
KC65 – Guidance Notes

In accordance with the requirements of ROCR (Review of central returns) the KC65 has been reviewed and amendments have been made to the content of the return. All changes are to be implemented from April 2003. 

These guidance notes are to assist with the completion of the new form only. The old guidance notes remain effective until this time. 

Colposcopy is a procedure carried out on a woman who has been referred to the colposcopy clinic following a screening test carried out either as part of a screening programme or opportunistically.  Alternatively the woman may be referred as a result of clinical indications.


Completing return KC65 

KC65 is a quarterly return with the first quarter starting on 1 April and the last quarter ending on 31 March. Returns must be submitted to the regional QA co ordinator by the thirtieth working day after the end of the quarter.

Returns should not be submitted direct to the Department of Health

Please record the name of the colposcopy service on the front cover, as well as the name of a contact and the contact telephone number on the front page. It must be signed and dated by the person responsible for the return.

Please give details of the hospitals / clinics covered by the service. Where a trust has a colposcopy service operating on multiple sites a decision should be made locally as to the extent to which these services operate independently of each other. Where separate staff, practices, protocols and facilities are used, the individual site should submit a separate KC65. Where there is a sufficient overlap of these functions, a joint KC65 may be supplied.

Part A - Women referred to colposcopy by referral indication, result of referral and waiting time until first offered appointment.

Part A of the KC65 return is a count of the number of women referred for colposcopy and the waiting time before the first offered appointment. The NHSCSP has issued guidance on waiting times, and the information is used to monitor whether clinics are meeting these standards.

Reason for Referral

· If the referral indication is a screening smear, either from call / recall or opportunistic, then the woman will be counted in columns 2 – 8.   

· If the referral indication is clinical the woman will be counted in column 9 or 10, depending upon whether the referral is urgent or not.


Referral indication - screening smear (Columns 2-8)
These columns count all the women who have been referred to colposcopy with either ‘abnormal screening smear’ or ‘abnormal smear after colposcopy’ as the referral indication. It includes women who have been screened as part of the call / recall programme and women who have been screened opportunistically. 

If a woman has been suspended from the screening programme following colposcopy and is currently having surveillance smears, it may be that an abnormal smear will cause her to be returned to colposcopy. This forms part of a continuing episode of care and will therefore not constitute a new referral.

If the woman has been discharged from colposcopy at the time of her next abnormal smear and is subsequently referred to colposcopy, the referral will result in a new episode of care being commenced and will constitute a new referral. 


Results of referral smear

The information in columns 2-8 is based on the cervical screening test results that led to the referral request. NHSCSP guidelines state that all smears should be identified as belonging to one of the eight recognised categories. 

Classification of smear results

If the referral smear indicates more than one result type, the more severe result should be recorded as the reason for referral.

Inadequate (column 2) [HMR 101/5 cat 1]


A count of the number of women with a cytology result type classification of inadequate sample. NHSCSP guidelines state that the recording of 3 inadequate smears indicates referral to colposcopy. A woman may however, be referred to colposcopy following an inadequate smear for other reasons. 

Borderline changes (column 3) [HMR 101/5 cat 8]



A count of the number of women with a cytology result type classification of borderline changes. NHSCSP guidelines state that the recording of 3 borderline smears indicates referral to colposcopy. A woman may however, be referred to colposcopy following a borderline smear for other reasons.

Mild dyskaryosis (column 4) [HMR 101/5 cat 3]



A count of the number of women with a cytology result type classification of mild dyskaryosis.

Moderate dyskaryosis (column 5) [HMR 101/5 cat 7] 


A count of the number of women with a cytology result type classification of moderate dyskaryosis. In addition, NHSCSP guidelines require abnormal/ unclassifiable/ungraded smears to be recorded as moderate dyskaryosis.

Severe dyskaryosis (column 6) [HMR 101/5 cat 4]


A count of the number of women with a cytology result type classification of severe dyskaryosis.

