPV triage.)

identified cytologically. The corresponding term for histological abW glities
is CIN (Cervical Intraepithelial Neoplasia). Typically the -
histological terms correlate as follows (although women may 4@ 3 greater or
lesser degree of CIN on biopsy than initially suggested b OO

Qx&
<</C)
Q

Mild Dyskaryosis =

Moderate Dyskaryosis

Severe Dyskaryosis

Previous screeni ts negative Routine recall

Previousl % r CIN Follow up of protocol for patient
treated for CIN (refer to pages 33-34
and 36)

Q/ﬁld or Borderline results At least three negative tests, each 6-
ated) 12 months apart, then routine recall

13 The statistics shown under ‘Explanation’ are derived from the Information Centre’s report Cervical Screening

Programme England, 2009-2010, at http://www.ic.nhs.uk/webfiles/publications/008 Screening/cervscreen0910/
Final Report v2 200ct2010.pdf.
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In 2009-2010, 92.8% of all samples from women screened showed no nuclear abnormalities

Ensure the patient is informed of the result; the term ‘normal’ should be used t
woman of her screening result

Recall iffwhen appropriate Q~
In 2009-2010, 2.8% of samples were reported as ingfe Q

e sample consisting largely of blood, op r polymorphs with few squamous
cells
e sample showing marked cytolysi r Intact squamous cells remain

The inadequate rat
should include

e tota &)Ie taken by practice and by individual sample takers
aequate rate for practice (number and percentage)

reargown of this information will normally be provided by your local laboratory

en should be referred for colposcopy after three consecutive inadequate samples. At

st 90% of women should be seen in a colposcopy clinic within eight weeks of referral.

Cytology should not be repeated at an interval of less than three months. A shorter interval
does not allow time for the cervical epithelium to heal, or for small dysplastic lesions to recur

between tests, and this decreases the sensitivity of screening."®

This is a national average; there may be significant local variation. See Cervical Screening Programme England,

2009-2010, pages 27 and 32, at http://www.ic.nhs.uk/webfiles/publications/008 Screening/cervscreen0910/

Final_Report_v2 200ct2010.pdf.

Publication No 20), sections 4.2 and 6.2, at NHSCSP No 20: Colposcopy and Programme Management:
Guidelines for the NHS Cervical Screening Programme.

Colposcopy and Programme Management, 3rd edition, NHS Cancer Screening Programmes, 2010, (NHS CSP



In 2009-2010, 3.7% of all samples showed borderline nuclear changes

These are nuclear changes that cannot be described as normal, but in which there is doubt as to
whether or not the nuclear changes reflect true dyskaryosis

Borderline nuclear change is often reported in the presence of HPV changes

Repeat sample within six months. The majority of samples will revert to normal by this stage \
If there is an associated treatable condition, treat and repeat, screen at no more than six montQ
If changes persist (three borderline results) refer to colposcopy

Three consecutive negative results, each at least six months apart, are required returning to
routine recall

Refer immediately to colposcopy if borderline nuclear changes are pres rvical cells or if

report of borderline ?high grade cannot be excluded

ing&nd
If in a 10 year period there are three non consecutive abnormal res{s a combination of
borderline or mild dyskaryosis), refer to colposcopy

In 2009-2010, 2.1% of all samples shq aryosis

These are nuclear abnormalities (eflecti goable CIN1 (ie low grade CIN). Mild dyskaryosis is often
associated with HPV

In the majority of women gflange ing to mild dyskaryosis will regress spontaneously

Refer to colpo repeat sample in 6 months, depending on local service protocol. Many will
have returne Na this stage

Three co veggegative results, each at least six months apart, are required before returning to
routi a

I sMglle mfd dyskaryosis result is obtained after treatment for CIN 2 or worse, refer to colposcopy

reated for CIN 1 can be returned to routine recall after 2 years (follow-up cytology at six, 12 and

onths) of negative post biopsy cytology
If in a 10 year period, there are three borderline or mildly dyskaryotic results, refer to colposcopy
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In 2009-2010, 0.6% of all samples showed moderate dyskaryosis

