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Executive Summary

Coverage, participation, equity, access and diseabarden

The National Cervical Screening Programme (NCSB)dthieved significant
gains by decreasing the burden of disease relatechicer of the cervix.
Nevertheless, increasing participation and redudigparities — among all
women — are hugely important issues that haveoybetfully appreciated and
addressed.

There is room for improvement in the organised pogne via improved
collaboration and integration with the HPV (humarapiiomavirus)
immunisation programme and improved alignment Widw Zealand’s cancer
control strategy. HPV-related disease is an i$susociety as a whole — men
and women — and perspectives must change to prafidetive education
about this very common virus.

Quality assurance and monitoring

Significant programme resources have been expendeduality initiatives,
largely in response to recommendations from inggjraudits and monitoring
reports. Progress in this area is commendableveMer, beyond the standards
and guidelines and past efforts, awareness of UNESP quality activities is
very limited. A few partners and stakeholders ragab having attended a
presentation, but most indicated having no awaserdsthe programme’s
efforts in this regard.

A broad range of quality activities is in place, t boonsultation and

collaboration between the NCSP and key stakeholdegsire significant

improvement. Stakeholders report they have adihitoice with the National
Screening Unit (NSU) and NCSP regarding limits,umoés and targets that
sometimes do not make sense in the current envenhm

Organisational and structural issues

The Ministry of Health has restructured many timesthis past decade,

inevitably affecting the NSU and the NCSP. In treport, both internal and

external impacts from the change management presessmve been

highlighted. Although the critical situation ofettvacancy for a Chief Advisor
Screening (now National Clinical Director Screeninge has been recognised
and position now approved, other potential gapgrovider contracting and

advisory areas of the NSU have been reported. ekample, NSU contracts
with providers could be improved by better linkagesl consultation with the

primary care division of the Ministry of Health seging funding allocations in

primary and community health services. Also, lvetighesion between the
NCSP Advisory Group and the NSU would realise thie ddvantages of the

expertise represented in this group.
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The NSU needs to consider how best to enhanceg#nisational structure and
future development in order to realise better atignt and cohesion with the
National Cancer Control Strategy. This would erdealboth clinical leadership
and overall strategy implementation for all carsmeening services.

Workforce issues

Enhanced leadership capacity — including populaltiealth, public health and
screening expertise — is urgently required withhe NCSP to improve the
depth and breadth of expertise and experiencemiittis NSU and NCSP.

NCSP smear takers must complete a recognised @hedatourse outlined in

NCSP Competencies for Smear Taker Traini@glposcopists will commence
an accreditation/re-accreditation programme with Boyal Australian and

New Zealand College of Obstetricians and Gynaedsto@olposcopy Quality

Improvement Programme (RANZCOG C-QulIP). Laborawmihave expressed
concerns with recruitment and retention of theirpaienced scientific

workforce.

The National Gynaecological Cytology Training Schaall be broadened to
include cervical histology and HPV testing. A nemder process is underway
for ongoing provision of the training services.

Ethnicity and inequalities

There is strong consumer advocacy for cultural aymmateness in terms of the
Treaty of Waitangi and the State’s special resymiityi to protect and promote
the health of Mori and address their health inequalities. Highliqy
screening services need to follow the Treaty of téfaji principles and
consider culturally sensitive (\thau ora) approaches to cervical screening.

Continued monitoring of progress is necessary tprave the collection and
collation of Maori women’s data on the National Cervical ScreerRagister,
and the reporting on this. Effective strategiesstmioe implemented by the
NSU to reduce disparities betweenadvi, Pacific and Asian populations,
vulnerable women and those with special needs cadp® European/other
ethnic groups.

Challenges remain for the NCSP in the area of sangecoverage for bri,
Pacific and Asian women. The NSU and NCSP muskldevimproved
communications and streamlined arrangements with Nlational Kaitiaki
Group to enable periodic access to aggregate détdhout data, the NCSP
cannot carry out its reporting functions on a mbntlquarterly and annual
basis. The anomaly of compartmentalised or ambigutegislation is
untenable because it negates both parties’ atolitylfil their responsibilities.
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‘Periodic and
ongoing review of
screening guidelines
are required, eg,
initiation, screening
intervals and follow-
up; and need to
develop evidence-
based follow-up
algorithms within the
context of the HPV
immunisation
programme.’
(Interviewee)

National Cervical Screening Programme (NCSP) Regist

NCSP Register management and accountability remgimn the Ministry of
Health, although its administrative and techniagyport functions have been
transferred to DATAM, a subsidiary of New ZealanasP The integrity and
timeliness of data transfer to the NCSP Registerveell established across
laboratories. Collection of colposcopy data iff sicomplete, however, and is
affecting the ability to monitor outcomes.

The NCSP Register facilitates processes to reballe who are overdue for
screening and follow up those with abnormal result8&ccess to on-line
screening histories is available for laboratoried eolposcopy services. Plans
are underway to allow electronic access to the NB8gister for those who
collect screening specimens.

Complaints to the NCSP have highlighted the need dingoing public
education efforts to inform participants that theareening information is
included in the NCSP Register and to advise thetheaif withdrawal options.

The NCSP (through the NSU) must apply each timéhéoNational Kaitiaki
Group for Maori women’s aggregate data from the NCSP Registendet its
routine monitoring functions. Data facilitates tpeoduction of statistical
reports to inform policy, monitor programme funco and evaluate
programme effectiveness. The National Immunisattegister will be an
important link to the NCSP Register and Cancer &ggiin monitoring the
effectiveness of HPV vaccination in New Zealand.

Colposcopy

To the best of our knowledge, New Zealand is thly oauntry in the world
that enshrines the duty of those performing colpp&cprocedure in its health
legislations. Colposcopy services and provideceive® anOperational Policy
and Quality Standards Manudtom the NCSP. All colposcopy service
providers contracted to the NCSP are assessed bydapendent monitoring
group, which compares colposcopy-specific indicatavith targets on a
biannual basis.

Colposcopy data collected on the NCSP Registerep@rted to be incomplete,
and colposcopy indicators have not been able tmdaded in the monitoring
reports. Following a number of reviews and audiésommendations were
made to improve the District Health Board (DHB) pmdcopy services and
data collection. Regular audits are done to ensmamapliance with the
Operational Policy and Quality Standards. A newndb of DHB colposcopy
audits began in June 2010, but the new colposcaogdit provider has not yet
completed the monitoring reports.

Nurses performing colposcopy procedures have undergtraining in
accordance with the training standards developeth&yNew Zealand Nurses
Organisation, but the NSU currently does not suppwir accreditation and
employment.

10| Page



An RANZCOG C-QulP Programme, presently in developtneaims to
improve the care of women who are referred for @etppy and treatment of
screen-detected abnormalities through educatiareditation/re-accreditation
and audit programmes for all health professional$opming colposcopies in
Australia and New Zealand.

HPV vaccine and testing

An HPV vaccine programme was introduced in 200gisa quadrivalent
vaccine. Uptake has been modest, except therbesttes uptake among adri
and Pacific women.

HPV testing is used as a reflex triage mechanisthtarassess the efficacy of
treatment for abnormalities. This report make®mamendations for adapting
to the new prevention paradigm for HPV-related aligeas well as preparing
for an integrated approach to cervical cancer préwme that will assess
evolving technologies in the future.

Summary of recommendations

Coverage, participation, equity, access and diseabarden

1. A proactive campaign is needed, with targetédryentions to address
disparities among ethnic groups in terms of paéition, retention, and
improved follow-up after abnormal screening results

2.  The Ministry of Health must explore options tmd Pap tests at a system
level to reduce disparities in access.

3.  Screening participation needs to be improveshbryeasing the number of
smear takers who are attuned to cultural sensés/aind the preferences
of women with special needs.

4.  An HPV education campaign should be undertaiencdrease awareness
and accurate knowledge among the general popula{®ee also the two
sections relating to HPV.)

5.  Continuity of monitoring, evaluation and repogineeds to be assured.
This is best achieved through collaboration androwed partnerships
with the academic community and/or the NCSP Adyiseroup. The
NCSP must make concerted efforts to consult withitnpas and
stakeholders and to complete and report overafirarome activities on
a more regular basis, whether annually or bienniall

6. Long reporting delays contribute to a loss offmence in the
programme and must be prevented in the future.

Quality assurance and monitoring

1. The NSU should explore options for consolidatsegvices related to
cytology, histology and HPV-DNA testing, which wilideally be
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centralised with, at most, one or two laboratori€®everal laboratories
have expressed a preference for a centralisednaftinodel. Others
were not happy with the current regional structbezause they were
subsidising cytology services and this is not dasnable business model.

It would be beneficial for the Ministry of Helalto consolidate laboratory
negotiations in one department external to the N&Unakes sense for
one Ministry section to assume responsibility ftir dascussions with

laboratory executives/representatives regardiaj lab services.

Although the Ministry contact would need to segbunfrom clinical and

lab experts within the NCSP about specific testgitract and funding

negotiations should be conducted outside the sicrg@nogramme.

(This change is of paramount importance since thHais@hurch
earthquakes, which have severely limited the omerstof two key
laboratory facilities.  Negotiations for all lab reees should be
conducted on the basis of input from relevant negfio national,
laboratory and screening contacts.)

The NCSP should continue to conduct ongoingerewf the screening
histories of women who develop cervical cancer.

It is difficult to adopt a proactive approachamrogramme when there
are delays in the production of monitoring and eaibn efforts. The
NCSP Annual Report has been delayed by more thrae ffears. Since
that delay, semi-annual monitoring reports havenbgeduced by an
Australian group. Numerous interviewees expresserterns regarding
unexplained delays and dissolution of the Independdonitoring
Group. Not everyone agrees that sourcing thistfomoutside of New
Zealand is the best approach, as many believe ihetdficient expertise
within the country to perform this function.

External expert review is recommended every fpears, rather than
every three years.

Secretariat support for future external revieshsuld be provided by
MoH staff outside the NSU, and should have expegeim providing
executive assistance.

Organisational and structural issues

1.

The NSU and NCSP must supplement clinical lesdercapacity to
include population health, public health and sdregrexpertise as a
matter of urgent priority.

Regional co-ordination and communications neelet improved. The
NSU and NCSP must provide the lead collaborativetyperformance
management and monitoring across all sectors tceenginen
co-ordination and integration. Examples of keyaaréor collaborative
discussions are contracting arrangements and imesnto improve
delivery through funding innovation (eg, for cowgea screening,
assessment and treatment services, and change enaaTa)
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Interviewees expressed significant concerns reggrdhe apparent
isolation of the NCSP from other Ministry Departrtgeas well as from
other partners and stakeholders, and also witlenNBU itself. Such
isolation has been manifested in a lack of appad@rconsultation and
limited communications with partners and stakeh@ldeombined with
decision-making that has excluded key partnerds iBhof great concern
as communication and collaboration are essential &osuccessful
screening programme, not only to ensure feedbacdk rapresentation
from all partners and stakeholders, but also tonopé the benefit of
scarce resources, avoid duplication and providenmgéul services.

A whanau ora approach should be adopted. The NSU ar@8PN@ed to
broaden their scope of contract modelling to ineluthe emerging
whanau ora collectives, along with the primary/comntyriealth care
independent service providers. These networksripcate essential
health initiatives that are already integrated wither social and
educational programmes to demonstrate inclusiveokegdanau/family.

The NCSP should drive this initiative with @au ora and primary
health care providers to increase opportunities ¢owverage and
participation. (See also the ‘Ethnicity Data’ seat)

The NSU and NCSP must align their initiatived avork plan with the
priorities and planning of the New Zealand Cancent@®l Strategy.
This will require improved consultation and co-oration of all cancer
screening programmes to achieve better alignmensti@tegies and
services across the entire cancer continuum.

Workforce issues

1.

As in other jurisdictions, professional assoora that are linked to the
Royal College of Pathologists of Australasia (RCPAay be best
positioned to administer quality standards for tgbnicians,

pathologists and screeners. Quality is closelynald with professional
education and can potentially be very difficultelosure. It may not be
appropriate for any one laboratory to assume respibity. Professional

colleges and associations tend to have greateibdigdamong their

members and are more likely to require adherenceprtdessional

standards and a scope of practice.

To ensure equitable access in outlying, rurdlamder-serviced areas, the
NSU and allied professional staff should consideraative options for
service delivery to improve screening access fdnenable populations.
Such options might include:

train-the-trainer approaches, or

training local health professionals to coach sugbupations in the use
of self-collected specimens.

As cervical screening technology evolves, psitesl requirements will
also change. Planning and strategies for suchgehare best achieved
by participation and collaboration across all gi$nes involved in the
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screening process. Given that there are signifitaancial and training
implications of converting to any new standard oocess, this type of
collaboration and consultation is essential to mapthe most efficient,
efficacious and cost-effective screening programme.

4.  Until such discussions and long-term plans hiagen addressed at a
system level, it is difficult to predict workforagemands, because the
health system must first decide on the best appréactheir population
and existing infrastructure.

5. The HPV vaccination programme will decrease bloeden of HPV-
related disease, in particular cervical abnorneaiti This will have an
impact on all elements of the collective preventiand screening
workforce. Strategic planning and an integratedlwation plan are
essential to cope with this transition. (See also ‘HPV Vaccination’
section.)

6. Laboratories must maintain the experience angerise of their
scientific workforce.

Ethnicity data: quality, completeness and use

1. The following strategies aim to increase androue participation and
retention.

- The NCSP has implemented a range of strategiextedse coverage
for Maori, Pacific and other priority group women. The$wuld be
advanced and identified in a Priority Action Plaor fincreasing
screening participation of the seldom and nevezeswd. Evaluation
of these efforts is essential.

« Provider contributions and innovations need to kelared through
community consultation and collaboration to engagange of Mori,
Pacific, and Asian providers in both primary healdre and winau
ora collective arrangements.

« The NCSP needs to explore options for implementiognmercially
available options for self-collected specimensHétV-DNA testing.
(See also the section ‘HPV Testing'.)

2.  The following recommendations relate to the dtzl Kaitiaki Group.

In line with the recommendations of the legal rexges, we believe
this review is an opportunity to amend the Kaiti&egulations to
achieve supportive and enhancing actions that dpti@ respective
roles and responsibilities of the National Kaiti@doup, and the NSU
and NCSP.

All major parties (ie, the NKG, and units of theriitry of Health: the
Maori Health Directorate, NSU and NCSP) must be imgdl in

consultation to produce mutually agreeable prosdtbéat clarify the
relationship between the NKG and NCSP to accessand disclose
‘protected information’.
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NCSP Register

1.

The NCSP must work with DHBs to ensure the initggf colposcopy
data supplied to the NCSP Register. This is aanirgriority.

Longer wait times for colposcopy must be closelgnitored by the
NCSP, and efforts to resolve wait time issues Vatal service providers
must be proactive for the preventive benefit of veoanwith high-grade
lesions. Timely assessment by clinicians and cappy is essential.

Colposcopy services must be supported to fatliefficient electronic
transfer of data.

Smear takers and NCSP service providers shauritincie to inform the
public that screening data are included in the N®8Bister and advise
them of their withdrawal options.

Continuing dialogue is essential between the R@8d NKG to resolve
the persistent issue of access taokl women'’s aggregate data from the
NCSP Register. This will facilitate monitoring arglaluation; a
standing agreement would be the preferred option.

Linkages between the National Immunisation Regiand the NCSP
Register and Cancer Registry to monitor the effecess of HPV
vaccination are essential for ongoing integratealuation of screening
and prevention efforts.

Colposcopy

1.

The current round of 2010 audits should be nea@dédable to ensure that
DHBs have addressed the shortcomings in the fisdoighe 2008 audit,
when all DHBs were non-compliant in several, or yameas.

There is an urgent need to ensure that colpgsdapa in the NCSP
Register are complete and that colposcopy indisatoe included in
monitoring reports.

National colposcopy meetings should be re-coedeto improve the
networking of DHBs and information sharing, as thst meeting held
was in 2008.

New Zealand supports the RANZCOG C-QulP progranamd ensures
all health professionals performing colposcopy ewNZealand undergo a
common pathway for accreditation/re-accreditatiod participate in the
audit programme.

HPV vaccination

1.

Effective, intensive and broad-reaching educasivategies are essential
for the general public as well as health care plens to ensure awareness
and accurate knowledge about this very common vikusiuman
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papillomavirus (HPV). The benefits from such aatggy are likely to
translate to improved screening participation a agevaccine uptake.

Ongoing linkage among all immunisation, scregniand cancer
databases is essential to move forward with thegmnated evaluation of
primary and secondary prevention of HPV-relateccean

All Ministry of Health departments responsibbe €ducation, prevention
(immunisation), screening and cancer control gjiate must be in
regular communication with each other to developstsient messages
for effective planning and evaluation strategi®gorking in isolation is
not an option.

All stakeholders need to embrace this new pgnador the control of
cervical and other HPV-related infections and cescdt is apparent that
many are still embedded in the old paradigm of Weagscreening, with
little regard for the overall impact of HPV-relatetisease across the
entire population. Both men and women are affettyedHPV: this is
truly an issue that affects society as a whole.

HPV testing

1.

The NSU and NCSP need to more actively engatie amd broaden the
scope of expertise on, their advisory boards. Giserrent and future
challenges, advisory groups must be involved in twonsultation

processes noted above, with representation thatas/ledgeable about
traditional aspects of the screening pathway a ageimmunisation and
other HPV-related cancers. The NCSP should positieir programme
in the context of the broader cancer control striate
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Introduction

Overview

Opportunistic cervical cancer screening by Papdawco (Pap) tests has been
underway in New Zealand for many decades. As altred significant
screening failures and the publicity related to thival research several
inquiries have been undertaken to investigate thasenalies. Details of these
issues have been well documented (see Table 1).

The National Cervical Screening Programme (NCSP waoduced in 1990
and has resulted in lower incidence of and moyt&tam cervical cancer. In
general, a high priority has been placed on mangoand evaluation in the
screening programme.  Subsequently, several otkeorts have been
completed since the original inquiries and the N&wealand Government
committed to regular reviews of NCSP. Table 1 mtes a brief outline and
timeline of some key events related to cervicalceanscreening in New
Zealand.

Table 1. History of screening in New Zealand

1988 The Cartwright Inquiry Report (1) is completed (Geal
Cancer Inquiry at National Women’s Hospital). dcommends
establishing the NCSP.

1990 The NCSP is established in 14 Area Health Board48¢) and
is accountable to these boards. The Departmeneéalth
provides guidance and support.

October | Aninquiry is launched to investigate under-repaytof cervical

1999 smear abnormalities in the Gisborne region.
April The Gisborne inquiry report is published.(2)
2001

February | The Office of the Auditor General (OAG) report (@hich
2002 monitored the Gisborne recommendations, is puldishe

August A final report (4) on the review of progress to lempent
2003 recommendations of the Gisborne cervical screemniggiry
(CSI) is produced by Dr Euphemia McGoogan.

December| The OAG’s second report (5), comprising a reviewhef CSI
2003 and other recommendations, is published.
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March The Health (National Cervical Screening Programme)
2004 Amendment Act 2004, Section 112c, comes into forc& July
2004. The rest of the Act comes into force 12 heifter the
date on which it receives royal assent.

November| The Cervical Cancer Audit Report is published.
2004

May 2006 | The Health and Disability Commissioner’s review of
colposcopy services at Waitemata DHB is published.

Chronology prepared by the NSU, 2011.

In January 2011 the New Zealand Associate MinisteHealth appointed
Jeffrey HJ Tan, MBBS, MRCOG, FRANZCOG (AustraliRpberta | Howlett,
PhD, MASc (Canada) and Linda Thompson, RN, ADN (Néealand), to
undertake an independent review of the NCSP. TimésMr requested that the
Committee present a written report of this reviewlld June 2011 (the draft
report was received on 22 Jun&hich the Minister would subsequently
present to the New Zealand House of Representatwnes later attend to
publication and distribution of the review report.

The NCSP Review Committee is a ministerial reviewnmittee established
under Part 4A, Section 1120, of the Health Act 1986e Act’). The
Committee’s statutory functions were to review:

the operation of the NCSP

evaluation activities of the kind described in gectl12T of the Act that
had been carried out or are proposed to be catied

The Review Committee focused on the continuousityuaiprovement of the
overall screening programme and relevant NCSP caoemge to reduce the
burden of disease related to cancer of the cemdk early precursors. The
Committee has summarised its findings and recomatent in this report to
the Associate Minister of Health, including a reecnemdation for future
reviews.

! Section 112T statesMeaning of evaluate:

For the purposes of this Part, evaluate means totonaand assess the service delivery and
outcomes of the NCSP so as to promote the fulfitnménits objectives by determining
whether there are any systemic issues to addre#snwihe programme or quality
improvements that may be made to it.

(2) An evaluation may, from time to time, includeexiew of, and an investigation into,
the cases of:

(&) any woman who is enrolled in the NCSP (whetitenot she has developed any
cervical cancer); and

(b) any woman who has developed any cervical cafwbether or not she is
enrolled in the NCSP); and

(c) any deceased persons to whom paragraph (a@ragmph (b) applied at the time
of death.’
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The following table briefly describes the role ammhtributions of the members

of the Review Committee.

Table 2. Review Committee responsibilities

Committee
Chair

Dr Jeffrey
Tan

Liaise with stakeholders on the project’s
scope

Finalise the review’s scope
Develop the review framework

Identify key informants and other
information-gathering requirements

Lead the analysis, documentation of findirjgs
and development of recommendations

Take responsibility for the following review
areas: quality, workforce, colposcopy, HPY,
Register, future directions

Committee
member

Dr Roberta
Howlett

Contribute to the review’s design and
implementation

Identify key informants

Lead the report writing and complete
substantive editing of the final report

Take responsibility for the following review
areas: coverage, quality, Register,
organisational structure, workforce, HPV,
future directions, HPV testing and
immunisation

Committee
member

Ms Linda
Thompson

Contribute to the review’s design and
implementation

Identify key informants

Contribute to report writing and act as
technical background editor

Take responsibility for the following review
areas: organisational structure, ethnicity,
workforce
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Background

A key recommendation of the 1988 Cartwright Inquimas to establish a
national cervical screening programme in New ZehlaQuality issues were
noted in the reading of screening specimens indambregion, which resulted
in the appointment of a Committee of Inquiry in 299 The Committee’s
report, published in 2001, presented 46 recommeanrdat Subsequent reviews
(see Table 1) put forward 126 recommendations fiogiamme improvements.

Aspects relating to previous recommendations aestiiject of this report and
will be addressed in greater detail in the sectithrag follow. Many matters
noted in the recommendations related to efficiemd affective programme
organisation as well as the need for improved gualssurance, monitoring,
evaluation and audits. An effective programme redjzated on evidence-
based standards and guidelines, as well as haheghécessary tools and
resources to fulfil the programme’s mandate. Ruahd clinician awareness
and accurate knowledge among both groups are aritec the success of
screening to ensure that participants are wellrméal and understand the
rationale for screening.

Organisationally and administratively the NCSP iartpof the National

Screening Unit (NSU) and is funded by the MinistfyHealth. The NCSP is
connected with partners and stakeholders via th&M@&dvisory Group and
through a variety of mechanisms ranging from cagréo clinical networks.
NCSP undertakes internal monitoring against evanandicators. External
monitoring is carried out by the NCSP Advisory Gupuwvith technical

assistance provided by the Cancer Council of NeutlS@ales. International
Accreditation New Zealand (IANZ), a national orgaation offering

accreditation services for the technical competentelaboratories and
radiology services, provides audit services. Tieg@amme is subject to
parliamentary review every three years.

Since implementation of the NCSP in 1990 it hasettgyed standards for
laboratories, colposcopy, clinicians who screerformation systems (the
NCSP Register) as well as guidelines for cerviceaning. The NCSP reports
increased participation rates and a decrease ideince and mortality related
to cancer of the cervix.

The NCSP interfaces with District Health Boards @) and many services
are co-ordinated regionally. Private and DHB labories across New Zealand
provide cytology and histology services by way efdering processes and
contracts with the NSU. The NCSP Register is alude that contains
cytology, histology, colposcopy and human papillemas (HPV) testing data.
Immunisation data are held in a separate regifata linkage with the Cancer
Registry occurs at regular intervals as part ofdhecer case review process.
Laboratories have access to historical screenidgpathology data from their
own and other laboratories.
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Please refer to the relevant sections of this tejpormore detailed discussion
of past recommendations, current status and recowhmtiens from this
Review Committee.

Methodology of the review process

Review scope

The NCSP Review Committee’s statutory functionsenterreview:
. the operation of the NCSP

- evaluation activities of the kind described in gectl12T of the Act that
have been carried out or are proposed to be carued

As required by legislation, the Review Committeevaleped a plan to
articulate the scope and process of the review, @m$ulted partners and
stakeholderfsabout the proposed areas for review. Based anfésidback,
additional items were incorporated and the finanpivas presented to the
Minister of Health in early March 2011. The Mimstpproved the plan on 16
March 2011.

Broad areas for review included:

« coverage, participation, equity, access and diSeasken
« quality (including laboratory processes)

« organisational and structural issues

- workforce issues

. ethnicity data, including quality, completeness asd

- the NCSP Register

« colposcopy

- HPV testing

« HPV vaccination

- future directions (including technology, screenimgnagement and research).

More detail on the areas of review is given in Amglig A.

Review objectives

As required by legislation, the Review Committeeused on the continuous
quality improvement of the various components oé tNCSP. Specific
objectives included addressing the following quesi

2 These included the NCSP Advisory Group Chair, NC&#isory Group members
representing the RCPA, the RNZCGP, the Society yiblBgy, the RANZCOG, the lead
pathologist from cytology laboratories, a selectmnseven lead colposcopists from the
20 DHBs, and a selection of four lead scientisimftaboratories.
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What progress has been made in implementing recowfatiens from
previous reviews of the NCSP?

What (evaluative / continuous quality improvemeantjivity has the NCSP
undertaken and what do they plan for the future?

What, if any, are the key issues, challenges akd to the programme?
What future issues should the NCSP consider?

Methodology overview

The Review Committee used both qualitative and tjizive methods to elicit
information to conduct its review of the NCSP. &fie methods included:

a review of NCSP documentation, including extemaldits and programme
documents

a scan of peer-reviewed evidence relating to cahdancer screening and
related topics

key informant interviews, facilitated by a semiustiured interview guide
(this approach aimed to identify priority themeatttelate to the experience
and opinions of those who interact with the NCSR vwrariety of contexts)

a written submission process from partners, stdkeh® and the public,
which provided opportunities for open feedback frioterested parties

attendance/observation at a forum of health promeptevhere the
Committee also conducted group interviews.

Review of documentation

The Review Committee looked at relevant historidacuments from the
Cervical Cancer Inquiry 2001 onwards (including dcGoogan’s report), as
well as reports to monitor progress against recongatons from the Cervical
Screening Inquiry. The Committee also examineévait documents and
reports from the NSU and NCSP that related to progne performance. The
NSU facilitated the Committee’s access to a widdetya of documentation
related to background information on activitieseach of the key areas for
review.

Finally, the Committee requested an update on titeiss of recommendations
made since the 2001 Inquiry. Appendix B outlirtgs information.
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Literature review

The Committee reviewed relevant evidence publislwedpeer-reviewed

literature, technology assessments and relatedrtsgpand standards and
guidelines from other jurisdictions. These inclddpublications relating

specifically to New Zealand, as well as other gigsons that provide cervical
screening services in a variety of ways. Curragmifgs from various reviews,
meta-analyses and randomised control trials wensidered in the context of
the entire spectrum of programme components angedgl as well as best
practice recommendations.

Interviews

The Review Committee selected key informants fterinews, either in person
or by teleconference. Interviews occurred betw22nMarch and 15 April
2011. In total about 60 interviews were schedaled 55 were completed.

Key informants included:

« NSU senior management

« NCSP staff

« advisory groups (NSCP group,abti group, Pacific contact)
- a Register provider

« representative laboratory personnel

« colposcopists

. regional co-ordinators from DHBs

- independent service providers, includingavi and Pacific
< government agencies

. non-government organisatichdGOs)

. clinicians who collect screening specimeaad are affiliated to NGOs and
primary health organisation&”HOSs)

- professional bodies
« public health and clinical experts
« women’s and consumer groups.

Please refer to Appendix C for more detail on #q@esentation of individuals,
agencies and organisations contacted by the Rev@wmmittee.

¥ NGOs are provider organisations that may receivelihg from government but are not a

government agency in the same way as, for instaheédlinistry of Health or the Disability
Commissioner. Smear takers and health promoters, ae employed by NGOs.
Independent service providers (ISPs and PHOs)@arggavernment organisations.

In New Zealand clinicians who take Pap test spensrare known as ‘smear takers’.

PHOs are collectives of general practice servicashave centralised entities to administer
and manage funds and data for primary health care.
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Prior to the interview, each interviewee received generic semi-structured
interview guide (see Appendix D), which was develbpby the Review
Committee to elicit information related to the reastunder consideration. At
the time of interview each interviewee respondedpecific questions related
to their main areas of expertise and experienceachBnterviewer made
additional inquiries to supplement the basic qoesti

Written submissions

The Review Committee requested additional feediback other partners and
stakeholders via written responses to general igussin a submission form
(see Appendix E). This form was distributed tcestdd stakeholders in mid-
March 2011. The form was also posted on the NShkiteto facilitate ad hoc
representations to the Review Committee.

The following groups were contacted (individualsomvere interviewed in
person may have been excluded):

- DHB chief executives
DHB funding and planning managers
« PHOs
laboratory chief executives, a laboratory managdraclinical director
- laboratory pathologists and charge scientists
colposcopy service managers at DHBs
. colposcopy nurses at DHBs
lead colposcopists at DHBs
« NCSP regional programme managers at DHBs
independent service providers
- the National Screening Advisory Committee
smear-taker trainers
- professional bodies
government agencies.
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Report of the Review Committee

In most instances, this report will reference aidya that is publicly available.
The last annual NCSP Report was produced for tlhe $807. More recent
data references are from Monitoring Report 32 lised in June 2011.
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Coverage, Participation, Equity, Access

and Disease Burden

Overview

Population-based cancer screening differs from rotiealth programmes
insofar as the target population is generally hgalt The aim of cancer
screening is to encourage healthy people to undemascreening test in an
effort to find and treat precancerous lesions,codétect cancer in the earliest
possible stage so that treatment outcomes are alptim

The essential components for organised cancer rsngeenave been well
articulated (6,7). A fully organised populationsbd screening programme
should be comprised all these elements, which include:

+ education and communication

. recruitment of the screen-eligible population

- recall of those who are overdue for screening

. follow-up of those with abnormal screening results
« quality assurance and improvement

« monitoring and evaluation, and

. research.

If all components are not in place, the screeningg@mme is not fully
organised and there is a risk that some part ointlemded population will not
benefit, or that some aspect of the screening progre is prone to error,
missed opportunities or ineffective and inefficieftorts to reach the screen-
eligible population.

Most components rely on an effective and completpufation-based
information system. Such a system facilitates uiemrent of the target
population, recall of those who are overdue foeening, and follow-up of
those with abnormal test results. Other elementdude a supporting
laboratory network, quality assurance programmeshads for monitoring and
evaluation, as well as health promotion (8).

