
Cytology laboratory survey 2002 /
prepared by Marian O'Reilly ... [et al.]

Item Type Report

Authors O'Reilly, Marian

Rights Irish Cervical Screening Programme

Download date 25/05/2023 02:19:07

Link to Item http://hdl.handle.net/10147/44786

Find this and similar works at - http://www.lenus.ie/hse

http://hdl.handle.net/10147/44786


 
Irish Cervical Screening Programme 

 
Cytology Laboratory Survey 2002 

 
 
 
 
 
 
 
 

This report was prepared by the following individuals 
 

Dr. Marian O’Reilly, Acting Director ICSP 
Mrs. Maura Thornhill, Laboratory Coordinator, ICSP 

Mr. James Gallagher, Quality Manager, ICSP 
Dr. Kevin Kelleher, Director of Public Health 

Dr. Suzanne Cotter, SpR Dept. of Public Health MWHB  



FORWARD 
 
This is the first report of the Cytology services in the Republic of Ireland as we prepare for a 
national Cervical Screening Programme. It presents an outline of current services in response 
to a national survey carried out in 2002 and indicates the decisions immediately required in 
order to roll out the Programme nationally. 
 
This report undertaken by the Irish Cervical Screening Programme team highlights the issues 
and various tasks required to plan and implement quality standards in the cytology service. 
 
The immediate decisions required are to move towards a concentration of a smaller number 
of cytology laboratories with a capacity of 50,000 or more smears annually with the 
identification of catchment areas for each one. Exploration of the use of new and emerging 
technologies with capacity planning based on the productivity standard per screener is 
needed. Quality assurance standards and laboratory accreditation should underpin the work of 
the laboratory and provide the measures to allow the service to meet the objectives of the 
Programme. 
 
This report needs to be widely distributed to the working parties, committees and 
professionals with a specific interest in cervical screening, it is particularly relevant for 
management and laboratories that may have an interest in future planning for the national 
programme. 
 
I would like to say thank you to all the staff in the Irish Cervical Screening Programme office 
and in particular Dr Suzanne Cotter, Specialist Registrar in the Department of Public Health, 
MWHB who assisted in the production. 
 
 
Mr Stiofan deBurca 
CEO MWHB 
 
Dr Kevin Kelleher 
Director of Public Health MWHB 
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Explanatory notes for report: 
 
Key to tables in report 
 

         Yes 
No  

-          Not Answered/not applicable 
            ~         Approximate 
 
Data accuracy 
The information provided in this report reflects the accuracy of the information provided 
from the laboratories surveyed. Where information is lacking this has been identified.  
 
Laboratory 5 and related data  
Throughout this report data for Laboratory 5 refers to the year 2000 data (smears received 
and reported). Data for year 2001 was not available in this laboratory.   
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1.1 Introduction 
 
Cervical cancer is a potentially fatal disease, it is, however, largely preventable. Cervical 
smears obtained every 5 years as part of a screening programme provide an opportunity to 
detect abnormal cervical cells, a warning sign of increased risk of developing cervical cancer.  
Identification of any abnormalities in cervical cytology initiates appropriate follow-up and 
treatment if necessary.  Cervical cytology screening programmes aim to reduce the incidence 
of and mortality from cancer of the cervix. Well organised mass screening programmes in 
other countries have been shown to be effective. There are many key ingredients to the 
success of any programmes- these include the percentage of the population covered (80% is 
the accepted minimum) and quality control in the sampling and interpretation of smears. The 
identification and effective treatment of any abnormalities identified by the screening process 
is crucial to the success of any programme.  
 
Laboratories have a pivotal role to play in any cervical screening programme. The future 
development of the national screening programme will be dependent on the capacity of the 
laboratories to meet the need.  
 
Irish laboratories have been examining cervical smears since the late 1960s. They are 
responsible for the identification of any abnormal cells on the slide. To plan the roll-out of a 
population based cervical screening programme it is necessary to ensure that there are 
laboratories to provide an efficient and high quality service. Quality is particularly important 
in a cervical screening programme and quality control systems are needed to ensure that the 
potential for incorrect results is minimised.  
 
The ability to efficiently process, examine and report on all cervical smears requires the 
necessary infrastructure (well trained staff, appropriate equipment) to allow rapid turn around 
of accurate results.  Additionally, the management of data is particularly important in such 
programmes to ensure accurate collation of data that can be securely stored and transmitted, 
provide traceability and be readily available for mandatory clinical audits.  
 
 
1.2 Background  
 
The “2002 Cytology Laboratory Survey” represents the first definitive national overview of 
laboratories reporting cervical smear cytology in Ireland.  This survey was carried out by the 
Irish Cervical Screening Programme (ICSP) to help assess the feasibility of a national roll-out 
of the cervical screening programme. This survey, done in February 2002, follows on the 
national survey undertaken on colposcopy services in 2001.  
 
 
1.3 Aim and objectives  
 
The aim and the objectives of the 2002 ICSP Laboratory Survey were as follows: 
 
Aim 
  
• To perform a baseline audit of laboratories reporting cervical smear cytology in the 

Republic of Ireland in 2001. 
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Objectives 
 
• To identify capacity of Irish laboratories to examine and report on cervical smears in 2001 
• To quantify the level of activity in these laboratories during 2001 
• To describe the laboratories in terms of  

o Laboratory organisation and environment 
o Laboratory staffing 
o Quality assurance 
o Potential catchment areas  

• To identify the laboratories meeting the standards of Department of Health and Children    
(Report of the Department of Health Cervical Screening Committee, December 1996)1 and 
the recommendations of the National Expert Advisory Group on Cervical Screening 
(Quality Assurance targets for Laboratory)2.  

 
 
1.4 Methodology 
 
Study design  
 
This review included all laboratories (14) that were reporting on cervical smears in the 
Republic of Ireland in 2001. Laboratories were identified using a list provided by the 
Department of Health and Children [DOHC].  
 
In February 2002, the Hospital Manager for each laboratory was sent a detailed 33-paged 
questionnaire seeking information on laboratory characteristics, current resources and 
infrastructure and workload in 2001. This questionnaire was developed at the ICSP 
programme office.  
 
Laboratories were assured of confidentiality and for this report laboratories are identified by 
identification numbers 1-14. 
 
The completed surveys were collected by ICSP staff. SPSS (Statistical Package for Social 
Scientists version 11.0) was used for both data entry and analysis. EXCEL was additionally 
used for analysis and graphic representation of data. Validation of data entry was carried out 
by an independent person. 
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2. Results 
 
2.1 Participation in survey 
 
All 14 laboratories responded to the questionnaire. 
 
Geographical distribution of laboratories 
 
The locations of laboratories reporting cervical cytology in the Republic of Ireland are shown 
in the accompanying figure (Figure 1). 
 
Figure 1. Distribution of cervical cytology laboratories by Health Board Region (n=14) 
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2.2 Survey results 
 
The following sections present the findings from the survey and relate them to existing 
recommendations from the Quality Assurance Guidelines for the Irish National Cervical 
Screening Programme (December 1999)2 and the Report of the Department of Health 
Cervical Screening Committee (1996)1. 
 
2.2.1 Cytopathology Laboratory Organisation and Processes 
 
This following section presents the findings of the survey in terms of organisational processes 
laboratory environment that are prerequisites for good quality control. 
 
Planning 
 
Nine laboratories reported that they had plans for either service or capacity requirement for 
2002. Five laboratories reported that they had neither service nor capacity plans for 2002. The 
ICSP requested copies of plans to be returned with completed surveys, however, only one 
hospital returned plans. Table 1 shows the planning for 2002 in the participating laboratories. 
 
Table 1. Planning for 2002 in participating laboratories 
 

Laboratory IDService planPlan for capacity requirements
1   
2   
3   
4   
5   
6   
7   
8   
9   
10   
11   
12   
13   
14   

 
Key to table:  

Yes 
 No 

-   Not Answered/not applicable 
 

The key to the above table is used throughout this report 
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Laboratory safety issues 
 
• Safety manuals should be readily available to all members of staff outlining the potential hazards of 

working within the cytology laboratory and also the procedures that must be followed. All staff must read 
and sign these documents to acknowledge understanding of the procedures involved. The SOPs and safety 
manual should be reviewed on a regular basis  

 
ICSP Quality Assurance Guidelines December 1999 

 
All laboratories, except one, (93%) had a laboratory safety manual available. Of the 
remaining 13 laboratories with safety manuals, eight (62%) laboratories reported that the 
manual was regularly reviewed and three laboratories (23%) reported that all staff had signed 
it (Table 2).  
 
Table 2.  Laboratory safety processes.  
 

Laboratory ID Laboratory has 
safety manual 

All staff signed 
safety manual 

Manual regularly 
reviewed 

1    
2   - 
3    
4    
5    
6    
7    
8    
9    
10    
11    
12    
13    
14    

 
 
Standard Operating Procedures (SOPs) 
 
• Standard operating procedures (SOPs) detailing all stages in the laboratory process from reception of 

sample to issuing of the report should be available to assist staff in their duties. 
 
                                                                                                ICSP Quality Assurance Guidelines December 1999 
 
Ten laboratories (71%) had SOPs complete; three laboratories reported that they were in the 
process of preparing SOPs. 
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Regular review of SOPs 
 
Ten laboratories reported that they reviewed SOP at regular intervals (range reported as 
‘continually’ – every four years). The remaining laboratories either did not have SOPs to 
review, or reviewed them infrequently (please see Table 12 on page 31 for this information). 
 
Computerisation of laboratories  
 
“…(laboratories) should have a standardised computer system. The system chosen should be of sufficient size to 
store 5-10 years of records and have the ability for future expansion and integration with the cervical cytology 
services…” 
 
                                                                                                       The DOH Cervical Screening Committee (1996) 
 
All laboratories reported that they were computerised and all except one laboratory used 
standard IT systems (the exception using an in-house model). All laboratories reported that 
they had IT support.  
 
2.2.2 Management of Laboratory Data 
 
• Computerisation of cytology/histology forms an integral part of a cytology screening programme, and all 

laboratories participating in the National Screening Programme must be computerised. 
 