Severe dyskaryosis/? invasive carcinoma (column 7) [HMR 101/5 cat 5]

A count of the number of women with a cytology result type classification of severe dyskaryosis/?invasive carcinoma.

?glandular neoplasia (column 8) [HMR 101/5 cat 6]



A count of the number of women with a cytology result type classification of ?glandular neoplasia. 

Referral indication – clinical indication (Column 9-10)

These columns count all women referred to colposcopy as a result of clinical indication. 

Column 9 records all women referred with an ‘urgent’ clinical indication. 

For the purposes of the KC65 and in accordance with the Department of Health’s guidelines, a referral is to be regarded as urgent in the following circumstances only:

· Lesion suspicious of cancer on cervix (suspicious cervix)

· Postcoital bleeding (PCB) age > 35 years that persists for more than 4 weeks

Non urgent clinical indications (Column 10) will cover all other symptoms including but not limited to:

· Postcoital bleeding

· Contact bleeding

· Polyps

· Inflammation

· All other suspicious symptoms

Clinical indication should only count those women with a suspected cervical abnormality. If the symptoms are indicative or a vaginal / vulval or other problem, the referral should not be counted on the KC65.

If a woman presents with symptoms and a smear is taken, clinical indication should be recorded as the reason for referral, regardless of the smear result. If a woman is asymptomatic, and does not have a suspicious cervix at the time she presents, she will not be a clinically indicated referral regardless of the womans actual clinical management.

It is appreciated that the circumstances of a patient may indicate an urgent referral. For the purposes of quality assurance, the referral should only be recorded as urgent if it falls within the definition above. When recording referrals indicated as urgent, check that the definition applies to the case. If not, the referral should be recorded as non-urgent.

Referral indication ‘other’ (column 11)

The referral indication ‘other’ should only be used to record a rare situation in which usual categorisation is not appropriate. If the result of the referral smear is ‘other’ the person completing the return MUST make a brief note as to why this is the case in the box on the front of the form. 

Failure to give details of all ‘other’ referral indications will result in the KC65 being returned to the service. The Department of Health will not accept KC65 until details have been provided.

Waiting Times

Lines 1-5 record the time a patient waits before being offered an appointment. The waiting time is the length of time between the date on the referral letter and the woman’s first offered out-patient appointment, regardless of whether she attended the colposcopy clinic or not. Where there has been a direct referral from the cytology laboratory, the referral date is the date the smear was reported - the “screening result sent date”.

The first offered appointment relates to the first appointment that was made available for the patient to attend. Therefore, if the hospital cancels the appointment then it no longer exists and the patient cannot attend it. In this situation the new appointment offered shall be considered to be the first offered appointment.

The first offered appointment shall not be affected by the patient rearranging. In this situation the offered appointment still exists, the patient has chosen not to accept it.

Time from referral to first appointment 

Less than or equal to 2 weeks (line 0001)

1. This counts the number of women whose waiting time was less than or equal to 14 days.

>2 weeks up to 4 weeks (line 0002) 

2. This counts the number of women whose waiting time was more than 14 days but less than or equal to 28 days.
>4 weeks up to 8 weeks (line 0003)

3. This counts the number of women whose waiting time was more than 28 days but less than or equal to 56 days.
>8 weeks up to 12 weeks (line 0004)

4. This counts the number of women whose waiting time was more than 56 days but less than or equal to 84 days.
>12 weeks (line 0005)

5. This counts the number of women whose waiting time was more than 84 days.
It is appreciated that in some cases the waiting time will be inflated at patient request or where a delay is necessary for the treatment of other conditions or for patient safety

Part B
Attendances at Colposcopy

This is a new part of KC65 collecting details of attendances at colposcopy. Part B records details of all the appointments offered within the quarter. This is not the same as Part A which records details of all first appointments offered in the quarter, in response to referral.


The total of this part will be the total number of appointments offered within the quarter.

