STRICTLY PRIVATE AND CONFIDENTIAL – FOR ADDRESSE ONLY


DR [INSERT GP NAME]

[INSERT GP ADDRESS]

[INSERT DATE]

Dear Dr [NAME],
One of your patients has been diagnosed with invasive cervical cancer.  In line with the NHS Cervical Screening Programme (NHSCSP) Publication Number 28 “Audit of Invasive cervical Cancers” this woman’s cervical screening history, incorporating primary care data, call and recall, cytology, histology and colposcopy, is being reviewed.  The data will be collated regionally at the (INSERT QA NAME) Cervical Screening Quality Assurance Reference Centre and, in an anonymised form, a subset will be provided to Cancer Research UK in order to evaluate the NHSCSP.  The woman named below has been informed of the review and if she wishes to know the results, they will be reported to her by her diagnosing/treating gynaecologist or oncologist.  If she does not wish to know the results but changes her mind in the future she can be re-referred to her consultant who will provide the results.  Further details on the audit and related policies can be found at the end of this letter.
The NHSCSP has approval to carry out the exchange of this confidential patient data between the relevant organisations under Section 60 and the Health and Social Care Act via approval by the Patient Information Advisory Group.  Women invited for screening receive a leaflet which explains how their data may be used in auditing the NHSCSP and ensuring that women are cared for appropriately.  By attending for screening women are consenting to their information being used in these activities.  
The current details of this patient are:

	Name:
	[ INSERT NAME]  

	Date of Birth:
	[INSERT DATE OF BIRTH]

	NHS Number:
	[INSERT NHS NUMBER]

	Patient Address:
	[INSERT ADDRESS]

	Date of diagnosis:
	[INSERT DATE OF DIAGNOSIS]

	Date when registered with current GP:
	[DATE WHEN REGISTERED WITH CURRENT GP]




In order to carry out a full review for this woman it is essential that all information recorded on paper and electronically regarding her cervical screening history and any relevant gynaecological symptoms are obtained.  Issues relevant to this woman are summarised in the form on page three.

Due to the importance of obtaining a complete screening history for each woman I would appreciate it if you could complete and return the attached form.  Please contact me if you have any queries about the audit in general or this patient (contact details below).  
As this document contains confidential patient identifiable information please double wrap the completed form in two envelopes, both fully addressed to myself marked private and confidential for the addressee only.
Lead contact details

[INSERT LEAD CONTACT NAME OR NOMINATED CLINICIAN (as agreed locally)]

[INSERT LEAD CONTACT ADDRESS]

[INSERT LEAD CONTACT PHONE NUMBER]

[INSERT LEAD CONTACT E-MAIL ADDRESS]

Please return by [INSERT DATE (two working weeks after date sent)]

Lead contact signature.

Further information is available at:

Cervical screening invitation leaflet

http://www.cancerscreening.nhs.uk/cervical/publications/in-04.html 
National invasive cervical cancer audit http://www.cancerscreening.nhs.uk/cervical/publications/nhscsp28.html
National guidance on the disclosure of results

http://www.cancerscreening.nhs.uk/publications/cs3.pdf 
GP details

[INSERT NAME]

[INSERT ADDRESS]

[INSERT DATE INFORMATION REQUESTED AND DEADLINE]
Patient details

	Name:
	[ INSERT NAME]  

	Date of Birth:
	[INSERT DATE OF BIRTH]

	NHS Number:
	[INSERT NHS NUMBER]


Please tick one of the following options:

	GP records checked – form completed and returned to Trust.
	

	GP records checked and no relevant information available – please return form to Trust.
	

	GP records not checked – please return form to Trust.
	


	Time periods when the woman was eligible for screening but has no cytology records.
Time period of gaps in screening:

From:                               To:

Reason (please tick all that apply):

Private screening

Pregnancy 

Hospitalisation

Travelling / living abroad

Treatment for another condition

Opted out of screening

Reason not known

Other (please specify below)

Other ________________________________________________________________________

	Non-attended colposcopy appointments.

Date(s) of non-attended colposcopy appointments:


1)                             

Reason (please tick all that apply):
Private health care

Pregnancy 

Hospitalisation

Travelling / living abroad

Treatment for another condition

Defaulted appointment 

Reason not known
Other (please specify below)
Other  ________________________________________________________________________

2)

Reason (please tick all that apply):

Private health care

Pregnancy 

Hospitalisation

Travelling / living abroad

Treatment for another condition

Defaulted appointment 

Reason not known

Other (please specify below)

Other  ________________________________________________________________________


	Relevant symptoms and clinical indications reported at the following consultations and appointments.