• The ability of the computer to keep track of patients smear results and related biopsy material over 20 years 

is vital for efficient running of the department. Issuing of typed reports, storage of disease data, patient 
results lists and audit are more easily facilitated by computerisation. 

 
 
• To maintain confidentiality, every user of the system should have a coded password or appropriate level. 

Data will thus be password protected. 
 
 
• Q.C. data relating to individual performance should be retained within the laboratory and accessible only by 

the senior technologist, and the cytopathologist. 
 
 
• SOPs for the computer and other clerical procedures should be written and updated as required. These 

should also include a method whereby accuracy of data entry can be monitored. 
 
 

ICSP Quality Assurance Guidelines December 1999 
 
Maintaining records 
 
All laboratories reported that smear databases were maintained since initiation, time since 
initiation of databases varied from 3-17 years.  
 
Methods for maintaining patient confidentiality  
 
Security systems were reported to be in place in all laboratories. All laboratories reported that 
a coded password was required to access appropriate levels of the system. 
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Monitoring accuracy of data entry 
 
Ten laboratories (71%) reported that they had a method for monitoring accuracy of data 
entry.  
 
2.2.3 Laboratory equipment  
 
Microscopy 
• All microscopes used for screening should be in good working order … (further details in QA guidelines) 
 
• Service contracts should be available on equipment to ensure proper working order. 
 

ICSP Quality Assurance Guidelines, December 1999 
 
All laboratories reported that they had service contracts for their microscopes and staining 
machines. Ten laboratories (71%) had cover slip machines eight of which reported that they 
had service contracts (two laboratories did not report this information) (Table 3). 
Laboratories reported additional equipment such as ThinPrep (T2 or T3- reported by seven 
laboratories), AUTOPAP (1 laboratory) and PAPNET (2 laboratories) (Table 3). 
 
 Table 3.  Status of equipment and service contracts reported by laboratories 

 
Equipment item 

Had machine 
no. 

Maintenance contracts for machines 
no. with contract /no. with machines  

Microscopes 14  14  
Staining machines 14  12 
Cover slip machines * 10  8  
*one hospital did not provide information on cover slip machine 
 
Consumable equipment 
 
The data on the number of conventional cytology and LBC cervical cytology kits issued in 
2001 is shown below (Table 4).  
 
Table 4.  Conventional kits or LBC test materials issued by laboratories to screening sites  

Laboratory ID Conventional kits* LBC tests (no.) 
1 0 11,000 
2 0 0 
3 100 0 
4 ~100 2,500 
5 0 0 
6 250 - 
7 364 15,125 
8 0 ~2,200 
9 0 0 

10 ~500 - 
11 836 - 
12 0 0 
13 0 0 
14 204 parcels 0 

*Each conventional ‘kit’ is presumed to contain materials for 50 PAP smear tests 
Note: ICSP supplied approximately 400 conventional PAP smear kits directly to smears takers in the MWHB, 
for UCHG and St. Luke’s Hospital in 2001. 
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2.2.4 Laboratory environment 
 
• The cytology department should have a screening room separate from the main laboratory. The layout 

should allow screeners to communicate with each other but be so arranged that each person has adequate 
bench space. The design of the room including bench light should conform to Irish Health and Safety 
Standards. 

 
• Temperature and ventilation of the room should be controlled so as to give the correct humidity suitable for 

the number of people working in the screening room. 
 
 
• Natural lighting should be used where possible. If necessary window blinds should be available. 
 
 

ICSP Quality Assurance Guidelines, December 1999 
 
Laboratory accommodation – guidelines 
 
Space available to laboratories for preparation of cervical smears, screening and storage 
varies between laboratories.  Information on the laboratory accommodation and environment, 
number of smears received and number of cytology staff is detailed (Table 5).  
 
Table 5.  Workload, staffing and environment of laboratories. 
 

 
Laboratory 

ID 

Smears 
received 
in 2001 
(no.) 

Total 
cytology 
staff 
(WTE)* 

Prep 
room 
(sq.m)

Laboratory 
screening 
(sq.m) 

Storage 
space 
(sq.m) 

Temp/humidity 
controlled 

Screening 
room 
lighting 
adequate 

1 9,455 3.5 10.5 22 0   
2 1,000 .33 3 5 2   
3 7,949 2 20.8 15.9 -   
4 10,971 6.6 38.8 20.4 -   
5 19,092 5.5 10 42.5 0   
6 11,148 3 8 36 0   
7 34,414 11.5 27.48 108 8.05   
8 11,981 4.5 24 50 12   
9 4,627 1.15 50 25 5   
10 24,250 6.86 33 15 20   
11 36,797 10.4 43 78 4.8   
12 2,827 2 - - -   
13 3,812 1 0 8 0   
14 39,575 12 70 52 -   

Total 217,898 70.34      
 
*The number of cytology scientific staff excludes pathologists, lab aides and clerical staff (includes trainee cytology 
technicians). Further details on staffing are provided in a later table.  
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2.2.5 Workload for 2001 
 
• Participating laboratories should have a minimum throughput of 15,000 smears annually. 
 

Report of Department of Health Cervical Screening Committee (1996) 
 
A total of 217,898 smears were received by the laboratories in 2001 and 203,868 
smears were reported  
 
There was substantial variation in workload among the different laboratories (smears 
received [range 1,000- 39,575], smears reported [range 1,000-39,169]) (Figure 2). 
 
Figure 2 shows the number of cervical smears received and reported in 2001 by each 
laboratory. Five laboratories reported receiving and reporting > 15,000 smears which is the 
DOHC recommended throughput for participation in the screening programme (laboratories 
5, 7, 10, 11 and 14), each of the other nine laboratories reported receiving less than this 
number annually. 
 
Figure 2.  Workload of laboratories according to number of smears received and reported 
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The five laboratories with a throughput of > 15,000 smears in 2001 reported 72% of all 
smears nationally. The remaining nine laboratories reported 28% of all smears (Figure 
3).  
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Figure 3. Proportion of smears reported by laboratories with throughput > or < 15,000  
smears per annum. 
 

72%

28%

>15,000 smears pa

<15,000 smears pa

 
Laboratories > 15,000 smears p.a. are Laboratories 5,7,10,11,14 
 
Smears received and reported 
 
Overall in 2001, the laboratories received 217,898 smears and 203,868 smears were reported 
in 2001 (Table 6). This represents an 8.8% increase in the number of smears reported in the 
previous year when 187,235 smears were processed nationally (DOHC data provided to 
ICSP).  
 
Method of smear reporting 
 
Thirteen laboratories used PAP smears (conventional method) for reporting smears and one 
laboratory used liquid based cytology methods (LBC) only. Three laboratories used both PAP 
and LBC methods (Table 6).  
 
Work on overtime 
 
In 2001, 30,767 smears were reported on overtime from ten laboratories, the remaining four 
laboratories did not report smears on overtime. Overall, 15% of smears were reported on 
overtime (range 0-35%) (Table 6). 
 
Double screening of smears 
 
Explanatory note: double screening of smears is a quality control procedure and varies by laboratory.   
 
Nine laboratories had data on the number of smears that were double screened (defined as 
full rescreening) in 2001. Among these laboratories, 33,880 smears were double screened 
(i.e. at least 17% of all smears reported were double screened). The proportion of smears that 
were double screened per reporting laboratory varied from between 10-100% (mean 42%, 
median 28%). 
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Smears awaiting report (in backlog*) 
 
By January 1st 2001, at least 19,709 smears were awaiting report (data not provided by one 
laboratory). By the end of the year (December 31st 2001), at least 24,975 smears were in the 
backlog, an increase of 5,266 smears. The number of smears in backlog varied by laboratory. 
Most laboratories (10) reported an increase in number of smears in backlog during the year 
(range 27-4,601 increase in smears in backlog), two reported a decrease (176-1,590 smears), 
one laboratory had none and no information was available from another laboratory.   
 
Waiting time for smear results 
 
The average waiting time for smear results on December 1st 2001 reported by the laboratories 
varied from one to 13.5 weeks. Further detail on workload for each laboratory is shown in 
Table 6.  
 
Table 6. Details of workload of the different laboratories  
 

Lab 
ID 

No. 
smears 

received 
2001 

No. 
smears 

reported 
2001 

No. of PAP† 
smears 

reported 

No. 
LBC 

smears 
reported

No. 
smears 

reported 
on 

overtime

% 
smears 

reported 
on 

overtime

No. 
smears 
double 

screened

% smears 
double 

screened

No. 
smears 

in 
backlog 

on 
1.1.01 

No. 
smears in
backlog 

on 
31.12.01 

 

Waiting 
time 

(weeks) 
for smear 

results 
on 

01/12/01
1 9,455 9,900 . 9,900 1,060 11 9,900 100 2,250 660 8 
2 1,000 1,000 1000 - 333 33 500 50 0 0 1 
3 7,949 7,449 7,449 - 400 5 710 10 200 500 4 
4 10,971 10,850 8,400 2,450 200 2 3,200 29 526 350 3 
5 19,092 17,912 17,192 - 0 0 - - 60 1,180 8 
6 11,148 6,750 6,750 - 1,168 17 -  - - - 10 
7 34,414 29,783 19,336 10,447 3,999 13 -  - 5,758 6,107 11 
8 11,981 11,000 9,949 2,032 0 0 1,650 15 800 900 4 
9 4,627 4,500 4,500 - 800 18 -  - 50 100 3 
10 24,250 21,602 21,602 - 4,000 19 6,000 28 1,428 6,029 13.5 
11 36,797 37,341 37,341 - 12,947 35 8,241 22 5,549 5,578 9 
12 2,827 2,827 2,827 - 0 0 2,827 100 50 100 1.4 
13 3,812 3,785 3,785 - 0 0 852 23 119 146 3 
14 39,575 39,169 39,169 - 5,860 15 -  - 2,919 3,325 5.5 
total 217,898 203,868 179,300 24,829 30,767 15 33,880 17 19,709 24,975   
 
Note: Sum of PAP smears +LBC = 204,129 and exceeds the number of smears reported (203,868) by 261. This 
discrepancy may be related to the fact that some laboratories made estimates.  
 
