Budget Initiative Summary Template

This template seeks a high-level summary of the Budget 2016 significant initiatives. Agencies are M
required fo complete the blue fields - your Vote Analyst will complete their assessment in the grey [Social Sector/
fields. Flease also refer to the Guidance document available on CFISnet, which provides detail on BGA/Capital

supporting information requirements for your initiatives. This supporting information must be provided [Other]
fo your Vote Analyst.

Vote Health

Responsible Minister Hon Dr Jonathan Coleman

Initiative title National Bowel Screening Programime @

Initiative description People aged 60 - 74 will be offered free screening for bowel c@%@ @

The bowel screening programme will mail a screenin
blood test (iFOBT) to eligible people aged 60-7

they are present. Those with
a negative iIFOBT result wi
years' time while they remain, eligibhle:

ance colonoscopies for those people who

There will.alse iremen! foreng .w
ar% iioligh €creenjng-a %*- risk of bowel cancer.
egervice deliv odelwillbe-based on that of the Bowel Screening Pilot in Waitemata
@ DHE and 'I nationally to cover all DHBs by the end of 2019,
% & aims to reduce the number of people who develop and die from bowel

@ Bowel scr
@ r-The two objectives of bowel screening are:
%@% 1. To diagnose and treat bowel cancer at an early curable stage

2. To identify and remove pre-cancerous lesions before they become cancer.
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Vote Analyst [Support/Do not support/Partial support/Defer]

Recommendation [Please provide a short explanation of your recommended funding option]
Degree of government  [Pre commitment/manifesto commitment/discretionary]

commitment ;

Supporting Informatlon

Please list the supporting documents
provided to your Vote Analyst.

Has Cabinet previously considered this
initiative? Please provide a Cahinet
reference and any supporting material,

Vote Aﬂalyst Comment

ernm

tis inten
who

-How does this initiative relate to current
activity(s) undertaken by your agency
andlor by others across the State
Sector

A F’-rografnme Businesé Caseis béing d‘evefo-pe.d in preparatibn for Budget
hid 2016. A Cabinet paper with an update on the outcomes of consultation is
provided to SOC for their 02 December 2015 meeting.

Cabinet previously considered and approved funding for a bowel screening

pilot commencing 2012 to 2015 [CAB Min 10 (12/6B)]. A 2 tension fo «

the pilot was approved by cabinet as part of Budge
Cabinet agreed that the ministry should cons

model, service configuration and assogia me 3 dmfrastru { @
needs fo inform a business casefd of a natiopal ho el 5 r

programme [SOC Min 91 01

safety of health services.

Infroduce a bowel screening programme to people age 60-74 to reduce
mortality from bowel cancer.

The bowel screening programme will mail a screening test - a faecal occult
blood test (iFOBT) to eligible people aged 60-74. The iIFOBT detects trace
amounts of blood which may indicate the presence of bowel cancer. Those
participants who have a positive iFOBT result will be offered a colonoscopy.
The colonoscopy can detect polyps and cancers if they are present. Those
with bowel cancer will be referred on for reafment. Those who have a
negative iFOBT result will be retumed fo the screening programme and re-
invited in two years' time while they remain eligible.

Parficipants in the programme are likely to have their cancers detected at an
earlier stage than those not detected in the programme. Funding is also
included for those people who are identified at increased risk of bowel cancer
requiring ongoing surveillance colonoscopies.

This initiative will build on the bowel screening pilot currently underway in the
Waitemata DHB region. Results from the first screening round in the pilot are
positive and show that the programme is safe, effective and acceptable. In
addition, there has been significant investment (around $11 million) in
colonoscopy service provision over the past three years which has seen a



65% reduction in the number of people waiting longer than the target time for

a colonoscopy.
Please list the agencies or non- District health boards, NGOs, private endoscopy providers, primary care
government organisations that you providers and Maori and pacific health providers were part of the sector
have consulted in the process of consultation in late 2015. In December 2015 the Ministry will consult with Te
developing this initiative, Puni Kokiri, Ministry of Pacific Island Affairs, Treasury, Ministry of Social

Development and Department of Corrections,

Vote Analyst Comment :
[Please rate this initiative's alignment with Government priorities on a scale from 0-5. Please also provide a short comrment
on the answers provided by your agency — does this initiative align with the strategic intentions of the agency as outlined in

Impact Analysis

: v

Provide a summary of the costs and | Costs

benefits of this proposal. @
»  Costd creening programme
® @I Uurden on(colanas d pathology related capacity
inclurdi ;

ng workferee'a capacity

Adyerse.s ollowing colonoscopy
% e Irees, more people survive longer

@ ental health considerations as people waiting for a colonoscopy

@ following a positive test may become anxious if wait times are too
@ long.
@ K% Benefits

@ *  Bowel screening will produce a pronounced shift in the proportion of

% palients being diagnosed with cancers at an earlier stage (ie the
cancer is less advanced). In the unscreened population only 13% of
all cancers are found at Stage 1, in the screened population 39% of
@ cancers are found at Stage 1.