1)
Relevant symptoms and clinical indications (please tick all that apply):
Post-menopausal bleeding

Post-coital bleeding

None

Inter-menstrual bleeding

Persistent vaginal discharge

Suspicious cervix

Other (please state below)

Other  ________________________________________________________________________
If known, frequency of symptom (if relevant):

Single episode

Repeated


2)

Relevant symptoms and clinical indications (please tick all that apply):

Post-menopausal bleeding

Post-coital bleeding

None

Inter-menstrual bleeding

Persistent vaginal discharge

Suspicious cervix

Other (please state below)

Other  ________________________________________________________________________

If known, frequency of symptom (if relevant):

Single episode

Repeated


3) 

Relevant symptoms and clinical indications (please tick all that apply):

Post-menopausal bleeding

Post-coital bleeding

None

Inter-menstrual bleeding

Persistent vaginal discharge

Suspicious cervix

Other (please state below)

Other  ________________________________________________________________________

If known, frequency of symptom (if relevant):

Single episode

Repeated

4) 

Relevant symptoms and clinical indications (please tick all that apply):

Post-menopausal bleeding

Post-coital bleeding

None

Inter-menstrual bleeding

Persistent vaginal discharge

Suspicious cervix

Other (please state below)

Other  ________________________________________________________________________

If known, frequency of symptom (if relevant):

Single episode

Repeated


5) 

Relevant symptoms and clinical indications (please tick all that apply):

Post-menopausal bleeding

Post-coital bleeding

None

Inter-menstrual bleeding

Persistent vaginal discharge

Suspicious cervix

Other (please state below)

Other  ________________________________________________________________________

If known, frequency of symptom (if relevant):

Single episode

Repeated


6) 

Relevant symptoms and clinical indications (please tick all that apply):

Post-menopausal bleeding

Post-coital bleeding

None

Inter-menstrual bleeding

Persistent vaginal discharge

Suspicious cervix

Other (please state below)

Other  ________________________________________________________________________

If known, frequency of symptom (if relevant):

Single episode

Repeated


7) 

Relevant symptoms and clinical indications (please tick all that apply):

Post-menopausal bleeding

Post-coital bleeding

None

Inter-menstrual bleeding

Persistent vaginal discharge

Suspicious cervix

Other (please state below)

Other  ________________________________________________________________________

If known, frequency of symptom (if relevant):

Single episode

Repeated

If insufficient space on this section please continue in the ‘any additional information’ box at the end of this form

	Relevant symptoms and clinical indications reported at any other appointments.
1) Date reported:  

Please tick all that apply:
Post-menopausal bleeding

Post-coital bleeding

Inter-menstrual bleeding

Persistent vaginal discharge

Suspicious cervix

Other (please state below)

Other  ________________________________________________________________________

If known, frequency of symptom (if relevant):

Single episode

Repeated

Action taken:___________________________________________________________________

______________________________________________________________________________


2)  Date reported:  

Please tick all that apply:
Post-menopausal bleeding

Post-coital bleeding

Inter-menstrual bleeding

Persistent vaginal discharge

Suspicious cervix

Other (please state below)

Other  ________________________________________________________________________

If known, frequency of symptom (if relevant):

Single episode

Repeated

Action taken:___________________________________________________________________

______________________________________________________________________________


3)  Date reported:  

Please tick all that apply:
Post-menopausal bleeding

Post-coital bleeding

Inter-menstrual bleeding

Persistent vaginal discharge

Suspicious cervix

Other (please state below)

Other  ________________________________________________________________________

If known, frequency of symptom (if relevant):

Single episode

Repeated

Action taken:___________________________________________________________________

_____________________________________________________________________________

If insufficient space in this section please continue in the ‘any additional information’ box at the end of this form


	Method patient was diagnosed

Please tick the option which applies and provide dates and symptoms where possible:
Referral to colposcopy after an abnormal cervical screening sample
Date of referral and relevant symptoms:
____________________________________

Referral to colposcopy due to clinical symptoms
Date of referral and relevant symptoms:

____________________________________
Referral to outpatient gynaecology
Date of referral and relevant symptoms:
____________________________________
Admission to accident and emergency

Date of admission and relevant symptoms:
____________________________________
Other

Please specify:
____________________________________
Other  ________________________________________________________________________


	Any additional information that may be relevant
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