Number of smears reported in 2001 includes smears received in  2000 and 2001. Similarly, some smears 
received in 2001 would be reported in 2002. 
 
†PAP is defined as conventional smear 

                                                 
* Backlog is defined as the  “accumulation of uncompleted work, or matters needing to be dealt with”. (The 
New Oxford Dictionary) 
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Laboratory turn-around times 
 
• Each laboratory should endeavour to have a maximum turn-around time of less than 20 working days (4 

weeks). 
 
• Turnaround time is defined as the time from the receipt of the sample in the laboratory to the release of the 

report. 
 
 
• Both dates of receipt of the sample and date of reporting should be included in the final printed report. 
 
 
• A record should be kept of workload, and staffing levels available to cope with this work on a daily basis.  

Reasons for delays should be identified, and efforts to redress any problems made. 
 
 

ICSP Quality Assurance Guidelines, December 1999 
 
 
Seven laboratories (50%) reported a turn-around time (waiting time) of < 4 weeks (as of 
December 1st, 2001) (Figure 4). 
 
Figure 4. Correlation of smears reported by each laboratory and respective turn-around times 
as of 1st December 2001.  
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2.2.6 Origin of smears 
 
Based on the questionnaire responses from the laboratories the regional origin of cervical 
smears sent to the various laboratories can be estimated. 
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ERHA laboratories 
 
In the ERHA, it is estimated that they received about 60% of all smears nationally in 2001; of 
which approximately 70% originated from the ERHA region.  
 
WHB laboratories 
 
Based on the information provided from the WHB it is estimated that they received 
approximately 20% of all smears nationally in 2001; of which 41% originated from the WHB 
region, 29% from the MWHB region, 24% from the SEHB region and the remaining 
approximate 6% from the ERHA, NEHB, NWHB, MHB and SHB (approximately 0.2%, 
0.04%, 0.7%, 4.4%, 0.3% respectively).  
 
SHB laboratories 
 
Based on the information provided from the SHB laboratories, it is estimated that they 
received approximately 14% of all smears nationally. Most smears (97%) received in these 
laboratories originated from the SHB region with the remaining smears originating from 
either the SEHB or the MWHB.  
 
NEHB and NWHB laboratories 
 
Based on the information provided from the NEHB and NWHB laboratories, it is estimated 
that they received approximately 2% and 5% of all smears nationally, the vast majority of 
which originated from their own respective regions (98% in the NEHB and 100% in NWHB). 
 
Laboratories receiving > 15,000 smears per annum 
 
Among the five laboratories receiving > 15,000 smears per year, three were located in the 
ERHA, with one each in the SHB and WHB respectively.  
 
From the information provided by the five laboratories receiving >15,000 smears p.a. it is 
estimated that 40% of all smears received nationally were processed in the three ERHA 
laboratories, 11% in the SHB and 19% WHB laboratories. Origin of smears for these 
laboratories by health board area is illustrated in the accompanying figure (Figure 5).  
 
Note: data provided in this section were estimates and do not exactly match data presented previously on 
number of smears received. 
 
Figure 5. Source of smears in five laboratories receiving >15,000 smears p.a.
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Origin of smears by health care setting 
             
Information was obtained on estimates of origins of smears by health care setting. 
Information was available for approximately 72% of smears received. No data was available 
on smear taking site from two laboratories (Laboratories 6 and 14). From the data provided 
76% of smears whose smear-taking site was reported originated from primary health care 
sites (PHC) and 24% from Secondary Care sites (SC). Table 7 presents approximate numbers 
and proportions of smears taken in primary or secondary care sites. 
 
Table 7.  Origin of smears by health care setting (estimates) 
 

Laboratory 
ID 

Smears 
received 

2001 

Smears received in 
Primary Health Care 

(PHC) 
no. and % 

Smears received in Secondary Care (SC) 
no. and % All sites†

  
Total PHC 

no. 
Total PHC

% 
Gynaecology

no. 
STI 
no. Other* no. 

Total SC 
no. Total SC %

Total sum
no.* 

1 9,455 85 1 9,366 0 0 9,366 99 9,451 
2 1,000 100 10 900   0 900 90 1,000 
3 7,949 6,846 92 574 20 0 594 8 7,440 
4 10,971 6,854 64 791 2,110 1,004 3,905 36 10,759 
5 19,092 12,572 70 2,480 389 2,471 5,340 30 17,912 
6 11,148 -  - - 7 -  7 - - 
7 34,414 28,629 96 - - 1,154 1,154 4 29,783 
8 11,981 5,078 42 2,403 - 4,500 6,903 58 11,981 
9 4,627 3,274 85 580 - 0 580 15 3,854 
10 24,250 19,212 89 1,816 574 0 2,390 11 21,602 
11 36,797 35,353 96 990  454 1,444 4 36,797 
12 2,827 1,535 54 1,292 0 0 1,292 46 2,827 
13 3,812 114 3 3,621 0 76 3,697 97 3,811 
14 39,575  - - - -  -  - - - 
Total 217,898 119,652 76 24,813 3,100 9,659 37,572 24 157,224 
Primary care refers to smears obtained in clinics-GP, Family Planning, Well Woman, health board community 
clinic. Secondary care refers to smears obtained in hospital settings (e.g. Sexually transmitted infections (STI), 
Gynaecology, and Other* i.e. colposcopy clinics, private rooms, other hospitals etc.) 
† total sum is approximate(some laboratories based responses on number of smears reported and others used 
the number of smears received).  
 
2.2.7 Staffing  
 

Overall comment on staff information 
 
There were inconsistencies in data relating to number of staff in some laboratories. Some of these 
inconsistencies might be related to the fact that there was staff movement during the year, some staff work part-
time, some staff working as locums in one or more hospitals. Laboratories were encouraged to provide staff 
details anonymously, this made it difficult to accurately correlate data to staff. For these reasons described 
aspects of this report relating to staff characteristics and workload per individual should be interpreted with 
caution. 
 
Table 8 presents a summary of staff in each hospital. 
 
Staffing levels should be appropriate for the workload.  Calculation of staff must account for supervisory and 
managerial/administrative activities.  

ICSP Quality Assurance Guidelines, December 1999 
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Medical pathology staff  
 
Pathologists 
The laboratories reported that there were 29 pathologists working regularly in the 
laboratories, four of whom worked in more than one laboratory.  Therefore, 29 pathologists 
filled 33 pathology positions in the 14 laboratories. 
 
Medical scientific staff  
 
Information on qualifications was provided for 82 medical scientists (including those doing 
locums). It appeared from the data that 79 staff were regularly employed by the laboratories. 
This includes seven cytology trainees (individuals) in post.  In some laboratories information 
on locum medical scientists was also provided. There were 70.34 WTE medical scientists 
working in the laboratories; of these, 65.19 WTE medical scientists were involved in primary 
screening of smears (i.e. signing out smear results).  
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Table 8. Details of staffing in each laboratory (WTEs and individuals) 
 
ID 

 
 
Smears 
received 
2001 

 
 
Total 
Pathologi
sts  (no.) 

Med 
scientists  
 
(WTE) 

Medical  
scientists  
(no.)  

Chief II 
Med 
scientists  
(WTE) 

Chief I 
Med 
scientist s 
(WTE) 

Snr. Med 
scientist 
s(WTE) 

 
Basic 
Med 
scientists 
(WTE) 

Trainee 
in 
cytology(
WTE) 

Laborato
ry aides 
(WTE) 

Clerical 
staff 
(WTE) 

Scientifi
c staff 
vacancie
s (no.) Vacant posts 

1 9,455 2  3.5 4 0 0 1.5 2 0 2 0.3 1.5 Medical scientist                            
2 1,000 2  .33 1 - - 0.33 - - - - 0 None                                          
3 7,949 3  2 2 - 1* 1 1 - 0.25 1 1 Basic grade medical scientist        
4 10,971 2  6.6 7 - - 1 5.6 - 1 0.5 1 Basic grade medical scientist        
5 19,092 3  5.5† 6 - - 1 3 0.5 1 1 2 Basic grade medical scientists       
6 11,148 2  3 3 0 1 0 2 0 0 0.1 0 None                                          
7 34,414 4  11.5 12 - 1 4.5 4 2 1 3 2 Basic grade medical scientists       
8 11,981 1  4.5 5 - - 1 2.5 1 1 1 2 Technologist & basic grade           
9 4,627 2  1.15 2 0 0 0 1 - 0.1 0.35 0                      
10 

24,250 
2  

         
6.86

7 0 1 2.86 3** 0 1 2 1
Contract post for diagnostic 
cytology       

11 36,797 1             10.4 14 - 1 3 5.4 1 1 4.5 2 Medical scientists
12 2,827 1  2 2 - - 1 1 - - 1 0                                               
13 3,812 2  1 2 0 0 0 1 0 0 0 0                                               
14 39,575 6  12 12 1 0 3 7 2 2 6 2 Basic grade medical scientists       
Total 217,898 33          70.34 79 1 4 20.19 38.5 6.5 10.35 20.75 14.5  

 
Notes:  
WTEs:  Discrepancies in total WTEs and breakdown by position may be attributed to changes in staff over the year or staff in supervisory positions. Some  

pathologists work in more than one laboratory.  
Cytology scientific staff: The terminology ‘Cytology Scientific’ staff was subsequently superceded by ‘Medical Scientific’ staff 
 
*data reflects that provided. Chief technologist covers both histology/cytopathologist but does not sign out smears 
**plus one additional contract post 
†data reflects that provided.  
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2.2.8 Workload 
 
Pathologists workload 
 

• There should be one consultant cytopathologist per 25,000 smears. 
 
• The consultant should see at least 500 cervical smears per annum. This should include some normal smears. 

 
ICSP Quality Assurance Guidelines, December 1999 

 
Information on the number of smears reported by pathologists was incomplete but was 
available for 19 pathologists; 10 pathologists were said to report > 500 smears per annum, 
while the remaining nine pathologists were said to report less than 500 smears per annum). 
Table 9 details the total number of smears reported in 2001, the number and proportion of 
those reported by pathologists. 
 
