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RECOMMENDATIONS

Chapter 1

The Committee RECOMMENDS:

1

That representations be made to the Victorian Electoral Commissioner to
obtain access to the Victorian Electoral Roll for the purposes of the screening

Program in Victoria.
Para 1.35

That the Commonwealth Government, in co-operation with the States and
Territories, undertake a national education campaign promoting the National
Program for the Early Detection of Breast Cancer and that the educational
campaign:

» emphasise the importance for women of the early detection of
breast cancer and the services currently available;

« clarify the limitations of the screening program, emphasising that
mammographic screening is an aid to the diagnosis of breast
cancer but will not prevent the disease;

+ provide information to women and the community generally as to
why the Program specifically targets women aged 50 - 69 years;

» provide information to women, the medical profession and the
community generally on the difference between diagnostic and
screening mammography;

+ disseminate culturally relevant information about the Program to
Aboriginal and Torres Strait Islander women; and ensure that this
information is widely disseminated through Aboriginal and Torres
Strait Islander organisations, especially through the network of
Aboriginal Health Services; and

» disseminate information to women of non-English speaking
backgrounds and women in rural and remote aress.

Para 1.45
That the State and Territory Co-ordination Units provide data
collected relating to the screening Program to the National Breast

Cancer Centre for further analysis and research.

Para 1.65

xi



Chapter 2

4,

That the supply of radiographers be regularly monitored by Commonwealth
and State and Territory Governments.

Para 2.32

That the supply of radiologists be regularly monitored by Commonwealth and
State and Territory Governments.

Para 2.37

That breast cancer support and counselling services be encouraged and
expanded.

Para 250

Chapter 3

7.

That strategies be implemented to improve access to the Program in rural
and remote areas and that these strategies involve, where appropriate, the
provision of financial assistance to encourage women to participate in the
Program.

Para 3.27

That strategies, sensitive to Aboriginal and Torres Strait Islander cultural
values, be implemented to increase the access of these women to the Program,
and that these strategies involve:

+  close liaison with Aboriginal and Torres Strait Islander community-based
health organisations, especially the Aboriginal Health Services; and

+ the dissemination of culturally appropriate information about the
Program throughout the Aboriginal and Torres Strait Islander
community.

Para 3.42
That strategies, sensitive to the cultural backgrounds and values of women

of non-English speaking backgrounds be implemented to increase the access
of women from these groups to the Program.

Para 3.49

xii



Chapter 4

10.

11.

12,

That the focus of the Program remain women aged 50-69 years, but that
mammographic screening continue to be available to women aged 40-49 years
and 70 years and over.

Para 422

That recognising that the Program is for well women, that symptomatic
women inquiring or phoning for appointments be advised why the Program
is not appropriate for them; and be provided with specific advice and
information regarding the availability of other medical services.

Para 4.35

That should symptomatic women present for mammographic screening they
be screened under the Program,; and be provided with advice and information
regarding the availability of further medical services.

Para 4.35

Chapter 5

13.

14.

15.

That information about the screening Program be more widely disseminated

_to the medical profession, and in particular to GPs; and that the further

education of GPs in relation to all aspects of the Program be given priority.
Para 5.29

That the role of GPs in their recruitment and support roles be recognised and
encouraged under the Program.

Para 5.29

That Fellows of the Australian Society of Breast Physicians may be employed
as second film readers under the Program, on condition that indemnity is
provided by the employing authority.

Para 5.45

Chapter 6

186.

That the Program avoid any duplication in the provision of screening
services, but that it utilise both the private and public sectors in the provision
of screening services subject to all services meeting the guidelines for
accreditation established by the National Program.

Para 6.34

xiii



17.  That the funding of screening mammography under the Program continue to
be independent of Medicare fee-for-service schedules.

Para 6.52
Chapter 7
18.  That open biopsy not be included as part of the screening Program.
Para 7.10

19. That action to implement the above recommendation await any
recommendations that the House of Representatives Standing Committee on
Community Affairs, which is currently inquiring into the management and
treatment of breast cancer in Australia, may propose in this area.

Para 7.10

20. That more information be provided to women diagnosed with breast cancer
on the various treatment options available to them; and that women be
encouraged to participate in decisions regarding appropriate courses of
treatment.

Para 7.28

21. That the supply of radiotherapy services be regularly monitored by the
National Breast Cancer Centre.

Para 7.54

99.  That the geographical distribution of radiotherapy facilities be improved so
that women living in areas outside the major metropolitan centres can obtain
equitable access to these services.

Para 7.54
23. That the Commonwealth Government, in co-operation with the
State/Territory Governments, improve the level of travel and accommodation

assistance available to women living in areas outside the major metropolitan
centres requiring radiotherapy treatment.

Para 7.54

24,  That hospital-based cancer registries be established as a matter of priority.

Para 7.65

95.  That statistics collected by State and Territory cancer registries be collected

Xiv



26.

27.

on a more uniform and consistent basis and that data on cancers generally
be provided to the Commonwealth Government on a timely and regular basis
to ensure that current national statistics on the incidence of cancers are
readily available.

Para 7.69

That recognising the fundamental importance of research into the diagnosis
and treatment of breast cancer, that the Commonwealth Government provide
a specific allocation for research into breast cancer in future Commonwealth
Budgets.

Para 7.82
That the Commonwealth Government provide additional funding for the
conduct of clinical trials into breast cancer to assess existing management

protocols and to develop new treatment schedules.

Para 7.87
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FOREWORD

The issue was referred to the Committee on 27 May 1993, and was to be reported
on by 1 March 1994. The Committee sought extensions to this reporting date and
reported on 9 June 1994,

The terms of reference of the inquiry are to examine:

Breast cancer screening and treatment in Australia with particular reference to:

(a) the current state of the National Program for the Early Detection of Breast
Cancer;

(b} cost efficiency of the screening program;

{¢) Commonwealth/State funding;

(@) organisation of screening and treatment services;

(e) the availability of screening; and

63)] Medicare rebate;

with the aim of determining the optimum service for Australia.

The reference was advertised in the national press on 5-6 June 1993. The closing
date for submissions was originally 17 August 1993; however, given the high level
of interest expressed, this deadline was extended. One hundred and thirty-five

submissions and a large amount of supporting evidence were received. A list of
submissions is at Appendix 1.

The Committee held eight public hearings, a list of which appears at Appendix 2; a
list of witnesses who gave evidence at these public hearings is at Appendix 3.

The Committee expresses its appreciation to those who made written submissions
to the inquiry and who co-operated with the Committee by giving public evidence.

The Committee also notes that the House of Representatives Standing Committee

on Community Affairs is currently conducting an inquiry into the management and
treatment of breast cancer in Australia and is expected to report later this year.

xvii



PREFACE

Cancer of the breast is the most common cause of death from cancer among
Australian women.! Neither the cause of breast cancer nor the means of preventing
the disease are known. At present, the only way to reduce the number of deaths
from the disease is to detect it before the patient presents with symptoms. In the
case of breast cancer, the early detection of the disease through mammographic
screening is the most effective method of reducing mortality from the disease. Other
screening methods such as clinical examination (that is, a physical examination by
trained medical or nursing personnel) or breast self-examination (that is, the regular
examination of the breast by the woman herself) have not been shown to be effective
in reducing breast cancer mortality, however, these methods may have some value
when used in combination with mammography.?

Overseas studies have shown mammography to be an effective screening technique
for the early detection of breast cancer in women over 50 years of age, in that
significant reductions in breast cancer mortality have been achieved.® The
Australian program, the National Program for the Early Detection of Breast Cancer
(NPEDBC), which was announced in 1990, is modelled on these successful overseas
programs.

The Program, to be effective in reducing mortality, needs to achieve a high
participation rate in the age groups most at risk. The Report of the Screening
FEvaluation Co-ordination Unit (SECU), which has formed the basis for the
development of the Program in Australia, estimated that if 70 per cent of women
aged 40 to 69 years participated in the Program, a 16 per cent reduction in mortality
among all Australian women (including those not offered screening and those who
do not participate) could be achieved.

Based on overseas studies, individual women participating regularly in high quality
mammographic screening, can anticipate approximately 60 per cent reduction in the
risk of death from breast cancer while they are participating in the Program.® Other
factors contributing to a reduction in mortality include regular (that is, every 2
years) attendance for screening mammography, provision of high quality screening
and assessment services by a multidisciplinary specialist team and effective

1. Submission No.}114, p.2.1 (DHS&H).
2, Australian Health Ministers' Advisory Council, Breast Cancer Screening in Australia: Future
Directions, Australian Institute of Health, Canberra, 1990 (hereafter referred to as the SECU

Report), pp.17-18,22; Sir Patrick Forrest, Breast Cancer Screening: Report to the Health
Ministers of England, Wales, Scotland and Northern Ireland, HMSO, London, 1986, pp.21-25.

3. See Chapter 4.
4. SECU Report, op. cit., p.26.
5. ibid., p.16.
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ireatment for women in whom breast cancer is detected.
The screening ‘pathway’ involves a number of different processes. These involve:

«  the initial mammographic screen to detect an abnormality which may or may
not be cancer;

. the assessment of the abnormality to determine whether a surgical biopsy is
required;

+  biopsy and histological examination of the removed tissue; and
«  treatment of the screen-detected cancers.

Mammographic screening is an X-ray technique which has been specially developed
for taking images of the breast. Mammography can detect tumours that cannot be
detected by a clinical examination. Radiographers, using specially designed
equipment, take one or more X-rays of each breast. The women is positioned so that
the entire breast tissue is included on the film (mammogram). The films, which must
be of high quality, are usually read in batches after the screening session by
radiologists (in most cases).

Reading of mammograms will separate women into three groups — those with
negative findings, which indicate that no evidence of cancer has been found; those
with positive findings requiring treatment; and those with inadequate films for
making a decision. The first group will be recalled for another routine screening in
two years' time; the second group will need assessment; and the third group will
need to be recalled to the screening unit for further mammograms to clarify the
situation.

As noted above, a woman found to have an abnormality will be recalled for
assessment to determine whether malignancy is present. Treatment of screen-
detected cancers is the last stage in the process. In view of the complex nature of the
treatment methods, treatment is increasingly being undertaken by a team of medical
specialists with a special interest in breast cancer, supported by suitably trained
nurses and other health professionals."r

Screening mammography, even when conducted in highly specialised units, is not
100 per cent effective in that some cancers may be missed and there will be some
false positives, that is, some women will be recalled for further investigation and will
subsequently be found not to have cancer.? Cancers may also develop in the time
period between mammographic screenings. Regular screenings every two years do

6. Forrest Report, op. ait., p.17.
7. ibid., pp.17-19.
8. NPEDBC, Program Information Statement, 1992, p.5.
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not prevent a malignancy from developing. Nevertheless, screening mammography
remains the most satisfactory method presently available for the early detection of
breast cancer, and, in a well organised program, will save women's lives and reduce
the extent of surgery for the treatment of cancer.

An important distinction needs to be drawn between the use of mammography for
screening, and its use for diagnostic purposes. Screening mammography is performed
in an organised and systematic manner on asymptomatic women (that is, ‘well’
women — women without any symptoms of breast cancer) for the purpose of
detecting unsuspected cancers at an early stage so that early treatment can affect
outcome. It has been shown to be highly effective in decreasing mortality of breast
cancer in women who regularly attend for screening mammography. Diagnostic
mammography is for women who have clinical breast symptoms which require
investigation. Women with symptoms or a family history of breast cancer may be
referred for diagnostic investigation by their doctor — the screening Program is not
designed for these women.

9, ibid, p.4.



CHAPTER 1

DEVELOPMENT OF THE NATIONAL PROGRAM

introduction

1.1  Breast cancer is the most common cause of death from cancer in Australian
women. In 1992, 2,438 women died from the disease.’® The lifetime risk of a
woman developing breast cancer is 1 in 15 in Australia (based on data for 1988).1
Trends suggest that the lifetime risk may be approaching 1 in 12, and this lifetime
risk may indeed be increasing. In 1990 (the latest date for which data are available),
6,998 women were diagnosed with breast cancer in Australia.'®

1.2 In New South Wales alone in 1990 there were 2,472 new cases of breast
cancer diagnosed, representing a 1 in 14 lifetime risk. Between 1973-77 and 1988-89
the incidence of breast cancer in New South Wales rose by 21 per cent.’® In
Queensland in 1990, 1172 new cases of breast cancer were diagnosed and on average
300 women die from breast cancer each year."* In South Australia, 234 women died
from breast cancer in 1991, where the lifetime risk of a woman developing breast
cancer is estimated to be 1 in 14.1

1.3  The incidence of breast cancer rises with age. At age 40-44 years the annual
incidence is 96.7 in 100,000 in Australia. This rises to 159.3 per 100,000 at 55-59
years and to 213.2 by 65-69 years. The most significant risk factor for breast cancer
is age. If a woman has a family history of the disease, for example a mother or sister
who developed breast cancer pre-menopausally, her own risk is increased.!®

14  Despite technical advances in the treatment of breast cancer, survival rates
have remained largely unchanged in the last 50 years. This is likely to be because

10. Additional information from the Department of Human Services and Health (DHS&H), dated
22 April 1994, p.1. -

11. Letter from the Australian Institute of Health and Welfare (ATHW), dated 2 May 1994, p.1.

12. The figure for 1990 is the latest year for which data are available. National breast cancer
incidence figares rely on State data and 1990 is the last year that comparable data across all
States is available.

13. Transcript of Evidence, p.374 (New South Wales Department of Health).

14. Transcript of Evidence, p.909 (Queensland Department of Health).

15. Transcript of Evidence, p.11 (SABXRS).

7. Submission No. 114, p.2.1 (DHS&H).



in the absence of screening many of the cancers would have been detected at a late
stage of the disease.!’

1.5 Breast cancer is also one of the most common cancers affecting women in
overseas countries. In the United States, the incidence of breast cancer increased by
33 per cent over the last decade. In 1990, 1 in 10 women could expect to develop
breast cancer over their lifetime. In 1991, the figure was estimated to be 1 in 9. Up
to 175,000 women in the United States are diagnosed with the disease annually,*®
In the United Kingdom, the breast cancer mortality rate is 52 deaths per 100,000
womern. Breast cancer is the main cause of death for women between the ages of
35 and 54. In the United Kingdom, women have a 1 in 12 chance of developing the
disease over their lifetime."

16  As little is known about the causes of breast cancer it is difficult to take
primary prevention measures. The best public health initiative at present is to
sereen to detect the cancer at its earliest stages and, with appropriate treatment,
bring about a reduction in mortality. However, certain hereditary, biolegical and
behavioural factors have been found to increase the risk of developing breast cancer.
A family history of breast cancer is one clear risk factor. Of the 180,000 cases of
breast cancer diagnosed in the United States in 1992, almost 10 per cent had a
genetic basis. At least half of these inherited cases involve flaws in a single gene
known as BRCA1.2® Research at the Institute for Cancer Research at Sutton,
England, has indicated that the risk of developing either breast cancer or ovarian
cancer for women with the BRCA1 gene is 59 per cent by the age of 50 years and
82 per cent by the age of 70 years.”! Recent research has also isolated another gene
which may lead to the development of breast cancer. The Garvan Institute of
Medical Research has isolated the pl6 gene which may contribute to up to 50
percent of breast cancers.

1.7 Biological factors may also increase the risk of developing breast cancer.
Research has indicated that a woman's age of first menstruation (menarche), the age
of menopause, and the age of first childbirth may be critical risk factors. Early
menarche and late menopause independently increase the likelihood of developing
breast cancer, while an early first child (in the teens or early twenties) reduces it.

17 ibid.

18. United States Senate, Committee on Labor and Human Resources, Why are We Losing the
War on Breast Cancer?, United States Government Printing Office, Washington, June 1991.

19. C. Faulder, ‘The Nation with the Highest Death Rate Debates Prevention ', Mzs., May/June
1993,

20. G. Cowley, ‘Family Matters’, Newsweek, 6 December 1993, p 486.

21. P. Brown, ‘Breast Cancer: A Lethal Inheritance’, New Scientist, 18 September 1993,
pp-34-5.

22, *Research Uncovers Breast Cancer Gene', Sydrey Morning Herald, May 9, 1994



A woman who gives birth before the age of 20 has significantly less risk of
developing breast cancer than a women who gives birth after the age of 30 years.?
A woman who remains childless has a greater risk of developing breast cancer than
a woman who has had children.

1.8  Other risk factors may include exposure to certain dietary patterns, especially
high-fat diets and low fibre diets.?* One witness noted that studies in the United
States have shown an increase in the incidence of breast cancer for Japanese women
who move to the United States to live. This is thought to relate to their changing
dietary patterns, that is, a move away from the traditional low-fat Japanese diet to
the more usual high-fat American diet.”® A recent study has also shown that foods
rich in dietary fibre may provide protection against the development of breast
cancer. The study of 902 Australian women showed that those with the highest
intake of fibre-rich food were half as likely to have breast cancer than those who
consumed less fibre-rich food.”®

1.9 Studies in the United States have also suggested that a high-fat diet during
adolescence, when the breast tissue is growing rapidly, may be an impertant factor
causing breast cancer. The National Cancer Institute in the United States is
currently undertaking a study into this question.”” Data in the United States
has alszg shown that high alcchol consumption may be associated with breast
cancer.

1.10 Exposure to toxic chemicals, especially pesticide residues may also be a causal
factor. One study has argued that the high incidence of breast cancer in the United
States for women currently aged 50 years and over may, in part, be due to their
exposure to DDT between the years 1945 to 1972. It has also been pointed out that
the declining rates of breast cancer in Israel have parallelled a decline in
environmental contamination with DDT and other chemicals.®® Studies in the
United States have also shown that women working in petroleum and chemical
industries have a higher rate of breast cancer than the general population.®

23. *Search for a Killer’, Science, 29 January 1993, p.620.
15. ihid.
25. Transcript of Evidence, p.780 (Dr Renwick).

26. P Baghurst and T. Rohan, ‘High-Fibre Diets and Reduced Risk of Breast Cancer’
International Journal of Cancer, vol. 56, 1994, pp. 173-76.

27. ‘Search for a Killer', Science, 29 June 1993, p.620.

28. ibid.

29. M. Wolff et al, ‘Blood Levels of Organochlorine Residues and Risk of Breast Cancer’,
Journal of the National Cancer Institute, Vol.85, No.8, April 21, 1993, p.651.

30. L. Clorfene-Casten, ‘ The Environmental Link to Breast Cancer’, Ms, May/June 1993, pp.52-
56.
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Background to the National Program

1.11 In 1987, under the auspices of the Ausiralian Health Ministers' Advisory
Council (AHMAC), the National Evaluation of Breast Cancer Screening Pilot
Projects was established as a joint initiative of Commonwealth, State and Territory
health authorities.

112 The Commonwealth Government made available $3.6 million over the period
1987-88 to 1989-90 to evaluate the feasibility and cost-effectiveness of & national
screening mammography program.

1.18 A Breast Cancer Screening Evaluation Steering Committee was appointed to
provide a report to AHMAC and a Screening Evaluation Co-ordination Unit (SECU)
was established at the Australian Institute of Health® to oversee the evaluation
and assist in providing a report to AHMAC by 1990.

1.14 The Report, Breast Cancer Screening in Australia: Future Directions, was
submitted to AHMAC in May 1990. The report (the SECU Report) reviewed the
scientific and economic evidence of relevant overseas trials and of the Australian
pilots. It concluded that properly conducted mammography screening programs were
effective in reducing breast cancer deaths. The report suggested that, with a fully
operational screening program and a 70 per cent participation rate amongst eligible
wormen, the reduction in mortality from breast cancer amongst all Australian women
would be around 17 per cent. 2

1.15 The report recommended that a national mammography screening program
be introduced and that this program should provide:

+  mammographic screening as an integrated, systematic and co-ordinated
program;

. national and State-Territory level co-ordination mechanisms;
. appropriate treatment services;

» provision of adequate resources, including specialised training for
radiographers, radiologists, surgeons and pathologists;

«  an appropriate balance of incentive for service providers to maximise quality
of service;

«  quantitative performance criteria;

«  ongoing monitoring and evaluation of the screening program;

31. Now the Australian Institute of Health and ‘Weifare.
32.  SECU Report, op cit., p.26.
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»  standardised accreditation procedures; and

«  ongoing research and program review.

1.16 On the basis of these findings the Commonwealth Government announced its
support for the National Program for the Early Detection of Breast Cancer
(NPEDBC) in March 1990. At the same time the Commonwealth Government
announced funding of $64 million for the first three years of the Program.

1.17 The Australian Health Ministers' Conference (AHMC) and AHMAC endorsed
the Evaluation Report (SECU report) in June 1990 as the basis for implementation
of a national program and for consultation with the States and Territories.

The National Program

1.18 The National Program is an integrated, systematic and co-ordinated program
that offers screening mammography for asymptomatic women aged 40 years and
over, with women aged 50-69 being actively recruited. The Program operates
through a network of accredited and dedicated screening and assessment centres in
all States and the Australian Capital Territory. The Program in the Northern
Territory will begin in June 1994. A list of screening and assessment services is
given at Appendix 4. The aims and objectives of the Program are at Appendix 5. The
main policy features of the Program are listed at Appendix 6.

1.19 The Program is a joint Commonwealth/State and Territory funded initiative,
and was originally funded for the first three years of its operation to June 1994. In
the 1994-95 Budget, Commonwealth funding of $236.6 million was provided for the
Program over the next five years. > The total Commonwealth/State and Territory
government commitment to the Program is over $100 million to June 1994. Under
the cost-sharing arrangements with the States and Territories an additional $205
million will be provided by the States and Territories to the Program over the next
five years.®®

1.20 The Program is being progressively implemented in all States and Territories
over a five-year period and is planned to be fully operational in 1996, when it is
anticipated that 860,000 women per year will be sereened. Screening is available in
all capital cities and large areas in all States are now covered by mobile units and/or
regional-based fixed units, although services are not yet established in all provincial
cities and country areas. *

33. ibid.p.7.
34. See also Chapter 6.
35. Summary: Budget 84-95 — Human Services and Health.

36. Submission No, 114, p.7.1 (DHS&H).



1.91 A substantial increase in the number of Screening and Assessment Services
oceurred in the six months to June 1993 with an almost doubling in their number
from 10 to 19 over that period.3” There are currently 22 Screening and Assessment
Services, operating 58 screening units (45 fixed and 13 mobiles) in all States and the
Australian Capital Territory (as at January 1994).%

1.22 The Program is operated through the relevant State Health Departments
except in New South Wales and Victoria. In New South Wales, the Program is being
implemented by the New South Wales Cancer Council and in Victoria by the
Victorian Breast Screening Co-ordination Unit Inc. (known as BreastScreen), an
incorporated body responsible to the Victorian Department of Health and
Community Services. In Victoria, service providers, in either the Eublic or private
sector, are contracted by BreastScreen through a tender process.”

1.23 The Program aims to screen 1.7 million women nationally every two years by
1996-97 when the Program achieves ‘steady state’, that is, when the Program
expects to have all Screening and Assessment Services in place, and each Service is
able to offer sufficient places to screen at its maximum planned capacity.’® The
pumbers of women recruited to date as a proportion of steady state numbers is
shown for each State/Territory in Appendix 7, Table 1.

124 As Table 1 shows, the total number of women screened is 377,375.*' This
represents 22 per cent of the potential target group. The table also shows the
number of women screened as a proportion of ‘steady rate’ numbers for each
State/Territory. As indicated, the proportion varies considerably between States,
with South Australia achieving the highest proportion of women screened (at
51 per cent). In Queensland, Western Australia and the Australian Capital Territory
almost a third of the target group has been screened, while the proportion screened
in New South Wales, Victoria and Tasmania is considerably less. The data indicate
that all the States and Territories need to substantially increase the numbers of
women screened to achieve their overall screening targets.

1.95 To screen 1.7 million women nationally every two years, screening capacity
must accommodate 860,000 screening episodes annually. In November 1993, the
Program screened 29,346 women, which amounts to an annual screening rate of
352,152, This is an increase over November 1992 (12,419 women = 149,028 per

37.  ibid,p.64.
38. DHS&H, NPEDBC - Preliminary Progress Report, January 1994, p.3.

39. Submission No. 114, p.5.6 (DHS&H); Trumscript of Evidence, pp.1593-4 (Victorian
Department of Health and Community Services).

40. DHS&H, Progress Report, op cit., p4.

41. The figures relate to the period 1/7/91-30/11/93.



year) and November 1991 (7,852 women = 94,224 per year).*? Figure 1 illustrates
the monthly sereening numbers since July 1991

1.26 By June 1994, the Services anticipate that they will be screening 53,260
women per month, which represents 639,120 annual screening episodes or
74 per cent of the planned capacity at steady state.* Progress towards the 1994
target for each Service, and overall progress of each State towards the total number
of screens to be taken during the three year period July 1991 to June 1994, are
shown in Figure 2.

1.27 Participation by women of various age groups is presented in Table 2.
Column 4 shows the percentage of all screens which were performed on women in
each age group. Column 5 shows the expected proportions in each age group, based
on the numbers in that State in each age group and the proportion of places
allocated to each age group in the planned capacity. The table shows that for
Australia as a whole 35 per cent of women screened have been aged 40-49 years, 59
per cent have been aged 50-69 years and 6 per cent have been aged 70-79 years.

Implementation Process

1.28 A number of issues relating to the implementation of the Program were raised
during the inquiry; these related to recruitment under the Program; accreditation
and data collection processes; and the possible ‘bureaucratisation’ of the Program.

Hecruitment

1.29 It is considered that the most successful single recruitment strategy for
encouraging women to present for screening is to receive a personal letter of
invitation. To facilitate this process it is important that access to State or
Commonwealth Electoral Rolls is obtained. Other recruitment strategies may include
referral by GPs, print and media advertising and promotion through professional,
community and other channels.

1. Access to the Electoral Rolf

1.30 All States have now obtained access to their State Electoral Rolls, except
Victoria,* where access has recently been granted to the Commonwealth Electoral
Roll. The Committee understands that the Victorian Electoral Commissioner had
denied BreastScreen access to the Victorian roll on privacy grounds.

42, DHS&H, Progress Report, op cit., p4.
43. Transcript of Evidence, p.1399 (DHS&H).

44, Transeript of Evidence, p.1438 (DHS&H).



1.31 A representative of the Victorian Department of Health & Community
Services, noted that the difficulties in accessing the State Electoral Roll had meant
that the recruitment of women in the target age group in Victoria was ‘not
proceeding at a rate which would underpin an efficient and effective sereening
program’. 8

1.32 Under the Commonwealth Electoral Act 1918 the Australian Electoral
Commission cannot disclose the dates of birth or ages of electors, although it may
provide the names and addresses of electors by decade age range, for example
50-59 years, 60-69 years. Similarly, the Commission may provide the names and
addresses of electors who are over a certain ag&,‘m Breastscreen has now obtained
a list of relevant names from the Electoral Roll, although the information is not
available by gender or date of birth.

1.33 During the inquiry the question of whether individuals had raised any privacy
concerns relating to the use of the electoral rolls was raised. In Western Australia,
the Committee was told that the Screening Service had received some complaints
from women indicating that the letter inviting them to present for a sereening was
an intrusion of their privacy. However, in other cases, women had indicated to the
Service that they considered this method of recruitment was entirely appropriate.*’

1.34 Generally, most States indicated that the privacy issue was not perceived to
be a serious problem. In South Australia, the Committee was told that the use of the
Electoral Roll was well accepted by women and that no negative response had heen
received by the screening service regarding its use.*® The Service also indicated
that many positive responses had been received by women indicating that they were
grateful for the Service's invitation in prompting them to make a screening
appointment. The South Australian screening service indicated that about
50 per cent of women invited to city clinics and over 60 per cent invited to the
mobile service using the Electoral Roll information attend for screening on the basis
of the initial letter.*®

1.35 As noted above, all States have now obtained access to their State Electoral
Rolls, except Victoria. While Victoria has obtained access to the Commonwealth
Electoral Roll, the information is deficient in that it is not provided by gender or
date of birth. The Committee believes that it would reduce administrative costs and
assist in the recruitment of women to the Program in Victoria if access to the
Victorian Electoral Roll was provided to the screening Service in that State.

45, Transcript of Evidence, p.1684 (Victorian Department of Health and Community Services).

46. Letter from the Australian Electoral Commission to the Committee, dated 8 February 1994,
pp-1-2.

47. Transcript of Evidence, p.181 (Heaith Department of Western Australia).
48, Transcript of Evidence, p.20 (SABXRES).

49. ibid.



Recommendation
The Committee RECOMMENDS:

1. That representations be made to the Victorian Electoral Commissioner to
obtain access to the Victorian Electoral Roll for the purposes of the screening
Program in Victoria.

2 Publicising the Program

1.36 Another means of facilitating recruitment is to use the print and electronic
media to publicise the Program. Several witnesses sugpested that greater efforts
should be made in the publicity area by disseminating information more widely
about the Program so that women are encouraged to participate in the Program.>

1.37 A representative of the Royal College of Nursing, told the Committee that, in
addition to advertising and the distribution of pamphlets to women, information
should be available in supermarkets, shopping centres, community health centres,
and infant welfare centres. She added:

We would like the publicity or information centres to be identified
where women's lives take them, so that the information is available at
that point. We believe that a lot of people do not get the information,
and that that situation could be much better dealt with and
improved.®

1.38 Another witness suggested that advertising in women's magazines would be
a useful way of providing information about the Program to a wide cross-section of
women in the community.

1.39 Severa) witnesses noted that GPs also have an important role in providing
information about the Program to women. {The role of GPs in the Program is
discussed in more detail in Chapter 5.) One witness suggested that more information
should be provided to GPs because they are able to encourage women to attend for
mammography screening. It was noted that a woman's GP is ‘the biggest single
influencing factor in whether that woman actually attends for screening’.”® One
witness suggested that as about 80 per cent of women attend a GP more than once
a year there exists an enormous potential for the GPs to be actively involved in

50. Transcript of Evidence, p.1346 (RACS, Section of Breast Surgery); p.1053 (St Andrew's
Breast Clinic, Brisbane); p.1554 (Royal College of Nursing).

51. Transcript of Evidence, p.1153 (Royal College of Nursing). See also Submission No.132
(Mrs Simcic).

52. Transcript of Evidence, p.1346 (RACS, Section of Breast Surgery).

53. Transcript of Evidence, p.1053 (St Andrew's Breast Clinic, Brisbane).



recruiting these women for screening.*® The Committee believes that the recent
initiative by the Australian Medical Association (AMA) in launching a women's
health policy, which includes information on breast cancer screening, is
commendable.** The Committee understands that this material will be widely
distributed throughout the medical profession.

1.40 As discussed in Chapter 3, the importance of providing information about the
screening Program to Aboriginal and Torres Strait Islander women and women from
non-English speaking backgrounds was highlighted during the inquiry. It was also
noted that it is vital to access these particular groups through their local
organisations, community health workers and local media outlets.

1.41 At the Commonwealth level, the Department of Human Services and Health
(DHS&H) explained to the Committee that the publicity for the Program has, to
date, been relatively low key. This was to prevent the situation of creating an
expectation among women about the Program where services were not fully
operational.’ However, the Department noted that a number of information
activities have been undertaken. These include the publication of a Program
Information Statement which provides basic information on the Program; an
information kit distributed to all GPs in Australia in 1992; and the development of
a video for women of non-English speaking backgrounds which was screened on
SBS-TV in 1993.%

1.42 Like the Commonwealth approach, most States to date have not been actively
promoting the Program. For example, in Queensland the Committee was told that
the Service has not been promoting the screening Program in a high-profile manner
but has tended to rely on local promotional strategies, such as the local media, visits
to GPs, and talks to women's groups and organisations because the services are still
being established.*®

1.48 Likewise in Victoria, the Committee was told that a large-scale mass media
campaign has not been introduced because screening services are not available in all
areas. In that State the Service has relied on local newspaper advertisements and
“word of mouth’ as the means of recruitment.®®

1.44 A representative of DHS&H told the Committee that the Department now
needed ‘to have a more active publicity and communications strategy, and we are

45, ibid.

46, Transcript of Evidence, p.1391 (AMA).

47. Submission No. 114, p.6.21 (DHS&E).

48,  Submission No. 114, pp.6.21-6.22 (DHS&H).

49. Transcript of Evidence, p.987 (Queensland Department of Health).

50, Transeript of Evidence, p.1106 (Anti-Cancer Council of Victoria).
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looking at that’.*! The Department is currently giving consideration to developing
a national communications strategy for the program designed to reach women,
health professionals and the general public.®

1.45 The Committee believes that a concerted and nationally co-ordinated
information and education campaign should be implemented. This campaign should
include information ahout the Program, emphasising the importance to women of
the early detection of breast cancer, the benefits of regular screenings and the
services offered by the Program. It should also emphasise that the Program is for
‘well” women and that it especially targets asymptomatic women in the 50-69 years
age range. The campaign should be directed not only at women but also at the
medical profession and the community generally. The campaign alse needs to be
targeted at special needs groups, such as Aboriginal and Torres Strait Islander
women and women from non-English speaking backgrounds.

Recommendation

The Committee RECOMMENDS:

2. That the Commonwealth Government, in co-operation with the States and
Territories, undertake a national education campaign promoting the National
Program for the Early Detection of Breast Cancer and that the educational

campaign:

« emphasise the importance for women of the early detection of
breast cancer and the services currently available;

« clarify the limitations of the screening program, emphasising that
mammographic screening is an aid to the diagnosis of breast
cancer but will not prevent the disease;

+ provide information to women and the community generally as to
why the Program specifically targets women aged 50 - 69 years;

+ provide information to women, the medical profession and the
community generally on the difference between diagnostic and
screening mammography; :

» disseminate culturally relevant information about the Program to
Aboriginal and Torres Strait Islander women; and ensure that this
information is widely disseminated through Aboriginal and Torres
Strait Islander organisations, especially through the network of
Aboriginal Health Services; and

51. Transcript of Evidence, p.1440 (DHS&H).
52. ibid.; See also Submission No.114, p.6.22 (DHS&H).
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« disseminate information to women of non-English speaking
backgrounds and women in rural and remote areas.

Accreditation

1.46 All services providing screening and assessment in the Program must be
aceredited in accordance with the National Accreditation Guidelines. These
guidelines are reproduced at Appendix 8.

1.47 The National Accreditation Guidelines were developed by an expert working
group of the National Advisory Committee, consisting of a radiclogist, surgeon,
pathologist, consumer's representative and Program representation including the
Commonwealth. The Guidelines were endorsed by the National Advisory Committee
for the Barly Detection of Breast Cancer in November 1991.%

1.48 The Guidelines cover all aspects of the Program, including education and
recruitment, screening and assessment, data collection and management, training
for staff and program administration and management.*

1.49 The accreditation process includes completion of an accreditation assessment
form which requires information on the screening and assessment service protocols;
the quality assurance program for equipment, readers, data collection and
management; and the qualifications of staff. The State Co-ordination Units (SCUs)
then appoint two independent persons to conduct inspections of the assessment
service. Once full accreditation is given to a screening service, the accreditation is
reviewed at two-yearly intervals.®

1.50 Evidence to the Committee suggested some problems with the accreditation
process. The New South Wales Health Department suggested that there was a need
for greater uniformity in terms of site visits to services geeking accreditation, and
the rigour with which visits are carried out.®® One witness argued that, at least in
the initial stages of the Program not enough attention was paid to training the
accreditors themselves.®” It was noted that ‘whilst one might be a very good
clinician, or whatever it is one does in one's life related to breast screening, it does
not mean you really understand what being an accreditor was, and 1 think that was
a difficulty”.%®

53. Subrlnission No.114, p.5.8 (DHS&H).

54. See NPEDBC, National Accreditation Guidelines, November 1991, pp.11-34.
55, ibid., pp.40-1.

56. Transcript of Evidence, p.384 (NSW Health Department).

57. Transcript of Evidence, p.1136 (BreastScreen).

B8. ibid.
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1.51 One submission argued that the accreditation requirements are too detailed
and intrusive, especially in relation to the volume of data and other material
required for accreditation.’® The submission noted that:

The requirements for accreditation are complex and frequently
unattainable. The process has involved the establishment of a National
Accreditation Committee, Individual State Accreditation Committees
and Site Inspection Teams. The procedure includes the preparation of
a substantial volume of data ranging from socic-economic
considerations to details of the type of cancer detected, The insistence
on an Accreditation process of this complexity is a unique imposition
in the management of an individual disease in Australia.%

1.52 One witness also suggested that the guidelines needed to be more flexible,
especially in relation to the accreditation of centres in rural areas.’! It was noted
in this regard that, in some circumstances, the accreditation guidelines preclude
using existing facilities in rural areas which necessitates having to use expensive
mobile services.