This total may well exceed the number of patients actually attending the clinic as a patient may DNA her first appointment and then attend the second. She will therefore be recorded as having had two appointments offered to her within the quarter.

Appointments are classified as:

New  (col 2) 
A count of all appointments offered for a first visit.

Return for treatment  (col 3)
A count of all appointments offered to patients returning for scheduled treatment, regardless of whether or not the treatment actually takes place.

Follow up  (Col 4)
A count of all appointments offered to patients returning for follow up after treatment

The sum of columns 2 – 4 will be recorded in column 5 and will be equal to the sum of all appointments offered in that quarter.

Attendances are classified as follows:

Attended (Line 1)


A count of all appointments offered during the quarter that were attended (national code 5 or 6)

Cancelled by patient – in advance (Line 2) 

A count of all appointments offered during the quarter that were cancelled by the patient in advance of the appointment date (national code 2)

Cancelled by patient – on the day (Line 3)


A count of all appointments offered during the quarter that were cancelled by the patient on the day of the appointment (national code 2)

Cancelled by clinic (Line 4)


A count of all the appointments offered during the quarter that were cancelled by the clinic (national code 4)
DNA (Line 5)
 

A count of all appointments offered during the quarter where the patient failed to attend – no advance warning given. (national code 3)

DNA (Line 6)
 

A count of all appointments offered during the quarter where the patient arrived late and could not be seen. (national code 7)

DNA (Line 7)
 

A count of all appointments offered during the quarter where the patient arrived on time, but could not wait to be seen. (national code 3)

Total (Line 8) The sum of all attendance categories. 

Part C1 - First attendance’s by type of procedure and result of referral

Part C1 of KC65 is a count of procedures undertaken during first attendances at colposcopy clinics, counting initial treatment by result of referral smear. The information is used to monitor treatment patterns at first attendance to ensure that treatment guidelines are met.
· As this part records a first attendance, the total number recorded will be different to the total number of referrals, as some women do not attend.

Part C1 records the number of first attendances in the quarter, whereas Part A considers referrals based on first appointment in the quarter. These parts will not necessarily relate to the same women as a woman may have her first offered appointment in one quarter but actually first attend for colposcopy in another.  

The data should be recorded on a strict first attendance basis. Therefore if a woman attends colposcopy and is told she needs treatment but opts to wait before having it, this treatment will not be recorded. The woman will be shown as having ‘no treatment’ (col. 2) at first attendance.  Only procedures that have taken place at FIRST ATTENDENCE should be recorded. This will allow us to monitor treatment that has taken place on a ‘see and treat’ basis. Details of all other events occuring during subsequent attendance will be recorded in part C2.

Treatment / Procedure type

Diagnostic biopsy (punch) (column 3)

This counts the number of women who received no treatment and for whom biopsy type was recorded as directed biopsy or multiple directed biopsy.

Excision (column 4)

This counts the number of women for whom treatment method was recorded as loop/laser excision or knife cone. This will include LLETZ and NEEP.

Ablation + No Biopsy taken or biopsy result not yet known(column 5)

This counts the number of women who, at the time of treatment, have either not had a biopsy or for whom a biopsy result has not yet been recorded,  and for whom treatment method was recorded as ablation. This will include cold coagulation, cryotherapy, cautery and diathermy. NHSCSP guidance states that all patients should have had their histological diagnosis established prior to local destructive treatment. 

Ablation + Biopsy (Column 6)

This counts the number of women for whom a biopsy result has been recorded prior to ablation. This will be uncommon for first attendance and will generally only occur where a biopsy has been taken prior to referral or at attendance elsewhere.

Other (column 7)

This counts the number of women for whom treatment method was recorded as ‘other’. An ‘other’ treatment method should relate to a treatment of a cervical abnormality. Therefore the application of silver nitrate or antibiotics will NOT constitute treatment.  

No treatment (column 2)

This counts the number of women who received no treatment and where no biopsy was taken.