Table 9.  Smear reporting by pathologists in 2001 
  

ID Smears reported 
in laboratory  

(no.) 

Smears reported 
by pathologists 

(no.) 

Smears reported by 
pathologists 

(%) 

Pathologists 
reporting cytology 

(no.) 
1 9,900 - - 2 
2 1,000 - - 2 
3 7,449 - - 3 
4 10,850 2,925 27.0 2 
5 17,912 2,770 15.5 3 
6 6,750 - - 2 
7 29,783 4,699 15.8 4 
8 11,000 2,750 25.0 1 
9 4,500 344 7.6 2 
10 21,602 1,909 9.5 2 
11 37,341 4,594 12.3 1(2†) 
12 2,827 283 10.0 1 
13 3,785 400 10.6 2 
14 39,169 - - 6 

Total 203,868 20,674           11.6 33 (34) 
†locum in addition to permanent pathologist reported in 2001 

 
 
Medical scientific staff workload 
 

• Supervisory staff and trainees must not be included when calculating numbers of 
primary screening staff in relation to workload.  

 
• 5,000 cervical smears per technician per annum is an appropriate case load 

 
 

• Only fully trained staff may sign out smear reports. 
 

 
Report of the Department of Health Cervical Screening Committee (1996) 

 
203,868 smears were reported in 2001, of which 173,101 smears (85%) were reported on 
normal time and the remaining 30,767 smears were reported on overtime.  
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From this survey it was difficult to accurately estimate output per screener, because not all 
data was reported per individual from all labs, and where reported it was not always clear 
who was doing primary screening. Senior medical scientists generally are more involved in 
supervision and training and including them in the calculation of estimates will bring down 
the average number of smears per screener. Inclusion of part-time screeners in calculation of 
the estimates will usually increase productivity. 
 
However, estimates can be made based on the number of smears reported in normal time 
(173,101) and the number of medical scientific staff screening (67 senior and basic medical 
laboratory scientists- excluding chiefs and trainees) the average number of smears screened 
per screener per annum is approximately 2500 smears. From the information provided on the 
questionnaire it was evident that the number of smears screened per individual can vary 
greatly both within and between laboratories (range 122 smears per screener – 4,989 smears 
per screener).  
 
Regardless of the method of estimation, the average number of smears screened per screener 
is less than that recommended by the Department of Health Cervical Screening Committee 
(5,000 smears). 
 
On call duty 
  
Staff in nine laboratories did not do on-call duties; in four laboratories there was one member 
who did on-call duty and in one laboratory 60% (three out of five staff) did on call duty. 
 
2.2.9 Training and continuing professional development 
 

• All screening staff, including the cytopathologist, should attend a formal update course at least once 
every two years funded by the employing authority and a record should be kept of topics covered. 

 
• All screening staff should be strongly encouraged to take the Certificate Examination in Cervical 

Cytology (or equivalent). 
 

• Laboratory participation in an acceptable EQA scheme is essential. 
 

• One day per quarter should be set aside for in-house training for all staff, which should include 
discussion of interesting and equivocal cases. 

 
• The laboratory should maintain a set of teaching slides and interesting case histories for review. 

 
• Participation in regional meetings, colposcopy management meetings etc. should be encouraged and 

funding provided. 
 
• All screening departments should aspire to research and development 

 
ICSP Quality Assurance Guidelines, December 1999 

 
Twelve (86%) laboratories reported that they had in-house training/review sessions for all 
staff, of which eight reported on the amount of time spent on training. Among these eight 
laboratories an average of 69 hours was spent on training (range 12-150 hours). 
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Conferences and refresher courses 
 
All laboratories reported that staff attended conferences/refresher courses in 2001. Both 
national and international conferences were attended by staff. In 13 of the 14 laboratories 
individual members of the laboratory attended conferences or training regularly at intervals 
from 3-4 times a year to every two years. In ten laboratories attendance was reported to occur 
at least annually. In one laboratory attendance was reported to be irregular (‘now and again’). 
 
Nineteen pathologists (57.5%) and fifty-three scientific staff (67%) were reported to have 
attended conferences/refresher courses in 2001.  
 
Medical pathology staff and training 
 
Involvement in training  
 
Thirty-three pathologists were reported to be working in the 14 laboratories; of whom four 
pathologists worked in two laboratories.  
 
A total of 25 (89%) pathologists were reported to be involved in training (10 laboratories, 
71%). Data was unavailable for two of the laboratories.  
 
Involvement in research 
 
A total of six laboratories (43%) reported that their pathologists were involved in research. In 
these laboratories, 12 pathologists (36%) undertook research. 
 
Training of junior medical pathology staff 
 
Only two laboratories reported that they had senior house officers (SHOs) in cytology and 
seven laboratories had registrars in cytology (some of which were rotating positions) (Table 
10). 
 
Table 10. Medical staff involved in training and research in laboratories. 
 
Laboratory 

ID 
Pathologists involved 
in training staff (n) 

Pathologists involved in 
research (n) 

SHO in cytology 
(n) 

Registrar in 
cytology (n) 

1 3 0   
2 2 -   
3 - -   
4 2 2   
5 2 0   
6 - 0   
7 5 5   
8 1 1   
9 0 0   

10 2 2   
11 1 1   
12 1 1   
13 0 0   
14 6 0   

Total 25 12   
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Medical scientific staff 
 
Training and qualifications 
 
• Biennial refresher courses for all cytology technicians and cytopathologists. Proper funding and time must 

be provided for this.         
                                                                                           DOH Cervical Screening Committee (December 1996) 
 
• All screening staff should be strongly encouraged to take the Certificate Examination in Cervical Cytology 

(or equivalent). 
 
• Trainees should complete a formal (usually 4 week) course in gynaecological cytology at an approved 

centre early in their training.  This should be followed by at least one year in-house supervised screening 
before primary screening alone.  Ideally all trainees should be full-time in the first year.  A logbook of their 
practical and theoretical training should be maintained.  Attendance at update courses is recommended 
within one year of completion of training.  The employing authority should fund all training and including 
the update courses. 

 
 

ICSP Quality Assurance Guidelines, December 1999 
 
Information on qualifications was provided for 82 medical scientists (including those doing 
locums). The data is shown in Figure 6. The majority of staff had a diploma or degree in med 
laboratory or biomedical science. 
 
Twenty-three medical laboratory scientific staff (28%) were reported to hold a certificate of 
competence in cytology. 
 
Figure 6. Qualifications of medical scientific staff (n= 82)  
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Other staff characteristics 
 
Age distribution of Medical Scientific staff  
 
Information on ages was provided for 79 medical scientists. Four staff are aged 60 years or older 
and twenty-one staff are within the 50-59 years age group (Figure 7). There are implications for  
manpower within the next 10-15 years with 25 medical scientists potentially leaving the laboratories.  
Although 19 medical scientific staff are in the < 30 years age group it will be important to both train  
and retain staff to ensure that adequate manpower is available for the cervical screening programme.  
 
 
Figure 7. Age distribution of medical scientific staff (n=79) 
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Note: age group 50-59: 14 staff were aged 50-54 years of age 
and seven were aged 55-59 years of age 

       

        
Experience of medical scientific staff (years) 
 
Information on years of experience in cervical cytology post training was reported for 81 staff 
(including trainees) and ranged from zero years of experience to 37 years (average 11 years). 
Twenty–six staff reported less than five years of experience at the time of the questionnaire 
(Figure 8). 
 
Figure 8. Years of experience post training (n=81).  
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2.2.10 Smear Reporting and Quality Control 
 
Recommended screening (recall) interval for normal smears 
 
Specification of the screening interval 

The EU recommendations state that cervical cancer screening should be offered at least every fifth year 
and, if resources are available, every third year. Screening more frequently than every three years should be 
discouraged as it is not cost-effective. Screening every fifth year with high quality and high compliance is 
preferable to screening every third year, where resources are limited. A minimum 5 yearly screening interval is 
advised for women between 25-60 years with two smears to be taken within twelve months of entering the 
programme if they have never had a previous smear. A substantial number of women are already being screened 
opportunistically, the number, therefore, who would require a second smear within twelve months of entering 
the programme is unknown, but should not be significant. 
 
                                                                      Report of the DoH Cervical Screening Committee (1996) 
 
Two laboratories reported that they recommend a recall interval for normal smears at five 
years. Seven laboratories recommend a recall interval of 2-3 years. Two laboratories reported 
that they did not recommend a recall interval.  Recommended recall was based on clinical 
decision was practiced in two laboratories and “routine” (undefined) recall was recommended 
in one laboratory. The volume of smears from laboratories based on recommended recall 
interval is shown in Figure 9. 
 
Figure 9.  Volume of smears from labs operating various recommended screening (recall)  
                 interval for normal smears. 

10,850
13,685

76,51082,084

20,739

Routine recall     (10,850 [5%])

Clinical decision (13,685 [7%])

5 year recall       (76,510 [38%])

2-3 year recall    (82,084 [40%])

No recall            (20,739 [10%])

Ten laboratories (71%) recommended a 12-month screening interval after first ever smear. 
Four laboratories (29%) reported that they did not.  
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Quality control activities as implemented in the different laboratories are shown in the 
following table (Table 11) 
 
Table 11. Quality control in laboratories 
 

ID 

Recommends 
12 mth. Recall 
after 1st smear 

Gives management 
recommendations 
with smear result 

Issues 
follow up 

recall 
letters 

Has IQC† 
in place 

Follows IACC 
1998 guidelines 

on IQC 

Follows 
ABC 2000 
guidelines 

Follows 
combination 

of both (IACC 
& ABC) 

         
       1         
       2       Other††  
       3         
       4         
       5         
       6         
       7         
       8         
       9         
      10         
      11   Limited*      
      12         
      13         
      14         
*limited to own health board   †IQC Internal Quality Controls  †† Other- IQC guidelines not reported 

 
 
Clinical pathology accreditation (CPA) 
 
None of the laboratories had CPA. However, all reported that they were at some stage in the 
accreditation process (initial to advanced). Only two reported being advanced in the process 
(i.e. > 50% advanced). 
 