1.53 The Committee notes, however, that the accreditation guidelines set high
standards for the Program as a whole and any suggestion that a lower standard of
facilities in rural areas is somehow acceptable, is not appropriate and negates the
purpose of the standards set by the accreditation guidelines.

Data Collection

1.54 FEffective data collection and management is essential to the overall
effectiveness of the Program. Consistency and compatibility of the data collected is
necessary to monitor overall program performance. The SCUs have the role of
ensuring that a database of individual women screened in the respective States is
established and maintained.

155 A Minimum Data Set (MDS) has been established, the purpose of which is to
collect the minimum items of data that will be collected on each woman, although
some States have chosen to collect additional information, such as information on
recruitment.

156 'The States and the Australian Capital Territory provide information to the
Commonwealth on the following data:

«  monthly numbers of women screened, by initial and re-screen status;

59. Transcript of Evidence, p.1825 (RACS, Section of Breast Surgery).
60. ibid.
61. Transcript of Evidence, p.1136 {BreastScreen).
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+ quarterly data on numbers screened, by age group, and details of rates of recall,
referral for open biopsy and cancers recorded;

.  six monthly aggregate data on women of non-English speaking backgrounds or
Aboriginal origin; re-screen intervals; notification times, procedures performed
during assessment and number, type and size of cancers detected;

«  service profile data on the catchment size, urban/rural profile of each screening
service; and

» financial data on each Service.5?

157 The SECU report recommended the use of uniform computer software in
order to have comparable data returns to facilitate uniform auditing and
evaluation.’® To meet this objective, a national system, NATSCREEN, has been
introduced. This manages all data from the initial invitation and booking, through
all subsequent procedures, to recall in two years time. It enables the greater part of
the MDS to be collected at the screening and assessment centre level. The system
is being used by all States and the Australian Capital Territory, except New South
Wales and Western Australia.*!

1.58 During the inquiry, concerns were raised at the delays in implementing the
data collection system, the value of the information collected and the degree of
uniformity and comparability of the data collected.

1.59 Several witnesses noted that delays occurred in establishing the State-wide
data systems, due especially to the modifications needed to suit the requirements of
some States, especially Queensland and Victoria.%® In Queensland and Victoria the
data management system to collect the information required for the MDS only
became operational earlier this year.

160 Some witnesses argued that there is a need for some rationalisation of the
information collected in the MDS.% A witness suggested that ‘too much’
information was now collected.®’ One submission argued that a modified and
simpler data set could provide the essential information necessary to menitor and

62. Submission No.114, pp.6.17-6.18 (DHS&H).
63. SECU Report, op.cit., p.9.

64. Submission No.114, p.6.1¢ (DHS&H). NSW and WA have modified their existing computer
gystems to perform the same functions as NATSCREEN.

65. Transcript of Evidence, p.384 (NSW Health Department); p.1714 (RCPA).

66. Transcript of Evidence, p.1737 (Pathology Reference Group); p-255 (Dr Frayne); p.1502 (Dr
Williams}).

67. Transcript of Evidence, p.1737 (Pathology Reference Group).
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record the results of the Program. It was noted that the MDS currently comprises
76 pages of definitions, codes and coding instructions, the administration of which
requires a substantial number of personnel and which consumes a significant
proportion of the cost of the Program.®® A further discussion of the costs associated
with the Program is given in Chapter 6.

1.61 A witness told the Committee that 15 sheets of information need to be filled
out — 7 sheets of information are required to be filled out for every patient attending
a screening centre and the other 8 sheets are for each woman recalled for
assessment.®®

1.62 The Committee also received evidence that there was a lack of uniformity in
data collection. The Chairman of the Intercollegiate Committee, noted that there ‘is
not a uniform software package or a uniform set of forms so you can get things and
quickly compare them, and that is a pity. ... If I move from Victoria to another State,
that State will be using a different set of forms altogether and they may ask slightly
different questions and collect slightly different data, so the comparison is not as
gasy as it would be otherwise’.” The inclusion of symptomatic women in the
Program will also create problems in interpreting the data collected (see Chapter 4).

1.63 The DHS&H noted that national agreement has now been reached on the
data items to be collected by each Screening and Assessment Service (SAS) and that
this should ensure consistency and comparability in the data collected by the States.

1.64 'This should also facilitate a more effective system of monitoring and
evaluation of the Program by State and Territory Co-ordination Units and also by
the National Co-ordination Unit (NCU).

165 The Committee believes that the collection of such a comprehensive set of
data provides a valuable research resource and a unique opportunity for the
collection of national statistics as they relate to the screening program. The
Committee considers that the data collected by the States and Territories should be
provided to the National Breast Cancer Centre, which is to be established
independently of the NHMRC, for analysis and further research.”! The Committee
believes that this would complement the Centre's other functions, that include, inter
alia, developing treatment protocols, providing a clearing house on best practice and
providing information to the community generally on issues related to breast cancer.

68. Transcript of Evidence, p.1324 (RACS, Section of Breast Surgery).
69. Transcript of Evidence, p.1502 (Dr Williams).
70. Transcript of Evidence, p.1276 (Intercollegiate Committee).
71. See also Paragraph 7.72.
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Recommendation
The Committee RECOMMENDS:

3. That the State and Territory Co-ordination Units provide data
collected relating to the screening Program to the National Breast
Cancer Centre for further analysis and research.

Administration of the Program

166 In relation to the administration of the Program, concerns were expressed
during the inquiry about the administrative costs of the Program and the possible
‘bureaucratisation’ of the Program.

1. Administrative Structure

1.67 The administrative structure of the Program at the Commonwealth leve]
consists of a National Co-ordination Unit, located within DHS&H. This Unit is
responsible for the overall implementation of the Program by providing a central
co-ordinating function and a monitoring and evaluation role.

1.68 At the State and Territory level there is a State or Territory Co-ordination
Unit (SCU) which is responsible for the administration and implementation of the
Program in accordance with a State Plan agreed between it and the Commonwealth.
The State and Territory Units are responsible for the location of the Screening and
Assessment Services, the mix of mobile and fixed screening units, the public/private
mix of services, recruitment, accreditation, financial and data management and
State/Territory monitoring and evaluation. As noted in Paragraph 1.22, SCUs are
located within the State Health Departments except in New South Wales and
Victoria.™

1.69 The National Advisory Committee for the Early Detection of Breast Cancer
was established in 1991. The Committee advises the Commonwealth and States and
Territory Health Ministers on the implementation of the Program. Its membership
includes State/Territory and Commonwealth representatives and professional and
consumer representatives. The Committee has approved a number of working groups
to facilitate its work in such areas as accreditation and education and information.

1.70 Each State and the Australian Capital Territory has an Advisory Committee
with representatives from professional and community groups. In Victoria there is
a Board of Management.”

72. Submission No.114, pp.5.5-5.6 (DHS&H).
73. ibid., p.5.6.
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2 Administrative Costs

1.71 One submission noted that there is always a concern that with a program the
size of the screening Program that the bureaucratic and administrative costs will be
excessively high and that a disproportionate amount of the funds available for
screening will be directed to administration rather than be available for the
provision of screening services.”

1.72 1In particular, one submission argued that the administrative costs of the
Program were up to 50 per cent of funding.”™ This figure is, however, not borne out
by data provided by DHS&H nor by information provided by several States.

1.73 The Department advised the Committee that the National Co-ordination Unit
has a total staff of seven, with an annual running cost of approximately $400,000.
Expenditure on natienal activities for accreditation, monitoring, evaluation,
communication, and training totalled $300,000 in 1991-92 and almost $900,000 in
1993-94. The Department also stated that the proportion of total Program funds
spent on administration will decrease over time.” Departmental running costs
account for four per cent of total Program costs.”

1.74 Some concerns were also expressed at what was seen to be the high
administrative costs of the State operations. The Department, however, advised the
Committee that the current Commonwealth/State Agreement sets a maximum
expenditure on each State Co-ordination Unit at $450,000 per annum, with a
maximum of $950,000 to be spent over the first three years of the Program. Of the
original commitment for the first three years this represents a maximum of
10.5 per cent out of the funds available to the States and Territories. The funds are
for the management of ail State-wide functions including policy, planning and
financing, service delivery co-ordination, accreditation, training, monitoring,
evaluation, publicity and recruitment.”® The Committee was told that in
Queensland, funding for the State Co-ordination Unit represents 5 per cent of the
total funds spent in the State on the Program.” In Victoria, co-ordination activities
represent 4 per cent of the total State budget.*

74. Transcript of Evidence, p.1266 (Intercollegiate Committee).
75, Transcript of Evidence, p.1542 (RACR).

76. Additional information from DFS&H to the Committee, dated 18 February 1994, p.1. See
also Transcript of Evidence, pp.1443-4 (DHS&H).

77. DHS&H, Progress Report, op. cit., p.16.

78. Additional information from DHS&H to the Committee, dated 18 February 1994.
79. Transcript of Evidence, p.998 (Queensland Department of Health).

80. Transcript of FEvidence, p.1140 (BreastScreen).
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3. * Bureaucratisation’ of the Program

1.75 Some concerns have been expressed during the inquiry in relation to what is
seen as the excessive *bureaucratisation® of the Program. One submission expressed
some concern in this regard in the following terms:

One factor which has contributed to the costs of the National
Screening Programme is the bureaucratisation of the service, with a
proliferation of committees, guidelines, directives, and data collection
services, all of which account for a substantial share of the overall
costs of the programme !

1.76 Another witness criticised the imposition of * yet another health bufeaucracy ’
in addition to the existing Commonwealth and State health bureaucracies.

1.77 However, a number of witnesses argued that a bureaucratic structure (and its
associated administrative costs) is an essential element to the effective operation of
the Program.

1.78 One witness noted that any public health measure, such as the breast
screening Program, requires a certain administrative structure for data collection,
quality control measures, and centralised recruitment — each of which entails a
cost.?3 It was also noted that these considerations are not considered impertant by
many in the medical profession whose orientation to medicine is one of
individualised care and not the provision of public health medicine 3

Conclusion

1.79 The Committee does not believe that there has been an excessive
‘bureaucratisation” of the Program to date mor does it consider that a
disproportionate amount of funding has been directed towards administration rather
than to the provision of screening services. The Committee believes, however, that
administrative coste need to be kept under review so that the main purpose of the
Program, that is, to offer a screening service to all eligible women, remains the
primary focus of its operations.

81, Transcript of Evidence, p.1324 (RACS, Section of Breast Surgery).
82. Transcript of Evidence, p.1458 (Dr Williams).

83. Transcript of Evidence, p.843 (Wesley Breast Clinic, Brisbane).
84. ibid.
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CHAPTER 2

OPERATION OF THE PROGRAM

21 The Program's effectiveness depends, in large measure on the nature of the
physical and human resources devoted to it. This chapter examines aspects of the
operation of the Program including the physical aspects of the Program — dedicated
centres/mobile units; mammographic equipment; and aspects of staffing, including
supply and demand factors relating to the number and distribution of radiographers,
radiologists and breast physicians. This chapter also discusses the adequacy of
counselling and support services.

Dedicated Screening and Assessment Services

29 A network of dedicated Screening and Assessment Services has been
established in all States and the Australian Capital Territory. The Screening and
Assessment Services consist of screening units, which may either be fixed or mobile
units, and assessment centres. Both sereening and assessment may be provided at
the one fixed location. The units are located in health centres, shopping centres,
specific purpose buildings and private radiology premises. The Services maintain a
computerised data base of client records.”” This information is used for the recall
of women at appropriate intervals and for the monitoring of the Services'
performance.

2.3 In the more highly populated States there are between 8 and 11 Screening
and Assessment Services, whereas in South Australia, Western Australia and the
Australian Capital Territory there is only one Service. Services are delivered in a
mix of public and/or private sector institutions.’” All services, however, are
required to be accredited and to meet the same standards and to provide the same
data returns to the relevant State Co-ordination Units.*®

1. Screening
94 The Committee visited screening and assessment centres in Adelaide and

Brisbane in November 1993 to observe first-hand the screening process. The
Committee was impressed by the standard of the facilities available and the

85. See Chapter 1.

86. Submission No.114, p.5.5 (DHS&H).

87. Services are located in both the public and private sectors in New South Wales, Victoria,
Queensland, Western Australia and Tasmania and are located in the public sector in South
Australia and the Australian Capital Territory. See Chapter 6 for further details.

88. Submission No.114, p.5.3 (DIIS&H).
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dedication and commitment of the staff. In informal discussions with the personnel
at the centres it was able to gain a fuller appreciation of the nature of the screening
services available. Individual members of the Committee have also taken the
opportunity to visit screening and assessment centres in several States recently.

25 As noted in Chapter 1, the screening program specifically targets
asymptomatic women aged 50-69 years (although women aged 40 years and over are
eligible for screening). Under the Program women are invited to attend for screening
every two years, This may be by personal invitation or more generalised recruitment
methods. Many women attend on the advice of their GP, although a formal referral
is not required. A woman's GP is notified of the results of the screening
mammograph (subject to her consent). This is to assist the GP to make an informed
response to any questions or concerns a woman may have, especially when further
assessment is required. Screening units are required to provide women with easily
understood information about the screening process. Written consent is obtained for
the procedures and for the collection of information for recall, monitoring and
evaluation. All women are screened by two-view mammography (that is, a
mammogram taken from two different angles) by specially trained radiographers.
The films are read, usually, at the assessment centre, by two or more readers. (This
issue is discussed further in Chapter 5.) Both readers are trained in screening
mammography and are expected to meet the same performance standards. In over
90 per cent of women screened no evidence of cancer is detected. Between 5-10
per cent of women are recalled for assessment.

2. Assessment

26 The assessment service is usually located in or near hospital facilities.
However, where practicable, the services may be located in areas in close
geographical proximity to their clients. Assessment is undertaken by a
multidisciplinary team consisting of at least a radiologist, surgeon and pathologist
(with special skills in the detection of small cancers), and often a breast physician.
A written report of the results of the assessment is notified to 8 woman's nominated
GP. Trained counsellors are also available to provide counselling and support for
women. The multidisciplinary team has primary responsibility for quality control
and management of sereening and assessment procedures.

27  The multidisciplinary approach is considered critical to ensure high quality
and to minimise the number of invasive procedures for women. In most cases the
multidisciplinary team will either make a definitive diagnosis or be able to reassure
the women during the assessment visit that no cancers have been detected. In a
small number of cases an open (surgical) biopsy (that is, the surgical removal of a
sample of breast tissue) will be necessary to reach a definitive diagnosis. (A
discussion of the issues relating to open biopsy is given in Chapter 7)

28 In those States which do not include open biopsy as part of the Program, the

woman will be referred to the public sector breast clinic if appropriate, or to her
general practitioner for referral for histological investigation. If cancer is diagnosed,
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the women will be referred to her general practitioner, or (in consultation with her
nominated general practitioner), to a surgeon specialising in breast cancer.®®

3. Appropriate Use of Mobile Vans

29 Some concerns were expressed during the inquiry in relation to the placement
of mobile units in urban settings. Particular concerns were expressed about the use
of mobile vans in the Brisbane metropolitan area. Several witnesses stated that it
was an inappropriate use of this facility.*

2.10 One witness noted that women in most metropolitan areas can access fixed
screening units without much difficulty. The witness also noted that it was a better
use of resources to concentrate the mobile units in rural areas where access to
screening services is more difficult for women.” Another witness also raised the
issue of the lack of privacy, and the possible lack of dignity - from a woman's point
of view - that goes with using mobile units in metropolitan areas,®

2.11 The Committee believes that mobile units play an important role in
facilitating access to screening for women in rural areas (see Chapter 3), but it may
be inappropriate to use mobile units in certain metropolitan areas where there are
already fixed screening units available. However, in some metropolitan areas,
especially where there is a lack of public transport, the availability of mobile units
can play an important role in ensuring access to screening services. The Queensland
Department of Health noted that many older women, and especially those in socio-
economically disadvantaged situations, such as widows and pensioners, would not
travel considerable distances by public transport to be screened without access to
mobile units.®® One witness also noted that when mobile units were used in urban

settings the service was able to achieve *extremely high levels of participation’ M

Marmmographic Equipment

2.12 It is important that high quality mammegraphic equipment be available for
screening purposes and that this equipment be maintained in good working
condition. Poor quality films from poorly maintained equipment result in poor image
quality and an increased likelihood of inaccurate assessment, multiple films being
required and a high recall rate.

5. ibid., pp.5.4-5.5 (DHS&H). See also Chapter 5.

90. Trapscript of Evidence, p.826 (Professor McCaffrey); p.858 (Wesley Breast Clinic, Brisbane).
9l1. Transcript of Evidence, p.826 (Professor McCaffrey).

92, Transcript of Evidence, p.858 (Wesley Breast Clinic, Brisbane).

93. Transcript of Evidence, p.982 (Queensland Department of Health).

94. ibid.
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2.13 Evidence presented to the inquiry suggested that the standard of equipment
was generally good.*® The Committee was told that radiology equipment is checked
regularly by radiographers with the chief radiographer having an overseer role.%

1 Distribution of Equipment

214 The Australian Radiation Laboratory (ARL) undertook a survey of
mammography units in Australia; the survey identified 267 mammography units.
The response to the survey was incomplete, with the ARL estimating that the
response represented about 90 per cent of the total number of units. The
distribution by State and Territory of the units identified in the survey was: New
South Wales (89); Victoria (80); Queensland (48); South Australia (19); Western
Ausgt'%ralia (13); Tasmania (8); Australian Capital Territory (6); Northern Territory
(4).

2.15 A more recent study published by the ARL of the geographical distribution
of mammography equipment throughout Australia shows that there is a
concentration of X-ray units around the major capital cities and coastal areas, with
few units located in rural areas.?® A breakdown of the number of units on a State-
by-State basis is given in Table 1. The table shows that there is a fairly even number
of X-ray units on a per capita basis with the exception of Western Australia, wh1ch
has about half the number of machines per capita of the other States.®® The
urban/rural imbalance in the number of mammographic units was illustrated by
information provided to the Committee by the Victorian Department of Health and
Community Services. The Department noted that of the 122 mammography units
registered in that State, 92 units were located in the metropolitan area whilst only
30 units were located in rural areas.'®

95. Transcript of Evidence, p.250 (Dr Frayne).

96. Transcript of Evidence, p.1236 (AIR).

97. The total number of units was 267. The ARL survey did not provide information on the
number of units available for screening purposes solely - the units may be used for diagnostic
or other uses. For details of the ARL survey see ATH, Screening Mammography Technology,
ATH, Canberra, 1990, p.11.

98, ARL, Radiation Doses from Mammography in Australia, May 1991, pp.18-19.

99 ibid, pp.18-19, 41.

100.  Additional information from the Victorian Department of Health & Community Services,
dated 8 April 1994, p.3.
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TABLE 1
GEOGRAPHIC DISTRIBUTION OF MAMMOGRAPHIC UNITS, 1989-1990

Population Number of No. of Units

State '000s Mammography per 100,000
Units

NSW 5,612 85 1.52
VIC 4,208 Yl 1.83
QLD 2,676 49 1.84
WA 1,500 13 0.86
SA 1,394 18 1.29
TAS 447 7 1.46
ACT 266 5 1.87
NT 156 4 2.56
AUST 16,259 258 1.59

Source: ARL, Radiation Doses from Memmography in Australia, May 1991, Table 3, p.41.
2 Role of the Commonwealth and the States

216 DHS&H advised the Committee that the States and Territories are
responsible for the distribution and quality of mammography equipment. The
various State and Territory radiological licensing boards exercise control on quality
and safety through requirements concerning standards, safe installation and use by
qualified personnel.'® In Victoria, the Radiation Safety Section of the Department
of Health and Community Services keeps a register of all radiography equipment in
the State. The register includes details of the manufacturer, model, type and location
of the unit.'%

2.17 As to the Commonwealth's role, the Department noted that it is limited to
special purpose funding to each State and Territory for the screening Program. The
Department noted that as part of the evaluation of the Program it hopes to conduct
an audit of all equipment used in the Screening and Assessment Services during the
next two years.m3 :

101.  Additional information provided by DHS&H, dated 18 February 1994, p.3.

102. Additional information provided by the Victorian Department of Health and Community
Services, dated 8 April 1994, p.3.

103.  Additional information provided by DHS&H, dated 18 February 1994, p4.
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Staffing

2.18 An adequate supply of qualified staff is essential to the effective operation of
the screening Program. Issues relating to the numbers and distribution of
radiographers, radiologists and breast physicians are discussed in the following
section.

1. Radiographers
Numbers

219 The Committee received a range of diverse, and often conflicting, evidence on
the availability of radiographers in Australia. For example, some evidence suggested
that there was a shortage of radiographers on a State-wide basis in New South
Wales!™ and Victoria.!® A shortage of radiographers was also noted in rural
areas of Western Australia,'® New South Wales'” and Queensland.'®®
Problems in recruiting sufficient numbers of radiographers were also noted in the
Northern Territory'® and the Australian Capital Territory. However, a witness
representing the Australian Institute of Radiography, suggested that the numbers
of radiographers are sufficient to meet demand, although there are some difficulties
in staffing country areas.!t®

990 The Committee sought the advice of DHS&H, the Minister for Employment,
Education and Training and the Minister for Immigration and Ethnic Affairs
concerning the availability of radiographers. A representative of DHS&H noted the
situation regarding radiographers was ‘unclear’:

There is no adequate central collection of data which would giveus a .
very clear picture. I think the experience of the program has been that
there have been localised difficulties ... In overall terms, it is not easy
to get a very clear picture.'!!

104.  Transcript of Evidence, p.436 (New South Wales Health Department).
105.  Transcript of Evidence, p.1134 (BreastScreen).

106.  Transcript of Evidence, p.169 (Health Department of Western Australia).
107.  Tramscript of Evidence, p.361 (North West Health Service, Tamworth).
108.  Transcript of Evidence, p.812 (Professor McCafirey).

109.  Transcript of Evidence, p.1802 (Northern Territory Department of Health and Community
Services).

110.  Transcript of Evidence, pp.1234,1240 (ATR).
111.  Transcript of Evidence, p.1449 (DHS&H).
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221 The Minister for Employment, Education and Training advised the
Committee that, regarding therapeutic radiographers, there is in general shortage
both in metropolitan and regional areas in Queensland and South Australia only.
However, there are regional supply difficulties in this occupation elsewhere,
including north-west Tasmania (common across most health professions) and
country areas of Western Australia.!!?

222 Given the perceived shortage of radiographers (at least in certain areas),
demand can be met through either training locally or by overseas recruitment.

Training

223 The training of more local radiographers is one possible solution to the
shortage of radiographers. Currently training for radiographers involves a standard
three-year degree course. There is a training institution in each State in
Australia.!®?

224 A witness told the Committee that there was no difficulty in recruiting
students to undertake the degree course. The Institute noted, however, that
‘burnout’ and high staff turnover amongst radiographers are common.'™ In
advice from the Minister for Employment, Education and Training it was also noted
that there is a ‘high wastage’ rate for radiographers. This was attributed to the
work stress, and in part to the structure of the courses in the past which did not
prepare students adequately for the emotional demands of the job.'*®

2925 The Institute of Radiography argued that a structured, consistent, training
program Australia-wide, in dedicated centres in each State, should be
introduced.!’® At present two States, Queensland and South Australia, run
accredited training programs.!'” A one-year post-graduate course in breast imaging
will commence at the Charles Sturt University (Wagga Wagga campus) in July 1994,
The Committee understands that this is the first course of its kind in Australia,
Training issues are dealt with more generally in Chapter 5.

112.  Letter from the Minister for Employment, Education and Training to the Committee, dated
8 March 1994, p.1.

113.  Transcript of Evidence, pp.1239-40 (ATR).
114.  Transcript of Evidence, p.1228 (AIR).

115. Letter from the Minister for Employment, Education and Training to the Committee, dated
8 March 1994, p.1.

116.  Transcript of Evidence, p.1228 (AIR).
117.  ibid, p.1237.
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Overseas Recruitment

226 In addition to training more local radiographers, it is also possible to recruit
radiographers from overseas when there is a shortage.

227 The Minister for Employment, Education and Training advised the
Committee that the skills of overseas qualified radiographers resident overseas
applying for work permits are assessed by migration officers against guidelines
contained in the Department's Procedures Advice Manual. Applications that are not
able to be assessed by migration officers are referred to the AIR in accordance with
a formal agreement between that professional body and the Commonwealth.
Overlsl%as qualified radiographers already resident in Australia are all assessed by the
AIR.

2928 AIR has established procedures for assessing overseas qualified radiographers
which include detailed consideration of their educational qualifications and
post-graduate clinical experience. In addition, for applicants resident in Australia,
or able to visit, a clinical skills appraisal is included as a part of the assessment
process. Resident applicants may also be required to undertake an accredited
bridging course. One witness told the Committee that based on her personal
experience, many overseas-trained radiographers applying to work in Australia are
not as well trained as radiographers in Australia.’¥ The Minister for Immigration
and Ethnic Affairs advised the Committee that there are no conditions placed on
visas with regard to where visa holders may live and work, although certain
temporary resident visas require their holders to seek permission to change
employment or employer. In the case of radiography and other medical occupations,
State government registration requirements may in fact apply conditions with regard
to where the person from overseas is able to practise.!

2929 The Minister for Employment, Education and Training advised the
Committee that in the twelve months from 1 January 1993 a total of 110 overseas
quatified radiographers have applied to AIR for skills assessment and 56 have been
assessed as acceptable.'!

118.  Letter from the Minister for Employment, Education and Training to the Committee, dated
8 March 1994, p.2.

119.  Transeript of Evidence, p.1234 (AIR).

1920. Letter from the Minsiter for Immigration and Ethnic Affairs to the Committee, dated 28
March 1994, p.2.

121.  Letter from the Minister for Employment, Education and Training to the Committee, dated
8 March 1994, p.2.
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Rural Access

2.30 As noted above, evidence suggests that there is a shortage of radiographers
in rural areas. The extent of the problem is difficult to determine as little data are
available. It also appears that there are difficulties in attracting and retaining
overseas radiographers to work in rural areas. The Minsiter for Immigration and
Ethnic Affairs, however, advised the Committee that no data are available with
respeclg 2tco the numbers of overseas radiographers working in rural or remote
areas,

2.31 DHS&H advised the Committee that generally the attraction and retention
of health personnel to rural and remote areas poses a problem. In this regard the
Department noted that the Commonwealth has responded with the introduction of
the Rural Health Support, Education and Training Program which aims to improve
the health of rural and remote communities by improving the recruitinent and
retention of the health workforce through increased education, training and support
opportunities.}*

232 The Committee notes that inadequate data are available to assess, with any
degree of accuracy, the current availability of radiographers in Australia. It appears,
however, that there is a shortage of radiographers in several States and almost
certainly in many rural and remote areas across the country. Given the importance
of an adequate supply of appropriately qualified radiographers for the success of the
Program, the Committee considers that close attention needs to be given to
menitoring the supply of, and demand for, radiographers on a State-wide and
national basis.

Recommendation
The Committee RECOMMENDS:

4, That the supply of radiographers be regularly monitored by Commonwealth
and State and Territory Governments.

2 Radiologists
2.33 Evidence presented to the Committee from several sources suggests that there

is not an overall shortage of radiologists in Australia, but rather an uneven
distribution in their numbers throughout the country.!*

122.  Letter from the Minister for Immigration and Ethnic Affairs to the Committee, dated
28 March 1994, p.2.

123.  Additional information from DHS&H to the Committee, dated 18 February 1994, p.5. See
also Chapter 3.

124.  Transcript of Evidence, p.1433 (DHS&H); p.1579 (RACR).
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2.34 The Royal Australasian College of Radiologists (RACR) noted there are some
1,400 actively practising radiologists in Australia.'®® One witness representing the
College said that the radiologist workforce is adequate although it experienced the
*same maldistribution that all medical practitioners suffer’ 1%

2.35 The problems this maldistribution is causing the Program is illustrated in the
case of Queensland. One witness noted that because radiologists are concentrated
in certain areas of the State it has been difficult procuring sufficient radiology
support in services outside the South-East corner of the State. According to the
Medical Board Register of Queensland, of the 176 radiologists in the State, 149 (85
per cent) are located in the South-East corner, where under 50 per cent of the
women eligible for the Program reside. The remaining 34 (15 per cent) are located
through the rest of Queensland, and of those, most are located in provincial cities
on the coast.!” This suggests a noticeable shortage in the availability of
radiclogists to provide services especially in rural areas.

2.36 The difficulty in attracting radiologists to work in the Program has a number
of causes. One cause is the lack of radiclogists in certain areas, especially rural
areas, as the situation in Queensland illustrates. The Queensland Depariment of
Health noted that other key factors in terms of participation in the Program in
Queensland are the interest and capacity of radiologists to be involved because of
the heavy workload of other radiology services in both the public and private
sectors.'® Quality control considerations also need to be considered with
radiologists working overtime for the sereening program, that is, outside their
normal 9 to 5 jobs.

2.37 The éupply of an adequate number of suitably qualified radiologists is
essential to the success of the Program. The Committee believes that the supply of,
and demand for, radiclogists needs to be closely monitored and assessed.
Racommendation

The Committee RECOMMENDS:

5. That the supply of radiologists be regularly monitored by Commonwealth and
State and Territory Governments.

125.  Transcript of Evidence, p.1579 (RACR).

126,  ibid.

127.  Additional information from the Queensland Department of Health to the Committee, dated
25 February 1994, p.4.

128.  ibid.
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3 Breast Physicians

2.38 Given the shortage of appropriately qualified radiologists in certain areas and
the likelihood that some of those employed by the Program are working excessively
long hours, it has been argued by several witnesses that breast physicians could be
usefully employed as readers of films. Breast physicians, as defined by the Australian
Society of Breast Physicians, are qualified medical practitioners who have worked
for three years full-time in a dedicated breast clinic which is recognised by the
Society.'?® (For a further discussion of the role of breast physicians see Chapter
5.)

239 A submission noted that in the Queensland situation, ‘given the current
shortage of radiologists in regions outside the South East corner and the growing
populations, it is unlikely that film reading requirements for the program can be
fully met by private andfor public sector radiologists in the regions’. In these
situations it may be necessary to employ breast physicians.

240 However, other witnesses argued that breast physicians should not be
employed as film readers as they lack adequate training and the experience of
qualified radiologists.” One witness noted that there are ‘sufficiently experienced
radiologists in Queensland who have a commitment to mammography and
mammographic analysis whose skills have not been utilised’.’** The Committee
believes that in areas where there is a shortage of radiclogists, alternative means of
ensuring the reading of films need to be sought, either through the use of
experienced non-radiologist second readers or through the use of new technologies,
such as teleradiology, whereby an X-ray is taken and the image is transmitted via
a phone connection to a hospital or other facility in a major centre.

Counseliing and Support Services

2.41 The provision of effective counselling and support services is an important
element in addressing the emotional and other needs of women attending a
screening Program and during any subsequent treatment that she may receive. It
is important that all women who attend for screening and assessment have access
to counselling to reduce the level of anxiety and to assist those who are diagnosed
with breast cancer to better cope with their diagnosis.

129, Letter from the Australian Society of Breast Physicians to the Committee, dated
13 May 1994, p.1.

130.  Additional information from the Queensland Department of Health to the Committee, dated
25 February 1994, p.5.

131.  Transcript of Evidence, p.1485 (RACR, Queensland Branch).
132.  Transcript of Evidence, p.1496 (RACR, Queensland Branch).
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1. Counselling

2.42 The National Accreditation Guidelines provide that professional counselling
be an integral component of a dedicated breast screening and assessment service.
Counselling should be accessible to all women who attend a screening centre and all
counselling should be provided by trained counsellors. The Guidelines stress that
emotional support at all stages of the screening process should be provided, but
especially during assessment or if there is a diagnosis of breast cancer. Women with
a diagnosis of breast cancer should be given comprehensive and easily understood
information on treatment options and encouraged to be actively involved in decisions
about these options.!3

2.43 The issue of the adequacy of the counselling available at the time of screening
was raised during the inquiry. It was pointed out that the counselling support
available was generally adequate. One witness noted that ‘the protocols that have
been dlesgeloped nationally and at State level are really very sensitive to that
issue’,

2.44 During the inquiry some witnesses identified a deficiency in the provision of
counselling and psychosocial support after a woman has been diagnosed with breast
cancer. (Treatment issues are covered more generally in Chapter 7.) A Senijor Staff
Specialist at the Royal Hospital for Women, Paddington, speaking from personal
experience, noted that the psychosocial support offered at present is often
fragmented and superficial. He added:

I think that there needs to be a lot of work done on continuing in-
depth support of women with breast cancer and their families.!®

2.45 Another witness noted that what is needed is a dedicated psychologist to work
with women diagnosed with breast cancer and with their families and this contact
should begin when the cancer is diagnosed.’

2.46 The importance of providing adequate psychosocial support was noted by
many witnesses and in several submissions, many of whlch drew on their personal
experiences of confronting a diagnosis of breast cancer.’® One submission noted
that a woman confronted with breast cancer is understandably shocked and
distressed. She is faced with many mental adjustments at a time when she is also
confronted with a number of decisions regarding treatment or surgery. At various

183.  Accreditation Guidelines, op. cit,, pp.21-22.
134.  Transcript of Evidence, p.480 (RHW).

135.  ibid, p.481.

136.  ibid, p.480.

137.  See Submission No.127 (Mrs McKimm); Submission No.22 (Dubbo Breast Cancer Support
Group).
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stages, she will have feelings of denial, rage, guilt and hopelessness. It is during this
pericd that counselling and other support is vital, 13

2 Breast Cancer Support Ssrvices

2.47 Breast cancer support services operate in all State and Territories under the
auspices of local cancer societies. The services provide practical and emotional
support to women with a diagnosis of breast cancer, and support for the families and
carers of breast cancer sufferers. The services provide information about breast
cancer, including current treatment options and prosthesis information and
education to community groups and organisations.’® Some groups, such as the
Cancer Support Association of Western Australia, also provide information and
advice on health therapies complementary to traditional treatment, such as
meditation, nutrition, exercise and positive thinking. 140

2.48 A representative from the Australian Capital Territory Breast Cancer Support
Services, told the Committee how the Service operates in the Australian Capital
Territory. The Service has a breast cancer support group that meets regularly and
provides an opportunity for women to talk with other women in a similar situation
about their experiences of breast cancer. At these sessions information is provided
to the women on such topics as relaxation, diet, nutrition and treatment. The other
support service is provided by trained women volunteers who themselves have been
treated for breast cancer. The aim of this service is to provide hope and
encouragement and an example of successfully coping with the disease.’!

2.49 The important role the support groups play was underlined by the Cancer
Support Association of Western Australia which cited a United States study that
showed that women who attended support services had a significantly better quality
of life and survived on average twice as long as other women who did not attend
such groups.?

250 The Committee believes that it is important that adequate counselling and
support services be available to women, their families and carers from the initial
point of contact with the screening centre through to treatment and beyond. The
Committee considers that counselling and support is especially required for women
diagnosed with breast cancer and receiving treatment for the disease. For those
women, emotional, social and psychological support is essential in coping with this
life-threatening disease.