Nuclear abnormalities reflecting probable CIN 2

Refer to colposcopy
Women should have annual follow up for at least 10 years (cytology at six and 12 months and t \
annually for nine years) after treatment for CIN 2 or worse, before returning to routine recall

In 2009-2010, 0.7% of all samples showed severe dyskaryosis @
Nuclear abnormalities reflecting probable CIN 3 §

Refer to colposcopy
Women should have annual follow up for at least 1Qffears ogy at six and 12 months and then

annually for nine years) after treatment for CIN 2, orgorse, pefore returning to routine recall

In 2009-2010, less than 0. es suggested invasive carcinoma.
Cellular abnormalities g g least CIN 3, with additional features suggesting possibility of invasive

cancer

Urgent 2 @I to colposcopy

E In 2009-2010, dyskaryotic glandular cells were identified in 0.1% of samples. Cells of this type may
represent

cervical glandular intraepithelial neoplasia (cGIN), or adenocarcinoma of the cervix, or
adenocarcinoma of the endometrium, or extra-uterine adenocarcinomas

Urgent 2 week referral to gynaecological oncologist/ colposcopy
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As set out in the GMS contract, \«

GPs who provide cervical screening services
are responsible for ensuring that

the test result for each woman (L:
is followed up appropriately,
and that referral for Q~

colposcopy is undertaken
when indicated. Q

Colposc irect referral

The NHSCSP s recommends direct referral to
S iS N

colposcopy. T ined as referral directly from the
pathology laigratoly to colposcopy. This process has a number
Peeds up the patient journey, enables better
Inics and so reduces waiting lists.

A exents for direct referral vary and sample takers should
M themselves with local protocols and procedures.
ould be notified when an appointment has been made. If

hey? are not, sample takers are responsible for checking that
< ’ ferral has taken place.

The patient must be given clear advice on how to change the
appointment to a more convenient time if desired, or to a

different screening colposcopy provider. Practices should ask
their PCTs about direct referral schemes in their areas.
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http://www.cancer

screening.nhs.uk/cervical/publications/nhscsp20.pdf

Women presenting with symptoms of
cervical cancer — eg postcoital bleeding,
particularly in women over 40 years, inter-
menstrual bleeding, persistent vaginal
discharge - should be referred for
gynaecological examination and onward
referral for colposcopy if cancer is
suspected.

The Advisory Committee on Cervical
Screening has developed guidance on the
management of young women with
gynaecological symptoms such as persistent
bleeding on intercourse or between periods.
This involves primary care, GUM,
gynaecology and cervical screening experts.
(See pages 10-11.)

Women should be referred for colpo
after three consecutive G
inadequate samples. They shoul
within eight weeks of referral.

Women should be refgffed, f
they have had t st
abnormal at any grae

poscopy if
reported as
10 year period,
tine recall on one or

even if return
more occasi g ¢ period. They should
be seen withirggigNyweeks of referral.

€ ould be referred for colposcopy

ree tests reported as borderline

lear change in squamous cells in a

ries, without the woman being returned to

routine recall. They should be seen within
eight weeks of referral.

Women should be referred for colposcopy
after one test reported as borderline nuclear
change in endocervical cells.

Women should be referred for colposc
after one test reported as mild dyskg i
but it remains acceptable to reco
repeat test. Women must be T,
two tests reported as mild%d

without a return to routine re
be seen within eight weejg

Women must be re df
one test repo

colposcopy after
L) ? erate dyskaryosis.

They shoul @: within four weeks of
referral.

wW t be referred for colposcopy after
one reported as severe dyskaryosis.

Theyg should be seen within four weeks of
al.

Women must be referred for colposcopy after
one test reported as possible invasion. They
should be seen urgently within two weeks of
referral.

Women must be referred for colposcopy after
one test reported as glandular neoplasia.
They should be seen urgently within two
weeks of referral.