Table 12. SOPs in laboratories and progress towards CPA.  
 

Laboratory ID Laboratory has written 
SOPs 

 
Frequency of SOP review 

Status in progress towards CPA 
(%) 

1  yearly 30% 
2 In progress not applicable - 
3  yearly 65% 
4 40% complete yearly 40% 
5  quarterly - 
6  regularly - 
7  continually - 
8  6 monthly 80% 
9  every 4 years - 

10 In preparation as required - 
11  on going - 
12  infrequently 1% 
13  not applicable - 
14  regularly - 
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2.2.11 Assessing Laboratory performance 
 
External Quality Control (EQC) 
 
 Participation in an acceptable EQA scheme is essential for all laboratories.  The result of 

slides received for EQA purposes should assess the overall laboratory performance. 
 

ICSP Quality Assurance Guidelines December 1999 
 
 
Only one laboratory did not participate in an external quality assurance scheme, all others 
reported that they participated in the IACC scheme.  
 
In ten laboratories all or some of the pathologists were in the EQA scheme. In nine of the 14 
laboratories all pathologists were reported to be in the EQA scheme. Two laboratories did not 
provide information on this subject. Eight of the 14 laboratories reported that all scientific 
staff participated in the EQA scheme (Table 13). 
 
Table 13. EQA involvement of medical and scientific staff in laboratories 
 

Laboratory 
ID 

 
 
 
 
 

Total 
pathologists†

no. 

Pathologists 
in EQA 
scheme† 

no. 

 
 
 
 

Pathologists 
in EQA 

scheme % 

Medical 
scientists 

involved in 
cytology † 

no. 

Senior* 
medical 

scientists in 
EQA 

scheme† no. 

Basic grade 
medical 

scientists in 
EQA 

scheme† no.

Total 
scientific staff 

in EQA 
% 

       1 2 0 0 4 0 0 0 

       2 2 2 100 1 1 0 100 

       3 3 1 33 2 1 1 100 

       4 2 2 100 7 2 3 71 

       5 3 0 0 6 1 5 100 

       6 2 2 100 3 3 - 100 

       7 4 **5 100 12 6 6 100 

       8 1 1 100 5 1 3 80 

       9 2 2 100 2 - 1 100 

      10 2 2 100 7 4 3 100 

      11 1 1 100 14 4 4 57 

      12 1 1 100 2 1 1 100 

      13 2 - - 2 - 1 50 

      14 6 - - 12 - - - 

Total  33 19  79 24 28  
† this number refers to individuals and includes trainees (7).  
*senior medical scientists includes chiefs and senior medical scientists 
** Pathologists reported in EQA scheme is > number of pathologists in service but represents that reported 
 

 32



Internal Quality Control (IQC) 
 

• Each laboratory should have written guidelines for all aspects of the cytopathology service including 
quality  control, from the time of receipt of the specimen to the discharge of the report. 

 
                                                                                          Report DOH Cervical Screening Committee 1996 

  
• Rapid Review 
This entails rapid review of all negative and inadequate smears by a technician who did not do the primary 
screening of those smears.  If a disparity is found, a full rescreen by a senior technologist is carried out. 
 
• Selected Rescreening  
All cases from clinically suspicious categories should be double screened.  Also any previous negative 
smears, where Moderate Dyskaryosis (CIN II suspected) or upwards is now found. The practice of a 10% 
review of all negative smears as a QC measure is not recommended. 

 
                                                                          ICSP Quality Assurance Guidelines, December 1999 

 
All laboratories reported that they had internal quality control measures in place.  
 
One laboratory reported doing complete rescreen on all smears and the remainder reported 
that they did rapid review of smears. Nine laboratories reported that they had an SOP for 
rapid review, four reported that they did not and one laboratory did not respond to this 
question. 
 
Assessing individual performance 
 

The senior technologist in charge of the cytology laboratory must be able to assess the strengths and 
weaknesses of all screening staff under their supervision.  Data from QC is central to this assessment. 

QC data is confidential information and should be used to assess an individual’s performance both in the 
short term and over a longer period.  
 
“At the present time, an 85% to 95% sensitivity for detection of Moderate Dyskaryosis (CIN II suspected) 
or worse before rapid rescreening is suggested as acceptable”.  (Achievable Standards, Benchmarks for 
Reporting and Criteria for Evaluating Cervical Cytopathology). 
 

                                                             ICSP Quality Assurance Guidelines, December 1999 
 
 
Individual primary screener sensitivities 
 
Four laboratories reported that individual primary screener sensitivities were calculated, in 
eight laboratories calculation was not done and in two laboratories the data was not reported 
(Figure 10). 
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Figure 10. Proportion of laboratories reporting calculation of individual primary screener 
sensitivities  
 

29%
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14%

Calculated
Not calculated
Not reported

 
 
 
Correlation made between primary screener checker & pathologist 
 
Eight laboratories reported that correlation was made between primary screener, checker and 
pathologist grading of smears and in the remaining five laboratories, three reported that no 
correlation was made, in one laboratory it was informal, and in another the information was 
available on the worksheet. One laboratory did not respond to this question. 

 
Correlation of cytology and histology results 
 
Twelve laboratories reported that results for cytology and histology were correlated; one 
laboratory reported that this was only done for colposcopy specimens and for the remaining 
laboratory no data was provided. 
 
 
Reporting practices 
 

• All slides showing BNA and upwards should be reviewed by the consultant cytopathologist.  Unusual 
smear patterns should also be reviewed by the cytopathologist.  

 
• All reports on clinically suspicious case should be authorised by the cytopathologist. 
 
                                                                                                           ICSP Quality Assurance Guidelines 1999 

 
 
Smear categories referred to pathologist for review 
 
Thirteen laboratories responded to this question and reported that all abnormal smears were 
referred to the pathologist for review.  
 
2.2.12 Cytology smear grades  
 
Eleven laboratories provided information on smear grades reported for the year 2001. In these 
11 laboratories, cytology smear results were provided for 191,005 smears (93% of all smears 
reported).  The average number of unsatisfactory smears reported in all laboratories was 8.4% 
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(range 2.5%-13.1%). Two laboratories reported that more than 10% of smears received were 
unsatisfactory. Four laboratories reported that more than 10% of smear grades were 
BNC/BNA/mild dyskaryosis (with one laboratory reporting > 15% of smears were in this 
category). Four laboratories reported that more than 2% of the reported smears were graded 
moderate/severe/query invasive. AIS/CGIN grade smears were reported for 0.01%—0.18% 
of all smears. The range in the eleven laboratories may reflect the diverse population from 
whom these smears were obtained- in that some laboratories have a very high proportion of 
smears obtained from secondary care sites rather than primary screening sites (Tables 14 and 
15).  
 
Table 14. Cytology smear grades reported by 11 cytology laboratories. 
 
Indicator All reporting laboratories 

(11 laboratories) 
Laboratories with >15,000 

smears p.a. 
(5 laboratories) 

No. smears on which cytology results are based 
in these laboratories* 
 

191,005 smears 143,657 smears 

Satisfactory smears as % of all smears (range) 
 

91.6   (86.9-97.5) 90.5    (86.9-92.6) 

Unsatisfactory smears as % of all smears 
(range) 
 

  8.4   (2.5-13.1)   9.5    (7.4-13.1) 

Negative as % of satisfactory smears (range) 
(NAD†) 
 

89.5   (80.1-92.2) 91.0    (87.4-92.2) 

BNC/BNA/mild dyskaryosis as % of 
satisfactory smears (range) 
 

8.2 (5.6-16.0) 
 

  7.0    (5.6-10.7) 

Moderate/severe/query invasive as % of 
satisfactory smears (range) 
 

  2.2   (0.9-4.9)   1.9    (1.6-2.8) 

AIS/CGIN as % of satisfactory smears (range) 
 

  0.06   (0.01-0.18)   0.04    (0.01-0.14) 

*In many laboratories the total number of smears for which breakdown data on cytology results was available 
did not always match the number of smears reported during 2001 and previously reported in this report. 
†NAD- nothing abnormal detected 
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Table 15. Details of smears reported by 11 reporting laboratories† (as proportion of all smear 
reports). 
 

Lab Id 
Unsatisfactory 
smears  

Satisfactory 
smears  

Negative 
(NAD) 

BNC/BNA/mild 
dyskaryosis 

Mod/sev/query 
invasive  AIS/CGIN 

 % % % % % % 
A 8.06 91.94 91.30 6.90 1.62 0.01 
B 7.41 92.59 92.15 6.11 1.73 0.01 
C 7.49 92.51 87.42 10.72 1.83 0.03 
D 13.13 86.87 92.16 5.91 1.90 0.03 
E 4.45 95.55 89.99 9.03 0.94 0.04 
F 7.64 92.36 87.61 9.99 2.21 0.07 
G 9.42 90.58 86.79 11.37 1.75 0.09 
H 2.80 97.20 90.84 7.42 1.63 
I 10.63 89.37 91.46 5.65 2.76 0.14 
J 2.55 97.45 83.45 11.35 4.87 0.15 
K 4.44 95.56 80.09 15.99 3.74 0.18 
       
Total 8.98 91.02 90.83 7.39 1.74 0.02 

0.11 

† In this table laboratory ID numbers have been replaced with letters and order changed. 
*Smears reported—as per beginning of questionnaire, note, this number does not routinely correlate with 
subsequent information provided when breakdown of smear results were provided. 
Satisfactory smears = total smears minus unsatisfactory smears 
 
 
Biopsy/Smear Correlation 
 

• Ideally the biopsy should be sent to the same laboratory which reported the cervical smear.  If this 
is not possible, the cytopathology laboratory must be able to receive copies of the histology and 
colposcopy report. The pathologist and senior technologist should review all biopsy reports and 
related smears, where: 

 
• The grade of dyskaryosis (CIN) in the biopsy and the grade of dyskaryosis in the previous smears 

is disparate by more than one category i.e. where the biopsy shows severe dyskaryosis (CIN III 
suspected), but the cytology shows only mild dyskaryosis (CIN I suspected). 