138.  Transcript of Evidence, pp.456-67 (RHW).

139.  Transcript of Evidence, pp.1692,1697-8 (Australian Capita] Territory Breast Cancer Support
Services). .

140.  Submission No.130, pp.2-3 (Cancer Support Association of Western Australia).
141.  Transeriptof Evidence, p.1693 (Australian Capital Territory Breast Cancer Support Services).
142.  Submission No.130, p.3 (Cancer Support Association of Western Australia).
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Recommendation

The Committee RECOMMENDS:

6. That breast cancer support and counselling services be encouraged and
expanded.
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CHAPTER 3

ACCESS TO SERVICES

3.1 A principal aim of the National Program is to ensure that all women in the
eligible age group, regardless of their geographical location, ethnic background,
Aboriginality or socio-economic status, have equal access to the Program. This
chapter looks at the problems of implementing the Program in rural and remote
areas. The chapter also looks at the problems associated with screening Aboriginal
and Torres Strait Islander women, and women from non-English speaking
backgrounds; and the extent to which these groups participate in the Program.

Rural and Remote Areas

3.2 Implementing the Program in rural and remote areas poses many problems,
especially arising out of the difficulties created by distance, the lack of transport and
the lack of medical facilities in these areas, One witness told the Committee that
‘no-one should underestimate the difficulty in establishing a rural-based assessment
and screening service ... ’.*

3.3  In certain remote areas of the country, such as north-west Western Australia,
Queensland and the Northern Territory {(outside the main population centres) and
the west coast of Tasmania, the problems of service delivery are often compounded
by the problems of remoteness and isolation.

3.4 Asnoted above, the problems of service delivery in remote areas relate in part
to the great distances involved. A witness, drawing on his experience in Western
Australia, noted:

The difficulties related to remoteness are enormous. It involves not just
the actual distance and floods and 45 degree heat; it involves who you
can hire to do the jobs, {and] transport for people from unbelievably
remote areas into wherever the centre may be,'**

3.5 The need for women to travel great distances for screening and assessment
services may also result in personal (including financial), and social dislocation and
family problems.

3.6 The lack of access in rural and remote areas was highlighted during the
inquiry. One witness highlighted some of these concerns.

143,  Transcript of Evidence, p.363 (North West Health Service, Tamworth).
144.  Transcript of Evidence, p.275 (Health Department of Western Australia).
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The way the screening is delivered is the first one, You are likely to
need mobile facilities because you will have small populations which
cannot justify a full-time fixed screening unit. Secondly, recruitment
strategies are a little different and they are easier, in this sense. We
have done our own studies and published randomised trials, looking at
GP recruitment strategies ... compliance is in excess of 90 per cent if
the GP is involved. So we have developed strategies which ultimately
involve GPs in the process.’*®

37 One submission argued that there were considerable delays in implementing
the Program in rural areas.!*® However, it needs to be noted that the Program
aims to be progressively implemented over five years and often the provision of
services is more difficult in rural and remote areas compared with urban settings.
For example, the commissioning of mobile units to service rural and remote areas
takes up to 12 months.*” In addition, some States, especially Queensland, have
adopted the strategy of introducing screening services initially in more populated
areas, before rural services have been established.'*® A representative of DHS&H
did, however, concede that more could be done to extend the program in rural areas,
particularly in relation to the establishment of more screening and assessment
centres in the larger provincial towns.?

Models of Service Delivery

3.8 There are basically two models of service delivery in rural and remote areas
— one is to bring the service to the client, the other is to bring the client to the
service. The first approach has involved the use of mobile units in rural areas.

1. Service to Chient

39 One submission noted that mobile services represent an effective way to
provide services in remote areas, such as north-west Western Australia, and parts
of the Northern Territory and Queensland because the population density in these
areas is too low to justify the cost of fixed units or any fixed radiological
services.’ Mobile units have been established in New South Wales (7 mobile
units), Western Australia (3 units), Queensland (3 units) and South Australia and
Tasmania (1 unit each).'®!

145.  Transcript of Evidence, pp.735-6 (Professor Forbes).

146.  Transcript of Evidence, p.754 {(RACS, Divisional Group of Rural Surgeons).
147. DHS&H, Progress Report, op. cit., p.5.

148.  Transcript of Evidence, p.923 (Queensland Department of Health).

149.  Transcript of Evidence, p.1432 (DHS&H).

150.  Transcript of Evidence, p.1340 (RACS, Section of Breast Surgery).

151.  Transeript of Evidence, pp.1402-4 (DHS&I).
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3.10 Western Australia has had considerably more experience of sereening in rural
and remote areas than any other program in Australia and now offers screening to
all women outside the Perth metropolitan area. Approximately one quarter of the
target population in Western Australia lives outside the Perth metropolitan area. To
bring women to Perth from these remote areas could cost up to $1000 so it was
decided to develop a screening system based on mobile units. Mobile units now
operate on two-yearly cycles in the south-west, northern and south-eastern regions
of the State. The system involves the use of vans, with trailers attached, each moved
by a prime mover with the added facility of on-board processing of films. The
availability of on-board processing has made it easier to monitor the original and the
additional film views; and it also allows the radiographer to take additional views
at the patient's first attendance if the need arises,'®

3.11 Queensland faces similar problems to Western Australia in providing an
effective screening program, especially in relation to the decentralised population
and remoteness of the State. In relation to the remote north of the State, it is
proposed to provide a screening service for the Cape York Peninsula & Torres Strait
Islands by providing a relocatable mobile unit and an assessment team to travel to
the isolated Aboriginal and Islander communities in that region,!®

3.12 The largely decentralised population outside the south-east corner of
Queensland also poses problems of access to assessment centres. In most instances,
assessment services will be provided in conjunction with a fixed screening unit, but
in the more remote areas, assessment services will be provided at larger centres that
fly in an assessment team to the remote location. '

3.13 The Committee received evidence of problems in relation to the use of mobile
units. In South Ausiralia, it was noted that there is a problem with the high staff
turnover for radiographers in the mobile unit in that State.’® This also has led
to concerns about the quality of the films due to the necessity to retrain
radiographers to staff the mobile unit.'*®

2 Clientt to Service
3.14 In some remote areas it is neither feasible nor practicable to bring the

screening service to the client via a mobile service. For example, in the far west of
Quesensland, it was noted that efforts will be made to provide transport for

152.  Submission No.41, p.2 (Dr Gibson); Supplementary submission No.41, pp.13-15 (Dr Gibson).
153.  Transcript of Evidence, pp.985-6 (Queensland Department of Health).

154.  ibid, p.926.

155.  Transcript of Evidence, pp.64,68 (SABXRS).

166.  Transcript of Evidence, p.88 (SABXES).
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Aboriginal women, in particular, from outlying communities when mobile units are
in the larger country towns to conduct screening services.'®’

3.15 One witness noted, in the Queensland context, that costs could be reduced by
two-thirds by bringing patients to a major centre for screening, rather than
providing a mobile service.!®® The high cost of providing a mobile screening service
was raised during the inquiry. The Northern Territory decided against the
introduction of a mobile screening service because of its high cost — up to $400,000
to set up the van (excluding running costs).1*®

3. Assistance for Travel Costs

3.16 Financial assistance for travel and accommodation expenses is currently
provided by the States and the Northern Territory to assist people in rural areas to
receive medical treatment.’®® The Committee was told that the eligibility eriteria
under these schemes varies considerably.’® However, under the schemes women
are generally eligible for assistance if recalled for assessment or treatment.

3.17 Patients are required to have been referred by a specialist for treatment.
Assistance is payable for transport expenses, for example, the cost of travel by public
transport from the point of referral to the treatment centre, travel by private motor
vehicle (with a reimbursement for the distance travelled) and in some cases, by air
travel, if the patients' medical condition requires it.

3.18 TUnder the Queensland and Western Australian schemes, patients are eligible
for assistance if they reside more than 50 kilometres outside the metropolitan area.
In South Australia and New South Wales patients are eligible if they are required
to travel more than 200 kilometres from their place of residence for treatment, while
in Victoria, eligibility is restricted to persons residing 100 kilometres from a
treatment centre.

3.19 In Tasmania, if treatment is not available locally, patients are eligible for
assistance to travel to Hobart or Launceston. Where specialist treatment is not
available in Tasmania, patients may be eligible for assistance to receive treatment

157.  Transcript of Evidence, p.925 (Queensland Department of Health).
158.  Transcript of Evidence, p.812 (Professor McCaffrey).

169.  Transcript of Evidence, p.1799 (Northern Territory Department of Health and Community
Services).

160. The Commonwealth scheme, the Isolated Patients Travel and Accommodation Assistance
Scheme (IPTAAS) was abolished in 1987. The Commonwealth now provides funding directly
to the States and Territories for their own travel assistance schemes. In NSW the scheme is
calied the Isolated Patients Travelling and Accommodation Assistance Scheme IPTAAS). In
the other States it is often cafled the Patients Assistance Travel Scheme (PATS) or an
equivalent title.

161.  Transcript of Evidence, p.513-4 (Noﬁ:b Coast Breast Screening Program, Lismore),
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on the mainland. In the Northern Territory, if treatment is not available in the local
town, the scheme pays for the travel costs of women required to receive treatment
in Darwin or Alice Springs. The scheme also pays for women to go interstate for
radiotherapy treatment.'®?

3.20 The schemes also provide assistance for accommodation expenses if the
specialist regards it as necessary for the patient to stay overnight for follow-up
treatment. The rates for accommodation vary between States but are generally in
the range of $30-35 per night. Provision also exists in many States for an escort or
attendant to accompany the patient where this is necessary for medical reasons.

3.21 Some deficiencies with the operation of the schemes were noted during the
inquiry. One witness argued that the rate of subsidy payable under the scheme in
New South Wales was inadequate, especially for women living in country areas of
New South Wales and requiring any extended period of treatment in Sydney.!®
It was also noted that the low rate of benefit payable for accommodation costs would
make it especially difficult for women from lower socic-economic groups to afford
treatment. It was also noted that problems exist for women that are excluded from
eligibility under the schemes because they reside in country areas but just cutside
the distance limits imposed by the various schemes. One witness noted that in the
case of New South Wales, patients requiring treatment yet living within a 200
kilometre radius of the treatment centre are excluded from benefits under the
scheme and may not be able to afford the travel and accommodation costs
required.

3.22 Several witnesses raised the possibility of introducing a special travel
allowance to encourage women in rural areas to present for assessment and
treatment. One witness suggested that attention should be given to funding
transport for women, for example, by using local service groups or local health
services to organise transport for these women to attend a screening and assessment
centre.'®® The Northern Territory Department of Health & Community Services
indicated that in the Territory, access for women residing outside the main
population centres could be improved by introducing a scheme that paid for the
transport and accommodation costs for women to come to major centres for
screening.'®® The Committee referred to the problem of ensuring that assessment
would also be available within a reasonable time after screening. However, it was
pointed out that in Darwin it is planned to schedule appointments so that screening

162.  Transeript of Evidence, p.1800 (Northern Territory Department of Health and Community
Services).

163.  Transcript of Evidence, p.1575 (RACR).
164.  Transcript of Evidence, p.513 (North Coast Breast Screening Program, Lismore).
165.  Transcript of Evidence, p.333 (Health Services Association of New South Wales).
166.  Transcript of Evidence, p.1803 (NT Department of Health & Community Services).
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and assessment occurred on the same day or screening on day one and assessment
on the following day.'®

323 Some witnesses did not support the introduction of travel allowances. One
witness argued that such a scheme would be very costly to operate.'® DHS&H
indicated that the current approaches, especially the mobile services, are proving
effective without the need for special transport allowances.

Other Problems of Service Delivery

3.24 Other problems relating to the implementation of the Program in rural areas
were raised during the inquiry. One submission noted a lack of liaison and co-
ordination with many regional facilities and personnel competent to provide
screening and assessment services; and a lack of use made of existing private sector
facilities in some rural areas.’™

3.25 Another witness noted that rural health services are often deficient in many
areas of medical expertise.!”! Another submission, supporting this view, noted the
limited number of medical consultants available in surgery, radiology and pathelogy
in rural areas.!”® Other submissions highlighted the difficulties often experienced
in attracting radiographers to work in rural areas.'™ One submission noted that
it was particularly difficult to attract radiographers to work in mobile units as this
often involved extended periods of time away from home.'™ There are also
problems attracting radiological staff. The Committee was told that in rural areas,
radiologists in private practice often have difficulty in providing reading services to
screening centres.!” (These issues are discussed further in Chapter 2).

3.26 Another witness argued that more formal links should be established between
various country screening centres and central treatment cent‘.r(_ess.”6 This could be

167.  ibid, p.1804.

168.  Transcript of Evidence, p.762 (RACS, Divisional Group of Rural Surgeons).

169.  Transcript of Evidence, p.1432 (DHS&H).

170.  Transcript of Evidence, p.754 (RACS, Divisional Group of Rural Surgeons).

171. Transcript of Evidence, p.339 (Health Services Association of New South Wales),
172.  Transcript of Evidence, p.497 (North Coast Breast Screening Program, Lismore).
173. ibid., p.488; Transcript of Evidence, p.348 (North West Health Service, Tamworth).
174. Transcript of Evidence, p.488 (North Coast Breast Screening Program, Lismore).
175.  ibid, p489.

176.  Transcript of Evidence, p.775 (Dr Renwick).
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facilitated by linking, for example, five country centres with a central treatment
centre with data being exchanged between the centres.

3.27 The Committee believes that access to the Program for women in rural and
remote areas needs to be improved. As noted, access to services in these areas often
requires special and innovative strategies to ensure that adequate access is provided.

Recommendation

The Committee RECOMMENDS:

1. That strategies be implemented to improve access to the Program in rural
and remote areas and that these strategies involve, where appropriate, the
provision of financial assistance to encourage women to participate in the
Program.

Aboriginal and Torres Strait Islander Women
1. Problems of Access

3.28 Aboriginal and Torres Strait Islander women often encounter problems in
gaining access to the screening Program. Some of these problems are associated with
living in rural and/or remote areas. These problems, such as distance and isolation,
were noted in the previous section. During the inquiry, however, the Committee
received considerable evidence to suggest that a major impediment to the successful
implementation of the screening program among Aboriginal and Torres Strait
Islander women lies in the cultural differences between them and the non-Aboriginal
population and the very different health priorities of these women. The Committee
believes that the Program needs to take account of these factors in delivering a
screening service that is relevant and culturally appropriate for Aboriginal and
Torres Strait Islander women. The Committee believes that it is important that the
Program not be ‘imposed’ on Aboriginal and Torres Strait Islander women but that
a suitably modified form of screening program be introduced in consultation with

this group.

3.29 The Committee received evidence that, at least in the Northern Territory, a
modified type of screening program will be introduced. The Northern Territory
Department of Health and Community Services told the Committee that, during
consultations with Aboriginal women, it was made clear to the Department that the
conventional ‘model’ of a screening program was not appropriate to these women.
The Department noted that:

They also told us that they really were not keen on these organ based
programs and they wanted a holistic screening program looking at the
whole of the woman, rather than .. focusing on the cervix today and
the breast tomorrow. Experience in other States has shown .. that
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even where it is promoted very strongly to Aboriginal women, they are still
not particularly interested in breast screening.!

3.30 In response to these concerns the Department noted that in the Northern
Territory the Program will fund a holistic women's health promotion and screening
program that incorporates breast examination and screening for cervical cancer.!™

3.31 Other factors limiting Aboriginal and Torres Strait Islander acceptance of the
Program were noted during the inquiry. One witness noted, for example, that
Aboriginals are reluctant to present themselves for the type of breast examination
required at the usual breast screening clinies. The witness stated that ‘they
[Aboriginals] tend not to report symptoms of breast lumps for a whole host of
reasons. Therefore, they tend to present with rather late disease which patently is
only open to palliative treatment. *17 Another witness also noted that for
Aboriginal and Torres Strait Islanders ‘accepting a screening protocol .. that is
quite formalised, with a ot of questions asked when you arrive and having to go
through a routine are not very acceptable to the population as a group”.'®

3.32 Tt was also noted during the inquiry that the health needs of Aboriginal
wormen are different from non-Aboriginal women and there was a general lack of
interest among Aboriginal women in the screening Program. The Northern Territory
Department of Health and Community Services stated that:

The health priorities of Aboriginal people are different from non-
Aboriginal(s]. ... Aboriginal women have much higher death rates from
much more common sorts of diseases that non-Aboriginal women never
die of these days — or rarely die of these days. For example,
respiratory diseases, circulatory diseases, diabetes, infection and all
those types of things are really common causes of death amongst
Aboriginal women. So they actually identified themselves that there
are a whole lot of other things that they would like to address before
breast cancer. So that was their priority.’®

3.33 Another witness agreed that similar attitudes exist among urban Aboriginals.
The witness noted that breast cancer is probably *very low on their health needs

177.  Transcript of Evidence, pp.1808-7 (Northern Territory Department of Health and Community
Services).

178. ibid.,, p.1782.
179.  Transeript of Evidence, p.780 (Dr Renwick).
180.  Transcript of Evidence, p.793 (Dr Rickard).

181.  Transcript of Evidence, p.1806 (Northern Territory Department of Health and Community
Services).
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list. They have social and economic problems that are of much more major

significance to them” 1%

3.34 Data indicate that cancers in general are a much more common cause of death
among non-Aboriginal women than among Aboeriginal women. Statistics show that
in the Northern Territory cancers are the third most common cause of death for
non-Aboriginal women, while they represent the fifth most common cause of death
for Aboriginal and Torres Strait Islander women. Cancer mortality rates are also
very different for non-Aboriginal and Aboriginal women. While breast cancer is the
most common cause of death from cancer for non-Aboriginal women, cervical and
lung cancer are much more common causes of death than breast cancer for
Aboriginal women. !

3.35 One witness suggested that the incidence of breast cancer among Aboriginal
women may be lower than for the general population. Data indicate that the
incidence of breast cancer among Aboriginal women in the Northern Territory is 11
per 100,000, compared with an incidence of 36 per 100,000 for non-Aboriginal
women.'® One witness suggested that this may be related to their lower socio-
economie status and diet. Research in the United States has found that breast cancer
is more commonly found among women in the higher socio-economic groups.'®

3.36 The lower life expectancy of Aboriginal women may also be a factor in the
lower incidence rate of breast cancer among Aboriginal women. The life expectancy
of Aboriginal and Torres Strait Islander women is 64 years, some 15 years less than
for women generally. In addition, only about half of Aboriginal females can expect
to live to 65 years, compared with almost nine out of ten of the female population
generally.’® One witness noted that, given their lower life expectancy, further
consideration may need to be given to the appropriate age at which Aboriginal and
Torres Strait Islander women should be screened.'®’

2 Numbers Screened

3.837 The proportion of Aboriginal women screened under the Program varies
between States. In Western Australia, 1.72 per cent of Aboriginal women in the 40-

182.  Transeript of Evidence, p.793 {Dr Rickard).

183.  Northern Territory Department of Health and Community Services, Feasibility Study —
Northern Territory Participation in the NPEDBC, September 1991, p.14.

184.  ibid, p.13.

185.  Transcript of Evidence, p.780 (Dr Renwick).

186.  Australian Institute of Health & Welfare, Australis's Health, 1992, AGFPS, Canberra, 1992,
p211.

187.  Transcript of Evidence, p.365 (North West Health Service, Tamworth).
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69 years age group have been screened (compared with their representation of 1.35
per cent of the target population).’® In South Australia, 0.4 per cent of Aboriginal
women in the age group 40-64 years have been screened (compared with their
representation of 0.6 per cent of the target population).’*® In the Northern
Territory, where screening will begin in June 1994, there are 1,100 Aboriginal
women in the target age group of 50-69 years,'#

3 Recruitrmert Strategies

3.38 Several different successful recruitment strategies for Aberiginal and Torres
Strait Islander women were discussed during the inquiry. Most emphasised that
close liaison with Aboriginal and Torres Strait Islander community organisations
and other groups was essential in encouraging Aboriginal and Torres Strait Islander
women to participate in the program. The Committee believes that the Program
should liaise closely with the Aboriginal Health Services (AHSs) in particular. Some
92 AHSs now operate throughout the country and provide a range of services such
as primary health care and health education and promotion. The Committee believes
that the AHSs would be a useful means by which the sereening program could be
promoted throughout the Aboriginal and Torres Strait Islander community.

3.39 Several States indicated during the inquiry the importance of close liaison
with local Aboriginal health workers, community nurses and community health
groups in their recruitment strategies for Aboriginal women.' In South Australia
a full-time promotions and education officer has been employed to develop strategies
to improve access for Aboriginal and other minority groups.'#

3.40 A witness representing the North Coast Breast Screening Program told the
Committee that the Service spends a great deal of time speaking with local
Aboriginals and Aboriginal health workers in the area. The Service also provides
transport for Aboriginal women from outlying areas attending the mobile
service 1%

3.41 In the Northern Territory, rural women, including Aboriginals, will be
specially targeted when the program is introduced. The Northern Territory
Screening Service has recently employed several remote area women's health nurses

188.  Transcript of Evidence, p.162 (Health Department of Western Australia).

186,  Transcript of Evidence, pp.21,79 (SABXRS).

190. Advice from the Northern Territory Department of Health and Community Services, 9 May
1994.

181.  Transcript of Evidence, p.79 (SABXRS); p.180 (Health Department of Western Australia).
192, Transeript of Evidence, p.80 (SABXRS).

193.  Tramscript of Evidence, p.515 (North Coast Breast Screening Program, Lismore).
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and they will have the role of informing Aboriginal women of the availability of the
service and encouraging their attendance.’® The Committee, however, believes
that to avoid a possible duplication of resources, the NT Department of Health and
Community Services should seek to use the AHSs in the Northern Territory to
disseminate information about the Program.

3.42 The Committee believes that more should be done to improve the access of
Aboriginal and Torres Strait Islander women to the Program especially through the
involvement of Aboriginal and Torres Strait Islander community-based
organisations, especially the AHSs. The Committee notes that in several States,
strategies are in place to improve access for Aboriginals and Torres Strait Islanders
— strategies that often involve close liaison with Aboriginal groups and communities
and display a sensitivity to Aboriginal and Torres Strait Islander cultural values.
The Committee also considers that more information should be disseminated to
Aboriginal and Torres Strait Islander communities about the Program and that more
should be done to educate Aboriginal and Torres Strait Islander women about the
benefits of the Program.

Recommendation
The Committee RECOMMENDS:

8. That strategies, sensitive to Aboriginal and Torres Strait Islander cultural
values, be implemented to increase the access of these women to the Program,
and that these strategies involve:

« close liaison with Aboriginal and Torres Strait Islander community-based
health organisations, especially the Aboriginal Health Services; and

e the dissemination of culturally appropriate information about the
Program throughout the Aboriginal and Torres Strait Islander

community.
Women from Non-English Speaking Backgrounds

3.43 Many witnesses suggested that more should be done to target women from
non-English speaking backgrounds. A representative of DHS&H noted that the
dissemination of information to women of non-English speaking backgrounds needs
to be supplemented by culturally appropriate strategies.

Certainly it is a very great problem to reach women of non-English
speaking backgrounds, and the solution is much more than providing
information in multiple languages, because it is not only a matter of
language, it is a matter of culture as well. Most of these efforts have
taken place at the state level, and a number of the programs have gone
out of their way to try innovative approaches to get women from non-

194.  Transcript of Evidence, p.1805 (NT Department of Health & Community Services).
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English speaking backgrounds. Efforts have been made to go into, say
local factories, and some of the programs have women on their staff
who accompany a woman of non-English speaking background through
the program, a woman who speaks the same language and from the
same culture. So there are varying approaches, and I think that, as the
program develops and as we try to increase the amount of recruitment,
there needs to be a great deal of discussion.!%

3.44 Access to the program by women from non-English speaking backgrounds
varies between the States and Territories. In Victoria, 22 per cent of women
screened are of non-English speaking backgrounds, equal to their proportion in the
population;*® in the ACT the proportion screened is 13.7 per cent (compared with
their representation of 18 to 20 per cent of the target population) . and in
Tasmania the numbers screened are equal to or slightly below their representation
in the population.!'®®

Targeting Ethnic Groups

345 Some witnesses suggested that more information needs to be provided to
ethnic groups about the screening program. A member of the South Australian
Multicultural & Ethnic Affairs Commission noted that:

1 would like to see more information given — be it written information,
audio information such as audio-tapes or personal consultation with
the communities. If that were done, those women would be enlightened
about the danger of breast cancer.'®

3.46 Translation of material into various ethnic languages is important in
disseminating information about the screening program. Several States have
developed strategies in relation to the use of translation services. In South Australia,
brochures about the Program have been translated into 15 languages and distributed
via the screening service and through the Ethnic Communities Council and other
ethnic organisations.? In Victoria, information and promotional material has
been translated into 10 of the most common community languages. The consent
forms used for all women who are recalled for further investigation are also
currently being translated into these 10 languages.*™

195.  Transeript of Evidencs, p.1441 (DHS&H).

196.  Transcript of Evidence, p.1129 (BreastScreen).

197.  Transcript of Evidence, p.1750 (Australian Capital Territory Department of Health):

198.  Transcript of Evidence, p.1775 (Tasmanian Breast Screening Service).

199.  Transcript of Evidence, p.81 (South Australian Multicultural and Ethnic Affairs Commission).
200.  Trapscript of Evidence, p.21 (SABXRS).

201,  Additional information from BreastScreen to the Committee, dated 29 March 1994, p.1.
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3.47 The Committee was told that certain ethnic groups, especially the more
recently arrived groups need to be specifically targeted to encourage their
participation in the Program. One witness noted that Vietnamese women are
difficult to attract to a screening program. It was noted that ‘it is more foreign to
their background culture, and it is more difficult to communicate with them® 2%,
Turkish and Arab women were also identified as difficult groups to recruit for
screening.” The Committee was informed that well-established ethnic groups,
such as Italians and Greeks were much less reluctant to attend for screening,

348 The Committee received evidence that it is important in some ethnic
communities to target the male members of the household, so as to ensure that the
women in these ethnic groups attend for screening.?® The Women's Health
Service for the West, Footscray, suggested that this is a particularly useful strategy
in working with Arabic women. It was noted that in working with Arab women ‘it
would he difficult to access the women’ without the cooperation of the Lebanese
Welfare Council, which is composed of men.?®

3.49 Several witnesses noted that close liaison with ethnic organisations, the ethnic
media and migrant health services is also important in encouraging non-English
speaking women to present for sereening. The Women's Health Service for the West
noted that the Service has developed strategies whereby staff work with key people
in the ethnic communities and local women within these communities who are able
to pass on the information about breast screening by word of mouth. It was noted
that this strategy is particularly effective because women in the particular
communities identify more closely with someone from their own community,
especially someone who is not seen to be a ‘health professional’.*

Recommendation
The Committee RECOMMENDS:
9. That strategies, sensitive to the cultural backgrounds and values of women

of non-English speaking backgrounds be implemented to increase the access
of women from these groups to the Program.

202.  Transcript of Evidence, p.793 (Dr Rickard).
203.  Transcript of Evidence, pp.779 (Dr Rickard); p.1254 (Women's Health Service for the West).
204.  Traoscript of Evidence, pp.779 (Dr Rickard); p.1136 (BreastScreen).
205.  Transcript of Evidencs, p.1254 (Women's Health Service for the West).
206.  ibid.
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CHAPTER 4

THE CLIENT GROUP

41 The Program identifies the main ‘client’ group for screening as
asymptomatic women aged 50-69 years. However, issues were raised during the
inquiry as to whether other age groups, especially women aged 40-49 years, should
be actively recruited under the Program and how symptomatic women should be
treated under the Program. This chapter discusses the issues of the appropriate age
ranges for screening under the National Program and the appropriateness of
screening symptomatic women under the Program.

Screening Age

42  The National Program provides that screening be made available to women
aged 40 years and over but that recruitment strategies target women aged 50-69
years. Thus while the Program does not promote screening in the 40-49 age group,
women in this age group are not excluded if they request screening. They are,
however, not personally invited and the State and Territory publicity material about
the Program targets women aged 50-69 years.

4.3 The Accreditation Guidelines require that women be advised of the risks and
benefits of mammography screening. The Guidelines provide that ‘each woman
attending for screening should sign a consent form that clearly outlines the
screening process including the possibility of recall for follow-up assessment. The
women should also be informed in writing that screening does not prevent breast
cancer, nor does it detect all breast cancers’ 297 DHS&H noted that all States and
the Australian Capital Territory advise women that mammography screening is only
of proven benefit to women aged 50 years and over.

4.4  The selection of the age range to be screened under the Program was based
on the SECU Report which analysed the latest overseas scientific studies. The report
concluded that there was an international consensus that mammographic screening
was effective in reducing breast cancer mortality for women aged 50-69 years, but
the benefit for women aged 40-49 was much less clear for a number of reasons which
are discussed below.%®

207.  Accreditation Guidelines, op. cit.,, p.19.
208. Submission No.114, pp.5.10 (DHS&H).
209. SECU Report, op. ait., p.70
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1. Screening Women Aged 40-49 Years

45 A considerable body of evidence to the Committee suggested that women aged
40-49 years should not be sereened under the Program.?’® For example, a
representative of the Intercollegiate Committee suggested that there was no strong
scientific evidence that mass screening of 40-50 year old women is an effective public
health measure in terms of a reduction in mortality.211 A representative of the
Australian Association of Surgeons (AAS) told the Committee that:

The Association feels that the inclusion of this group at the present
state of knowledge is conirary to the scientific evidence that a benefit
is gained. We feel that it also increases the cost of the program by
increasing the number of cases which are difficult to interpret in that
younger age group for reasons of more dense breasts and,
consequently, increases the intervention rate for women who then
derive no benefit.*

46 The National Health and Medical Research Council (NHMRC) has also noted
that the biological differences in the breast tissue of younger women make it more
difficult to detect cancer in the breasts of women under the age of 50 years.?®

4.7 The Council has also concluded that on the basis of scientific data there is
insufficient evidence to suggest the screening of women under 50 years will lead to
a reduction in mortality from breast cancer in this group.

48 The Committee also received some evidence of the problems involved in
screening this group. One witness argued that:

On the negative side, we know that screening that age group results
in a higher recall rate. It results in a higher benign to malignant
biopsy ratio and it results in a lower cancer detection rate. These are
all rather negative features of screening that particular age group 2!

49  Another witness also told the Committee that screening this group may give

210.  Transcript of Evidence, pp.1570-72 (RACR); p.1369 (AAS); p.1388 (AMA); p.1271
(Intercollegiate Committee).

211.  Transcript of Evidence, p.1272 {Intercollegiate Committee).
212.  Transcript of Evidence, p.1369 (AAS).
213. NHMRC, Mammography Guidelines for Women Under 50 years of Age, October 1992, p.1.

214.  Transcript of Evidence, p.1348 (RACS, Section of Breast Surgery). See also Transcript of
Evidence, p.1389 (AMA).
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a false sense of security to these women.?!® As noted at Paragraphs 4.5-4.8, it is
essential that these women be made aware of why the screening program is not
appropriate for this particular age group.

4.10 Despite these arguments, the Committee believes that screening should still
be available to women aged 40-49 years, although they should not be actively
targeted. Several witnesses commented that the evidence in relation to screening
this age group is still inconclugive. One witness noted that:

The data are incomplete, no matter what anyone says, so it is
impossible to make a reasoned decision based on sound data at the
present time. There are good reasons ... for not changing the present
policy 26

411 Another witness suggested that it is important to monitor overseas studies
that are looking into this question before a decision one way or the other is made
in Australia.?'’ The witness noted that recent Swedish data indicate that
mammography screening may not be as effective for women aged 40-49 as previously
thought. He also pointed to current trials underway in the United Kingdom which
are specifically designed to address this issue.*?®

4.12 A recent conference on breast cancer screening in premenopausal women held
in Geneva in September 1993 concluded that the efficacy of screening women aged
40-49 years must be studied further with randomised controlled trials, although the
available data can support a range of age guidelines, including screening from the
age of 40 or from the age of 50 years. It was also announced that an international
breast screening study of younger women aged 40-42 years would be conducted. The
study will involve one million women in the United States and 500,000 in Europe
and will be conducted over a ten-year period to assess the efficacy of mammography
screening for younger women. 2

413 The Committee is concerned that if women aged 40-49 are excluded from the
Program they will continue to receive de facto screening under the Medicare
arrangements which would add to national health costs, and this screening may not
meet the same quality standards as set by the National Program.22

215.  Transcript of Evidence, p.1735 (Pathology Reference Group),
216.  Transcript of Evidence, p.727 (Professor Forbes).

217.  Transcript of Evidence, p.698 (Dr Fett),

218.  ibid.

219.  *Multinational Breast Cancer Screening Conference Hosted by UICC in Geneva’, UICC
News, vol.4, No.4, December 1993, pp.1-2.

220.  Transcript of Evidence, p.698 (Dr Fett); p.1425 (DHS&H).
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4.14 The Committee received evidence that younger women are a particularly
health conscious group and have an expectation that the screening Program will be
available for them.??! The Committee believes that information about the limited
efficacy of mammography screening for this age group and the alternative options
available to these women needs to be much more widely disseminated to these
women.

4.15 Several witnesses commented that women in this age group do not
understand the reasons why they are not being targeted.??? Witnesses suggested
that there needs to be an education campaign, perhaps through GPs and women's
health centres, to explain to women why the Program is neither appropriate nor
beneficial for them.2?® The Committee understands that, in this regard, the AMA
has recently launched a program to disseminate information about the screening
Program to GPs.

4.16 A representative of the Tasmanian Breast Screening Service explained that
a large part of the State's education campaign was directed at this group explaining
the lack of usefulness of screening mammography for this age group.

417 Evidence received by the Committee indicated that women in this age group
have the alternative of paying for a mammogram either at a public or private
medical facility. 225 The RACR noted that women in this age group should not be
in the Program, but if they wished to have a screening performed it ghould be self-
funded.??® However, this option may preclude many women, especially those from
socio-economically disadvantaged groups, from obtaininga mammographic screening.

2 Screening Women Aged 70 Years and Over

4.18 Women 70 years and over are outside the Program's target age group (i.e.
women aged 50-69 years). Some witnesses argued that the Program discriminated
against this group by not including them directly in the Program.22’ Evidence
from some witnesses indicated that women aged 70 and over should be
screened,

221.  Transcript of Evidence, pp.356 (North West Health Service, Tamworth); p.101 {Dr Roder).

222.  Transcript of Evidence, p.1774 (Tasmanian Breast Screening Service); p.1257 (Women's
Health Service for the West).

223.  Transeript of Evidence, p.1735 (Pathology Reference Group).

924.  Transeript of Evidence, p.1774 (Tasmania Breast Screening Service).
225.  Transcript of Evidence, p.1517 (RACR, Queensland Branch).

226.  Transcript of Evidence, p.1573 (RACR).

297.  Transcript of Evidence, pp.1156-7 (Rclyyal College of Nursing).

228.  Transcript of Evidence, p.1214 (Professor McKenzie); p.1232 (AIR).
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419 One witness argued that it reflected an attitude of ageism not to encourage
women 70 years and over to be screened. He also noted that breast cancer was just
as tragic in human terms for an older women as for a younger woman.**®

490 Other witnesses, however, indicated that there was no evidence of a reduction
in mortality from breast cancer by screening women aged 70 years and over. 0
One witness noted:

As women age, the cost benefit or the cost-effectiveness becomes more
adverse, because people have less life expectancy involved.”!

421 ‘The Committee notes that while it may not be effective in terms of lives saved
to screen women aged 70 years and over, in terms of quality of life it does offer a
benefit. The Committee believes that the personal reassurance gained for older
women due to regular access to mammographic screening is also an important
consideration. The Committee also believes that there may be a perception amongst
this age group that they are being unfairly discriminated against by being seen to
be denied access to screening once they reach the age of 70.

Conclusion

492 On the basis of the evidence received the Committee believes that while the
age range for recruitment under the Program should continue to concentrate on
women aged 50-69 years, women outside this age range should also have access to
screening, although they should not be actively targeted.

Recommendation
The Committee RECOMMENDS:

10.  'That the focus of the Program remain women aged 50-69 years, but that
mammographic screening continue to be available to women aged 40-49 years
and 70 years and over.