The latter element must include education of bbth gublic and health care
providers. It is essential that the target popoiahas access to all components
of screening, as well as diagnostic and treatmenteaures. All elements
must be supported by evidence-based guidelines modhotion of best
practice. Once established, an organised canceersng programme must
continuously monitor and modify standards, guidsdinreporting terminology
and best practices as new evidence emerges (6).
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Current status

Since implementation in 1990, the NCSP has devdlopmndards for
laboratories, colposcopy, those who take screespegimens (known as smear
takers in New Zealand), the NCSP information sys{&f@SP Register), as
well as updated guidelines for cervical screenimgj guidance for HPV testing.
NCSP reports increased participation rates andcaedse in incidence and
mortality related to cancer of the cervix (9, 10).

Primary care organisations issue screening ingitatio screen-eligible women
consistent with NCSP screening guidelines. Abodt rhillion women are
enrolled on the NCSP Register, which representgoappately 96% of
eligible women.

The NCSP reported an increase from 2006 to 200Dverall rates for
enrolment, participation and coverage (see Figuia & 30-year comparison).
Nevertheless, there have been significant histodisgparities in participation
and coverage rates. Women from ethnic groupso(M Pacific and Asian)
have been less likely to participate in screenirdnadjusted participation

rates were 20% lower, and adjusted rates 30% |diven European/other
women (about 93%) (9).

®  This estimate is based on a comparison of the sumbwomen on the Register with the

number of women in New Zealand in the same ageetaag provided by Statistics New

Zealand (SNZ) through its population estimates @rgjections. These are based on New
Zealand'’s five-yearly census, updated using theidRerg of Births and Deaths and SNZ's

calculations of migration (in turn based on samplihe arrival and departure cards)

(Dr H Lewis, personal communication, 25 May 2011).

Adjusted for hysterectomy: if a woman has hadtal toysterectomy she is no longer part of
the screen-eligible population as the cervix hagnbeemoved. If only a partial
hysterectomy has been done, she should still lmesed because the cervix is likely still
intact.
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Figure 1. Cervical cancer incidence and screening participdrom 1976 to

2006
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Similarly, after adjustment for hysterectomy, thyear coverage (retention or
regular screening in the past three years) ratemgmwomen in Maori, Pacific
or Asian were less than 50%, compared to Europdar/avomen (77%). The
overall coverage target is 75% after correctionhigsterectomy (9). There was
some regional variance in participation and coverdgt the disparities for
women from the defined ethnic groups are fairly sistent across all New
Zealand regions.

The most recent Monitoring Report (up to the en@@®9) indicates that the
national target for coverage (75%) has been exceedith almost 80% of
women having been screened in the preceding treae-period (10).
Compared to the three years ending June 30, 2B39represents an increase
at a national level, especially among Pacific arglaA women (62.2% to
64.7% for Pacific women and 64.3% to 67.8% for Asaomen) (10).
Nevertheless, disparities among ethnic groups wmeamtained (10). (See
Figure 2 for five-year coverage data.)
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Figure 2. Five-year coverage by ethnicity (women screendtie five years
prior to 31 December 2009, as a proportion of gstemy-adjusted 2006
female population)
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Note: Coverage is calculated using the populatiorjgction for 2006 based on 2001 Census
data. The target (green line) of 75% refers teethyearly coverage.

More recently, a widespread social marketing cagmpawvas launched by
NCSP with the intent of increasing awareness amticgeation among Mori
women and to some extent among Pacific women. \idnoen other ethnic
groups seem not to have been included in thesdhhpabmotion efforts.
Similarly, women from other vulnerable groups —sh@f low literacy, women
who live in poverty and women with special néedsseem not to have
received the benefit of public education effortsgmsely directed to recruit and
encourage their screening participation.

Generally in New Zealand, loss to follow-up ratéeraabnormal screening
tests are low, at less than 10%; however, therehayeer rates in certain
regions and among ethnic groups. This suggestsowed processes since
programme implementation, since rates in earliearsevere higher (11).
Nevertheless, in some regions, very low rates &b lto follow-up have
deteriorated (9). By comparison, in many otheisglictions, up to 20-40% of
women with abnormal Pap tests are lost to follonaapessment and treatment
(12-18). In these same jurisdictions, wait timasdssessment and treatment
are closely related issues that reportedly cortgilio high rates of loss to
follow-up. Another related factor is that women ym@ot understand the
importance of timely follow-up after an abnormatesm; this concern must be
addressed via public education efforts and papbgsician discussion.

8  This may include, but not be limited to, womenhaghysical and/or cognitive challenges.
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The NCSP advises that recruitment efforts have eaximised since New
Zealand’'s primary health organisations assumedorespility for screening

invitations to screen-eligible women who are inelddn primary care rosters.
While enrolment is reportedly high (Dr H Lewis, penal communication,
25 May 2011), the fact remains that some scregibédi women are seldom or
never screened. This is reflected in incidenca,dgitven that about 80% of
new diagnoses occur in women who are seldom onrseveened (19).

Furthermore, these disparities are also evidemther ways. Mortality rates
are significantly higher — more than twice as higlamong women who are
Maori or Pacific (9). Nevertheless, across all womerortality rates have
decreased. (See also the section ‘Ethnicity D@taality, Completeness and
Use'.)

While the burden of cervical cancer is low compatedther cancers, it is

important to remember that this is essentially eventable cancer if effective

screening is available. The fact that most newexand deaths occur in
women from ethnic and vulnerable groups represemguitable access to

service — an urgent issue that must be addredsettience and mortality are

declining across all groups, but women from ettamd vulnerable groups still

bear a disproportionate burden and concerted sféoé required to address this
inequity (see Figure 3).

Figure 3. Cervical cancer incidence ofadri and European women by five-
year time periods from 1986 to 2004
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‘There is also still
confusion among the
general public as to
what cervical
screening is testing
for. Many women
assume it is testing
for all gynaecological
cancers. This lack of
clarity needs to be
more clearly
addressed in the
information provided
by NSU.’
(Interviewee

As reported in many other jurisdictions, and asnagkedged by the World
Health Organization (7), the NCSP has achieved ifgignt gains by
decreasing the burden of disease related to cantlee cervix. This is due, in
part, to the implementation of an organised scregmprogramme. Other
factors may very well have played a role in thiscassful decline in incidence
and mortality. Such factors may have included éased awareness among
clinicians — primary care providers, colposcopip&thologists and oncologists
—as well as in the general population.

Key issues

- While impressive progress has been realised withiaad screening efforts
since implementation, there is room for improvemantthe organised
programme. (See also the section ‘NCSP Registethtensive local
research is urgently needed to understand the lyimdereasons for poor
participation, retention and loss to follow-up amathnic women and the
most vulnerable women. It is essential to obtd@arcinformation on the
knowledge, attitudes and behaviours of the New afwhl population.
Without such evidence, future health promotion i$fonay not be effective
or efficient. Although the NCSP commissioned aseasment of the 2010
social marketing campaign, it is not clear howghegramme plans to apply
the findings to improve knowledge and access.

- Many stakeholders cited the cost of Pap tests amyaficant barrier to
screening participation, especially among the nmobterable groups.

- Awareness and accurate knowledge of the role tfPat plays in cancer of
the cervix and other cancers is generally low. sThpic must be a primary
focus of all education efforts.

- Customised and targeted interventions are neededctease awareness,
knowledge and participation iall components of screening by all ethnic
groups and women from vulnerable populations. s lessential that such
efforts are customised and targeted, with inpuimfr@levant community
sectors, as ‘one size does not fit all. Publiaetion must be customised
and streamlined to take into account the speciieds of women from all
ethnic groups and women who may not understandirttportance of
screening and prevention. Feedback indicatesatbaten from other ethnic
groups — such as Asian populations — have not Beerfocus of health
promotion efforts. While the number of women iregh groups may be
lower than Miori women, a truly inclusive approach must reatkvamen.
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Recommendations

1.

A proactive campaign is needed, with targetedrirentions to address
disparities among ethnic groups as to participaticetention, and
improved follow-up after abnormal screening results

The Ministry of Health must explore options tmdl Pap tests at a system
level to reduce disparities in access.

Improve screening participation by increasirg tiamber of smear takers
who are attuned to cultural sensitivities and thefgzences of women
with special needs.

Undertake an HPV education campaign to incremsareness and
accurate knowledge among the general populatiddee (@lso the two
sections relating to HPV.)

Ensure continuity of monitoring, evaluation aegorting. This is best
achieved through collaboration and improved pastmnps with the

academic community and/or the NCSP Advisory GrolpfCSP must

make concerted efforts to consult with partners siatteholders and to
complete and report overall programme activities a more regular
basis, whether annually or bienniatfy.

Extended reporting delays contribute to a lokscanfidence in the
programme and must be prevented in the future.

9

10

For example, larger programme reports that suns@atchievements; challenges; monthly
and semi-annual monitoring; internal evaluationg-agime- and period- cohort analyses;
and longer term trends.

Given that significant resources are needed topbetm data analyses and produce
programme reports annually, publishing this infdiiora every two years may be
satisfactory, assuming that other established mong is completed as per current
recommendations and requirements, eg, quartedgmi-annually.
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Quality Assurance and Monitoring

Overview
Evaluating NCSP performance currently involves:

independent monitoring of a range of performanckcators against agreed
targets

regular independent audits of specific programnregmnents

three-yearly reviews of the programme as a wholegdcordance with the
Health (National Cervical Screening Programme) Admeent Act 2004

ongoing monitoring of smear takers, laboratoried aolposcopy services
against the programme’s own quality standards

investigation of complaints

monitoring trends in programme outcomes — cervieaicer incidence and
mortality (20-27).

Historical inquiries and reviews are summarisedable 1 in the Introduction.
The most recent information relating to laboratpgyformance is detailed in
numerous reports (28-31).

Current status

New Zealand Cervical Cancer Audit

Women who are enrolled in the NCSP have their simge histories —
laboratory cytology and histology (biopsy) and Hi&gt results — recorded in a
centralised database, the National Cervical Scngdarogramme Register. Al
tissue diagnoses of cancer (including cervical eedy stage and histological
type) are notified to the New Zealand Cancer Regisnhder the Cancer
Registry Act 1993 (32). Also, both databases ifienmdividuals by their
National Health Index (NHI) number, a unique peedddentifier assigned to
all persons at first contact with the health systdins thus possible to link a
woman'’s cervical cancer diagnosis (recorded onGhacer Registry) to her
screening history (recorded on the NCSP Registamer NHI.

Since 2000 the NHI completion rate has been vegly fgélose to 100% on both
databases). Problems were experienced earlieor (poi 1997) involving

multiple NHIs being assigned to the same woman,thigt has been greatly
reduced due to more active detection and resolufatuplicates on the NHI
database.
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The New Zealand Cervical Cancer Audit (33), pulddhn November 2004,
was carried out following the Ministerial Inquirpto the Under-reporting of
Cervical Smear Abnormalities in the Gisborne Regig). One
recommendation following the Gisborne Inquiry waattthe NCSP should
implement a process for ongoing review of the sdreg histories of women
who develop cervical cancer. Such case reviewscanglucted by several
countries with organised cervical screening prognas (34—40) and should be
distinguished from periodic full-scale programmelisi

Lewis et al have described the method developethé&yNCSP for reviewing
cases of cervical cancer (19). They presenteddbelts from linking new
cervical cancer cases (from the Cancer Registr) 8greening histories from
the NCSP Register via the NHI for the four-yearqe2003—06 and compared
these results with those of the earlier New Zeal@edvical Cancer Audit.
Linkage to screening history revealed that 202hef 438 women (46%) had
never been enrolled in the NCSP; 137 (31%) wereollear but were
infrequently or irregularly screened; and 85 (208éyeloped cancer despite
regular screening (data were missing for three womerhese results were
similar to those found in the New Zealand Cervicahcer Audit, covering the
period 2000-2002.

Lewis et al concluded that ongoing linkage of caremed screening data is
useful for monitoring programme performance. QCuaniing that 80% of

potentially preventable cervical cancers involvenvea who are seldom or
never screened provided confirmation that improviogerage (then around
72%) was a priority. Further investigation (phas®) needs to investigate
those few cases where cervical cancer developguteesgular screening (an
average of 21 per year, or approximately 20% ajildi cases) to distinguish
interval cancers from potential programme quabguies.

Ongoing review of the screening histories of wondeagnosed with cervical
cancer provides a complementary approach to agditi@ overall performance
of the NCSP. It could also potentially lead to tdentification of specific

problems that need more detailed investigation @vgkible corrective action.
The Health (National Cervical Screening Programieendment Act 2004
(section 112T-112Z) provides the legal basis feséhreviews.

Independent monitoring

Ongoing systematic monitoring is a requirement of cganised screening
programme. Such monitoring allows for the evahmtiof programme
performance and corrective action, as requirednitdddng is carried out using
a set of key indicators, which cover all aspectsth& screening pathway,
including participation by women, their clinical toames, NCSP provider
performance and the programme overall.
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Monitoring reports were produced quarterly from 8abter 2000 to June 2007
(Report 27), and bi-annually thereaftér. These monitoring reports were
intended for the general public, NCSP providerstaedorogramme itself.

The NSU, under contract with the University of Qiagestablished an
Independent Monitoring Group to provide independgrantitative monitoring
of the NCSP in 2008 This was the first time the NCSP was monitorée; t
first report of the Independent Monitoring Group tbE NCSP was for the
quarter October—December 2000.

The main purpose of the report was to assist thid Bi®l service providers to
improve the quality of the NCSP. National indicatdor the NCSP were
established by the NSU in 2000. These providebtmas for the monitoring
reports produced by the Independent Monitoring @rouSome national

indicators will be reported quarterly and otherdl wnly be included in six-

monthly and annual reports. The reports are Histed to providers and are
publicly available on the NSU website, and provitatistical data on the
performance of the NCSP and NCSP providers. Thewghat the national

indicators of performance are largely being met; ergh there are

recommendations to follow up with providers, the IN&ddresses these
directly with the service provider concerned.

The Independent Monitoring Group, based at the é&mity of Otago,
published quarterly monitoring reports on NCSP Riegidata from October
2000 to March 2003. Reports from April 2003 weaken over by the Centre
for Public Health Research, Massey University, Wigtbn. The raw data from
which the indicators included in these reports lfwihe exception of the
colposcopy indicators) are calculated were proviethe Centre by the NSU
in the form of an anonymised extract from the NCS@yister. The data
extract was taken six weeks after the end of threogeo which the report
relates. The colposcopy data were provided b\tBe and reformatted by the
Centre. Their first report was for April to Jun@03, prepared in May 2004.
Their last was the six-monthly report covering Jaguo June 2008, prepared
in November 2008.

Following a hiatus of two years, the next monitgrieport was completed by
the Cancer Epidemiology Unit, Cancer Council NSWdriy, Australia.
Their first report was Monitoring Report 30, coveyiJuly to December 2008
and published in February 2011 (41). The next sisemonthly reports for
2009 were finalised in March 2011. This coincideih the use of a new
reporting format, incorporating more explicit défions and utilising data from
the newly developed NCSP Register, so earlier te@we not fully comparable
with Report 30 onwards.

1 See http://mww.nsu.govt.nz/health-professional8Blasp for list of all reports.
12 See hitp://mww.nsu.govt.nz/filess/NCSP/NCSP_QR_flfpidthe first report.
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‘Periodic and
ongoing review of
screening guidelines
are required, eg,
initiation, screening
intervals and follow-
up; and need to
develop evidence-
based follow-up
algorithms within the
context of the HPV
immunisation
programme.’
(Interviewee)

The development of these reports is ongoing. Irtiquéar, colposcopy
indicators are not calculated due to the incompkse of colposcopy data on
the NCSP Register relating to this time period. eSéh indicators will be
included in reports when the data have improvedorkAs also underway to
improve the accuracy and completeness of ethnilgitsg on the register and to
update denominator population data. Other indisatauch as the accuracy of
negative cytology reports, are in development aitido& reported on in future.
Technical information on the indicators is avaitabh a separate report
(Technical Specification for Monitoring  Repdits available  at
Www.cervicalscreening.govt.nz.

Approval was sought and received from the Natidtetiaki Group for access
to Maori women’s data from the NCSP Register in ordecdltulate various
programme indicators by ethnicity. NCSP biannuanitoring reports are
reviewed by the NCSP Advisory Groliba multidisciplinary advisory and
monitoring group representing NCSP providers andsomers. The group
may make recommendations to the NSU for follow-ciioas.

Laboratories: Provision of cytology and histology feporting rates and
monitoring of continuing competence in laboratory gaff

The laboratory network that supports cancer scneehs essential to cancer
screening and is inclusive of physical facilitibsyman resources, safety issues
and procedures specific to the screening tesft itselLaboratory professionals
and services have been, and will continue to bejngrortant part of the
screening process’ (42).

There are more than 23 laboratories in New Zeathatl carry out cytology,
histology and HPV testing. In the past there wearen more, but the total has
diminished since reorganisation. Laboratories ntajlect and process
specimens from anywhere in the country. Theresarerivate laboratories and
two public laboratories associated with hospitatee latter two are
administered by the government. Laboratories alemgstanding relationship
with the NCSP.

New Zealand’'s laboratory services have been thejesubof detailed
investigation in previous inquiries, audits andleations, some of which are
referenced here (2-5). Based on findings fromehesious reports, there has
been significant improvement in laboratory servigewl quality assurance
processes. NCSP Operational Policy and Qualitndatas are in place for
providing ‘a smear taking service’ (22) and a ‘leddory service’ (23).

3 For more information, see http://www.nsu.govt.ealth-professionals/1072.asp
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Several lab contacts
reported ‘dissatisfaction
amongst pathologists
and scientists with
respect to the NCSP’s
laboratory strategic
planning and
operational
management’. Specific
concerns from one
interviewee described
an organisation with
‘new layers of managers
and acting managers
with ill-defined roles
and poor
communication skills.
The NCSP was
dictatorial and high
handed in its
management style.
Responses to questions
from our laboratory
were in some cases
either ignored or replied
to so slowly that the
issue faded into
neglect.” (Interviewee)

Quality standards across the laboratories areweddyy IANZ, with an annual

cycle for review (in Australia the review occurseythree years). Operational
Policy and Quality Standards are an internal laiooyaprocess for monthly

performance review of individual cytotechnologistSince implementation of
automated screening, standards are reported toeespme revision, as current
standards have too many categories for screenatgatie not consistent with
international standards.

Since conversion to liquid-based cytology (LBC)e throportion of cytology

specimens processed by this method has increasaithtist 90% (10). The
recommended NCSP targets for unsatisfactory cyyokmecimens are from
1to 8% for conventional cytology and from 1 to 366 LBC. The former

target was met at a national level and the latgghtee out of nine laboratories.
There has been no change in the rate of unsatsyddBC specimens (10).

Since these targets are very generous comparedhtr prisdictions and
laboratory experience (43), such a high rate ofatisimctory samples may
reflect relatively low volumes in laboratories tHfahction within a regional
structure. In Ontario, Canada, the implementaiwdnLBC resulted in a
significant decline in unsatisfactory cytology sipeens, even in an
environment where these rates were already verydog to comprehensive
quality assurance mechanisms across the entirersogespectrum (43).

There is no guarantee in New Zealand that cytokryy histology specimens
for cervical cancer screening will be processetha same laboratory. This
relates to a regional funding structure that setanise based on lower costs
among competing laboratories — a structure that meayoe the most efficient,
cost-effective or reliable. Clinicians who providesessment and treatment for
women with abnormal screening results often cortbeltreading laboratory to
discuss specific cytology and histology resulfseither one of these services is
located outside the clinician’s region, the cliaitiis less likely to contact that
laboratory for clarification as those conversatiaare based on clinician—
laboratory communications and trust that are wsthlglished.

Key issues

NCSP Register

Feedback indicates continuous problems with resfmethe Register. There

are questions as to whether the Register is rogustn the frequent system

failures — either with or without advance notifiocat These concerns are not
reflected in the Register outages reports. (SeeNGSP Register’ section for

more detail.)
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Impact of HPV immunisation

Laboratories have expressed concerns about theciropamplementing HPV
vaccination. These concerns relate to the publi‘i#ed understanding of
HPV. The first is the potential for vaccinated tdes to believe that screening
is no longer required. The second relates todke than optimal uptake of the
HPV vaccine and the future changes to screeningritigns that will be
required in this new environment. The third redat® the impact of
immunisation on HPV testing and the potential feduced performance of
cytology as a screening test.

Laboratory infrastructure

Historical inquiry and audit reports have recomnezh@ national laboratory
structure. Such an approach would improve conmsigteefficacy and coherent
application of quality assurance measures, and dveirhplify negotiations

with laboratories regarding the fee structure agiteang to required volumes.
New Zealand is a relatively small country, so labory infrastructure could
easily be adapted to increase capacity to deal sgtkening and histology
volumes. Communications would be improved withiclans and with NCSP
staff, with a focus on adherence to establishetstals and guidelines.

A tendering process was reported to have been &betpin recent years and a
successful bidder was selected. The tenderingepsowas withdrawn but no
laboratory staff we spoke to could inform us of thasons for not proceeding
with this approach once there was a change in gowent in 2008. NSU

indicated they had sent the following communicationall the laboratories:

“There have been a number of changes in the waleoratory sector over

recent times; the changes are on-going. Therds uncertainty about the
availability of funding for the introduction of LB@nd HPV testing. It has

been decided that it was not in the best intereistae NCSP, laboratories or
the wider health sector, to proceed with implenmentihe RFP (request for
proposal) at this time”.

Laboratories have noted their enthusiasm for suchpproach, as the current
tendering, funding and negotiation processes alieus, time-consuming and
inefficient — all of which results in laboratoriesxperiencing difficulty in
workforce planning, maintaining infrastructure anecruiting/retaining
experienced and expert staff. (See also the settMorkforce Issues’.) The
current tendering and funding shortages have agtgdvntermittent shortages
of qualified and experienced cytotechnologists aithologists.

As noted earlier, in spite of the conversion to LBIe rate of unsatisfactory
specimens remains higher than one would expect thighform of specimen
collection and preparation. Furthermore, a highume of LBC warrants
centralisation, because the kind of automatic repdnat is enabled by LBC
can easily accommodate throughput and increaseitapdhis is also true for
the use of high-risk HPV (hrHPV) testing as a teiagechanism. When, and
if, cervical screening converts to the use of hrH®¥ting as the primary
screening tool, centralisation could easily accomiat® this transition. It
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would require consolidated and collaborative plagramong all key partners
(internal and external) to effect this change matonal laboratory structure.

Such an approach would provide an opportunity toventbwards a more
proactive, rather than a reactive, screening progra. The programme’s
history is such that the Ministry and NSU have beetine position of reacting
to a series of crises. Now that the NCSP is wathldished, a paradigm shift
based on proactive planning is in order. (See tisdcCommittee’s comments
in the sections on ‘Organisational and Structusdués’ and ‘Workforce
Issues’.)

Relationship with the NSU and NCSP

The Committee received numerous comments fromgsawithin and outside
the NSU regarding the apparent lack of communioatiod cohesion between
clinical and quality staff within the NSU, and thesulting impact on
communication with laboratories and others. Conisiaiso pointed to a lack
of staff experience and expertise with respectttcer screening and how best
to apply quality assurance within a screening emvirent.

In general, partners and stakeholders applaudedubeess in reducing the
incidence and mortality due to cervical cancer, lad reservations about the
current status of the programme. Some feedbacklel to the inconsistent
application of quality standards, which may havdleoted either a
misunderstanding of the standard or a bias towaaise laboratories over
others.

Even though laboratories have a vested interestamtaining their share of
services, the Committee was impressed with thedlack, which focused on
providing a high-quality screening programme fa tomen of New Zealand.

Recommendations

1. The NSU should explore options for consolidatsgyvices related to
cytology, histology and HPV-DNA testing, which wilideally be
centralised with, at most, one or two laboratori€®everal laboratories
have expressed a preference for a centralisednaftinodel. Others
were not happy with the current regional structbezause they were
subsidising cytology services and this is not dasnable business model.

2. It would be beneficial for the Ministry of Helalto consolidate laboratory
negotiations in one department external to the N&Unakes sense for
one Ministry section to assume responsibility ftir dascussions with
laboratory executives/representatives regardiaj lab services.
Although the Ministry contact would need to segbunfrom clinical and
lab experts within the NCSP about specific testgitract and funding
negotiations should be conducted outside the sicrg@nogramme.
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(This change is of paramount importance since thHeis€@hurch
earthquakes, which have severely limited the omersitof two key
laboratory facilities.  Negotiations for all lab reees should be
conducted on the basis of input from relevant negfio national,
laboratory and screening contacts.)

The NCSP should continue to conduct ongoingerewf the screening
histories of women who develop cervical cancer.

It is difficult to adopt a proactive approachamprogramme when there
are delays in the production of monitoring and eatbn efforts. The
NCSP Annual Report has been delayed by more thae tfears. Since
that delay, semi-annual monitoring reports havenbeeduced by an
Australian group. Numerous interviewees expressgrterns regarding
unexplained delays and dissolution of the Indepenhddonitoring
Group. Not everyone agrees that sourcing thistfomoutside of New
Zealand is the best approach, as many believe ihstdficient expertise
within the country to perform this function.

External expert review is recommended every frears, rather than
every three years.

Secretariat support for future external revieshsuld be provided by
MoH staff outside the NSU, and should have expegeim providing
executive assistance.
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Organisational and Structural Issues

Current status

Ministry of Health restructuring

From 2001 to 2011 reports and inquiries on cervimkeening highlighted

concerns and recommended change in the developmeatagement,

autonomy and leadership of the NSU and NCSP. Téei€al Screening

Inquiry (CSI) (2000-01jhoted the need to ‘preserve and encourage’ thareult
fostered by the Health Funding Authority (44). T®8I also proposed that the
NSU be a separate unit within the Ministry of Healvith its own budget and

manager, who would have delegated powers to cdrfsascreening services
directly with providers on behalf of the Ministr#4). Since that time the
Ministry, along with both the NSU and NCSP, havstngctured many times.

These changes are summarised in the followingaeti

NCSP moves influenced by sector changes

From 1988 to 1993 the NCSP was dispersed amongl4hérea Health
Boards), then the Regional Health Authorities idahg (Ministry of Health,
Public Health Commission and four Regional (puraig@sHealth Authorities)
of New Zealand. The NCSP commenced a single ratioous, with national
co-ordination managed from the Public Health Dweate of the Ministry of
Health from 1998. (See Appendix F for a more dedaichronology of
significant events.)

NSU reviews influenced by Ministry restructuring

In 2000 the Ministry of Health established the N&&a separate unit with a
Clinical Director and Group Manager, in line witlSICRecommendation 1.12
(44). The first structural review of the NSU in(0resulted in increased
clinical leadership positions. Additional interrralstructuring over 2002 and
2003 led to the termination of the quality groupithwquality functions
incorporated within the NCSP and BreastScreen Aotedeams. (See
Appendix F for a more detailed chronology of sigiaht events.)

Over 2007/08 Ministry of Health restructuring resdlin the NSU moving to
the Health and Disability National Services Dirgate of the National Health
Board within the Ministry of Health (see Figure dldow).
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Figure 4. Health and Disability National Services Directeratructure, 2009
(45)

Topics / Service Clusters

DDG Health &
Disability Chief Advisor National Ciii .

7 . . it . inical Public
National ChiefAdvisor | | Disabilty and SCrEENNG | | 1o Group |—— Health Group
Services Screening Director Unit Group e Manager

IDCC&R Manager

Directorate Services
Manager

—  Quality Manager

Business Strategy
Manager

Cross-Directorate Functions

Ref: National Screening Unit Structural Review, 200

Simultaneously, the NSU included a new initiatiee &ntenatal and newborn
screening. The NSU then re-established its quiddyn as a quality assurance
team and retained its ‘direct service purchasiobg.r

In 2009/10 the Ministry of Health restructured agstablished the National
Health Board. This moved the NSU into the NatioBakvices Purchasing
division of the National Health Board.

The NSU lost two senior positions in management ahdsory roles and the
Strategy and Policy Team was moved out of the NSldternal changes
included: a new group manager; a clinical goveraagooup; the senior
leadership team became the management team (exglpdagramme clinical
leaders); and additional performance managemenysasavere appointed to
cervical and breast screening programmes. (Seeerfjpp F for a more
detailed chronology of significant events.)
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Figure 5. NSU structure, 2009

Topics / Service Clusters

DDG Health &
Disability National
National Chief Advisor * Screening
Services | | Screening Unit Group

Manager

Business
Services
Coordinator/PA

[ f [ [ [ \
Manager
Antenatal &
Newborn
Screening

|

‘ |

Directorate Services | ., | |
Manager |

\
\

| \

Quality Manager |~ — — — — — — — — — — — — — — — — — — — — ‘

\

\

BusinessStrategy | |
Manager

Communications
& Marketing
Manager
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Cross-Di

Clinical Governance Group
Chief Advisor Screening (Chair)

Clinical Leader, BSA, Clinical Leader Bowel Screening
Clinical Leader, NCSP, Clinical Director Cancer
Antenatal and Newborn Screening, Clinical Leadership
NSU Group Manager
- Other (tba)

[*Chief Advisor Screening is a new position]

Ref: National Screening Unit Structural Review, 200

From 2001 to 2011, reports and inquiries on cehvataeening highlighted
concerns and recommended change in the developmeatagement,
autonomy and leadership of the NSU.

A more detailed chronology is appended to this megeee Appendix F).
Ministry of Health change management processesoagoing under the
current management.

Key issues

NCSP management (CSI Recommendation 1.13)

The NCSP management structure was recommendeahias lszel (second or
third tier) within the Ministry of Health, with alical leadership and part of a
national cancer control strategy. In 2002 the N&s$ jointly managed by a
programme manager and clinical leader, at fough tiln 2009 the Clinical
Leader position was changed to Clinical Advisottirgy at tier 6 within the
NSU. The latter change has compromised the ctagibf the Clinical Leader
externally among clinical peers and wider staketiofgfoups. The absence of
a senior clinical position was perceived as posisks to clinical safety and
robustness and was not consistent with the intéf€® Recommendation
1.13.
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NSU senior management reported that such risks'nanéti-layered’. For
example, the absence of a senior clinical voiceszcall six national screening
programmes undermines the NSU’s clinical credipilith both the sector and
the Minister of Health. Furthermore, the loss okemnior clinician leaves
operational clinicians without support for professl practice and
development. Having no senior clinical interfaetvieen the National Health
Board and related divisions of Ministry of Healtheakens vital linkages
among programmes for medical, research and acadeohigstness (ref:
National Screening Unit Structural Review, 2009The intention of CSI
Recommendation 3.7 was that the NSU clinical legtdprand management
structure would be located within the Ministry oé&ith.

Progress on recommendations from the Office of thAuditor-General,
2002-03

Clinical leader role (5, 44)

The NSU had concerns that the Clinical Directoritpms at the time (2000—
2002) did not have direct responsibility for anyrpanent staff and felt it was
important to include the position in decision-makinThese risks needed to be
acknowledged and managed appropriately. NevegbeMinistry of Health
restructuring over time has confirmed a managensnicture within the
organisation that may have had the effect of comgsimg clinical leadership.
Clinical experts and advisors must remain as thehpin in any clinical
programme, but they need not be encumbered withagement roles for
leading sector or agency divisions.

Recruiting key positions

The NSU is reported to have experienced difficaltiecruiting key staff. The
NSU previously contracted epidemiological suppodnf the Public Health
Intelligence group within the Ministry of Healta currently contracts with a
team of epidemiologists who have significant experin cervical screening.
A manager of the Quality Assurance team was apgodiobh 29 October 2007.

