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Appendix 1: Initial Findings - Bowel Screening Pilot

The Bowel Screening Pilot (BSP) commenced in late 2011 with the invitation of the “irst 500’. These 500
participants (from a single Primary Health Organisation (PHO) in Waitemata) were invited prior to the BSP
officially commencing. Lessons learnt from the “first 500’ were incorporated into the service delivery model
for Round 1, which commenced in January 2012. The overview of the screening pathway is shown below.
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The first screening Round (lasting two calendar years) invited almost 122,000 people identified from the
National Health Index (NHI) database as being eligible. The population register used in the BSP is a first for
screening in New Zealand. Other screening programmes use an ‘opt on’ model, asking potential
participants to enrol themselves in the screening programme. The BSP uses an ‘opt off’ model: identifying
and inviting the cohort of people living in Waitemata DHB region who would be aged between 50 and 74
years during the pilot timeframe. These potential participants could opt off at any point along the bowel
screening pathway if they chose.

Colonoscopy

The population register is kept as up to date as possible (via linkages with the NHI database, via manual
update by the team at the Waitemata co-ordination centre and through data uploads from the New
Zealand Cancer Registry) which ensures demographic information is as reliable as possible.

The first screening round (known as the prevalent round) saw a participation rate of 56.8 percent (Ministry
of Health, 2015) for the eligible population (50-74 years), with almost 70,000 people returning a correctly
completed iFOBT kit to the laboratory. International guidelines suggest a participation rate of at least 45
percent is acceptable,

Whether an iFOBT kit is positive depends on the amount of Haemoglobin found in the kit's buffer solution.
Upon analysis, the average Round 1 positivity rate was found to be 7.5 percent (Ministry, 2015) which was
at the higher range of what is found internationally. This equated to 217 people being found to be positive
per month,

Participants with a positive iFOBT were then informed (via their GP or through the co-ordination centre)
that they may be eligible for a colonoscopy, dependant on eligibility criteria. Approximately 95 percent of
all those with a positive screening test went on to have a colonoscopy (or a CT colonography if
appropriate).
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More than two thirds of people receiving a colonoscopy required bowel polyps to be removed during the
procedure. This is a higher proportion than that reported from other population based screening
programmes using iFOBT*®.

4.3 percent of all colonoscopies led to a finding of bowel cancer in Round 1. Mare than 60 percent of these
cancers were identified as being at stage | or stage I, meaning that the cancer had yet to spread to other
organs. A recent New Zealand study (Health Research Council and Ministry of Health, 2015) showed that
for the unscreened population, approximately 40 percent of bowel cancer patients had a stage at diagnosis
of stage | or stage Il

Stage at diagnosis is an important indicator of the success of any screening programme, as finding a cancer
at an early stage has a huge impact on the cost-effectiveness of the programme, both in terms of financial
benefits to the health system, and in terms of survival and quality of life of affected people.

The numbers of cancers found per colonoscopy in the BSP was at the lower end of the range expected
internationally. However, the threshold for positivity of the BSP iFOBT analysis was set at a low level when
compared to threshold now being used in other countries with population screening programmes using
iFOBT. The threshold for positivity for the pilot was set at this low level (as had been the situation for other
pilot studies internationally) to ensure the maximum amount of data was available to make a robust
decision regarding the most appropriate and feasible bowel screening options for NZ.

The pilot data demonstrated that If the threshold for positivity of the iFOBT kit was increased to similar
levels used in other OECD countries, it would result in both more cancers being found per colonoscopy
undertaken and a reduction in the unnecessary risk of colonoscopy for people who had a low level of
haemoglobin in their sample and therefore a lower risk of being identified to have cancer or significant

polyps.

The pilot data has been analysed, at a variety of different age ranges, to determine the threshold for
positivity that maximises the detection of cancer while minimising the number of colonoscopies performed
in individuals at a lower risk of having cancer or significant polyps. Elevating the threshold for positivity also
substantially reduces the burden on the colonoscopy and pathology workforce and thereby increases the
cost effectiveness of the entire programme.