OR 
• No dyskaryosis (CIN) is seen on biopsy but there is moderate dyskaryosis (CIN II suspected) or 

worse in the smear. 
OR 
• Moderate dyskaryosis (CIN II suspected) or worse is seen on biopsy, but the smear is negative. 

ICSP Quality Assurance Guidelines December 1999 
 
 
Four laboratories (which in total reported 35%  [70,753] of all smears reported nationally in 
2001) reported that they correlated the results of cytology/histology cases for the year 2000; 
in these laboratories a total of 682 cytology/histology results were correlated. Positive 
predictive value (PPV) for moderate dyskaryosis or worse ranged from 82% – 93% in these 
laboratories. 
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Histology results 
 
These four laboratories also provided information on 640 histologically confirmed cases in 
2000. The majority of histologically confirmed abnormal smears in these laboratories were 
either CIN II or CIN III (49.4% and 46.4% respectively); the remaining categories were CIN 
I (1.4%), invasive squamous carcinoma (1.7%), or AIS/CGIN (1%) (Table 16). 
 
Table 16. Histology results for 2000 among four laboratories providing data  
 
Histology results  Number (%) 
CIN I      9 (1.4) 
CIN II 316 (49.4) 
CIN III 297 (46.4) 
Invasive squamous carcinoma   11 (1.7) 
AIS/CGIN     7 (1) 
Total 640 (100) 
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SUMMARY OF SURVEY RESULTS 
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 3. Summary of survey results 
 

General  
 
The information provided here outlines the results of a survey of the 14 laboratories that were 
routinely examining cervical smears in Ireland in 2001 and provides a baseline summary of 
resources (manpower, equipment, space), management systems, quality control and 
workload. 
 
3.1 Cytopathology Laboratory Processes 
 
Laboratory Organisation Processes 
 
Nine of the laboratories reported undertaking some form of structured planning and 
preparation of planning documents such as service or capacity requirement plans. The 
remaining five laboratories reported that no such plans were prepared. 

 
Laboratory Safety Issues 
 
Laboratory safety is fundamental to the work of any laboratory. Although 13 laboratories 
reported having safety manuals regular review of the manual and staff signing of manual was 
inadequate (62% and 23% respectively). 
 
Management of Laboratory Data 
 
All laboratories reported computerisation of laboratory data and reported systems in place to 
ensure maintenance, storage, confidentiality of the system. Ten laboratories reported having a 
method in place to monitor accuracy of data entry.  
 
Standard Operating Procedures (SOPs) 
 
SOPs are required to assist laboratory staff to follow standard practices and need to be 
updated regularly using good practice guidelines. Ten laboratories reported that they had 
SOPs complete and reviewed them at variable intervals (infrequently to 6 monthly).  
 
Laboratory environment 
 
All laboratories reported that they had service contracts for their microscopes and staining 
machines. 
 
Laboratories varied in space available for storage and laboratory screening. Four laboratories 
reported having a system in place to control temperature or humidity of the screening room. 
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3.2 Workload for 2001 
 
Overall in 2001, 217,898 smears were received in these laboratories and 203,868 smears were 
reported.  
 
• Five laboratories reported receiving and reporting > 15,000 smears in 2001 (laboratories 

5, 7, 10, 11 and 14). 
• Over 15% of smears were reported on overtime. 
• Double screening was carried out for 17% of all smears reported  
• Rapid review was done in 13 of the 14 laboratories, and one laboratory reporting 

complete rescreen on all smears  
• Waiting time for smear results on the 1st December 2001 varied from one week to 13.5 

weeks in the different laboratories.  
 
3.3 Origin of smears 
 
Laboratories in the ERHA receive approximately 60% of all smears nationally, of which 
approximately 70% originated in the ERHA region. 
 
Origin of smear-taking sites 
 
76% of smears received (for which smear taking site was reported) originated from primary 
health care (GP clinics, Family Planning clinics and health board community clinics) and the 
remaining 24% from secondary care (hospital or specialist clinics) sites. 
 
3.4 Staffing 
 
Some inconsistencies were evident in the data provided on staffing. Information was 
provided on 33 cervical pathology positions (filled by 29 pathologists) and 79 medical 
scientific staff, including seven trainees (medical scientists). Information on additional staff 
were also included (e.g. locums). 
 
Staff vacancies 
 
There were14.5 medical scientific staff vacancies reported at the time of the survey.  
 
Average Workload 
 
The average number of smears reported by pathologists per year in a number of hospitals 
does not meet current recommendations (> 500 smears per year per pathologist). 
 
On average, the number of smears reported per annum by senior and basic medical scientists 
in normal working hours (approximately 2500 smears) is less than that recommended (5000 
smears) by the Department of Health Cervical screening Committee (1996). 
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3.5 Training and continuing professional development 
 
Continuing professional development is a regular feature of all laboratories, although not all 
staff appear to regularly participate in training.  
 
Twenty-eight percent of medical laboratory scientists were reported to have a certificate in 
cervical cytology. ICSP Guidelines recommend that all screening staff should be strongly 
encouraged to take the certificate examination in cervical cytology (or equivalent). 
 
On average, medical scientific staff had 13 years experience post training. 
 
3.6 Quality Control of Smear Reporting Accuracy 
 
Quality assurance procedures are in place in laboratories but additional work is required to 
improve both EQC and IQC processes. 
 
Recommended screening interval 

 
Two laboratories recommended a five-year screening interval for negative smears (as is 
recommended by the Department of Health). Seven laboratories recommended a more 
frequent screening interval (2-3 years). Two laboratories reported that they did not make any 
recommendations regarding screening intervals to any patients. 
 
Quality control standards 
 
All laboratories reported that they had quality control in place.  
 
Thirteen laboratories followed IACC 1998 guidelines and ten laboratories also followed ABC 
2000 guidelines. 
  
None of the laboratories had CPA although five reported that they were preparing for 
accreditation (no information was available on the others). 
 
External Quality Control 

 
Information was provided by 13 laboratories in EQA. Twelve were involved in EQA. The 
number of staff participating in EQA varied by laboratory. 
 
Internal Quality Control 
 
All laboratories had internal quality control in place; 13 laboratories did rapid review and one 
laboratory did complete rescreen on all smears. 
 
Individual primary screener sensitivities were infrequently calculated (carried out in four 
laboratories). 
 
A standard approach to correlation between primary screener, checker and pathologist was 
not evident in all laboratories (only eight laboratories reported that this was done routinely). 

 
Cytology and histology results were not correlated in all laboratories (12 reported doing so). 
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3.7 Smear grades 
 
The smear results reported are detailed in the following table (from 11 laboratories). 
 

Indicator All reporting laboratories 
submitting figures 
(11 laboratories) 

No. smears on which cytology results are based in these 
laboratories* 
 

 
191,005 smears 

Satisfactory smears as % of all smears (range) 
 

91.6% 

Unsatisfactory smears as % of all smears (range) 
 

  8.4%   

Negative as % of satisfactory smears (NAD) 
 

89.5%   

BNC/BNA/mild dyskaryosis as % of satisfactory smears  
 

8.2% 

Moderate/severe/query invasive as % of satisfactory smears   2.2% 

AIS/CGIN as % of satisfactory smears  
 

  0.06%    

*In many laboratories the total number of smears for which breakdown data on cytology results was 
available did not always match the number of smears reported during 2001 and previously reported in 
this report. 

 
Biopsy smear correlation 

 
Only four laboratories reported that they correlated results of cytology/histology cases for 
2000. 

 
Histological confirmation of abnormal smears 
 
Only four laboratories provided information regarding histological confirmation of abnormal 
smears which was insufficient for meaningful analysis. 
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4. Discussion 
 
This survey, as the first ever audit of cytology services undertaken by the Irish Cervical 
Screening Programme (ICSP) in the Republic of Ireland, yields valuable information. With a 
hundred percent response rate the results recorded provide a cross sectional record of 
cytology laboratory services provided in 2001. 
 
Cytology laboratory services have been provided in Ireland since the late 1960’s. In 1992 
there were 25 laboratories reporting 154,000 smears and in 2001 there were 14 laboratories 
reporting 204,000 smears. Over this ten-year period  (1992/2001) smear volumes reported 
increased by 30%. However, chronic backlogs, extended turnaround times and high levels of 
overtime working are the norm.    
 
The report of the Department of Health Cervical Screening Committee (1996) states that 
laboratories or groups of laboratories participating in the proposed screening programme 
should have an adequate throughput of smears i.e. 15,000 annually. The national cytology 
survey February 2002 found that 14 laboratories reported cytology and that five laboratories 
reported more than 15,000 smears per year. These laboratories, between them, processed 
more than 70% of the total smears in 2001. Two laboratories reported more than 10,000 and 
seven laboratories reported 1,000-10,000 smears in 2001. Three laboratories reported that 
over 90% of their smears originated from secondary care. 
 
In planning for a national roll out of the national cervical screening programme the available 
capacity of the cytology laboratories are of critical importance. In line with international 
experience, there is an increasing desire to move to larger laboratories for accreditation and 
rationalisation of new technologies.  
 
In 2001 the 14 laboratories reported on 140,000 smears originating in primary care in normal 
time (no overtime). This figure includes close surveillance smears post treatment from the 
colposcopy clinics. In line with the 1996 DoHC recommendations and taking into account 
only those laboratories with a throughput volume of greater than 15,000, the annual cytology 
laboratory capacity available to a national screening programme is 100,000 from the largest 
laboratories. 
 
Projections from the Central Statistics office estimate that there will be one million women 
aged between 25 and 60 by the year 2006. With an intended 80% uptake rate for the 
programme to be successful and allowing for a 17% repeat rate (pap) in line with current 
policy, then the minimum annual cytology laboratory capacity required for a five-year 
screening interval is 270,000. This capacity figure supports a one-year repeat on ‘first ever’ 
negative smears. 
 
The annual cytology laboratory capacity required to support a three-year call interval, without 
a requirement for a one year call interval on first ever negative smear is 300,000. 
 