Screening Symptomatic Women

4923 The screening program is designed to detect breast cancer in asymptomatic
women. The National Program does not encourage women with symptoms to attend
for screening. A symptom may, for example, include a lump or nipple discharge.
Educational and promotional material provided by the States and Territories advise
women who have symptoms to consult their general practitioner. However, if a
woman with symptoms presents to a screening unit she will be screened.

229.  Transcript of Evidence, p.1214 (Professor McKenzie).
230.  Transcript of Evidence, p.870 (Wesley Breast Clinic, Brishane),

231,  Transcript of Evidence, p.699 (Dr Fett).
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424 The National Accreditation Guidelines require Services to have a protocol for
handling symptomatic women. These protocols differ somewhat between States as
to detail. However, in all cases, once the woman is screened, and regardless of the
outcome of her mammogram, she will either be referred to her general practitioner
for follow-up investigation/ongoing management or be recalled for assessment in
accordance with the Service policy.

495 The Committee received considerable evidence suggesting that symptomatic
women be excluded from the Program.® It was put to the Committee that as the
screening program is, by definition, designed to detect breast cancer in women who
are asymptomatic, it is not appropriate for symptomatic women to be included. In
addition, as the data collected from the Program is designed to demonstrate a
benefit for screening asymptomatic women the inclusion of symptomatic women
makes the interpretation of this data difficult.?

426 One submission noted that including symptomatic women in the Program
would substantially increase costs. If such women were to be managed under the
Program they would require assessment. It was estimated that a one per cent
incidence of women with symptoms would generate an increase in up to 20 per cent
in the number of assessments performed under the Program. As assessment is a
costly%};art of the Program, this would generate a marked increase in Program
costs,

Alternatives for Symptomatic Women

427 The Committee recognises that excluding symptomatic women from the

Program poses many problems. Some symptomatic women see the screening service

as offering the advantage of a high quality service and may prefer to be examined

by what they perceive to be as ‘sympathetic’ and suitably trained medical staff

especially if they have been to a GP and are not happy with the advice that they
. have received from that source.

498 Others may be confused by the nature of the health-care system and,
notwithstanding the purpose of the screening program, still consider the Program
as offering a service that should be available to them, especially when they see other
women utilising the service. The Committee received considerable evidence during
the inquiry that there was a lack of understanding in the community generally

232,  Submission No.114, p.5.11, (DHS&H).

233. Transcript of Evidence, p.1272 (Intercollegiate Committee); p.1583 (RACRY); p.828 (Professor
McCaffrey); p.861 (Wesley Breast Clinie, Brisbane).

234, Transcript of Evidence, p.1369 (AAS).
235.  Transcript of Evidence, p.1532 (RACR).
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regarding the difference between screening and diagnostic mammography.236 Still
other women may live in areas where alternative screening services are not readily
available or easily accessible and therefore see the Program's services as providing
a useful health resource.

429 Women who deny that they have symptoms at the time of making an
appointment for screening also present special problems. One witness noted that in
Victoria, up to two per cent of women arriving at centres for screening actually have
symptoms. This is despite the fact that there is a telephone protocol at the
appointments stage which makes clear that if a woman indicates that she has any
kind of symptom then it is suggested that she sees her GP.%" Another witness
noted that symptomatic women who insist on being screened should be screened as
there is a ‘duty of care to that patient .. This is a patient now, it is not a screenee

who has arrived on your doorstep”.%®

4.30 Several witnesses recognised the difficulty in situations where self-referred
symptomatic women present for screening. For example, the Intercollegiate
Committee noted that these women should not be turned away but should have a
mammogram and be directed for proper medical assessment and management in
consultation with their GP.»? The Committee agrees with this approach and also
believes that counselling and advice should also be made freely available by the
screening services to these women.

4.31 The Committee also believes that information on the alternatives open to
women need to be widely disseminated and publicised in the general community and
to GPs in particular. -

432 Women with symptoms who present for screening need to be advised that
Medicare benefits are available for diagnostic mammography. If subsequently found
to have no disease they are eligible for screening under the Program. A witness told
the Committee that, based on her experience, when it is explained to them,
symptomatic women generally accept the advice that the screening Program is not
appropriate for them.**

4.33 The Committee notes that women in rural areas who present at a screening
centre with symptoms present a difficult problem for the Program. One submission
noted that because access to mammographic services is so restricted in many rural
areas, women who present, for example, at 2 mobile clinic need to be accepted under

236.  Transcript of Evidence, p.1030 (AMA, Queensland Branch); p.803 (Wesley Breast Clinic,
Brishane).

237,  Transcript of Evidence, p.1129 (BreastScreen).
238,  Transeript of Evidence, p.1584 (RACR).
239,  Transcript of Evidence, p.1265 (Intercollegiate Committee).
940.  Trapscript of Evidence, p.862 (Wesley Breast Clinic, Brisbane).
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the Program,z‘“ The Comimittee believes that, in these circumstances, they should
be screened but that every effort should be made to direct these women to
appropriate medical services outside the Program.

434 The Committee believes there needs to be an educational campaign directed
at both the general public and medical profession so that women with breast
symptoms are directed along established diagnostic pathways and that the screening
program is not used for the de facto diagnosing of symptomatic women.

435 The Committee considers that the National Program must have a clearly
defined and uniform policy with regard to symptomatic women — its objective must
be to offer mammographic screening to asymptomatic women on a regular basis to
allow for the detection of breast cancer which is amenable to treatment. The
Committee also believes that the Program should offer advice and counselling to
symptomatic women and information on follow-up medical services that are
available. The Committee also considers that the Program needs to provide
mammographic screening to symptomatic women who wish to be screened.

Recommendations '
The Committee RECOMMENDS:

11.  That recognising that the Program is for well women, that symptomatic
women inquiring or phoning for appointments be advised why the Program
is not appropriate for them; and be provided with specific advice and
information regarding the availability of other medical services.

12.  That should symptomatic women present for mammographic screening they
be screened under the Program; and be provided with advice and information
regarding the availability of further medical services.

Women with ldentifiable Risk Factors

436 The Program is designed for well women and therefore makes no provision
for screening women more frequently if they are considered to be at high risk of
developing cancer, have a strong family history of cancer, have had a pre-cancerous
condition or if they have had treatment for cancer in the breast in the past. 2

437 Concern was expressed during the inquiry as to the best way of treating
women with identifiable risk factors and especially whether they should be treated
within the Program or outside it.

438 Much of the evidence presented to the Committee suggested that these women
require ongoing medical care involving regular clinical examination and

241,  Trapscript of Evidence, p.1320 (RACS, Section of Breast Surgery).
242,  Transcript of Evidence, p.1265 (Intercollegiate Committee).
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mammography and that this is best managed outside the National Program by
existing medical services.?t

4.39 The Committee believes that it needs to be emphasised that the Program is
based on a significantly different ethos of health care than the dominant ‘illness’
model of health care — in that the Program specifically targets well women and the
vast majority of women who participate in the Program will still consider themselves
to be ‘well’ after having been through the Program 2

243.  See Transcript of Evidence, p.1265 (Intercollegiate Committee); p.1320 (RACS, Section of
Breast Surgery); p.1736 (Pathology Reference Group).

244.  See recommendation at Paragraph 4.35.
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CHAPTER 5

OPERATIONAL EFFECTIVENESS OF THE PROGRAM

‘This chapter will examine the operational effectiveness of the Program in terms of
the guality of staff and staff training; and the quality of service provision with
special emphasis on the role of GPs in the Program and the use of non-radiclogist
readers.

Training

5.1  Staff employed in screening and assessment centres need to be suitably
qualified professionals with a high level of competence in their respective fields of
expertise. The Accreditation Guidelines state that medical personnel must have the
accreditation status or appropriate qualifications as defined by their respective
Colleges; radiographers are required to be fully trained in screening mammography
through training courses accredited by AIR. Personnel involved in a counselling role
need to be specifically trained in breast cancer screening, in particular dealing with
anxiety, and discussing with women the outcomes of screening. They should also
refer patients to expert counselling where this is appropriate. Support staff (that is,
receptionists and other administrative staff) need to have participated in specific in-
service training courses on breast cancer screening, that include skills training in
dealing with women under stress.”®

52  Training is primarily a State/Territory responsibility and $1.54 million has
been allocated by the Commonwealth for this purpose over the period 1991-92 to
1993-94.%6 Much of the training is conducted within the services, with specialist
radiographer training courses developed in Queensland, Victoria and South
Australia. Victoria and New South Wales have conducted multi-disciplinary training
courses which have been attended by personnel from interstate. These were followed
by single speciality courses, which have also been conducted in Western Australia.

53 In an effort to promote consistent national training standards the
Commonwealth has sponsored the development of a national training package which
will be available to all States/Territories. The training package involves the
development of single-disciplinary and multi-diseiplinary training programs. The
purpose of multi-disciplinary training is to provide training in the theoretical aspects
of population screening and to provide a forum for an understanding of the
significance of a team approach and the various elements of the screening process.
The single-disciplinary courses will focus on more specific theory and practice. These
courses will be available to all groups within the Screening and Assessment Services
team including radiologists, radiographers, pathologists, surgeons, program

245, Accreditation Guidelines, op. cit, pp.18-19.
246. DHS&H, Progress Report, op. cit.,, p.8.
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managers and clerical staff.**” All States and the ACT have accepted unmatched
Commeonwealth funds to develop and implement State training strategies consistent
with the national approach. This will involve continuing education as well as multi-
disciplinary and single-disciplinary theoretical programs using the national training
packages.

1. Radiographers

5.4 At present there is a standard three-year degree course for the training of
radiographers; there is one training institute for radiographers in each State 8

55 The Committee received some evidence that the training needs of
radiographers in the Program need to be more adequately addressed. A
representative of the Australian Institute of Radiography, for instance, argued that
‘burnout’ and high staff turnover among radiographers is a continuing problem in
the Program. The Institute proposed that a structured, consistent training program
Australia-wide in dedicated centres in each State needed to be introduced. The
Institute also argued that continuous training programs as part of post-graduate
studies are needed.”® As noted in Paragraph 2.25, the Charles Sturt University
(Wagga Wagga Campus) will begin a post-graduate course in breast imaging in July
1994,

56 The Committee was told that the current state of mammographic radiography
training is ad hoc. One witness noted that:

There is plenty of theory component offered, either in a multi-
disciplinary aspect, or in each State with specialist visitors coming
from overseas. But the actual, practical hands-on training for
radiographers is very ad hoe, still. It is mostlivmdone in each State in
the pressurised screening clinic environment.

57 The Institute explained that radiographers need to be trained in a
non-pressurised dedicated environment ideally involving at least a three week
induction training period to enable them to fulfil their role in a screening clinic
environment.?!

247.  Submission No.114, pp.6.16-6.17 (DHS&H).
248.  Transcript of Evidence, pp.1239-40 (AIR).
249.  Transcript of Evidence, p.1228 (AIR).

250.  ibid, p.1229.

951, jbid, p.1228.



2 Radiologists

5.8 Radiologists complete a five year specialist training program in radiology,
upon completion of their medical degree course and two-year residency training. The
RACR noted that many Australian radiologists have visited overseas secreening
centres to increase their knowledge of mammography screening and several overseas
experts have visited Australia in the last several years and their courses have bheen
attended by many radiologists. The College currently has an extensive training
curriculum in mammography in its registrar course, and many training registrars
are exposed to screening mammography during their training.

59 The Committee, however, received evidence that radiologists are not
necessarily adequately qualified to perform screening mammography work. One
submission stated that the skills involved in reading mammographic films,
particularly screening films, are very dependent on experience. For most radiologists
this is only a very small part of their total practice and so the extent of their
experience and competence may be ‘significantly limited’.?® A witness
representing the RACR acknowledged that ‘we feel that special training is required
even for a radiologist in screening mammography. We train our trainees in
mammography now but the technique of screening mammography requires some
further training’.** The RACR envisaged that a short training course, perhaps
over two days, would be beneficial. The course would, in particular, provide an
introduction to the processes and philosophy invelved in a mass screening program.

3. Breast Physicians

5.10 As noted in Chapter 2, the Australian Society of Breast Physicians defines a
breast physician as a qualified medical practitioner who has worked for three years
full-time in a dedicated breast clinic which is recognised by the Society as a training
centre. The Member or Fellow of the Society is required to have documented
evidence of the attainment of the required degree of experience and expertise in
certain nominated skills and to have satisfied the requirements of the Examining
Council of the Society.?® There are nine fully trained foundation members of the
Association and some 65 additional member practitioners in training.

252.  Transcript of Evidence, p.1528 (RACR). The registrar course refers to the five-year training
course for radiologists. A training registrar refers to a training position at a public hospital
in specialist radiology.

253.  Submission No. 90, p.2 (Dr Warren).

254.  Transcript of Evidence, p.1571 (RACR).

255. A Member of the Scciety is required to have demonstrated competency in 3 of the 5 following
gkills: clinical expertise, imaging, counselling, interventional procedures and management. A
Fellow of the Society is required to possess competency in at least 4 of the 5 above skills,
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5.11 The Australian Society of Breast Physicians offers a three year full-time
training course at the Sydney Square Breast Clinic and the Wesley Breast Clinic in
Brisbane. The training involves clinical expertise in breast examination; counselling
skills to deal with the everyday concerns and anxieties of clients; expertise in the
reading of screening mammograms and breast ultrasound images; and expertise in
the sampling of screen-detected abnormalities by ﬁne needle aspiration and core
biopsy under ultrasonic and mammeographic control. 2%

512 Breast physicians are eligible for membership of the Society of Breast
Physicians. There are three categories of membership - Associate Member (member
in training), Member (where mammographic skills are not essential) and Fellow
(where mammographic skills are essential). The nine foundation members of the
Society all qualify as Fellows and all have the necessary mammographic skills. There
are five prospective members coming up for examination in June 1994, They have
acquired the necessary mammographic skills to be classified as Fellows should they
satisfy the Examining Council of the Society. 1

5.13 To be eligible for membership of the Society, Members and Fellows must have
experience with a minitnum of 2000 physical breast examinations, a minimum of
2000 mammograms per year over a two year period and experience in the
interpretation of 500 breast ultrasound examinations over a two year period. They
must also have undertaken a minimum of 200 fine needle aspirations of breast tissue
and have competence in counselling skills and experience in & management role
within the health care system. Associate Members, as members in training, may
have fewer than the number of clinical examinations and interventional procedures
specified for Members or Fellows of the Society.?®

5.14 Some evidence to the Committee suggested that breast physicians were not
sufficiently trained to fulfil their role as film readers. The RACR argued that the
five year specialised training program in radiology uniquely equips radiologists for
this task. The College also suggested that for trained radiologists already qualified
in mammography, any additional training required in screening mammography, will
necessarily be easier for them compared with a non-radiologist, lacking background
knowledge in the area of radiology.?

5.15 Other evidence to the Committee, however, argued that breast physicians are
sufficiently qualified to undertake film reading. In a submission from a radiologist,
it was noted that ‘in all situations where I currently work, the second reader is a
highly trained and competent breast physician’. It was also noted that the skills

256.  Transcript of Evidence, pp.527-28 (Australian Society of Breast Physicians).

257 Letter from the Australian Society of Breast Physicians to the Committee, dated
13 May 1994, p.1,

258. Australian Society of Breast Physicians, Memorandum of Membership Criteria,
December 1993, pp.3-6.

259.  Transcript of Evidence, p.1529 (RACR).
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involved in reading films are very dependent on experience - hreast physicians who
devote their time entirely to this practice may be more suitable than a radiologist,
for whom film reading is only a small part of their work.*®® This issue is discussed

further at Paragraphs 5.30-5.44.
Role of General Practitioners

5.16 GPs have an important role in the overall effectiveness of the Program,
especially in terms of providing women with information about the screening
program, encouraging them to attend the Program, providing support and
counselling (where this is appropriate) to women recalled to an assessment centre
for further investigations and discussing management options with women found to
have breast cancer. Family doctors also play an important role in the follow-up of
patients being treated for breast cancer.

5.17 The Program recognises the important part GPs can play in the Program,
especially in relation to encouraging women to attend for screening. A representative
of DHS&H emphasised that the Program ° appreciates that general practitioners are
an integral and very important part of the Program’.*! Another representative
of the Department noted that:

In the program women are asked at several stages to nominate their GP, if
they wish. ., When services begin, as a matter of practice, they get in touch
and make contact with the local GPs to ensure that there is a relationship
commenced. .. The College.. is an important part of the national advisory
committee, All of that means that we accept that GPs are a vital part of the
process and we encourage the services to include them in the ways I have
deseribed. %62

518 While a doctor's referral is not a prerequisite for attendance at a screening
clinie, the National Accreditation Guidelines require that a woman's nominated GP
be kept informed of the results of screening unless a woman directs otherwise.
Where a woman does not have a GP, and a cancer is detected, she will he
encouraged to nominate a GP or an alternative provider before proceeding to
treatment.

5.19 The importance of GP involvement to the overall success of the Program,
especially in the recruitment phase of the Program, was highlighted by several
witnesses, One witness, noted:

I think it is important that general practitioners are aware of the
issues and the principles of screening and that they are very invoived

260.  Submission No. 90, p.3 (Dr Warren).

261,  Transcript of Evidence, p.1429 (DHS&H).

262.  ibid.
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in recruitment of women to screening programs. There is data that
show quite conclusively that the GP's influence on women who attend
general practitioners is very important in their attending a screening
program, so I would like the general practitioners to be better
informed about screening and its differentiation from diagnostic
mammography. I would like them to be involved very strongly in
recruitment and I would like them to feel as if they were part of the

program. 2

5920 Some witnesses, suggested that referral by GPs to the screening program
should be introduced as a means of increasing GP involvement with patients from
their initia] contact with the Program.”®

521 This proposal may, however, be less than effective as it was pointed out to the
Committee that some women do not have GPs. From evidence presented to the
Committee it is not clear what proportion of women do not have a GP. One witness
suggested it was up to 20 per cent,”® although other evidence suggested the
number was low. The Committee, however, does not support the concept of exclusive
GP referral as it believes it may act as a disincentive for many women to attend the
screening program and would add to general medical costs.

592 Several witnesses also emphasised the role GPs play in the counselling and
management of women with cancer. One submission noted that GPs ‘have a pivotal
role in groviding continuity of care for women who have been found to have
cancer’.”® Many women may wish to discuss the results of their mammogram
with their GP and, in particular, may wish to seek further advice should an
abnormality be detected. The GP is often an important source of information,
support and counselling for women and their families in these situations. GPs also
play an important role in the referral of women to surgeons and other health
professionals. 2’

5923 The Committee, however, received some evidence to suggest that the level of
knowledge of GPs about the Program was deficient and that it was an area that
needed to be addressed so that GPs could play & more effective role under the
Program. The Committee also received some anecdotal evidence to suggest that some
GPs do not fully support the Program nor understand fully the benefits that can
flow from such a Program. :

524 Several witnesses argued that more should be done in the area of general GP

263, Transeript of Evidence, p.856 (Wesley Breast Clinie, Brisbane},

964.  Transcript of Evidence, p.893 (Queensland Medical Women's Society).
265.  ibid, p.892.

266.  Transcript of Evidence, p.382 (New South Wales Health Department).
267.  ibid.
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education.”® One witness noted that ‘I think GPs are undergoing a very steep
learning curve about screening programs. I think many of them started .. with a

very low base*,?*

525 Several witnesses commented that the difference between screening
mammography and diagnostic mammeography was poorly understood by many GPs.
One witness, drawing on her personal experience, noted that:

On our referral form we have diagnostic clinic and in brackets
‘ symptomatic women’; screening program, ‘asymptomatic women’
in brackets — and every day of the week we get a number of
: . 270

inappropriate referrals [from GPs].

526 Another witness stated that ‘enormous numbers of the medical and nursing
profession do not understand the scientific principles of screening .. Clearly, there
is a problem if they do not understand in trying to actually get that message
through them to the community’ .2

527 Other witnesses noted that many GPs are not adequately trained to provide
counselling and support for breast cancer patients. A representative of DHS&H told
the Committee that ‘not all GPs” have adequate training or experience in the vital
area of counselling and support.*

5.28 The need for further education of GPs was again illustrated in evidence from
a witness representing the Health Department of Western Australia. He noted:

QOur concern is that we have a fair bit of evidence of quite
inappropriate ongoing referral from GPs who seem not to understand
what the issues are in terms of further management of breast cancer;
women having quite inappropriate operations by all judgments, that
have been fed back to us after that time.*™

529 The Committee believes that more should be done in the area of GP
education. Program administrators should ensure that information about the
Program is widely disseminated to GPs and that efforts are made to actively involve
GPs, especially in the recruitment aspects of the Program. The Committee also

268.  Transcript of Evidence, p.763 (Divisional Group of Rural Surgeons); p.856 (Wesley Breast
Clinic, Brisbane).

269.  Transcript of Evidence, p.1733 (Pathology Reference Group).
270.  Transcript of Evidence, p.863 (Wesley Breast Clinic, Brisbane).
271.  Transcript of Evidence, p.430 (New South Wales Health Department).
272.  Transcript of Evidence, p.1428 (DHS&H).
273,  Transecript of Evidence, p.273 (Health Department of Western Australia).
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believes that GPs need to be provided with sufficient information to assist them in
their clinical decision-making and in further advising their patients. The Committee
also believes that the Royal Australian College of General Practitioners and the
AMA have a rale in educating GPs and should be actively involved in disseminating
information to GPs about the Program and ensuring that the nature and principles
of the Program are clearly understood by all GPs. The Committee understands that
the AMA has recently launched a program to disseminate information about the
Program to GPs.

Recommendations
The Committee RECOMMENDS:

13. That information about the screening Program be more widely disseminated
to the medical profession, and in particular to GPs; and that the further
education of GPs in relation to all aspects of the Program be given priority.

14.  That the role of GPs in their recruitment and support roles be recognised and
encouraged under the Program.

Use of Non-Radiologist Readers

530 The desirability and practicability of using non-radiologists as film readers
was raised during the inquiry. The Accreditation Guidelines require that all films
be read twice and that at least one of the readers must be a radiologist. Both readers
must be specially trained in screening mammography and both must meet the same
performance standards.”™ This policy is in line with the recommendations in the
SECU Report.?’® Whilst in all States except Queensiand the film reading is done
by radiologists alone, the option exists for States to employ non-radiologists as one
of the two readers; these second readers are medical practitioners with special
training.

5.31 RACR opposes the use of non-radiologist readers in the Program. The College
argued that there are sufficient numbers of radiologists to staff the Program
throughout the country. The College also argued that the Program should use the
considerable body of expertise currently present in the radiological community. They
noted that the diagnostic radiologist is the best qualified person to assess which
technique can most effectively provide a definitive diagnosis and through radiologicat
training and experience in these techniques is the best person to conduct the
interventional procedures chosen.*”®

274,  Accreditation Guidelines, op. dit., p.9.
275. SECU Report, op. cit.,, pp.74-75.
276.  Transcript of Evidence, pp.1528-29 (RACR).
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5.32 However, other evidence received by the Committee suggested that there is
no reason why non-radiclogists cannot be trained to read mammograms as
effectively as radiologists, especially if they are medical practitioners. Indeed, as
noted previously, not all radiclogists have special training in screening
mammography. In addition, many radiologists are employed by the Program to read
films after their normal working hours and this may be less than an ideal situation
from a quality control point of view.

5.33 The SECU report noted that non-radiologist film readers have worked
successfully in trials in the United Kingdom and the Netherlands. Non-radiologists
have also been successfully trained to interpret mammograms in hospital radiology
departments in the United States.2”

534 The RACR, however, noted that there are important medico-legal
considerations involved in employing non-radiologist readers. The College added:

One must realise that the inherent and inescapable false negative rate
of screening mammography is likely to result in medico-legal actions
against the Programme and against the readers of screening films. A
radiologist reading screening films where the second reader is a non-
radiologist would be concerned that any action would more likely be
directed to him as either the only medical practitioner or the only
specialist radiologist reading the films rather than equally to both
readers. The Programme should also be concerned that the use of a
non-radiologist reader may indicate to a plaintiff that the screening
exercise is not being undertaken with appropriate care assuming that
the plaintiff could demonstrate that two readers were appropriate.?

5.35 The Commitiee notes the above concerns expressed by the RACR in relation
to possible legal action against the Program in situations where non-radiologists are
employed as second readers. The Committee notes, however, that suitably trained
non-radiologist readers have been accepted in the United States, a country where
litigation in the medical area is often a major concern.”” The Committee believes
that the issue of indemnity needs to be clarified and appropriate protection afforded
to the Program. The Committee understands that the legal situation rests largely
with the States and Territories as the personnel employed under the Program are
employees of the various State and Territory screening centres.

5.36 The Committee received evidence from several witnesses that the skills of
non-radiologist readers should be used in the Program. The Australian Society of
Breast Physicians argued that there are a number of advantages in using breast
physicians as readers. They stated that the use of trained non-radiologist film

277. SECU Report, op. cit, p.T4.
278.  Transcript of Evidence, p.1529 (RACR).

279.  SECU Report, op. cit, p.74.
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readers augments the pool of skilled specialist readers available to screening services
and provides flexibility of service provision.280 The Committee notes, however, that
the training program for breast physicians has only recently been introduced and the
categorisation of *breast physician’ does not exist in overseas countries nor do any
breast physicians work as second readers outside the capital cities in Australia.

537 In Queensland, where breast physicians are used as readers, the Department
of Health indicated that their employment had proved ‘highly desirable’. The
Department noted that the inclusion of mammographic reading as part of the
clinieal skills of some medical officers enables them to cover all aspects of the
screening program from point of entry at initial screen through to recommendation
for open biopsy or reassurance that all is well. The Department also noted that given
the current shortage of radiologists in regions outside the South-East corner of the
State it is unlikely that film reading requirements for the Program can be fully met
by radiologists in these regions or outside these areas.?!

5.38 Another submission commenting on the work of breast physicians at the
Wesley Breast Clinic noted their commitment and ‘special ability in reading
mammograms’. The submission also noted that it would be a ‘travesty of justice if
Cherrell [Hirst] and her highly skilled staff and other breast physicians throughout
the nation were excluded from the Program and more importantly the women of this

nation were denied access to their special talents” .

539 The Committee raised a number of issues with the Society of Breast
Physicians, including the training available to breast physicians and the level of
proficiency in reading films.

5.40 As noted in Paragraph 5.11, there is a training program in place for breast
physicians.?®® Breast physicians must also be specially trained in screening
mammography and meet the same performance standards as radiologist
readers.2® As the DHS&H stated, from the point of view of Program outcomes,
the important fact is that both readers are ‘expert in screening mammography’.
The Committee also believes that if breast physicians can demonstrate a competence
equal to that of radiologists in film reading they should have the opportunity to
participate as second film readers under the Program, especially in areas where
there is a shortage of radiologists.

5.41 Regarding the reading of films, the Society noted that a study funded by the

280. Transcript of Evidence, p.529 {Australian Society of Breast Physicians).

281. Letter from the Queensland Department of Health to the Committee, dated
25 February 1994, p.5.

282,  Transcript of Evidence, p.490 (North Coast Breast Screening Program, Lismore).
283.  See also Transcript of Evidence, p.531 (Australian Society of Breast Physicians).
284.  See Accreditation Guidelines, op. cit., p.9.
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Commonwealth showed that non-radiclogist readers, with training, are able to read
mammograms as proficiently as radiologists.?* The study conducted at the Wesley
Breast Clinic used two groups of readers — four radiologists and five non-
radiologists. They read 2041 screening films under comparable ‘blind conditions’
and the results were compared. The study concluded that trained non-radiologist
readers are able to achieve results comparable to those of radiologists in the
interpretation of screening films within the context of a mammographic screening
program.”®

542 The Committee believes that it would be desirable to undertake further
studies in Australia that compared radiologists and non-radiologists in their
respective proficiency in film reading. Such studies would provide useful empirical
evidence as to the relative abilities of both sets of film readers.

5.43 The Society also noted that non-radiologist film readers have been used in a
number of screening services for some years. One witness noted that breast
physicians are working quite successfully with radiologists in these centres.?®’
Another submission from a radiologist stated that:

In the State of Queensland ..... there are a large number, relatively speaking,
of very highly experienced non-radiological mammographic film readers.
These doctors have, by virtue of long years of experience dedicated entirely
to breast disease, acquired enormous experience at both mammeographic
interpretation and clinical assessment of breast disease. ] regard them as
absolutely essential participants in the successful implementation of a
National breast screening program.

The Commiltee’s View

5.44 The Committee believes that trained breast physicians may be included as
filin readers in the Program, especially where there is a shortage of radiologists. The
Committee is disappointed at the attitude of the RACR which has advised its
members not to participate in the Program where screens are being read by non-
radiclogists. DHS&H told the Committee that this directive from the College has
resulted in some difficulty for radiologists who otherwise might wish to work within

the Program.?®

5.45 The Committee considers that permitting breast physicians as film readers
will allow for greater flexibility in the implementation of the Program. The policy

285.  Transcript of Evidence, p.533 (Australian Society of Breast Physicians).

286.  Wesley Breast Clinic, Mammographic Interpretation Study, October 1991, pp. 2,12.
287.  Transecript of Evidence, p.532 (Australian Society of Breast Physicians).

288.  Supplementary Submission No.90, p.3 (Dr Warren).

289,  Submission No.114, p.5.11 (DHS&H).
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will allow those areas where there is a shortage of radiologists to employ breast
physicians as the second reader.

Recommendation
The Committee RECOMMENDS:
15.  Thai Fellows of the Australian Society of Breast Physicians may be employed

as second film readers under the Program, on condition that indemnity is
provided by the employing authority.
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CHAPTER 6

COST-EFFECTIVENESS OF THE PROGRAM

6.1 One measure of the success of the Program will be the extent to which it
delivers services in a cost-effective manner. This Chapter discusses the current
funding arrangements for the Program and issues related to the cost-effectiveness
of the Program, especially the extent to which it represents ‘value for money’; and
whether it is being delivered in the most efficient way. In relatjon to the delivery of
services, the chapter discusses the current mix of public and private sector service
delivery and the issue of the effectiveness of the current funding arrangements for
the Program versus the introduction of a Medicare rebate system.

Current Funding Arrangements

6.2 Commonwealth funding for the Program for 1994-95 will be $41.8 million.
The Commonwealth has also committed $236.6 million over the next five years from
1994-95 to 1998-99, to the Program. Commonwealth expenditure under the Program
since itg introduction is shown below:

Expenditure

Year {($million)
1990-91 1.0
1991-92 15.5
1992-93 14.9
1993-94 (est) 25.6
Other

1992/1993 savings (screening shortfalls) 1.2
Departmental Running Costs 2.6
Offset to Medicare (biopsies not petformed under the Program) 1.5
Rollover to 1994/95 25
TOTAL 64.8

Source. Letter from DHS&H to the Committee, dated 25 May 1994, p.1.

6.3 The table shows that Commonwealth funds totalling $64.8 million were
allocated since the establishment of the Program. Of this total, $57 million was for
Program costs, and $2.6 million for Departmental running costs. A further $5.2
million reflected savings in 1992-3, offsets to Medicare and rollover funds to 1994-95.
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6.4 Payments to the States consist of funding for three activities:

+ screening and assessment (matched and unmatched funds);
- data management (unmatched funds); and
»  training (unmatched funds).

6.5  All States and the ACT have signed a participation agreement with the
Commonwealth for the first phase of the Program which provides funding for the
establishment or expansion of the Program. They have also entered into a cost-
sharing agreement with the Commonwealth which provides funding on a 50/50 cost-
shared basis (to 30 June 1994). Under this agreement, Commonwealth funding for
each State/Territory is based on the projected number of women screened.?*

Cost-effectiveness

6.6 In determining the cost-effectiveness of the Program there are two basic
questions that need to be addressed — whether the screening program contributes
more per dollar spent to the improvement of health than other competing uses for
health resources and whether the program is being delivered in the most efficient
way to achieve the desired outcomes.

1. The Screening Program - is it Value for Money?

6.7 A number of studies have addressed the issue of whether the Program
represents ‘value for money’. The studies have looked at the balance of benefits
and risks and converted them into a quantitative value, for example, the economic
cost of a life year gained or the cost of a life saved. The SECU report found that if
an economic cost per life year gained of approximately $6,600-$11,000 (at 1988-89
prices) is considered acceptable value for money then mammography screening, (as
subsequently implemented by the National Program), can be recommended on
economie grounds.?®

6.8 A study was subsequently undertaken by Carter et al., applying more
sophisticated computer analysis to the original cost data in the SECU study.*?
The study found that the screening policy under the National Program, that is,

290. Submission Ne. 114, p.8.7 (DHS&H).

291.  SECU Report, op. cit.,, p.29. The SECU data was based on information from Australian pilot
projects. Assumptions in the study included a 2-year screening interval and a 70%
participation rate by women aged 40-69. The concept ‘cost per life year gained ’ is the cost
of lengthening the life by one year for each patient who could otherwise have died from breast
cancer. For example, for some women early detection may result in say, 30 more years of life
than if undetected, for others, detection may be too late to increase the life of the patient at
all. All these ‘extra’ years of life are added together and the result divided by the total cost
of the Program.

292,  R. Carter et al,, ‘ Cost-Effectiveness of Mammographic Screening in Australia’, Australian
Journal of Public Health, val. 17, No.1, 1993, p42.
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screening women aged 40-69 years every two years, has an average cost-effectiveness
of $20,300 per life gained which is comparable to many other uses of health care
resources. The study concluded that screening all women aged 50-69 years every 2
to 3 years is ‘reasonable value for money’.*? The study noted that ‘a properly
conducted breast cancer screening program could be cost-effective by current
standards, and certainly more cost-effective than quite a number of health programs

currently being funded in Australia’

6.9 One submission also provided estimates of the cost-effectiveness of the
Program. The RACS, Section of Breast Surgery estimated that, based on the cost of
the Program in NSW, the cost per life saved is $167,000.2% The College noted that
if the benefits of mammographic screening provide less than & 30 per cent reduction
in mortality and if participation is significantly less than 70 per cent, the cost per
life saved will increase substantially.

6.10 Using the same reduction in mortality but with a participation rate of
50 per cent, the College estimated that the cost per life saved would increase to
$235,000. The College argued that ‘it is difficuit to justify” continued funding for
the Program based on this cost-benefit analysis.”® These data indicate, that if the
Program fails to achieve a 70 per cent participation rate and/or the reduction in
mortality is less than anticipated, for much the same costs overall (that is, with
facilities and staff in places) then the average cost of the Program will increase
substantially.

6.11 Evidence received by the Committee indicated that little quantitative data are
available on the overall cost-effectiveness of the Program. DHS&H stated in its
submission that it is expected that valid estimates of average and marginal costs for
each program component will only be possible after some years when it can be
expected that *economies of scale’ will be realised and the Program is at ‘steady
state” operation (that is, fully operational and screening at maximum planned
capacity). 2’

293, jbid.
294.  ibid, p.49.

295.  Transcript of Evidence, p.1328 (RACS, Section of Breast Surgery). This estimate was based
on a 30 per cent reduction in mortality and a 70 per cent participation rate amongst eligible
women in NSW. Note: the figure quoted, i.e. $167,000, is the cost per life saved and not the
cost per life year saved as cited in the SECU study.

296.  jbid, p.1329.

297. Submission No.114, p.9.7 (DHS&H). DHS&H stated that at the current stage of
implementation, the start-up and other fixed costs would distort cost analysis. In the longer
term, capital costs are annualised (that is, averaged out over a period of time), and this bears
little relationship to the patterns of actual expenditure currently being experienced within the
National Program.
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6.12 The Department also noted that it is not anticipated that a detailed economic
analysis will be possible except as part of the longer term evaluation of the Program.
A specific analysis will, however, be made of remote area costs from available
expenditure data, and an attempt will be made to compare the cost-effectiveness of
the various models of service delivery which have been adopted within the Program.
The evaluation, in the long term, may also attempt to assess the relative efficiency
of delivering a population-based screening program through the coordinated,
controlzlgid model recommended by the SECU Report or through some other
model.

