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2.2.3 : Integration of an organised screening programme into the health care system..

For an organised screening programme to be successful it is important that both the population at large and persons currently earning their living from screening, accept that the programme be integrated into the health care system.

So, before implementing the programme it is necessary to make a review of ongoing screening in the area and associate participants of the existing activity in the project.

An inventory of smear takers, smear evaluators and treatment centers (see 2.2.4) will be helpful. New facilities should not be added without being sure that the existing ones are not sufficient. This is particularly important in countries where private health insurance shemes are common and where opportunistic screening will be major.

In some countries this existing screening activity will be sufficient overall to cover the target population within a defined screening interval and it will only be necessary to better allocate existing resources.

Table 1 will allow evaluation of resources to be added (in terms of numbers of smears) to cover the target population.

Table 1 : Numbers of smears needed for the programme.
	N1 = Size of target population
	

	N2 = Number of smears annually performed in the area
	

	I  = Screening interval (years)
	

	N1/I = Number of smears annually needed to cover target population
	


The number of additional smears needed for the programme will then be (N1/I)-N2 
[Note: this will be an underestimate to the extent repeat smears are performed on the same women  Such an index is only valid if it is based on women, not smears]
To be productive it may be interesting to integrate the already ongoing screening in the programme. The idea is to have comprehensive registers of all women living in the area and of all smears taken in the area (screening register). These registers should be linked and invitations could then be restricted to all women who have not had a smear within the screening intervall. As a result, an important amount of resources can be saved.

The Danish model presented in figure 1 is a good exemple of such an integrated system.

2.2.4 : Identification of relevant health care professionals, and their training.

Ideally nationwide screening programmes should be implemented in each E.C country but organized and managed locally.

Catchment areas, administratively well-defined with a stable population of not less than 

250 000 persons should be delimited.

In each area, all resources necessary for the whole screening process should be present and well inventoried.

Relevant health care professionals are needed before initiating a cervical screening programme but a comprehensive review of existing facilities is necessary before adding new resources.

1 - Smear-takers
Depending on each country’s health system and culture different health professionals can be involved in smear taking, physicians, nurses or paramedics.

At present GPs are often the main smear takers in some E.C countries, like in Denmark, the Netherlands, United Kingdom.

In Belgium, Germany and France most of the smears are provided by gynaecologists. Midwifes play this role in Greece, Sweden and Italy (beside gynaecologists). Even nurses can take smears, as it was demonstrated in the UK.

The important fact is that each woman in the target population should have easy access to quality smears at regular intervals.

The smear-takers should have the right equipment for taking the smear and be trained in the procedure for taking the specimen (see chapter 4) and should understand the management of abnormal results but also the process of mass-screening.

The principles underlying the cervical cancer screening programme and the physiology of the female genital tract should be clearly understood. Smear takers must know how to use a speculum and visualise and assess the appearance of the cervix with the naked eye. They must also understand the importance of sampling the transformation zone, and be able to correctly interpret a report on a cervical smear. Each smear taker, and the programme organisation,  also has the duty to monitor the frequency with which unsatisfactory smears are obtained and seek further training if necessary.

Each country should define the minimal training required for each type of smear-taker.

When current medical facilities are not sufficient to realize the smears needed for the target population, special screening clinics can be implemented. In case of rural populations, mobile units can be valuable as has been demonstrated in Greece.

2 - Pathology laboratories

Ideally all smears taken in the catchment area should be evaluated within the catchment area in order to optimise the screening process and assess that the whole target population is covered by the programme, providing the catchment area is defined with a sufficiently large population to ensure that the laboratory size and staffing is adequate to provide high quality cytology [a minimum of 3 cytotechnologists and  cytopthologists, as defined in Canada.  That implies a laboratory with th capacity to examine at least 25,000 smears a year].

 Laboratory guidelines for cervical screening and professional requirements for the staff (cytotechnologists and pathologists) are extensively described in chapters 4 and 5.

4 - Diagnostic and treatment centers

Trained colposcopists are essential.

Screening will not be efficient if abnormal smears are not followed by a good evaluation of cervical lesions and appropriate treatment if needs be.

In order to avoid loss of follow-up, women should have access to colposcopy without delay. For high grade lesions, this delay should not be more than 6-8 weeks.

It is no longer acceptable that cervical lesions be treated without a previous colposcopy and a histological assessment. 

Depending on the local context, treatment of precancerous lesions may be performed in public or private hospital clinics, or by gynaecologists and other specialists in private practice, depending on each country’s health care system.

Each national Colposcopy Society should establish a validated training course for colposcopy. The European Federation of Colposcopy Societies is also working on minimal  European requirements.   

5 - Public health specialists

Public health specialists are needed in each area to run the programme, gather data, and monitoring. They should have a basic epidemiology, statistics and communication training. An European training course on monitoring and evaluation of screening programmes would be a very interesting tool.

Clerical and secretarial staff of the management center should be computer literate and have general office skills. They should be made aware of the importance of confidentiality and accuracy in transfer of patient details.

6 – PARTICIPATION OF GPS 

Even if GPs are not the smear takers they should play an important role in the screening programmes.