Women with an abnormal cervix should be
referred for gynaecological examination and
onward referral for colposcopy if cancer is
suspected. They should be seen urgently,
within two weeks of referral.
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Women who have had a hysterectomy with CIN present are potentially at risk of developing
vaginal intraepithelial neoplasia (ValN) and invasive vaginal disease. There is no clear
evidence that colposcopy increases the detection of disease on follow up. As stated in
Colposcopy Programme and Management (NHSCSP Publication No 20, 2™ ed), expe

consensus opinion recommends that \

o for women on routine recall and with no CIN in their hysterectomy specimen, er
vaginal vault cytology is required

¢ women not on routine recall, and with no CIN in their hysterectomy spe , sfrould
have vaginal vault cytology at six months following their hysterectomy

e women who undergo hysterectomy and have completely excis should have

vaginal vault cytology at six and 18 months following their hysteregt
e for women who undergo hysterectomy and have incompj€te cised CIN (or
uncertain excision), follow up should be as if their cervix remai n gj

o CIN 1: vault cytology at six, 12 and 24 months

o0 CIN 2/3: vault cytology at six and 12 month d by nine annual vault
cytology samples

o Follow up for incompletely excised Clyfton to 65 years or until 10 years

after surgery (whichever is later)

ng titese follow up policies will rest with the gynaecologist
al lead colposcopist
ng a patient who requires further vault cytology should

cejges specific written guidance for follow up
gynaecologist or GP) will be responsible for failsafe mechanisms

o Responsibility for implgsfe
and will be informe @
e Any gynaecologigf disChgu

ensure that th
e The clinician in

for this s of women
e Follow ’Xef charge will be dealt with by the general practitioner. This excludes
cases 0 plete excision, a high risk group that will be dealt with by the colposcopy
clini
. ollo arrangements for women who need vault cytology after hysterectomy will be
greel} locally, along with any failsafe arrangements. There is no national guidance on
is should be achieved. It will be based on consultation with the local screening
vice, local screening leads, the lead colposcopist and local GPs
Women who undergo subtotal hysterectomy will still have their cervix in situ, and so
must remain within the NHS Cancer Screening Programme
e Women who have radical trachelectomy, as part of conservative management of
cervical cancer, should remain under the care and guidance of their treating
gynaecologist or gynaecological oncologist. Follow up is recommended with colposcopy
and cytology; owing to the limited information on outcome, however, all cases should be
subject to local audit. As these women have cancer they are under the individual care of
a gynaecologist and are no longer within the NHSCSP
e There is no clear evidence that colposcopy increases detection of disease on follow up.
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Failsafe

All GPs (or other clinicians responsible for requesting tests) are
responsible for the following failsafe procedures, which aim to ensure
that a positive result is followed up appropriately

e maintaining a register of tests taken

e checking that a test result has been
received from the laboratory for every
sample taken

e ensuring that there is a system for notifying
women of their test results in writing (This
may be through the routine call and recall
system administered by the screening
office or primary care organisation)

e ensuring that arrangements are made for
women who fall outside the call and recall
system to be given their test results in
writing (eg temporary residents, women not
registered with a GP, or women requesting
‘no correspondence’)

e acting on non-responder notifications, f
women who have not responded
invitation for a routine test

e acting on non-responder no @ or
women who have not respdgg#d to
invitations for an early r st

e giving a woman tes It in person
when urgent ref gfregyired

e ensuring r\t colposcopy takes place,

t'® non-responder notification
Iposcopy clinic for women who
ve ngk attended for colposcopy

responding to failsafe enquiries by
laboratories and reporting any critical
incidents to PCT clinical governance team.

See Guidelines on Failsafe Actions for the
Follow-Up of Cervical Cytology Reports, NHS
Cancer Screening Programmes, 2004 (NHS
CSP Publication No. 21), at http://www.cancer
screening.nhs.uk/cervical/publications/nhscsp2
1.html.
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Women should
not be automatically excluded from the
screening programme on the grounds of
any physical or learning disability.

Disabled women have the same rights of
access as all other women to the NHS
Cervical Screening Programme. Wherever
possible women with a disability should

e have access to information to enable
them to make their own decisions about
whether or not to accept an invitation to
attend for cervical screening

e know what to expect when they attend
for screening so that it is a positive
experience

e understand the possible consequences
of screening and of not having screening
and the need to be aware of changesg
their own bodies.