Since 2008/09 a clinical governance group and pmadoce management
analysts have been in place for the screening anogres. In 2011 the senior
clinical position at the fourth tier was approvent the NSU and will be

recruited as National Clinical Director for Scresmi This role is at the same
level as the Group Manager within the National He&8oard of the Ministry

of Health. The Clinical Advisor roles remain artb within this structure. In

this respect, the NSU’s development is progressiagpart of the change
management process.
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Impacts of infrastructure change on providers and vemen

Impacts of screening programme infrastructure cesn@ave been felt
externally. DHBs noted concerns about the compsethilinical roles within
the NSU, and these concerns are supported by diharal and public health
experts. Multiple changes within the Ministry oé#lth carry the risk of loss
of institutional knowledge and screening experienétigh staff turnover has
translated to lost expertise. The impact on prengdind screening participants
has been noted with respect to limited or no comaoation about changes,
with the loss of continuity and key contacts.

Among women in vulnerable or high-priority groupbke loss relates to key
contacts (staff) who led vital networks and relasioip development and
maintenance. Staff turnover has left gaps foresurg participants and/or
providers, which has interfered with reliable ascés information, data or
other related services. New people may take lotayezbuild these networks,
and in the process misinformation may result.

Impact of change on NSU culture

Provider feedback suggests that the pace and naitefeanges within the NSU
have had an impact on the NCSP by lessening sagdmowledge and
robustness. Externally there is a perception gémaeral ‘dumbing down’ of
both the NSU and NCSP. Feedback has indicateshpression externally of a
pervasively disorganised and reactive culture,aisected relationships with
stakeholders and poor co-ordination.

Such concerns could not be confirmed with the N8klch has made efforts to
improve co-ordination and strategic planning. Fxample, new service
specifications for future purchasing are underw@yinhprove co-ordination
between primary health care and NSU provider detsvi

Funding and contracting

The Ministry of Health is the chief health and didity advisor to the
Government. The Ministry of Health’s roles include

policy advice for strategic direction through imtar and external advisory
mechanisms

arranging purchasing and funding with providers

co-ordination and monitoring of key functions toh&we optimal health
outcomes for the New Zealand public.

DHBs are the regional health authorities reportiirgctly to the Ministry of
Health. These boards have funding and purchassmgpnsibilities for regional
activities across their boundaries and they repornational health targets to
the Ministry of Health.
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Primary health organisations (PHOs) were estallisheder the national

Primary Health Care Strategy and are charged wid#maging health care

services for New Zealanders enrolled with generatftioners (GPs). PHOs
(through the GP services) hold registers for eatbpatients and must provide
regular updates and reports on general and tarpetdth activities.

Ministry of Health divisions/directorates, DHBs aRHOs may purchase
and/or provide health services in their regionsluding contracts with NGOs
(eg, independent service providers or laborataries)

Many providers report intermittent difficulties WiNSU contract negotiations
but still wish to retain contract funding. As servproviders they believe their
current networks and co-ordinating abilities acreash other’s services enable
better regional co-ordination than deferring to thlanning and funding
divisions of the DHBs.

A balanced approach for the NSU

NSU staff report a more balanced approach aimednaintenance and
continuous improvement of quality processes acalssomponents of the
screening pathway. Linkages are apparent amomgnmaftion (registers) and
planning (strategic, business and divisional wddng) across the Ministry of
Health, but this is not always clear or translatethb practice with NSU
stakeholders.

Significant feedback refers to disconnectednessimnviand external to the
NSU. Some examples include:

two DHBs have been part of a quality improvemericpss where they
found information was not well distributed or cadmrated

regional co-ordination is lacking, which impedestcand time efficiency
and services may be duplicated — communicationsénudture are essential
to maintain past achievements

dissatisfaction with management and interactionhwitonsumers and
multidisciplinary groups, including those for kaima(in the ISPs),
processes for performance management audits arelogéwy monitoring
standards.

Overall, the feedback suggests disjointed operatiand structural issues
within the NSU and NCSP.
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NCSP management

CSI recommendation 1.13 required the NCSP to batddeas ‘part of a
national cancer control strategy as this has somestibeen perceived as being
compromised for non-medical reasons’. The NSUHigklighted the impact
of Ministry of Health restructuring on its managemeclinical and advisory
roles and pending staff recruitment efforts. Plagrdocuments for the New
Zealand Cancer Control Strategy and Action Plaraigned with and include
the work of the national screening programmes. least five out of the six
goals for the Cancer Control Strategy have dire&s|to the NSU and NCSP.
In particular, Goal 2 is to ‘ensure effective scieg and early detection to
reduce cancer incidence and mortality’. The NSUidwal Clinical Director
role is designed to be equivalent to the currentiddal Cancer Control
Programme’s Clinical Director. Better clinical oodination for screening
programmes is expected with this organisationahghlan clinical leadership

(46).

Recommendations

1.

The NSU and NCSP must supplement clinical lesdercapacity to
include population health, public health and scregrexpertise as a
matter of urgent priority.

Regional co-ordination and communications neelet improved. The
NSU and NCSP must provide the lead collaborativetyperformance
management and monitoring across all sectors tceengtnen
co-ordination and integration. Examples of keyaaréor collaborative
discussions are contracting arrangements and imesnto improve
delivery through funding innovation (eg, for cowvgea screening,
assessment and treatment services, and change enaag
Interviewees expressed significant concerns reggrdhe apparent
isolation of the NCSP from other Ministry Departrteeas well as from
other partners and stakeholders, and also witrenNBU itself. Such
isolation has been manifested in a lack of appad@rconsultation and
limited communications with partners and stakehgldeombined with
decision-making that has excluded key partnerds iBhof great concern
as communication and collaboration are essential &osuccessful
screening programme, not only to ensure feedback rapresentation
from all partners and stakeholders, but also tonopé the benefit of
scarce resources, avoid duplication and providenmgéul services.

A whanau ora approach should be adopted. The NSU ar@PN@ed to
broaden their scope of contract modelling to ineluthe emerging
whanau ora collectives, along with the primary/comntyriealth care
ISPs. These networks incorporate essential heaitilatives that are
already integrated with other social and educatiggragrammes to
demonstrate inclusiveness of amau/family. The NCSP should drive
this initiative with wkinau ora and primary health care providers to
increase opportunities for coverage and particypati (See also the
‘Ethnicity data’ section.)
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4. The NSU and NCSP must align their initiatives avork plan with the
priorities and planning of the New Zealand Cancent@®l Strategy.
This will require improved consultation and co-oration of all cancer
screening programmes to achieve better alignmensti@tegies and
services across the entire cancer continuum.

Future considerations

Representation for consumer and priority women’s goups

The two remaining NCSP advisory groups must hav&ranger role and
function to ensure an adequate voice and presemamfsumer and women’s
groups. These include the NCSP Advisory Groupthedviori Monitoring &
Equity Group, formerly known as thealgri Advisory Group. A Pacific group
advises all NSU programmes and meets twice a y@dre NSU has also
looked at merging Kbri, Pacific and other health promoters into ong and
the National Leadership & Workforce Developmentuforin March 2011 was
the first attempt to implement this strategy. T™®U still needs to consider
whether other priority women’s groups are suffithencovered by these
arrangements.

Regional co-ordination

Regional co-ordination is still lacking in some asedespite this being a
strategic priority. Providers emphasise that theran urgent need to ensure
collaboration among DHBs, PHOs and ISPs, with gmpate strategic and

leadership capacity in all screening programmes.

Whanau ora approach

Cervical screening must be integrated with otherlthe programmes,
particularly those that are able to demonstratkigieness of wimau/family.

An increased emphasis on health promotion rathem trealth education has
been recommended. The amau ora approach needs to be given priority and
should be driven from the screening programme tongny health care
providers to improve screening participation antemgon. (See also the
‘Ethnicity Data’ and ‘Coverage, Participation, EtyjiAccess and Disease
Burden’ sections.)
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Workforce Issues

Current status

Smear takers

The Cervical Screening Inquiry (CSIl) recommendedt ttonly health
professionals who have undergone specific fornaéhitng and who participate
in continuing professional development should ablfeap test specimens. The
lack of free training and easily accessible updaterses is a barrier to safe
practice. Smear-taker training and update cowkesld be provided free for
practice nurses and should be more broadly availabl

The NCSPOperational Policy and Quality Standard22) require that all
smear takers complete a recognised educationaseanrspecimen collection
through one of the following training programmes:

a New Zealand Qualifications Authority (NZQA)-acdited course for non-
medical smear takers

training as part of a medical degree

through an NZQA midwifery training programme.

The 2009NCSP Competencies for Smear Taker Trair{2®) were developed
to provide detailed requirements for the skillspwiedge and attributes for
smear takers. They replaced th€SP Training Standards for Smear Takers
2002 Competencies are intended for trainees, sumesviand accredited
providers of NZQA Unit Standard 1098, which is mestnmonly used by non-
medical smear takers.

Entry to smear-taker training is restricted to vidisals who meet the following
criteria. Individuals must be either:

a New Zealand-registered nurse, midwife, nursetiicaer or doctor; or
an enrolled nurse or nurse assistant.

Completion of this training programme should nodgntdke no more than one
year. Entry for lay people to the NZQA unit starttiéor smear-taker training
was discontinued when the NZQA-accredited course wadated with NSU
input in 2008.

The proportion of cytology specimens taken by nadital smear takers is
increasing. In 2008 nurses took approximately 38%smears within the
NCSP, compared with 34% in 2006 and 31% in 200bes& competencies
help to ensure that smear takers provide a conglistbigh standard for
specimen collection.
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The Cervical Screening Inquiry (2000/01) noted tina¢ training and courses
for updating smear takers were not sufficientlyessible for these providers.
In response, the NSU implemented strategies taeaddhis concern.

The NSU, NCSP and laboratories began to providetagdo smear takers
(medical and nursing) through methods such as gs@feal development
(training), newsletters and emails/reminders.

NCSP competencies for smear-taker training werseevn June 2009.

The NCSP introduced a smear-taker training fund2002, allowing
reimbursement of those who completed the course;fuhd was increased
in 2008. Providers in primary and community healttre (PHOs, ISPS)
have suggested direct funding of organisationgriining fees, instead of
through individual reimbursements.

Colposcopy

The Report on the Findings of a Review of District Hliedoard Colposcopy
Services (2006) (47) noted that the NSU recognises that esddHBs
experience difficulties recruiting and retainingpexienced colposcopists. It
also noted that the sustainability of 21 DHB colmsy service providers may
need to be discussed and consideration given eéadaregional service model.
All DHBs completed an NCSP template for assessingkviorce capacity as
part of that review. Approximately 123 permaneoahsultants or long-term
locums were employed across the DHBs that perforoogmbscopies, and four
vacancies were reported at the time of data cadlect

It is difficult to determine if this is sufficientor a national workforce, as
colposcopy is only one component of Obstetrics @gdaecology consultants’
work, and at times lack of availability can be diwecompeting priorities.
Some rural services occasionally have difficultgroging, but there is no
indication that there is a ‘shortage’ of qualifigdff available for colposcopy.

RANZCOG C-QulP* has commenced registration of colposcopists in
Australia and New Zealand based on their curreattmes and experiences.
This will be a preliminary requirement towards eweh certification/
re-certification. The NCSP policies and standardgrently under revision
(including section 6 for colposcopy services) wplan to include the
requirement that colposcopists be obliged to mbet standards that will
eventually be outlined by RANZCOG C-QulP. As thanier of overseas-
trained colposcopists working in New Zealand insesa it is important to
ensure they are well versed in NCSP policies aaddsirds and the New
Zealand guidelines to reduce any risk to prograrguoadity functions.

14 See http://mww.ranzcog.edu.au/cquip/index.shtmhfore detail.
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‘... the intended
outcome of this tender
process was to reduce
the number of labs
operating in New
Zealand. Of course the
opposite happened with
large labs like our own
no longer able to offer
job security to new or
even incumbent staff.
For the first time in

30 years we had
difficulty maintaining
our workforce.
Individual case load,
overtime and lab cost
had to increase to
compensate.’

‘Our scientific staff
were made redundant
and our highly
experienced
gynaecological
pathologists are no
longer allowed by the
NCSP to report cervical
biopsies.’

(Interviewee)

Laboratories

NCSP Operational Policy and Quality StandardSection 5, ‘Providing a
Laboratory Service’ (23), relates to the provismingynaecological cytology
and/or histology services, including high-risk hum@apillomavirus (hrHPV)
testing for NCSP. The term ‘laboratory’ applies @éach individual fixed
laboratory site and includes all community and ltasjaboratories providing
gynaecological cytology and/or histology services.

All pathologists, scientists and technicians rapgrgynaecological cytology or
histology, along with histo-scientists and histokieicians preparing histology
specimens for the NCSP, must have appropriate fopadilons and be
competent, as defined in the Health Practitionessmfetency Assurance Act
2003. All professionals who interpret LBC specimemust complete an
appropriate training course. Continuing educai®mandatory for all staff
who report gynaecological cytology and/or histology

This section of the NCSBperational Policy and Quality Standardsms to
provide health professionals with policies, guidet and standards to enable
them to provide an appropriate level of laborasegvice. This ensures that all
aspects of the screening pathway relevant to gphagical cytology and/or
histology meet NCSP standards and are reviewed damtain continuous
quality improvements.

To ensure that NCSP standards are met and labypssnrices are provided as
per the tender process, feedback from the labdeatoro this Review
Committee highlighted specific concerns regardegguitment and retention of
their scientific workforce.

National Gynaecological Cytology Training School

Since 2005 the NSU has funded a National Gynaemalb@ytology Training
School, previously contracted to Canterbury Hedl#boratories. This
provides update courses for all practitioners. e expiry of this contract, a
tender process is (or will soon be) underway famticmation of the training
services, expanded to include cervical histologg BV testing. The new
tender process has been based on laboratory resptmsan NCSP survey.
Detailed recommendations are outlined in a disomspaper (48). Based on
laboratory feedback to this Committee, such trgimmay not be the optimal
approach given the changing role of cytotechnolo@fere is concern about
maintaining workforce capacity in future years.
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Key issues and recommendations

1.

As in other jurisdictions, professional assoora that are linked to the
Royal College of Pathologists of Australasia (RCP#Aay be best
positioned to administer quality standards for tgbnicians,

pathologists and screeners. Quality is closelynald with professional
education and can potentially be very difficultelosure. It may not be
appropriate for any one laboratory to assume respibity. Professional

colleges and associations tend to have greaterbdigdamong their

members and are more likely to require adherenceprtdessional

standards and a scope of practice.

To ensure equitable access in outlying, rurdlamder-serviced areas, the
NSU and allied professional staff should consideraative options for
service delivery to improve screening access fdnenable populations.
Such options might include:

. train-the-trainer approaches, or

. training local health professionals to coach sumbuations in the use
of self-collected specimens.

As cervical screening technology evolves, psitesl requirements will

also change. Planning and strategies for suchgehare best achieved
by participation and collaboration across all gi$noes involved in the

screening process. Given that there are signifitaancial and training

implications of converting to any new standard oocpss, this type of
collaboration and consultation is essential to mapthe most efficient,

efficacious and cost-effective screening programme.

Until such discussions and long-term plans hbgen addressed at a
system level, it is difficult to predict workforagemands, because the
health system must first decide on the best appréactheir population
and existing infrastructure.

The HPV vaccine programme will decrease the dmurof HPV-related
disease, in particular cervical abnormalities. sTwill have an impact on
all elements of the collective prevention and suireg workforce.
Strategic planning and an integrated evaluation pl& essential to cope
with this transition. (See also the ‘HPV Vaccioatisection.)

Laboratories must maintain the experience angertise of their
scientific workforce.
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Ethnicity Data: Quality, Completeness

and Use

Current status

Ethnicity data and reporting

Regular monitoring and reporting of progress ondbléection and collation of

Maori ethnicity data for cervical screening is an ortpnt issue, which the

NCSP must address. Since 2001 the NSU has commeteual (and other)

statistical reports (44). Becauseadi women are significantly undercounted
on the NCSP Register (33), these reports must edeadisparity statistics and
data to enable specific monitoring of the gap iresoing coverage between
Maori and non-Mori women (49).

One report (50) outlines strategies to improveatt@iracy and completeness of
ethnicity data on the NCSP Register. Smear takees educated about
collecting self-identified ethnicity information dnprocesses for matching
NCSP Register data with NHI data where no inforomatis recorded on a
woman’s ethnicity. The NSU continues to explore thse of ethnicity
adjustors in monthly and annual monitoring reporiBhese processes must
continue, along with the system that tracks pragtesimprove the collection
and collation of Mori women’s data.

The National Kaitiaki Group (NKG) reviews appliaats for access to adri
women’s (aggregate) data for monitoring and repgr{44). However, issues
persist that must be addressed to eliminate regpdelays.

Whanau ora approaches

The Whinau Ora strategy in the adri health sector has seen collaborations of
hauora providers with combined social, educationabonomic and
environmental interests. It also allows the larggegrated and iwi (tribal)
based organisations to deliver improved amdu outcomes across their
constituencies and to have much broader indicaforsmeasuring their
achievements. These are important sector moverfargsbracing the much-
needed alternative approaches to reducing disgsriparticularly for Mori
women and their winau (51).
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Screening inequalities

There have been significant historical disparitreparticipation and coverage
rates. Women from ethnic groups dbfi, Pacific and Asian) have been less
likely to participate in screening (10, 33, 52). Ithhugh there has been
improved participation and coverage, as well ag@eahsed incidence of and
mortality from cancer of the cervix among ethniouwps, such improvements
have not been significant enough to eradicate thgadate burden of disease
compared to the general population. (See the ‘(aoee Participation, Equity,
Access and Disease Burden’ section for more dgetail.

Key issues

Barriers to access

Recurring themes revealed in the review were egoedss, cost, location and
cultural barriers. A multi-pronged approach fopnoved access for vulnerable
groups must be considered, including health grobpalth promoters, health
educators, school programmes, family developmetiatives and whnau ora
collectives such as community-based mobile andr-hftars screening
services.

Coverage for priority women

Disparities in coverage rates need to be reduceadnyinually increasing
access for all priority women’s groups. Consumssugs would prefer a
broader definition of high priority in the future ene that includes Asian
women, migrant and refugee women, women in sameedakonships, those
who have suffered sexual abuse and women withititsegr Other vulnerable
groups are:

- women who have been seldom or never screened
- women aged 50 years of age and older

- low socioeconomic and rural women

- women of low literacy

- women with physical and cognitive challenges

. transient women (eg, female shearing workers).

Informed decision-making

Women’s consumer groups reported a failure to aatetyu inform women
about aspects of their health care that involve:

- the Pap test and its limitations

- the benefits and risks of the cervical screenimg@amme

- eligibility for free screening among high-prioripppulations

- greater access to another clinician who is morsigea to an individual’s

needs, for those who have had a negative experigithescreening in the
past.

54| Page



Health promotion
providers report
feeling
“disempowered,
poorly managed and
poorly funded. They
consider that lack of
equity of funding is
clearly evident
although providers
stated that NCSP
management has
indicated the need to
rectify this situation”.
(Interviewee)

Women who are adequately informed are more likay participate in
screening.

Funding for community engagement

Direct funding that enables communities to promai@eening is true
collaboration because it supports customised pudaiecation efforts that are
best suited to each community. Women’'s servicgmrtedly experience
inconsistencies from NCSP managers. Mixed messhges confused and
disrupted service continuity and credibility withthe primary health care
sector.

National Kaitiaki Group (NKG) processes

This review has found that disheartening commengtilyabounds inside and
outside the Ministry of Health. This relates togoimg challenges that limit
regular access to aggregate data aioiMwomen enrolled with the NCSP
Register, as well as the NKG’s role in grantingadatcess. Both the NSU and
the NCSP experience frustration in trying to complth the NKG’s changing
requirements for accessing aggregate data to perfmutine monitoring. Non-
approval affects timely reporting and unnecessanityeases workload. The
NKG'’s rejections for data access have delayedmeutionitoring efforts.

Over-extended authority

Some interviewees questioned the role and authofithe NKG, suggesting
that their actions have gone beyond the originapsadantended for the group.
It seems the NKG believes they have the authooitseview NSU and NCSP
activities. Those outside the NKG do not regard #s a legitimate role, given
that there are other legitimate monitoring, evatuatind review processes in
place that appraise the programme’s benefitsdorMand all other women.

The programme’s outcomes are reported at apprepiidervals and are
supplied to the Ministry. All details on the pragime’s achievements and
benefits to Mori are known, as are the gaps and various stestegi reduce

these.

Providers (DHBs and ISPs) advise that NKG procesdsquestion and refute
applicants’ requests for data are no longer usefdata access to complete
evaluations must improve. NKG application processejuire streamlining

and updating so that there is no interference withine monitoring functions,

otherwise, it presents an unnecessary barrierithpédes improvements in
women'’s health.
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Support for the NKG

Others have expressed support for the NKG and fintaining the Kaitiaki
Regulations. For example:

« there is still belief in the concept of protectidgori women'’s data

some stakeholders are not sure, or not in favougetting rid of the NKG
altogether

- others said it was timely for this review to addreéemaining issues for
access to Mbri women’s aggregate data and are relying on éutimalysis to
‘iron out’ current access difficulties.

NKG Regulations review

A review of the Health (Cervical Screening (KaitldkRegulations was
undertaken in 2002 and Cabinet decided to maintearstatus quo. This had
the effect of retaining and perpetuating the difies noted above. These
included delays with:

- reporting coverage for Bbri women — monthly coverage rates must be
assessed as part of NCSP monitoring for progranffeetigeness; coverage
for Maori (as well as Pacific and Asian) women remaindl welow the
75% target for New Zealand

- formulating and monitoring initiatives — monthlydsdine data on coverage
rates inform the NCSP in developing appropriatatsties with providers to
increase Mori women'’s screening participation and retention

« providing timely reports to the Minister.

Data destruction

The NKG has required the NCSP to destroy all dii&a aix months, including
all electronic copies and paper copies distributegarties outside the NSU.
The impact of this has included:

- destroying essential coverage reports needed foe-$eries reporting
(tracking trends)

- prohibiting appropriate follow-up of issues thatfeat Maori women’s
participation.

These continuing difficulties have prompted the IRQ6 seek a legal opinion
(53) regarding how best to streamline processeadoessing Mori women’s
data. The report’'s Recommendation 5.1 states:

If the opportunity arises to amend the Kaitiaki Rlegions the
opportunity should be taken to clarify the relatibip between the
NKG and the ability of the NCSP to access use asadase
‘protected information’ without the consent of tRKG.
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Recommendation 6.1 states:

There may be some value in issuing a documenhgeitit what
the NSU sees as the routine uses of ‘protectednraton’ and
other information from the register, and Prograntha employees
are entitled to under section 112ZE, and the cistantes in which
NKG approval would be sought prior to undertaking ase or
analysis of such information.

Recommendations

1. The following strategies aim to increase androup participation and
retention.

The NCSP has implemented a range of strategiegtedse coverage
for Maori, Pacific and other priority group women. The$wuld be

advanced and identified in a Priority Action Plaor fincreasing

screening participation of the seldom and nevezested. Evaluation
of these efforts is essential.

Provider contributions and innovations need to kelared through
community consultation and collaboration to engagange of Mori,

Pacific and Asian providers in both primary healtlre and winau
ora collective arrangements.

The NCSP needs to explore options for implementiognmercially
available options for self-collected specimensHi®tV-DNA testing.
(See also the section ‘HPV Testing’.)

2.  The following recommendations relate to the dtzl Kaitiaki Group.

In line with the recommendations of the legal rexges, we believe
this review is an opportunity to amend the Kaiti&&gulations to
achieve supportive and enhancing actions that dpti@ respective
roles and responsibilities of the National Kaiti@doup, and the NSU
and NCSP.

All major parties (ie, the NKG, and units of theriitry of Health: the
Maori Health Directorate, NSU; and NCSP) must be &0 in
consultation to produce mutually agreeable protd¢bat clarify the
relationship between the NKG and NCSP to accessand disclose
‘protected information’.

Future considerations

There is ongoing concern about providers’ undedsten of how to treat
tangata whenua for screening and specimen coltectifomen’s experiences
are important for sustaining their participationsicreening. It only takes one
bad experience for a woman to withdraw and neveticgzate again.
Strategies have to be multi-faceted, targeted aleldrout in consultation and
collaboration with a wide range of providers anitiqimg their specific models
of care, such as vihau ora (family wellbeing). (See also the ‘Coverag
Participation, Equity, Access and Disease Burdeatisn of this report.)
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The programme needs to demonstrate the capaloilag¢gcommodate a ehau
ora approach. Focus group(s) and other qualitatie¢hods are required to
understand and address barriers and implemenitdé@it for women from all
ethnic groups, those with special needs and the wubserable. For instance,
women’s consumer groups and other providers wantenguitable and
appropriate venues for screening priority womenghswas marae-based
community health clinics and other community-basdidics that provide
culturally specific and appropriate services tosth@opulations. Some have
suggested more ‘suitcase’ smear takers for homedservices. A winau ora
nurse would also be ideal for at-risk and high4ptyayroups.

We encourage major primary care medical and nurgrmagtitioners to show
more evidence of working together. There is stilheed to place funding in
primary health care education and health promowah independent service
providers, hauora Bbri providers and winau ora collectives. PHOs, both
Maori and Pacific, have said they want to work wittoypders to influence
better service integration, thus increasing paréton among Mori and
Pacific women. Some have advocated incentiveth&ese providers, as well as
for doctors and nurses.

For women who will not attend for specimen colleoti self-collected
specimens for HPV testing are a realistic optionne that would suit this
group as well as offering more options for ruralinder-serviced areas.
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The NCSP Register

Current status

The National Cervical Screening Programme Regidt€&SP Register) is an
important management tool for the NCSP.

(See www.nsu.govt.nz/nationalscreeningunit for no@il.)

The Register is a database for storing and maintaiscreening details and it
supports new service delivery as well as the manage of participants with
abnormal screening tests.

The Register holds the details of all participagtsolled in the NCSP (54).
This information includes:

participants’ demographic data (name, addressaagethnicity)
National Health Index number

participants’ Pap test and histology results

HPV test results

clinician demographic data

details regarding health facilities and laboratrie

The NCSP Register’s function is prescribed under #8 Section 112F (2), of
the Health Act® Every result that is reported to the NCSP frostieening

test, or from a diagnostic test, must be recordedhe Register if that result
relates to a woman who is enrolled in the NCSP. sAsh, the Register
operates on the basis of implied consent and womest submit a written
request to exclude their screening results fromRbgister. The proportion of
those who choose to withdraw from the Registexiseenely small: 48 women
(0.003%) during one reporting period of 6 months.

The NCSP Register supports the NCSP by:

supplying screening histories to support cliniciarlaboratories and
colposcopists to provide screening to women

generating confirmation notices to women who haveoleed in, or
withdrawn from, the programme

providing a back-up service to GPs by generatitigrieto women regarding
test results and overdue screening notices

providing statistical data to fulfil monitoring amaraluation functions.

15 Health Act 1956, Public Act 1956 No 65, date ofeag 25 October 1956.
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Under Part 4A of the Health Act, as amended in 2@érmation can only be
provided outside the programme (under s 112J) adttheractitioner(s), and/or
evaluators, or to a review committee appointed Hgy Minister of Health to
evaluate the programme, and to others for the merp follow-up after a
screening or diagnostic test.

History

In 2010 the administrative and technical supporcfions of the NCSP

Register were transferred to DATAM,a subsidiary of the NZ Post Group,
although the management and accountability foRbgister remained with the
Ministry of Health. In 1991 the Register was firgroduced in 14 Area Health
Boards (AHBSs) as stand-alone systems. In 199&Kd#dgster became a national
database operating out of the 14 AHBs. Data im@ag maintained at the AHB
level. In 1996 the Register was centralised inligon, with the operational

teams remaining in AHBs. In 2000, the Governmaittated changes which

led to community-focused District Health Boards @4). In 2002 data input

to the Register was reduced from 14 to 6 DHBs.

In 2006 NCSP providers were consulted about théepesl service delivery
model for the operation of the NCSP Register. Tiaistry of Health
assumed responsibility for Register operations twedNSU re-developed the
Register; the changes were implemented in Septe@2®@8. In July 2010
administrative and technical support functionshaf Register were transferred
to DATAM. Management and accountability for thegigter remained with
the Ministry through a rigorous governance regirhmonitoring and audit.

The Ministry of Health anticipates a number of @ffincy gains from the new
arrangements, including technology enhancementsprovements in
programme monitoring and the interface with primagre. The NSU has
communicated these changes to the sector over dbhesec of the project
through published documents and workshops. Basedhe feedback, all
personal information is stored securely and confiddy. The new provider is
charged with complying with all relevant healthitgtion.

Management and accountability

The NCSP Register services with DATAM are managedeu a governance
framework®’ Regular meetings occur with designated Ministry
representatives. They are:

- weekly — operations review
monthly — services delivery review

« quarterly — quality and audit, register governaraseew
annually — strategic review.

16 See https://www.datam.co.nz/ for more information.

17 491092/334000/00 Provider No/Contract No NCSP-RveBmance and Relationship
Management.
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The monthly service delivery report highlights the:
« performance overview
business operations services
- information system application support & mainterarand development
services
information system hosting and infrastructure sswi
- event, incident and problem management content
changes and continual service improvement prograreput.

Accessibility of the NCSP Register

The NCSP Register is available on-line to DHB labories and colposcopy
services. This includes data on any individual séhcscreening and/or
histology results may have been completed at ddimoratories. Screening
history must be available at each stage of theemang process and for clinical
interpretation and analysis (23). Recommendatfonsecall or referral must
be based on the cytological findings of the mostreni screening test,
combined with the woman’s complete gynaecologigatolny, in accordance
with the NCSP Guidelines.

Laboratory staff must seek information from the NRCRegister (available
electronically) if the laboratory does not have sleeeening history of a woman
who is enrolled on the NCSP Register, or if thé figtory is uncertain. This
also applies to colposcopy services.

Key issues

Outages

After the initial transition of the NCSP Registey DATAM there were
problems with access on-line by users becausetafjes. This has improved,
and by the early part of 2011 unplanned outagesglwore hours for the
month of February totalled just three hours (segiifé 6).

Figure 6. Information system hosting and infrastructurevisess — service
levels (55)
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Integrity and timeliness of data transfer

Since mid-2009 the NCSP Register has receivedalatdronically, including
colposcopy data. Laboratories and colposcopy sesvsend data on a regular
basis. For laboratories this is possible with tetetc data transfer to the
Register. Electronic access to the Register aretidelectronic reporting are
still in development at the DHB level for colposgopnits; private
colposcopists will need to modify their own systenk®r colposcopy services,
three DHBs enter data electronically. All otherdposcopy data are sent
manually on forms to the Register Central Teanmianual entry.

Some DHB colposcopy clinics (about half) have safevthat enables them to
perform electronic data extraction from their sgste download this onto the
required forms and send these to the Register @lehttam for manual data
entry. Other DHB colposcopy services do not hawemputerised clinical

database system, and these forms have to beifillecnually. This reporting

activity is time consuming and could be assistedabyniform computerised

system for all colposcopy services that would aéswsure integrity and

timeliness of data and transfer. There are plamsdve to weekly reporting for
more timely data collection.