In addition to finding cancers, within the BSP during the first screening round, almost 50 percent of
individuals proceeding to colonoscopy were identified to have non-cancerous polyps known as adenomas.
Almost half of those with adenomas in the first screening round were reported on histology to have
‘advanced’ adenomas, which have an increased likelihood of developing into bowel cancer in the future.
Consequently the success of the BSP is not confined to detecting cancer because removal of advanced
adenomas will reduce colorectal cancer incidence in the long term.

As seen in all international screening programmes, participation reduces in Round 2, and this has also been
seen in the New Zealand context. Remaoval of participants from the population pool due to them testing as
positive in Round 1, means that subsequent screening populations slowly move to being, on average, less
likely to produce a positive result —i.e. the population pool slowly shifts to a more healthy state.

Round 1 (consisting of all those invited from 1 January 2012 to 31 December 2013) showed results that
were anticipated from other OECD bowel screening programmes. Round 2 (all those invited from 1 January
2014 to 31 December 2015) cannot be evaluated fully until all those invited have returned their kit (if they
intend to) and have moved through the entire screening pathway. The draft analysis including Round 2 is
expected to be available in mid-2016. Indications are that Round 2 is proceeding as expected, with results
comparable to those seen in other international programmes.

%% European guidelines for quality assurance in colorectal cancer screening and diagnosis (2010).
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Three issues identified in the first round of the New Zealand pilot are risks for a national rollout: workforce
resource implications for colonoscopy, for pathology and inequitable participation in the programme with

respect to ethnicity and deprivation.
Workforce implications for colonoscopy

The positivity rate for the Bowel Screening Pilot was towards the upper end of the expected range of six to
eight percent and consequently the number of colonoscopies required was at the upper end of the
anticipated range The pilot demonstrated that it took several months to build up to the required steady
state of colonoscopy.

Once the BSP moved in to Round 2, and the test positivity rate for the population naturally became lower,
there was a resultant reduction in the numbers of colonoscopies.

Lessons from the BSP, with respect to colonoscopy volumes, would be factored into planning for a national
service and advice to DHBs regarding monitoring and planning colonoscopy services for the NBSP.

Workforce implications for pathology

The test positivity rate experienced in Round 1 of the Pilot resulted in the need for colonoscopy
requirements at the upper end of the anticipated range. In addition, more than two thirds of all those
people receiving a colonoscopy required bowel polyps to be removed during the procedure (a higher
proportion than that reported from other population based screening programmes using immunochemical
faecal occult blood tests). The high number of polyps requiring histological investigation put pressure on
the pathological workforce at the contracted laboratory.

The findings from the BSP would be factored into planning for a national service and advice to DHBs around
monitoring and planning pathology services for the NBSP.

Inequitable participation

Results from Round 1 of the BSP showed a large disparity in the participation rate of different ethnic
groups. The chart below shows that the lowest participation in Round 1 was seen for Pasifica, with a rate of
30.4 percent, followed by a rate of 46.0 percent for Maori.

Participation in the Bowel Screening Pilot

Round 1, by ethnicity
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Source: Ministry of Health 2015
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Considerable work has been undertaken since these inequalities were noted in Round 1. A number of
initiatives to encourage participation, managed by the Waitemata co-ordination centre, targeted the Maori
and Pasifica priority populations. Results from the first year of Round 2 showed no real disparity between
ethnic groups for those taking part for the first time (prevalence screen). This can be seen in the following
chart.

Participation in the Bowel Screening Pilot
Round 2 - prevalence
by ethnicity
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Source: Ministry of Health 2015

Although participation for those taking part for the first time (prevalence) in the second round is low
because the majority of these people had aged in to the screening cohort. Participation is notably lower in
the youngest age group (50-55) and this is also seen internationally.

For those who had taken part in Round 1, and had been invited for a second time in Round 2 (participants
entering their incident round) the participation was both high and equitable — this was a welcome finding.

Participation in the Bowel Screening Pilot
Round 2 -incidence
by ethnicity

BOB%
75.5%

Tetal Populatien Maori Paatic Asian European or Other
Source: Ministry of Health 2015

When analysed by deprivation group, participation decreases as deprivation increases. Work is now also
being undertaken to encourage participation in high deprivation groups.
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Particpation in the Bowel Screening Pilot

by deprivation group
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Source: Ministry of Health 2015

Once on the bowel screening pathway, initial investigations show that disparities between population
groups do not exist.