N

e does the woman have a basic ing of
what cervical screening is, its p®rpgse, and why
she has been invited?

¢ does she understand tha
find that something is

does she understan,

st does not always

pressu
e doegghSh
reac eg

pPorters or health professionals)?
e a decision-maker to help her to
ion about screening?

indefendent mental capacity advocate (IMCA) is

appointed to support a person who lacks
| capacity but has no one to speak for them.
IMCA makes representations about the person's
wishes, feelings, beliefs and values at the same time
as bringing to the attention of the decision-maker all
factors that are relevant to the decision. The IMCA
can challenge the decision-maker on behalf of the
person lacking capacity if necessary.

For details see http://www.patient.co.uk/doctor/Mental-
Capacity-Act.htm.

Learning disabilities alone are not a reason for not
taking a cervical sample. NHS CSP materials are
available to assist women with learning disabilities to
make an informed choice about whether or not to
participate in the Programme. See An Easy Guide to
Cervical Screening at http://www.cancer screening.
nhs.uk/cervical/publications/easy-guide-cervical-
screening.pdf and Consent To Cancer Screening, 2"
ed, NHS Cancer Screening Programmes, 2009
(Cancer Screening Series No 4) at http://www.
cancerscreening.nhs.uk/publications/ cs4.html
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For as long as possible, these women should continue
to be treated in the same way as those who do not have
a terminal iliness. This includes being invited for cervical
screening: it is then the woman’s decision whether or
not to attend. Women'’s treatment should reflect their
individual situation.

Women undergoing (or who have undergone)
radiotherapy treatment for cervical cancer should
remain under the care of the gynaecological oncologist.
Cervical cytology is inappropriate, as radiotherapy may
produce changes which mimic dyskaryosis.

Women who have been circumcised remain at risk from
cervical cancer and so should remain within the
screening programme. Taking a cervical sample in such
cases should be handled sensitively and may not
always be possible. Every woman should be considered
individually.

Avoid screening during pregnancy. It is not advisable to
sample the cervix until 12 weeks post natal. (See

section 10.1 of Colposcopy and Programme
Management: Guidelines for the NHS Cenryggal
Screening Programme

http://www.cancerscreening.nhs.uk/cervicg
publications/nhscsp20.pdf and
abnormal cervical cells (Cancer Researc
Help) at A
help.org.uk/type/cervicalcancer/sme,

Women in the process of gender reassignment fall
outside normal call and recall arrangements if they
appear on the call/recall system as male. They may
self refer at routine intervals, however, if they retain
their cervix. Because they fall outside the call/re
system, sample takers are responsible for ensu#in
that written results are posted or handed t ese
women and that arrangements are in pI&or

making referrals if needed.

Depending on the causes of the imnfungesugpression,
women who are immunosyggressed §gflay be at
increased risk of developi ical cancer. More

frequent screening al er referral  for

colposcopy is needed

o women undergo  renal
transpl should have had cervical
scree the previous year. If no
higtory is present, screening should

e national guidelines for non-
suppressed

n newly diagnosed with HIV should
cervical cytology performed by, or in
conjunction with, the medical team managing
the HIV infection. Annual cytology should be
performed.

Specialist clinicians should make arrangements with
their local laboratory for more frequent screening of
these women. (See section 11 of Colposcopy and
Programme Management: Guidelines for the NHS

abnormal-cervical-cells

(See page 37)

Women who have undergone total hysterectomy no
longer need cervical screening. Women with a subtotal
hysterectomy still have a cervix, and should therefore
remain in the NHSCSP as they continue to be at risk.

A person who has undergone a male to female sex
change will not have a cervix, so is not at risk and is
ineligible for cervical screening.

Cervical Screening Programme).

The following do NOT need more
frequent screening

o women taking or starting an oral
contraceptive, having an IUCD inserted, or
receiving long term cytotoxic drugs for
rheumatological disorders

o those receiving cytotoxic chemotherapy for
non-genital cancers

women receiving long term steroids

pregnant women, either antenatally nor
postnatally, or after termination

o women with genital warts, vaginal discharge,
pelvic infection

o women who have had multiple sexual partners

° women who are heavy cigarette smokers.