Only one procedure per first attendance should be recorded. If a number of procedures have taken place then only one should be recorded according to the following order:

Col (5) ‘Ablation + No Biopsy’

Col (6) ‘Ablation + Biopsy’

Col (4) ‘Excision’ 

Col (3) Diagnostic Biopsy (Punch)

Col (7) ‘Other’ 

Col (2) No treatment

If the treatment recorded is ‘other’ then details should be recorded on the front of the form as before.

If, on first attendance, a woman has only a smear then this should be recorded as no treatment.

Part C2 – All attendances by type of procedure and result of referral

Part C2 of the KC65 return is a count of procedures and treatments undertaken during all attendances at colposcopy clinics. This will include all patients recorded on C1 as well as all follow up and returns for treatment.

A woman who attends for the first time in a given quarter will be recorded on both Part C1 and part C2. A woman who attends for a second or subsequent time for either treatment or follow up in a given quarter will only be recorded on Part C2.  

Only one procedure per attendance should be recorded. The total in column 8, line 11 will therefore be the total of all attendances in the quarter, not the total number of procedures and treatments undertaken in that time.

The guidelines applicable to C1 apply equally to C2. Part C2 should be completed in the same way as Part C1.

Many patients may return for treatment under general anaesthetic. These patients will be recorded on the hospitals in patient and day patient databases. KC65 deals with all patients seen within the colposcopy clinic itself. Once the patient is referred out of the clinic to undergo procedures under anaesthetic she is no longer recorded on the KC65.

Part D – Cervical biopsies, by time from biopsy to informing patient, in writing, of result

Part D of the KC65 return shows for each biopsy the time elapsing before the woman is informed of the result in writing. The NHSCSP has issued guidance on waiting times, and the information is used to monitor whether clinics are meeting these standards.
· It is appreciated that ‘Date Patient Informed’ is not a MDS item, however, collection of this data is essential for monitoring waiting times.
The time measured in this part of the return is the interval between the date on which the biopsy was taken and on which the patient was informed in writing of the biopsy result. The ‘date patient informed’ is the date that is printed on the letter that is sent to the patient.
It is important to note that in order to allow time for follow up, this part should include details of those biopsies taken in the first month of the quarter only.

The information recorded in this part will be used to come to a general conclusion as to the expected waiting time for result. A one month sample of data will enable meaningful comparisons to be made.

Total biopsies

1. Column 2 counts the number of biopsies taken. These are subdivided by the waiting times in lines 0001-0005.

Less than or equal to 2 weeks (line 0001)

4. This counts the number of women whose waiting time was less than or equal to 14 days.

>2 weeks up to 4 weeks (line 0002) 

5. This counts the number of women whose waiting time was more than 14 days but less than or equal to 28 days.
>4 weeks up to 8 weeks (line 0003)

6. This counts the number of women whose waiting time was more than 28 days but less than or equal to 56 days.
>8 weeks up to 12 weeks (line 0004)

7. This counts the number of women whose waiting time was more than 56 days but less than or equal to 84 days.
>12 weeks (line 0005)

8. This counts the number of women whose waiting time was recorded as being more than 84 days.
If, at the time the return is completed, results are still not yet known then these should be included in the over 12 weeks line. 

In contrast, if a waiting time was not recorded and as such, will never be known for the purposes of part D, then this should be recorded separately underneath the data.

Part E – Cervical Biopsies, by type and outcome

1. Part E of KC65 shows the histological result for each cervical biopsy that has been taken in the first month of the quarter.  As for Part D, only cervical biopsies taken in the first month of the quarter are considered, to allow additional time for following up the histology laboratory results.
2. The same biopsies as were considered in Part D should be considered here, thus the eventual total columns of both parts should be equal. Following on from this and as for part D, all biopsies, regardless of the stage of treatment at which they are taken, should be recorded in part E.
3. Column 5 counts the total number of biopsy referral outcomes. These are sub divided into biopsy type:
Col 2: Diagnostic biopsy – Should record a count of all directed or multiple directed biopsies taken in the first month of the quarter.