* International publications estimate a reduction in the mortality rate
of between 16% and 22% (for the cohort screened) 8-10 years
following the implementation of a screening programme. Based on
current mortality rates in the target population we could expect

between 70 and 100 fewer deaths from colorectal cancer each year
after eight years of a national bowe! screening programme.

*  Arecent study from Ireland estimated 0.0237 QALYs saved per
person screened over and above the option of not screening. The
price of a QALY is currently estimated as $38,110.

Other benefits include

e Areduction in the incidence of bowel cancer by locating and
removing pre-cancerous lesions prior to them becoming cancers



What alternative options did

consider? Why did you
preferred optlon@

s Fewer Emergency Depariment (ED) admissions required as
patients are diagnosed earlier through screening

» Decrease in hospice/paliiative care requirements through higher
survival rates

o Increase in workforce as people are more likely to be retained in the
workforce if diagnosed with bowel cancer early

» |dentification of known genetic cancers in more families

« Raising awareness. National advertising campaigns will encourage
awareness of bowel symptoms which may encourage earlier
detection in the unscreened population

glogy-and cancer
services may improve in quality and timeli totheimposed
rigor of the new screening progra

Improving our standing withoter EC untries which ¢ r%ﬂt
shiows New Zealand e: LR hest ra I cant er
mortality

i collection-dnd n Better
fion will sap en arkmg and evaluating

g to improved quality

e  The halc effect. Symptomatic, surveillance, pa

opy if they had symptoms or are at increased risk of bowel
~This option was discarded because New Zealand has one of
e highest rates of howel cancer in the developed world and the
beneﬁts of a national bowel screening programme would not be
realised.

Option 2 - Basic: Screening to people aged 60-74, no primary care
involvement in results management and no funding for surveillance
colonoscopies.

Introduce a screening programme to people age 60-74 but only fund
the basic screening pathway. This option was seen as being
achievable given the current workforce capacity and the screening
programme would generate an additional 9300 colonoscopies in the
first full year.

This option was discounted as it did not include primary care
involvement and did not include ongoing surveillance colonoscopies.
Surveillance colonoscopies are currently undertaken and funded by
DHBs many of whom struggle to keep up with referrals. Therefore it is
unlikely that DHBs could undertake the additional surveillance
colonoscopies if they were not funded. The recent gains made with
additional funding to DHBs to reduce wait times for colonoscopies
would be lost. Because the referral to surveillance was as a result of
screening, there is a duty of care fo that patient to have the complete

N



screening process funded.

This option did not involve primary care in positive results
management; which has been shown to be beneficial to promoting
equity and engagement in bowel screening. By not involving primary
care a howel screening programme would be less aligned with the
principles of the New Zealand Health Strategy.

Option 3~ lntegz;ated + Screening to people aged 60-74, primary care
involved in results management, but no funding for surveillance
colonoscopies.

Introduce a screening programme to people age 60-74 and enable
positive iFOBT results to be managed by the patientsrin
provider, which is more in line with the principles
Health Strategy. The programme would be 1

integrated screening pathway but ng
colonoscopies.

dillanice co onoscopies if they were not
ith additional funding to DHBs to

I8 Was as a result of screening, there is a duty of
to have the complete screening process funded.

The preferred option

Option 4 ~ Complete: Screening to people aged 60-74, primary care
involved in results management, and funding for surveillance
colonoscopies.

This option was chosen as it is achievable in terms of capacity and is
supported by the sector. It is more in line with the principles of the New
Zealand Health Strategy, and more likely to ensure DHBs are able to
safely manage surveillance colonoscopy demand as a result of
screening. Analysis of the pilot data shows that an age range of 60-74
years, with an increased positivity threshold (ie the level at which blood
is detected in the sample) compared with the pilot (which is similar to
levels used in other OECD countries):

o will detect the most cancers possible within an achievable
number of colonoscopies.