All should have cervical screening in accordance with
section 2.4 of Colposcopy and Programme
Management: Guidelines for the NHS Cervical
Screening Programme.
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(Terms in bold type have their own Glossary entry)

Adenocarcinoma Cancer originating in the epithelium that lines the endometrium an

of the endometrium forms the endometrial glands.

Biopsy Removal of a sample of cervical tissue from the layer bene the
surface to assist in the diagnosis of disease Q
Punch biopsy: removal of a very small sample of fss n to
diagnose abnormal cells in the cervix. Usually ‘colposcopic irected’:

ie the colposcope defines abnormal areas, punch bigmgies ar®then taken
from these areas and sent to the Pathology labor

Cone biopsy: removal of a larger, cofggfapgd; piece of tissue
approximately the size of a thimble rvix. The procedure
removes abnormal cells; it is diagn ay also be a form of
treatment. Used with cytology to con osis of cervical glandular
intraepithelial neoplasia (as ¢ SC nnot reliably detect it)

Call and Recall System designed to ensure imum number of eligible women

receive cervical screening them for a test on a regular three-
or five-yearly basis. A a normal result will be recalled in
three/ five years: if hegresul§is positive, doubtful or inadequate she will

be placed on re wfMed for a further test. A normal result will
return her to ro cregening; a second abnormal test will result in her
suspension f g while treatment takes place

Carcinoma A cancer ( nt, uncontrolled overgrowth of abnormal cells) that

e suMounding tissue, starting in the lining of body organs such

Cervex® broom
2servative solution for analysis in the Pathology laboratory. (See
doCervex-Brush®)

?Cervical Glandul
Intraepithelial Neo
(cGIN)

uspected abnormal changes occurring in the glandular epithelium of
S the cervix. (Presumed to be the pre-invasive stage of adenocarcinoma)

Cervical Igtraept Abnormal growth of cells in the epithelium of the cervix that are not
Neo 1 | cancerous but may lead to cancer. A histological term; its cytological
equivalent is ‘dyskaryosis’

CIN 1 One third of the thickness of the epithelium is affected. Cytological
equivalent is mild dysplasia

CIN 2 Two thirds of the thickness of the epithelium are affected.
Cytological equivalent is moderate dysplasia

CIN 3 The full thickness of the epithelium is affected. Also known as
severe dysplasia or carcinoma in situ

Colposcopy Cervical screening can detect whether there are abnormal cells present
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on the surface of the ectocervix. Colposcopy is a diagnostic examination
of the cervix using a specialised optical instrument (colposcope) that
enables a more detailed analysis of these surface abnormalities. By
examining an illuminated, magnified view of the cervix and the tissues of
the vagina and vulva it is able to detect premalignant lesions and
malignant lesions.

Columnar epithelial Epithelial tissue lining the endocervical canal. Cells are columnar,

cells usually at least four times the height of their width. (Compare with
squamous epithelial cells)

Coverage The percentage of women eligible for screening who have bA

adequately tested within the screening interval (3.5 years for N
aged 25-49; 5 years for women aged 50-64).

n
Cytology The study of individual cells, their size, structure and a@@, in

order to make a diagnosis and guide treatment

Cytolysis Death of a cell following the breakdown of ijg 0O membrane, which
causes its contents to spill out

Dyskaryosis Term used in the screening report to desj abgBrmal changes to the
squamous cells of the cervix

Ectocervix The part of the cervix that proje agina
Eligible women Women who are entitled cer creening if they meet specific

criteria (eg age, presence iX
EndoCervex-Brush® A cytology brush for gollectj ervical samples. Must be used only in
combination with Ceryex® broom and, even then, only in
exceptional circ t m¥or details see Section Four.)
Endocervical Cancer de§ m the glandular cells that line the endocervical
adenocarcinoma canal. Becau$y arts in the endocervical canal it can be more difficult
of the cervix to de vith cefvical screening tests

Endocervical canal The

Endocervical cells l ing the endocervical canal
‘Ghost’ patients \ atients who have moved away, died etc but whose names have not yet

been removed from the GPs’ register
Epithelium Tissue that covers all internal and external surfaces of the body