The annual cytology laboratory reporting capacity deficit projected to accommodate a 
national screening programme, observing current five-year screening interval policies 
and recommendations, is 170,000 pa. 
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Given that it has been historically proven very difficult to recruit and retain medical scientists 
in the area of cytology, the provision of an additional annual reporting capacity of 170,000 
will not be achieved using existing practices and policies. Policy developments will have to 
be considered and directives issued in order to optimise capacity. Radical changes are 
required to address the cytology laboratory capacity deficit. 
 
The capacity of any laboratory is governed by a combination of factors that include 
management, availability of medical scientists, the daily contribution of the medical scientists 
in terms of their daily output of primary screened smears, the technology in use and the 
provision of a focused cytology service. Laboratory management should support the role of 
the medical scientists in their primary screening work by maximising daily output in a safe 
environment. The improvement of processes, workflows and procedures remain a constant 
challenge. 
 
A clear message from the cytology laboratories was the need for a declared catchment area to 
assist the service planning process. Following an analysis of the geographical source of intake 
of the large cytology laboratories and in line with the projected volumes in a national 
programme the proposed catchment areas are as follows: 
 

• Western Health Board, Mid Western Health Board and North Western       
            Health Board 

• Southern Health Board 
• South Eastern Health Board and Northern Area Health Board 
• Midland Health Board and East Coast Area Health Board  
• North Eastern Health Board and South Western Area Health Board  
 
                   

The daily primary screening contribution of each staff member is a critical factor to enable 
the planning of staffing requirements to take place. The primary screening contribution 
(screening rate) of each staff member should be linked to performance with both an external 
and internal quality assurance process alongside training. The NHSCSP January 2003 
publication 14 “Laboratory Organisation” document recommends that that an annual number 
of 5,500 smears per annum per screener can be used for planning purposes (Pap). Also, that 
the number of smears screened per hour is eight  (Pap) when duties and breaks are excluded. 
The recommended screening rate (per attendance hour) is five. The implications of this 
publication is that the maximum screening rate per 24 hours is 32, the expected throughput 
average is 25 per 24 hours and it further recommends that screeners process / review a 
minimum of 3,000 slides per annum whether part time or not (for skill maintenance). 
 
 
To assist in the identification of staffing requirements this report proposes a model for a 
centre of excellence in the cytology service. This model is developed based on feedback from 
laboratory staff in the Republic during visits in March 2002 and site reference visits to 
laboratories in the UK, Scotland and Northern Ireland 
 
In the proposed cytology laboratory model reporting 50,000 smears per annum this report 
recommends there should be: 
• 2 consultant cytopathologists or histopathologists, one of whom is lead consultant with a 

minimum of seven sessions a week in cytology 
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• 1 chief medical scientist, with overall responsibility for the operation of the cytology 
laboratory and working with the ICSP 

• 1 senior medical scientist for every 10,000 smears. Each senior medical scientist should 
have responsibility for all or part of the following functions: checking referred smears, 
QA and accreditation, IT and failsafe, training and organising CME. Each senior member 
of staff should screen 2,000 primary smears annually 

• In laboratories using LBC techniques the potential exists to improve the output per 
medical scientists by 40% per annum. 

• In conventional laboratories each medical scientist should screen 5,000 smears annually 
• The model includes one extra medical scientist to cover maternity leave etc. 
 
The clinical cytology management team, comprising of the lead pathologist and the chief 
technologist, must have the appropriate autonomy and authority assigned to them to ensure 
that the requirements of the service agreement with the ICSP can be met. 
 

 
National Screening Lab with 50,000+ smears annually (Conventional/PAP)

Senior Medical Scientist (5)

Medical Laboratory Scientists 8+1 Clerical Staff,  Gd.III(5)  Gd.V(1) Lab Aides (2) Trainee in Cytology(2)

Chief I Cytology Medical Scientist

Consultant Cytohistopathologists
one Lead

Hospital CEO Service Agreement with ICSP

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
The ability of a cytology laboratory to expand its capacity is limited by the shortage of 
trained staff and the shortage of personnel from which to recruit trainees.  
 
The ICSP cytology survey February 2002 identified 14.5 WTE vacant medical scientist posts, 
of which six were in the largest laboratories. In one laboratory, 50% of the scientific staff was 
aged over fifty-five and the remaining seven were over forty. In another laboratory seven of 
the staff were under 30 years of age. The overall implication is that at least 11 staff will be 
retiring (with ten in the largest laboratories) in the next ten years. The total staffing 
requirement to meet a national programme, organised on a five-year screening interval, is 25 
over the next 5 to 10 years. This staffing requirement is based on existing staff being 
accommodated within national screening cytology laboratory structures and achieving the 
recommended output in a focused environment. 
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The recruitment and retention of medical scientists is a limiting factor to the national rollout 
of the cervical screening programme.   
 
There is a regulated number of trained medical scientists graduating each year. Of these 
graduates a small number (10%) major in cellular pathology and 20% of this group opt to 
train in cytology, approximately 2-3 per year. It takes one year to train a medical scientist 
(with a 5 year degree) in cytology and it takes two years for the trained cytologist to become 
a rapid screener, longer to become a checker. The attrition rate from trainees is approximately 
50% indicating a gross minimum trainee requirement of 50. 
  
All new trainees should successfully complete a recognised examination similar to the 
certificate in cytology offered by the NHSCSP in the UK within two years of completing 
their initial cytology training. The development of a similar course in Ireland should be 
considered. 
 
Following formal accreditation, a cytology laboratory should be adopted as the training 
school for medical scientist trainees on a time-release schedule whilst in training in one of the 
national screening laboratories. 
 
Senior medical scientists with responsibility for supervising trainees in the cytology 
laboratories should be trained trainers. Courses for training prospective trainers are currently 
available under the auspices of the Academy of Medical Laboratory Scientists (AMLS). As 
training becomes an immediate issue the approval of senior scientist posts in the screening 
laboratories is required to facilitate the process. Facilitating smear-taker training should be 
included in their role. 
 
To provide for the extra staff, the following strategies are suggested: 

(i) Encourage more student medical scientists to select cytology as an option by 
direct funding of students. 

(ii) Provide a financial incentive for ‘signing out’ cytology  
(iii) Develop a cytology major in the Biomedical Science degree 
(iv) Develop an add on degree in cytology allowing diploma holders in biology 

and applied science and persons with relevant pass degrees to train as 
cytologists  

(v) Recruit graduates into the Post Graduate Trainee Medical Scientist programme 
(vi) Recruit overseas. 

 
If these strategies do not yield the expected results then consideration should be given to the 
introduction of non-graduates in cytology training. 
 
Liquid based Cytology (LBC) has been proven to be at least as effective as traditional smear 
preparation but it offers the potential to reduce the unsatisfactory rate (by 7% average) and 
also to improve the output per medical scientist to primary screen 7,000 smears per annum. 
There are significant additional costs associated with this technique and the UK NICE report 
for the suitability of LBC in a national screening programme is due in August 2003.  
 
Quality assurance is the cornerstone of the programme. Healthy women who are encouraged 
to put themselves forward to participate in a cervical screening programme must find that the 
quality of the services provided meet their needs. For the programme to be effective in 
achieving its stated aim of “reducing the incidence of morbidity and mortality from cervical 
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cancer” an uptake rate of greater than 80% of the target population must be maintained. 
Given that it is expected that a woman will remain with the programme for 35 years it is 
critical that the quality of each point of contact between the woman and the programme is 
made as positive an experience as possible.  
 
To support the programmes commitment to quality assurance, three documents have been 
published. 
 

• The Quality Policy statement defines the purpose of the Programme and commits to 
meeting or exceeding the expectations of women registered with the Programme and 
the continuous improvement of the services offered. 

 
• The Charter for women outlines the standards of service, which the woman can expect 

from each of the linked service providers. 
 

• The QA December 1999 guidelines provide specific guidance and targets to be 
achieved by service providers.   

 
The cytology laboratories within the Programme should commit to work towards excellence 
in terms of their service provision. This involves not only providing an accurate reporting 
service but also a service that is fully committed to continuous improvement and to meeting 
the needs of women within the Programme. These requirements are new demands of cytology 
laboratories and involve a higher level of planning and openness to change. Laboratories 
wishing to provide a cytology service for the Programme should not underestimate this 
challenge. 
 
Specific quality assurance measures required by the programme of the cytology laboratories 
are the provision of data using standardised reporting tools, the observance of the QA 1999 
Guidelines, participation in external quality assurance schemes, the attainment of third party 
accreditation and engagement in the communication and planning process of the Programme. 
Potential national screening laboratories should be actively engaged in seeking accreditation 
within a defined timeframe. Standard operating procedures should be in place. The provision 
of accurate data between the linked service providers is critical to the appropriate 
management of women registered with the Programme and also for the organisation of the 
Programme itself. 
   
Contingency planning in the context of a national rollout of the programme could include the 
sending of smears to other laboratories within the EU that adhere to acceptable quality 
standards. The availability of additional laboratory capacity would be particularly useful to 
assist in an initial backlog situation or for smears taken outside programme policy.  
 
What is clearly required is a pragmatic approach to the provision of a national cervical 
screening service. This approach requires the establishment of national structures to define 
policy and directives issued to support the policies. 
 
Throughout this report a number of recommendations have been identified which reflect both 
the evidence from the survey and the approach proposed in this discussion. They are pulled 
together as a set in the next section. 
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RECOMMENDATIONS 
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5. Recommendations 
 
The following recommendations outline the requirements necessary for the preparation of the 
national Irish Cervical Screening Programme. 
 