6.13 DHS&H provided some information to the Committee on the rural and
remote area costs associated with the Program. The Department noted that a
detailed study of remote area costs is currently being undertaken. The Department
stated that preliminary results indicate that the additional cost of service delivery
in rural and remote areas is estimated to be $20 per woman screened.

6.14 The factors contributing to the additional costs in rural and remote area
service provision were identified by the Department as:

+ the specific costs of operating mobile services in rural/remote areas {living
away allowances and travel expenses, film courier expenses, van towage
expenses, costs of transporting an assessment team to the mobile);

« rtural/remote area capacity utilisation constraints stemming from climate,
terrain, down-time;

« mobile service design factors (providing an expert breast assessment
service to remote areas; film processing on board); and

« “learning curve’ issues associated with running a mobile in rural/remote
areas, particularly with respect to planning and implementing an effective

service.?

6.15 The States generally indicated that the Program would be cost-effective, at
least in the longer term. Several States, including Victoria and Queensland, noted
that the initial costs associated with establishing the screening Program have been
relatively high.?® BreastScreen noted that these high start-up costs were due to
the investment in infrastructure development (for example, purchase of radiology
equipment, and data system hardware), and other capital costs associated with
establishing new Services. The States indicated, however, that cost reductions will
occur when the Program is fully implemented over subsequent years as economies
of scale will be achieved through much higher throughput of women screened (i.e.

298.  Submission No.114, p.9.7 (DHS&H).
200.  Additional information from DHS&H to the Committee, dated 18 February 1994, pp.1-2.

300.  Transcript of Evidence, p.951 (Queensland Department of Health); p.1118 (BreastScreen).
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inereasing numbers of women using the Services).

6.16 BreastScreen noted that *in Victoria, steady state capacity will result in
screening over 220,000 women per annum. Achievement of this high participation
rate will result in the maximum use of capped funds which will see the unit cost of
providing BreastScreen services fall accordingly’.5"!

6.17 The ultimate test of the effectiveness of the Program will be the extent to
which it has led to a reduction in breast cancer mortality. DHS&H noted that a
recent analysis of the combined results of five randomised controlled trials in
selected overseas countries have demonstrated a statistically significant reduction
in mortality of about 30 per cent in the women aged 50-69 invited for screening.’*

6.18 One witness noted, however, that it will prove difficult to demonstrate that
the Program has been effective in Australia in terms of a reduction in mortality. The
witness noted that the benefits of mammographic screening have to be measured by
the difference in mortality between a screened population and a control group (that
is, an unscreened population group). This cannot be done in Australia because it is
not a population-based program in that there is no control population against which
to compare the results in the group that has been screened. In Australia, there is the
additional problem of extensive de facto screening in the existing health care system.
Due to these factors, the witness noted that it will be difficult to obtain a clear
ansgv;)esr to the question of whether mammographic screening has been beneficial or
not.

6.19 Overseas studies have shown benefits of up to 60 per cent in terms of
reductions in mortality from screening programs. These studies have been carefully
conducted population-based controlled trials. Populations were identified in several
geographic areas and invited to attend for screening and the mortality in these
populations was compared with the mortality from breast cancer over the same
period of time in populations which had not been invited for screening. In the
populations which had not been invited for screening, the incidence of de facto
screening or other mammographic examination was also low. 3%

6.20 The Committee notes also that the morality of population-based controlied
trials would need to be considered, in that the ‘control” population would be dented
access to the probable benefits of a screening program.

Future Funding

6.21 Evidence to the Committee indicated that continuity of funding is needed for

301.  Transeript of Evidence, p.1118 (BreastScreen).
302. Submission No.114, p.9.2 (DHS&H).
303. Transeript of Evidence, p.1843 (RACS, Section of Breast Surgery).

304,  ibid, pp.1343-4.
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the Program's future development. For example, the Western Australian Health
Department indicated that the joint funding agreement should be extended to at
least June 1996 to allow for the full implementation of the Program in that
State.’®® Prior to the announcement in the 1994-95 Budget, funding for the
Program was guaranteed only until June 1994,

6.22 The Committee believes that on-going funding should be guaranteed so that
the Program can be effectively implemented throughout Australia. In this regard,
the Committee welcomes the announcement in the 1994-95 Budget of the
Commonwealth's commitment of $236.6 million over the next five years to the on-
going implementation and expansion of the Program.

Conclusions

6.23 The Committee recognises that any detailed and systematic attempt to assess
the cost-effectiveness of the Program must necessarily be conducted over the longer-
term, especially when the Program becomes fully operational. The Committee,
however, considers that a detailed cost-benefit analysis of the Program should form
part of any on-going evaluatien of the Program as it is an important means by which
the benefits of the Program, in a quantifiable way, can be demonstrated. The
collection of uniform data by the States and Territories is also an important
prerequisite in determining the Program's cost-effectiveness.

624 The Committee, however, notes that the cost-effectiveness of the Program in
a purely economic sense is only one measure of the overall effectiveness of the
Program. Even measures of economic cost-effectiveness involve subjective
judgements and often the measures themselves may be open to question. Any
attempt to assess the overall effectiveness of the Program must take into account
factors other than purely economic ones, including the effect of the Program on
mortality rates, community values and other non-quantifiable, quality-of-life issues.

Delivery of Services

625 The cost-effectiveness of the Program also needs to address the issue of
whether services are being delivered in the most efficient manner. In the following
sections issues relating to the mix of public/private services and the provision of a
Medicare rebate are addressed. -

Mix of Public and Private Services

6.26 Screening and assessment services may be located in either the private or
public sectors. The SECU Report argued that these services could be established
within either sector at the discretion of the States and Territories. The Report noted
that the keys to obtaining optimal performance from a screening program are
training, quality assurance and monitoring, accreditation and the funding
mechanisms, not whether the service is located in the public or private sector. The

305.  Tramscript of Evidence, p.160 (Health Department of Western Australia).
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report noted:

Since no particular benefits arise from a screening program being
located wholly in the public or private sectors, there is no reason to
recommend that a screening program be located wholly either in the
public or private sectors. The expertise and facilities which would be
required by & screening program currently reside in both the public
and private sectors and it is likely that a screening program would
involve both sectors. Such an approach also has the advantage that it
maximises the use of currently deployed resources.*

6.27 In line with the recommendations of the SECU Report, the Program has left
the determination of the public/private mix of services to the individual
States/Territories. Currently, screening and assessment services are located in both
the public and private sectors in NSW, Victoria, Queensland, Western Australia and
Tasmania, while they are wholly located in the public sector in South Australia and
the Australian Capital Territory.®”” All States, however, utilise private sector
practitioners in the provision of services.

6.28 The Accreditation Guidelines provide that screening and assessment services,
located in either the public or private sectors, must meet the same accreditation
guidelines in order for the Service to qualify for funding under the Program.?®

6.29 The Committee received evidence during the inquiry of the cost advantages
of permitting mammography services to be provided by existing private radiological
practices. One submission argued that many of the facilities, including expensive
mammography equipment, used by the Program are simply a duplication of private
facilities that already exist throughout Australia.®® It was argued that, to an
extent, existing mammographic facilities are under-utilised at present. It was also
argued that in urban areas especially, high quality privaie mammographic services
already exist and many of these facilities are more conveniently located than the
fixed centres established under the Program.”® However, the submission did not
address the problem of access to mammographic services in rural areas and the
Committee believes that without the establishment of public services in these areas
under the auspices of the National Program, screening services, would in all
likelihood, be denied to women in these areas.

6.30 In Queensland, in particular, it was argued that there has been little attempt

306. SECU Report, op. cit., p.87.
307.  Submission No. 114, p.6.3 (DHS&H).
308,  Accreditation Guidelines, op. cit, p.3.
309.  Transcript of Evidence, pp.1331-2 (RACS, Section of Breast Surgery).
310.  Transcript of Evidence, p.1316 (RACS, Section of Breaat Surgery).
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to integrate and coordinate the services of existing private radiology practices with
the Program in that State' It was argued that the failure to involve these
private sector facilities has significantly delayed the implementation of the Program
in Queensland.®'? The Queensland Department of Health commenting on these
assertions argued that they have undertaken negotiations with at least two private
sector facilities with a view to involving them in the Program in Queensland.®?
The Committee was advised that a private radiology service in Cairns has been
contracted to the Program as the fixed screening and assessment facility for the
Peninsula and Torres Strait Regional Health Authority and commenced screening
operations in March 1994. Plans are also well advanced for the Wesley Breast Clinic
in Brisbane to provide screening as part of the Program.* The Committee was
advised that the Wesley Hospital Board has approved the Hospital's participation in
the Program.'®

6.831 It was stated during the inquiry that several States, including New South
Wales and Victoria, already successfully use a mix of facilities in the public and
private sectors. The NSW Health Department®® and the Tasmanian Breast
Screening Service®!” both stated that a positive feature of the Program in their
respective States has been the involvement of the private sector in both screening
and assessment. In Tasmania, utilisation of the private sector for the provision of
screening and assessment services has enabled the Service to increase the
accessibility of the Service to women, while keeping establishment costs to a
minimum.¥8

6.32 One witness emphasised that it was more important to ensure standards of
quality essential to achieving the aims of the Program, irrespective of whether the
service was provided in the public or private sector.

The performance standards relating to equipment, data collection and
the expertise of the service providers have already been defined by the

311.  Transcript of Evidence, p.1483 (RACR, Queensland Branch).

312.  Transcript of Evidence, p.1481 (RACR, Queensland Branch). See also Transcript of Evidence,
p.1015 (Dr Noble).

313.  Transcript of Evidence, p.980 (Queensland Department of Health).

314.  Additional information from the Queensland Department of Health to the Committee, dated
25 February 1994, p.3.

315.  Advice to the Committee from the Queensland Department of Health, dated 16 May 1994.
316.  Trenscript of Evidence, p.380 (New South Wales Health Department).

317.  Transcript of Evidence, p.1767 (Tasmanian Breast Screening Service).

318.  ibid, p.1761.

319,  Transcript of Evidence, p.1048 (St Andrew's Breast Clinic, Brisbane).
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National Program. It would seem to be a reasonable proposal that any
dedicated service, whether in the public or the private sector, should
be able to be assessed by the multi-disciplinary panel already
established for that purpose in each State 2

6.33 Evidence presented to the Committee suggested that the quality control of
radiological services in private practice is equal to that of public screening and
assessment units.¥*! However, other evidence suggested that it may be difficult to
ensure that the high standards of quality control demanded by the Program could
be replicated in the private sector. One submission noted that private sector
diagnostic and management quality is ‘variable’ whereas the Program offers an
integrated, highly specialised and high quality diagnostic service.’? Another
submission noted that monitoring the quality of service and maintaining the
necessary records poses great difficulties in private practice. The submission noted
that many private practitioners are ‘disinclined to operate according to, and to
provide records for, programs imposed upon them’ 32 1t was, however, noted that
it is important to use the high standard of expertise that is currently available in the
private sector.?*

6.34 The Committee considers that screening and assessment services need not be
wholly located in either the public or private sectors. The Committee believes,
however, that all such services, whether they be in the private or public sectors,
should meet the same stringent requirements for accreditation by the Program set
down in the Accreditation Guidelines. The Program's aim should be to provide high-
quality and accessible services throughout the country and where services are able
to be provided by the private sector, such services should be part of the National
Program. The Committee believes, however, that such services should not operate
in competition with accredited services.

Recommendation

The Committee RECOMMENDS:

16. That the Program aveid any duplication in the provision of screening
services, but that it utilise both the private and public sectors in the provision

of screening services subject to all services meeting the guidelines for
accreditation established by the National Program.

320.  ibid, p.1049.
321.  Transcript of Evidence, p.1341 (RACS, Section of Breast Surgery).
322.  Transcript of Evidence, p.785 (Dr Rickard). See also Submission No. 90, pp.3-4 (Dr Warren).
323. Submission No. 25, p.4 (Anti-Cancer Council of Victoria).
324.  Transcript of Evidence, p.427 (New South Wales Health Department).
77



Medicare Rebate

6.35 Under the Program, funding of mammography screening and assessment is
independent of the Medicare rebate system.’ The SECU Report argued that
funding screening mammography through the Medicare system would be a less
effective means of ensuring a comprehensive, high quality and cost-effective national
approach to the early detection of breast cancer. The Report noted, that while an
administratively simple option, requiring only a minor change to the Medicare
Benefits Schedule (MBS), it  fails to effectively target the appropriate categories of
women and has the potential to maximise costs’. 8

6.36 Evidence presented to the Committee™ suggested that the current
arrangements are the most cost-effective means of providing a screening program.
One witness noted that the effect of the Program being funded through the MBS
fee-for-service would have serious cost and other implications:

One can have a Medicare rebate for an individual process such as
taking and reading film. One could conceive of a rebate for the entire
process ... But one can see problems there, and one of the key issues
in rebates would seem to me ... the incentives that operate in those
fees. If one was to have a global fee for taking a woman, once she had
fronted up for screening, all the way through the entire process, it is
possible that that eould lead to under-investigation ... just as a rebate
for every individual step along the way has the potential to lead to

_ over-investigation ... one has to look at the incentive effects of rebates
and see what implications they have for the health of the people that
are going through, for the likelihood that they are going to be
investigated when they may or may not need it, and also for the cost
to the public purse broadly.?®

6.37 One submission provided data on the additional cost of introducing a
fee-for-service approach to funding. The submission estimated that the additional
cost of funding the Program via MBS would be $20 million per annum higher than
using the current system. (It was estimated that the cost of the current
arrangements is $68.6 million per annum, whereas funding under MBS would be
$89 million per annum). There would also be additional financial costs imposed on
women from the fee for service approach through the Medicare gap payment. Under

325. Medicare benefits are payable for diagnostic mammography for women who present to their
doctor with symptoms or indications of malignancy in the breast, or with a family history of
breast cancer. For rebate purposes, diagnostic mammography is required to be rendered by
a specialist in diagnostic radiology and the patient is referred with a specific request for the
procedure. See Submission No. 114, p.8.3 (DHS&H).

326. SECU Report, op. cit, p.78.

327.  Transcript of Evidence, p.693 (Dr Fett); p.168 (Health Department of Western Australia).

828.  Transcript of Evidence, pp.692-3 (Dr Fett).

78



this approach there is also likely to be a GP referral for the original visit, and then
at least one, and possibly more for any further specialist investigations, significantly
increasing the cost of the program.**® The submission concluded that:

Funding the program under fee for service is quite unlikely to improve
outcomes for women, but is likely to substantially increase the cost of
the program. We are concerned, therefore, that a move away from the
program funding approach will compromise both efficiency and
effectiveness of this significant national initiative 3

6.38 However, the cost-effectiveness of present arrangements was questioned by
some witnesses. One witness argued:

There have been doubts raised about the cost-effectiveness of both
systems in various aspects of health care. ... If the Medicare system is
effective for other diseases in a cost-effective sense, it could be cost-
effective for this [program].®

6.39 The Committee notes, however that while the cervical cancer screening
program, which is funded under Medicare, has been an effective screening tool for
cervical cancer, it has not been cost-effective. A report analysing the Program found
that there has been 'insufficient coverage of the target population resulting in
significant under-screening of some subgroups of the population' and while cervical
cancer screening has been a growth area in the health system “much of the current
effort is poorly directed and cost-inefficient”’. 332

6.40 It was also claimed that if the Medicare rebate system were available for
screening mammography it would make the Program more accessible to increased
numbers of women than is currently the case.?®

6.41 Other witnesses, however, mentioned other advantages of retaining the
present system. One witness, arguing that a Medicare rebate should not be available
for screening mammography, noted that ‘I do not think there is any other way to
have quality control .. adequately done’ 334

320,  Submission No. 134, pp.2-6 (Monitoring and Evaluation Reference Group).
330.  ibid, p.1.
331.  Transcript of Evidence, p.1304 (RACS, New South Wales State Committee).

832.  AIH, Cervical Cancer Screening in Australis: Options for Change, AGPS, Canberra, 1991,
pp.3-4.

333. Transcript of Evidencs, p.1304 {RACS, New South Wales State Committee).
334. Transcript of Evidence, p.538 (Australian Society of Breast Physicians).
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6.42 Tt was noted that extending the Medicare rebate for screening would make
quality control difficult, especially as it involves many more private providers of
services. One witness raised the following scenario:

How do you know that the accredited radiologist is reading films that
day? His partner might be reading films that day, and so on. It is too
difficult to police, and I think the quality control would be just about
impossible. The only way to get volume through and for people to have
experience is in a centre where there is very good quality contro].**®

6.43 One submission noted that funding through the MBS would lead to
fragmentation of the screening/follow-up process between various providers and a
tendency for unnecessary procedures; central elements of monitoring, evaluation,
accreditation and limitation of numbers of services would be extremely difficult to
manage; there would be no method for controlling charges to women with serious
implications for access for women and for recruitment rates; and there would be
difficulties associated with establishing and monitoring call and recall systems. The
funding approach also has the potential for maximisation of procedures. This has
cost implications and increases the number of invasive investigations to which
women may be subject. The MBS fee-for-service approach also introduces a charge
for women, which may discourage participation in the Program.3%

6.44 Some witnesses considered that data collection would be compromised if
Medicare rebates were introduced. One witness argued:

If there are Medicare rebates introduced for the individual elements of
the program, that greatly weakens the opportunity to collect those
data. It also has the potential to significantly reduce the continuity of
clinician involvement at every stage ... The spectre that the Medicare
rebate raises is that there is a rebate for taking and reading a film and
a rebate for assessment and a rebate for a biopsy and a rebate for
treatment, and all of those different bits then become independent.
They could be done by different people; the individual clinicians do not
have a feel for the implications of their decisions at various points, and
it becomes much more difficult to put the data together. It is not the
best way to save women's lives for the money invested.3

6.45 Some witnesses,**® however, suggested that it would be feasible to introduce
a Medicare rebate system at accredited screening and assessment centres with
appropriate quality control mechanisms in place. One witness noted that ‘the

335. ibid.
836. Submission No, 134, pp.3-4 (Monitoring and Evaluation Reference Group).
337.  Transcript of Evidence, p.691 (Dr Fett).

338. Transcript of Evidence, p.1296 (RACS, New South Wales State Committee); p.784 (Dr
Rickard).
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bottom line is quality and ... how you pay for it is not really the bi% issue; it is how
you are going to ensure that you can get quality as the outcome’. 39

6.46 Concern is expressed during the inquiry by several witnesses that the
Medicare system was being used for de facto or opportunistic screening by many
women.¥® One witness expressed concerns about this practice in the following

terms:

There are a great number of women in Australia who are having
mammograms, and although the Medicare benefit is designed for
people with a specific range of problems there are & number of people
without those problems who are having mammograms, and that is
opportunistic screening. It is appropriate that screening be done with
quality control ... There may not be very serious concerns about quality
in most of the private and public practices that are involved in
mammographic work, but there may be some and that is why quality
control is appropriate. Opportunistic screening, without recording of
details, allows us to have no idea of what the end result of the
screening process might be ?

6.47 A representative of the Health Insurance Commission (HIC) advised the
Committee that in relation to the extent of de facto mammography screening under
Medicare the Commission had ‘no hard data at all about the extent to which
screening may be occurring under the Medicare program’.*? However, data
provided to the Committee by the Commission showed that the number of Medicare
rebated mammography services showed some decrease in Queensiand, South
Australia and the Australian Capital Territory since 1990-91, although it increased
in the other States.*

6.48 A representative of the Commission acknowledged that one factor involved
could be that de facto screening decreased in those States and the ACT over the
period as the screening program was being progressively implemented. }*

6.49 The Committee believes that it is important that de facto screening not
continue under Medicare. This would compromise the achievement of a high quality
screening service as de facto screening is being provided without organised quality

339,  Transcript of Evidence, p.794 (Dr Rickard).

840.  Transeript of Evidencs, p.540 (Australian Society of Breast Physicians); p.1016 (Dr Noble).
341, Transcript of Evidencs, p.1298 (RACS, New South Wales State Committee).

342, Transcript of Evidence, p.1422 (HIC).

343.  ibid, pp.1410F,1415. There was, however, an increase in services in Queensland from 1991-92
to 1992-93.

344.  jbid, p.1442.
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control or specific targeting of the women most at risk. The Committee recognises
that it is diffieult for GPs pot to provide mammography services where a woman
requests a mammogram. The Committee believes, however, that more should be
done to inform women about the difference between diagnostic and screening
mammography.

6.50 The Committee also considers that GPs should be encouraged to provide those
services only where it is necessary for adequate medical care of the patient
concerned. The HIC advised the Committee that ‘occasionally practitioners may
apply a liberal interpretation to the item description [for mammography],
particularly the 'symptoms or indications of malignaney found on examination of the

patient' by a medical practitioner’ Jus

Conclusion

6.51 The Committee considers that on the basis of the evidence presented to it,
funding for screening mammography needs to be provided independently of the MBS
fee-for-service system.

6.52 The Committee believes that the present system provides a more cost-effective
system than the alternative funding approach under Medicare. The current system
also ensures a rigorous approach to quality control and data collection that would
be difficult if screening and assessment services were provided on an ad hoc basis
through individual providers. The Committee believes that a move away from the
current.funding approach would compromise both the efficiency and effectiveness
of the Program.

Recommendation
The Committee RECOMMENDS:

17.  That the funding of screening mammography under the Program continue to
be independent of Medicare fee-for-service schedules.

345.  jbid, p.1410G.
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CHAPTER 7
PROGRAM BOUNDARIES AND TREATMENT

7.1  This chapter discusses the issue of where the ‘end-point” of the Program
should be and, in particular, whether open surgical biopsy should be included as part
of the screening program or not. The chapter also addresses, more generally, certain
issues relating to the treatment of breast cancer, including the availability of
treatment services and current treatment options. As noted in the Foreword, the
House of Representatives Standing Committee on Community Affairs is currently
conducting an inquiry into the management and treatment of breast eancer in
Australia and will discuss the issue of treatment in more detail in its forthcoming
report. In the concluding section of this chapter, issues relating to the funding of
breast cancer research are discussed.

The Inclusion of Open Biopsy

72  There was considerable debate during the inquiry in relation to where the
appropriate end point of the Program should be. This revolves around the question
of whether open biopsy should be seen as an element in the screening process or
whether it is essentially a component of the treatment regime.

7.3  Currently, the Commonwealth's policy is to include open biopsy as part of the
Program. A representative of DHS&H explained the rationale for this in the

following terms:

That is consistent with our opinion that the intention of the Program
is to provide a service which gives either a definitive diagnosis or a
recommendation for a routine rescreen — in other words, that
concludes with a definite end point.>*

74  Some States such as Queensland, Western Australia, Tasmania and South
Australia, have not ineluded open biopsy in their programs. Where open biopsy is
not included Commonwealth funding to the States in question is reduced (as this
procedure will be paid for through Medicare arrangements).>’

7.5  The SECU Report proposed that open biopsy be included in the Program. The
Report argued that screening and assessment, including open biopsy, should be
provided as integrated services to maximise the skills of medical practitioners
involved in screening by providing them with feedback on the accuracy of their

346.  Transcript of Evidence, p.1421 (DHS&H).

347.  jbid, p.1427.
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decision to intervene at each point on the screening pathway.

7.6  Most professional groups were opposed to the inclusion of open biopsy in the
Program. These groups argued that if a woman requires an open surgical biopsy, it
is more appropriate that it be performed by a surgeon who is going to assume
responsibility for the on-going surgical management of that woman®‘ One
submission noted that the inclusion of open biopsy in the Program seems to be based
on the false premise that there is a lack of expertise amongst surgeons to perform
the procedure. The submission noted that while this may have been the case in the
past it is no longer 50.%%

77  Another submission noted that if open biopsy remains as part of the Program,
it will divert resources from the screening program proper. In addition, it was
argued that maintaining open biopsy within the Program will prove a time-
consuming and complex administrative burden as individual arrangements for
payment will need to be made with a number of hospitals and surgeons, pathologists
and radiologists for the surgery and the assessment of the tissue removed at open
biopsy.3! It was also put to the Committee that as treatment is not part of the
Program it was inappropriate to include open biopsy, as this procedure is part of the
‘treatment’ regime.e'52

7.8  The Royal College of Pathologists of Australia (RCPA), taking a different view
to the other major professional groups, argued that women should be given the
option of undergoing open biogsy either within the Program or through their own
doctor, outside the Program.®® A witness representing the College noted, however,
that open biopsy ‘ probably ... is better in the Program from our point of view, and
probably from the patients' point of view’ 3 The College argued that open biopsy
is an essential step in the overall management of the woman who attends a
screening centre and therefore the woman should have access to such diagnostic
procedures in the Program if she wishes.

7.9 Several witnesses noted that including open biopsy in the Program facilitates
effective data collection and consistency in the reporting of that data.3%® One

348. SECU Report, op. cit,, p.46.

349.  Transcript of Evidence, p.1268 (Intercollegiate Committee); p.1294 (RACS, New South Wales
State Committee).

350. Trunscript of Evidence, p.1321 (RACS, Section of Breast Surgery).

351.  Transcript of Evidence, p.1294 (RACS, New South Wales State Committee).
352.  ibid, p.1293.

353.  Transcript of Evidence, p.1704 (RCPA).

354.  ibid, p.1707.

355,  Transcript of Evidence, p.1728 (Pathology Reference Group); pp.1706-7 (RCPA).
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witness noted that ‘one of the advantages of having a central program like this
where data is collected about women who have lesions is that you should be able to
use that information and research into the pattern of [the] spread of breast cancer,
the aetiology of breast cancer and the development of lesions from atypical to
cancerous lesions’.3% The College of Pathologists noted that if biopsy and other
management is brought outside the Program it is essential that measures be
introduced to ensure that information relating to biopsies for all patients, both
within and outside the Program, is available to the Program for data management
purposes, >’

7.10 The Committee considers that open biopsy should be part of the treatment
protocol and not be part of the screening Program. The Committee believes,
however, that any decision regarding this matter should await any recommendations
that the House of Representatives Standing Committee on Community Affairs
inquiry into breast cancer treatment may make regarding this issue.

Recommendations
The Committee RECOMMENDS:
18, That open biopsy not be included as part of the screening Program.

19. That action to implement the above recommendation await any
recommendations that the House of Representatives Standing Committee on
Community Affairs, which is currently inquiring into the management and
treatment of breast cancer in Australia, may propose in this area.

Treatment

7.11 Treatment is not part of the National Program; women diagnosed with breast
cancer are given the choice of referral either to their own GP or to a specialist in
breast cancer treatment. The outcomes of the sereening program in terms of reduced
morbidity and mortality will finally be dependent on access to a high quality
screening Program.

Types of Treatment Available

7.12 The initial treatment of primary breast cancer invariably involves surgical
intervention. However, there are now numercus options and combinations of
treatment which involve surgery, radiotherapy, chemotherapy and hormonal
therapy. The treatment of breast cancer is best considered from two aspects. The
first is the treatment of the cancer in the breast and the second is the treatment of
possible spread of the disease, either to the draining lymph nodes or elsewhere in
the body.

356, Transcript of Evidence, p. 1728 {(Pathology Reference Group).
357.  Transcript of Evidence, p.1705 (RCPA).
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7.13 The selection of appropriate treatment for an individual woman with primary
breast cancer is determined by the size and type of the tumour, the presence or
absence of lymph node metastages, the age of the woman and the woman's
preference when the various treatment options have been explained to her. The
main treatments are described below.*®

1. Surgery

7.14 Surgical excision is appropriate when the tumour is localised. In most cases,
the suspicious area is removed and examined by a pathologist. If the tumour
contains no malignant cells, no further treatment is needed. If the tumour contains
malignant cells, the surgeon will either remove the breast or have the residual breast
tissue irradiated. However, depending on the type and stage of the tumour, cancer
will recur in a certain percentage of cases either adjacent to its original location or
at some distant site. The tendency of cancer to metastasise (spread) before the
parent tumour is diagnosed and removed constitutes a major problem in the
management of the disease.3%®

2 Radiotherapy

7.15 The purpose of radiotherapy is to damage the genetic structure (DNA) of
tumour cells to make them incapable of further growth and division. In
radiotherapy, a beam of X-rays, gamma rays (from cobalt or radium} or electrons is
aimed directly at the tumour from an X-ray machine, which is located at a specific
distance from the body. Radiotherapy is often given in conjunction with another
form of cancer treatment such as surgery or chemotherapy.’°

3. Chemotherapy

7.16 Chemotherapy refers to the use of drugs or medications to treat the disease.
The purpose of chemotherapy is to treat more advanced or metastatic cancer. It is
also used as a cancer preventive by being used as an extra safeguard after surgical
removal of a tumour (adjuvant chemotherapy) for cases with a high risk of
recurrence. Chemotherapy is generally reserved for systemic or invasive cancers,
cancers that are spread by the lymph or bleed systems to many parts of the body,
whereas surgery or radiotherapy is used to treat more localised cancers. Originally
used only in cases in which surgery and radiotherapy were no longer effective,
chemotherapy is increasingly given after surgical treatment or in conjunction with
radiotherapy as an additional safeguard or preventive measure. Adjuvant
chemotherapy is a program of additional chemotherapy administered to patients who
have a high risk of recurrence of their cancer. It is given after basic treatment by
surgery or radiotherapy with the aim of eliminating any undetectable microscopic

358.  C.Furnival & J. Kearsley, ‘ Treatment of Primary Breast Cancer — Lessons from a Screening
Program?', Medical Journal of Australia, vol.160, 16 May 1994, p.599.

350. E Rosenbaum, Living with Cancer, Mosby Press, New York, 1982, pp.60-61.
360.  ibid, pp.61-3.
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cells that may have travelled to other parts of the body.*!

4. Hormonal Therapy

7.17 Many cancers, including breast cancer, are responsive to hormonal therapy,
an attempt to reduce a tumour by administration of hormones, orally or by injection,
or by the removal of organs that produce hormones. These hormones are given to
reduce the body's production of, or to block the action of, specific hormones that
promote the growth of cancer cells. Tumours of the breast, for example, have been
controlled or significantly reduced by hormonal therapy.>*

Treatment Options

7.18 Concern was expressed during the inquiry at the bias in Australia toward the
use of radical (for example, mastectomy) rather than conservative surgery (for
example lumpectomy and radiotherapy). A witness representing the RACR noted
that the proportion of patients who had conservative surgery was relatively low
compared with other countries.’® The NSW Department of Health noted in iis
submission that data from cancer registries indicated a slow acceptance of
conservative surgery as a means of treating breast cancer in Australia, with only 5
per cent and 22 per cent of patients undergoing breast conserving operations in 1978
and 1986 respectively. The submission indicated that survival rates for women
undergoing conservative surgery are as good as for women undergoing radical
surgery.® The end result for women undergoing these more conservative
treatments is obviously beneficial in terms of psychological outcomes and in
maintaining a woman's body integrity and body image.

719 Another witness noted that partial mastectomy and lumpectomy are relatively
new treatments that are not necessarily being promoted as much as they could. It
was also noted that both of these treatments offer as good a chance of survival as
more radical treatments.®®

720 A recent study found that there is now more of an acceptance of conservative
surgery for primary breast cancer, although the mastectomy rate was still relatively
high. The study, based on the surgical management of women with screen-detected
breast cancer from the Central Sydney Breast Screening Programme, found that
almost 60 per cent of breast cancers detected were treated by some form of
mastectomy. This showed a decline since the 1980s, when more than 70 per cent of
Australian women with primary breast cancer were being treated by mastectomy.

361.  ibid, pp.63-6.
362.  ibid, p.66.
363.  Transcript of Evidence, p.1576 (RACR).
364. Transcript of Evidence, p.385 (New South Wales Health Department).
365. Transcript of Evidence, p.471 (RHW).
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However, the Australian figures are still high by international standards. For
example, a recent review of treatment in South-East England showed that, in the
screening age group, fewer than 25 per cent of primary breast cancers are now
treated by mastectomy because of earlier detection of breast cancer by
mammography and an asgpreciation of the relative merits of lumpectomy and
removal of lymph nodes.?

7.21 1t was stated during the inquiry that the breast screening program has
resulted in an increase in the diagnosis of small invasive cancers of the breast and
also an increase in a newly detected disease — non-invasive or DCIS (ductal
carcinoma in-situ). The current standard best treatment practice for both is
conservative surgery followed by radiation therapy. The RACR argued that due to
the increase in the number of patients with early invasive and non-invasive cancers
and with increasing knowledge of treatment options, women will be more hkel to
request conservative surgery and radiotherapy rather than total mastectomy.?

7.22 Several witnesses noted that it was essential to ensure that adequate
radiation oncology services are available for these women. As noted in Paragraph
7.51, there is a maldistribution of such facilities throughout Australia at present. As
noted in several submissions, the lack of adequate accessible facilities may mean that
women with an early breast cancer discovered by the screening pregram may, of
necessity, be subject to an inferior treatment option, that is, either total mastectomy
or local excigion without radlatlon therapy {with the subsequent likelihood of further
treatment by mastectomy).*®

723 The Committee received evidence that the problem of access to radiation
oncology services may be particularly difficult for women in rural areas. Often
women in rural areas opt for radical surgery, such as mastectomy, rather than
conservative surgery, which necessitates a 4 to 6 week course of radiotherapy ina
major centre, usually a capital city. One witness noted the ‘very horrendous
dislocation of family life’ that this situation often entails.*

7.24 Another submission noted that many women in rural areas may not be able
to afford such a long stay in a capital city.3® It was noted that in New South
Wales, for example, the travel assistance scheme fails to adequately compensate
women for the financial cost of transport and accommodation for those receiving
treatment in the major cities.””’ The RACR suggested that this financial
disincentive is one of the

366. Furnival & Kearsley, op. ¢it,, p.600.

367.  Transcript of Evidence, pp.1562-63 (RACR).

368.  ibid, p.1563.

369,  Transcript of Evidence, p.759 (RACS, Divisional Group of Rural Surgeons).
370.  Transcript of Evidence, p.1565 (RACR).

371. For a discussion of financial assistance schemes for travel and accommodation costa in the
States/Territories, see Paragraphs 3.16-3.22.
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reasons for the low referral rate of cancer patients from country areas for
radiotherapy treatment in the major centres.*”

7.25 The RACR noted, for example, that in New South Wales in 1990-91, whereas
35.6 per cent of new cancer patients in metropolitan areas were treated by
radiotherapy, the corresponding figure for non-metropolitan areas was only 19.2
per cent.3™ The Committee believes that the lack of access to radiotherapy and
chemotherapy services for women in rural areas needs to be addressed and discusses
this issue further at Paragraphs 7.39-7.54.

Access to Information

726 The Committee was also told that women are not aiways sufficiently informed
about the types of treatment options available and the relative survival rates of
these different types of treatment.”™ Another disincentive for the treatment by
lumpectomy and irradiation is the fact that preservation of the breast necessitates
annual mammography and continual econcern about local recurrence. It is
acknowledged that 10 per cent of patients treated by conservative measures will
subsequently need mastectomy.

727 Several submissions stated that more needs to be done to encourage
participation by women in treatment decisions. One submission cited studies that
showed women benefit from active participation in, and discussion of, their
treatment options. The submission suggested that more information in easily
readable, written form and in non-medical ‘jargon’ needs to be provided to patients
and their families so that an informed decision regarding treatment options can be
made. One submission noted that women should be actively encouraged to seek a
second opinion regarding treatment options, by both the referring doctor and the
surgeon/oncologist giving the first specialist opinion.*™

7.28 The Committee believes that women need to be better informed about the
various treatments currently available and also need to be encouraged to participate
in decision-making about the treatment options available to them.

Recommendation

The Committee RECOMMENDS:

20. That more information be provided to women diagnosed with breast cancer
on the various treatment options available to them; and that women be

encouraged to participate in decisions regarding appropriate courses of
treatment.