*  will minimise the risk of adverse events from colonoscopy
when compared to the number of cancers detected

s s the most cost effective age range.



Vote Analyst Comment 7 : .
[Please rate this initiative on a scale from QeSIrEﬂe_ct'in.g the benefits relative o the costs. Please explain your rating and
provide a short comment on the quality of the cost-benefit analysis and the reliability of the inpus.]

Legislative and Regulatory Implications

Please detail any legislative N/A
implications and whether the RIA
requirements apply.

Vote Analyét Comment

[Please use this space to ihs-ertAt_Hé QAhs'tate:r,‘h.é'r'lrt if appi_icab'-lé. See pag'e 21 E@f'the gui&arnce for inf_on."na".
the RIA team if you have any questions.] ..

Affordability

What strategic trade-offs would be
required to fund this initiative from
haselines?

Provide an option for scaling, phasing
andlor deferring this initiative.

Describe the implications on service

delivery if this funding is not a
or deferred. of the programme is delayed will resultin:

;, I a whole cohort of people aged 74 years (over 36,000 people) not
v % being offered bowel screening in their lifetime
w » 81 cancers not detected in year one of the phased roll out
% s adelay in detecting an estimated 700 cancers across the whole
% country by the time full roll out is achieved

@ E% »  continuing services in Waitemata in the interim will cost $6 million
per annum,

Vote Analyst Comment A L T _
[Please provide a brief comment on the quality of the agency's Four-year Plan and discussion of strategic trade-offs. Do you
agree with the agency’s assessment of the impact of not approving this initiative?]

Delivery and Risk Management

What are the risks to delivering this Risks and mitigations
initiative? How will these risks be o  The establishment of a national IT system in the roll out timeframe.
mitigated? The risk will be mitigated by extending the Pilot IT system to

accommodate a national programme, either for first tranche DHBs
or whole programme. Adequate CAPEX funding needs to be
secured to fund the delivery of high quality IT support



* Inequalities in barticipaﬁon will further exacerbate inequalities of
outcomes, This will be mitigated by ensuring KP! reporting for
participation along the pathway broken down by various groups.
Also need to ensure good engagement with Maori and pacific
stakeholders at governance (and all) levels. The ability to monitor
quality/consistency/safety along the pathway. This will be mitigated
by ensuring there is budget provision and adequate services
available for adequate [T reporling systems

»  The additional burden of surveillance colonoscopies on the
workforce. The risk will be mitigated by ensuring adequate funding
is available for additional surveillance colonoscopies; good

workforce modelling and ongoing implementation kforce
initiatives such as nurse endoscopy.
= The pilotis already generating dema eillance @

[}l
colonoscopies. The DHB is resper |{e'bl follow-up of thes
nt;Fed throtgh

are 10e

What capability is require dertake this initiative exists in the Ministry and the health
this mltiahve? Do bl ity em 1§ re will be capital requirements in terms of theatres and IT system
or will it ment. In addition, Health Workforce NZ will work with professional
bodies and DHBs to support adequate training and increased numbers, in
particular for endoscopisis and pathologists,

"Vote A!’d stC 0mw=rt

e sérvice delivery.)

Implementation and Evaluation

How will this initiative be managed and  Implementation will be overseen by a dedicated team at the Ministry of
implemented? Health, with advice from a bowel screening advisory group. The Ministry will
continue to work closely with the sector to support increased colonoscopy
volumes and lessons learned from the pilot will continue to inform a national
roll out. Governance arrangements will continue to include both sector and
pilot expertise.
Bowel screening will be rolled out in three implementation franches. DHBs
each require different amounts of time to prepare for bowel screening
depending on their state of readiness. The provisional configuration of those
franches are:
1. 2017 - An additional screening site will be added to the pilot in early



2017. Tranche 1 will also include setting up a national coordination
centre and further development of the bowel screening IT system
ready for the remaining DHBs: The pilot will be transitioned to the
national programme in late 2017. :

2. 2018: Implementation of bowel screening in nine further DHBs.
Tranche 2 will also include set up of regional bowel screening
centres.

3. 2019: Implementation of bowel screening to the final nine DHBs.
Funding will be made available up to one year in advance (or longer for the
small number of DHBs with capital requirements) to support the required
implementation planning and development of service providers prior to
commencement.

When will this initiative be evaluated
and how will performance be assessed?