1. The establishment of national structures to define policy and directives issued to support 

the policies 
 
2. The establishment of national QA structures to define and publish standards for the 

programme  
 
3. The selection of national screening laboratories 
 
4. The selected screening laboratories should be visited by the ICSP team to initiate a 

management and action plan for the laboratory 
 
5. Each laboratory should have a management structure with a named individual responsible 

for the service provision of the laboratory 
 
6. Clear lines of resource allocation, accountability and managerial accountability should be 

in place 
 
7. The selected laboratories are resourced to enable them to develop to become cytology 

centres of excellence based on the proposed model organisational structure and the 
attainment of third party accreditation 

 
8. The national laboratories should sign contracts for service provision with the ICSP 
 
9. Laboratory management should support the work of the medical laboratory scientists in 

their primary screening work by maximising daily output in a safe environment 
 
10. Standard rates of working, in normal time, for medical scientists should be defined 
 
11. Special action should be taken to recruit staff 
 
12. There should be two consultants in each of the national screening laboratories with one 

lead consultant cyto pathologist or histopathologist with an interest in cytology with the 
majority of sessions per week dedicated to cytology. The lead histopathologist should be 
responsible for clinical decisions 

 
13. The selected national screening laboratories should work solely on smears originating 

within the programme 
 
14. Catchment areas for laboratories should be assigned to facilitate capacity planning in the 

service 
 
15. Additional cytology training posts should be made available at the national screening 

laboratories 
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16. There should be a cytology laboratory identified as a training school for training 
cytologists 

 
17. All new trainees should successfully complete an accredited certificate of cytology before 

reporting smears 
 
18. New and emerging technologies should be considered 
 
19. A standardised cytology referral form should be used nationally 
 
20. Cytology laboratories should adhere to the policy of the Department of Health and 

Children that recommends a 5-year recall following 2 consecutive negative smears 
 
21. Laboratories must seek accreditation within a defined time period to participate in the 

national screening programme 
 
22. An ICSP QA team should visit and review laboratories to ensure management 

arrangements are in place to deliver high quality service 
 
23. There should be a common statistical return form completed by laboratories annually 
 
24. There should be clear procedures for staff that feel that management is failing to respond 

to their concerns. These procedures should include access to someone outside the 
laboratory / hospital 

 
25. A contingency plan should include giving smears to other laboratories that adhere to 

acceptable quality standards 
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6. Conclusion 
 
In the context of a national programme there are issues emerging from this survey in terms of 
manpower, physical buildings, equipment, productivity and laboratory capacity. This report is 
the first baseline evidence of activity nationally for the cytology service. Of the fourteen 
laboratories carrying out cytology in 2001, it is apparent that there is a high level of 
professionalism and interest within the specialty that provides the direction needed for future 
developments. Accreditation for cytology laboratories has to be a primary focus aligned with 
internal controls and standard operating procedures. Ethical and medico legal issues can be 
addressed within this framework. Requirements for accreditation may prove a difficulty for 
some of the smaller laboratories.  
Policy decisions need to be taken immediately to begin the process of capacity building for a 
national rollout of the Cervical Screening Programme. A good laboratory network is essential 
before a national programme can be instigated. 
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GLOSSARY 
 
The following terms and definitions are used in this report. 
 
Cervical Cancer  

Cancer arising from the uterine cervix. By definition malignant cells have spread 
beyond their natural boundaries (e.g. for squamous carcinoma the malignant 
squamous cells have spread beyond the squamous epithelium). In other words they 
have at least broken through the basement membrane of the cervical epithelium. The 
very great majority (circa 95%) of cervical cancer is of the squamous variety. 

 
Cervical Cytology  

Microscopical examination of cells scraped from the surface of the epithelium of the 
cervix. 

 
Cervical Intraepithelial Neoplasia (CIN) 

Cervical Intraepithelial Neoplasia is not cancer. It is a histological (examination of a 
tissue biopsy) diagnosis. It describes varying degrees of abnormality of the cells 
within and confined to the epithelium (cervical lining or ‘skin’). There are three 
grades of CIN. 

 
CIN I  

Mildly abnormal cell characteristics exist. The specificity of cervical smears which 
suggest the possibility of CIN I is low. The chance of progression to CIN III and or 
cancer is relatively small and the likelihood of regression is relatively high. 

 
CIN II  

Moderately abnormal cell characteristics exist. The specificity of cervical smears 
which suggest the possibility of CIN II is high. The chance of progression to CIN III 
and or cancer is relatively high and the likelihood of regression is relatively low. 

 
CIN III  

Severely abnormal cell characteristics exist. The specificity of cervical smears which 
suggest the possibility of CIN III is very high. 

 
Colposcopy  

Low power magnification, light illuminated examination of the cervix. 
 
Dyskaryosis  

Term used in cytology to describe nuclear abnormalities in cervical cells. Dyskaryotic 
cells are classified as mild, moderate and severe and correlate with CIN I, CIN II and 
CIN III. 

 
Internal quality control (IQC)  

IQC is the integral and systematic process of monitoring all laboratory functions to 
ensure continuing reliability of results and compliance with agreed protocols.  IQC in 
the cytology laboratory is a prerequisite to ensuring that the agreed processes are 
followed and documented.  It also ensures that these processes are carried out to 
expected standards or within expected limits. 
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Negative predictive value 

Is the proportion of test-negative women who do not have CIN. It is a measure of the 
likelihood that someone with a negative test is actually disease free. 

 
Positive predictive value 

Is the proportion of test-positive women who are truly positive. It can be considered a 
measure of the likelihood that a woman with a positive test truly has CIN. 

 
Primary Screener 

Primary screeners are usually regarded as those trained cytology staff who do the first 
screen of cervical smears in the laboratory. They may be basic grade or senior 
medical scientists. 

 
Checker 

 Is a medical scientist experienced in screening cervical smears who screens smears  
before they are sent to the pathologist. 

 
Quality Assurance 

Quality assurance in cervical cytology is designed to achieve an 
acceptable reliability and consistency in the results produced in the cytology 
laboratory. A satisfactory staff/workload ratio, adequate clerical backup and 
computerisation are essential to facilitate good quality assurance: 

 
Internal quality assurance (IQA)  

IQA refers to the procedures introduced by the staff in the laboratory to monitor 
results and ensure that they are of a sufficiently high standard to be released. 

 
External quality assurance (EQA)  

EQA refers to systems of objectively checking laboratory results or reports by an 
external agency for the purpose of promoting a high standard of performance and 
establishing comparability between laboratories. 
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Appendix 
 
Resource sites 
 
The following documents are available in PDF format on website www.icsp.ie 
• The Report of the Department of Health Cervical Screening Committee Dec 1996 
• Quality Assurance for the Irish National Cervical Screening Programme (Dec 1999) 
• Phase One Cervical Screening Programme Mid-Western Health Board Annual Report 

2001 
 
Additional resource sites for health and safety are: 
 
• Health and Safety Authority (www.has.ie)  
• National Standards Association of Ireland (www.nsai.ie)  
• Health and Safety Executive (www.hse.gov.uk). 
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APPENDIX 2 
 
LABORATORY ACHIEVABLE STANDARDS AND GUIDELINES 
 
The document “Quality Assurance Guidelines for the Irish National Cervical Screening 
Programme (1999)” as well as making recommendations to improve QA also identified 
targets that could be used to ensure QA throughout the laboratory processes. Targets and 
measures to track performance are identified in the document and presented in the following 
sections. 
 
CYTOPATHOLOGY LABORATORY PROCESSES 
 
The QA document recommended that every laboratory should have a standard operating 
procedures manual (S.O.P.) for every aspect of cytology screening. 
 
TARGET 1 Operational Protocols MEASURE 

 
99% of smears should be received, processed and 
reported according to the lab SOP manual. 

Chief lab technologist to monitor/identify those 
cases which have not been managed according to 
SOP. 

 
 

 

TARGET 2 Turnaround Time MEASURE 
 

95% of smears should have been reported back to 
the referring smear taker and the central 
programme register within 20 working days of the 
date of receipt of the smear preparation in the 
laboratory. 

Each lab to (computer) record the turnaround time 
at least monthly. 

  
REPORTING ROUTINES  
  
TARGET 3 Terminology MEASURE 

 
98% of all smears should be reported using the 
BSCC (CIN) terminology. 

NO DETAILS 

 
 

 

TARGET 4 Borderline Smear Assessment 
 

MEASURE 

100% of all borderline dyskaryotic smears should 
have been seen and signed out by the consultant 
cytopathologist. 

Each lab to keep a (computer) record of all 
reports, including those smears seen and signed 
out by the consultant cytopathologist and those 
which are borderline dyskaryotic. 

 
 

 

TARGET 5 Recommendations for Clinical 
Management 
 

MEASURE 

100% of borderline or dyskaryotic smear reports 
and those where there is a known previous history 
of borderline or dyskaryosis should contain a 
recommendation for clinical management. 

Routine reporting form to contain a section 
entitled “recommended plan of management”.  
Number of unfilled forms to be monitored in each 
laboratory. 
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TARGET 6 Smear Adequacy MEASURE 

 
95% of unsatisfactory or inadequate (laboratory 
criteria) smears to be followed up by the 
laboratory assisting in providing a list of smears 
for repeat. 

Computer record of all unsatisfactory or 
inadequate smears to be kept in each laboratory.  
Specific recommendations to be sent to the 
referring smear taker as part of the report. 

 
 

 

TARGET 7 Staffing Levels 
 

MEASURE 

All laboratories to be adequately staffed (see text) Department of Health to keep register of each lab 
staff complement and to define schedules for 
achieving the recommended complement. 

 
 

 

TARGET 8 Smear Throughput MEASURE 
 

100% full time equivalent screeners to screen 
between 3,000 and 5,000 smears annually.  
Consultant cytopathologists to see no less than 
500 cervical smears per annum. 
 

Continuous computer monitoring of each staff 
member’s workload. 

  
TARGET 9 Training MEASURE  
100% of staff to be involved in continuous 
education programme (see text). 

Laboratory (logbook) documenting each staff 
member’s continuing education status. 

 
 

 

TARGET 10 Failsafe MEASURE 
Every month the laboratory will report to the 
smear taker the details of those smears on which 
the follow up has been delayed by three months. 

The number of expected repeat smear results, 
which are not available, compared to the number 
that are available. 

 
 

 

TARGET 11 EQA MEASURE 
100% of all laboratories must participate in an 
acceptable External Quality Assurance (EQA) 
scheme. 

A list of all laboratories to be requested to 
indicate EQA practices, on a yearly basis. 
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