The PIPER study showed that 36 percent of symptomatic colorectal cancers were found in the right side of
the colon, and 38 percent were on the left and 25 percent were in the rectum (less than 1 percent had
sidedness not stated)*®. The BSP shows a different site distribution, with 28 percent of colon cancers being
found on the right side of the colon, 50 percent on the left side of the colon and 19 percent in the rectum (3
percent had sidedness not stated). This suggests, as previously recognised, that the immunochemical faecal
occult blood tests are less sensitive for the detection of right sided cancer. However, this is also true for
other bowel screening approaches and there are a number of reasons for this.

56 Yealth Research Council and Ministry of Health (2015) PIPER study. Wellington: HRC and MoH; McH (2-15, September 3) Bowel Screening Pilot
Results. Retrieved September 22 2015 from MoH: Health.govt.nz
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Appendix 2: Pilot Evaluation Report Executive Summary

The Ministry of Health funded Waitemata District Health Board (WDHB) to run a Bowel Screening Pilot
(BSP) aver four years from 2012-15. An evaluation of the BSP was undertaken by Litmus, the Centre for
Public Health Research Massey University, and Sapere Research Group. The goal of the evaluation is to
determine whether organised bowel screening could be introduced in New Zealand in a way that is
effective, safe and acceptable for participants, equitable and economically efficient.

This report is the final evaluation report of the BSP following the completion of the invite distribution for
screening Rounds 1 and 2 (January 2012 — December 2015) Note the epidemiological analysis is only for the
first 36 months of invites with over eight months allowed for completion of the pathway. . The report
draws from a range of data and information sources and is structured to address the goal and four aims of
the pilot as relevant at the completion of screening Round 2.

The New Zealand Health and Disability Multi-region Ethics Committee granted ethical approval for the suite
of BSP evaluation activities (reference MEC/11/EXP/119; MEC/11/EXP/119/AMO06).

Effectiveness: Is a national bowel screening programme likely to achieve the mortality
reduction from bowel cancer for all population groups seen in international randomised
controlled trials?

It is probable that the BSP will achieve a reduction in mortality from bowel cancer. However, the magnitude
of any reduction cannot be assessed in a five-year evaluation. The full two years of the second round was
not analysed due to the timing of data extraction, so the available staging information was insufficient to
indicate whether there has been a shift or not towards detection of less advanced cancers as a result of the
programme.

Economic efficiency: Can a national bowel screening programme be delivered in an
economically efficient manner?

A national bowel cancer screening programme could be delivered in an economically efficient manner.
Sapere Research Group (Sapere) modelled thirteen different screening scenarios all of which were highly
cost-effective both for the whole population and for Maori, and in some cases were delivering direct cost
savings.

While bowel cancer screening results in significant cost-savings from reduced treatment of bowel cancer,
there also are significant resource requirements, particularly in the capacity to provide colonoscopy. These
requirements may pose a constraint on how a national programme may he delivered. Sapere modelled
colonoscopy requirements for three potential configurations, showing the estimated number of
colonoscopies for a national programme over a decade from implementation.

Equity: Can a national bowel screening programme be delivered in a manner that
eliminates (or does not increase) current inequalities between population groups?

There are a number of challenges in delivering an equitable national bowel screening programme. Asians,
Maori and Pacific people were all less likely to participate than European/Other people in both rounds.
Participation in Round 2 was also lower than in Round 1. Within Round 2, participation varied depending on
the screening history of the invited population with the highest participation among those who had
completed Round 1.

European/Other and Asian participation decreased from Round 1, and was unchanged among Maori. Whilst
participation increased for Pacific people in Round 2, it was still low (36.7%). Participation also declined
with increasing deprivation in both rounds.
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A national bowel screening programme must lead with an equity focus. The BSP has demonstrated that,
without appropriate systematic and structural approaches together with focused governance and
leadership, inequities in bowel cancer outcomes will increase for Maori and Pacific people, and those living
in areas of high deprivation.