Extra-yteNge Adenocarcinomas occurring outside the uterus (eg in the ovaries, the
ade, cl s Fallopian tube)
ils (a) Action taken by the clinically responsible doctor and Programme

office to ensure a positive result is appropriately followed-up

(b) Screening batch specially created to invite women who may have
been missed during routine screening

False negative result Term used when a woman'’s initial screening result is recorded as normal
but she is later found to have an abnormality

False positive result When a woman'’s initial screening result is recorded as abnormal but she
is later found not to have an abnormality
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Histology

HPV (Human
Papilloma Virus)

Immunosuppressed

In situ

Incidence

Intermenstrual
bleeding
Invasive

?Invasive Carcinoma

LBC

G

rtality

Neutrophils

Os

A branch of biology in which the structure and composition of tissue are
examined in detail under the microscope

An extremely common virus with over 100 identified strains. The world’s
most widespread sexually transmitted infection, though it clears
spontaneously in the majority of cases. The principal cause of cervical
cancers (For details see Section Three)

Used to describe individuals whose immune responses are inadequate
as a result of disease (eg HIV/AIDS) or of active medical intervention (
drugs used with organ transplant patients to prevent a reaction to qyffe
treatment)

Used to describe a cancer in its very early stages, before it h a e
to spread to surrounding tissue. ‘In situ’ is a Latin term me \n the
original place’. (Compare Invasive.)

Frequency with which a disease appears in a lar pSpulation or
area; the number of newly diagnosed cases duy Wic time period.
(Compare ‘prevalence’, which refers to the ep Of cases alive on a

certain date)
Bleeding between menstrual periods

A term used to describe ce h malignant (ie cancerous),

proliferating and spreading frogh t inal site. (Compare In situ)
Suspected invasive ma)j %ur (ie cancer) consisting of abnormal
epithelial cells

LBC (liquid basedgey®ogy)is used to prepare cervical samples for
examination in oratory. The sample is collected using a special
lIs from the neck of the womb. Rather than

onto a microscope slide as happens with the
, the head of the brush (where the cells are lodged) is

here it is spun and treated to remove obscuring material (for
ucus or pus) and a random sample of the remaining cells is
thin layer of the cells is deposited onto a slide. The slide is
ined in the usual way under a microscope by a cytologist

Literally, a wise and faithful adviser or teacher. Often used to describe
someone who facilitates an individual's personal and professional growth
by sharing knowledge, experience and insights

*
Lesion \ broad term meaning wound, sore, tumour or any other damaged tissue
Mentor

The number of cases of a specific disease during a defined period of time
in a given population

Death rate, usually expressed as the number of people in a defined
population who die within a defined period. Mortality (like incidence)
rates are usually presented per 100,000 people

Cells of the immune system providing primary defence against bacterial
infection. The most common type of phagocyte. They are produced in
the bone marrow and circulate in the bloodstream

External os: the external opening of the cervix into the vagina

44



Internal os: the narrow opening of the uterine cavity

Phagocytes White blood cells that protect the body by devouring (or ‘phagocytosing’)
harmful foreign particles, bacteria and dead or dying cells

Polymorphs Polymorphs (or polymorphonuclear leukocytes) are phagocytes (white
blood cells), part of the immune system that defends the body against
infectious disease and foreign materials. There are three types of
polymorphs: one of them is the neutrophil, and the term polymorph is
sometimes used in place of neutrophil

Post menopausal Vaginal bleeding occurring after twelve months without a mepstrua

bleeding period in a woman of the age when menopause might be expectedK

Postcoital bleeding Vaginal bleeding after sexual intercourse

Prevalence The total number of women who have a cervical pre-canc®rogs Jesion or
cancer at a particular time (or during a particular pggod of ) divided
by the population at risk of having a cervical ncerous lesion or
cancer in the same time period

Prior notification Lists produced by the Open Exeter syste d gent to GPs notifying

lists (PNLS) them that their patients are about to ¢ d. GPs are invited to
check lists and, if necessary, update 1N @ e returning them

Screen detectable Abnormalities that can be detect: ical screening.