Col 3: Excisional biopsy – Should record a count of all excisional biopsies taken in the first month of the quarter. The NHSCSP have issued guidelines on the percentage of positive histology in excisional biopsies. Considering these biopsies separate from all the others will allow such analysis to be made.
Col 4: Other – Should record a count of all other cervical biopsies taken in the first month of the quarter. This will include cervical polypectomy. Note: pipelle and non-cervical polypectomy should not be included.

Outcome (histology result)

4. These results are further sub-divided by biopsy referral outcome.

Cancer (including micro-invasive) (line 0001)

5. This counts women with a biopsy referral outcome classification of cervical cancer (including micro-invasive). Women with a biopsy referral outcome classification of ‘invasive squamous’ and ‘invasive adenocarcinoma’ will also be recorded here.
Adenocarcinoma in situ / CGIN (line 0002)

6. This counts women with a biopsy referral outcome classification of adenocarcinoma in situ. Women with a biopsy referral outcome classification of CGIN (high/ low grade) will also be recorded here.
CIN 3 (line 0003)

7. This counts women with a biopsy referral outcome classification of CIN3.

CIN 2 (line 0004)

8. This counts women with a biopsy referral outcome classification of CIN2. Ungraded CIN should be recorded as CIN2.

CIN1 (line 0005)

9. This counts women with a biopsy referral outcome classification of CIN1.

HPV/ Cervicitis (line 0006)

10. This counts women with a biopsy referral outcome classification of either HPV or cervicitis, with no associated cancer/CGIN or CIN – the MDS category of ‘Normal (inc. HPV and Cervicitis) should be split for collection.
No CIN/no HPV (normal) (line 0007)

11. This counts women with a biopsy referral outcome classification of no CIN/no HPV. As above the MDS category of ‘Normal (inc. HPV and Cervicitus) should be split for collection and only patients coded ‘normal’ should be recorded here
Inadequate/ unsatisfactory biopsy (line 0008)

12. This counts women with a biopsy referral outcome classification of either inadequate or unsatisfactory biopsy.

Results not known by clinic (line 0009)

13. This counts women with a biopsy referral outcome classification of results not known by clinic. If results are still outstanding at the time the return is completed, the number should be recorded here.
Data Quality Check

Total Biopsies Part D = Total Biopsies Part E = One months data

General Information

Local information should be collected at hospital or clinic level.  This data should then be passed to the regional QA Co-ordinator for colposcopy – see below. They will then pass the data on to the Department of Health. Completed returns should NOTbe sent directly to the Department of Health.

All queries relating to the data should in the first instance be directed to the relevant QA co-ordinator.

For further guidance, where queries cannot be resolved with the co-ordinator, please contact the Department of Health.

Useful Contacts

Department of Health

Diane Sheerman-Chase

0207 972 5543

Northern & Yorkshire

Anne Shiell



0191 256 3121

Rachel Bethell


0113 392 7800

Trent




Eileen Hewer



0114 271 5500






Scott Rice



0114 271 5500

Eastern



Tricia King



01223 330355

London



Sonya Narine


0207 725 5676

South East (East)


Carol Barber



01424 757064

South East (West)


Caroline Vass


01865 226883

South West



Margaret Stoddart


0117 959 5649

West Midlands


Susie Andrews


0121 414 7713

North West



Wendy Binns



0151 702 4282






David Manion


0151 702 4284

KC65 – Frequently Asked Questions

Part A

Q: Who are these women?

A: Part A records details of all women referred to colposcopy during the quarter.
Q: Why do you keep changing your definitions?

A: When KC65 was introduced it was hard to see how it would work in practice. Collecting data has provided evidence of definitional problems that are now being addressed to improve data quality.

Q: A woman has recently been for colposcopy and has subsequently been discharged. One of her surveillance smears reveals an abnormality. Where should I record an abnormal smear after colposcopy?