Safety and acceptability: Can a national bowel screening programme be delivered in a
manner that is safe and acceptable?

Safety is defined as the extent to which harm is kept to a minimum, and incorporates multi-dimensional
perspectives such as cultural, environmental, and clinical safety (National Screening Unit 2005 p.15). Within
the scope of the evaluation, no substantial environmental or clinical safety issues were identified. In Round
2, greater focus has been placed on cultural safety with a more systematic and structural focus on seeking
to achieve equity of participation for Maori and Pacific people. If the learnings from the BSP are adopted, in
particular leading with an equity focus, a national bowel screening programme can be delivered in a
manner that is safe.

The evaluation of the BSP has demonstrated that bowel screening can be delivered in a way that is
acceptable to most eligible participants provided a systematic focus is applied to addressing barriers to
participation for Maori and Pacific people. Acceptability of the BSP and a national screening programme
continues to be very high amongst national and regional stakeholders, and providers along the screening
pathway.

The overall goal is to determine whether organised bowel screening could be
introduced in New Zealand in a way that is effective, safe and acceptable for
participants; equitable and economically efficient.

The BSP has demonstrated that, maintaining fidelity to and drawing on the learnings from the pilot, an
organised quality bowel screening programme could be safely introduced into New Zealand. Bowel
screening is cost effective and will save lives.

Bowel screening is cost saving in absolute terms, while bringing health benefits. This result is driven by the
savings from avoided costs of treating cancer being large enough to outweigh the costs of screening. This
makes bowel screening an exceptionally cost-effective health intervention, given that it both reduces
health costs and produces benefits for the population. Bowel screening is a highly cost-effective
intervention for Maori.

To have a safe, equitable and acceptable bowel screening programme requires the national programme to
be equity-led to ensure acceptance and safety for Maori, Pacific and those living in areas of high
deprivation. To be safe, a national bowel screening programme requires the involvement of the National
Screening Unit, a review of the Register's operational functionality, resolution on the location and funding
of the endoscopy governance group, and the quality standards to be finalised. The impact of a national
screening programme on the colonoscopy and histopathology workforces need to be managed to retain
equity between symptomatic and screening services, and ensure surveillance colonoscopies are timely and
align with guidelines (New Zealand Guidelines Group 2004).
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Appendix 3: Key Themes from Engagement with the

Health Sector

The Ministry of Health hosted one national and five regional meetings during August and September 2015.
Maore than 360 clinicians, managers, private providers and NGO representatives attended the meetings.

There was support for:

e The national coordination of screening invitations and iFOBT screening testing.

e Regional coordination of quality across the bowel screening pathway, in accordance with

nationally developed quality standards.

e Local delivery of colonoscopy and health promotion.

* Astrong focus on improving equitable participation.

® Involving primary care within the programme.

Other key themes included:

e Akeen interest in the model, based on BSP data, used to predict the colonoscopy requirements of a
national bowel screening programme followed by requests to access these tools and resources.

* Continuing the existing momentum to improve colonoscopy quality, capacity and wait times - an
essential requirement to ensure readiness for a national bowel screening programme.

e Workforce concerns, primarily within endoscopy, pathology and nursing.
e The importance of quality data capture and a robust national bowel screening IT solution to

support a national programme.

In June 2016 the Ministry of Health sent all DHBs information about the NBSP, and asked them to complete
a high-level impact analysis questionnaire. The themes emerging from this analysis are summarised in Table

51,

Table 51: Key Themes from Engagement with the Sector

neme!

All 20 DHB CEOs sign an agreement in principle
to the proposed go live date for a national
bowel screening service in their DHBs

Detailed impact analysis carried out with each DHB, by
tranche, with an aim to determine actual roll-out order

All 20 DHBs responded to the impact analysis
showing commitment and positive engagement
for the programme.

Capitalise on this by continuing regular communication and
engagement activities to unpack challenges and issues for
DHBs

The 100% response from DHBs on the impact
analysis indicates a there is an understanding of
the requirements on DHBs for planning and
delivery of a national bowel screening service.

Continue engagement activities to further explore DHB
challenges and issues identified for implementation.