Laboratory cytology

Since July 1 2010, over 10,000 cytology resultsld&daot be processed and
were rejected when HL7 was introduced. These tesald to be uploaded to
the NCSP Register. Processes are underway toeetisairthese outstanding
results are resolved expeditiously via collaboratietween the NCSP Register
and laboratories (February 2011 teleconferenceshote

The volume of rejected results has decreased migrked most of the
laboratories. As of 11 April 2011, there were 73&&cted results still needing
to be resubmitted to the NCSP Register. Over dfalhese (3827) were from
one laboratory due to a technical issue, which #reyaddressing.

Some missing results have resulted in sending liecbrreminder letters.
Regional services had to field calls from smeaetsakand women who had
previously advised that a Pap test had been coetpkd that the report or
generated letter was incorrect. Communicationsevgant to smear takers
advising them of this, and efforts to rectify théuation are reported to be
under way.

Colposcopy services

There are outstanding problems with the collectiand uploading of
colposcopy data to the NCSP Register. The NSUnoéisied all DHBs of

colposcopy service issues concerning the qualigofgoscopy reporting to the
NSCP. The NSU has ongoing concerns with the quadlitolposcopy data and
has requested that all DHB colposcopy servicesntisgeeview their processes
for completing the forms. Reporting to the NCSPhath a contractual and

62| Page



legislative requirement of colposcopy services tisacl112M of the Health
[National Cervical Screening Programme] Amendmecttt2004).

As evidence of these concerns, when the NSU unmledadata review of the
NCSP Register it uncovered a significant amouninigsing or incomplete
information on colposcopy forms, including:

colposcopy visit reporting form — missing data egmated to be 30% + 10%
colposcopy referral reporting form — missing data estimated to be 40% + 10%
colposcopy DNA reporting form — missing data ratingated to be 40% + 10%.

CDs were sent to each DHB colposcopy unit withdalla relating to that unit
on the NCSP Register from 1 July 2009 to 31 Decer2b&0. This enabled
them to audit their own information systems anditg missing information
that had not been sent in, and to provide cormestioThese corrections were
due to come back to the NCSP by the end of Jung.201

This review by DHBs of the processes relating teirthcollection and
forwarding of colposcopy visit, referral and DNArfo information to the
NCSP Register is time-consuming, and efforts taifgethis situation require
wide collaboration to identify the problems. ThE€S8P Register does not feel
there is an issue with their ability to correctiad data submissions, except for
one field relating to discharges. This is schedlule the work plan for
correction.

Complete colposcopy data are essential to ensure:

a complete screening, assessment and treatmemiryhist the NCSP
Register

the availability of accurate data to facilitate thenitoring and evaluation of
provider performance against national standardiscators and targets

tracking of individual women to facilitate timelyecall and follow-up
consistent with the recommended guidelines

the ability to produce meaningful and accurate respo

To date, monitoring reports have not been poséibnleolposcopy performance
and standards.

Accuracy of coding results

There are inconsistencies in colposcopy and tesiteecompared with those in
the NCSP Register. There is no fail-safe mechatisemsure that laboratories
and the Register are correctly coding the resultse NCSP Register does not
employ medical records coders and does not coddiagy unlike the Cancer
Registry. All data that require coding are codesdaaurce. However, problems
(outliers) are usually picked up through routineggamme monitoring and, if
found, checks are made with the laboratory conckerre addition, the NCSP
has now implemented routine monitoring as a cotiedcrequirement of
laboratories, which are also required to reportdawiations to the programme.

63| Page



The NCSP Register Service Delivery Report for Jang@l1 indicated that:

100% of colposcopy referral visits or DNA infornati are recorded in the
NCSP Register Information System within 10 workdays of receipt

100% of result processing errors are resolved witth working days of
identification

100% of requested screening histories are provigiglain eight working
hours.

Invitation and recall for screening

The NCSP Register has the capacity to issue reualces to screening
participants who are overdue for repeat screens,fpllow-up notifications for
those with abnormal results who did not attend &ssessment. The NCSP
intends to work with the Register team to undertala matching with
primary care to enable appropriate targeting ofrooimties with low coverage.
It will actively engage with the health sector goiimary care to encourage
collaborative approaches for recruitment and reianstrategies to engage
priority groups in the screening programme anduppsrt women who are
referred to colposcopy. However, access to a oipul register was part of
the CSI's recommendations to be more inclusive tandnsure that seldom-
and never-screened groups can be invited to gaatiiin screening. Without a
population-based recruitment strategy, an esseontimlponent of organised
screening is missing from the NCSP.

Advances in primary care registers and systemsnforation and recall have
addressed some of the issues that could be resbijvadcess to a population
register (see Appendix G.) Invitations for scregnparticipation are issued by
primary health organisations to women who are et in their patient
registers. Nevertheless, a significant proportainscreen-eligible women,
typically the most vulnerable, have not been indite participate in screening
for cervical cancer. Given that cervical cancealimost entirely preventable,
this is a priority equity issue that must be urgieatidressed by the programme.

Complaints to the NCSP

The NCSP maintains a register of complaints recefvem service providers,
as well as from women who are invited to enrola already enrolled, in the
NCSP Register. A review of the log of 100 compkinver six months in
2009 revealed that 25% of complaints were relatedehrolment and
withdrawal processes. It is imperative that snte&ers and NCSP service
providers continue to advise women that screenig @re included in the
NCSP Register and that participants have a rigbptoout, as long as they are
fully informed of the consequences of choosing fthevaw from organised
screening. If a woman withdraws, she will no langeceive recall or follow-
up notices, and there are implications that womesstrfully understand prior
to making such a decision.
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Feedback suggests that it would be helpful for jlens’ competency to have a
performance indicator for the informed consent pssc Requesting an
appointment should not be seen as giving explmitsent (56). Some degree
of demonstrated competency by providers is necgssgresent both the risks
and benefits of screening that enable an inforntemice. This is mandated
through the Health and Disability Commissioner Cofl®Rights*® but at this

time is not adequately assessed as part of ther sakea’s quality performance
standards. This would also help women better wtaled the NCSP Register.

National Kaitiaki Group

The NCSP, through the NSU, has to apply to the NKGMaori women'’s
aggregate data from the NCSP Register each tiredier to complete routine
monitoring. Delays in approval often result in noeeting deadlines to
complete monitoring reports. Failure to providmely approvals for data
access requests puts huge pressure on the workidad NCSP. The NKG is
reported to have no provision for prospective {anding) applications for data
access, based on a strict interpretation of theltiHg&ervical Screening
(Kaitiaki)) Regulations 1995, which specificallyfee to protected information
that is already on the Register (section 2[1]).

The Health Act was specifically amended in 2004 fdoilitate improved
monitoring of the NCSP (following the Gisborne Iimglt The purpose of the
Act is to reduce the incidence of and mortalityniracervical cancer by
providing for the continuity of the NCSP, and taifi@ate the operation and
evaluation of the NCSP by enabling access to indbion. Section 112D
specifically sets out the NCSP’s objectives. Maiiitg is not only a statutory
responsibility to ensure the safety of women inghegramme, but specifically
enables the NCSP to assess progress in reduciggalitees (ie, closing the
gaps in screening participation betweeraokl and non-Mori — a core
programme objective). Continuing productive dialedpetween the NCSP and
NKG is essential to resolve this ongoing issue@elop a better solution.

Recommendations

1. The NCSP must work with DHBs to ensure the intg@f colposcopy
data supplied to the NCSP Register. This is aanirgriority.

2. Longer wait times for colposcopy must be closelgnitored by the
NCSP, and efforts to resolve wait time issues Vatal service providers
must be proactive for the preventive benefit of veanwith high-grade
lesions. Timely assessment by clinicians and cappy is essential.

3. Colposcopy services must be supported to fatgliefficient electronic
transfer of data.

18 See http://mww.hdc.org.nz/media/2223/english-ktalidf for more information.
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4.  Smear takers and NCSP service providers shauitincie to inform the
public that screening data are included in the N®8Bister and advise
them of their withdrawal options.

5.  Continuing dialogue is essential between the R@8d NKG to resolve
the persistent issue of access taokl women'’s aggregate data from the
NCSP Register. This will facilitate monitoring arglaluation; a
standing agreement would be the preferred option.

6. Linkages between the National Immunisation Regiand the NCSP
Register and Cancer Registry to monitor the effecess of HPV
vaccination are essential for ongoing integratealuation of screening
and prevention efforts.

Future considerations

A phase two plan will allow electronic access t@ tNCSP Register by
agencies that provide specimen collection (eg, stagars). This facility will
depend on the technological readiness of thosecagemand funding in the
NSU. As yet there is no specific timeframe fosthiork, but it is expected to
start some time in the next financial year.

With the introduction of the HPV vaccine in New Kwal, the National

Immunisation Register is a required data set thattrbe available for linkage
to the NCSP Register and Cancer Registry. Infaonafrom school-based

consent forms and details of each vaccine doseedffegiven or declined at
school or in primary care are recorded on eitherSbhool-Based Vaccination
System (or similar) or the General Practice Managen®ystem, and some of
it will be posted on the National Immunisation Rstgi. The linkage of

immunisation, screening, cytology, histology, diagic and treatment data is
vital to facilitate monitoring of the effectivenee$ HPV vaccination in New

Zealand.
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New Zealand is the
only country that has
the duty of persons
performing
colposcopic
procedure enshrined
in its health
legislation.

Colposcopy

Current status

The Health (National Cervical Screening Programieendment Act 2004
defines the duty of persons performing colposcppicedures as follows.

(1) Every person who performs a colposcopic proceda a
woman must —

(@) explain the procedure to the woman; and

(b) provide information, to the extent that is @aable in
the circumstances, about the objectives of the NCSP
and the NCSP register, the importance of having
regular screening tests, who has access to infamat
on the NCSP register, and the uses to which that
information may be put; and

(c) if he or she believes that the woman is nobkeut in
the NCSP, advise her that she will be enrollecdtiait
she may prevent or cancel that enrolment by natifyi
the NCSP manager under section 112G; and

(d) cause areport in relation to that colposcpparedure
to be forwarded to the NCSP manager.

(2) A report under subsection (1)(d) must —
(@) be provided free of charge; and

(b) contain the information specified by the Diget
General; and

(c) be provided in the manner and form specifiedhey
Director-General.

Colposcopy services and providers

Colposcopy services and providers receivéOaerational Policy and Quality
Standard Manual21) from the NCSP. Guidelines for cervical scregnn
New Zealand (57) incorporate a section headed Nlhaagement of Women
with Abnormal Cervical Smears’.

Colposcopy services staff must be appropriatelyliged and experienced.

Colposcopy clinics are directed/led by a designatggpropriately skilled

medical specialist responsible for ensuring theivdel of services in

accordance with the policy and standards. In é&aahty one lead clinic nurse
who has gynaecology skills and experience is dégtictd colposcopy and has
no concurrent duties in other clinics. Colposcopyst be performed by a
trained colposcopist, who works closely with otlhealth professionals, and
may include an experienced gynaecology or sexualltthenurse and a
pathologist.
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All colposcopy service providers contracted to W@SP are monitored by an
independent monitoring group, which reviews colpgsespecific indicators

with targets on a biannual basis. The NCSP follawson any issues arising
from the reports. Colposcopists have guidanceheir tesponsibilities to the
woman attending for colposcopy, her GP or primaayecprovider, and the
smear taker (if this is not the woman'’s regular @FRprimary care provider).

The colposcopist should have cytology reports amdesning history available
during colposcopy examination and advise the patist and laboratory of
any required history and findings of the examimnatio

The urgency of colposcopic examination dependerdegree of abnormality
indicated by the Pap test result or by clinicalrekstion. If treatments are
recommended, there are targets for timeliness editrivent. Colposcopy
services are monitored to ensure they meet thernived target dates.

Colposcopy services should be culturally safe, enguthat an individual
woman'’s needs are met. The service should enlsarstaff undertake training

on the Treaty of Waitangi and are able to applgé¢heoncepts when working
with Maori women. Miori, as tangata whenua (people of the land), have a
special relationship with the Crown. The Crown Hases and responsibilities
under the Treaty of Waitangi to ensure improvedtheautcomes for Mori
people. As agents of the Crown, service provideesobliged to fulfil these
responsibilities.

Colposcopy services are also required to be apiatepior and supportive of
Pacific and Asian women and those from other ethgioups, and to
acknowledge their culture and ensure cultural cdaemme throughout the
service. Colposcopy services must also meet trexsk needs of women of all
ages and sexual orientation.

Maori support services

Maori support services will be utilised, where avaléa to assist in locating,
supporting and providing follow-up of women referfer colposcopy.

Guidelines for loss to follow-up (failure or refusato attend)

A reasonable effort should be made to ensure woattand colposcopy,
including an offer of other appointment times. @&scopy services have
written protocols, with prescribed targets, for thanagement of women who
do not attend (DNA) for follow-up care after refdrto colposcopy. The
purpose of these guidelines is to ensure attendamtenanage non-attendance.
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District Health Board colposcopy services

In October 2005 the Health and Disability Commissiofound that Waitemata
DHB had breached Right 4(1) of the Health and DiggplServices Code of
Consumer Rights in respect of the care of a womiim wvasive cancer. In
response, the NSU requested that all DHBs undertakeview of their
colposcopy services. The analysis of review respsnin addition to the
outcomes from routine provider compliance auditd aontract monitoring,
indicated that, to a greater or lesser extent,DMIBs were experiencing
difficulties in achieving compliance with th@perational Policy and Quality
Standards

Report on the findings of a review of District Heath Board Colposcopy
Services (47)

The 2006 review of DHB colposcopy services, theeniautine colposcopy
service audits and the analysis of colposcopy dateerated the following
findings and recommendations.

Findings

The NSU received an uneven response from DHBsdadhiew’s questions.
Some DHBs provided comprehensive information, whokbers provided
insufficient information to support a detailed as& and further follow-up
was necessary. DHBs provided sufficient inforntatio allow meaningful
analysis of:

. triage and classification of colposcopy referrals
information provided to referring clinicians
- information provided to women regarding referrahgmosis and treatment
clinical leadership/oversight to ensure adherengedfessional requirements
« quality assurance activities.

Insufficient information was provided to supportetlanalysis of responses
relating to:

wait list data
« clerical and booking system processes
documentation
- multidisciplinary team meetings for colposcopy cesaew.

The following areas were highlighted in the review.

- The lack of standardisation of assessment and rgyaoli referrals is an
important issue that needs to be addressed.

- Wait-time data may not be accurately reported dumdonsistency in data
generated from colposcopy databases and patierdgearent systems, and
the variation in triaging, classification of refals, clerical and booking
system processes.
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Checking processes are important to ensure thatoatien who are assessed
and/or treated by colposcopy services receive g@pjatte follow-up care.

DHBs need to maintain an audit and to reconcilé ttimical files. Some
DHBs are using manual systems to report data toNtD8P, and issues of
data completeness and inaccuracy are common. cfalsi in the services
have identified this as an area for improvementhst greater consistency
within and between services is achieved.

Services appreciate the importance of ensuringdbatspondence is sent
to smear takers, GPs, referring health professscaradl women.

DHBs are providing women with the NCSP pamphletmtiee appointment
letter is sent, and DHB-specific information is eeyed either at the time of
the colposcopy appointment or when the colposcopgults are

communicated.

Multidisciplinary meetings for colposcopy case mwviwere recommended
in the 1999Guidelines for the Management of Women with Abnbrma
Cervical Smears However, attendance at, and the frequency of,
multidisciplinary team meetings is variable, and¢woentation of meetings
and outcomes of case reviews is incomplete.

DHBs have often not identified a formalised leadposcopist role. This

finding has significant implications for the sem®t ability to achieve the

required organisation for regular multidisciplinaylposcopy case reviews,
as this forum requires dedicated clinical leadgrsimd co-ordination.

All DHBs have processes in place to manage incidgpuarts, and a number
of DHBs have internal audit plans.

Recommendations from the review

The NSU continue to follow up with each DHB colpogg service to
support the development of plans to address theessglentified during
audit.

The DHBs be encouraged and supported to identify performance
indicators and to establish a programme of intemahitoring against the
NCSPOperational Policy and Quality Standards (OPQS)

The NSU engage with the DHB managers of women’sgices to identify
areas where the development of infrastructure sugpocolposcopy units
is needed to ensure that contractual requiremeatat.

The DHBs address the infrastructure requirementsufiport clinicians in
their quality assurance processes.

The NSU undertakes a scoping exercise to determvimether additional
resources are required for DHBs to achieve compdéiawith the NCSP
OPQS.
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The NSU collaborates with lead colposcopists tgsupthe development of
services and educational opportunities for stafficvhcould include
assistance with the development of specificatiamstie lead colposcopist
and nurse roles.

The NSU reprioritises the routine colposcopy servaudits within the
NCSP audit programme.

The NSU undertakes a process to monitor the pregreBHB colposcopy
services in quarter one 2007/08.

All DHB colposcopy services have undergone auditeithe 2006 report.
Three reports are referenced for further infornratio

a) Progress against Colposcopy Review Recommendatiaae from the
‘Report on the Findings of a Review of District Heaoard Colposcopy
Services' December 2006

b) Compliance on the First Round of NCSP Colposcopy@liance Audits
August 2008

c) National Audit Programme: NCSP, Audit Report, Cslpupy Services
2006—-2008

Progress against Colposcopy Review Recommendatiodside from the
‘Report on the Findings of a Review of District Heéth Board Colposcopy
Services’ (47)

This draft in August 2008 discussed progress imsaidentified in the 2006
review report. There had been improvement in naosas, but in two areas,
although showing progress at that stage, some DiHBeded further
improvement:

compliance with the NCSP Operational Policy and [Qu&tandards for
managing women who fail to attend appointments

establishing documented, regular, multidisciplingage review meetings.

(See Appendix H for more detail.)

DHB colposcopy audits

The first round of colposcopy audits of all 21 DH®as completed between
March 2006 and April 2008 (58). An audit team, goising a lead auditor
from International Accreditation New Zealand (IANZ)d a multidisciplinary

team of specialist advisors, conducted on-site @xatmon of documentation
and records, discussions with relevant staff membad direct observation of
some activities. The fundamental purpose of thditawas to provide an

objective assessment of compliance by DHB colpogcsgrvices with the

Operational Policy and Quality Standards and cohied obligations for

service delivery.
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The audits addressed many concerns highlightdaeimelview report, and other
concerns have been addressed outside of or inmaign with audits. The

audit report recommended that any departures frmrOperational Policy and
Quality Standards or contractual obligations shob&l addressed through
corrective action requests.

All DHBs were non-compliant in several, or manyas and the audit process
helped to inform DHBs and the NSU of how to betteeet standards and
requirements for service delivery. An NSU repréatve followed up with all
DHBs following the audit to discuss corrective an8 and DHB plans to
resolve and negotiate timeframes for resolution.

This process has taken considerably more time fBIB® than the NSU
anticipated; priority was given to high-risk cortige action requests. National
colposcopy meetings for key people in colposcopyeha&ontributed to
improved networking and information-sharing acro§3HBs, thereby
contributing to a better understanding of, and aeraonsistent approach to,
applying the Operational Policy and Quality Staddao colposcopy services.

Recommendations from Progress against Colposcopy Rew
Recommendations and 2008 DHBs colposcopy audits (59)

The following recommendations were made.

1. Close performance management by the NSU to eeeesolution of the
outstanding audit corrective action requests caesnwith issues of non-
compliance of resolution being escalated in coasiolt at the monthly
Quality Meeting and/or monthly Senior Managementanie (SMT)
meeting.

2. The NSU finalises the process for reporting te tompletion of
corrective action requests, escalation of issudsaadit follow-up for the
second round of audits.

3. The audit process is reviewed and refined fergacond round, taking
into account feedback received from key people lireah

4.  National colposcopy meetings continue to keepntstworking of DHBs
and information sharing alive.

5. Review of the funding/pricing for colposcopy\sees in the future is to
be considered in the 2009/10 NSU work plan.

6. Workforce development is further considerederathe outcome of the
Cabinet Workforce Development Paper to bring all rkf@rce
development under one umbrella has been considered.
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Current round of DHB colposcopy audits

A new round of DHB colposcopy audits began in JR@#0, following a new
process for provider appointments. The new colpegauditor has not yet
completed DHB monitoring reports. This delay hastnicted the Review
Committee’s ability to provide the latest appraisiaihe colposcopy services.

Current monitoring of colposcopy services

Monitoring of colposcopy services occurs monthigotigh assessment against
contractual requirements. Monitoring has not besgorted in the biannual
monitoring reports as yet. This is due to stadtofeing completion of a project
undertaken to improve colposcopy data collectiothenNCSP Register.

The NSU has ongoing concerns with the quality dpascopy service data in
the NCSP Register (60, 61), with missing data porgng forms varying from
30% to 40%, = 10%. The colposcopy services, in,tare concerned about the
timely management of data audit within the NCSPifteg They also find it
difficult to meet the demand on resources at a DeNgIl to review their
processes relating to the collection and forwardihgnformation to the NCSP
Register.

NCSP six-monthly Monitoring Report 32, July—Decembe2009 (10)

This is the latest monitoring report available, lbufortunately it does not
report on these colposcopy indicators. The cdlicuiaof these indicators is
under development and will include measures such as

« wait times for colposcopic assessment of abnorytalagy results
adequacy of recording at colposcopy

« minimum colposcopy volumes
correlation between colposcopy and histology

- adequacy of treatment.

Some of these measures are still being definedpoScopy data are collected
on the NCSP Register, but data relating to the fo@eod of this report are
believed to be incomplete. As a result, measure® wot calculated for the
current reporting period. Data completeness igavipg, and it is anticipated
that these colposcopy indicators will be reportpdruin future.

DHB colposcopy services have expressed disappomtméh the delay for
including colposcopy indicators in monitoring reggoand in receiving reports
from the recent DHB colposcopy audits.

73| Page



Nurses providing colposcopy

The NSU has been made aware of nurses undertaddipgscopy procedures in
two DHBs. NCSP Operational Policy and Quality Staals for colposcopy
services were developed with RANZCOG representatioe medically trained

College Fellows. Standards will be reviewed toonmporate RANZCOG

recommendations once a common training pathway eigeldped for all

professional groups interested in performing catppy procedures.

Until this pathway for nurses is established, th®UNdoes not support the
accreditation and employment of nurses as colpasitsopThe NSU recognises
that the nurse colposcopist role has potentiakfdranced choices for women
and reducing wait times, while providing clinica#i§fective care. The NSU is
also aware that work has gone into the developwiemnaining standards by the
New Zealand Nurses Organisation, and that the twses who perform

colposcopy procedures have undergone training tordance with those

standards.

Regarding these two nurses, the NSU does requeeraasce that there are
adequate systems in place within DHBs to ensures#iety of women and
clarity around the services that will be provideltl.is imperative that women
are fully informed of the type and extent of thevese provided by the nurse
colposcopist, and, in particular, its limitationsdaboundaries, and the medical
supervision, oversight and accountability that i@vided. The NSU intends
to liaise with RANZCOG, the Ministry’'s Chief NurginAdvisor and the
Nursing Council of New Zealand to further develbgstrole, and will inform
colposcopy units regarding developments.

Note: The Nursing Council of New Zealand authorized ttantng standards
for nurse colposcopists (62), which were developgdthe New Zealand
Nurses’ Organisation Women’s Health Section in ottaton with key

stakeholders. These standards established thesteregl nurses trained to
these standards are able to undertake colposcepgreanurse practitioners
where it is part of their role.

RANZCOG C-QulP Programme
(See http://lwww.ranzcog.edu.au/cquip/index.shtmhfiore detail.)

In August 2009 the Royal Australian and New ZealaGdllege of
Obstetricians and Gynaecologists (RANZCOG) wereeassgful in securing a
grant from the Department of Health and Aging tovedep an education,
accreditation/re-accreditation and audit progranfioneall health professionals
performing colposcopy in Australia and New Zealawer a period of three
years.

The Colposcopy Quality Improvement Programme (CRQwlill improve the
care of women who are referred for colposcopy amedtment of screen-
detected abnormalities. This will be achieved by:
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developing certification and recertification progwaes in colposcopy
promoting best practice in colposcopy, with an easjgon safety and quality
developing audit for all health professionals agcties performing colposcopy

supporting practitioners in their efforts to impeotheir performance in
colposcopy

providing a comprehensive on-line education prognam for all
professionals performing colposcopy.

Colposcopists in Australia and New Zealand havemented registration with
RANZCOG C-QuIP, detailing their practice and expede in colposcopy.
The Pap test registries around Australia colleta dalevant to the proposed
quality standards, such as screening history, datke outcome of histology.
They receive some information on colposcopy, algfouthis is not
systematically collected.

A small pilot in the state of Victoria, Australiss underway to determine the
feasibility and most effective method of collectingolposcopy data.

Colposcopy services in New Zealand, on the othadhare well ahead in this
process as colposcopy data are already collectethenNCSP Register,
awaiting only the inclusion of colposcopy indicaoin their monitoring

reports.

Recommendations

1.  The current round of 2010 audits should be nza@@able to ensure that
DHBs have addressed the shortcomings in the fisdaighe 2008 audit,
when all DHBs were non-compliant in several, or yamneas.

2. There is an urgent need to ensure that colpgsdapa in the NCSP
Register are complete and that colposcopy indisatwe included in
monitoring reports.

3. National colposcopy meetings should be re-coedeno improve
networking of DHBs and information sharing, as thst meeting was
held in 2008.

4.  New Zealand supports the RANZCOG C-QuIP progranamd ensures
all health professionals performing colposcopy eawNZealand undergo a
common pathway for accreditation/re-accreditatiod participate in the
audit programme.
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HPV Vaccination

About 13 high-risk HPV types are strongly associat&h cervical cancer, and
another six are also likely to be carcinogenic (63)V is also associated with
other cancers, including cancer of the penis, amgina, vulva and some oral
cancers (64-68), although the evidence is not gesteong as for cervical
cancer. It will therefore be important to assdss HPV vaccine’s potential
role in the prevention of these other cancers (6Byimary and secondary
prevention of HPV-related cancers requires an mateg and cohesive strategy
to maximise the benefits of immunisation and sdregen This is unlikely to
transpire efficiently and effectively without cdbaration.

Fully integrated screening and vaccine programmesnaeded because each
alone will not reach all women (70, 71). To ackiekie maximum impact of
cervical cancer control (primary and secondary @néon), all eligible women
should be encouraged to receive the preventive Mi¥¢ine and should also
have access to and participate in cervical scrgenggardless of immunisation
status. In particular, more effective strategies reeeded to reach vulnerable
populations. Promotion and social marketing effomtust be multi-focal,
targeted, community-based and culturally sensttivecrease screening among
the seldom- or never-screened population.

Current situation

New Zealand implemented an HPV immunisation prognamn 2009 using
Gardasif for 12-year-old females, with an additional ‘catghi component for
older females up to 20 years of age. As of Decer2b#0, vaccine uptake had
not been optimal, with about 50% of the eligiblgoplation receiving at least
the first two of three required doses and only 4@%eiving all three doses
(53). Among ethnic groups that received all thdtleses, coverage was highest
among Pacific females (70%), followed byadfi females at 56%; these levels
reached the projected targets (53). To achieveiar benefit and cost
effectiveness of the vaccine programme, coveragst e high, due to the
costs of the vaccine itself and programme delivei§ince Gardasil is a
quadrivalentvaccine that also prevents infection from HPV tygeand 11,
those who receive the vaccine will also likely betpcted from ano-genital
warts, as a secondary benefit.

Accurate knowledge of the link between HPV and teglacancers in the
general population is essential to ensure thatinacecipients and/or their
parents understand the causal relationship betw#ah and related cancers.
HPV is a very common virus and current evidence tnigs available for

clinicians and the public (via appropriate resosycéo ensure a full

understanding of the benefits and risks of anyruatetion. Improved

knowledge of HPV, combined with targeted intervens to reach those who
decided against immunisation, may help to increaseine coverage.
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NCSP has demonstrated forward thinking by commissg a study of the
impact of immunisation on cervical screening, caneeidence and the NCSP

(72).

Recommendations

1.

Effective, intensive and broad-reaching educasivategies are essential
for the general public as well as health care plens to ensure awareness
and accurate knowledge about this very common vikusiuman
papillomavirus (HPV). Benefits from such a strategll likely translate

to improved screening participation as well as reeaptake.

Ongoing linkage among all immunisation, scregniand cancer
databases is essential to move forward with intedravaluation of
primary and secondary prevention of HPV-relateccean

All Ministry of Health departments responsibbe €ducation, prevention
(immunisation), screening and cancer control gjiate must be in
regular communication with each other to developstsient messages
for effective planning and evaluation strategi®gorking in isolation is
not an option.

All stakeholders need to embrace this new pgmadior control of
cervical and other HPV-related infections and cescdt is apparent that
many are still embedded in the old paradigm of Wergscreening, with
little regard for the overall impact of HPV-relatetisease across the
entire population. Both men and women are impabte#iPV — this is
truly an issue that affects society as a whole.
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HPV Testing

Current status

Since conversion to liquid-based cytology (LBC), S and affiliated
laboratories have had the capacity, from 2009 etfopm HPV-DNA testing as
a triage mechanism when mild Pap test abnormabtiesnoted while reading
cervical cytology. The programme has also reconteenHPV testing for
management after treatment of abnormalities tosadbe success of treatment.
New Zealand has been forward thinking in making wfethese new
technologies.

Guidance (but not guidelines) for using HPV testiogthese two approaches
is provided in the most recent NCSP cervical sérepguidelines (73, 74).

Furthermore, a significant proportion of laboragésri are converting to
automated cytology reading. Use of all these teldgies move towards
increased efficiency and capacity. (See also #wian on Laboratories in
Quality Assurance and Monitoring.)

Recommendation

1. NSU and NCSP need to more actively engage avatlbn the scope of
expertise on, their advisory boards. Given curesmt future challenges,
advisory groups must be involved in the consultamocesses noted
above, with representation that is knowledgeabtriitvaditional aspects
of the screening pathway as well as immunisatiah@her HPV-related
cancers. NCSP should position their programmeh@é dontext of the
broader cancer control strategies.

Future considerations

With publications from large randomised clinicahls in several jurisdictions

(75-79), convincing evidence is emerging to supfi@tuse of HPV testing as
a primary screening test. While there are stilicical programme issues and
algorithms to sort out, it is timely for any ceraicscreening programme to
initiate the planning and strategy processes fovingoto this new paradigm

(80). Preparing for this change and implementingpardinated evaluation

strategy necessitates broad consultation acrodeehstlllers and service

providers, including those parts of the health grethat have typically not

required ongoing communication and collaboratid®).(6
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Furthermore, new screening tests are under assesSmeNCSP and
stakeholders will have to consider each in theednf their current screening
and immunisation programmes and how, or if, they rba suitable for
implementation. Additional challenges face thegpaonmed as it is not always
clear or straightforward what impact will transpiesxd what resources will be
required, to adapt to the changing landscape. thing is certain — any change
process will depend on consultation and collaboratwith all relevant
stakeholders and service providers. A cancer strgeprogramme cannot
function in isolation.

Modifying standards and guidelines in the conteikicarrent and emerging
evidence will be an ongoing need. This will simitebe the case with quality
assurance programmes at all levels of the immuaisadnd screening
continuum.