Squamous epithelial Cells resembling fish scaleg’thg® folwn the normal covering layer of the

cells skin, (ecto)cervix and vagi

Symptomatic Showing symptoms, z ’

Transformation Zone The transformati ong (TZ) is the part of the surface of the cervix

(TZ) sampling which was umnar epithelium but has been transformed into

squamous m. The process of changing is called metaplasia.
Metaplasia maNg# the TZ the area most at risk of abnormal change, and
of c ancer, which is why it is routinely sampled.
men the TZ lies on the cervix but in some it extends on to the
in

Uptake \Ihe percentage of women invited for screening who are tested within six

® onths of receiving their invitation.

&
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PCT
responsible for

commissioning
service

Call/Recall Laboratory Colposcopy Primary Care
Activities include: Activities include: Activities include:
Issue invitations and results ~ Undertake investigation, Take samples
Monitor programme diagnosis, treatment, follow up Advise on failsafe procedures

Undertake
failsafe procedures

v

iagnosis, direct referral

and failsafe procedures




Hysterectomy and equivalent codes

For the purposes of nGMS if patients have one of these

codes on their record at any time they do not need a

smear code.

685H No smear - benign hysterectomy

685l No smear- amputation of cervix

685K  No smear - no cervix

908Y  No cervical smear — no uterus

7E05% Vaginal excision of uterus

7E040 Abdominal hysterocolpectomy and excision of
periuterine tissue

7E042 Abdominal hysterocolpectomy NEC

7E043 Total abdominal hysterectomy NEC

7E046 Radical hysterectomy

7E049 TAH and BSO

7E04B Laparoscopic TAH and BSO

7L0A% Clearance of pelvis

Sample taken

Liquid based cytology
Chaperone present
Chaperone refused

Read Code 685R
Read Code 9NP1
Read Code 9NP2

RESULT READ CODE

TRANSFORMATION ZONE MARKERS
Endocervical and / or metaplastic cells

present (non QOF code) 4K2A
No endocx/metaplastic cells seen (non

QOF code) 4K2B
CYTOLOGY RESULT

Inadequate (any reason) 4K21
Negative 4
Borderline changes 4

Mild dyskaryosis 4K2
Moderate dyskaryosis 28
Severe dyskaryosis K
Severe dyskaryosis with features 4K25
invasion

Glandular lesion \ 4K26
Vaginal vault smear TE2A3
Vaginal vault smear — nega 4KA1
Vaginal vault smear rophi 4KA3
Vaginal vault smear gabnorial 4KA4
Ca cervix scree 6856
Ca cervix scr 6859
Screening for nant neoplasm cx ZV762
MANAGEM GESTED

Normal recag No action/code

Repeat in 3 Months 4K43
Repeat in 6 months 4K45
Repeat in 12 months 4K47
Repeat at 36 months 4K4B
Repeat at 60 months 4K4C
Refer 4K48
Cease recall 6855
HPV READ CODES

HPV-pos 4K3D
HPV test consent 685N
HPV test-pos 685P
HPV-neg 4K3E
HPV test declined 6850

HPV test-neg 685Q

(PNL) informs GP practice via
Call/Recall (4 weeks before 1% invitation letter)

!

(sent by Call/RecaI\
No response Q

@less a Tormal arrangement is in
gone by Primary Care)

sent to
GP practice from Call/Recall

to patient
ecord Read Code 9083 and Free Text from
Practice
Additionally, if patient has been invited verbally
and/or by telephone, the following codes may be
used
Verbal invite 9023 (+ free text cervical sample)
Telephone invite 9022 (+ free text cervical sample)

No cervical sample taken

|

sent to practice

{

No response to all prompts patient can be

reported for 5 years (not the same as permanent ceasing
— see below)

6853 Cervical screen not wanted

685L Patient refuses cytology

908S Cervical screen defaulter

8I6K Cervical screen not indicated (eg patient terminally

|

Call/Recall cycle continues

Eligible women can only be CEASED if they have
signed a withdrawal form from the PCT
908Q Cervical screening disclaimer received