372,  Transcript of Evidence, p.1565 (RACR).
373.  ibid, p.1568.
874.  Transcript of Evidence, p471 (RHW).
375. Submission No.56, pp.9-11 (Ms O'Keefe).
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Appropriate Treatment Services

729 At present, treatment services for breast cancer patients are provided through
the public hospital system or through private referral to individual surgeons. Many
public hospitals, especially in the capital cities and provincial centres have
specialised units within their surgical services and women attending such hospitals
are treated through a breast unit ensuring that surgeons experienced in breast
disease supervise their treatment and work in conjunction with radiation and
medical oncologists.®”

i. A Muftidisciplinary Approach

730 Several witnesses argued that the treatment of breast cancer is best managed
by multidisciplinary teams. Multidisciplinary treatment provides the opportunity for
better sharing of knowledge and education for medical practitioners and also better
back-up and support for patients. One witness, emphasising the importance of the
multidisciplinary approach, argued that because the treatment of breast cancer is so
complex and is becoming more complex and demanding and because of a lack of
suitably qualified practitioners, it is important to identify first class multidisciplinary
teams so that optimal care is available to all patients.” One witness noted that
at present there are between 8 and 12 multidisciplinary teams operating in Australia
offering ‘world class’ care for breast cancer patients.?

731 However, it was noted that multidisciplinary teams are rarely available
outside teaching hospitals, which are concentrated in the major cities. The problem
of providing access to women in regional and rural areas was raised during the
inquiry. One witness suggested that formal links should be established between
various screening centres in rural/regional areas and treatment centres in capital
cities so that information on patients could be exchanged between the centres.*™
Information on patients could also be sent by fax or phone to breast cancer
treatment units in the major cities using the latest telemedicine technologgr and
treatment protocols could be advised to the treating surgeon in rural areas,®™

2 Dedicated Breast Cancer Units

732 Several submissions argued that dedicated, state-of-the-art, breast cancer
units need to be established.®! One witness noted that many current treatment

376.  Transcript of Evidence, p.847 (Wesley Breast Clinic, Brisbane).
377.  Transcript of Evidence, p.728 (Professor Forbes).

378.  ibid, p.T29.

379.  Transcript of Evidence, p.775 (Dr Renwick).

380.  ibid, p.775.

381.  Transcript of Evidence, p449 (RHW); p.770 (Dr Renwick).
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facilities have not been upgraded to state-of-the-art facilities which are needed for
the effective treatment of the disease.?®?

7.33 Another submission noted the urgent need to establish comprehensive multi-
disciplinary and holistic care for women with breast cancer in dedicated treatment
centres.® The submission noted that while the Program is likely to lead to the
earlier detection of breast cancer leading to earlier treatment intervention and
improved survival for women, there has not been a parallel development in
providing facilities for the optimal treatment of the disease.®®® The Committee
notes, however, that these dedicated treatment centres only provide services during
normal working hours. There is, in addition, no evidence to suggest that the
treatment outcomes for patients from these centres is better than that provided by
other treatment services.

7.34 Several submissions outlined the types of services that should be offered in
these specialised breast cancer units. For example, one submission argued that
dedicated breast cancer clinics should provide multidisciplinary access to surgical,
radiation and medical oncologists, as well as reconstruction surgery, pain therapists
and palliative care experts. Dedicated counselling and other allied health staff and
support services also need to be provided. The centres should also provide a focus
for the education and training of health professionals and should also work to
establish protocols for the care of women with breast cancer. The comprehensive
care of these patients should ensure that they receive both multidisciplinary medical
care and follow-up appropriate psychological assessment, counselling and
support.385

7.35 The Committee considers, however, that the establishment of centres of
excellence specialising in the treatment of all cancers may be more effective than the
establishment of centres specialising only in the treatment of breast cancer. Other
evidence to the Committee also questioned the efficacy of establishing specialised
units solely for breast cancer treatment. One witness suggested that most breast
surgery can be effectively performed by most specialist general surgeons, with the
more complex cases referred to specialists in the area, as already occurs.”

7.36 One witness noted that:

If we convert breast cancer treatment to something that can only be
done in a small number of teaching hospital centres, you will find that
the standard of care of people who do not have breast cancer but have
breast problems, will be reduced, because there will be fewer people

382.  Transeript of Evidence, p.772 (Dr Renwick).
383.  Transcript of Evidence, p.462 (RHW).
384.  ibid, p.448.
385.  ibid, pp463-5.
386. Transcript of Evidence, p.1302 (RACS, New South Wales State Committee).
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who will understand the surgical management of benign conditions as well as
the malignant conditions of the breast.>®

7.37 Another witness argued that current treatment services are by no means
inadequate and that the treatment for screen-detected breast cancer falls within the
ambit of traditional medical practice.’® It has also been noted that because of the
high cost of establishing these specialised centres more information is needed about
the outcomes and benefits of this approach to treatment.?®

7.38 The Committee believes that the optimal care of women with breast cancer
depends on the establishment of comprehensive, multidisciplinary services. The
Committee considers that the establishment of clinics specialising in the treatment
of all cancers, including breast cancer, should be encouraged so that effective
treatment options for women can be maximised. As noted in Paragraph 7.31, the
Cormmittee believes that linkages between screening centres in rural and regional
areas and treatment centres in the major centres should be encouraged so that
information transfer regarding effective treatments can be facilitated.

Radiotherapy Services

7.39 The Committee received some evidence during the inquiry that there is a
shortage of radiotherapy services in Australia.

7.40 The Australian Institute of Radiography noted that the screening program,
by providing for the earlier detection of breast malignancies, has resulted in an
increased demand for radiotherapy services. This demand ‘places pressure on
already overloaded radiotherapy treatment services, especially when current long
waiting lists are taken into account’ 29 One witness noted that the waiting lists
for radiotherapy are substantial in most States, except Victoria.

7.41 The RACR suggested that at least 10,000 newly diagnosed cancer patients do
not receive radiotherapy each year due to a shortage of radiation oncology
services. ™

387.  ibid, p.1303.
388.  Transcript of Evidence, p.848 (Wesley Breast Clinic, Brisbane).

389, National Health Goals and Targets Implementation Working Group on Cancers, National
Goals, Targets, and Strategies for Cancer Control, February 1994, p.22,

390.  Transcript of Evidence, pp.1225-6 (AIR).
391.  Transcript of Evidence, p.1108 (Anti-Cancer Council of Victoria).
392.  Transcript of Evidence, p.1575 (RACR).
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1. Radiation Oncologists

7.42 The need for radiation oncology services was examined in 1989 by a working
group of AHMAC, which proposed the immediate provision of 21 new training posts
to address the under-supply of radiation oneologists. The report recommended that
there should be at least 130 radiation oncologists positions in Australia by 1995.

7.43 In addition, the Report of the Medical Workforce Data Review Committee
(MWDRC) confirmed that there was a shortage of radiation oncologists, and an
undersupply of funded training positions in this speciality.*®®

7.44 The MWDRC report coneluded that there should be an increase of 14 in the
number of training posts for this speciality, in order to increase the total number of
training posts to 58, This would allow a minimum planning target of 7.5 radiation
oncologists per million of the population to be achieved by 1997. The report
recommended that the issue of productivity amongst radiation oncologists be
addressed by reducing the average training period from seven to five years. ™

745 DHS&H advised the Committee that there are 90 radiation oncologists in
current positions and 44 training posts, of which 39 were filled as at 1 February
1994 39

7.46 The MWDRC report noted that the recommended number of 130 radiation
oncologists by 1995 would not be achieved unless there was an increase in
prodt;ctivity of training posts, or an increase in the number of training posts, or
both.3%

747 MWDRC has also recommended that the academic infrastructure for this
specialty be strengthened, by increased research and involvement in undergraduate
medical research. There is at present no properly funded and supported Chair of
Radiation Oncology in Australia. This is despite the fact that most radiation
oncologist centres are situated in or near teaching hospitals at universities around
Australia.

7.48 DHS&H noted that radiation oncologists are part of a wider group of
oncologists, which includes medical oncologists and surgeons, and supply and
demand issues for each of these three specialties will be necessarily interlinked.
Training requirements for the oncology workforce may in future need to incorporate
elements from each of these specialties, and the MWDRC has recommended that

393. Medical Workforce Data Review Committee, Annual Report 1993, AGPS, Canberra 1993,
p-12.

394.  ibid, pp.12,29-87.
395. Additional information from DHS&H to the Committee, dated 18 February 1994, p.2.
396. Medical Workforce Data Review Committee, op. cit., pp.32-3.
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AHMAC seek assistance from the Committee of Presidents of Medical Colleges in
addressing this issue.

2 Radiation Oncology Fadiliies

7.49 DHS&H advised the Committee that there are 29 radiation oncology facilities
currently in Australia (21 in the public sector and 8 in the private sector).*’

750 The 1989 report of AHMAC®® on radiation oncology services recommended
that Australia requires one radiation oncology centre per million of population.
DHS&H noted that on current population figures, Australia requires 35 units as
against the number at present (29). The distribution by State/Territory of radiation
oncology facilities is shown in Table 2.

TABLE 2 — DISTRIBUTION OF PUBLIC AND PRIVATE
RADIATION ONCOLOGY FACILITIES IN AUSTRALIA

State No. of Facilities Location
NSW 11 Sydney (9),
Newecastle (1),
Wollongong (1)
VIC 7 Melbourne (7)
QLD 3 Brisbane (3)
SA 2 Adelaide (2)
WA 3 Perth (3)
TAS 2 Hobart (1),
Launceston (1)
ACT 1 Woden (1)
TOTAL 29

Source: Additional information from DHS&H to the Committee, dated 18 February 1994,
Attachment 2.

751 The table shows that the facilities are largely located in the major capital
cities, with few facilities outside these major population centres. As mnoted in
Paragraphs 7.23-7.25, the concentration of radiotherapy facilities largely in the
major capitals may discourage women from country areas from opting for
radiotherapy treatment because of the dislocation to family life of a 4 to 6 week
course of radiotherapy at these centres and the considerable financial burden that

this may impose.

397.  Additional information from DHS&H to the Committee, dated 18 February 1994,
Attachment 2.

398. Report cited in ibid.
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7.52 However, DH3&H noted that, while it may be convenient for patients if
radiotherapy centres were located outside the major urban centres, evidence suggests
that for a radiotherapy facility to operate effectively and efficiently it is necessary
to have suitably qualified staff, sufficient population in the catchment area and
adequate specialist support for diagnosis and management of patients and these
conditions are often difficult to meet in areas outside the major population
centres.*

753 The Committee believes that it is essential that adequate radictherapy
services be available to all women with breast cancer and that the supply of, and
demand for, such services should be regularly monitored. The Committee believes
that this monitoring role should be undertaken by the National Breast Cancer
Centre, which is to be established independently of the NHMRC.®

7.54 The Committee considers that radiotherapy facilities need to be provided in
major provincial centres to allow women who live outside the metropolitan areas to
obtain equitable access to these services. The Committee also believes that it may
be necessary to review the level of assistance provided by the various State and
Territory travel and accommodation assistance schemes so that a more adequate
level of financial assistance to patients is provided.

Recommendations

The Committee RECOMMENDS:

21. That the supply of radiotherapy services be regularly monitored by the
National Breast Cancer Centre.

22.  That the geographical distribution of radiotherapy facilities be improved so
that women living in areas outside the major metropolitan centres can obtain
equitable access to these services.

23. That the Commonwealth Government, in co-operation with the
State/Territory Governments, improve the level of travel and accommodation
assistance available to women living in areas outside the major metropolitan
centres requiring radiotherapy treatment. .

Role of Specialist Surgeons
7.55 Currently patients with breast cancer may be treated by general surgeons or

surgeons specialising in the area of breast disease. One submission noted that there
is a need for surgeons to specialise in breast surgery as it is difficult for a surgeon

300, Additional information from DHS&H to the Committee, dated 18 February 1994,
Attachment 2.

400.  See also Paragraph 7.72.
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who occasionally treats breast cancer patients to be expected to maintain the same
interest and knowledge necessary to manage women effectively with this
disease.*"!

7.56 Another submission noted that in Victoria, of the 200 surgeons treating
women with primary operable breast cancer, some 60 percent treat between one and
four cases per year. The submission questmned whether the surgeons involved would
be sufficiently skilled at breast surgery with ‘so little practice’.

757 Another submission noted that the system whereby women are referred to
individual surgeons in private practice does carry with it potentlal problems,
especially in relation to the expertise of the surgeon concerned.

7.58 However, several submissions noted that the various training programs for
the management of breast cancer at the post-fellowship level by the RACS (and
seminars conducted by the College) has led to a marked improvement in the
expertise of surgeons, especially in recent years. One submission noted that the
College has also recognised the problem by further reviewing the credentials of
surgeons seeking appointments at breast units. 4

759 Another submission also noted that there has been more of an acceptance by
GPs of the need for surgeons treating women with breast cancer to have
demonstrated a special interest in breast disease and this should lead to better
provision of treatment for women with screen-detected breast cancer than in the

ast.*%® The Committee believes that adequate information needs to be provided
to GPs so that they are in a position to refer patients to surgeons best qualified in
the area of breast disease. The Committee also considers that the screening program
has an educative role to play in providing information to GPs in this area. '’

760 Some evidence to the Committee suggested that surgeons treating breast
cancer patients should specialise in breast surgery. One submission argued that
surgeons wishing to treat breast cancer patients should be required to treat a
minimum number of women per year; attend professional seminars, etc., to ensure
that their knowledge of breast cancer was up-to-date; and demonstrate that they
have close links, and regularly consult with, their colleagues in other disciplines
(such as pathologists, radiotherapists and oncologists). It was suggested that
implementation of these guidelines should be the responsibility of the College of

401.  Transcript of Evidence, p.386 (New South Wales Health Department).
402.  Submission No.56, p.12 (Ms O'Keefe).

403.  Transcript of Evidence, p.848 (Wesley Breast Clinic, Brisbane).

404.  Transcript of Evidence, p.386 (New South Wales Health Department).
405.  Transcript of Evidence, p.848 (Wesley Breast Clinic, Brisbane),

406.  See also Chapter 5 for a discussion of the role of GPs
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Surgeons.

7.61 Other evidence to the Committee suggested that the establishment of
dedicated breast cancer centres would provide a focus for the education and training
of health professionals. It was also suggested that surgeons associated with these
centres would have the opportunity to gain the necessary expertise in treating breast
cancer patients, especially as they provide a comprehensive and multidisciplinary
approach to breast cancer treatment.*%’

762 The Committee believes that there is a need to foster the development of
specialist surgeons in the area of breast cancer treatment. The Committee considers
that a multidisciplinary approach whereby surgeons work closely with their
colleagues in radiation and medical oncology offers the opportunity for high quality
care for women with breast cancer.

Cancer Registries

763 Evidence to the Committee suggested that hospital-based cancer registries
need to be established.*”® The Committee was told that few, if any, hospitals in
Australia have cancer registries which contain information on the number and status
of patients with cancer treated at the institution. In the absence of hospital-based
registries or data on outcomes in clinically relevant groupings from a central
registry, a doctor's notes may be the only record of the precise treatment given to
a cancer patient. The establishment of these regisiries is needed so that data
relating to treatment outcomes can be assessed so that the efficiency of cancer care
delivery can be measured.”®

764 Several witnesses also suggested that these hospital-based registries should
be linked to a central registry. One witness suggested that regional cancer registries
linked to a central State registry should be established. An agreed set of minimum
data would be provided to the State registry with the regional registry collecting
‘complete data but localised and in more detail’ **® Another witness suggested
that hospital-based registries could be linked with cancer registries established for
each area health service.!!

7.656 The Committee believes that priority should be given to establishing hospital-
based cancer registries to work in conjunction with State/Territory central cancer
registries. These registries should collect information on clinical characteristics,

407.  Transcript of Evidence, pp.464,469 (RHW).

408,  Transcript of Evidence, p.99 (Dr Roder); Submission No.54, p.3 (NSW State Cancer Council);
Submission No.52, p.3 (Professor Tattersall).

409.  Submission No.52,p.3 (Professor Tattersall).
410.  Transcript of Evidencs, p.741 (Professor Forbes).
411.  Tramscript of Evidence, p.741 (Dr Boyages).
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treatment, and outcomes so that a system of monitoring the outcomes of cancer
treatment can be established. With the introduction of Casemix funding, data in
relation to all forms of cancer will be collected in each hospital and this will provide
the nucleus of a hospital-based cancer registry.

Recommendation
The Committee RECOMMENDS:
94,  That hospital-based cancer registries be established as a matter of priority.

7.66 The Committee also received evidence that there is a need for improvements
in the collection of national cancer statistics, National statistics on cancers are
reliant on State and Territory eancer registries supplying the relevant data, and
evidence suggests that many States and Territories are several years behind in their
data processing of these statistics. It has been noted that some of the registries are
not well resourced and this affects their capacity to process the large number of
cancer notifications. Consequently, a national picture on the incidence of breast and
other cancers is difficult to determine, Delays in processing data also affect policy
develo;ixlréent, health services management, and the charting of emerging incidence
trends.

767 Tt has also been noted that there are inconsistencies and gaps in the recording
of cancer registry data, especially in relation to data pertaining to race and country
of birth. There are also inconsistent practices for the collection of data relating to
in situ tumours amongst State and Territory cancer registries.*!?

7.68 DHS&H advised the Committee that all States and Territories have now
agreed to provide data on the incidence of breast cancer (and other cancers) to the
Australian Institute of Health and Welfare (AIHW). However, the Department noted
that despite approaches to the States and Territories over 2 number of years and
representations made through the Australasian Association of Cancer Registries the
latest data provided to the ATHW by each State and Territory is often several years
out of date. Currently the ATHW has collected data on cancers for all States and
Territories for the period 1982 - 1990, except in the case of the Northern Territory
where data has not yet been provided to the ATHW for 1990. In the case of South
Australia data has been provided to the ATHW for 1991 and 1992414

169 The Committee believes that it is important that up-to-date national data on
breast cancer and other cancers be available. To this end the Committee considers
that improvements need to be made in the collection of such data by the States and

412.  National Health Goals Working Group, op. cit,, p.27.
413.  ibid, p.28.

414.  ibid, p.29. Letter from DHS&H to the Committee, dated 22 April 1994.
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Territories. The Committee also believes that the data collected by the States and

Territories needs to be provided to the Commonwealth Government on a much more
timely basis than has occurred in the past.

Recommendation
The Committee RECOMMENDS:

25.  That statistics collected by State and Territory cancer registries be collected
on a more uniform and consistent basis and that data on cancers generally
be provided to the Commonwealth Government on a timely and regular basis
to ensure that current national statistics on the incidence of cancers are
readily available.

Treatment Protocols

770 With cancer being managed by many individual practitioners as well as by
multidisciplinary teams there is a wide diversity in the treatment given for the same
type of cancer at the same stage of progression. Equally there is little information
available to patients about options to guide their thinking about different treatment
options. At present, Australia lacks agreed guidelines for the treatment of any
cancer, although the Committee understands that Guidelines for the Treatment of
Breast Cancer are currently being prepared by NHMRC and that national guidelines
for the clinical management of breast cancer will be developed by 1995.4"

7.71 Several witnesses pointed to the need for the establishment of effective breast
cancer treatment protocols.*’® One witness suggested that there should be a
network of breast cancer treatment centres established throughout Australia which
would formulate treatment protocols and review them on a regular basis.*"

772 The Committee notes the New South Wales Government recently announced
a proposal to establish a breast cancer institute. The institute aims to disseminate
information on best practice and conduct research into breast cancer treatment
options. The Committee also notes the recent Government initiative to establish a
National Breast Cancer Centre (with funding of $16.4 million to be provided over
four years). This Centre will analyse research, provide a clearing house on best
practice, develop treatment and management protocols as well as provide accessible
information to doctors and patients on breast cancer-related issues.’® The
Committee welcomes these initiatives as important initial steps in facilitating
improvements in the available treatment for breast cancer patients.

415. National Health Goals Working Group, ap. dit., pp.23,50.

416.  Transcript of Evidence, p.771 (Dr Renwick).

417.  ibid

418.  Portfolio Budget Measures Statements 1994-95, Human Sciences and Health Portfolio, p.35.
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Hesearch

7.73 Many contributors to the inquiry argued that there should be substantially
more funding for research into breast cancer.*’ One witness told the Committee
that funding into breast cancer rtesearch in Australia is “hopelessly
underfunded’.**® Professor Forbes argued that an extra $50 million needed to be
spent annually on breast cancer research.*?! Another witness described the current
“token’ funding allocated to breast cancer research as an ‘outrageous insult to the

women of Australia’ 422

7.74 In 1993-94, $1.4 million was allocated by the Commonwealth Government
through the NHMRC for research into breast cancer, and an additional $300,000
was allocated to the NHMRC clinical trials centre. Of the $1.4 million, some
$750,000 was allocated to the Garvan Institute of Medical Research. One witness
suggested that a comparabie amount was collectively spent on breast cancer research
from State Cancer Councils and similar bodies.*”® Other research monies are also
spent on different types of breast cancer research from time to time, but this is done
in an ad hoc manner. Private industry also supports some research into breast

Cf:‘i.'l’l(!EI’.‘iz4 -

715 The Committee notes that in 1994 some $14.9 million will be allocated by the
NHMRC for cancer research generally in Australia. The Committee believes that
this research effort into cancers generally will provide indirect benefits for the
research currently undertaken into breast cancer in Australia and complement that
research effort.

7.76 1In the 1994-95 Budget, funding for health and medical research overall
received a funding increase of $92.8 million to be provided over four years from
1944-95 to 1997-98. This funding increase will allow the NHMRC to allocate $119.6
million for medical research in 1995, compared with $110.5 million for 1994. While
funding for breast cancer research was not given a specific allocation in the Budget,
the Government announced that breast cancer will be identified as a ‘*special
initiative’ area for NHMRC project funding. This means that applications for
research into breast cancer that meet the specific funding criteria will be given high

419.  Transcript of Evidence, p.733 (Professor Forbes); p.795 (Dr Rickard).

420.  Transcript of Evidence, p.733 (Professor Forbes).

421,  Sydney Morning Herald, 25 March 1994.

422, Transcript of Evidence, p.318 (Hancock Family Breast Cancer Foundation).

423.  Transcript of Evidence, p.733 (Professor Forbes); advice from the NHMRC to the Committee,
30 May 1994.

424.  Transcript of Evidence, p.733 (Professor Forbes).
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priority.**®

7.77 The Government also announced that it would provide assistance for the
establishment of a non-Government Breast Cancer Fundraising Foundation. The
Commonwealth will contribute $1 million for each of the next three years to assist
in the Foundation's establishment. In addition, the Commonwealth will match any
donations to the Foundation from the public, dollar for dollar, up to maximum of §1
million for three years. The Foundation will act as a central co-ordinating body to
attract corporate and private donations for basic and applied research into breast

cancer.*%®

1. Areas of Research

7.78 During the inquiry several areas were identified as requiring further research.
For example, some witnesses argued that more research is needed in the area of
breast cancer screening.**’ One witness noted that more research is required in
this area to determine if the quality of mammography could be improved, if there
are newer methods, similar to mammography that could be successfully introduced,
if there are serum tests that could be introduced and if newer and more effective
methods of detection could be devised.*?®

7.79% Another witness claimed that at present research into the area of screening
is largely confined to behavioural science issues (for example, the impact of
counselling on patients' well-being) and economic issues (for example, issues relating
to the cost of screening and treatment).*

7.80 The importance of conducting research into screening was underlined by one
witness who stated:

With screening .. | have heard of uncertainties being expressed about
many issues. I do not want to come back to this comparable Committee
in five years time and hear exactly the same uncertainties considered.
We do not wish to screen the same way in five, or certainly 10 years
time as we are doing now.*%

425.  Summary: Budget 94-95 — Human Services & Health. NHMRC advises the Commonwealth
Government on the funding of medical and health research in Australia,

426.  Portfolio Budget Statements, op. cit., p.35.
427, Transcript of Evidence, p.731 (Professor Forbes); p.558 (Dr Fett),
428.  Transcript of Evidence, p.1208 (Professor McKenzie).
429,  Transcript of Evidence, pp.557-8 (Dr Fett).
430.  Transcript of Evidence, pp.731-2 (Professor Forbes).
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7.81 Evidence also suggested that research into treatment needed to be given high
priority. One witness noted that research is needed in the health services area — for
example, how best to establish breast cancer treatment centres and how to measure
the impact that they have on breast cancer mortality; how to increase the leve] of
specialisation in the treatment of breast cancer; how to enrol more women with
breast cancer into breast cancer treatment trials; and how to maximise the
application of what is known about how to treat breast cancer into the treatment
by individual doctors.**!

7.82 The Committee believes that the funding for research into the diagnosis and
treatment of breast cancer has been inadequate in the past. The Committee
commends the Commonwsalth Government for its recent initiatives in the area of
funding for breast cancer research announced in the 1994-95 Budget. The
Committee also believes that funding for breast cancer research needs to be
guaranteed over the longer-term to ensure some continuity of the research effort and
to facilitate the development of a body of research expertise in this country. The
Committee also considers that these research funds should only go to projects
demonstrating the highest scientific merit. -

Recommendation
The Committee RECOMMENDS:

26.  That recognising the fundamental importance of research into the diagnosis
and treatment of breast cancer, that the Commonwealth Government provide
a specific allocation for research into breast cancer in future Commonwealth
Budgets.

2. Clinical Trials

7.83 A number of witnesses argued that there should be more government funding
for controlled clinical trials into breast cancer.®® Controlled clinical trials provide
a method of assessing the results of different types of treatment by allotting patients
in a randomised way to one group that receives a particular treatment and to
another group that acts as a ‘control” group. The results of the trial are then
compared. Clinical trials provide an important means of evaluating new therapeutic
methods and provide the scientific basis for the development of options in situations
where there is some uncertainty about effective methods of treatment.

7.84 However, only a small proportion of women with breast cancer enter into
clinical trials. One witness estimated that it may be as low as five per cent in
Australia.®®® Professor Forbes advised the Committee that a much higher

431,  Transcript of Evidence, p.695 (Dr Fett).
432.  Transcript of Evidence, p.1576 (RACR); p.1107 (Professor Lovell).
433.  Transcript of Evidence, p.572 (Dr Fett).
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proportion of women need to be enrolled in clinical trials. The more women that are
enrolled in these trials the more quickly results regarding different treatments can
be obtained. Professor Forbes also noted that in Denmark, for example, 90 per cent
of eligible women with breast cancer are entered into clinical trials. In the
Seandinavian countries it the ‘norm’ for women to be enrolled in clinical trials. He
also noted that it is essential that all eligible women who wish to, should be enrolled
in clinical trials in this country. **

7.85 In appropriate cases where a relevant. trial protocol is available, the
recruitment of women would assist the development of more effective treatment
schedules.  Clinical trials in Australia are currently strictly controlled by DHS&H,
by the ethics committees of individual institutions, and by the Guidelines on Human
Experimentation which have been established by the NHMRC. For people who are
considering participation in a clinical trial, an assurance must be given that a
framework has been established to ensure ethical conduct in relation to all aspects
of the clinical trial.*®®

7.86 The RACR stated that clinical trials in Australia to date have only looked at
chemo-hormonal therapy of breast cancer and no trials have addressed the role of
either surgery or radiotherapy in breast cancer management. The trials conducted
to date have been financed almost entirely by pharmaceutical companies. The RACR
argued that this caused ‘some doubts about the propriety of the trials [and] .. the
relevance of those trials for the management of breast cancer’.*® The RACR
stated that in view of the impact of breast cancer on the lives of women and their
families, and the diversity of approaches adopted by prominent individual oncologists
and oncology institutes, there is a need for further exploration of the management
of breast cancer by other than chemo-hormonal therapy.

7.87 The RACR stated that advances in this area can only be achieved with
financial support from Government for clinical trials in the multidisciplinary
management of breast cancer and this will necessarily involve investigating the roles
of radiotherapy and surgery in management. The RACR concluded that the lack of
funding for clinical trials is exposing women to breast cancer management protocols
‘which many believe are inappropriate and need urgent revision’ 4%

434.  Advice from Professor Forbes, 27 May 1594,
435. National Health Goals Working Group, op. cit, p.27.
436.  Transcript of Evidence, p.1576 (RACR).
437.  ibid, p.1567.
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Recommendation
The Committee RECOMMENDS:
97.  That the Commonwealth Government provide additional funding for the

conduet of clinical trials into breast cancer to assess existing management
protocols and to develop new treatment schedules.

=

Senator Sue West
Chairperson

June 1994
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APPENDIX 1

ORGANISATIONS AND INDIVIDUALS WHO PRESENTED
WRITTEN SUBMISSIONS TO THE INQUIRY

Submission
No.
1 Ms Merran Cooper
2 Ms Marie V. Heaney
3 Professor Ian F.C. McKenzie, The Austin Research Institute
4 Dr Peter Greenberg
5 Ms Barbara Newman
6 Dr Christopher Lawson-Smith
7 Ms Mavis Tassicker
8 The Health Services Association of New South Wales
9 Ms Janete Griffin
10  The Royal Australasian College of Radiologists
11  Ms Judith Cesari
12 East Melbourne Radiology
13 Dr Patrick C. Cregan
14  South Australian Hezlth Commission
15 Catholic Women's League, Australia
16 Dr James Ryan
17 Mrs Diane Schmidt
18  Dr Virginia R. Billson
19  The Country Women's Association of Western Australia (Inc.)
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20  Dr David A. Noble

21  Ms Clare Crafoord

22  Mrs June Griffith

23  Dr Sue Uren & Dr Adrian Sheen

24  Dr David Lipp

25  Anti-Cancer Council of Victoria

26  Ms Deborah Roots

27  Wellington Graduate Nurses Association
28  Northern Territory Anti Cancer Foundation Ine.
29  Ms Leonie M. Short

30  Dr Heather Mitchell

31  The Royal Australasian College of Radiologists
Queensland Branch

32  Mr DJ. Benjamin

33  Australian Cancer Society, National Breast Cancer Advisory Committee
34  Ms Gladys Rigney

35  Victorian Imaging Group

36  Medical Oncology Group of Australia

37  Pathology Reference Group

38  Women's Health Reference Group, Central West Region, Queensland

39  The Royal Australasian College of Radiologists,
Mammography Sub-committee, Victorian Branch

40  Dr Mary Rickard
41 Perth Imaging

42  North Coast Breast Screening Program Ine.
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43
44
45
46
47
48
49
50
51
52
53
54

55

56

57

58
59
60
61
62

63

Bankstown Diagnostic Breast Centre

Dr Roger Livsey

Darling Downs and South West Queensland Breast Screening Service
Central Queensland Medical Imaging Pty Litd
Hastings Road Breast Clinic

Ms Ann Poulos

Queensland X-Ray Services

Dr John P. Collins

Dr Michael MeDonnell

Professor M.H.N. Tattersall

Ms Agnes Tait

The New South Wales State Cancer Council

The NSW State Planning & Co-ordination Unit (SPCU)
for Mammographic Screening

Ms Marcia O'Keefe

South Australian Branch of the Mammography Subcommittee of the
Royal Australasian College of Radiologists

Dr Elizabeth M. Kenny

St Andrew's War Memorial Hospital Brisbane Breast Clinic
Dr Paula Sivyer

Dr Roslyn M. Adamson

Dr E.J. Wylie

The Medical Executive Committee of the South Australian

Breast X-Ray Service
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64

65
66

67

68

69
70
71

72

73
74
75
76
77
78
79
80

81

82

83

110

Intercollegiate Committee —
Royal Australasian College of Surgeons
Royal Australasian College of Radiologists
Royal College of Pathologists of Australasia
Royal Australian College of General Practitioners
Royal Australasian College of Surgeons, Section of Breast Surgery
Royal Australasian College of Surgeons, New Scuth Wales State Committee

Australian Nursing Federation (WA Branch) and Industrial Union of Workers
Perth

Faculty of Health Sciences, The University of New England,
Northern Rivers

Dr Mark Ready
Women's Health Service for the West
Dr Julian R. Frayne

South Australian Breast X-Ray Service (SABXRS), South Australian State
Advisory Committee

Mrs Judith Roberts

The Rachel Forster Hospital Breast Clinic

Dr Frances Holly-Archer

Ms Bronwyn Chapple

Brisbane South Region Breast Screening and Assessment Service
Dr Michael A. Henderson

The Council of the Shire of Cobar

Mr Murray Schirmer

Royal Australasian College of Surgeons,
The Divisional Group of Rural Surgeons

The Anti-Cancer Foundation of the Universities of South Australia

Dr Stella Wiese
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35

86
87
B8
89
80
91
92
93

94

95
96
97
98
99

100

101

102

103

BreastScreen — Victorian Breast Screening Program

The Royal Australian College of General Practitioners,
West Australian Faculty

Mr Anthony J. Maeder

Ms Julie Evans

Professor P. Grantley Gill

The Wesley Hospital Breast Clinic

Dr Graham Warren

NSW Health Department

Ms Karen Irvine

Australian Medical Association Limited

AMA Couneil of General Practice (Qld) &
Queensland Medical Women's Society

Ms Joan M. Wright

Dr John Osborn

Royal College of Nursing, Australia
Health Department of Western Australia
Consumers' FHealth Forum of Australia Inc.

Breast Study Committee of the Victorian Cooperative
Oncology Group (VCOG) of the Anti-Cancer Council of Vietoria (ACCV)

New South Wales Breast Screening and Assessment Service Units
— Central Sydney

— Hunter

—  Western Sydney

North Coast

— Northern Sydney

Liverpool Breast Centre

Australian Association of Surgeons
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105
106
107

108

109
110
111
112
113

114

115
116
117
118
119
120
121
122
123
124
125

126

112

Professor J McCaffrey

North West Health Service
Tasmanian Breast Screening Service
Australian Institute of Radiography

Reference Group to provide a Monitoring and Evaluation Plan
for the National Program for the Early Detection of Breast Cancer

Northern Territory Department of Health and Community Services
Western Australian Women's Cancer Advisory Board

Council of Remote Area Nurses of Australia Incorporated

Royal Hospital for Women, Paddington, New South Wales

ACT Health

Department of Health, Housing, Local Government and Community Services
(now Department of Human Services and Health)

Multicultural Women's Health Centre, Fremantle, Western Australia
Eastern Sydney Area Health Service

Queensland Branch of Australian Medical Association
Dr Clem Nommensen

Monash Medical Centre

Ms T. Matthews

Australian Society of Breast Physicians

Radiological Council of Western Australia
Queensland Department of Health

Ms Amanda Tattam

Dr Michael J. Fett

Victorian Department of Health
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128
129
130
131
132
133
134

135

Mrs Pauline McKimm
Dr D P Doessel

Women's Electoral Lobby

Cancer Support Association of Western Australia Inc.

The Royal College of Pathologists of Australasia
Ms Mary Simcic

Health Insurance Commission

Monitoring & Evaluation Reference Group

Australian Society for Medical Research
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DATES OF PUBLIC HEARINGS

10 November 1993
Commeonwealth Centre
ADELAIDE

12 November 1993
Sir Charles Gairdner Hospital
PERTH

29 November 1993
Rachel Forster Hospital
Redfern

SYDNEY

30 November 1993
Parliament House

BRISBANE

3 December 1993
Parliament House

MELBOURNE

4 February 1994
Parliament House
CANBERRA

28 February 1994
Parliament House
CANBERRA

14 March 1994
Parliament House
CANBERRA

APPENDIX 2
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APPENDIX 3

WITNESSES WHO APPEARED AT PUBLIC HEARINGS

Dr B M Adamson

Dr L E Albertyn

Mrs J K Anderson

Dr C C Bennett

Dr A M Bilous

Mr M Bonnici

Dr J Boyages

Ms Kim Boyer

Mr D S Briggs

Ms J R Brogan

Applecross WA

Member, State Braneh
Royal Australasian College of Radiologists
Sydney NSW

Acting Executive Director
Royal College of Nursing, Australia
Melbourne Vic

(General Manager
Royal Hospital for Women
Paddington NSW

Chairman

Pathology Reference Group
Pathology Department
Westmead Hospital
Westmead NSW

¥inance Manager
Victorian Breast Screening Coordination Unit Inc.
Carlton South Vie

Western Breast Screening Unit
Parramatta NSW

Chair

State Advisory Committee
Tasmanian Breast Screening Service
State Coordination Unit

Hobart Tas

General Manager
North West Health Service
Tamworth NSW

Director

‘Women's Health Programs
ACT Health

ACT Government
Canberra ACT
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Dr K A Brownlie

Mrs B A Chapple

Ms F Cheok

Dr M Cohn

Dr C Crane

Ms C Croft

Dr J Croll

Dr L. E Dougan

Ms B M Edwards

Dr R G Edwards
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Member
Radiological Council of Western Australia
Nedlands WA

Chief Radiographer

South Australian Breast X-Ray Service
Wayville SA and

Committee Member

Australian Institute of Radiographers
Collingwood Vie

Head, Sereening Support & Evaluation Unit
South Australian Breast X-Ray Service
Wayville SA

President

Australian Medical Assgociation
Queensland Branch

Kelvin Grove Qld

South Australian Spokesperson
Mammography Subcommittee

Royal Australasian College of Radiologists
Millers Point NSW

Northern Territory Coordinator
Women's Cancer Prevention Program
Darwin NT .