915 That will not be outlined in this report.
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Future Directions

Lower screening participation has been noted anyongger women in other
jurisdictions. Consequently, public education gfawill need to reinforce the
importance of cervical cancer screening in this ggrip to avoid potential
complacency after immunisation. Given the causktionship between HPV
and other genital and non-genital cancers, pubiit professional education
must include information on the role of hrHPV imcars other than cervical
(as described earlier in this report).

The focus for the prevention of HPV-related diseasest be broadened to
include both men and women to ensure better awssem®d accurate
knowledge in the entire population. In the new @r&lPV vaccination, most
(but not all) persistent HPV infections will decsea with a subsequent
reduction in high-grade squamous intra-epithelmaamalities of the cervix.
This will, in turn, result in fewer colposcopies daitreatment of cervical
abnormalities. As the prevalence of abnormalifedts, this will have an
impact on the performance characteristics of cgyplas a screening test due to
a lower positive predictive value.

As international evidence strengthens about the afsélPV testing as a
primary screening test, many researchers and gillegs in the screening
programme are increasingly supportive of movingveod to replace cytology
with HPV testing as the primary screen, and resgreytology as a triage to
ascertain referral to colposcopy. This would havenajor impact on the
organised cervical screening programme, with tkelyli scenario of delaying
initial screens until 25 years of age or later, artending screening intervals
(by HPV testing) to six years. This may reducerdveatment of women less
than 25 years of age, as colposcopy is the curemoimmendation for women
of any age with high-grade abnormalities.

Potential consequences for screening providersimplact on their workforce
and require a review of quality assurance in theasrof cytology and
colposcopy. NCSP will need to collaborate withg aeek expert advice from,
service providers, clinicians, public and populatichealth experts,
epidemiologists, researchers, vaccine experts antmunity groups to meet
these new challenges and continue to provide thie duiality service that New
Zealanders have come to expect and deserve.

At times there is confusion regarding the respeatoles of NCSP and NSU. It
appears that the original intent for NCSP was twigie a service that would
reduce the burden of disease from cancer of thexcelhis would encompass
the women who participate, health promotion ad@sit smear takers and
assessment services, laboratories and related, staatment services,
monitoring agents and evaluation teams. The NCS&uldv provide
cohesiveness and co-ordination for all these ines.
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The NSU is the primary, but not the only, agenspomsible for facilitating the
organisation of all these activities, but for solN§U should not have direct
control. NCSP is larger than the NSU. Some osggditinal, accountability
and leadership problems are apparently relateddon&rary NSU philosophy
that the NCSP is merely one of several screenimgrpammes. NSU'’s
intended role was to facilitate and support NCSRJ & should operate
accordingly.

NSU is a major stakeholder regarding successfullamentation and
maintenance of a cervical screening programme, witble to facilitate the
organisation and cooperation of all the stakehslded partners.

Yet the main stakeholders have to be the womenewof Realand; without that
focus, participation and effectiveness may be reduc
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Glossary

AHB
ASCCP

Asian

BSA

Cervical Cancer Audit

CIN
CSl

C-QuIP
DD-G
DHB

DNA
H&DC
hauora Mori providers
HPCA Act
HPV
HPV-DNA
hrHPV
hui

IANZ
IDCC &R
ISP
kaimahi
NCSP

Area Health Board
Australian Saociety for Colposcopy and Ceiviathology

The definition of ‘Asian’ by Statistics NeviZealand
includes people with origins in the Asian continefnbm
Afghanistan in the west to Japan in the east, esrd China

in the north to Indonesia in the south. Asian New
Zealanders largely comprise Chinese and Indians, al$o
have long histories of settlement in New Zealand.

BreastScreen Aotearoa

The New Zealand Cervical Cancer Audit: Screening of
Women with Cervical Cancer (2000-0@gs published
with 31 recommendations, in November 2004.

cervical intra-epithelial neoplasia

Cancer Screening Inquiry: the Ministerial Inguinto the
Under-reporting of Cervical Smear Abnormalities time
Gisborne Region (2000-01), known as the ‘Cancer
Screening Inquiry’ (CSI), released its report caritey

46 recommendations in 2001.

Colposcopy Quality Improvement Programme
Deputy Director-General

District Health Board
Did not attend
Health and Disability Commissioner

Miori health (service) provider/s

Health Practitioners Competence Assurakute2003
human papillomavirus

human papillomavirus — deoxyribonucleiédac
high-risk HPV

meeting or large gathering
International Accreditation New Zealand
Intellectual Disability Compulsory CaredRehabilitation
independent service provider

health worker/s

National Cervical Screening Programme: theiomalt
programme for cervical screening in the Nationakeg8ning
Unit
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NCSP-R National Cervical Screening Programme Ramigir the
NCSP Register: a database that holds details of all
participants enrolled in the NCSP. It stores araintains
screening details and manages data about partisipéth
abnormal screening tests.

NGO non-government organisation

NHB National Health Board: the national serviceayrghasing,
and strategic planning division of the Ministryte¢alth.

NHI National Health Index

NKG National Kaitiaki Group

NSU National Screening Unit: the national unit falf cancer
screening programmes within the Ministry of Health.

NZHIS New Zealand Health Information Service (disthed in
2008)

NZNO New Zealand Nurses Organisation

OAG Office of the Auditor General: the first reviewas

undertaken in October 2001 on progress to implertfent
CSI recommendations, and the report was released in
February 2002. The second follow-up review on peeg to
implement Dr McGoogan's recommendations and the
second report with 10 recommendations were rele&sed

December 2003.
Pacifica of/belonging to the Pacific region: anlusive term for the
Pacific Island nations of the Pacific region
PHC primary health care
PHO primary health organisation
RCPA The Royal College of Pathologists of Austriaas
RNZCGP The Royal New Zealand College of GenerattRianers
RANZCOG The Royal Australian and New Zealand Calleof

Obstetricians and Gynaecologists

whanau ora collectives groupings of @wau or family health and wellbeing service
providers (usually a combination of hauoraadvl providers
who also deliver a mix of social, educational, ragdi
housing, justice services, etc)

Whanau Ora family health and wellbeing: the name efriational Mori
health strategy led by the current Associate Maémisbf
Health to address health, social, cultural and econ
disparities between #bri and non-Mori in New Zealand.
It complements the Ministry of Health's adri Health
Strategy, He Korowai Oranga, which also haawau ora as
its conceptual basis.

WHO World Health Organization
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Appendices

Appendix A: Areas of review defined by the Review Gmmittee
(from the Final Plan to the Minister of Health)

1.5.1 Coverage, participation, equity, access andsgase burden

Coverage and screening participation by region, atiaicity and
socioeconomic status.

Adherence to screening guidelines.
Retention rates and loss to follow-up rates.
Historical trends in rates and processes relatditette measures.

Impact of access, coverage and participation omatlvenorbidity
and mortality over time and across various popafasiectors.

Work undertaken to improve data and measuremedtinapact (if
any) of these activities.

Are there differences in access that vary by eityniand/or
socioeconomic status?

What mechanisms are in place to ensure equitabbesacto
screening and treatment services by all populatibatsare eligible
for screening?

Key facilitators and barriers to future improvengent

Work undertaken (or proposed) by the NSU or itsvylers to
evaluate its activities in these areas.

1.5.2 Quality

Review Independent Monitoring Group (IMG) reportsdaother
documentations held by the NSU or relevant groapeelation to
guality across the Programme and in laboratoryifiesi.

Work undertaken (or proposed) by the NSU or itsvylers to
evaluate its activities in these areas.

New Zealand Cervical Cancer Audit.

Laboratories: provision of cytology and histologyeporting rates.
Monitoring of continuing competence in laboratotgfs
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153

154

155

156

1.5.7

158

Organisational and structural issues

Are there structural (ie, NCSP structure) and stfectural issues
that have an impact on the quality of the NCSP sexices it
delivers?

Work undertaken (or proposed) by the NSU or itsvilers to
evaluate its activities in these areas.

Role and performance of the NCSP Advisory Group.

Workforce issues

Current issues for workforce.
Possible issues for the future.

NCSP planning and actions around current and futwoekforce
issues.

Ethnicity data — quality, completeness and s

Includes access to and use afdvl data.

What work has been done to assess the accuracyoamaleteness
of ethnicity data and to bring about improvementthis data?

NCSP Register

Integrity and timeliness of data, integration widnd across
laboratories.

Processes for invitation of those who are seldomeoer screened,
recall of those overdue for screening and followedghose with
abnormal results.

Access to on-line screening histories.
Support to regional services and any possible sssue
Collection of colposcopy data and any possibledssu

Colposcopy

Colposcopists (medical) - RANZCOG C-QulIP Programme.
Nurse colposcopists — accreditation and practiggorement.

HPV vaccination

Impact of HPV immunisation on the NCSP.

Assess impact from the evaluation of the ImmunisaRrogramme
on how well the programme has achieved coveragaraidjoals,
objectives and implementation priorities.
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1.5.9 HPVtesting

- Guidance on using HPV testing by detecting higk-type HPV.

- Criteria for approving HPV tests that meet WHO in&gional
standards.

1.6 Future directions
1.6.1 Technology
- Liquid-based cytology.

1.6.2 Screening
- Using HPV testing as primary screening.

1.6.3 Management
- CIN 2 in young women.

1.6.4 Research
. Future research to be undertaken.
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Appendix B: Recommendations arising from the Cervial
Screening Inquiry 2001 and follow-up reports

(Prepared by the NSU for the Parliamentary Reviemn@ittee 2011)

In the early 2000s a number of reviews of the NwtioCervical Screening
Programme (NCSP) were undertaken by external agenciln 2001 the
Ministerial Inquiry into the Under-reporting of G&cal Smear Abnormalities
in the Gisborne Region, known as the ‘Cancer Sangemquiry’ (CSI),
released a report containing 46 recommendationd. th& request of the
Minister of Health, Dr Euphemia McGoogan, an indejent cytopathology
expert, visited New Zealand in October and Noven@d1 to carry out a
review of progress over the first six months. Atten report summarising her
findings was provided to the Minister of HealthDecember 2001.

In October 2001 the Office of the Auditor Gener@AG) also carried out a
review to determine what action had been undertété@mplement the CSI's
recommendations. The OAG released its first repofEebruary 2002. In
addition, the OAG advised the Minister of Healtlattht intended to keep the
progress made in implementing the CSI's recommeanmuatunder review. The
OAG undertook this by maintaining contact with DcGbogan and reviewing
the Ministry’s monthly and quarterly reports to Menister of Health.

Dr McGoogan revisited New Zealand in January 2008 ia June produced
her second and final report on the progress ofitmglementation of the
recommendations. In July 2003, at the MinisteHehlth’s request following
issues raised in Dr McGoogan’s report, the OAG uiodé a follow-up review
of the progress made in implementing the 46 recondaigons. The OAG
released its second report in December 2003. A8 IDoked at:

what progress had been made by the Ministry sincBl@5o0ogan’s review
(in January 2003)

the issues relating to, and reasons why, the Mynlsad not progressed as
quickly as recommended with the implementationoofis recommendations

how and when the Ministry intended to address oibsues raised in
Dr McGoogan'’s reports.

Recommendation 1 of the CSI required a review @f ¢krvical screening
history of women with cervical cancer. The Minysand the University of
Auckland completed a review of 371 women who hasebiged cervical
cancer between 1 January 2000 and 30 September ZDBR findings were
published in November 2004. The audit found thatnfa national perspective
the NCSP operates to a generally high standardvéamen who are having
regular cervical smears. The audit did not finstegic issues in the laboratory
reading and reporting of cervical smears. Thetaudde 31 recommendations,
which the Ministry has been addressing.
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The above reports have resulted in over a hundreshtmendations, the vast
majority of which have either been implemented avédhbecome an ongoing
part of NCSP business. This appendix works throwgh of these

recommendations and comments on their status lasviol

1 Status of the CSI Recommendations

2 Status of Dr McGoogan’s Recommendations

3 Status of Dr McGoogan’s Further Recommendations

4 Status of the Auditor-General's Recommendations

5 Status of the Cervical Cancer Audit Recommendatio

1 Status of the Cervical Screening Inquiry (CSI) reommendations
Ref | Recommendation Status: January 2011 Further

work
required?

1.1 | Evaluation of National Cervical The Ministry of Health and the No

Screening Programme

The remaining two phases of the
national evaluation designed by th
Otago University Team must
proceed. Until those phases are
completed the programme’s safety
for women cannot be known. Itis
imperative that this exercise is
completed within the next six
months. Particular attention shoul
be given to the discrepancy betwe
the average reporting rate of high-
grade abnormalities of Douglass
Hanly Moir Pathology (2.5%—3.7%
for the re-read of the Gisborne
women'’s smear tests and the curre
New Zealand national average for
reporting high-grade abnormalities|
(0.8%). Unless this exercise is
carried out the possibility that the
national average is flawed and thal
there is a systematic problem of
under-reporting in New Zealand
laboratories cannot be excluded.

University of Auckland completeg
a review of 371 women who had

"1 January 2000 and 30 Septembler
2002. TheNew Zealand Cervical
Cancer Audit:Screening of
Women with Cervical Cancer:
2000-2002referred to as the
Cervical Cancer Audit) was

ypublished in November 2004. The

~gudit found that the programme
operated to a generally high
standard for women who had
regular cervical smears. It did not
find systemic issues in the

sfboratory reading and reporting
cervical smears. The audit made
31 recommendations, which the
Ministry of Health has been
addressing.

t

.developed cervical cancer between
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Ref | Recommendation Status: January 2011 Further
work
required?
1.2 | Re-enrolment and re-screening of | This recommendation will not be No
women implemented, as there was no
If the national evaluation throws | indication from the Cervical
doubt on the accuracy of the currepf@ncer Audit that recommendation
national average then the Committel2 N€€ds to be responded to.
recommends that all women who are
or who have patrticipated in the
programme should be invited to ref
enrol and offered two smear tests [12
months apart. Women who have
never enrolled on the Register or
who have had their names removed
from the Register should be inviteg
through notices in the print media to
also go through the process of
having two smear tests twelve
months apart.
1.3 | Evaluation of National Cervical Parts 5, 6 and 8 have been No
Screening Programme included within the scope of Part|3
A comprehensive evaluation of all | (Cancer Audit) — see
aspects of the National Cervical | Fécommendation 1.1 above.
Screening Programme, which Parts 4, 7 and 10 are included
reflects the 1997 Draft Evaluation | within the scope of the
Plan developed by Doctors Cox angrrogramme’s statistical reporting
R_ichardson, should b? commence Hsee also recommendation 1.7
within 18 months. This exercise | pajow.
should build upon the three-phase
evaluation referred to in
recommendation 1.1.
1.4 | Operational Policy and Quality The standards were implemented Yes —

Standards, and Evaluation and
Monitoring Plan

The Policy and Quality Standards
for the National Cervical Screening
Programme and the Evaluation an
Monitoring Plan for the National
Cervical Screening Programme
prepared by Dr Julia Peters and hé
team must be implemented fully
within the next 12 months.

sections have been revised since.
There are ongoing periodic
reviews of the standards.

dThe Health (National Cervical
Screening Programme)
Amendment Act 2004 enabled

eregulations to be made if needed
that set standards for screening
services.

In accordance with the Evaluation
and Monitoring Plan, an
independent monitoring group was
contracted to provide quarterly and

annual monitoring reports.

in October 2000 and a number of ongoing
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Ref | Recommendation Status: January 2011 Further
work
required?

1.4 | (Continued) Since January 2009 monitoring

reports have been published
six-monthly, prepared by the
Cancer Council NSW in
collaboration with the NSU.

Expert review is undertaken by the
NCSP Advisory Group. The NSU
also undertakes quarterly reporting
of the NCSP.

1.5 | Full legal assessment of A report from Kim Murray No
Operational Policy and Quality (Barrister) was provided to the
Standards NSU in December 2001.

There needs to be a full legal
assessment of the Policy & Quality
Standards for the National Cervical
Screening Programme and the
Evaluation and Monitoring Plan for
the National Cervical Screening
Programme to ensure that the
requisite legal authority to carry out
these plans is in place.

1.6 | Legal assessment of National This issue was also included in the No
Cervical Screening Programme | report from Kim Murray
authority (Barrister) provided to the NSU in
The National Cervical Screening | P&cember 2001.

Programme should be thoroughly
evaluated by lawyers to determine
whether or not those persons
charged with tasks under the
programme have the necessary legal
authority to discharge them.
1.7 | Statistical reporting. Independent monitoring against a  Yes —

The National Cervical Screening
Programme should issue annual
statistical reports. These reports
should provide statistical analysis
indicate the quality of laboratory
performance. They should also
provide statistical analysis of all
other aspects of the programme.
They must be critically evaluated t
identify areas of deficiency or
weakness in the programme. The
must be remedied in a timely
manner.

range of programme indicators a
targets has taken place quarterly
and, from 2008, six-monthly.
o hese reports are available at
www.nsu.govt.nz/health-
professionals/1063.asp.

Independent review and
recommendations on these repo
bhas been provided to the NSU by
contracted independent monitori
sgroup, and since 2008 by the
NCSP Advisory Group. The NSU
reports on actions taken in

hdongoing

9

—

response to this advice.

96

| Page



Ref | Recommendation Status: January 2011 Further
work
required?

1.7 | (Continued) The following statistical reviews

are also available on the NSU

website:

- annual statistical reports since
2001

« Cervical Screening in New
Zealand: A Brief Statistical
Review of the First Decade
(2005)

« Lewis H, Li-Chia Yeh,
Almendral B, Neal H.
Monitoring the performance of
New Zealand’s National
Cervical Screening Programme
though data linkage. NZ Med
J 2009; 122; 1305.

1.8 | Regular statistical information Monitoring against programme Yes —
Meaningful statistical information ino_licators is undertaken regularly ongoing

q
should be generated from both the USing data generated by the NCSP
National Cervical Screening Register (see recommendation
Register and the Cancer Registry pf-/): Workiis in progress to
a regular basis. Attention must be| IMProve the quality of colposcopy
paid not only to laboratory reportingd@t@ on the Register.
rates but also trends and the It has been the considered opinion
incidence of disease, assessed by| of the NSU and the University of
regions that are meaningful to allowOtago that it is not possible to
some correlation between reportingcorrelate laboratory reporting with
profiles of laboratories and the the regional incidence of cervical
incidence of cancer. Because cancer in New Zealand.
cervical smear tests may be read
outside the region in which the
smear test is taken, a recording
system needs to be devised which
identifies the region where smears
are taken.

1.9 | Minimum standards for cytology | NCSP laboratory agreements Yes —
laboratories began incorporating minimum ongoing
The compulsory setting of a volume standards from July 2001.
minimum number of smears that | Almost all laboratories have been
should be read by laboratories eachmeeting the minimum volume
year must be put in place. The standards since December 2005
proposal to impose three minimurn However, one laboratory did not
volume standards on laboratories | meet the minimum volume
must be implemented. requirement of 15,000 per annum

to June 2010. The NSU is

monitoring this laboratory closely
to see that it meets the standards.

It has a one-year contract, and the

contract will only be renewed for
another year.
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1.9 | (Continued) Minimum standards for staff were
These are: each fixed site will reviewed in consultation with the
process a minimum of 15,000 sector and updated in 2008, as
gynaecology cytology cases, each| follows.
pathologist will report at least 500 | «  Pathologists: 500 cases (any
abnormal gynaecological cytology interpretation); for mixed
cases, cytotechnical staff must LBC/conventional samples, a
primary screen a minimum of 3000 minimum of 100 cases of the
gynaecological cytology cases per lesser sample type were
annum. This should be implemented reviewed.
within 12 months. « Non-medical staff:

— senior staff: a minimum of
3000 cases, which may
include up to 1200 full re-
screen cases

— charge scientists: 1000
primary/full re-screen cases

+ Mixed conventional/LBC

samples: a minimum of 500

LBC cases if the majority of

cases are conventional; a

minimum of 500 conventional
cases if the majority of cases
are LBC.
In 2009 additional standards and
policy were incorporated,
including minimum volumes in an
automated screening environment.
In 2010 the programme converted
to 100% LBC (SurePath or
ThinPrep).

1.10 | Balanced approach for National | The programme now has a more| Yes —
Cervical Screening Programme | balanced approach, with a strong ongoing
There needs to be a balanced focus on increasing coverage
approach, which recognises the | @Mong under-screened groups as
importance of all aspects of the | Well as continuously improving
National Cervical Screening quality across all components of
Programme. The emphasison | the screening pathway.
smear-taking and increasing the
numbers of women enrolled on the
programme needs to be adjusted.
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1.11 | Culture of the National Screening | NSU strategic planning supports| Yes —
Unit the continuous quality ongoing
The culture which was developing jiffiProvement of its programmes
the Health Funding Authority through corr_1prehen5|ve monitoring
regarding the management of the | @nd evaluation systems.

National Cervical Screening Note that in recent years both the
Programme under the managementMinistry of Health and the NSU
of Dr Julia Peters needs to be have undergone a number of
preserved and encouraged now therestructures.

Health Funding Authority has

merged into the new Ministry of

Health.

1.12 | Management of the National The NSU was established in July  Yes —
Cervical Screening Programme | 2001 as a separate business unit ongoing
within the Ministry of Health with the delegated power to
The National Cervical Screening contract directly with providers of
Programme must be managed withif{'€ Programme.
the Ministry of Health as a separateThe NSU has subsequently beer
unit by a manager who has the re-integrated into the Ministry of
power to contract directly with the | Health. The NSU continues to
providers of the programme on contract directly with providers.
behalf of th? M|n|_stry. The The NSU has been part of the
programme's dellve_ry Sho‘_“d not beNational Health Board since its
reliant on the generic funding _| introduction in November 2009.
agreements the Ministry makes with
providers of health services. For
this purpose the unit will require itg
own budget.

1.13 | Manager of the National Cervical | In 2002 the NSU appointed a Yes —
Screening Programme Programme Manager and Clinical ongoing

_ ) . Leader to jointly manage the

The National Cervical Screening programme at the fourth tier. The

Programme should be under the | cjinical Leader has specialist

control of a second or third tier | e ical qualifications in public

manager within the Ministry. The | hagith.

Manager of the unit should as a ) o

minimum hold specialist medical | Restructuring of the Ministry of

qualifications in public health or | H&alth placed the NSU into an

epidemiology. As a consequence [gpPerational group under Nationa

the programme’s link with the Serv_lces P_u_rchasmg. At this time

Cartwright Report it has always hagthe title Clinical Leader was

a female national co-ordinator. downgraded to Clinical Advisor.
The change in title was not
supported by the Group Managef,
NSU. The subsequent
restructuring of the Ministry of
Health brought the NSU in under
the National Health Board.
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1.13| (Continued) A parallel review of the NSU’s

While there are understandable
reasons for having the programme
managed by a woman it is not
necessary for cervical screening
programmes to have female
managers. The cervical screening
programme in New South Wales is
managed by a male medical
practitioner. The time has arrived
for the National Screening
Programme to be treated as a
medical programme which is part ¢
a national cancer control strategy.
In the past its link with the
Cartwright report has at times
resulted in its purpose as a cancer
control strategy being compromise
for non-medical reasons.

internal structure moved the

clinical positions into the relevan
operational screening programmes
The net effect of these processes
resulted in the clinical positions
sitting at tier 6 and the role of the
Clinical Advisor in the NSU being
compromised. These changes also
risk compromising the credibility
of the position to external clinical
directors in the sector and wider
stakeholder interest groups.

Overall it has become clear that
the role of the Clinical Advisor hg
been downgraded. This poses
risks to the clinical safety of
dwvomen in the programme (in terms
of the perceived role) and is not
consistent with the intent of the
recommendations made by the
Gisborne Inquiry.

n

The Group Manager is preparing
papers to propose a change of the
Clinical Advisor position to that of
Clinical Director overseeing the
NCSP. This aligns the role with
other national clinical positions

and clinical positions in the sectar.

1.14

Amend section 74 of the Health
Act 1956

The Health Act 1956 should be
amended to permit the National
Cervical Screening Programme to
effectively audited, monitored and
evaluated by any appropriately
qualified persons irrespective of
their legal relationship with the
Ministry. This requires an
amendment to section 74A of the
Health Act to permit such persons
have ready access to all informatia
on the National Cervical Screening

The Health (National Cervical No
Screening Programme)
Amendment Act 2004 contains
provisions to permit the effective
ga@onitoring, audit and evaluation
of the programme.

to

Register.
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1.15

Kaitiaki Regulations

There needs to be reconsideration
the Kaitiaki Regulations, and the
manner in which those regulations
currently affect the Ministry of

Health gaining access to aggregate

data of Miori women enrolled on
the National Cervical Screening
Register. The Ministry of Health
and any appropriately qualified
persons engaged by it (be they
independent contractors, agents o
employees) require ready access t
the information currently protected

by the Kaitiaki Regulations in ordef

to carry out any audit, monitoring g
evaluation of the programme.

A review of the Health (Cervical
gereening (Kaitiaki)) Regulations
was undertaken in 2002 and the
decision of Cabinet was to retain
the status quo. However, the
LNCSP continues to have
difficulties in gaining timely
access to Mori women'’s data on
the Register to be able to fulfil it
legislative functions. This has
resulted in delays with:

assessing monthly NCSP
coverage among &bri women
(and other women)

providing NCSP providers
with baseline monthly
coverage information to help
them to formulate and monitof
initiatives aimed at increasing
Maori women'’s participation in
the NCSP

« providing monthly information
to update the communications
strategy

- reporting approved summary
monthly coverage of &bri
women to the Minister or other
key stakeholders.

Because of these difficulties, legal
advice was sought in 2010
regarding the application of the
Kaitiaki Regulations. In summary
the advice was that amendments
Health Act in 2004 (Section
1127E) make it clear that NCSP
staff should have unimpeded
access to register information to
carry out their functions, and this
prevails over the restrictions in the
Kaitiaki Regulations. It was
suggested that it would be timely|
to consider amending the
regulations to clarify this point.

re

[«]

=

5

The NCSP continues to work
closely with the National Kaitiaki
Group to try to resolve these
issues.

ongoing

Yes —
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1.16 | Legal right to access information | The amendment to the Health Act No
from the Cancer Register 1956 contains provisions to permit
The present legal rights of access (§Cr€ening programme evaluators to
information held on the Cancer | @ccess all information on the
Registry need to be clarified. The| €ancer Registry that relates to a
Ministry and any appropriately relevant woman.
qualified persons it engages to canry
out (external or internal) audits,
monitoring or evaluation of cervical
cancer incidence and mortality
require ready access to all
information stored on the Cancer
Registry about persons registered |as
having cervical cancer.
1.17 | Amend Health Act 1956 to enable| The amendment to the Health Act  No
access to medical files 1956 contains provisions to permit
The Health Act 1956 requires the effe_ctive monitoring, audit and
amendment to enable Ministry of | €valuation of the programme,
Health and any appropriately mcludmg access for evaluat_ors t¢
qualified persons it engages to carrj€@lth information and specimens
out (external or internal) audits, | relating to a relevant woman.
monitoring or evaluation of cervical
cancer incidence and mortality, to
have ready access to all medical
files recording the treatment of the
cervical cancer by all health
providers who had a role in such
treatment.
1.18 | Change guidelines under which | The operational standards for No
ethics committees operate ethics committees have been
There needs to be change to amended.
guidelines under which ethics
committees operate to make it clear
that any (external and internal)
audit, monitoring and evaluation of
past and current medical treatment
does not require the approval of
ethics committees.
1.19 | Review of operations of ethics Ethics committees have been No
committees reviewed and a new ethics
There should also be a review of th§ommittee structure put in place.
operation of ethics committees angl | n€ National Ethics Advisory
the impact their decisions are havinf@mmittee undertook this work in
on independently funded evaluation?002/03, culminating in the
exercises and on medical research Presentation of advice to the
generally in New Zealand. Minister of_ Health in D_ecember
2003 and implementation of the
National Ethics Advisory
Committee’s recommendations.
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1.20 | Provide guidelines to ethics The operational standards for No
committees regarding Privacy Act | ethics committees have been
& Code updated.
Ethics .committees.req_uire guidancesee also recommendation 1.18
regarding the application of the above.
Privacy Act and the Privacy Health
Information Code. Ethics
committees need to be informed that
the interpretation of legislation
relating to personal privacy is for the
agency holding a patient’s data to
decide. They would, therefore,
benefit from having at least one
legally qualified person on each
regional committee.
1.21 | Guidelines to ethics committees | The guidelines were released in No
for observational studies December 2006.
Ethics committees require guidance
regarding the weighing up of harms
and benefits in assessing the ethigs
of observational studies.
1.22 | National ethics committee — multi-| A national multi-region ethics No
centre studies committee was established in
A national ethics committee should P&cember 2004.
be established for the assessment]of
multi-centre or national studies.
1.23 | Appeal process for ethics In March 2009 the Health Yes
committee decisions Research Council (HRC) (near
The procedures under which ethicgUndertook consultation on the complete)
committees operate need to be | document New Appeals Process
re-examined. Consideration should©r Ethical Review in New
be given to processes to allow thejrZ&aland which contained draft
decisions to be appealed to an terms of reference and an appeals
independent body. process for.a Health Research
Council Ethics Committee on
Appeal (HRC ECA).
The appeals process gained
Ministerial approval in 2010 and |t
is anticipated that the final appeals
process and terms of reference will
be finalised shortly.
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1.24 | National Cervical Screening The NSU complaints process hags Yes —
Programme complaints system been implemented. ongoing
The National Cervical Screening | See also recommendation 1.45.
Programme requires its own system
to deal with complaints regarding
the programme’s delivery. It also
needs to have in place a user-
friendly system which can respond
to complaints of programme
failures, such as under-reporting.

The difficulty that witness A
experienced in having her medical
misadventure recognised as a faillre
of the programme and a failure of
Gisborne Laboratories must be
avoided in the future.

1.25 | Electronic link Cancer Registry & | A process for linking and matching Yes —
National Cervical Screening data has been implemented. ongoing
Programme Register Cancer Registry records are
The National Cervical Screening | UPloaded and matched manually|to
Register needs to be electronically the NCSP Register.
linked with the Cancer Registry. | This process is sufficient given

that the data set is very small.
See also recommendation 1.26
below.

1.26 | Performance standards for A redeveloped NCSP Register Yes —
National Cervical Screening went live on 29 September 2008] ongoing
Programme Register and Cancer | While generally working
Registry according to data entry turnaround
Performance standards should be |[g{ffes stipulated in the OPQS,
in place for the National Cervical | there have been ongoing technical
Screening Register and the CancelriSSues that have resulted in delays
Registry. The currency of the datg I the ability to access monitoring
on both registers needs to be data and reports. These issues are
improved. The Cancer Registry recorded in the NSU JIRA system.
should be funded in a way that There have also been unplanned
enables it to provide timely and | outages, during which the Register
accurate data that is meaningful. | service is disrupted and either

slows down or providers are
unable to connect to the Register.
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1.26 | (Continued) In June 2010 the NCSP Registéer

administration and technical and
support functions were transferred
to an external agency (DATAM, a
subsidiary of New Zealand Post)
The management and
accountability for the NCSP
Register and the programme
remains with the Ministry (ie, the
NSU Manager, Information).
Standards for the NCSP Register
are currently under revision. In
February 2011 the Government
announced a plan to upgrade the
Cancer Registry to enable data tp
be available to clinicians online.