A: A referral due to an abnormal smear after colposcopy should be recorded as having been indicated by a screening smear. 

Q: A woman has recently been for colposcopy and has yet to be discharged when a smear taken reveals an abnormality. She has to go for colposcopy again. This is not a new referral so where should I record the smear generating the referral.

A: This forms part of a continuing episode of care and should therefore not be recorded as a new referral. The appointment will be recorded in part B and the attendance in Part C2.
Q: What do I do when the time from referral to appointment is not known?

A: Details should be supplied on the return as to the exact referrals for which details are not available. The QA will be able to advise as to an appropriate category in which this information should be recorded.

Q: What do you do with ‘others’?

A: During the first year of data collection we asked for details of all ‘other’ referral indications. Where details were given we were able to move the vast majority into more appropriate categories. Most of the referrals recorded as ‘other’ were in fact clinical indications. It is now a requirement that full details be given.

Q: Is it worth updating my system again if you are going to make more changes again soon?

A: In accordance with ROCR we must review all central returns every 3 – 5 years. Therefore it is possible that there may be changes in the future. Due to the mandatory nature of this return, systems must be flexible enough to allow for changes.

Part B

Q: Who are these women?

A: This part relates to all appointments offered within the relevant quarter. It does not necessarily relate to the number of patients as a patient may be offered more than one appointment per quarter. This will be the case where she fails to attend her first offered appointment.

Q: A patient is offered an appointment that she fails to attend. The hospital then offers her a new appointment. Where should I record her?

A: Part B relates to appointments and not women. She will be recorded as a DNA and then as attended. She will therefore be counted twice.

Q: What does this information tell you?

A: We can calculate a DNA rate by considering the % of those appointments offered that were actually attended. We can see whether this rate was higher for initial or follow up treatment.

Q: What is the difference between ‘return for treatment’ and ‘follow up’?

A: Return for treatment is an appointment offered to a patient following her biopsy result for the purpose of her attending to receive treatment. Follow up is an appointment offered to a patient so that she may attend for an assessment following treatment or following consultation.  

Q: What is the difference between an appointment that is recorded as DNA and an appointment recorded as patient cancelled?

A: Where the patient indicates in advance of her appointment that she will not be attending then she should be recorded as patient cancelled. Where no contact is made the appointment will be recorded as DNA.

Part C1

Q: Who are these women?

A: This part relates to all women who attend colposcopy for the first time in the relevant quarter. 

Q: Most women who attend this clinic refuse treatment on their first visit. Instead they make an appointment to come back at another time. How do I record their eventual treatment?

A: Only treatment that is received at first attendance should be recorded on Part C1. This allows us to analyze the amount of treatment that is being carried out on a ‘see and treat’ basis. Details of eventual treatment will be recorded on Part C2. 

Q: What do I do if a woman has more than one procedure / treatment at her first attendance?

A: In this situation only one procedure should be recorded. The most severe treatment should be determined using the guidelines contained in the guidance notes and only this should be recorded.

Q: If a woman has a smear on her first visit to colposcopy how should this be recorded?

Smears taken at colposcopy do not constitute treatment and so should be recorded as no treatment.

Part C2

Q: Who are these women?

A: Part C2 records details of all attendances in the relevant quarter. Therefore if a woman attends more than once she will be recorded on part C2 more than once. Only one procedure per visit should be recorded so that part C2 gives a total number of attendances for the given quarter.

Q: When does the patient leave the KC65?

A: KC65 is concerned with activity in colposcopy clinics themselves. When a patients care continues as a day patient or in patient she will no longer be included on the KC65. Details of her treatment will be recorded on the hospitals main database.

Part D

Q: Who are these women?

A: Part D records details of all biopsies taken in the first month of the quarter from patients at all stages of treatment. It therefore does not relate to actual patient numbers, but to a count of biopsies.

Q: Why do you only want details of biopsies taken in the first month of the quarter?