President

Australian Society of Breast Physicians
Sydney Square Breast Clinic

Sydney NSW

Member, Women's Advisory Council

Women's Cancer prevention Unit Advisory Board

Health Department of Western Australia
Mt Hawthorn WA

Acting Manager

Women's Cancer Prevention Unit
Health Department of Western Australia
Mt Hawthorn WA

Executive Director
Anti-Cancer Foundation
North Adelaide SA



Ms S E Farnan

Dr M J Fett

Prof. J F Forbes

Dr J R Frayne

Ms V Gardner

Dr P Garvey
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APPENDIX 4
SCREENING AND ASSESSMENT SERVICES

Source: Transcript of Evidence, pp.1402-4 (DHS&H).
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NATIONAL PROGRAM FOR THE EARLY DETECTION OF BREAST CANCER

SCREENING AND ASSESSMENT SERVICES
AS AT 31 JANUARY 1994

FIXED MOBILES
NSW * Central/Eastern Sydney Screening and
Assessment Service
Clinics - Rachel Forster Hospital (pilot) 2
Royal Women's Hospital {Mar 88 &
Paddington (Aug 93) June 90)

Sydney Square (Jan 34)
Ashfield (Jan 94)

* Western Sydney Screening and Assessment Service

Clinics - Parramatta Health Service (Feb 93) 2
(Sept 93 &
Nov 93)

* Northern Sydney Screening and Assessment Service

Clinics - Royal North Shore Hospital(May 93)
Hornsby (July 93)
Chatswood (July 93)
Lindfield (Aug 23)
Manly (Oct 93)
wahroonga {(Oct 93)
Dee Why (0Oct 93)
Mona Vale (Jan 94)

* Hunter Breast Cancer Screening Project
Clinics - Newcastle (pilot)

Kotara (April 93)

Charlestown {April 83} 2
(Apr 89 &
Oct 91)

* North Coast Breast Screening Program (Lismore) (May 93)

Clinics - Lismore 1
{Dec 93)

* South West Region Screening and Assessment Service

Clinics - Wagga Wagga (Jan 94



FIXED MOBILES

vic * Essendon BreastScreen {pilot)

Clinics - Essendon and District Hospital

plus a relocatable service to screen at
eight locations in Western Region

* Monash BreastS3creen
Monash Medical Centre (Feb 9%3)

Clinics - Mentone
Clayton
East Bentleigh
Mt Waverley
Berwick
Malvern
Dandenong
Elsternwick

*+ (City and North Eastern BreastScreen (Sept 93)

Clinic - Fitzroy
East Melbourne

* Geelong Screening and Assessment Service (Aug 93)
Clinic - Geelong
* Maroondah BreastScreen {Jan %4)

Clinics - Ringwood East

QLD * Royal Women's Hospital Breast
Screening Clinic (pilot)
Clinic - Herston 1
{1990}

* Brisbane South Breast Screening Service
Clinic - Upper Mt Gravatt (Mar §3)

* gSouth Coast Region Breast Screening
Clinic - Southport (Aug 91)

* Sunshine Coast Breast Screening Service

Clinic - Nambour (Feb 93)



QLD *
{(cont’d)
*
*
SA *
WA *
TAS *
*
*
ACT *

FIXER

Darling Downs Region Breast Screening Service
¢linic - Toowoomba (June 92)

Central Queensland Breast Screening Service
Clinic - Rockhampton (Mar 92)

Northern Queensland Breast Screening Clinic

Clinic - Townsville (Sept 91)

Seuth Australian Breast X-ray Service (pilot).

Clinics -Wayville
Seacombe Gardens
Adelaide Central
Woodville South
Elizabeth Vale

Western Australian Breast Cancer Screening
Program {pileot}

Clinics -Cannington
Mirrabooka
Hillarys

Tasmanian Breast Screening Service - Augusta Road

ciinic - Lenah Vvalley (Feb 93)

Tasmanian Breast Screening Service - Frederick St

Clinic - Launceston (May %3)

MOBILES

1

{June 9%2)

1
(May 92)

1
(Apr 92)

Tasmanian Breast Screening Service - Collins Street

Clinic - Hobart {July 93)

ACT Breast Screening

Clinic - Canberra (Feb 93)

1
{(Jan 94)



APPENDIX 5

AIMS AND OBJECTIVES OF THE NATIONAL PROGRAM

Aims

The aims of the National Program were developed by the National Advisory
Committee and form part of the agreement between the Commonwealth and all
participating States and Territories. These aims are to:

ensure that the Program is implemented in such a way that significant
reductions can be achieved in morbidity and mortality attributable to breast
cancer.

maximise the early detection of breast cancer in the target population.

ensure that screening for breast cancer in Australia is provided in dedicated,
accredited Screening and Assessment Services as part of the National Program
for the Barly Detection of Breast Cancer.

ensure equitable access of eligible women to the Program.

ensure that services are acceptable and appropriate to the needs of the eligible
population.

achieve high standards of program management, service delivery, monitoring
and evaluation, and accountability.

Objectives

After five years, a 70 per cent participation rate in the National Program by
women in the target group (50-69 years) and access to the Program for women
aged 40-49 years and 70-79 years.

All women in the Program re-screened at not more than two yearly intervals.
To achieve agreed performance outcomes to minimise recall rates, retake films,
invasive procedures, ‘false negatives”, and * false positives’, and maximise the
number of cancers detected, in particular, the number of small cancers detected.
Referral to appropriate treatment services and the collection of information

about the outcome of treatment.

Funding by the National program through State Co-ordination Units of only
Screening and Assessment Services accredited according to agreed National
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Accreditation Guidelines, and the monitoring and review of those guidelines by
appropriate National and State Accreditation Committees.

Recognition of the real costs to women clients of participation in the Program,
and the minimisation of those costs, including the provision of services at
minimal or no charge, and free to eligible women who would not attend if there
were a charge.

Information about mammographic screening and the implementation and
outcomes of the National Program available in easily comprehensible and
appropriate forms in a variety of forums and to women and health-care
providers in particular.

Patterns of participation in the Program which are representative of the socio-
economic, ethnic and cultural profile of the target population.

Services provided in accessible, non-threatening and comfortable environments
by staff with appropriate expertise, experience and training.

Appropriate service in that counselling, education and information is provided
as an integral part of the Program, sensitive procedures for notification of recall
are in place, and the time between initial screen and assessment is minimised.

High levels of participation in the development and management of the Program
by members of significant professional and client groups.

The collection and analysis of data sufficient to monitor the implementation of
the Program, to evaluate its effectiveness and efficiency, and to provide the basis
for future policy and program development decisions.**®

438.
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APPENDIX 6

MAJOR POLICY FEATURES OF THE PROGRAM

The National Program selects women on the basis of age alone. In line with the
recommendation of the SECU report, the Program is made available for women
40 years and over, but recruitment strategies actively target those women aged
50-69 years.

Screening is made available as widely as possible to all eligible women with the
objective of rescreening them every two years.

Screening Services are provided in an accessible, non-threatening and
comfortable environment - information about the screening Program, emotional
support and counselling is also provided.

Sereening and assessment is carried out at accredited centres.

General practitioners are kept informed of the results of screening, unless a
woman directs otherwise. A doctor's referral is not required for screening
purposes.

Screening employs film-screen mammography as the principal screening method
for reducing breast cancer morbidity.

All mammograms are taken by a radiographer appropriately trained in screening
mammography and all mammographic films are read and reported
independently be two or more readers, at least one of whom is a radiologist.
Both readers must be specially trained in screening mammography and both
must meet the same performance criteria.

Women are actively involved in decisions about their management, particularly
in relation to further assessment and treatment.

The Program takes a woman from screening up to and including histological or
cytological diagnosis of breast cancer. Women with histologically or cytalogically
confirmed breast cancer are given the option of referral to a treatment clinic
specialising in the treatment of screen-detected cancer or returning to their GP
for referral to a specialist breast surgeon,**®

439.

Accreditation Guidelines, op. cit,, pp.8-9.
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APPENDIX 7

NPEDBC - STATISTICS ON NUMBERS OF WOMEN SCREENED

Sources: DHS&H, NPEDBC Preliminary Progress Report, January 1994,
Tables 1-3; Transcript of Evidence, pp.1405-6 (DHS&H).
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State

)
NSW
vIC
QLD
WA
SA
TAS
NT
ACT
AUST

Period:

Table 1

Progress towards 'steady siate’ recrultment

Number of
Number of Number of women
women women Steady recruited as

recrultead  recruited  Total number state @ proportion
before the since 1 July of women recrulitment of steady

program 1991 recruited number state
No. No. No. No. %
2+(3) (45
2 3 O] %) )
anz 72,960 104,672 £99.011 17%
20,422 24,417 44,839 440,373 10%
30,815 56,979 87,794 289,922 30%
21,160 26,910 48,070 162,840 30%
17,633 57,566 75,199 146,930 51%
0 9,982 9.982 44,199 23%
0 0 0 12,365 0%
0] 6,819 6,819 25,835 26%
121,742 255,633 372,375 1,721,473 22%

1/7/91 - 30/11/93 + previous years for pilots and
pre-existing services



State

M

NSW

VIC

QLD

WA

SA

TAS

ACT

TOTAL/
AUST

Padiclpation by Age

Number of
screening
episodes
during the
period

(initial
Age screens)
No.

@ 3)
40-49 yis 13,003
50-49 18,492
70-79 . 2,158
TOTAL 33,653
40-49 y15 3,989
50-69 7.801
70-7% 632
TOTAL 12,422
40-49 y15 16,725
50-69 21.548
70-79 3,254
TOTAL 41,527
40-49 yrs 6,779
50-69 13,878
70-79 841
TOTAL 21,498
A0-49 yrs 1313
80-69 29,944
70-79 1,810
TOTAL 44,885
40-49 yrs 1.074
50-6% 1,931
70-79 43
TOTAL 3,048
40-49 yr5 1,324
50-69 1,630
70-79 123
TOTAL 3,077
40-49 yrs 56,025
50-69 95,224
70-79 8,861
TOTAL 160,110

Actual
proporttions proportions
according according

te age

%
4

39%
55%
6%

32%
63%
5%

52%
8%

32%
65%
4%

29%
67%
4%

35%
63%
1%

43%
53%
4%

5%
59%
6%

Anticipated

to age*
%
&)

29%
66%
5%

0%
65%
5%

30%
65%
5%

32%
64%
4%

29%
65%
6%

31%
66%
3%

7%
3%
30%

65%
5%

* Based on the population distribution between

those ages. :
Note: annarant airorns in percaentaqges due to rieunding

Table 2



Table 3

(£ %l
¥e %l
9t %l
9¢ %l
(/4 %!

¥S %L
1Al %1
€9 %l
S %l
9% %l

(s)/(g) S)L)
000’01 1ed %

Boubd Asdoiq usdo  poassessD
Uim UaMmiepun  USWOoMm jO
USLUOM JO OUM uswiom uojiiodold  USLOM

uo|jrodold jo uopiodold

34
%V
%V
%S
%L

%9
%P
%S
%9
%01

Q)9

A4
1]
£ed
¥e

l

698
A3
165
il
)

(e

18oUnd
UM

VAL U AjuDW ‘@Bb UMOoUYUN JO usuwlom 8pnidul §1v0L (G} ulinjod y|

Z 91qD| 988 - | A PUD 582188 MSN AQ
poplacid spiodst Alappnb pup Alyucul U88M|ag S8loundalosip jouill pUD ‘DUCIDIA PUD MSN Ul S83IAIBS 10} Buiodel aygdwony; [9joN

EESG v0s't ri0'98
1% ¥4 rv'e
i8¢ verc L8P0
8L {59 £EqeL
2 A &y
66Z°L LEC6 oL0'Z9L
ril e 0096
[§%¢] sri's ¥2T'se
ave {T8'E GzZ0'9s
9 8Ll ostL’i
() )] @)
‘ON ‘ON "ON

ssouBolp  jusussesso  poued

o) Asdoig  Juemiepun ey Bupnp
uedo Oym UBLUIOMN pBueslds

juemiepun UBHIO M,
oym

UBUIOM

TYi0ol
L
6908
oy-Or
sIA D>

IvIOL
0L
6908
6r-0F
SIA Ob>

)

SNIFYOS3Y 1SNV £6/9/08-161411

IVILN 1SNV £6/9/0E-16/L11

© 2) (0

USLLIOM  LUSDISSeY/|DlIUl  BdjAes poued

j0 eby

$i0j00|pUl ASY UO edUDULONed [DUCHDN



Figure 1

Number of screening episodes by month
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Figure 2

NATIONAL PROGRAM FOR THE EARLY
DETECTION OF BREAST CANCER

Screening episodes to 31 December 1993 and screening
targets to 30 June 1994

B targets: 1/1/94-30/6/94
7] screens: 1/7/93-31/12/93
[ 1992-93

(1 1991.02

—]
1

0 50000 ~ 100000 150000 200000 250000

sCTreens; targets:
1891-82 1992-93 1/7/93- 1/12/93-
30/11/83 30/6/94

ACT 0 3,090 © 3,729 6,830
TAS 0 3,052 6,930 11,770
WA 15,525 22,057 10,146 26,5564
SA 22,800 37,802 17,617 23,514
QLD 24,481 42,546 24,710 55,790
vIC 8,679 14,793 15,628 54,372
NSW 23,731 40,410 45,808 137,192

TOTAL 95,216 163,750 124,568 316,022
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NATIONAL ACCREDITATION GUIDELINES

These Guidelines were developed by a wotking party of the National Advisory Committee
for the Early Detection of Breast Cancer.

“The National Advisory Committee is comprised of representarives of the following

organisations and interests:

Aboriginal and Torres Strait Islander Commission

ACT Board of Health

Australian Cancer Society

Australian Institute of Radiography

Australian Medical Association Led.

Commonwealth Department of Health, Housing and Community Services
Consumers' representative

Depattment of Health, Tasmania

Health Department Victotia

Health Department of Western Australia

New South Wales Health Department

Northern Territary Department of Health and Community Services
Public Health representative

Queensland Department of Health

Royal Australasian College of Surgeons

South Australian Health Commission

The Royal Australian College of General Pracuitioners

The Rovyal College of Pathologists of Australasia

The Royal Australasian College of Radiologists

The hard work and expertise contributed by the individuals on the working party to the

development of these Guidelines is greatly appteciated.

The Guidelines were ratified by the National Advisory Committee for the Early Detection
of Breast Cancer on 22 November 1991.

The Guidelines were developed ro set accreditation standards within existing policy, as
was the brief of the working party. Policy is set by State and Commonwealth Ministers. In
ratifying the Guidelines, the National Advisory Committee noted reservations by some
groups about current policy:

. The reading of screening mammograms by non-radiologist readers (Royal
Austraiasian College of Radiologists, Intercoliegiate Commirtee on Mammographic

Screening);
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. The inclusion of women 40-49 years in the Program (Royal Australasian College of

Radiologists, Australian Medical Association);
. The inclusion of breast physicians {Australian Medical Association);

. The inclusion of open surgical biopsy in the Program (Intercollegiate Commitree).

For further information on the Guidelines, please contact the National Co-ordination
Unit, National Program for the Early Detection of Breast Cancer, Department of Healrh,
Housing and Community Services, an (06) 289 7323.

Additional copies of the Guidelines can be obtained from each Stare Co-ordination Unir.
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Section |

OVERVIEW of he NATIONAL PROGRAM

1.1 INTRODUCTION

Breast cancer is the most common cancer threatening the lives of Australian women. Over
5000 Australian women develop breast cancer each year, and each woman has a one in 16

chance of developing breast cancer during her life.

Each year more than 2000 Australian women die from breast cancer. Despire technical
advances in the treacment of breast cancer, survival rates have remained unchanged in the

last 50 years.

There is now widespread agreement among public health authorities thar well controlled
mammographic screening can substantially reduce deaths from breast cancer among women
aged 50-69. Mammography is the only effective means for detecting non-palpable cancers,
which are at a stage when they are more likely to be amenable to effective trearment.

The evidence that breast cancer screening by mammography is efficacious comes from a
number of studies, including four randomised controlled trials and three studies of case-

control design,

In the United States, 29 tightly monitored demonstration projects have shown that

screening mammography is practical and effective under normal ‘field’ conditions.'?

Based on the results of the overseas trials, individual women participating regularly in
mammographic screening of high quality can expect their risk of death from breast cancer
to be reduced by mare than half while they participate in such a program.

Currently, the evidence suggests that breast cancer deaths could be reduced by around one
third among those offered screening, which includes those women who choose not to

participate in screening.

The report of the Australian Health Ministess’ Advisory Council {AHMAC) Screening
Evaluation Steering Committee, Breast Cancer Sereening in Australia: future directions’
suggests that, with a fully operational screening program and a 70% participation rare
amongst eligible women, the reduction in mortality from breast cancer amongst alt
Australian women would be around 17% (p. 26).

1.2 PROGRAM HISTORY and ORGANISATION

Between 1987 and 1990, 11 breast cancer screening projects in five Australian States
participated as pilots in a three year evaluarion which advised the Australian Health

grmpns



Ministers’ Advisory Council on the various policy aspects of developing national strategies
i:4

for extensive screening programs.

Based on this evaluation the Commonwealth Government announced that it would
contribute $64m in the first three years towards the development of a national breast
cancer screening program. The National Program for the Early Detection of Breast Cancet
(the National Program} is to be implemented over five years from the time of agreement
by the States and Territories to participate.

Subsequently five States have signed participation agreements with the Commonwealth,
and the others have conducted feasibility studies (as at October 1991).

The National Program will be funded through cost shared arrangements between the
Commonwealth Govemnment and the Governments of the States and Territories. In the
start-up phase, the Commonwealth is providing $14m in unmatched funds to enable States
and Territories to either establish a program ot expand their services in line with the
National Prograrn policies and objectives.

Funding will be provided to State and Territory Governments through agreements
between the Commonwealth and State and Territory Governments, and is expected to be
administered through the State Co-ordination Units.

The National Program will be a clearly identifiable, integrated, systematic and
co-ordinated program. A network of accredited and dedicated Screening and Assessment
Services will be established within each participating Srate and Territory to provide
screening to all women over 40 years of age. Women aged 50-69 will be actively recruited.

Each Screening and Assessment Service will operate as an integrated system consisting of
an assessment centre/service, and associated screening unit(s}. The Service will be
responsible as 2 whole to the State Co-ordination Unit. Screening units may be fixed or
mobile, and will not operate independently but in close association with a designated

assessment centrefservice,

The State Co-ordination Unit {SCU) in each State and Territory will have primary
responsibility for implementation of the National Program within the State or Territory.
This responsibility includes recommendations abaut the location, type and number of
screening units and assessment centres/services, recruitment, training co-ordination,

acereditation monitoring, financial management and data management.

The National Co-ordination Unit will provide a central co-ordination and management
function for the National Program and the National Advisory Committee for the Early
Detection of Breast Cancer. It will be responsible for national data collection, compilation
and analysis, and National Program evaluation and monitoring,
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1.3 ACCREDITATION within the NATIONAL PROGRAM

For a population based mammographic screening program to achieve its full potential, it
must be of high quality and achieve high participation rares. Furthermore, women with
screen detected abnormalities must receive appropriate follow-up assessment as well as

have access to high standard trearment facilities where required.

The development of successful overseas programs has been based on a recognition that, for
benefits to be maximised and any adverse cffects minimised, screening mammography must
be implemented with stronger control and guidance than is customary in health service
development. The possible adverse effects of screening which must be minimised may
include anxiety, radiation exposure, over diagnosis and under diagnosis and unnecessary

intervention {including open biopsy).

The report of the AMMAC Breast Cancer Screening Evaluation Steering Committee’
emphasised the need for a highly integrated, systematic and co-otdinated program,
including srandardised accreditation processes, specialised training, quantitative
performance ctitetia, ongoing monitoring and evaluation, and national and state level

co-ordination mechanisms’,

The Acereditation process, and these National Guidelines, will together be a critical
component in the achievement of sufficiently high standards throughout the national
network of Screening and Assessment Services to enable the achievement of the desired

ourcomes.

It is the integrated Screening and Assessment Service which will be accredited under these
Guidelines. The Service, or parts of it, may be located in the public or private sectors, but
all elements will need to meet accreditation guidelines in order for the Service ro qualify

for funding under the National Program.

The Screening and Assessment Service must be a discretely identifiable Service, with a
clear management and service delivery structure and processes dedicated to the purpose of

mammographic screening.

The services under the National Program should not be provided concutrently with any

other radiological or diagnostic services.

The continued funding of such Screening and Assessment Services will depend upon their
compliance with these National Accreditation Guidelines which have been developed and
approved by the National Advisory Committee for the National Program for the Early
Detection of Breast Cancer, That Committes consists of professional, program
management, government, consumer and public health representatives.

Their implementation will be ovetseen and regularly reviewed by a National Accreditation
Comumittes. This Committee will include relevant professional and program management
representation. It will have direct reference to an Intercollegiate Committee on Breast
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Cancer Screening for advice on professional matters. It will also maintain a register of
accreditation experts upon which States and Territories may draw to assist the process of

accreditation.

Responsibility for ensuring the accrediration of Screening and Assessment Services lies
within the Stare or Territory Co-ordination Unit. Each State will have in place an
approptiate accredication advisory group for this purpose {see Secrion 4).

These Narional Accreditation Guidelines apply to the accreditation of Screening and
Assessment Services as described above. They do not apply to the accreditation of
professional personnel. The latter process is seen to be the prerogative of the relevant
Professional Colleges and Institutes. The Guidelines require that staff employed by the
Services funded by the National Program be appropriately qualified, and thae where
recognised professional guidelines exist they should be the standards (see Section 2.2).

Screening and Assessment Setvices may be provisionally accredited for 12 months after
which re-accreditation will be reguited each two years.

All healr_h_ services can be conceptualised to consist of three elements—structure, process
and outcome, and these are integral to the processes of quality assurance and evaluation.

 Structure encompasses the resources of the Screening and Assessment Service which may
be primarily expressed as financial or human. It also includes less tangible features of the
management and administration such as quality assurance programs, clear program
objectives and policies, programs of training and continuing education, procedures for
ensuring client sacisfaction, and staff appraisal and performance mechanisms.

Process refers to the activities of the Screening and Assessment Service and includes
recruitment strategies, screening and assessment processes, and monitoring and evaluation

activities.

Outcome relates to the results of activities undertaken through the Program. The ultimate
aitn of this National Program is reduction in mortality from breast cancer.

A population of women over 30 years of age offered breast screening can expect an
approximate 30% reduction in deaths from breast cancer. Because this mortaliry reduction
follows a delay of about five years from the commencement of screening, it is important to
adopt interim performance measures for this key program outcome.

The basis of the anticipated reduction in mortality is the earlier detection of cancers
{particularly small cancers) followed by their successful treatment. Therefore, the
proportion of cancers detected, and more so the proportion of invasive cancers less than
10mm, have been adopted as two suitable intermediate indicators of the ultimate outcome
{see Section 3).
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While a reduction in breast cancer mortality is the ultimate goal of the National Program,
this goal should not be pursued to the total exclusion of other important process or
autcome objectives such as participation by women in health decision making, and

recognition of women's rights and needs as health care consurners.

If the National Program is not ta fall into disrepute with women, then there must be
recognition of individual women's needs in service delivery. This philosophy has served as
a guiding principle in the development of these National Accreditarion Guidelines.

The three elements—smucture, process and outcome-—which underlie the aims and
objectives of the Program, also define the scope of these Accreditation Guidelines, and
form the basis of the various standards established herein.

It is important that the National Program, and each of the Screening and Assessment
Services which comprise It, recognise that it is crucial to determine standards for these
three elements and then to measure achievement of those standards, so that progress

towards the end results can be effectively monitored.

Considerable evaluative work has already been done on the effectiveness of
mamimographic screening and these results have been used extensively in the development
of the policies and management structures of the National Program, and in the
development of the various standards established in these Guidelines. This includes the
pilot projects conducted in: Australia in the late 1980s as well as data from the various

overseas trials.

The Guidelines have also drawn heavily on standards established by the Professional
Colleges and Institutes, the Australian Institute of Health, the National Health and
Medical Research Council and overseas programs.

The quality of a health service is a function of five different types of outcome:

Effectiveness the degree to which the service reaches the objectives.

Efficency the maximisation of benefits for the minimumn cost in resources of
teaching the objectives.

Equity the degree to which resources are used for the benefit of the
whole population.

Appropriateness the balance of risks and benefits.,

Client sarisfaction the degree of satisfaction experienced by the clients.

These five types of outcome are implicit in the aims and objectives of the National
Program and in these National Accreditation Guidelines.

Also integral to the Guidelines is the notion that quality of structure, process and
outcomes will be continually monitored, evaluated, reviewed and improved. It is National
Program policy that multi-disciplinary teams will be established in each accredited

5
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Screening and Assessment Service for this purpose, in conjunction with appropriate

processes of review and change.

Whilst monitoring and evaluation is critically important in relation to the clinical
activities, it is also vital that the Program be equally rigorous in its monitoring and
evaluation of recruitinent, resource management, data collection and rraining activities.
The establishment and maintenance of high quality standards in all its component parts
and all its objectives will be imperative if the National Program is to achieve an acceptable
balance between cost and public health benefit.

Criteria for establishing quality and for measuring performance need to be selected for
validity, reliability and feasibiliry and be reviewed on an ongoing basis.

These National Accreditation Guidelines set minimum standards for the accreditation of
Screening and Assessment Services as part of the National Program for the Early Detection
of Breast Cancer. They are intended to ensure the achievement of the Program aims and

objectives, which follow.

1.4 7he AIMS and OBJECTIVES of the
NATIONAL PROGRAM

The aims and objectives of the Narional Program have been derived from the report of the
Breast Cancer Screening Evaluation Steering Committee’, particutarly from its
recommendations. They have been developed by the National Co-ordination Unit in
consultation with the Program's National Advisory Committee and its Working Parties.
They will be reviewed from time o time.

Aims of the National Program

. To ensure thar the Program is implemented in such a way that significant
reductions can be achieved in morbidity and mortality ateributable to breast cancer.

. To maximise the early detection of breast cancer in the target population.

. To ensure that screening for breast cancer in Australia is provided in dedicated,
accredited Screening and Assessment Services as part of the National Program for
the Early Detection of Breast Cancer.

. To ensure equitable access of eligible women to the Program.

. To ensure that services are acceptable and appropriate to the needs of the eligible
population.
. To achieve high standards of program management, service delivery, monitoring

and evaluation, and accountability.

T e i e A S R e R S B R B S R TN S P A

AL SR R e




AETE AR RS

Objectives of the National Program
. After five years, a 70% participation rate in the National Program by women in the
targer group {5069 yeats) and access to the Program for women aged 40-49 years
and 7079 years.
. All women in the Program rescreened at not mote than two yearly intervals.
. To achieve agreed performance outcomes to minimise recall rates, retake films,

invasive procedures, false negatives’, and ‘false positives’, and maximise the number
of cancers detected, in particular the number of small cancers detected.

. Referral to appropriate treatment services and the collection of information about

the outcome of treatment.

. Funding by the National Program through State Co-ordination Units of only
Screening and Assessment Services accredited according to agreed National
Accreditation Guidelines, and the monitoring and review of those guidelines by
appropriate National and State Accreditation Committees.

. Recognition of the teal costs to the women clients of participation in the Program,
and the minimisation of those costs, including the provision of services at minimal
or no charge, and free to eligible women who would not attend if there were a
charge.

. Information about mammographic screening and the implementarion and outcomes
of the National Program available in easily comprehensible and appropriate forms
in a variety of forums and to women and health care providers in particular.

. Patterns of participation in the Program which are representative of the socio-
economic, ethnic and cultural profile of the target population,

. Services provided in accessible, non-threatening and comfortable environments by
staff with appropriate expertise, experience and training,

. Appropriate service in that counselling, education and information is provided as
an integral part of the Program, sensitive procedures for notification of recall are in
place, and the time between initial screen and assessment is minimised.

. High levels of participation in the development and management of the Program by
members of significant professional and client groups.

. “The collection and analysis of data sufficient to monitor the implementation of the
Program, to evaluate its effectiveness and efficiency, and to provide the basis for
future policy and program development decisions.
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1.5 PROGRAM POLICIES

“The report of the Breast Cancer Screening Evaluation Steering Commitree’ has also
formed the basis for the development of the policies of the National Program for the Early
Detection of Breast Cancer*.

Screening and Assessment Services accredited under the National Program for the Early
Detection of Breast Cancer will be expected to operate according ta, and to make freely
available, the policies and information statements of the National Propram.

Major policy features of the National Program

. The National Program for Early Detection of Breast Cancer selects women on the
basis of age alone. In line with the recommendations of the Evaluation Report’, the
Program will be made available and publicised for women aged 40 years and above,
but recruitment strategies will be rargered at women aged 50-69 years®.

. There is international consensus thar mammographic screening is effective for
women aged 50 years and above, while there is not yet consensus in relation to
wornen aged 40—49 years. Under the Program women in this latrer group will have
access to organised, high qualicy screening.

. The age range for screening will be monitored and reviewed as new data becomes
available.
. Screening will be made available as widely as possible to all eligible women with the

intention of rescreening them every two years.
The screening interval will be reviewed as new data become available.

. Screening will be made available at minimal or no cost to the woman, and free of
charge to eligible women who would not atrend if there was a charge.

. Comprehensive and easily understood information, emotional support and
counselling will be provided as appropriate. Women will be advised on the
effectiveness and risks of mammography and on the maintenance of a regime of
breast care e.g. breast self examination to reinforce the message that a negative
mammographic screen does not preclude the diagnosis of breast cancer prior to the
next screen.

. Screening services wilt be provided in a manner which is acceptable to women in
the target group and in accessible, non-threatening and comfortable environments.

. General Practitioners should be kept informed of the results of screening and any
further work-up required, unless a woman directs otherwise. Although a doctor’s
referral is not a prerequisite for ateendance, 2 letter from the woman's doctor is
welcotned.

. Screening will employ film-screen mammography alone as the principal screening
method for reducing breast cancer mortality.
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. All women will be screened with two view mammography. At a subsequent

rescreening one view may be used if previous mammograms have indicated that two

views are not required.

. Alt mammograms will be taken by a radiographer appropriately trained in screening
mammogtaphy.
. All mammographic films will be read and reported independently by two or more

readers, ar least one of whom shall be a radiologist. Both readers must be specially
trained in screening mammography and both meet the same performance criteria.
Reports will be combined into a single recommendation.

. The resuls of screening witk be provided prompely and directly to the woman who is

the subject of che screening in a way which is sensitive to her possible anxiery.

. Women will be actively involved in decisions about their management, particularly
in relation to further assessment and treatment, and written information will be
provided.

. Screening and assessment will be carried out at accredited centresfservices.

. The Program will take a woman from screening up to and including histological or

cytological diagnosis of breast cancer.

. Women with histologically or ¢ytologically confirmed breast cancer will be given
the option of referral to a treatment clinic specialising in the treatment of screen
detected breast cancer or returning to their General Practitioner for referral to a

specialist breast surgeon.

1.6 CONCLUSION

In summary, boh the objectives of the National Program and these Accreditation
Guidelines require a comprehensive and integrated approach to the screening process.
Without this, the Program will fail to achieve irs public health goal as well as its potenrial

to benefit individual women.

Further, without 2 commitment to effective teamwork and a sereening ‘culeure” by all staff
involved in the screening and assessment pathway (including administrative and clinical

personnel), the Program will inevitably fail to fulfil its promise.

The remaining sections of this document cover the following matters, in sufficient detail it
is hoped, to permit an evaluation of the extent to which a Screening and Assessment

Service is meeting, or is likely to meet Program objecrives.

Secrion 2 contains guidelines for various Program components, including education and

tecruirment, screening and assessment, data collection and management, training for staff,

and program administration/management.
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This section is intended to provide an outline of what aspects of an individual program will
be evaluated, on what broad criteria, and some guidance on how various aspects of the

Screening and Assessment Service should be delivered 1o the target group.

Section 3 gives performance objectives and standards. This section provides brief
starements of the key performance objecrives for each major program component, as well

as quantifiable/objective standaeds for their measurement.

The Accreditation Process is spelled out in Secrion 4, including levels of responsibility

within and between States, procedures for withdrawal of accreditation and so on.

Implementation, including relevant timeframes and a budget for the accreditation process
is found in Section 5 and finally, the appendices cover specific aspects of all the above in

greater derail.

So as to ensure greater uniformity in interpretation of these guidelines, a series of
definitions has been agreed (see Appendix 1). These will facilitate not only uniformity of

interpretation but also preater uniformity of implementation of the National Program.
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Section 2

ACCREDITATION GUIDELINES for
COMPONENTS of the PROGRAM

2.1 RECRUITMENT

The National Program for the Early Detection of Breast Cancer is a population screening
progra: for women which is dependent upon obtaining high participation rates for ies
success and effecriveness. The aim of the program is to screen 70% of women aged between
50-69 years at two year intervals and to make breast screening available for women aged
40-49 years and 70 years and over, It is essential that these women return for subsequent

screening.

Non-individualised and individualised strategies should be developed, monitored and
evaluared centrally o ensure their effectiveness and efficiency. Equitable participation in
the program should be achieved with eligible women having access to screening services

iespective of their social, economic, cultural or geographical circumstances.

2.1.1 Community education

The National Program should have co-ordinated community education strategies that

operate within the following guidelines:

. The aim of community education should be to raise the awareness of the
community in general and eligible women in particular about the objectives and
policies of the National Program for Early Detection of Breast Cancer.

. Educationat/promotional strategies should be developed from an understanding of
the information needs of the target population.

. These strategies should recognise that women are not a homogeneous group-—socio-
economic status, culture, language, educarional status and marizal status should be
considered.

. Educational/promotional programs should be developed in consultation with
women from the target population to ensure their appropriateness and potential to
be effective.

. Strategies used 1o recruit women for breast screening should be efficient with costs

- per woman recruited monitored closely.
. Educarional resources should be produced at the State Co-ordination Unit level,

based on qualitative and quantitative research that recognises the complexity of the
relationship between knowledge, attitudes, beliefs and behaviour, so that a uniform

message can be conveyed to women.
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. Educational resources should provide accurate, honest and sensitive information to

women so that they can make an informed decision whether ot not to participate in

the program.

. Educational resources should also be provided in a culturally sensitive way and in

tanguages other than English,

. The priorities for education are to:

inform women that the goal of the National Program is to reduce morbidicy
and mortality amongst eligibfe women;

explain the eligible age group for screening including information about why
it s not offered to women outside the eligible age group;

acknowledge women's anxiety about breast cancer;

highlight the benefits of early detection of breast cancer, including better
treatment options;

reduce women’s fear of beeast cancer and its treatment;

explain the limitations of mammography screening in detecting breast
cancer;

inform women of their risk of developing breast cancer;

inform women that there might be some discomfort with mammography;
inform women that up tc 10% may be called back for further assessment in
the first round, but that recall does not imply cancer;

encourage women wha notice changes between screens to seek prompe
medical advice;

provide women with practical information about the services i.e. how to
book, whar 1o wear etc.;

produce written material in plain language and present it in a manner that is

appropriate to the eligible women-—easy to read and appealing.