1.27 | Standards for the National Review and updating of the NCSP Yes —
Cervical Screening Programme | Operational Policy and Quality ongoing
should be reviewed every two Standards (OPQS) is an ongoing
years process, reflecting changes to the
Standards for the National CervicglProgramme and best practice.

Screening Programme should be | This process is now well _
reviewed every two years and moreesta_lbhshed and considered routipe
frequently if monitoring indicates | Pusiness. The NCSP OPQS are
that some of the standards are | available at www.nsu.govt.nz.
inappropriate.

1.28 | The Government must ensure The Vocational Registration Yes —
sufficient cytotechnologists and Programme in Cervical Cytology| ongoing
cytopathologists and training sites| (VRPCC) for BMLSc graduates
The Government in consultation | @nd cytotechnicians was
with other bodies or agencies needdmplemented in 2004/05. This has
to ensure that there are sufficient | P8€n embedded in the NCSP
trained cytotechnologists and OPQS as compulsory for all new
cytopathologists and that there arg Practitioners.
appropriate training sites for them.| Training and education for the
There should also be a review of | NCSP laboratory cytology
training requirements and workforce has been provided since
maintenance of competence of 2005 by a contracted laboratory,
smear test readers and and in 2011 it is being extended o
cytopathologists. include histology and human

papillomavirus (HPV) testing.
Staff workload is included in the
OPQS and is also audited on-site
annually.
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1.29 | Amend Medical Laboratory The Health Practitioners No
Technologists Regulations 1989 | Competence Assurance Act 2003
The Medical Laboratory was passed and replaced the older
Regulations 1989 should be regulations. The Act contains
amended to permit only registered| Provisions that give effect to the
medical practitioners with specialigtintent of the recommendations
qualifications in pathology and from the inquiry, including the
appropriate training in estabh_s_hment of new registration
cytopathology or appropriately authorities and the develppment of
trained cytoscreeners to read gazetted scopes of practice.
cervical smear tests. The registration authority is now
the Medical Laboratory Science
Board (MLSB).
The Act is common to all health
practitioners and includes
technicians. It includes continuing
professional development activity
as a requirement for issue of
annual practising certificates from
the MLSB.
1.30 | Impose legal obligations on The NCSP OPQS require No

storage of slides

Legal obligations in addition to
those mandated by IANZ must be
imposed on all laboratories readin
cervical cytology requiring them to
retain records of patients’ cytology|
and histology results (including
slides, reports and any other mate
relating to the patient) in safe

storage for a period of no less than for the Non-Therapeutic Use of

five years from the date on which
the results were reported. Second
all laboratory owners must be mad
legally responsible for ensuring tha
a patient’s records are readily
accessible and properly archived
during the five-year storage period
irrespective of changes in the
laboratory’s ownership through a
sale of shares or a sale of the
laboratory’s business.

laboratories to keep slides and
tissue in accordance with current
guidelines recognised by IANZ
3(aligned with Australian
guidelines). Storage of slides is
also further specified in the NCS
Laboratory Service Agreement.

riRloutine diagnostic testing has
been excluded from the Standarg

Tissue.
ly
e
it

)
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1.30| (Continued)

The vendor of the shares or the

laboratory’s business should carry|a

primary legal responsibility to store

the records, though the option to

transfer this legal responsibility as [a

condition of the sale to the purchaser

should be permitted. Similar

provisions should apply to

laboratory amalgamations. In this

case the newly merged entity should

be responsible for storing the

records.

1.31 | Ensure electronic linkage between All laboratories now have No
National Cervical Screening immediate access to online
Register and cytology labs screening histories. This includes
The cervical smear test and HPV test results. Access by
histology histories of women practitioners is mandated in th_e
enrolled on the National Cervical | NCSP OPQS and the system is
Screening Register should be madefhecked during an annual audit.
electronically available online to al
laboratories reading cervical
cytology.

1.32 | Develop standards for accuracy of Laboratory coding is standardised Yes —
laboratory coding throughout the country and will be ongoing
Standards must be developed for | UPdated as part of some Ministry
ensuring the accuracy of laboratory©f Health projects.
coding and this aspect of the All cytology laboratory coding
National Cervical Screening was revised and updated on 1 July
Register must be subject to an 2005, aBethesda 2001 Nz
appropriate quality assurance Modified, in conjunction with a
process. sector working group. The NCSP

Register was advised to accept all
new codes and to retain former
Bethesda codes. All laboratories
use this coding.

Coding is mandated in the NCSH
OPQS. Histology coding uses
outdated SNOMED codes, which
require updating and
standardisation to align with
SNOMED CT, for which the
Ministry of Health holds a licence.
See also recommendation 1.27.
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1.33 | The National Cervical Screening | This recommendation has been No
Programme should develop a overtaken by progress. Advances
population-based register made in primary care registers and
The National Cervical Screening systems of invitation and recall
Programme should work towards have addressed many of the issyes
developing a population-based that were intended to be resolved
register and move away from beingPY & population register.
the utility-based register that it is
now.
1.34 | Legal mechanisms should be in | The Accident Compensation No

place to allow the ACC, Medical
Council and the Health &
Disability Commissioner to share
relevant information with the
National Cervical Screening
Programme

There should be a legal obligation
on the Accident Compensation
Corporation, the Medical Council
and the Health and Disability

Commissioner to advise the Nationalf Health if it appears that the

Cervical Screening Programme’s
manager of complaints about the
professional performance of
providers to the programme when
complaints are made to those
various organisations about the
treatment of a patient in relation to
the programme.

Corporation is required to report
complaints to the Medical Counc]l
under the Injury Prevention,
Rehabilitation, and Compensatio
Act 2001.

Under the Health and Disability
Commissioner Amendment Act
2003, the Health and Disability
Commissioner may refer a

complaint to the Director-General

=

complaint is a result of
inadequacies of the health care
provider that may harm the healt
and safety of the public.

Under the Health Practitioners
Competence Assurance Act 200
the Health and Disability
Commissioner is required to rais
with the Medical Council matters
where there is a potential risk of
harm to the public from a health
practitioner’s practice. In
addition, under the Act, the
Medical Council must inform the
Director-General of Health of
possible harm posed by the heal

D

practitioner.
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1.35

Medical Tribunal to supply
information to National Cervical
Screening Programme

This recommendation is covered
by the comments on
recommendation 34 above.

Consideration should be given to the

addition of an express requiremen

in the provisions governing medical

disciplinary proceedings which
would oblige the Tribunal seized of
the facts of any given case
specifically to consider whether
there are any grounds for concern
that there may be a public health r
involved. If that concern is present
the Tribunal should be required to
inform the Minster of Health.

No

1.36

The Accident Compensation
Corporation and the Medical
Council should exchange relevant
information regarding claims for
medical misadventure

There should be an exchange of
information between the Accident
Compensation Corporation and
Medical Council regarding claims
for medical misadventure and
disciplinary actions against medica
practitioners.

Implemented through the Injury
Prevention and Rehabilitation Ac
2001.

No

1.37

Liaison with the College of
Pathologists

It is recommended that the
programme liaise with the Royal

College members are represente
on the NCSP Advisory Group an
on guidelines development

working groups, and are regularl

College of Pathologists of Australigncluded in consultations on NCS

In its submissions the Royal Colleg
advised that it believed that the
collaborative relationship the
College had with the Federal
Government in Australia might be
model worth consideration by the
Inquiry. It was suggested that it w
appropriate to use medical college
as an over-arching body to provide
advice on issues. The benefit of th
is, if the College is asked to provid
an opinion on issues such as
professional practice, quality or
standards, it has access to the vie
from multiple professionals and alg
a critical evaluation of current
literature in contemporary standard
practices.

]

Policy and strategic planning.

S

7]

S

[0]

d Yes-—
d ongoing

P
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1.37 | (Continued)

It is suggested that the National
Cervical Screening Programme,
which has achieved a great deal,
would benefit from greater
professional input at a College level.
In particular, it is suggested that a
National Cervical Cancer Register
and a Cervical Cancer Mortality
Review process be a means of
continually evaluating the
Programme’s effectiveness. The
Committee supports the College’s
submission and recommends that |t
be acted upon.

1.38 | Information to women The Health (National Cervical Yes —
The programme must provide Screening Programme) _ ongoing
women with information to enable | Amendment Act 2004 requires all
them to make informed decisions | STear takers to provide
about screening and provide them| information to women on the
with information regarding potentig| Penefits and risks of screening.
risks and benefits. Until the Women are advised that screening
programme has been monitored anl$ NOt 100% risk free. They are
evaluated in accordance with the | iSO advised of issues of false
current three phase national negatives and false positives.
evaluation the programme has an | NCSP resources to inform women
obligation to inform women that the of the benefits and limitations of
quality of the performance of some screening are actively made
of its parts has not been tested. | available to women. The
Women should also be informed thatrogramme is monitored and
screening will not necessarily detecevaluated monthly, quarterly, Six1
cervical cancer. monthly and annually in order to

minimise problems with screening.

1.39 | Letters to medical practitioners A letter was sent in December No
Medical practitioners need to be 2001.
reminded that cervical smear tests| Clinicians are frequently reminded
are not a means of diagnosing to be alert to signs and symptoms
cervical cancer. They need to be | and to exercise clinical judgment
alert to signs of cervical cancer, andeg, through clinical guidelines
they should not place too much and smear-taker operational
reliance on a patient’s smear test | policy).
results to discount the possibility of
cervical cancer being present.
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1.40 | Appropriately trained personnel | Primary screening policies and Yes —
should do cervical screening standards are covered in the NCSRnNngoing
Primary screening of cervical smea@PQS. Screening is limited to | auditing
should only be performed by approprlatgly qualified and trained
individuals who are appropriately | CYto-scientists and cyto-
trained for that task. Considerationt€chnicians. Pathologists are no
should be given to requiring permitted to screen. The OPQS
pathologists to train as cytoscreengl¥éS revised in 2008 to include
if they want to function as primary | SCreening of LBC samples and
screeners. standards for use of automated

screening devices.
See also recommendation 1.28
above.

1.41 | All pathologists undertaking Pathologist qualifications and No
cytology should be appropriately | continuing education requirements
trained are covered in the NCSP OPQS.

If cytology is a significant Participation is audifced_ annuall_y.

component of a pathologist's There are also continuing medical

practice then he or she must education requirements within the

participate in continuing medical Health Practitioners Competence

education in that subject. Assurance Act 2003 for
maintaining an annual practising
certificate.

1.42 | Cytopathologists must participate | Pathologist qualification Yes —
in continuing education in requirements are covered in the | ongoing
cytopathology NCSP OPQS. These policies and
If cytology is a major component of Standards are made mand_atory
a pathologist's practice, it is through the agreements with the
desirable that he or she should hajtaboratories.
added qualifications in The Health Practitioners
cytopathology; either a fellowship | Competency Assurance Act 2003
slanted towards cytopathology or a also enforces qualification
diploma in cytopathology. requirements.

Consideration should be given to
making this a mandatory
requirement.

1.43 | Pathologists ought to be more Pathologists have demonstrated| Yes-—
open-minded their open-mindedness through | ongoing
Pathologists should be more open| Participation in advisory and
minded and critical of laboratory | WOrking groups, and participatior
performance. They should be alert!" €xtérmnal quality assurance
to the possibility that their practice| Programmes.
or the practice of their colleagues
may be sub-optimal.
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1.44 | The Medical Council should The recommendation has been No
ensure that systems are in place to given effect by the Health
support the early reporting of Practitioners Competence
errant medical practitioners by Assurance Act 2003. Section 34
their colleagues of the Act protects health
The Medical Council should ensurgPractitioners who report concerns
that systems are in place whereby| @bout other health practitioners
medical practitioners are not from civil or disciplinary _
deterred from reporting to it their | Proceeding, unless the reporting
concerns about the practice of an | Was done in bad faith.
individual medical practitioner.

Complainants should be assured that
their reports will not result in them
being penalised in any way.

1.45 | National Cervical Screening An NSU complaints process has| Yes—
Programme should have a system| been implemented. ongoing
for identifying deficiencies User feedback is received through
The screening programme should | advisory and working groups.
have in place a system over and | geq a1s0 recommendation 1.24.
above the audit of monitoring
reports, to identify deficiencies in
the process. A form of survey of
users so that they can be proactive
rather than reactive in the delivery
of the programme would be useful

1.46 | There should be a process for Reports on the Ministry’s progress Yes —
monitoring the implementation of | in implementing the ongoing
the Committee’s recommendations include:
recommendations - Dr McGoogan's six-month
A process to ensure that the report (December 2001)
recommendations made by the - Dr McGoogan’s second and
Committee are implemented should final report (June 2003)
be put in place. . the Office of the Controller and

Auditor-General’s first report
(14 February 2002)

« the Office of the Controller and
Auditor-General's second
report (8 December 2003).

Section 1120 of the Amendment]

to the Health Act 1956 requires
that the programme be
independently reviewed at least
once every three years.

A Parliamentary Review is

currently being undertaken.

The Ministry of Health also

provides the Minister of Health
with regular updates detailing
progress made on the
recommendations.
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2 Status of Dr McGoogan’s recommendations

Ref | Recommendation Status / date Further
(McGoogan 2001) work

required?

2.1 | Regional Offices (para 129) A redeveloped, centralised NCSP Yes —
| must question the need for the | Register went live on ongoing
numbers of NCSP Register offices, 29 September 2008. The new
Data entry occurs at 14 register sitg@€9iSter enables strengthened
throughout New Zealand although| duality assurance for the
almost 33% of the data is processeffrogramme and secure real-time
in one of these offices (the Aucklang§ommunications with service
office). Some sites have providers and other key
experienced rapid turnover of staff Stakeholders.
and the quality of training of new | In 2010 DATAM was contracted
staff is variable. The number of | to manage the Register, including
sufficiently qualified individuals in | day-to-day management of data
New Zealand is limited. input from laboratories and

colposcopy services as well as
technical expertise.

All laboratories now submit resulis
to the Register using Health Level
7 (HL7) Ver 2.4 messaging, which
is an international standard for
electronic healthcare-specific data
exchange between computer
applications.

Colposcopy services are currently
developing the capacity to submit
results using HL7 messaging. A
final date for this to occur has not
been agreed.

Regional register services also
have a role to play in the
management of information on the
Register through updating of
women’s details, liaising with
smear takers, updating information
about health facilities and general
enquiries from women and health
professionals.

Refer also CSI recommendation
1.26.

2.2 | Smear takers (paras 89, 90) Standard 401 of the NCSP Yes —
Smears should only be taken by OPQS sFates thatAll smear _ ongoing
health professionals who have takers will complete a recognisec
undergone specific formal training | €ducational course in smear-taking
in smear taking and who participatgPractice prior to providing a
in continuing professional smear-taking service for women’
development in the area of cervical Medical practitioners and _
screening. midwives obtain this through theif

professional training.
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Ref | Recommendation Status / date Further
(McGoogan 2001) work
required?
2.2 | (Continued) Non-medical smear takers
The lack of free training and easily| Undertake an NZQA-accredited
accessible update courses is a ba rse, which was updated with
to safe practice. Smear taking | NoU inputin 2008. Note that
training and update courses shoulg €Ntry for lay persons to the NZQA
be provided free for practice nursgsunit standard for smear-taker
and lay smear takers and be more trauru_ng was discontinued in this
geographically available. revision.
Monitoring/encouraging
completion of non-medical smeaf-
taker training is ongoing.
Continued professional
development is provided in the
form of regional smear-taker
updates by NCSP staff.
Regular updates/reminders to
smear takers are also provided
through a range of NSU
communication mechanisms,
including newsletters.
NCSP-contracted laboratories also
play an important role in providing
updates/reminders to smear takers.
RevisedNCSP Competencies for
Smear Taker Trainingvere
completed in June 2009.
The NCSP introduced a smear-
taker training fund in 2002,
allowing smear takers who
complete the course to be
reimbursed their training fees. In
2008 the system was reviewed and
the value of the grant increased
from $500 to $700.
2.3 | Cervical Screening Inquiry Completed: thé&keport of the No
Report published in hard copy Ministerial Inquiry into the
form (para 2) Under-Reporting of Cervical
I recommend that the CSI Report heMmear Abnormalities in the
published in hard copy form so that Gisborne Regiomvas printed and
the public can purchase a copy in | distributed in April 2002:
bookstores or borrow it fromthe |+ 1SBN 0-478-24354-5 (book)
library. « ISBN 0-478-24355-3 (web)
2.4 | Clinical Director input to N/A
teleconferences (para 8)
Dr Julia Peters, Clinical Director,
NSU has not participated in these
monthly teleconferences but |
believe her input would prove useful

in the future.
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Ref | Recommendation Status / date Further
(McGoogan 2001) work
required?
2.5 | Training programme and quality | Section 5 of the OPQS (released asYes —
standards for staff reading liquid | ‘interim’ in Sept 2009) has ongoing
based cervical preparations specific policy and standards
(para 92) requiring pathologists, scientists
The NCSP needs to design an and technicians who read LBC
appropriate training programme angamples to read a minimum
quality standards for staff reading | Volume per annum. The same
and reporting liquid based cervical Situation applies to those who read
preparations. both conventional and LBC
samples.
All staff must have attended and
satisfactorily passed a
manufacturer’s conversion course.
The HPCA Act would require any
practitioner to be competent to
read LBC, and proof would be
required, with the practitioner’s
training and competency records
held by laboratories.
All new graduate and technician
practitioners must undergo the
VRPCC training programme,
which is practically focused.
See also recommendation 1.27 of
the CSI recommendations
2.6 | Development of New Zealand A Workforce Development Project Yes —

external quality assurance scheme
(para 95)

NCSP needs to consider developi
a New Zealand EQA scheme in
collaboration with the professional
bodies for individual technical and
medical laboratory staff with a
facility to break anonymity if there
is a persistent poor performance.
The format, protocols and criteria
the EQA scheme should meet NC3
standards.

initiative with an external quality | ongoing
assurance (EQA) sector working
1group was set up and a pilot and
ull trial programmes were
completed in December 2007.
Exploration of providing an
ongoing programme was
undertaken in 2008.

Participation in EQA schemes is
btompulsory for all staff reading
SBervical cytology (revised

Section 5 OPQS).

The scoping and development of
an EQA programme for the
gynaecological cytology and
histology workforce is included in
a tender process currently being
undertaken for an NCSP
laboratory training service.

See also recommendation 2.7
below and 1.27 of the CSI

recommendations.
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Ref

Recommendation
(McGoogan 2001)

Status / date

Further
work
required?

2.7

Regular cytology update courses
(para 98)

Consideration should be given to
providing regular cytology update
courses within New Zealand for all
grades of laboratory staff.

The NSU has sponsored the
Annual Society of Cytology
Conference since 2004.

Until 30 June 2010 Canterbury
Health Laboratories were
contracted to provide a training
service for NCSP laboratories.
The provision of regular cytology|
update courses was part of this
contract.

Sixteen cases from the Cervical
Cancer Audit were photographed
and all laboratories were sent a (
(Lessons from the Paswith an
interactive educational case
assessment. This was suitable f
both individual and group self-
assessment.

A tender process is currently bei
undertaken for the provision of
these training services, which is
being broadened to include the
cervical histology and HPV testin
workforce.

See also CSI| recommendation 1.

Yes —
ongoing

CD

9

7.

2.8

National Screening Unit
organisational development
(para 100)

In addition to addressing the
manpower resource issue in the
NSU, consideration should be give
to organisational development.

The NSU was restructured in 20(
with the aim of providing greater
leadership, clarity around
decision-making, and increasing
capacity for lateral teamwork and
fesearch and development.

A subsequent review in 2009
resulted in additional performanc
management analysts joining the
NCSP team with the responsibilit
for managing the NCSP provider
contracts with regional services,
independent service providers,
laboratories and DHB colposcop
services.

At the same time, clinical

leadership has been downgraded,

with the NCSP Clinical Leader
now being a tier 6 (whereas the
CSI recommendation was that th
position be second or third tier;
seerecommendation 1.)3 Work
is currently underway to restore
the position to Clinical Director a

D7 Yes —
ongoing

a higher tier.

116

| Page



Ref | Recommendation Status / date Further
(McGoogan 2001) work
required?
2.9 | Information for women (paras See also CSI recommendation 1.38.Yes —
101-106) Section 112L of the Health ongoing
... it remains an urgent necessity to (National Cervical Screening updates
provide accurate basic information Programme) Amendment Act 2004
about the NCSP in brochure or outlines requirements for the
pamphlet for general practitioners,| provision of information to
practice nurses, lay smear takers amebmen. New NCSP pamphlets
women. Similarly information abouitwere developed/revised in
the significance of abnormal smeaf December 2007, with ongoing
results and what colposcopic updates.
examination entails must be read"*’CervicaI Screening: What Wahing

available for women who are
referred for colposcopy. This
includes information for immigrant
non-English speaking minority
groups.

... Itis important that the NCSP is
acceptable to women. Greater
understanding of the fact that the
cervical smear is a screening test
and not a diagnostic test and of th
benefits of participating in a
screening programme with
comprehensive audit built in must
promoted among women. The
safety checks built into the NCSP
are there to protect women who
should be demanding, not merely
consenting to these processes. It
important for women to feel safe s
the risks of ‘opting-off’ must be
explained fully to them. Some
women are badly informed and op
off the NCSP-Register without fully

understanding the risks incurred by

doing so.

Need to Know: Atawhaitia Te
WharetanggCode 1837) is an
informational pamphlet for &bri
women with both Nori and
English text.

Cervical Screening: What Pacifig
Women Need to Knofode
1831) is an informational
pamphlet for Pacific women, with
3English text only.

Cervical Smear Tests: What
H¥Vomen Need to Kno(Code
HE1256) is a generic resource fq
all women. English text only.

=

Cervical Screening:

Understanding Cervical Smear
ResultyCode HE4598) covers the
pentire NCSP pathway.

Currently there are no NCSP-
produced informational pamphlet
“for non-English-speaking
immigrant groups.

(%)

Cervical Screening: A Guide for
Women in New Zealarid a
detailed booklet for women
providing basic information
regarding the cervical screening
pathway. This resource was
redeveloped in 2009, including
information on HPV testing and
immunisation.

The NSU website has

comprehensive information for
women on cervical screening and
cervical cancer.
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Ref | Recommendation Status / date Further
(McGoogan 2001) work

required?

2.9 | (Continued) Thé&uidelines for Cervical

Screening in New Zealar@008)
contains basic information about
the NCSP and the management pf
women with normal and abnormal
cervical smears. This has been
distributed to all health
professionals providing services to
the NCSP.

2.10 | Clinical audit There is no intention to repeat the Yes —
More work must be done to develggaudit published in 2004. ongoing
and promote an understanding of | However, audits of parts of the
clinical audit as an integral part of | Scréening pathway are regularly
good quality healthcare delivery. | Undertaken (eg, laboratory and
Regular critical review of how well | €0IPOScopy units). Audits of
clinical care is being delivered is | Individual cancer cases are also
vital to improving the quality of ongoing. An analysis of cases for
healthcare. | suspect that the 2003 to 2006 has been published.
‘external’ audit suggested for the It is intended to undertake furthe
retrospective cancer audit has analyses as more cases
mistakenly been portrayed as similgiccumulate.
to financial auditors checking up on
one’s income tax returns and
snooping into other private matters.

The retrospective cancer audit is not
‘external’ in that sense. It simply
means that experts will be
commissioned to investigate and
evaluate the information collected
on behalf of the NSU. Women will
be approached by nurses or trained
healthcare professionals who will he
sensitive to local customs and
cultural needs so that the full
information about screening
histories can be gathered. They are
in effect functioning as part of the
NCSP. As with all healthcare
records, all information gathered

will be handled with great sensitivity
and kept confidential (para 105).

2.11 | Send interim National Cervical This was sent to providers in May Yes —
Screening Programme 2002. ongoing
information leaflet pads to See recommendation 2.9 above|
providers (para 106) . .

) In addition, thePublic Health
I understar_]d the d|Ie_mma between garvices Handbogirovides
getting a smp_le easﬂy read information about the NCSP for
pam_phllet‘c-)ut |,mmed|ately and DHBs. This information was
getting it ‘right’. updated in November 2008.
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Ref | Recommendation Status / date Further

(McGoogan 2001) work

required?

2.11| (Continued)

However, | believe that information

about cervical screening is needed

now, even if it has to be revised in|a

year’s time when the legislation has

changed. | commend the NSU to

proceed quickly with their plan to

send interim cervical screening

information leaflet pads to every

general practitioner, practice nurse,

District Health Authority,

colposcopy clinic, regional office

and cytology laboratory, and for

similar information to be posted on

all relevant websites.

2.12 | Standardised criteria for Bethesda 2001 NZ Modified No
reporting unsatisfactory smears | contains standards for assessing a
(para 108) sample as satisfactory (for
There needs to be more standardis€gnventional and LBC). All
criteria for reporting unsatisfactory| Practitioners have a copy of
smears. Bethesdawith supporting

diagrams for assessment of
cellularity. The NCSP provided

all labs with update sessions and a
training CD prior to going live.
Unsatisfactory targets were
reviewed in 2009, with external
consultation.

See also recommendation 1.32 of
the CSI recommendations.

2.13 | Issue guidance to laboratories Bethesda 2001 New Zealand No
about the implementation of modifiedwas developed in
Bethesda 2001 (paras 109-111) conjunction with a sector working
In order to prevent distortion of thg 9rOUP- In 2005 an update package
data gathered in the monthly was |§sged to all practitioners
statistics, it is necessary to ensure| cONntaining old and new Bethesda,
that laboratories do not implement| @ong with educational and
Bethesda 200but continue to use | SUPPOrting documents. The NCS$P
the previous version of the BethesgiiSited all labs prior to - o
system until such time as the NCSpPMplementation to provide training
agrees that implementation of to staff. Each lab was also given
Bethesda 2001k desirable and a | n educational CD with test
specific date is set for such a scenarios and follow-up answers
change. Changes were also printed in

) _ Screening Matterssent to all
The NSU_ should issue guidance t9 ¢, takers, on the web, and
!aboratorles _about the presented at appropriate
implementation oBethesda 2001 | . hferences.
See also recommendation 1.32 of
the CSI recommendations.
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Ref | Recommendation Status / date Further
(McGoogan 2001) work
required?
2.14 | Identify duplicate additional This issue has been discussed in  Yes —
smears at colposcopy (para 113) | detail at NCSP Advisory Group | ongoing

No attempt is being made to identi

duplicate additional smears taken
colposcopy from women referred
with HSIL. If colposcopy clinics

repeat the 29 smear tests on these undertaking a bigger mix of

women prior to treatment, this will
artificially increase the high-grade
reporting rate for the laboratory
compared to another laboratory th
does not receive such colposcopy
smears.

r);neetings. It has been difficult to
gxclude clinic samples in data
extracted from the Register.

All eight cytology labs are now
screening and diagnostic cytology

in case mix between labs, which
ameans the effect of colposcopy
work may be less significant in
relation to reporting rates. Optio
are being investigated (eg, to
search per woman, for a time
period, and exclude any biopsy
taken within a five-day timeframe
of a colposcopy event).

cases so that there is less variance

ns

2.15

Screening interval

Both smear takers and
gynaecologists fail to understand t
health economics of the screening

interval and advocate early recall a©f &ll smears.

great expense but little benefit to
many women ... (para 103)

Independent monitoring reports for
2005-2007 indicate that short
Linterval re-screening consistently,
accounts for approximately 11%

Education of smear takers and
colposcopists on avoiding short-
interval re-screening is ongoing.
TheGuidelines for Cervical
Screening in New Zealar{d008)
contain a section on screening
intervals. Training sessions on the
new guidelines have stressed the
importance of avoiding early re-
screening. Notification has been
sent to DHBs with consistently
high short-interval re-screening
rates and to professional bodies.

From July 2008 (Monitoring
Report 30) a revised method of
calculating early re-screening
using a cohort approach indicates
a higher level of early re-screenit
(approximately 29%). Early re-
screening has been extensively
discussed by the NCSP Advisory
Group.

Yes —
ongoing
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Ref | Recommendation Status / date Further
(McGoogan 2001) work

required?

2.16 | Short-interval re-screening: There is currently no evidence that Yes —
important to define who is being | the rates of short-interval ongoing
screened by each laboratory and | re-screening are substantially
how often (para 114) different between laboratories.

Similarly the denominator for the | It is currently not possible to
calculation of reporting rates (total| reflect the numbers of short-
numbers of smears) will be interval re-screens in the
artificially increased if a substantia] denominator.

proportion of normal women return

for routine smears earlier than the

recommended interval. This will

result in an artificial reduction in the

percentage of HSIL reported

compared to other laboratories. It|is

important to define who is being

screened by each laboratory and

how often.

2.17 | Audit of laboratory returns New legislation changed the Yes —
including ‘opt-off’ (para 115) ability to ‘opt off’ or withdraw ongoing
There is no audit of the laboratory | individual results. Women no
returns. These will include smearg 0nger opt off but withdraw from
‘opted off the NCSP Register and| the register. Laboratories
thus NCSP Register data cannot bgherefore no longer determine opt-
used for verification or sanity check§T status. Withdrawal rates are
on the laboratory data. very low (.004% January—June

20009).

NCSP laboratories are monitored
against the standards set out in the
NCSP OPQS. An annual on-site
assessment/audit is undertaken by
IANZ/NCSP, which includes data
analysis.

See also recommendations 1.14
1.16, 1.17 and 1.30 of the CSI
recommendations.

2.18 | Recording of conventional smears| The NCSP Register was updated No
and thin prep samples on National| in 2005 to accept thBethesda
Cervical Screening Programme | 2001and included a requirement
Register (para 117) for labs to include sample type
The change to liquid based cytology?hen reporting to the NCSP I
needs to be monitored. LaboratoryR€gister. Sample types are: LBC,
monthly returns should record conventional, combined LBC anc
results for conventional smears angconventional. The programme
ThinPrep samples separately. became 100% LBC in July 2009

and this shift is reflected in NCSRP
monitoring reports.
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Ref | Recommendation Status / date Further
(McGoogan 2001) work

required?

2.19 | Additional SNOMED codes on SNOMED coding is due for Yes —
National Cervical Screening review and updating. The ongoing
Programme Register (para 118) | Ministry of Health now holds the
The SNOMED system used for | icence for SNOMED CT, and a
coding cervical biopsy histological| Werking group (including a
diagnoses is also due for review. | Pathologist) was set up in late
The NSU must take similar action | 2009. However, this work was pjit
when the revised system is on hold during NSQ and Ministry
published. of Health restruc_turmg. There has

been a recent drive from the
Government to review and
improve information systems,
databases and clinical coding
across the health sector.

See also CSI recommendation
1.32.

2.20 | Inclusion of colposcopy data on | The redeveloped NCSP Registerr Yes —

the NCSP Register (para 121) provides an improved mechanism ongoing
. to closely monitor women with
Regls_try staff have a problem high-grade cytology for whom
resulting from women who have | yhere'is no histology. These evehts
been referred for colposcopy and | come yp as a work list task and are
have attended but who have not hagl;\ved up by the Register
a biopsy taken. If the regional site| ~antral Team. The follow-up of
does not receive a histology result( \, o with high-grade cytology
they do not know if this is because| 54 no histology is prioritised by
no sample was taken or if the resultyg| performance management
has not ar_rived from the Iaboratory'analysts with colposcopy units to
If the Register received and held | gngre women receive treatment as
information from colposcopy clinics required.
this could be avoided. ) )
The proportion of women with ng
follow-up of any kind at 180 days
is also now monitored.
See also CSI recommendations
1.14,1.16, 1.17 and 1.30.