Improvements in Colonoscopy Wait Time
Indicators showing a commitment to improving
service delivery in readiness for national howel
screening service.

Continue to work and fund DHBs to meet targets

Challenges for DHBs in recruiting the necessary
resources for NBSP, in particular
Gastroenterologists, Endoscopy Nurses,
Radiologists and Pathologists.

Work with DHBs and Health Workforce New Zealand to
develop recruitment strategies.

Explore regional approach through planned regional
meetings and relationship management activities.

Some DHBs in the smaller centres have further
challenges around recruitment as screening

Work with DHBs and Health Workforce New Zealand to
develop recruitment strategies.
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Kev themes

volumes are lower than the larger centres and
indicate a portion of FTEs which are harder to
recruit and retain

Explore regional approach through the programmes planned
regional meetings and relationship management activities.

Additional capital required by some DHBs for
endoscopy, CTC and cancer services as a result
of increases in volumes due to screening

Explore regional approach in managing demand through the
programmes planned regional meetings and other
relationship management activities.

Manage DHB expectations in regards to capital funding and
ensure there is an understanding that usual business
planning approach will be required for capital funding.

DHBs ability to absorb treatment costs during
the initial treatment hump due to an increase
in bowel cancers being detected as a result of
screening

Determine through the detailed analysis carried out at the
Implementation Business Case stage likely treatment costs
for DHBs using the model developed by Ministry of Health.

The challenge of balancing the out-sourcing
and managing colonoscopies locally with
minimum capacity and resources available

Determine through the detailed analysis carried out at the
Implementation Business Case stage the regional approach
for management of screening volumes.

Explore regional approach through the programmes planned
regional meetings and relationship management activities.

Further clarity needed for DHBs on the
breakdown of funding for implementation and
ongoing costs

Carry out workshops and discussions with DHBs at the
programmes planned regional meetings and relationship
management activities.
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Appendix 4: NBSP Alignment with NSU Core Principles of
Screening

The NBSP will align with the National Screening Unit (NSU) core set of six principles. These principles
provide a foundation for achieving NSU’s strategic vision for achieving high quality, equitable and accessible
screening programmes.

1. The overall benefits of screening must outweigh the harm

e There should be regular review of the evidence which programmes are based on.
e There is transparency around significant decisions, major changes to screening programmes and
serious adverse events.

2. National screening programmes are people centred

e The screening pathway should be acceptable to individuals, whanau and the populations
concerned

e Advisory groups seek appropriate consumer representatives with experience of the condition(s)
screened for and the health system

o Screening programmes are delivered in an ethically and culturally competent manner in the New
Zealand setting.

3. National screening programmes will work towards achieving equitable access to the screening
pathway and equitable outcomes for all population groups

e Screening programmes should incorporate the principles of The Treaty of Waitangi
e Solutions to access are focused on improving processes and adapting systems to meet the needs of
individuals and under-screened populations.

4. Informed consent is a priority throughout the screening pathway

e Screening programmes should provide full information to people; this includes detail on benefits
and harms of screening

e Screening programmes must ensure that cultural and health literacy differences are addressed
when providing information to support informed consent.

5. Screening programmes are monitored and evaluated on a regular basis

e Information systems should be set up to enable timely monitoring, audit and evaluation of
screening programmes and providers.

6. National screening programmes are committed to continuous quality improvement in programme
management and clinical service delivery
e Policy makers, providers and all those involved in screening programmes are accountable and
responsible for maintaining capacity and capability in delivering screening programmes / services
of the highest possible quality

The NBSP will align with the five essential components of organised screening systems identified as
essential to the safe and effective practice of organised screening (adapted from Hale 2012)

e Acentral agency to lead and coordinate the screening pathway

e Clinical governance

e Infrastructure and systems to manage a screening programme

e Monitoring and evaluation

e Quality Cycle
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Costing the options using CBAx

Option 1 - Do nothing (the counterfactual)

The pilot would discontinue and people would only have access to colonoscopy if they had symptoms
or are at increased risk of bowel cancer.