They can advise non-compliers to get screened especially the elderly. Experience of Netherlands and UK are eloquent to this point. They could be asked to have in the computerized medical file of each women, date and result of last smear in order to advise her to obtain a new one at the proper moment.

Financial incitements toward GPs have proved their efficiency in the UK. Other countries could experiment this solution if resources are available.

GPs should also be aware that mortality rates are one of the important criteria to assess efficiency of screening programmes. They should know that a better certification of deaths is needed, uterus unspecified cancer should not be used on death certificates but the specific location of the cancer (endometrial or cervical) should be given.

As Screening is a multidisciplinary activity all the relevant professionals should be involved and represented in the committee monitoring and updating of local policy.

2.2.5: Local conditions for the screening process.

Before implementing a screening programme in a specific area it is important to define this area and to plan the programme knowing the  cultural and health care context.

A good knowledge of target population is particularly important. The age group to be screened will be chosen as an evidence-based screening policy (see 2.2.1).

Then, demographic data on the target population can come from various sources e.g census data, population registers (which represent the ideal and exist in nordic countries), electoral registers (often not up-to-date), population surveys, health care or health insurance lists (like in Germany or France), church registers...

For a screening programe to be population-based, every member of the target population who is eligible to attend must be known to the organisation.

When such complete knowledge of the population is not possible, existing lists of female population should be used as a basis and resources added to make them up-to-date with all information available.

Reasons for exclusion from screening such as “never have been sexually active” or having had a hysterectomy for a benign condition must also be clearly defined.

At the beginning of the programme an inventory of baseline conditions comprising information on opportunistic screening should be made.

Table 2 : Baseline conditions at the beginning of a cervical screening programme.
· Name of region/country :

· Year of onset of the programme :

· Age group targeted : 

· Size of target population :

· Sources of demographic data :

· Population based (yes/no/partly (% of population covered) :

· Type of cohort (fixed/dynamic *) :

· Proportion of target population already covered by opportunistic screening :

· Source of data for this estimation ** :

*the target population can be a fixed cohort (each membership is determined by being present at the beginning is followed) or a dynamic cohort (a cohort that gains and loses members). The type of cohort will influence the denominator used in calculating screening outcomes.

** This proportion will be well known if a screening register already exists in the area, else estimates can be made by population surveys.

In order to assess the effectiveness of the programme it is necessary to measure its outcome in terms of reducing morbidity and mortality of cervical cancer.

Review of baseline conditions should comprise a description of available information on these parameters (tables 3 and 4).

Table 3 : Cancer registration in the target population.
	Details of the register
	cancer register
	Cervical cancer register
	Ad hoc survey



	National/Regional
	
	
	

	Overlap with screening area %
	
	
	

	Population based yes/no
	
	
	

	Accessible yes/no
	
	
	

	CIN3 included in cervical cancer incidence
	
	
	

	CIN2 included in cervical cancer incidence
	
	
	


[Note:  CIN 2 should never be included in a cancer register, and CIN 3 should be separately registered]

Table 4 :  Cervical cancer (invasive) occurence / 100 000 women per year.
	
	Incidence

Number/100 000
	Mortality*

Number / 100 000

	25 -34
	
	

	35-44
	
	

	45-54
	
	

	55-64
	
	

	Age standardised rate in the year
	
	


[I prefer 5-year age groupings.  It is particularly important to know whether the rate in women age 25-29 is low]

To have a good idea of cervical cancer mortality, it is important that precise location of the cancer is mentioned on the death certificate. At this stage of describing baseline conditions, the percentage of death certificates adequately completed is informative (ideally it should be over 80 %). [In Canada, several vital statistics offices question the person completing the certificate if it is inadequately completed]
After this description of the local context, a detailed procedure must be written, with methods used to promote screening in the population and information on fees paid by women to get screened. These two parameters will have an impact on women’s participation in the programme and therefore on its success.

Table 5 refers to a variety of methods to promote screening; The use of each of them will depend on resources available and cultural features. For each method, qualify use in “no”, “low”, “medium” or “high”.

	Mode of promotion
	Intensity of use (no/low/medium/high)

	Press
	

	TV
	

	Radio
	

	Internet
	

	Billposting
	

	Physician/GP
	

	Church
	

	School
	

	Municipal or other local authority
	

	Social clubs
	

	Other
	


Feeds paid to get screened.

To estimate fees paid by women to get screened it is important to include all costs, that is payment of the smear taker and of the laboratory. In some cases, screening will be free, in other countries the women or the insurance company will have to pay a part of the costs or in full before being reimbursed.

Amount of fees to pay will certainly play a role in women’s participation.

References

D. Coleman, N. DAY, G. DOUGLAS, I. FARMERY, E. LYNGE, J. PHILIP, N. SEGNAN

European guidelines for quality assurance in cervical cancer screening. European Journal of cancer, 1993, 29A (4)

N. PERRY, M. BROEDERS, C. DE WOLF, S. TORNBERG

European guidelines for quality assurance in mammography screening third edition

European commission January 2001

European Journal of cancer 36 (2000) 2175-2275 special issue on cervical cancer screening programmes
























































- 4 -