2.21 | Improved communication between| Since 2008 the monitoring reports Yes —
IMG, providers and National have been reviewed by the NCSP ongoing
Screening Unit (para 124) Advisory Group, which has
| am concerned that there is not yet"§Presentation from all provider
smooth and straightforward groups and consumers. NSU
communication between the IMG, | members are ex officio at these
the providers and the NSU. meetings. This collaborative _an(_j
Providers are very anxious. This | fransparent approach to monitoring
situation must be improved as sooph@s helped to maintain positive
as possible. A better understanding€lationships with providers.
of the reasons behind the data Where providers do not meet
gathering must be promoted betwediCSP targets, a collaborative
all three groups to help bring about approach to identifying issues and
better understanding of each other’'$mproving performance is taken.
needs. Monitoring reports are available

on the NSU website.
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Ref | Recommendation Status / date Further
(McGoogan 2001) work
required?
2.22 | Direct access to National Cervical| See CSI recommendation 1.31. Yes —
Screening Programme Register | ol |aboratories now have ongoing

for Laboratories (para 135)

Currently most exchange of
information about smear histories
by telephone or fax. Electronic
access to the NCSP Register shou
be extended to all laboratories and
smear takers.

slaboratories now submit results tp

IHL7) Ver 2.4 messaging, an

immediate access to online
screening histories. All NCSP

the Register using Health Level 7

international standard for
electronic healthcare-specific data
exchange between computer
applications.

Online access for smear takers is
included in Phase Two of the
Register redevelopment. Phase
Two has not begun as there is stjll
some functionality development
required for Phase One. This will
depend, to some extent at least,
the technological readiness of
smear-taking agencies. Also,
electronic access to the Register
and direct electronic reporting is
still in progress for colposcopy
units and private colposcopists.

2.23

Improved information on NCSP
laboratory referral form from
smear-takers to laboratories
(para 133)

Greater attention is needed in the
area of the quality of patient
identification data given by smear
takers to laboratories. An immens
volume of phone calls result from
errors or inconsistencies in patient
identification. There are a variety
different cervical smear request
forms in use some of which do not
collect all the relevant patient
demographic or clinical informatior
This may lead to inappropriate rec
times on laboratory reports,
unnecessary reminder letters and
failure of failsafe follow up systems
for women with abnormal smears.

H@ll cases. There is sometimes a

Lipanagement of women with

Regrettably, an NHI is often not

provided by smear takers althoughongoing

there is a requirement for them tq
do so in OPQS. The burden then
lies with the laboratory. The

laboratory undertakes a request
an NCSP Register screening eve

with the history demographics fo

mismatch between specifications
built into the Register and smear
taker recall systems for ongoing
recommendations in the

abnormal smears.

The above will continue to be an
issue until smear takers are
electronically linked with the
NCSP Register to make test
requests. Alternatively, recall
systems built into the Register wi
need changing to allow flexibility
in the management of women.

for
nt
chistory and has to cross-correlate
the woman'’s current demographics

Yes —
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Ref

Recommendation
(McGoogan 2001)

Status / date

Further
work
required?

2.23

(Continued)

With the introduction of HL7
messaging in July 2010, NHI ang
other identifying data are a
compulsory requirement for
transferring laboratory results to
the Register. This is included in

communications that have been
sent to smear takers.

range of requisition form formats.
As long as these contain the
required fields there is no problem.

Ongoing mismatches between the
Register and smear-taker recall
systems continue to create

women who receive letters
requesting recall at inappropriate
intervals. Delays in correcting
Register problems have created
confusion and concerns among
smear takers.

the updated OPQS, Section 5, and

Smear takers continue to use a wjde

confusion among smear takers and

2.24

Role of regional office in relation
to repeat smears for individual
women (para 131)

I have concerns about some of the
roles undertaken particularly in
relation to advice about the need f
repeat smears for individual wome
There is not sufficient clinical
oversight at many sites to ensure t
inappropriate decisions are not
made.

have minimal input in relation to
repeat smears for individual
women. With the new NCSP
Register, Smear Taker Recall
»Reports and Overdue for Cervica
nomear Reports are sent out by th
NCSP Register Central Team.
hagsponsibility for the ongoing
management of a woman rests with
her smear taker, not the NCSP.

See also CSI| recommendations
and 1.6.

D

The NCSP regional services should No

1.5

2.25

14 regional offices is an inefficient
use of resources (para 132)

I do not believe that maintaining
14 Register office sites is an
efficient use of resource.
Consideration must be given to a
more appropriate number and
location of Register data entry site
and to the roles and responsibilitie
of Register office staff.

— the Register Central Team (RCT)
at DATAM. All laboratory and
colposcopy results going onto the
register are the responsibility of th
RCT. There are still 13 regional
sservices, which provide some
cRegister capability, and they are
important for receiving and
providing information to women,
smear takers and other health
professionals within their regions.
They have an important liaison ro

0]

Responsibility for the management Yes —
of the NCSP Register is at one site ongoing

o
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Ref | Recommendation Status / date Further
(McGoogan 2001) work
required?
2.26 | Standards for smear takers and | A lack of a contractual relationshjp Yes —

cost issues for GPs (para 138)
While more recently there has bee

a change in culture and primary cdré

sees a clear role working with the
NCSP, many of the previous
obstacles still remain. Since there
no contractual relationship with the
NSU, it is difficult to implement
standards for smear taking and
failsafe follow-up among GPs.
There is a significant cost that is
being carried by GPs which needs
be taken into account.

rstandards for smear takers still
rgannot be strictly enforced. The
HPCA Act 2003 has requirement
for registered health professional
ito maintain competence. In
general, smear takers, over a thi
of whom are nurses, engage
closely with the NCSP by:
« requesting a woman'’s
screening history

receiving Overdue Cervical

wn O

to

Recall Reports from the
Register

« making general enquiries about
the NCSP Standards and
Guidelines

- participating in regional smear
taker updates organised by
NCSP regional services.

NCSP training standards for smear
takers were updated in 2009 and,
with the NZQA unit standard,

form the basis of the training

courses. Since 2002 the NCSP
funded a smear-taker training grant
for nurses, which in most cases
covers the cost of the smear-take
training courses run throughout the
country.

=

See also recommendation 2.2.

with most smear takers means thatongoing

Smear Reports and Smear taker

nas

2.27

While there must be a balanced
approach that recognises the
importance of all aspects of the
NCSP, it is clear that New Zealang
cannot be complacent about its
population compliance in cervical
screening. Participation in the
NCSP must be further improved.
The cost of the smear test

consultation is undoubtedly a barriewomen.

in some areas (para 141).

A communication campaign
aiming to increase coverage beg
in 2007 and is ongoing. There h
been a steady, positive impact of
the campaign on screening
coverage, particularly with Bbri,
Pacific and Asian women, and a
significant impact on the attitudes,
awareness and understanding of]

AS

There have been ongoing
initiatives to implement free/low-
cost smears for under-screened
groups of women.

See also recommendation 5.5.

anongoing

Yes —
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Ref

Recommendation
(McGoogan 2001)

Status / date

Further
work
required?

2.27

(Continued)

Unlike comparable screening
programmes, however, most
women still pay to have a smear
taken, and this is undoubtedly a
barrier to increasing coverage.

2.28

Participation in the National
Cervical Screening Programme
must be further improved (para
139)

The support of women from all
ethnic groups is necessary for the
NCSP to be a success. As data is
cleaned up the population coverad
looks like it is less than previously
thought at under 70% across New
Zealand. Coverage is higher in thg
Tairawhiti region following the
programme of repeat smears
instituted after the CSI Report and
this may artificially inflate the
figures.

The overall programme coverage
rate as at 31 December 2010 is
76%. Coverage for Bbri, Pacific
and Asian women remains well
below both the 75% target, but th
coverage for the total population
continues to increase.

€The NCSP has a range of
strategies to increase coverage f
Maori, Pacific and other priority

2 group women, including:

« continuation and refreshing of
the successful NCSP awaren
and educational campaign

« strengthening of regional
co-ordination, collaboration
with primary health care
providers and refinement of
health promotion, recruitment
and retention initiatives

« continuation of limited funding
through the NSU for free
smears targeted atadri,
Pacific, Asian, unscreened an
under-screened women.

Under-reporting of some
ethnicities on the NCSP Register|
known to contribute to the

disparity in ethnicity-specific
coverage, and this is being furthg
explored. Work is underway to

take account of this underestima
and to improve the accuracy and
completeness of ethnicity data of
the NCSP Register.

Future reporting of coverage will
also be affected by improved
calculation methods, including
updated denominator population
data.

See also recommendation 2.27
above.

»  Yes —
ongoing

is

=
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Ref | Recommendation Status / date Further
(McGoogan 2001) work
required?
2.29 | IMR frequency From 2008 NCSP Monitoring No
While quarterly reporting is Reports have been six-monthly.
reasonable at the moment, it shou|dRuarterly reports are produced
be possible to reduce the frequengyternally.
of publication of the IMG Reports to
six monthly and eventually annually
once the system is well established
(para 127).
3 Status of Dr McGoogan'’s further recommendations
Ref | Recommendation Status / date Further
(McGoogan 2003) work
required?
3.1 | New cases of cervical cancer New cases of cervical cancer are Yes —
should not just be ‘reviewed’ but | reported to the NCSP on a ongoing
be fully audited as soon as they | monthly basis once they have been
arise (paragraph 27) confirmed by the Cancer Registry.
| am also concerned that a decisionCaS€s have been reviewed over the
has been made not to carry out a fufpur years 2003-2006. Case
audit of all new cases of cervical | Feviews include reviewing of the
cancer as they are diagnosed. | entire screening history of each
highlighted this in my first report | ¢a@se and the histology report.
and on each of my subsequent visjtpata are entered onto a
| understand that each case is now SPréadsheet and analyzed after
sufficient cases accumulate. These

being ‘reviewed’ but not fully
audited. 1 find the decision not to
audit new cases as they arise, with
the consent of the woman,
incomprehensible. The woman’s
gynaecologist could request her

consent soon after diagnosis and theommentators as unnecessary.

audit carried out
contemporaneously. The results
could be combined into anonymise
annual reports or three yearly
reports but any specific deficiencie
identified could be remedied
immediately. It is not best practice
to carry out only periodic audits of
women who develop cervical
cancer.

data have been published in the
New Zealand Medical Journal

Periodic audit appears to be
sufficient. However, even this hg
been criticised by some

spite of this, a decision was mad
to continue this work.
d

7]
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Ref | Recommendation Status / date Further
(McGoogan 2003) work
required?
3.2 | In view of the absence of explicit | As at June 2003 over 758,585 No

evidence that the National
Cervical Screening Programme
was safe and effective in the late
1990s, consideration should be
given to implementing
recommendation 11.2 at least in
part (paragraphs 29-31)

At the time of my first visit in April
2002 and despite the delays to the
Cancer Audit that were apparent

even then, | was reluctant to push féaooratories meeting the current

immediate implementation of
recommendation 11.2 (if there is
doubt about systemic under-
reporting then all women should b¢
offered two smear tests 12 months
apart).

... In the meantime, it may be that
particular consideration should be
given to women who had been
screened prior to 2002 before the
laboratory quality assurance
programme was fully implemented
and who will not return for repeat
testing (eg, have reached the uppe
age limit for recall).

If the results of the Cancer Audit
throw any doubt there had been an
unacceptable level of under-
reporting then recommendation 11,
must be implemented either in full
or in part. Since there is potential
for a false negative result due to
sampling during smear taking, |

women had one or more smears|on
the NCSP Register, equating to

around 70% of the eligible

population, since the introductior
of NCSP laboratory OPQS in

October 2000. Since the routine
screening interval is three years,
by 2005 most women on routine
screening will have had a smear

test that has been read by

quality standards.

A letter from Dr Karen Poutasi,

dated 24/06/03, was sent to
Dr McGoogan seeking her
clarification on this
recommendation.

Based on that response, a decision

was made not to implement
recommendation 1.2.

=

2

would recommend that women havye

their smear test repeated under the

present quality assurance conditions

rather than have their previous slides

reviewed. | note that the Ministry of

Health asserts that they must await
the outcome of the Cancer Audit
before considering what to do abou
Recommendation 11.2. However,|i
my view, the Ministry must be held
responsible for choosing to do
nothing as regards this
recommendation at this point in
time.

128 | Page



Ref | Recommendation Status / date Further
(McGoogan 2003) work

required?

3.3 | Great care must be taken when | This was implemented as part of No
interpreting and publishing the the Cancer Audit Protocol.
results of the re-read of slides as
part of the Cancer Audit
particularly with respect to those
slides considered equivocal or
atypical (main recommendation)

3.4 | Since the National Cervical The NSU and University of Otagp  No
Screening Programme is a public | (the monitoring group at the start
health programme, | recommend | of the Programme) considered that
that consideration be given to it was not possible to correlate
finding a way of directing laboratory reporting with the
National Cervical Screening regional incidence of cervical
Programme smear tests to cancer in New Zealand.

?‘pprop”"?‘te Iaboratories_ A tender process aimed at

irrespective of commerm_al establishing laboratory contracts

interests so that comparison of based on a four-region model with

laboratory reporting rates can be regional boundaries for the

evaluated. with respect to .. | collection of slides commenced in

geogra_ph|c areas, an_d the training 2008; however, a decision was

82Taec(?lli(t::\ltlea:jn?p;er;hgzlsal staff can made by the Ministry not to
proceed with the outcomes of the

The Independent Monitoring GroupRrEP.

produces statistical reports on

laboratory activity at regular

intervals. Unfortunately smears are

often sent to a community laboratary

outside the geographic area. Thus

laboratory profiles cannot be

compared to the regional incidence

of disease. However, since the

NCSP is a public health programme

| suggest that consideration be given

to finding a way of directing NCSP

smear tests to appropriate

laboratories irrespective of

commercial interests.

3.5 | A national external quality See also recommendation 2.6. Yes —
assurance scheme should be ongoing
established for laboratory staff to
monitor continuing competence
(main recommendation)
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Ref | Recommendation Status / date Further
(McGoogan 2003) work

required?

3.6 | More work needs to be done on | The redeveloped NCSP Register Yes —
the development of Information aimed to facilitate electronic datg ongoing
Technology systems to allow exchange between laboratories and
easier transfer of information colposcopy clinics. All NCSP
between smear takers, laboratories now communicate
laboratories and colposcopy with the Register using Health
clinics and the Screening Register| Level 7 Ver 2.4 messaging. All
(paragraph 42) laboratories have immediate
While laboratories receive printouts@CCess to online screening
of previous histories of women histories. This includes HPV tes
whose smears are being processedesults.
this information is not yet availablel Colposcopy services are in the
electronically in real time. Work | process of developing the capacity
has begun but much more work | to submit results using HL7
needs to be done on Information | messaging. It is not certain when
Technology systems to allow easigrthis will be implemented.
transfer of information b_etween Consideration has recently been
smear takers,_la_lboratones and given to looking at how smear
colposc_opy Cl'n.'cs and the takers could access screening
Screening Register. histories from the Register.

3.7 | The National Screening Unit, its | See CSI recommendation 1.13. | Yes —
clinical leadership, management ongoing
structure and location within the
Ministry of Health should be kept
under critical review (main
recommendation).

3.8 | In implementing recommendation | A balanced approach to all aspects Yes —
1.10, much attention has rightly | of the screening pathway has beenongoing
been placed on standards for achieved, as evidenced by the
laboratories and colposcopy NCSP Strategic Plan 2009-14 and

services. However, the quality of
smear taking and enrolment of
women into the National Cervical
Screening Programme still merit
equal attention. The advice and
direction of senior medical
personnel is crucial to achieving a
balanced approach to all aspects
of the National Cervical Screening
Programme (para 35 as above)

annual work plan.
Significant attention is given to

education and feedback on the
quality of smears.

Recruitment and retention of
women into the NCSP is a major
focus.

See also recommendations 2.27
and 2.28 for initiatives to increas
participation and coverage.

The advice of senior medical
officers is frequently sought via
consultation documents, working
groups and the NCSP Advisory
Group.

smear-taker standards, continuing

1)
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Ref | Recommendation Status / date Further
(McGoogan 2003) work
required?
3.9 | Aggregated ethnicity data The NCSP works closely with the  Yes —
While | understand the sensitivities National Kaitiaki Group to enable ongoing
about selecting out the timely access to lwbri women’s
epidemiological data for ethnic data for monitoring. The process
groups, | believe that all women | 1S frequently resource intensive in
require the same protection aadvi | [€rms of staff time and has at times
women. There may also be a neegresulted in a delay in monitoring
to protect the aggregated data for | €POrting.
immigrant women and other See also recommendation 1.15.
minority groups (paragraph 39).
| understand that following a period
of consultation, Cabinet decided in
June 2002 to remain with the status
quo as far as Kaitiaki Regulations
are concerned. | must accept this
decision but again | have concerns
about how this impacts on
monitoring and evaluation of the
NSCP and the ability to ensure it
meets the needs ofadri women.
3.10 | Workforce development A grant for smear-taker training Yes —
has been in place since 2002. ongoing

A workforce development strategy
for the NCSP has been agreed an
in the process of being implemente
This recognises the continuing
problems attracting trained staff to
New Zealand. A good start to
delivery of training within New
Zealand has been made with the
training day attached to the Nation
Cytology Meeting in 2002 which
was a great success.

However, the availability of
appropriate training and
development courses within New
Zealand for all groups of health
professionals involved in cervical
screening is still inadequate. Muc
more needs to be offered to staff g
all disciplines and within reasonab
geographic distance to their norma
places of work. Fees should be
waived or at least affordable so th:
they do not become a barrier to
participation (para 41).

y$near-taker updates are delivered
\gjegionally via the 13 regional
services.

The NSU funds a National
Gynaecological Cytology Training
School, which commenced in 20
and was contracted to Canterbuny
aHealth Laboratories. This

provides update courses for all

VRPCC. With expiry of this
contract, a tender process is how
being undertaken for continued
provision of the training services,
which are being broadened to
Jinclude the cervical histology ang
¢HPV testing workforce.

eSee also recommendation 2.7 and
\ICSI| recommendation 1.28.

Cancer screening orientation for

hew health promoters has also
been regularly provided by the
NSU.

practitioners and also oversees the
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4 Status of the Auditor-General’'s recommendations

Ref | Recommendation Status / date Further
(OAG 2002, 2003) work

required?

4.1 | Response to recommendations | The NSU is monitoring the Yes —
Onus is on the Ministry of Health tp ©"90ing response to these | ongoing
address the issues raised in both | Fécommendations, which are being
reports (Dr Euphemia McGoogan, | ImPlemented as part of the
and Office of the Controller and | National Cervical Screening
Auditor-General) and to act upon | Programme Annual Workplan.
their recommendations (intro
para 4).

4.2 | Clinical Leader role See also CS| recommendation Yes —
Noted that Dr McGoogan highlights-13: ongoing
that the Clinical Director has a dirgch review of the Clinical Advisor's
line management relationship to theposition is being undertaken,

National Screening Unit's Managef including a change of title to
who is not medically qualified. The Clinical Director and positioning
Clinical Director is also not the to align with the restructured
direct line manager of any Ministry of Health. This will
permanent staff. This structure runacknowledge the accountability
the risk that clinical input into the | and responsibilities of the role.
National Screening Unit could be

sidelined and the Clinical Director

excluded from decision making.

Consider that it is important that thjs

risk is acknowledged and

appropriately managed (para 3.4).

4.3 | Autonomy of the NSU See CSl recommendation 1.12. | Yes -
Noted Dr McGoogan had raised ongoing
similar concerns in her report aboyt as part of
whether the National Screening Unit Ministry
has sufficient authority and of Health
independence to perform its reviews
functions. Noted that in their view
there should be a review of the
operation of the present
arrangements to examine these
concerns — the review would need|to
take into account the public sector
governance issues that would aris¢
from increasing the National
Screening Unit's autonomy
(para 3.7).
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Ref | Recommendation Status / date Further
(OAG 2002, 2003) work

required?

4.4 | Recruitment for key positions The NSU previously purchased Yes —
National Screening Unit has not yetePidemiological support from ongoing
successfully recruited for two key | Public Health Intelligence group
posts, that is a permanent within the Ministry of _Health, and
Epidemiologist and a Manager currently contracts with a team o
Quality Monitoring Analysis and | €Pidemiologists who have
Audit Team. Concerned by the S|gn|f|c_ant expertise in cervical
difficulties the National Screening | Scréening. A manager of the
Unit is experiencing recruiting key | Quality and Equity team was
staff (para 3.13). appointed in mid-2008.

4.5 | Reporting on progress Regular update reports on progréssYes —
The National Screening Unit has to implement the recom_mendati_onsongoing
previously reported progress on the0f the Gisborne Screening Inquiry
implementation of the have been provided to the Minister
recommendations by way of a tablg®f Health.
identifying which recommendation$
are complete or underway and of
those recommendations that are
underway which recommendations
are on track or have revised delivery
dates. This sort of reporting is both
problematic and valuable. So long
as progress is being independently
evaluated, see that value in
continuing with the kind of analysis
provided in the table (para 3.19).

4.6 | National Ethics Committee The National Ethics Advisory No
Although the Ministry funds ethics | Committee (NEAC) is responsible
committees to provide independent" the implementation of CSI
ethical review of proposals for recommendations 19, 21, 22 ang
health research and innovative 23.
practice, it has no jurisdiction over
them. They are by nature
independent. However we consider
that the NSU will need to monitor
the work undertaken by the Nationgal
Ethics Committee and report to the
Minister on whether the Committee
of Inquiry’s recommendations in
relation to ethics committees are
being implemented (para 6.7).

4.7 | Resources for women Contracted providers that update No
In order to ensure that in future all| @d review NSU resources are
major communications about the | "€SPonsible for ensuring pre-
programme contain clear messaged€Sting of resources to ensure they
we recommend that they are are user frlen_dly. Th|_s includes
‘piloted’ with a number of women’s| Pre-testing with “priority groups’.
groups before they are published inFeedback is then given to the NSU
final form (para 8.14). to e|th_er amenq or progress with

updating and distribution of the
resource.
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Ref | Recommendation Status / date Further
(OAG 2002, 2003) work

required?

4.8 | Independent programme reviews | Section 1120 of the Health No
Monitoring by independent expert/s(National Cervical Screening
needs to continue and to be Programme) Amendment Act 2004
expanded to focus on the provides for the ongoing review of
effectiveness of the programme ag 418 NCSP at least once every three
whole. We suggest that independedfa’s:
reviews of the programme be
undertaken at the end of 2004, 2006,
and 2011 (paras 4.13 to 4.17).

4.9 | Colposcopy data Colposcopists are required by the Yes —
The NSU needs to find some way D\dealth Act (National Cervical ongoing
ensuring that DHBs forward the | Screening Programme
required information needed to | Amendment) to report on
monitor waiting times for procedures to the NCSP.
colposcopic assessment. The NSUAII DHBs submit monthly
should look at whether its regulatofynformation to the NSU as well as
powers as intended under the Headltfiling regular reports to the NCSH
Screening Programmes AmendmeniRegister. There is currently a
Bill can be can be used to cover | process whereby all DHBs are
private colposcopy clinics for the | requested to review their processes
collection of waiting time data for forwarding to the Register to
(paras 5.53 to 5.55). ensure its completeness. HL7

messaging with DHB colposcopy
units is being developed.
Electronic reporting from
colposcopists in private practice
has yet to be explored.
4.10 | Introducing new technologies Section 5 of the 2009 update of the Yes —

No system for introducing new
technologies (eg, LBC/ HPV). LB(
has been introduced but this is not
covered by the quality standards.
This is a significant omission (para
6.35t0 6.51).

OPQS contains standards for LB
~and conventional smears, as wel
as for automated imaging device
and HPV testing. Indicators for

the number and proportion of
smears reported as unsatisfactor
were revised in 2008 and are in
place for both LBC and
conventional smears. The
introduction of new technologies,
policy, guidelines and standards
has been done in direct
consultation with the laboratory
sector and smear takers.
Education and communications
have been delivered to users by

C ongoing

1

both the NCSP and laboratories.
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5 Status of the Cervical Cancer Audit recommendatios

Ref | Recommendation Status / date Further
(Cervical Cancer Audit) work

required?

5.1 | Identification and invitation See CSI recommendation 1.33. No
The Audit recommends that the
National Cervical Screening
Programme utilises a national,
population-based database along
with the National Cervical Screening
Programme Register for identifying
unscreened and under-screened
women aged 20-69 years and
inviting them to have a smear.

5.2 | Recall NCSP expectations regarding Yes —
The Audit recommends that the | Proactive recall of women by ongoing
National Cervical Screening smear takers are outlined in OPQS
Programme ensures there is a section 4. The process must
nationally consistent system for | include:
recalling women for screening at |+ if @ woman is on a normal
appropriate intervals. The system|  screening interval, there must
that is developed should have the be a minimum of two attempts
following key features: within six months of the recall
. be acceptable and workable fo ~ date

Maori women - if awoman requires a recall
. be acceptable and workable fof ~ Within or at 12 months, there
other groups of women at risk of ~Must be a minimum of three
not being regularly screened attempts within three months pf
+ clearly identify all roles and the recall date.
responsibilities within the call | Smear-taker recall systems are
and recall system, particularly | backed up by the NCSP Register,
between the National Cervical | which generates overdue reminder
Screening Programme / Nationaletters for women as well as
Cervical Screening Programmg reporting to smear takers on
Register and smear-takers women with upcoming and
overdue smears.
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Ref | Recommendation Status / date Further
(Cervical Cancer Audit) work
required?
5.2 | (Continued)

clearly identify the organisation
responsible for determining the
recall interval for women (for
women who are enrolled in the
National Cervical Screening
Programme, the National
Cervical Screening Programme
Register will have complete
smear history information and
should calculate the recall
interval and communicate it to
individual women and smear-
takers [who may decide to vary
the interval on clinical grounds]
For women who decide to cang
their enrolment in the National
Cervical Screening Programme
the smear-taker will be
responsible for determining the
recall interval and
communicating it to the women

be as administratively simple a
possible

be designed tproactivelyrecall
women three months prior to th
date their next smear is due so
that most women are screened
within the appropriate National
Cervical Screening Programme
screening interval (in addition
the National Cervical Screening
Programme Register may still
provide a fail-safe mechanism
for women who do not respond
to the proactive system).

D
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Ref | Recommendation Status / date Further
(Cervical Cancer Audit) work

required?

5.3 | Recall — data Some NCSP regional services are Yes —
The National Cervical Screening | Working with primary care ongoing
Programme explores how linkageg °rganisations to encourage
between the National Cervical matching of NCSP Register data
Screening Programme Register, with clinic/PHO data. Th|s.

National Health Index, and primary enables women who are either npt

health organisation registers can fenrolled or are well overdue for g

made to ensure that those smear to be identified and invited

responsible for recalling women | t0 attend

have their most up-to-date contact| With new regional service

details. specifications due to be
implemented from 1 July 2011, it
is expected that relationships
between the NCSP and PHOs will
be developed and there will be
greater opportunities for data
linkage between registers.
See also CS| recommendation
1.33.

5.4 | Cancelled enrolments Under Section 112H of the Health Yes —
The National Cervical Screening (National Cervical Screening ongoing
Programme ensures that women wiig9ramme) Amendment Act
cancel their enrolment in the 2004, women must be sent a nofjce
National Cervical Screening confirming cancellation of
Programme are aware that they ang®nrolment in the NCSP. The
then dependent on either their own Withdrawal form provides clear
initiative or their smear-taker’s information for women cancelling
recall system for receiving smear | €nrolment in the programme,
results and reminders regarding | Including that the woman and he
regular smears. smear taker are respon&blg for her

subsequent cervical screening.
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Ref | Recommendation Status / date Further
(Cervical Cancer Audit) work

required?

5.5 | Reducing barriers to screening NCSP regional service providers| Yes —
The National Cervical Screening | €MPloy and evaluate a range of | ongoing
pilot and evaluate evidence-based, Strategies for increasing coverage
sustainable strategies for increasind Under-screened groups of
screening amongst women at risk pomen. These activities will be
under-screening, including adri supported and enhanced from
women, older women and women pA011 by revised service
low incomes and with little specifications, which are based an
secondary school education. a review of evidence-based

strategies to increase coverage.

A communication campaign,

targeted at Mori, Pacific and

Asian women, has been highly

successful in increasing coverage

among these groups.

The NCSP provides some funding

for smear-taking services for

‘priority groups’ of women most gt

risk of cervical cancer. This

includes:

« Maori women

+ Pacific women

« Asian women

- women over 30 years who haye
never had a smear

- women over 30 years who haye
not had a smear for five years.

5.6 | Reducing disparities The steadily narrowing gap Yes —
The National Cervical Screening | P&tween Mori and non-Moriin | ongoing
Programme ensures that any systeférvical cancer incidence,
wide or targeted strategies to mortality and screening coverage
increase the proportion of women |n0!|cz_>1tes that strategies targeted|at
having regular smears do not ‘priority group’ women (see
increase disparities betweernddi | 2P0Ve) are being successful in
and non-Mori. reducing inequalities.

5.7 | Laboratory quality assurance Section 5 of the OPQS, ‘Providing Yes —
The National Cervical Screening | & Laboratory Service’, underwent  ongoing
Programme continues to ensure | & full review with a sector_ working
laboratory operational policies and 9roup and was released in
quality standards are current and | S€Ptember 2009 (as an interim for
regular provider audits occur, and dnalisation in June 2011). All
support cytology workforce Iaboratones are audited on an
development initiatives. annual basis under a memorandum

of agreement with IANZ. Each
laboratory has a full assessment
every four years, with follow-up
visits annually.
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Ref | Recommendation Status / date Further
(Cervical Cancer Audit) work

required?

5.8 | Laboratory quality assurance — Some changes have been made(to Yes —
review of negative smears prior to| the review process in the revised ongoing
HG OPQS. This includes mandatory
The National Cervical Screening | @nd education review
Programme and laboratories recommendations, including
collaborate to review the approach potentially false negative glandular
to the review of negative smears | cytology.
taken within the previous 42 monthsAny abnormality identified as
for women with a high-grade or high-grade on review of a prior
more serious histology. A standar@reported negative smear must be
methodology should be developed reviewed by a senior cyto-scientist
and some external input included, | or senior cyto-technician (qualifigd
involving collaborative review of | for full review). If there is lack of
smears so that maximum benefit i consensus on an agreed false
obtained from the process. negative, the case must be
The option of laboratory reviewed by a pathologist.
accreditation assessors re-reviewin@he laboratory is requested to
prior negative smears in laboratoriegeturn the number of cases
where there is any quality concern| upgraded to the NCSP on a 6-
should be considered. monthly basis.

Accreditation assessors have the
option to review cases during
accreditation.

A working group is planned with

an international expert
cytopathologist to review and
develop more consistent procesges
for all types of case review. This
should be completed by the end pf
2011.

5.9 | Laboratory quality assurance — There is an upper limit of not Yes —
negative review target greater than 20% (OPQS ongoing
The National Cervical Screening | indicators and targets)Algo see
Programme reviews the upper limit '€c0mmendation 5.8 above
for the prior negative review target| '€9arding case review processes.)
in light of any new methodology A standardised process V\{I”. enahle
developed for the review. In view | Detter assessment for revising
of the fact that it is to be expected | targets.
that some prior negative smears
should be upgraded on review,
consideration should be given to
establishing a lower limit (as well as
an upper limit) for the standard.
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Ref | Recommendation Status / date Further
(Cervical Cancer Audit) work

required?