Assumptions:

1.1 The CRC incidence rate would remain stable, unchanged from current values. Currently it is
unknown whether CRC rates will increase or decrease. The current incidence rate is decreasing
slightly year on year, however the obesity epidemic could well reverse this trend at any time. It
is difficult to accurately predict CRC rates for the next 20 years without detailed modelling. For
simplicity, with regards to this options analysis, the assumption has been made that the CRC
incidence rate will remain stable over the next 20 years if there is no screening programme
introduced. This model therefore assumes that numbers of cancers will increase, but this would
only be a factor of population growth.

1.2 There would be no implementation costs or ongoing costs of a programme.

1.3 Savings in superannuation based on difference between average life expectancy of 81 years with
the average age of CRC deaths of 68 years

1.4 People aged 60-74 currently work and pay taxes and also provides a contribution to society.
Around 36 percent volunteer (DIA Quarterly Volunteering and Donating Indicator Sep 2014),
support their families by being caregiver enabling parents to work or remain in work reducing
benefits or providing home support while younger adults work. Children who are well are more
likely to attend school, learn and develop in line with their peers, and participate in social
activities. The annual loss relating to contribution to society from reduced life expectancy has
been estimated at 30 percent of the value of a statistical life divided by the life expectancy.

Option 2 = Basic

The Pilot would continue and all DHBs would come online in 3 tranches. Screening would be offered
to people aged 60-74. There would be no primary care involvement in results management.

Assumptions:

2.1 The CRC mortality rate would decrease due to more cancers being found earlier, which would
impact on survival. This would start to impact mortality rates approximately 8-10 years after the
commencement of screening.

2.2 The CRC incidence rate would decrease due to pre-cancerous lesions being removed from the
population during screening colonoscopies. The decrease in incidence would occur
approximately 10 years following the commencement of screening.

2.3 Cancer that would have been found without screening would have been found earlier. This
would result in a stage shift and the corresponding savings in treatment costs. The average first
year and remission cost for cancer patient treatment of $54,018 had been used.

2.4 The stage shift is expected to create a short term increase in treatment cost during the first and
second round of screening. This has been estimated based on the numbers of cancers identified
from screening at 33% of the average first year and remission cost for cancer patient treatment.

2.5 As there would be no GP involvement in positive results management, a small reduction in
participation in the programme is assumed, compared to Options where there is GP involvement.
This is assumed as a percent reduction in participation. This would mean 5 percent fewer
colonoscopies bheing required, 5 percent fewer cancers being found and fewer referrals to
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colonoscopy. It would be logical to assume that the reduced participation would be biased
towards Maori and Pacific, which would negatively impact on equity.

2.6 Mortality rate assumed to increase by 2 percent as a result of the 5 percent reduction in
participation.

2.7 QALY gain based on Waitemata pilot study of 0.0607 had been assumed with a 5 percent
reduction reflecting the impact of the reduced participation.

2.8 Increase superannuation cost based on difference between average life expectancy of 81 years
with the average age of CRC deaths of 68 years for the projected reduction in mortality.

Option 3 - Integrated

The Pilot would continue and all DHBs would come online in 3 tranches. Screening would be offered
to people aged 60-74. Primary care would be involved in results management with DHBs funding
surveillance colonoscopies.

Assumptions:

3.1 The CRC mortality rate would decrease due to more cancers being found earlier, which would
impact on survival. This would start to impact mortality rates approximately 8-10 years after the
commencement of screening.

3.2 Mortality rate will be 2 percent higher with the 2 percent reduction in participation.

3.3 The CRC incidence rate would decrease due to pre-cancerous lesions being removed from the
population during screening colonoscopies. The decrease in incidence would occur
approximately 10 years following the commencement of screening. Cancer that would have been
found without screening would have been found earlier. This would result in a stage shift and the
corresponding savings in treatment costs. The average first year and remission cost for cancer
patient treatment of $54,018 had been used.

3.4 The stage shift is expected to create a short term increase in treatment cost during the first and
second round of screening. This has been estimated based on the numbers of cancers identified
from screening at 33% of the average first year and remission cost for cancer patient treatment.

3.5 OPEX costs would be higher (than the counterfactual) to take into account the increased costs to
involve GPs in positive results management.

