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RECOMMENDATIONS
· All Colposcopy should be performed by trained and accredited colposcopists or trainees under supervision. 
· Colposcopists must be trained according to the British Society for Colposcopy and Cervical Pathology/Royal College of Obstetricians and Gynaecologyists (BSCCP/RCOG) training programme 
· Clinics should record the waiting times for both new patients and treatments. 
· All clinics should adhere to local written protocols that should reflect published National Guidelines. 
· Clinics should ensure adequate data collection for quality assurance annual reviews. 
· the service should have a designated lead clinician and lead nurse. 
· This service should have aim to minimise intervention in women who do not have Central Intra-epithelial Neoplasia. 
· There should be adequate facilities in the clinic to provide privacy and a safe working environment. 
· Clinics should strive to minimise the use of general anaesthesia 
· Patients, referring agencies and GP's should receive written communication of results. 
· Participation in audit and continuing medical education is mandatory. 
BACKGROUND
This document supports the concepts embodied in previous NHS Cervical Screening Programme (NHSCSP) publications relating to colposcopy services (NHSCSP Publication No 2, 1996 and NHSCSP Publication No 8, 1997). In addition the aim of this paper is to focus on how high quality services may be provided and at a local level. 

Colposcopy (diagnosis, treatment and surveillance) forms an essential part of the NHSCSP. As such it should be subject to the same or similar quality assurance measures as is cytology screening itself. The NHSCSP Publication No 2 (Quality Standards in Colposcopy) is the first document to begin the process of achieving uniformly high standards in this aspect of the service. Few colposcopy clinics will currently be able to achieve all of the standards set in this document, which were established by consensus, as reasonable targets to aim for. Many clinics have, however, made significant progress toward achieving these goals and this progress must continue and be encouraged. The time has come when we must move away from the concept of "clinic", to one of a quality assured "service". This is a far more comprehensive concept as it broadens the focus to include all aspects of the diagnostic, therapeutic and surveillance activity and does not concentrate purely on the clinic based activity. Thus ideas such as leadership, organisation, informatics and training should all be considered as part of a quality patient centred service. 

LEAD CLINICIANS IN COLPOSCOPY
Management must be seen to help enhance the efficiency and efficacy of the service. We believe that the nominal title of lead clinician responsible for colposcopy is crucial to the development of the service as embodied within the concept of clinical governance. The clinico-managerial responsibility that attaches to this post should be clearly recognised with due apportionment of time and administrative support. At least one notional half day per week and one session per week of administrative support would seem reasonable to perform this lead role. This is in keeping with the time and administrative support accorded to cytopathology services. 

The lead clinician for pre-invasive disease is not just a clinician who does most of the colposcopy but a clinician who adopts responsibility for: 

· Ensuring that written protocols are in place for the service and that regular audit of the service takes place to compare practice with protocols and National targets. 
· To include recommended National Guidelines in local protocols. 
· To ensure that the protocols are appropriately changed to meet the needs of the users of that service. 
· To ensure that the service is adequately staffed by appropriately trained individuals (medical and non-medical) in order that the service needs can be met in a timely and consumer sensitive fashion. 
· To ensure that procedures are in place to facilitate clear and rapid communication with patients, other hospital departments, primary care agencies, cytopathology and histopathology services. 
· To convene regular meetings with cytology and histology services for the purposes of individual case audit and introduction of new working methods and technologies. 
· To develop and put in place effective and accurate informatics to facilitate audit, communications and failsafe. 
· To conduct regular dialogue with users and providers of care to ensure that service developments are both appropriate and meet the local needs of the served population. 
Lead clinicians should adopt the responsibility of devising appropriate written protocols for local use that will enable the service to work toward achieving quality as defined in NHSCSP Publications No 2 and No 8. It is advised that such protocols should incorporate the views of all working within the service and there should be a feeling of common ownership. After such protocols have been agreed and implemented, all those working within the service under the direct management of the lead clinician, should work within them. 