5.10 | Laboratory quality assurance — OPQS section 5 (2009) includes| Yes —
glandular abnormalities glandular abnormalities for review. ongoing
While acknowledging that the Various external courses targeting
National Cervical Screening glandular abnormalities are
Programme was established to available from time to time. The
detect the precursors of squamous Lessons from the Pa€D (see
cell carcinoma, the National recommendation 2)8ncluded
Cervical Screening Programme andalse negative glandular cytology
laboratories continue educational | cases.
activities to improve_ _the _detecti_on Dirhe 2008Guidelines for Cervical
glandular _ab_normalltles in cervical Screeningcontain a significant
smears within New Zealand section on glandular abnormalitie
laboratories.

5.11 | Information for women Website, pamphlet and booklet Yes —
The National Cervical Screening | '€Sources for women stress the | ongoing
Programme, when revising relevar importance of regular smear tests
health education material, provides €VeTY three years.
information that ensures that women
reading it are made aware of the
limited protection conferred by a
single cervical smear test and
therefore the importance and bengfit
of regular smears.

5.12 | Colposcopy data Colposcopy reporting forms No
When defining the colposcopy datacollect information on self-
elements that the National Cervica| /dentified ethnicity, referral
Screening Programme will be details, adequacy of the
collecting under the powers colposcopy, colposcopic 1
conferred upon it by the Health impression, actions during the visit
(National Cervical Screening and recommended follow-up.
Programme) Amendment Act 2004,Electronic reporting of colposcopy
information is included on self- data to the Register is still in
identified ethnicity, the date of the | development.
smear, bleeding, or other symptoniyefer also recommendation 5.12
or signs leading to referral, the dateyojow.
of the referral letter, and any reasqns
for delay in investigation as well ag
the completeness of colposcopy, the
colposcopic impression and biops)
result and plans for follow-up.
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Ref | Recommendation Status / date Further
(Cervical Cancer Audit) work
required?
5.13 | Colposcopy documentation Colposcopists are required by the Yes —
Health (National Cervical ongoing

The National Cervical Screening
Programme uses the opportunity
presented by the collection of
colposcopy information to
emphasise to colposcopists the
importance of good quality
documentation to enable
measurement of the quality of
colposcopy services and to establi
the limitations of the role of
colposcopy in the diagnostic proce
for cervical cancer and pre-cancer

Screening Programme)
Amendment Act 2004 to provide
information to the NCSP. This
information is then used to
generate reports that monitor
colposcopy activities against the
programme standards and

S'Wdicators. This can be done from

an individual colposcopist
Jaerspective or from a colposcopy
service perspective.

Colposcopy data on the NCSP
Register are not yet robust enou
to include these indicators in
monitoring reporting; however,
work is underway to improve this
All DHBs will have received
spreadsheets from the NCSP by
March 18, 2011 which show all 0
the information they have
submitted to the Register since
July 2009. They will be required
to audit their own information
system against the spreadsheets
from the Register and submit any
data that are in their system but
which haven’t been submitted to
the Register.

Once the NCSP is confident that
the information on the Register is
robust, reports will be able to be
generated to enable monitoring

against the indicators to resume.

jh

f
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Ref | Recommendation Status / date Further
(Cervical Cancer Audit) work
required?
5.14 | Ethnic disparities in times to Ethnic disparities in times to Yes —
investigation or diagnosis investigation or diagnosis are ongoing
Where significant ethnic disparitieg 'éPorted in the six-monthly
in times to investigation or diagnogi§honitoring reports and
are found, either between or withif "écommendations are made on gny
clinics, the National Cervical disparities to the NSU.
Screening Programme works with
clinic staff to establish reasons for
the disparities and strategies for
addressing them.
5.15 | Ethnicity information There remains a significant Yes —
= | The New Zealand Health undercount of Mori women on ongoing
5.18| |nformation Service ensures that alith® NCSP Register.
official ethnicity data collection The NSU commissioned work to
tools (including the ethnicity on the estimate the ethnicity undercounts
death certificate) are consistent witlon the Registe?™ Further work is
the Ethnicity Data Protocols for the being undertaken to assess the
Health and Disability Sector current appropriateness of the
published by the Ministry of Health ethnicity adjustors that were
in 2004. developed by Public Health
The Ministry of Health evaluates tdntelligence. This is being
impact of the proposed initiatives tpUndertaken by matching all records
improve ethnicity coding in routine| N the Register against the NHI.
data on the accuracy of ethnic- Work is under way to take accoupt
specific data reported by the of this underestimate and to
National Cancer Registry and the | improve the accuracy and
National Cervical Screening completeness of ethnicity data on
Programme Register. If the the NCSP Register. This includegs:
evaluation shows that #ri cervical| .  educating smear takers to
cancer incidence and mortality collect self-identified ethnicity
remain underestimated by the information
National Cancer Reg!stry data, the .\ here no ethnicity data are
Nathnal Cancer Registry should recorded on the NCSP, a
con_s,lder other avenues than the_ proposed matching of NCSP
Nathnal _Health Index for_obtammg Register data with NHI data
ethnicity information (eg, it would . .
be possible under the Cancer ’ explormg Fhe use of_ethn|C|ty R
Registry Act 1993 to require treating adjustors in monitoring reports.
gynaecologists to request this
information from women directly, as
part of registration information
provided to the National Cancer
Registry).

2 Wright C. Accuracy of Ethnicity Data in the Nata Cervical Screening Programme
Register (NCSP-R). Health & Disability IntelligentJnit. Report Number 2. September

2008.
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Ref

Recommendation
(Cervical Cancer Audit)

Status / date

Further
work
required?

5.15

5.18

(Continued)

The New Zealand Health
Information Service provides more|
timely cervical cancer incidence
data for all Miori and non-Mori
women (at present these data are
available only up until 1999). In th
meantime, provisional data reporte
on the New Zealand Health
Information Service website shoulg
include ethnic-specific rates.

The National Cervical Screening
Programme reviews its processes
obtaining ethnicity data (if the
National Cervical Screening
Programme cytology request form
requires smear-takers to collect th
information from women, then the
National Cervical Screening
Programme needs to liaise with th
New Zealand Health Information
Service and make use of their
training package to actively inform
smear-takers as to the best practig

for doing so). In the mean-time the

National Cervical Screening
Programme could consider using &
definition of ‘Maori on any routine
source’ for reporting Mori data,
although screening targets would
need to be revised to take accoun

the higher estimates thus obtained|.

[}

for

17

1

of

5.19

5.21

Cancer registration

The National Cancer Registry fully
utilises the powers conferred by th
Cancer Registry Act 1993 and the
Cancer Registry Regulations 1994
obtain all the information necessar
to gain as complete information as
possible on registration of cervical
cancer. This includes requesting
stage information and developing
systems to ensure that where a
woman'’s status is altered as a res
of a subsequent multidisciplinary
meeting, review of histology
specimens or other reconsideratio
of her case, this information is
routinely provided to the National
Cancer Registry.

The National Cancer Registry ha
recently been targeted by the
~Government for major review.

to
y

it

s Yes-—
ongoing
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Ref

Recommendation
(Cervical Cancer Audit)

Status / date

Further
work
required?

5.19

5.21

(Continued)

The National Cancer Registry
obtains appropriate clinical advice
to determine where more
information is required to confirm 3
registration, including following up
‘suspicious’ histology results to
determine whether a clinical non-
cancerous diagnosis has been ma
and to identify women with probab
stage 1A disease, for confirmation
by their clinician.

The National Cancer Registry
ensures that it consistently adhere
to international standards for

assigning date of diagnosis and fof

determining eligibility for
registration.

de

[

5.22

Monitoring frequency of
screening

The National Cervical Screening
Programme develops definitions a
targets for ‘adequate frequency of
screening’ (ie, regular smears at th
appropriate interval) and monitors
these, in addition to monitoring
women who have had a smear in t
last three years, for all women and
by ethnic group and other high-
priority groups of women aged
20-69 years.

Work has been commissioned to|
examine the monitoring of the
‘regularity of screening’. This
Hyork is in progress.

e

he

Yes —
ongoing

5.23

Monitoring disparities

The National Cervical Screening
Programme ensures that targets fg
screening, incidence and mortality
continue to aim at reducing of
disparities between &bri and non-
Maori and that these disparities ar
specifically monitored.

Disparities in coverage, mortality|
and incidence rates between

Maori, Pacific, Asian and Other
women are regularly monitored.

1%

Yes —
ongoing

5.24

Screening indicators — age
standardisation

Screening indicators, such as
coverage and ‘adequate frequency
screening’, reported for different
ethnic groups are age-standardise|

Age standardisation of indicators
is being undertaken by the new
monitoring group.

of

Yes —
ongoing
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Ref | Recommendation Status / date Further
(Cervical Cancer Audit) work

required?

5.25 | Hysterectomy adjustment Indicators are reported with Yes —
The National Cervical Screening hystgrectom_y adjustment in line | ongoing
Programme continues to report botfvith international reporting of updates
hysterectomy adjusted and coverage. Work to updat_e New
unadjusted screening indicators. | 2&@land hysterectomy adjustments

iS in progress.

5.26 | Reporting of cancelled enrolment/| The ‘opt-off rate’, which since Yes —
enrolled vs all eligible women 2008 has been called the ongoing
From the implementation of the neyWithdrawal’ rate, is reported in
Health (National Cervical Screenirig€ monthly, six-monthly and
Programme) Amendment Act 2004, |§mnual monitoring reports. The
the National Cervical Screening | Withdrawal rate is very low.

Programme reports age-specific | Screening indicators are reported
numbers and proportions of womenboth as numbers and as

who have cancelled their enrolmentproportions of enrolled women

in the National Cervical Screening| and of all eligible women.
Programme and also reports

screening indicators both as

numbers and proportions of enrolled

women and of all eligible women.

5.27 | Timeliness of annual monitoring | The NSU has reviewed the content Yes —
data and format of NCSP annual ongoing
The National Cervical Screening | Monitoring reports from 2008
Programme considers ways of onward_s. The NSU a(_:knowledges
ensuring that annual monitoring | 9€lays in reporting which took
data, including screening indicatorsPace over the years 2007-2009
can be available in a timely way. | A catch-up of monitoring is

currently underway, and by
December 2011 it is expected that
monitoring will be up to date.

5.28 | Future audits Implementation of the audit Yes —
Prior to further audits of women | "€cOmmendations has been ongoing
with invasive cervical cancer, prioritised.
priority be given to implementation
of the other Audit recommendations
described above.

5.29 | Independent audits of women with| The data accumulated for the yearsYes —
cervical cancer 2003-2006 produced through ongoing
Following the implementation of | linkage with the Cancer Registry
changes in the National Cervical | have been analysed and published.
Screening Programme, further
independent audits of women with
cervical cancer should occur,
although not more frequently than
once every 10 years. This interval
could be reviewed if there was
compelling reason to do so.
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Ref | Recommendation Status / date Further
(Cervical Cancer Audit) work
required?

5.29 | (Continued)

A period of prospective collection of
screening history and clinical
management data as cases are
notified should occur (eg, beginnin
in 2010), with collation and analysi
of data performed once sufficient
cases have been accumulated to
enable significant results to be
produced. The number of cases
should be defined to include
sufficient Maori women to enable
robust comparisons with the results
of the current audit. As the ethnic
composition of the population
changes, it may be possible to
include sufficient Pacific or Asian
women to enable ethnic-specific
analyses for those groups.

n «Q

5.30 | Maori/non-M aori disparity in Research on this topic has been No
mortality — reasons carried out by the Ministry of
The Ministry of Health investigateg Health, University of Otago (Eru
reasons for the much greater Pomare _Cen_tre) and published i
disparity between lbri and non- | PE€r review journals, egm J
Maori women in mortality from Public H_ealthand pth_er reports.
cervical cancer than in incidence. | Authors include Ricci Harris,
The investigation may include auditCarolyn Shaw, Diana Sarfati, Tony
of the accuracy of ethnic-specific | Blakely, Gordon Purdie, Mona
mortality data and audit of cervical Jefferies.

cancer management.
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Appendix C: Agencies and organisations contacted ke
Review Committee

District Health Board (DHB) lead colposcopist andses and managers
Family Planning Association of New Zealand
Immunisation and HPV experts

ISPs (independent service providers) interviewedtrst Auckland Workforce
Development and Leadership Forum (AK Forum):

« lead pathologist and lead scientists

« six laboratories reporting cytology and HPV testing

Mainstream primary health organisations (PHOSs)

Maori Monitoring & Equity Group (formerly Advisory Gup) (AK Forum)
Maori primary health organisations (MPHOSs)

National Screening Advisory Committee

National Cervical Screening Programme (NCSP) Adyigaroup

NCSP Senior Management Team

NCSP Team

National Screening Unit (NSU) Senior ManagementnT¢aMT)

Office of the Health and Disability Commissioner&BIC)

Other government groups:
- H&DC Office

Other groups:

+ Cancer Control Council

« Cancer Control Council (NSW — monitoring)
« Cancer Society of NZ

Pacific primary health organisations (PPHOSs)

Pacific providers (AK Forum)

Pacifica (Pacific Advisory Group)

Public health physician

Public health representatives/services

Regional service managers/co-ordinators (AK Forum)
Register Central Team DATAM / New Zealand Post
Research scientist, University of Otago

Women'’s groups:
- Federation of Women’s Health Councils
«  Women'’s Health Action Trust

Extra interviews requested with:

« Ministry of Health

« University of Otago

« Kaitiaki group

« retired individuals

+  Waikato DHB

« University of Auckland, Population Health,agri and Pacific Department
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Appendix D: Semi-structured interview guide (develped by
Parliamentary Review Committee 2011)

Review Committee of the New Zealand Cervical Screérg Programme,
March/April 2011

I ntroduction

The Review Committee has been selected by the tdmiE Health to assess and
review functions and outcomes of the New Zealand/iCal Screening Programme.
Committee members have been appointed by the Newlade Legislature to carry
out this mandate for the benefit of New Zealand wom

One way the Committee wishes to elicit feedbackyissemi-structured interviews.
This will involve a series of questions that wié followed by an opportunity to offer
your own comments, feedback and concerns.

The Review Committee is most appreciative of timeetithat you have taken to be
involved in this process.

Members of the Review Committee will keep your tesek in confidence. If the
information you provide is included in the Committe Report to the Minister, the
source of the information will not be provided agdu will not be personally
identified.

Please tell us how you are involved in cervicalcegirscreening.
(Please check all that apply — please number eactder of priority.)

Advisory Committee...................... Pleasec#fyecCommittee name...............cccceeee.
Physicians: General practice .................. QB/GYN.............. Colposcopy..............
Laboratory ...........cceeen. Nurse practitioner........ Health promotion...................
Public health................... Scientist....cceeervieeveeeenee, Screening participant.........
Other (Please SPECITY) ... e

What are the most important matters for the Rev@mmmittee to understand about
cervical cancer screening in New Zealand?

What do you know about quality improvements thatehbeen under way within the
Screening Programme?
What is your opinion as to the success of theswtsff

At an overall level, do you believe that the SciegnProgramme is providing a
valuable and high quality service for New Zealaramgn?
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If yes, please explain why

In your opinion, what has been the single biggdsllenge that the Screening
Programme faces?

In your opinion, what has been the most signifiGatomplishment of the Screening
Programme?

In your opinion, what, if any has been the moshi§igant negative impact of the
Screening Programme?

In your opinion, what is the most important isshiattthe Screening Programme must
address and resolve:

INTNE NEXLYEAI? ..o
INTE NEXE S YEAIS? ..ot e serenneannes

INthe NEXE L0 YEAIS? ..ottt enee e e e e e

Please identify of what, if any, other issues tlegiBw Committee should be aware?

Is there any other information that you wish torshaith the Review Committee for
their consideration?

Thank you so much for your time and contribution.

If you have other issues after this interview thati wish to share with the Review
Committee, please submit in writing to:

Dr Jeffrey Tan

Chair, Review Committee of NCSP

jeff.tan@thewomens.org.au
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Appendix E: Parliamentary Review Committee submissin
form

National Cervical Screening Programme (NCSP) Parlimentary Review

March 2011

Please describe any issue/s that you would likubonit to the NCSP Parliamentary
Review Committee to consider in their review inéhgdwhy you consider these to be
important. (Use additional sheets if required.)

Name.......ooooieie e, Organisation/Affiliation ..............cccceeeeneennnn.

| ssues for review

1. What are the most important matters for the &evCommittee to understand
about cervical cancer screening in New Zealand?

At an overall level, do you believe that the SciegrProgramme
is providing a valuable and high quality service few Zealand
women? Yes No

Please explain why

2. In your opinion, what is the biggest single tvaje that the Screening
Programme faces?

3. In your opinion, what has been the most sigaificaccomplishment of the
Screening Programme?

4. In your opinion, what has been the most sigaifichnegative impact on the
Screening Programme?

5. In your opinion, what is the most important issshbat the Screening Programme
must address:

in the next year?
in the next 5 years?

Thank you. Please email this form to:
The Committee Chair
Dr Jeff Tan
jeff.tan@thewomens.org.au

Further information, if required

Are you willing to be contacted by the Review Cortteg for further
information if required? Yes No

If yes, please supply contact details:
F N0 [0 LTS PP ERTPP PP

2] 010] o 1< TR Emaili....coooeiiiiie e

Confidentiality
This form will remain confidential to the 2011 NC8arliamentary Review Committee.
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Appendix F: Chronology (Timeline) of significant exents for
NSU and NCSP

1988 The Cartwright Inquiry (Cervical Cancer Ingquat National
Women'’s Hospital) recommends the NCSP be establisReior to
this, ad hoc cervical screening in New Zealand.

1988 The NCSP is established in 14 Area Health @@kHBS).
Department of Health provided guidance and support.

1991 The NCSP Register is introduced into 14 AH8standalone
systems.

1993 The NCSP is divided between the Ministry oéltte Public Health
Commission and four Regional Health Authority (RHArchasing
units.

1994 NCSP Register operates out of 14 AHBs whiphtidata.

1996/97 The NCSP Register is reconfigured to anatidatabase but
operations remain in AHBs.

1997 The NCSP (including the Register) is moved the Health
Funding Authority (HFA), which replaces the four R$i

1998 NCSP national co-ordination in the HFA is sfanred to Auckland
Public Health Directorate.

1998 The NCSP Register team is located in the imftion Directorate

of the HFA.

October 1999

The Gisborne Inquiry into Under-reipgrof Cervical Smear
Abnormalities in Gisborne Region is established.

July 2000 The NSU is established in the MinistryHefalth as a separate unit
with a Clinical Director and Group Manager. Théni@al Director
reports to the Group Manager — at tier 3.

April 2001 The Gisborne Inquiry report is published

2001+ Implementation of 46 recommendations fromQBé

December | Dr Euphemia McGoogan reports on progress in impigime the

2001 CSI recommendations and makes further recommemdabio
clinical improvements. She noted a serious riskliofcal
exclusion from decisions and of clinical input lesidelined.

2002 The Office of Auditor General (OAG) reportsamtion undertaken

to implement the Cervical Screening Inquiry’s 46a@mmendations

June 2002/03

Dr E McGoogan produces a second repguogress in
implementing the CSI recommendations and makekdurt
recommendations.
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2002

In the NSU structural review (#1) the CliniBatector position is
disestablished following the incumbent’s resignati®nder the
restructure there are three Clinical Leaders: feabt screening,

cervical screening and public health. The Clinlosders of breadt

and cervical screening report to the Group Managdrthe Public
Health Leader reports to Director Public Healththvdotted line
reporting to Group Manager.

2002 The new Health Bill is developed to addressstifety and
effectiveness of the NCSP. (It became the Healdtional
Cervical Screening Programme) Amendment Act 2004.)

2002 Data input to the NCSP Register is reduceu ftd to six DHBs.

2002/03 Further NSU structural changes are made tt#2 QMAA (a
separate quality group within the NSU) is disessdiald and its
quality functions are incorporated within the NCS8tl BSA teams

December OAG - the second report, a review of the CSI aherot

2003 recommendations is published.

7 March Health (National Cervical Screening Programme) Admeent Act

2004 2004: section 112C comes into force on 1 July 2@@&rest of the
Act comes into force 12 months later.

November | The Cervical Cancer Audit report published on ttresning of

2004 women with invasive cervical cancer 2000-2002.

July 2005 NCSP Register: implementation of the Betla 2001 coding
system occurs.

2006 NCSP Register: redevelopment of a new redisigins.

May 2006 The Health and Disability Commissioneromn¢peviews colposcopy
services at Waitemata DHB.

2006 Review/audits of all DHB colposcopy services@arried out.

2007 In further Ministry restructuring the NSU i®wed to the Health
and Disability National Services Directorate.

2007/08 A further NSU restructure (#3) occurs: eBtithening Foundation
— co-ordination of new screening initiatives (astih and
newborn). This re-establishes a separate quaktyt(Quality and
Equity) in the NSU. NSU also re-integrates inte Ministry but
retains direct purchasing of services.

July 2008 The NCSP Register is centralised in tihadity of Health. A new
Register Central Team is formed. All data inputastral, with
13 regional register support services.

September | NCSP Register: ‘Go live’, a newly developed Registe

2008 implemented with the 2008uidelines for Cervical Screening.
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2008/09

A Ministerial review of the health systestundertaken, resulting il]
the Ministerial Review Group’s Report.

2009/10

The Ministry of Health is restructured.National Health Board
(NHB) is established in the Ministry of Health. N$ under the
National Services Purchasing of the NHB. Some N8&ltions are
affected. The Mori Advisor role is moved from the NSU to the
Maori Health Directorate.

2009

Further NSU restructuring (#4) results are:
‘equity’ oversight becomes a Quality Team function
clinical leadership is dropped to tier 6
a Clinical Governance Group for the NSU is esthielis

the Senior Leadership Team becomes the Managersem,T
with fewer members — clinical leaders are not ideltias
clinical input is to be achieved prior to managetmaaetings

additional performance management analysts arerapgdo
the NCSP and BSA

there are changes in some reporting lines.

September
2009

The NSU Strategy and Policy Team, providing adwicevider
screening issues, is moved out of the NSU.

March 2010

Ministry of Health restructuring occurs.

July 2010

The NCSP Register is outsourced to DAT@NNZ Post
subsidiary), with approximately 28 staff.

July 2010

NCSP Register: HL7 messaging is impleetrgo that laboratory
results go directly to the Register.

February
2011

Further Ministry of Health restructuring is undésea.
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Appendix G: Population register compared with primary
health organisation registers

What is a population register?

The United Nations Statistics Division defines gulation register as ‘a mechanism
for the continuous recording of selected informati@rtaining to each member of the
resident population of a country’. This makes disgible to determine up-to-date
information about the size and characteristicheffgopulation. A population register
comprises a complete and up-to-date list of theenatate of birth, gender, ethnicity
and addresses of individuals.

No such centralised list exists in New Zealandstdad, New Zealand uses a five-yearly
Census of Population and Dwellings as the majorcgoof population statistics. Nordic
countries have developed population registers, lwhitk with an address register to
birth and death registers, and to other adminig&atgisters such as tax, health and
education data. These registers have replacdcatigonal census.

Statistics New Zealand is looking at ways to me&rimation needs for social and
population statistics. The establishment and djgeraf a population-based register
for New Zealand is being considered as part ofiligk. A recent paper published in
February 2011 by Statistics New Zealand noted @hpbpulation register would be
expensive to create and (more importantly) to nadint Public acceptability is also a
major factor that would require debate prior to #stablishment of a population
register. Most concerns are likely to relate te thisuse of data for purposes for
which they were not intended.

The establishment of a population register, as maeended by the Cervical
Screening Inquiry, is part of a large project undensideration by Statistics New
Zealand relating to work looking at the overall teys of official social and
population statistics. However, the NCSP has |dokeother ways to improve the
accuracy of data on the NCSP Register, utilisifgeoadministrative health registers,
specifically the PHO register.

PHO registers

Primary health organisations (PHOs) have been sgrgessful in developing registers.
The PHO enrolment collection was established in5200hese registers are used by
PHOs and at a national level for multiple purpos&i$hough no national register exists,

a high proportion of the population is registerathva PHO. Enrolment in a PHO is

voluntary, but people are encouraged to join ireotd gain the benefits.

As a result, the set of PHO registers comprisegyalarly updated register, which can be
used in the same way as a centralised registarh BdO submits its register of enrolled
patients to the Ministry of Health on a quartergils, for payment purposes. A limitation
of the PHO registers is that about 96% of the gaijmul are registered (not 100%), and a
lower proportion of Mori are registered, but enrolments overall are avipg.

The only practical way to establish a populatiogiser for screening or other
purposes would be to capture the remaining prampomif the population (not on the
NCSP Register) through primary care. Primary daraelso better placed to send
screening invitation letters to women.

The NCSP Register acts as the backup system foapyicare and women, providing
reminders for women who have not been screenedemihders to smear takers to
recall women who are overdue for screening.
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Appendix H: Progress against Colposcopy Review
Recommendations made from the ‘Report on the Findigs of a

Review of District Health
(47)

Review Report: Areas identifi

Board Colposcopy Serviceég2006)

ed for improvement andprogress

Area for improvement

Progress with improvement

Clinical leadership and oversig

ht Twenty DHBs cathghave a lead colposcopi
in place and 19 DHBs have a lead colposcop)
nurse in place. The two DHBs not complying
are working towards this.

Consistent triaging and
classification of colposcopy
referrals

This has been addressed in each audit and ig
being resolved through corrective action requ
(CAR) resolution. Four DHBs were identified
with deficits here and all four have resolved th

P St

S.

women receive timely initial an
follow-up appointments in
accordance with the NCSP
OPQS

Processes in place to ensure tf

1dthis has been addressed in each audit and is
ibeing resolved through CAR resolution.
Thirteen DHBs had mention of this in their
CARs and were required to address timelines
order to sign off the CARs; 12 have resolved
this. Continual monitoring of contractual
monthly reporting is usual business at the NS
to identify any DHBs that fall outside of the
timeframes, from month to month.

U

Compliance with the NCSP
OPQS for the management of
women who fail to attend
appointments

This has been addressed in each audit and i
being resolved through CAR resolution.
Fourteen DHBs were identified as needing
improved processes, and nine DHBs have
resolved this.

Establishment of documented,
regular multidisciplinary case
review meetings

This has been addressed in each audit and i
being resolved through CAR resolution.
Fourteen DHBs were identified as not comply
with this either partially or fully, and eight
DHBs have resolved this.

ng

DHB infrastructure to support
the delivery of high-quality
colposcopy services and meeti
contractual requirements

This has been addressed in each audit and i
being resolved through CAR resolution,
nglthough not with ‘specific’ CARs. For
example, part of CAR resolution for some DH
has been ensuring that appropriate staffing le
exist to provide the delivery of high-quality
colposcopy services. Additional issues-base
meetings arranged by the NSU following audi
have involved DHB Senior Management to

their actions to comply with CARs and OPQS

Bs
vels

S

ensure the colposcopy services are supported in
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Area for improvement

Progress with improvement

Develop further guidelines to
support DHBs to fully
implement programme standar

The audit process has provided all DHBs with

gprogramme standards. Audit CARs required
resolution of aspects that did not meet the
programme standards

guidance and guidelines on fully implementing

he

Development of specifications
for the establishment of DHB
clinical leadership (including
nursing) positions and assisting
DHBs to understand the
requirements for the clinical
leadership of colposcopy
services

A working group was established with
colposcopy nurses as part of the colposcopy
enhancement project, which resulted in

Colposcopy Nurse role, covering the tasks
needing to be included.

) specifications for a job description for the Lead

Working in collaboration with
lead colposcopists to further
develop and stabilise the
services

A national meeting for lead colposcopists and
lead colposcopy nurses was facilitated by the

This promoted information sharing, networkin
and discussion around matters specific to
colposcopy, audit and staff structures.

Lead colposcopists are consulted regarding
issues to hand, input into changes to service
specifications and standards.

NSU in June 2007, and was repeated in 2004

Supporting the colposcopy
services to meet their legislate
obligation to provide accurate
colposcopy data, and to provid
regular and timely data analysi
and feedbacks to DHBs

Through the process of being audited, many
I DHBs recognised the inadequacy of the systg
they were using to manage colposcopy data.
eresponse to CARs relating to this, they have
sfound solutions allowing them to meet their

complying with forwarding contractual data
reporting, as requested by the NSU.

The NSU, from November 2007, has been
reporting back to DHBs monthly with
nationwide data on colposcopy waiting times
and did not attend (DNA) rates. With the full
implementation of the new NCSP Register in
September 2008, it is planned to distribute
further feedback from the new reporting capa
that will be available.

legislative obligations. At present, all DHBs afe

ms
In

City

Referring concerns to senior
DHB management, where
necessary, to ensure that
compliance requirements for
colposcopy service are well
understood

As part of performance management required
with DHBs not in compliance, senior DHB
management are informed and participate in ¢

corrective action required.

meetings to discuss concerns and agree on the

bite
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Area for improvement

Progress with improvement

Proactively engaging with those
DHBs that require the most
assistance to achieve complian
with the NCSP OPQS

> The NCSP Relationship Manager has been
actively involved in engaging with all DHBs ar
qeying close attention to those that require th
most assistance. The NSU has become actiV
involved with DHBs where concerns around

in organising meetings to discuss these conce
and in assisting to ensure that appropriate
clinical reviews are undertaken.

d

ely

service safety have arisen and has been progctive

Er'ns

Giving the highest priority to
completing the schedule of
colposcopy service audits

This has been completed, and all 20 DHBs h4
been audited.

lve

Working with the Independent
Monitoring Group to continue
the development of colposcopy
service indicators

This has been ongoing. As from January 200
the Independent Monitoring Group (IMG) has

the NCSP Advisory Group.

taken a new format as it has been merged with

8

Seeking further advice from the
NCSP Advisory Group and othg
stakeholders on additional
activities to support DHBs to
achieve compliance

The NCSP Advisory Group merged with the
2tndependent Monitoring Group from January
2008 and are an integral part of the NSU see
advice around activities concerning DHBs ne¢
for compliance.

This position ended in July 2008 and the NCH
Performance Manager returned from secondr
to the new NCSP Register, to continue this w

ing
dl

P
hent
Drk.

The Review Report also noted
that the NSU recognises that
some DHBs experience
difficulties recruiting and
retaining experienced
colposcopists. It noted that the
sustainability of 21 DHB
colposcopy service providers
may need to be discussed and
consideration given to a lead
regional service model.

The NSU undertook a small project, as part o

data on the national workforce in colposcopy
and as at January 2008 there were

working in colposcopy services. In addition, g
lead colposcopy nurses are appropriately
gualified and have adequate cover for when t
are absent.

the colposcopy enhancement project, to gath¢

123 permanent consultants or long-term locums

ey

No further consideration has
been given to a lead regional
service model. Solutions have
been implemented with DHBs
temporarily having difficulty
providing a colposcopy service
due to staffing shortages throu
closer performance manageme
activities by the NSU.

This has included locum cover from other DH
or managing their referral system so that won
are seen at neighbouring DHBs within the OP
guidelines.

jh
nt

en

QS
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