A: It allows time for follow up. If we asked for details of all biopsies taken in the three months then it is likely that the waiting times before results and the eventual outcome would be unknown, especially for biopsies taken in the last 2 or 3 weeks of the quarter.

Q: What do I do if I still don’t know the results of biopsies taken in the first month of the quarter?

A: At the time of completing the return any results that are still not known should be recorded in the over twelve weeks line. If there are any local reasons that have caused a delay then these should be noted alongside the data before it is sent to us.

If it is the case that the waiting times will never been known, due to failure to record information, this should be noted separately alongside the data.

Q: Should I include details of all biopsies that have been taken, such as vaginal biopsies, or should I only count cervical biopsies?

A: Colposcopy clinics deal mainly with abnormalities of the cervix and activity is measured on this basis. Therefore for this return, only details of cervical biopsies should be included. Other information may be collected and monitored at local level.

Part E

Q: The return says to record outcome only for events occurring in the first month of the quarter. Does this mean that we should be looking at the same women who had biopsies in Part D?

A: Yes, the total number of biopsies should be the same. This means that we can consider the time people wait for biopsy result and also look at the outcome by type of biopsy.

Q: A number of outcomes mentioned in the MDS are not included here. How should I categorise these histology results?

A: We have incorporated several MDS outcomes into one outcome here, for example cancer includes ‘invasive squamous’ and ‘invasive adenocarcinoma’. Some MDS outcomes are not relevant here as the KC65 is collecting information on cervical biopsies only, and not vaginal biopsies. Such information may however, be collected locally.

Q: Line 6 records the number of biopsies with an outcome of HPV or cervicitis. This is not a minimum data set item so how should I obtain this data?

A: The relevant MDS outcome is normal (inc. HPV and cervicitis). For the purposes of the KC65 we would ask that this is split and all outcomes of HPV or cervicitis are recorded in line 6. Where there is no HPV or cervicitis the outcome should be recorded in line 7, ‘No CIN / No HPV (normal)’ 

Q: How do I record a biopsy where more than one abnormality is detected, for example CGIN and CIN?

In this example CGIN would be the outcome recorded and in general the most severe outcome only would be recorded.

Q: Where should I record ungraded CIN?

A: Ungraded CIN should be recorded as CIN2.

In such cases where there is both a clinical indication and a referral smear, the referral should be treated as clinically indicated. 








A referral indication of screening smear is considered on the basis that the woman has been referred because of the smear alone and has no symptoms. This should be distinguished from the situation where a woman has been referred because she has symptoms and an abnormal smear result. Invariably it will be the case that the smear has been taken because of the presence of symptoms, and not as part of normal call / recall. So as to keep call / recall smears separate from diagnostic smears, referrals where there are both symptoms and a smear should be recorded as having clinical indication as the reason for referral. 








Example. If a patient is offered an appointment in April, she will be recorded on parts A and B in Qtr 1 (April – June). If she then attends in the same quarter, she will be recorded in C1 and if then returns for follow up, still in the quarter, will be recorded in C2.


If however, she is referred in April and then offered an appointment in July, she will be on Part A for quarter 1 (April – June), but parts B and C for quarter 2 (July – September); if the July appointment is the first offered then she won’t appear in A until quarter 2





Colposcopy clinics are specialised clinics for the assessment and management of women with abnormal cervical smears or clinically suspicious cervices. As such, the KC65 should only be used to record activity in colposcopy clinics directly linked to abnormalities of the cervix.  These may be indicated following the patient participation in the screening programme or may be as a result of a clinical indication.








ALL CERVICAL BIOPSIES, REGARDLESS OF THE STAGE OF TREATMENT AT WHICH THEY WERE TAKEN and taken in the first month of the quarter, should be recorded in part D. 





DETAILS OF NON CERVICAL BIOPSIES SHOULD NOT BE RECORDED. Colposcopy clinics deal primarily with abnormalities of the cervix and analysis of activity has been carried out on this basis. 
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