In order to meet these clinical, organisational and managerial targets, those taking on the role of lead in colposcopy services should have: 

· Appropriate colposcopic skills (Joint BSCCP/RCOG Certification or eligible to receive such certification plus evidence of targeted CME activity) 
· Commitment to the colposcopy service and readiness to take responsibility for it 
· Organisational skills 
· Appropriate team management skills 
Although not essential the following might be considered desirable: 

· Training skills (particularly if participating in training for joint certification of postgraduate training) 
· Research skills 
It could be envisaged that through the development of Regional and National networks of lead clinicians that National Audit, Consensus Statement and Research could be facilitated. 

TRAINING 

Trained personnel should deliver the service. It is recognised that the service has an obligation to train and this should be conducted along the guidelines now established between the BSCCP/RCOG. There is an agreed curriculum for trainees with appropriate supervised clinical experience. Attendance at theoretical courses is mandatory but this alone is not sufficient for training. All accredited theoretical courses should have their curricular content agreed by the Joint BSCCP/RCOG Training Sub-committee. 

Certification should be maintained by attendance at specifically targeted CME meetings on a minimum of a three yearly cycle. These meetings would normally be the equivalent of National Meetings on colposcopy and other aspects of cervical pathology. Furthermore, regular participation in clinical audit is seen as mandatory for maintaining certification. 

The mechanism of in-service training, certification and maintenance of knowledge and skill are subject to regular review by the BSCCP and RCOG Joint Training Committee. 

NURSE SPECIALISTS 

Three roles are recognised for nurses within the colposcopy service - 

1. A designated nurse with specialist skills to assist in the running of the clinic. This nurse should not be seconded to other duties whilst the clinic is running. 

2. Nurses trained to perform colposcopy but not trained to perform treatment. 

3. Nurses trained in diagnostic and therapeutic colposcopy. 

Note: If a nurse with specialist skills is performing colposcopy, he/she will require a designated nurse to assist in the running of the clinic. 

Appropriately trained nurse specialists can deliver a highly effective and user sensitive colposcopy service. Nurses, trained in colposcopy, work within an existing service and should not work in isolation outwith the direction of a Lead Clinician in colposcopy. As with other providers in the service they should work to agreed guidelines and maintain their skills appropriately. It is the responsibility of the employing authority or Trust to ensure that Nurse specialists in this field are given adequate opportunities to maintain their skill and knowledge base through attendance at National Meetings and courses deemed appropriate by the lead clinician for colposcopy services. 

The training for Nurse Colposcopists has been defined and is as for medical graduates with the exception of greater exposure to histopathology and cytopathology as it is recognised that these components may not have been covered in as much detail in the basic training phase. As with medical trainees, the training programme should be the subject of continued review by the Joint Training Committee. 

AUDIT 

Clinical audit is integral to maintaining quality, recognising shortfalls in the service compared with recommended standards and instituting appropriate remedial measures. As completion of the audit cycle will often depend upon local needs and resources it must be conducted at a local level in the first instance. Regional and National audit is also important to ensure consistent standards across regions and nationally. 

There are already several useful examples of clinical audit. The RCOG have conducted a recent audit of services in the North West Region and identified areas where the quality of service can be improved. The BSCCP in conjunction with the NHSCSP have conducted several National Audits and the National Audit Office have also targeted a national audit exercise of colposcopy services. A common theme of all of these audits has been the problems associated with data acquisition that in many units is still reliant on written notes and labour intensive data retrieval. 

INFORMATION TECHNOLOGY 

To facilitate audit there will be a need for an agreed National Minimum Dataset (which is almost complete and in draft form - BSCCP). Many colposcopy units already employ computerised information collection systems and this trend should be expanded to all colposcopy services. The appropriate use of information technology will not only facilitate the audit process but will address a deficiency highlighted by the NAO report. It could also be exploited to improve communications between colposcopy services, histology, cytopathology, primary care and FHSAs. Software systems can also be employed to facilitate failsafe systems to identify high-risk cases, ensure appropriate follow-up measures and recognise high-risk default. 