3.6 Costs to the Crown for surveillance colonoscopy will be the same as option 4, with funding by
DHBs.

3.7 QALY gain based on Waitemata pilot study of 0.0607 had been assumed with a 2 percent
reduction reflecting the impact of the higher mortality.

3.8 Increase superannuation cost based on difference between average life expectancy of 81 years
with the average age of CRC deaths of 68 years for the projected reduction in mortality.

Option 4 - Complete (preferred option)

The Pilot would continue and all DHBs would come online in three tranches. Screening would be
offered to people aged 60-74. Primary care would be involved in results management and there
would be new funding for surveillance colonoscopies.

Assumptions:

4.1 The CRC mortality rate would decrease due to more cancers being found earlier, which would
impact on survival. This would start to impact mortality rates approximately 8-10 years after the
commencement of screening
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4.2 The CRC incidence rate would decrease due to pre-cancerous lesions being removed from the
population during screening colonoscopies. The decrease in incidence would occur
approximately 10 years following the commencement of screening.

4.3 Participation rate assumed at 62%.

4.4 Cancer that would have been found without screening would have been found earlier. This
would result in a stage shift and the corresponding savings in treatment costs. The average first
year and remission cost for cancer patient treatment of $54,018 had been used.

4.5 The stage shift is expected to create a short term increase in treatment cost during the first and
second round of screening. This has been estimated based on the numbers of cancers identified
from screening at 33% of the average first year and remission cost for cancer patient treatment.

4.6 OPEX costs would be higher (than the counterfactual) to take into account the increased costs to
involve GPs in positive results management.

4.7 Costs to the Ministry, regarding surveillance colonoscopy, will increase. Costs to the Crown,
however, remain the same.

4.8 QALY gain based on Waitemata pilot study of 0.0607 had been assumed.

4.9 Increase superannuation cost based on difference between average life expectancy of 81 years
with the average age of CRC deaths of 68 years for the projected reduction in mortality.
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Appendix 9: HWNZ Support for NBSP

T

No. 1 The Terrace
PO Box 5013
Wellington 6145
New Zealand

T+64 4 496 2000

18 April 2016

The Investment Ministers
C/- The Treasury

No. 1 The Terrace
Wellington

Dear Ministers
2016/17 Budget Bid - National Bowel Screening Programme, Workforce Development

Health Workforce New Zealand (HWNZ) and the Ministry of Health Bowel Cancer team have
been working closely since the establishment of the bowel screening pilot in 2011.

Since the results of the first screening round became available in late 2014, both teams have
developed a comprehensive model showing the impact of various screening variables on
workforce. These variables include age range, participation rates and positivity of the screening
test.

Modelling is comprehensive and incorporates current symptomatic service provision, use of
Computed Tomographic Colonography (CTC), and an increase in symptomatic referrals as a
result of increased awareness of bowel cancer.

Dr Susan Parry, Clinical Director, Ministry of Health Bowel Cancer Programme, presented the
latest modelling predictions at the HWNZ Board meeting on 3 March 2016. This presentation
included the impact of a naticenal bowel screening programme on both colonoscopy and
laboratory service provision.

A workforce plan has been developed to ensure the delivery of the screening programme will
have sufficient workforce capability. Aspects of this plan have already commenced, as follows:

1. increasing the number of gastroenterology trainees

2. the establishment of a training programme for nurse endoscopists that in the future could
potentially be adapted for other non-specialist endoscopists

3. discussions with the relevant surgical bodies to consider the increased role that surgical
endoscopists may play in the future and the projected impact this would have on the
required number of surgical trainees.

The HWNZ Board was very pleased at the progress described, both in terms of workforce
developments and the modelling undertaken. The service demand modelling showed that with a
restricted age range and higher cut off of the screening test the programme is achievable given
workforce projections and the associated training investment. The modelling appears to be
rigorous and well considered.
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| note that the financial sustainability of the training initiatives referred to above is dependent
upon the acceptance of this husiness case.

Based on the current modelling, HWNZ supports the implementation of a national bowel
screening programme.

Yours sincerely

2

Professor Des Gorman
Executive Chair
Health Workforce New Zealand Board

Pagezofz2
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