Suggested content of written protocols (* Indicates that there are National Guidelines relating to the area of practice) 

Referral to the colposcopy clinic*
Where these differ from National Guidelines because of local needs this should be justified and reflect the result of dialogue between local users and purchasers. 

Clinic scheduling
Although not strictly a guideline, this type of information is considered valuable and useful for local service users. A service should aim to fulfil the waiting times suggested in NHSCSP Publication No 2. Consideration should be given to providing a rapid access route for patients triaged at high risk (e.g. Smear suggestive of invasive cancer). 

Diagnosis and Treatment*
This should define the criteria used by the service to select patients for treatment and how and where they will be treated. 

Glandular Smears
Protocols should contain advice as to the locally agreed management of women presenting with smears suggestive of glandular abnormalities. 

Pregnancy
The procedures for assessing and managing patients known to be pregnant should be a part of the written protocols. 

Menopause
Post-menopausal women pose diagnostic challenges to the colposcopy service as well as to cytopathology and histopathology. The procedures for managing post-menopausal women should be included in the written protocols. 

Suspected Invasion
Although uncommon, there needs to be robust guidelines detailing how such women will be managed within the service. Colposcopy services should have clearly defined links with gynaecological oncology services. 

Concurrent gynaecological or other problems
As colposcopy clinics are usually dedicated toward one purpose they may not be the appropriate environments to deal with concurrent gynaecological problems. If additional expertise or input is required, patients should be referred to the appropriate general or specialist clinic. In all but the most urgent situations it is recommended that women be referred back to their own general practitioners with advice on further referral. This process should be documented in the written protocols. 

Hysterectomy
This should detail what pre-operative and post-operative assessments are required. Women who have not had a negative smear within the 5 years prior to the procedure should have a smear taken. Colposcopy should be performed if the smear is abnormal with particular attention to the vaginal limits of the transformation zone. If there is insufficient time to await the outcome of the smear, colposcopy should be performed pre-operatively. Women with a normal cytological history and no evidence of CIN on histological assessment of the excised cervix do not require follow-up vaginal vault cytology. 

Follow-up*
There should be explicit instructions for what happens both following a treatment episode and what happens if an observational approach is used. This should detail what should happen next, where it should happen and who is responsible. 

Discharge from the colposcopy service*
This should contain details of what has happened to the patient and what follow-up cytology schedule is suggested. Again, there are National Guidelines pertaining to follow-up and deviation from this protocol needs to be justified. The primary care agency (GP, Family Planning Clinic, etc) should be informed of what is required and when it should be done. This must be clearly and unambiguously documented in the patient's records. The patient should also be informed, as should the cytology laboratory in order that failsafe can be implemented. 

Communications*
Results of investigations and planned actions should be communicated to the referring agency, the GP and the patient in a timely manner. Standard letters may be of value and can be produced by computerised systems. Should patients specifically request that they do not wish their GP or any other referring agency to be informed these wishes should be respected and clearly noted in the patients' record. 

Documentation
The service should clearly document clinical notes in a standard format. The colposcopist responsible for each patient event should be clearly identifiable and each entry should be signed and dated. 

Counselling and consent
Whilst written consent for procedures not involving general anaesthesia is not as yet mandatory, it is good practice to document that patients have been informed of the procedures and have given their verbal consent. Some units already employ written consent which is considered to be good practice, but not a substitute to proper counselling. Procedures for counselling and consent should be a part of the services' written guidelines. 

Default
Procedures that are put in place for women who do not keep their appointments should be documented and agreed with the referring agencies. Standard default letters may be of value. 

CONCLUSION
This document has been prepared to allow each colposcopy unit to identify and address all of those areas which need to be considered when planning and providing a colposcopy service of high quality and which is patient centred. The principles behind the provision of a high quality service are clear although some variation will be necessary to reflect local needs. 

Recent events and pronouncements such as those of the Public Accounts Committee make it an imperative that those responsible for the colposcopy service ensure that it is run competently and maintains expected standards. This process will be overseen and monitored from 1999 by a National Quality Assurance Committee. 
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