. All educational/promoticnal activiries should seek the active participation of

women in their development, design and implementation and be undertaken in the

wider context of women’s heatth.

2.1.2 Professional education

As the major providers of primary health care to women in the targer population, general
practitioners must themselves be a key focus of professional education straregies. However,
professional education strategies should include the roles that are, or might be, played by
other healch warkers in the community, particularly those with a community health/

women's health interest.

Thus, the Nationa! Program should have co-ordinated professional education strategies

that function within the following guidelines:
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. The strategies are developed from an understanding of the information needs of
various health professional groups, these needs being identified from qualirative and
quantitative research.

. Education activiries and resources should be developed in consultation and close
co-operation with relevant health professionals and their organisations.

. Education activities and resources should be develaped and co-ordinared at
National or State level, so as to avoid duplication of effort and to ensure
consistency with respect ro information and screening recommendations/guidelines.

. Educational materials should provide an up-to-date, accurate and honest appraisal
of the research literature on screening mammography, with particular reference to
its tole, its relevance to different age groups, and relationship to other screening
modaliries (e.g. breast self examination), so as 1o assist health professionals 1n
educating and/or advising wonien on whether or not to participate in the Program.

. Educarional resources should provide guidance to heaith professionals on where to
find additional information on key issues if required.

. Strategies and education materials should clearly support the role of the woman's
general pracritioner in the key areas of client education, recruitment and
counselling. Educational strategies should recognise that in the event thar an
abnormality is confirmed at assessmene, many women will eumn to their general

practitioner for advice and support.
Priorities for professional education are to:

. explain the rationale for limiting the screening program o women i the eligible

group, and specifically targeting women 50-69 vears;
. highlight the benefirs and disadvantages of screening mammography;

. explain the rationale for a controlled, staged implementation process in the
National Program, and for a funding mechanism other than Medicare fee-for-

service.

2.1.3 Participation rates

The breast screening services will need to be implemented within a geographically defined

population of eligible women to enable participation rates to be calculated.

In conjunction with appropriately rimed recruitment strategies the following should be
features of the breast screening service that will ensure high levels of participation:

. friendly and efficient bookings system;
. minimum waiting time for appointments;
. confirmation of booking and provision of clear instruction about the location of the

service, parking, public transport etc.;

. after hours services, i.e. evenings andfot Saturday mornings.
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To ensure high rates of participation, adequate resources should be allocated for the

recruitment of women, which should be centrally co-ordinated.

2.1.4 Rescreen compliance

High levels of compliance to asrend for rescreen must be an important feature of effective

breast screening and assessment services.

Women's attendance for rescreen should be enhanced through inclusion of the following

fearures:

» ensuring tha the initial visit is as pleasant as possible for the woman. This would
include both friendly, considerate and sensitive care from the staff and pleasant
surroundings;

. informing women that they will receive a letter inviting them to arrend for
rescreening in the recommended period. This should be included in the woman's
notification of her results. A booklet that includes a section for the worman to

record her mammography history may also be useful;

. reminder letters to each woman preferably with an appointment date.

2.1.5 Equitable pardcipation

There should be an understanding of the features of the eligible population in the defined
area for the breast Screening and Assessment Service so that the recruitment stracegies can

be appropriately developed and implemented in the first instance.

Parricipation should be sampled regularly to assess the levels of participation on the basis
of age, socio-economic starus, language spoken at home, Aboriginality and marital status.
Relevant qualirative and quantitative research should be undeztaken to identify barriers to
participation among eligible women, in conjunction and consultation with relevant

wormen's groups.

Steps should be taken to redress any under representation of any sector of eligible women.

2.2 SERVICES and FACILITIES for SCREENING
and ASSESSMENT

2.2.1 Introduction

The service to the client and the facilities provided to screen women for breast cancer will
to a large extent derermine the level of participation of women in the program, and will
minimise any negative effects of the program, in particular unnecessary anxiety to the

woman and her family and unnecessary biopsy.
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Screening services are the first stage in the screening pathway and as such must be of a

high quality as outlined in Section 2.2.2.

Assessment is an integral component of the screening pathway and should provide
dedicated multi-disciplinary and simultaneous assessment in the following modalicies;
imaging (includes mammographic and/or ultrasound), clinicat, cytological {sampling and
interpretation) and communication and counselling skills needed to inform women of the

outcome. Either one of the two screen readers should be part of the assessment team.

2.2.2 Screening

The services provided under the National Program should not be provided concurrently

with any other radiological or diagnostic services. Such facilities could be developed

within the public or private sector,

Individual screening units, which may be fixed or mobile, shall not operate independently

of a dedicated assesstent centrefservice {see Section 2.2.3).

Written policies and management protocols should exist for each screening unit and the

staff working in it. These should clearly identify:

. staff responsibilities and lines of authority;
. client consent procedures;
. procedures for handling complaints;
. procedures for early recall {if applicable);
e . procedures for routine recatl;
. procedures for discharge from the Program {e.g. in evenc of death,

client too young, etc.};
. roles of the various components within the recruitment/screening/assessment

pathway, and staff accountabilities within and berween these components;

. informarion for clients;
. counselling procedures where appropriate.
Screen waking

Screening units within a State should possess as far as possible common protocols and data
forms for management of the screening process which are in turn compatible with
Commonwealth funding criteria and screening policies. A specified person should be
designated to maintain these protocols in an up-to-dare format at all participating

assessment centres/services and to distribute these to affiliated screening units.

All staff should receive training in the procedures to be followed, including regular

updares.

15
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In accordance with national funding criteria, all mammograms must be performed by
appropriately trained and qualified radiographers.

Staff working in screening units and assessment centre/services should be trained to
pravide concise, accurate information to women attending the screening unit, and to

relate 10 women at all times in a reassuring and confident manner.

At the prevalent screening round, the rwo standard views (cranio-caudal and medio-

lateral-oblique) must be raken of each breast.

Wtitten protacols should exist, and be adhered to, for the following situations:

. women presenting with breast prostheses;

. choice of film format to be used for women with very large breasts; and

. minimum number of views to be performed at second and subsequent screening
rounds.

To minimise anxiety and radizrion exposures to individual women, radiographers and
other rechnical staff (dark room attendant) must be able 10 maintain adequate technical

standards, thus keeping ctient retums for technical repeats to a minimum.

Radiographic and technical staff should be able to demonstrate knowledge of and
adherence to appropriate qualiry control procedures. (see Section 2.2.10 for quality

assurance standards).

Screening units should have a minimum throughpur of 5000 women per annum. These

films to be read by the minimum number of readers.

Reading
All screening films must be read independently by two readers at least one of whom must
be a radiclogist, with the reports being combined into a single recommendation. Both

readers must be specially traired in screening mammeography.

The standard report of the inirial screen should ¢learly indicate an outcome in a non-

narrative form, approved by the State Co-ordination Unic.

Screening units must have explicit protacols for the procedures to be followed in the event
of discordant calls between the film readers. This may involve use of a third reader or in

other centres discussion between the two readers to reach consensus.

Film readers must have appropriate training and demonstrated experience and expertise in
reading screening mammograms. Individually, screening film readers should each read a
minimum of 2000 screening mammograms per annum and be able to meet the overall
program performance standards, detailed in Section 3.2 of this document: 2.1¢b), 2.1(c),

6.2(a}), 6.2(b}, 6.3.
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2.2.3 Assessment

Assessment centresfservices shall be responsible for all work-up and diagnostic procedures
provided as part of the Program up to and including cytotogical or histological diagnosis of

breast cancer.

Assessment centres/services should have access to comprehensive facilities for evaluating
women with an abnormal screening mammaogram and for evaluating women who report

breast symproms at the screening visit.

The assessment centre/service should have the capability for complete mammographic
work-up (including cone compression and magnification views), ultrasound examination,
clinical evaluation, needle biopsy (including ultrasound-guided and sterotactically-guided

needle biopsies), and aspiration cytology.

Specific counselling services should also be available for the women involved, both prior to

and during the assessment process as required.

Privacy should be provided for women at the assessment centrefservice for counselling

purposes.

The assessment centrefservice should have access to and close liaison with facilities for
open biopsy that can perform radiographic localisation of impalpable lesions and specimen
radiography, as well as special histopathological techniques for evaluation of these lesions.
Assessment centres/services must also have close liaison with facilities providing all forms of

management, trearment and counselling for women with diagnosed breast cancer.

Centres/services should show evidence of educational and laison activities conducted with
general practitioners to support them in their role as the primary care provider, and as a
major contriburor in the recruitment, education and counselling processes associated with

the screeningfassessment pathway.

Where appropriate, assessment centres/services should also liaise with other relevant health

professionals in their regions.

Written management protocols and policies should exist for each assessment centre/service

and for the staff working within it. These should clearly idenutify:

. staff responsibilities and lines of authority within the service;
. client information;

. client consent procedures;

. procedures for early review;

. procedures for routine recall;

. procedures for discharge from the Program;

* the roles of various components within the recruitment/screening/assessment
pathway, and staff accountabilities within and between these components.

*Rﬁxﬁm&'é@%ﬁzfp&ﬁ‘.{ﬁfmmﬁﬁTW&A“MA%;WLWWW&%WW
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Follow-ug protocols
Assessment centres/services should have documented procedures to ensure thar appropriate
follow-up s underraken for women with screen-detected abnormalities. This is critical to

the eventual success of the National Program.

Commeon protocols for the management of screen detected abnormalities should be
developed as far as possible at the State Co-ordination Unit in consultation with

Radiologists, Surgeons, Pathologists and Directors.

Staff should be aware of the reason for attendance at assessment centres/services 1o permit

appropriate client management and throughput arrangements.

Diagnostic procedures

Assessment centresfservices and affiliated diagnostic services should have written protocols
for the management of recall clients, that include criteria for case selection for specific
diagnostic procedures and procedures ta be followed at each step of the diagnostic

pathway.

Assessment and biopsy centresfservices should have an appropriately constituted group 1o

develop these clinical protocols and to keep them under regular review.

Centres/services performing open biopsy should have co-located facilities for specimen
radiography, as wel} as access to nearby facilities for performing special histopathological

‘techniques for impalpable breast lesions.

All assessment/biopsy centresfservices should have developed close links with facilities that

provide a full range of treatment and counselling for women with diagnosed breast cancer.

Recommendations concerning pathology standards shall be made in consulration with the
National Pathology Accreditarion Advisory Council, the National Association of Testing
Authorities and the Royal College of Pathologists of Australasia.

Review processes and quality assurance

Each assessmenr unit must have established, formal mechanisms for review of clinic
policies and individual client outcomes. These should include writeen procedures for

regular audit of film quality, equipment functioning, and clinical outcome measures.

2.2.4 Suffing

The assessment centre/service and its affiliated screening units should have an integrated
administrative/management structute which ensures a close liaison between professional
staff in the screening units and affiliated assessment centres/services, preferably with some

staff overlap.

Assessment centres require multi-disciplinary, professional input, provided by teams that
must include a radiologist, breast surgeon, and cytologist/pathelogist as required.
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Radiographets involved in screening units should spend some part of each year in an
assessment centre/service. At least one of the radiologists invelved in reading eriginal
screening films should alse be involved in the assessment centre. The radiologists, surgeons
and pathologists invalved in the assessment centre should also be involved in open biopsy

procedures performed as part of the Program.

These associarions are necessary to maintain high standards for the screening process, by

facilitating mechanisms for review and quality control and the development of diagnostic

and therapeuric expertise.

The diagnesis and management of women with a screen detected abnormality requires a
multi-disciplinary team approach with ongoing consultation and review of procedures and

outcomes.

Medicat personnel should have accrediration status or appropriate qualifications as defined

by their respective Colleges.

Medical personnel should participate in at least monthly meetings to monitor performance

and review the experience of the Service.

Radiographers are to be fully trained in screening mammography through training courses

that have been accredited by the Australian Insticute of Radiography.

Thaose personnel acting in a counselling role are to be specifically trained in breast cancer

screening, in particular dealing with anxiety, and discussing with women the outcomes of

screening.

Clinical and support staff all sheuld have participated in specific in-service training in
breast cancer screening thar included developing skills to deal sensicively with anxious

women.

2.2.5 Provision of information

Women attending breast screening and assessment services should be provided with

comprehensive and easily understood information about screening.

Fach woman attending for screening should sign a consent form thar clearly outlines the
screening process including the possibility of recall for follow-up assessment. The woman
should also be informed in writing that screening does not prevent breast cancer, nor does

it detect ail breast cancers.

Informaticn pravided by the woman and data collected by the Service should be held in
the strictest confidence. Service procedures must ensure the confidentiality of individual
client information. All women must be informed thar data will be collected about each

screening episode for the purpose of manitoring and evaluating the screening service.

T G R R R R A R S U
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Women should be advised of the benefit to them of information about their screening
being included in their family practitioner’s record.

2.2.6 Physical environment

Services should be pravided in pleasant surroundings that are comfortable and non-

threatening.

It is desirable that the setting of the service is separate from medical services, either in the

community of a separare setting within a hospital environment.

Waiting areas provided for women once they have gowned in preparation for their

examination should allow women to feel comfortable while maintaining their privacy.

Wheelchair access should be provided where possible at screening and assessment services.
Whenever possible, clinics should be located at ground level to enakle easy access for

women in older age groups.

2.2.7 Education and counselling for
Sereening and Assessment Services

Within a Screening and Assessment Service, education and counselling are integrally
linked. Counselling will often be given in the context of provision of further informarion
to the woman, and it is imporeant that counselling is not seen as an isolated element of the
program—all information should be provided in a sensitive manner.

Educational guidelines
The education of women at a screening unit or assessment centre is an essential
component of a successful screening program. A large number of women who attend for

screening will be informed about screening mammography and about the Program, but this

cannot be assumed.

Therefore, while the major emphasis of an educarional program within a screening and
assessment service is to inform women about the procedure they are about to undergo and
encourage and motivate women to attend for regular mammography screening, there will
still be a need to educate women about mammography and the benefits and limitations of
screening. This is also an opportune time for womnen to voice any of their queries about
screening or breast cancer.

A combination of individualised and non-individualised approaches can be used to

educate women within screening and assessment services.

General information about the Program and about breast screening can be provided on a
non-individualised basis using similar material to that used for community education e.g.
booklets, pamphlets, posters as well as continuous play breast self-examination videos,

breast models, erc.

T T T L R o e TR A A A B D R PR
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These resources should be made available in the wairing room or given to women to take

home, and should be available in languages other than English.

The purpose of this material should be to:

. educate women about the benefits and limirations of mammogtaphy screening and
the benefits of early detection;

- encourage and motivate women to attend for mammography screening on a regular

hasis and advise them of the recommended screening interval;

. educate women about the importance of regular clinical examination and encourage
them to seek advice if changes occur between reguiar visits;

. pravide information that will enable women to overcome barriers associated with
breast screening;

. encourage women to ask questions and to voice any concerns they may have abour
breast cancer and screening;

. inform women wha document that they have breast symptoms (lump or nipple

discharge} at the time of screening that they will be recalled for assessment.
Informarion should alse be provided to women on an individual basis.
The woman should be provided with information about breast self examination.

Accurate information on risk should be available where appropriate to those women who

have a strong farily or personal histary of breast cancer or benign breast disease.
“The woman should be advised of how and when the results of screening will be received.

If 2 woman is recalled ar further work-up is required, the woman should be advised exactly

what is involved and the reasen for it.

Counselling guidelines

An integral component of a dedicated breast screening and assessment service is the
provision of professional counselling. It is important that all women who attend for
screening or assessment have access to counselling 1o reduce the level of anxiety and to
assist those who are diagnosed with breast cancer to better cope with their diagnosis.

All counselling should be provided by counsellors who have received some level of
appropriate training and who are able to determine the level of counselling required by each
woman.

Counselling should be accessible to all women and their supporters who attend screening

units or assessment Centres.

Emotional support should be provided at all stages of the screening pathway, but

particularly during assessment or if there is a diagnosis of breast cancer.
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Women with a diagnosis of breast cancer should be given comprehensive and easily
understood informatien on treatment options and encouraged to be actively involved in

decisions about these options.

Women should be encouraged ta vaoice their feelings or concerns about breast cancer and
their treatment options.
If language is a difficulty all care should be taken, where appropriate, to atilise the services

of qualified interpreters.

2.2.8 Notification procedures

So as to minimise anxiety, women should be notified in writing and at the earliest
opportunity of the outcome of their screens. The results of screening should be provided in
a way which is sensitive to the woman’s possible anxiety. All lerters sent to women should

be subject to review.

The woman who attends for assessment should be informed of the outcome by a member of

the assessment team who has skills in communication and counselling.

The woman's general practitioner should be kept informed of the screening and/or

assessment outcome, unless otherwise directed by the woman.

Women who are recommended for open biopsy following assessment, and whe have not

nominated a general practirioner, should be encouraged to do 5o before proceeding with

referral.

2.2.9 Involvement of women in decisions

All women atrending for breast screening and assessment should be actively involved in

decisions about, and discussion of, all procedures undertaken.

Women recommended to have open biopsy/cancer treatment should be encouraged 1o
discuss this fully before proceeding. This may involve more than one session and could
include follow-up counselling underraken by a trained breast cancer counsellor. The
informarion provided must be both comprehensive and easily understood by the women to

enable them to make an informed decision.

2.2.10 Quality assurance standards

The Screening and Assessment Service should have a documented quality assurance
program, the supervision of which will be the responsibikity of the designated radiologist.
The pusition paper A Quality Assurance Program for Mass Screening in Mammography* and
the publication Screening Mammography Technology® give useful information. Appendix 2 is

an extract from these publications, and should be used as a guide in the administration of

the Program.
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I Equipment and tadiation protection

The equipment used shauld comply with the relevant Standards Association of Australia
standards where appropriate and also comply with and be approved by the State Radiation
Protection Authorities. The radiation protection in the fixed or mobile instatlations

should be approved by the relevant Stare Radiation Protection Authority.
Appendix 3 should be consulted to give a guide for the purchase of new equipment.

2 Processing
Centres should be able to provide documentary evidence of their adherence to a quality
assurance program. It is essential that optimal processing conditions are achieved and

maintained, both to increase cancer detection rates and to minimise radiation dose.

Processing of mammography film must be carried out in film processors used only for single
emulsion film and optimised in accordance with parricular equipment and film-screen

combinations. The pracessots should be cleaned and serviced regularly.

Wherever processing is undertaken, written protocols must exist for staff involved, which
should include the detailed quality control steps to be followed and their frequency.

Protocols should also contain specific guidance on remedial procedures. Written records
wmust be maintained by all screening units and assessment centres/services, documenting
quality assurance checks, equipment failure or malfunctions and the remedial steps

undertaken.

The discharge of chemical waste from fixed and mobile installations should meet

appropriate standards designed to reduce environmental pollution.

Given the likelihood of ongoing technical advances in the field, overly prescriptive

recommendations as regards processing are inappropriate.

All radiographers or technicians employed within the accredited Screening and
Assessment Services should be provided with opportunities for ongoing education/ftraining,

to ensure their up-to-date knowledge and artention o guality assurarice principles.

3 Mammogram evaluation

Mammograms should be of goed quality, properly identified and with minimal artefact.
They should be of appropriate density, resolution and contrast. Mammograms should show
optimal positioning. [n addition to the continuous assessment of film quality,
mammograms should be formally evaluated on a | to 3 month basis by the designated
radiologist and records kept of number and nature of defects detected.

It is desirable that each examination be clearly identified as to the machine used and the
name of the radiographer. The results of the evaluation should be transmitred to the
radiographic staff directly on an ind ividual basis. Meetings should be held from time to
time with the tadiographers to discuss the results and rectify any problems. The frequency
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of the formal assessments and staff meetings will vary depending on the number of
radiographic defects, the experience of the staff and the length of time the particular

program has been in operation.

4 Radiation dose measurement

The radiation dose on each mammographic unit should be calculated annually and records
kept of the date, technique and dose measurement. The recommendation of the Auscralian
Radiarion Laboratory in the publication Radiatior: Doses from Mammography in Austrafia®

should be a guide. A summary of the recommendation is as follows:

1 The International Commisston of Radiological Protection recommendarions
{}C87) that ‘the usual reference terms for radiation dose in the glandular tissue
{excluding skin) in a uniformly compressed breast of 30% adipase, 50% glandular
tissue composition. The reference breast thickness should be specified’ be used as a
standard within Australia.

2 The maximum mean glandular dose (MGD) from x-ray mammography in the
glandular tissue {excluding skin} in 2 uniformly compressed breast of 50% adipose,
50% glandular tissue composition of 5 cm thickness for a single image of the breast,
should not exceed 2.0 mGy when a grid is used and not exceed 1.0 mGy when a
grid is not used.

3 Calculation of the MGD should be made using the method recommended by the
NCRP (NC86) or by direct depth dose integration.

4 Regular quality assurance monitoring of x-ray equipment and processing, as
recommended by the Australian Institute of Health (AI90b) should be undertaken

by each centre conducting mammography.

5 The MGB for each mammographic unit should be measured annually by an
independent body.

5 Breast ultrasound

A modern high resolution machine should be used with a hand held probe operating in the
5..10 megahertz range. A stand-off should be available for best resolution near the skin

tine, preferably artached to the rransducer face.

Ultrasound examinations should be conducted under the supervision of a radiologist
experienced in ultrasound of the breasts and preferably experienced in the use of
ultrasound in other areas. The ultrasound machine should be regularly serviced.

An ultrasound phantom designed to check the system efficiency in detecting small lesions
in a tissue equivalent materiat and to check the ability to distinguish small eysts from salid
lesions should be designed and used to check ultrasound machines in ali assessment

centres/services.
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2.3 DATA COLLECTION

2.3.] Principles of data collection

“The rationale, aims and objectives for the collection of dara t0 monitar and evaluare the
National Program have been cleatly esrablished and documented. This information should

be availabie to, and understood by all staff participating in the Program.

The amount of data should be the minimum required to adequately assess the performance

of the Program in general and individual services.

Assessment centres must ke provided with the resources 1o collect and monitor their basic
activity and have access to their performance data in a timely fashion. This feedback is
essential to maintain staff interest and morale, as well as to improve individual program

results.

Data which are collecred should be accurate and should be collected to comparable

standards by each clinic.

Access to individual client data should be restricred to the minimum number of persons,

on a ‘need-to-know’ basis.

All data mast be maintained with due respect 1o its personal nature. Seaff should know and
adhere to written pratocols for maintaining clients rights to privacy and confidentiality of

medical information.

Each data record should have a unique identifying number allocated to each client.

2.3.2 Qualiry assurance

Documented procedures are 0 be maintained for data collection inehyding the designated
movement of records within the clinic. This is to ensuré records are not mislaid or sighted

by unauthorised personnel.

Quality control procedures should be documented and undertaken at all levels in the
screening and assessment pathway. These procedures should include regular audits of data
quality and routine editing of relevant clienr/summary evaluation data. All staff must be
instructed in these procedures and be able to demonstrate their knowledge and

understanding of the procedures.

Standard maintenance procedures for hardware and software should be documented and

adhered ro.

Thete should be an identified person who takes overall responsibility for darta integricy,

assisted by clinical and administrative ling managers.

25
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2.3.3 Ethical and medico-legal considerations

Al} paper clinical records are to be sipned by the health professional who is directly
responsible for a particular episode in the screening or assessment pathway. This includes
those taking and reading the mammograms, as well as those involved in clinical

assessment.

Data items collected for each screening or assessment episode must be recorded accurately
and legibly, Abbreviations should be aveided.

All records of each screening episode are to be securely maintained, using an accepted

method of medical record filing rhat ensures easy access to a woman's record.

Screening and assessment units must obtain the woman's informed consent for all
procedures. Her consent should also be obtained for the exchange of clinical data berween
clinicians involved in her management, and for the use of anonymous, aggregate dara for

program evaluation purposes.

Service protocals should provide guidance for staff in the event that the woman does not

give her full consent at any stage of the screening/assessment pathway.

The consent form must contain a simple statement of the objectives of the screening
program, as well as details of procedures to be performed. It should include an explanation,
presented in lay terms, of the meaning of false positives and false negatives and their

likelihood of occurrence. Every consent form shoutd include:

. signed statement that the woman understands mammography does not pick up ail
cancers;

. agreement tofrequest for a mammogram {and fine needle aspiration and/or
ulerasound if recalled);

. consent to provide information to the wornan’s doctor, or other doctors to whom
she is referred;

o use of the information, providing identity is not disclosed, for monitoring and
evaluation purposes;

. recording of identifying information on a confidential register primarily for the

purposes of routine recall and follow-up.

It is intended to develop a form to be used as a model.

In those states whete there are specific procedures or regulations governing privacy and
confidentiality, screening and assessment unirs should provide written statements as to
how these rights will be protecred and ali staff shouid demonstrate knowledge of the

appropriate procedures.
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2.4 TRAINING ACTIVITIES

Implementation of a National Program of Mammographic Screening is dependent on the
availability of specially trained staff committed to providing a high quality efficient service.
The need for specialised training of staff associared with the National Program has been
recognised by the Intercollegiare Commirtee of the Royal Australasian College of
Surgeons, the Royal College of Pathologists of Australasia, and the Royal Australasian
College of Radiologists and these training guidelines draw on work already done by that

Committee.

The crearion of assessment centres with their associated screening units provides a focus
for developing specialised training courses for all types of staff needed to expand the
National Program. However, institutions providing basic training for radiographers should
be urged to develop mammographic rraining facilities and provide training during the basic
radiography course in mammographic positioning, equipment, radiographic techniques to
minimise dosage, mammographic film processing and quality assurance. Narional co-
ordination of course curricula is recommended via the Australian [nstitute of Radiography

and the Royal Australasian College of Radiolegists.

Facilitating the availability of appropriate and adequate training will be an integral part of
the responsibility of the State Co-ordination Unit and such training will be part of a
national network of recognised training centres. [n some States the size of the program may
not justify their own training course, however access to one should be assured.

It is likely that in States which develop a training program, an assessment centre/service
(or possibly a consortium) will be charged with providing a specialised training course for
all staff who join the screening program. The training course should cover not only
professional aspects but also inciude an overview of the planning and development of

assessment centres and their associated screening clinics.

Professional training should cover all aspects of screening and assessment of screen
detecred lesions. Although specific clinical/technical training should be provided for
radiologists, radicgraphers, surgeons and pathologists who will be associated with the
assessment centre/service and associated screening units, training should also be provided

for management staff, data managers, counsellors and clerical staff. All trainees must be

apptopriately supervised.

It may be thar some staff have received equivalent training elsewhere, however it is
important also chat they are famitiar with local policies and pracrices.

Each State training program will be developed to suit the needs of that State, however it
will be imporant that the expertise of staff from the training centre and the Stare
Co-ordination Unit be utilised at che time new Screening and Assessment Services are
being planned. After this initial stage all staff should have an appreciation of the policies

and practice of the National Program.
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Training courses wiil vary, bur will include a period spent at an operational training centre.
In general terms the course should include a planning and management component and
orofessional group components. All staff of new Services should be trained, and wherever

possible this should be in a multidisciplinary formar.

Each State training centre will require:

. radiological expertise in screening maintained at a high level of screening activity
which implies an annual rate of around 10,000 examinations;

. an extensive teaching file of mammograms;

. state of the art mammographic equipment, and facilities for localisation of
impalpable lesions, and radiology of surgical biopsy specimens;

. a functional multi-disciplinary ream;

. to appropriately liaise with any National Program which is developed.

The curriculum for an approved training program should include:
. the organisation of popularien screening programs including evaluarion of process
and outcorne;
. technical aspects:
— equipmeént
—  examination techniques
—  quality control routines
—  radiation dose monitoring;
. image interpretation in the screening context with particular attention to small
carcinomas and exposure to a wide variety of normal and abnormal mammograms;
. the evaluation of screening detected abniormalities by radiclogical methods and in
coliaboration with clinical celleagues and the cyto and histo pathologist;

. the radiclegical localisation of non-palpable lesions;
. the radiology of surgical biopsy specimens;
. a working knowledge of modern surgical, radiotherapeutic and oncological

procedures used in the management of breast cancer patients;
. an awareness of the possible psychological problems which may occur in dealing

with women in a screening program.

2.4.1 Radiologists

Radioclogists involved in breast screening programs who are responsible for screening
mammography in a screening unit will have received an acceptable level of formal training
and experience in mammography, and will have attended a course at a State or national

level in screening mammography. A radiologist working at an accredited assessment
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centrefservice will in addition have received an accepeable level of formal training in the

eadiolugical assessment of women with abnormal screening mammograms.

All radiologists assaciated with the Mammographic Screening Program should attend the

State rraining course.

2.4.2 Radiographers

Screening units should employ only radiographers with experience in mammography. All
radiographers in accredited screening units and assessment centresfservices, should have

attended a course ar Stare or national level in screening mammography.

2.4.3 Breast physicians/clinicians

The tole of breast physicians/clinicians in assessment centresfservices varies. Where breast
screening services employ medical practitioners who are not qualified radiologists, surgeons
or pathotogists, they should have had formal training in breast cancer screening {including
examination and counselling) and should be responsibie to the Direcror of the assessment

centrefservice or the Program Manager.

The training of breast physicians/clinicians should involve an extended period of work
under supervision in an assessment centre. In addition artendance at a formal rraining

course is obligatory as well as artendance at a course run by the State training unit.

2.4.4 Surgeons

Surgeons involved in breast screening programs should be members of the Section of
Breast Surgery of the Royal Australasian College of Surgeons and have appropriate

training and expertise in:

. the clinicat assessment of womet with screen detected abnormalities;
. needle-localised biopsy of impalpable lesions;
. surgica} management of benign and malignant breast lesions detected in the

screening programs.

The surgeon should arrend regular assessment sessions where women with detected
sbnormalities can be seen jointly with the radiologist and where future management can
be planned.

All women requiring needle localised biopsy will be seen by a surgeon in conjunction with

the radiologist.

The surgeen should attend regular conferences with pathologists and radiologists where
the activities of the Screening and Assessment Services will be reviewed.

The surgeon will be responsible for recording surgical and refated clinical derails.
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The surgeon is responsibie for ensuring that surgical quality assurance guidelines are met.

The surgeon should have access to suirable operating hospiral facilicies for the surgical

management of women with detected abnormalities.
The surgeon should promote participation in clinical trials.

Surgeons participating in breast screening programs should initiate and puide training
programs for surgeons and surgical trainees wishing to become proficient in the techniques
required for the management of sereen detecred abnormalities and participate in

multidisciplinary training activities.

2.4.5 Pathologists

Pathologists involved in breast screening programs should be Fellows of the Royal College
of Pathologists of Australasia or hold 2n eguivalent academic quatification in Pathology.

The pathologist must be skilled in interpreting breast cyrological and histological

specimens.

The designated pathologist or a depury should be a member of the assessment team and
should be responsible for the reporting of review of all biopsies and fine needle aspirations of
lesions derected by screening. Teaining of registrars and other pathologists associated wich the

centre is also the pathologist's responsibilicy.

The pathologist is responsibie for ensuring that optimum handling of mammographically

detected lesions occurs.

This includes:
. teceipt of mammogram with biopsy;
. specimen mammography for:

— confirmation of excision and clearance of the lesion {includes the

availability of a radiologist for consultation};
~—  guidance in the sefection of tissue sections;

. analysis of the pathology and cytological data in a manner suitable for quality

control, reports and publication.

The pathologist should participate in regular muleidisciplinary meetings with the
radiologists and surgeons of the Screening and Assessment Service and review all fine
needle aspiration and biopsy diagnoses of screen detected cases by that unit. This may

involve retrieving biopsy tissues and aspirates from various pathology peactices.

“The pathologist should attend zn internationally recognised mammography screening unit
o a recognised training centre in Australia to participate in a course run by that centre or
spend sufficient time 1o acquire the special skills needed. Atzendance ts to be within the
first rwelve months of the commencement of appointment to the screening program.
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Designared breast screening pathologists and their deputies in each State should meer
locally on a regular basis, perhaps once every two or three months initially and then six
monthly to discuss and clarify reporting nomenclature, diagnostic criteria and any specific

problems that are encountered.
Eree intet-unit referrals for problematic cases is strongly recommended.

Breast screening pathologists should meet nationally ar least once a year to
¢co-ordinate and correlare diagnostic criteria and performance statistics of each of the units.
These meetings would also be an excellent forum for furchering education in aspects of fine

needle aspiration, borderline cases and research possibilities.

2.4.6 Counsellorsfeducators

Counsellors/educators are an integral part of the staff of a Screening and Assessment
Service. Most of these staff will have particular experience and rraining in counselling
women with breast symptoms or with abnormal screening mammograms. Counselling may

be undertaken by a range of health professionals.

All counsellars associated with Screening and Assessment Services should have attended a

counselling course and a State training course.

2.4.7 Clinic/clerical Staff

All elinic/clerical staff attached to an assessment centre or screening unit should attend a
State or national training program. Ongoing inservice training should be available to all

staff within the service.
2.5 PROGRAM MANAGEMENT

2.5.1 Management structure

The managemeru structute of the Screening and Assessment Service must be clearly

documented in writing. The documentation must:

. identify one person who has responsibility for the management of all facets of the
Service (hereafter referred to as the Direcror);

. document the various funictions of the Service (e.g. recruitment, screening,
assessment); the responsibilities of specific individuals and or committees in relation

to those functions; and the relationships between them;

. clearly delineate the relationships and responsibilities of medical and non-medical
staff; '

. document the means by which any appointments {to staff, committees etc.} are to
be made;
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document the representation of relevant client and professional groups on advisory

of management groups as appropriate.

In Screening and Assessment Services, a radiologist, surgeon and pathologist should be
designated who witl each be responsible for those aspects of screening and assessment

related to their particular discipline.

2.5.2 Management responsibilities

The Director of the Screening and Assessment Service shall:
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ensure that the operations and management of the Service are in accordance with
the aims, objectives, and policies of the National Program;

ensure that the shott and long term plans of the Service ate in accordance with the
appropriate State or Territory Plan, and that the functions undertaken by the
Service are as agreed with the relevant State Co-ordinarion Unit, including
adhetence to screening and assessment protocols developed by the Stare
Co-ordination Unir;

ensure that the aims, objectives and policies of the National Program are made
freely available to clients, staff and other relevant health professionals;

regularly review service provision in refation to policies and plans, and to make
adjustments as necessary;

ensure that the Service is conducted in such a way that barriers to participarion by
any eligible woman are minimised, and rhat active measures are taken where
appropriate to ensure equitable access;

be responsibie for the provision of high quality services and client care within the
Service and the implementarion of a quality assurance program, including the co-
ordination of and co-operation in any inspection undertaken by the Scate
Co-ardination Unit;

ensure that a multi-disciplinary team operates within the Service: integrating the
various elements of the screening and assessment processes; meeting regularly;
reviewing the performance of the component parts in telation to the performance
measures adopted by the National Program; and taking steps as necessary 1o
improve performance; ‘

ensure that a written record is made of meetings of advisory or management
committees which form part of the management structure,

ensure the efficient management of the financial resources of the Service and that it
operates within the budger agreed with the State Co-ordination Unit;

ensute that the Service operates within financial guidelines escablished from time to
time by the Narional Program and/or the State or Territory Co-ordination Unir;
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ensure that adequate cost and financial data are provided to the State Co-ordination
Unit as required as part of regular review of the cost effectiveness of the Service;
ensure that data are collected as required by the Narional Program for the Early
Derection of Breast Cancer. It should be provided in a timely fashion, as required by
agreement with the State/Territory Co-ordination Unit, and atso be available to be
utilised by the Service to monitor its own performance;

ensure that required medical and other client information is maintained in a discrete
and confidential manner;

ensure that appropriate liaison occurs between the Service and external community
and community health and haespital personnel;

ensure that appropriate staffing policies and procedures are in place and adhered to;

_ ensure thar adequate staff provision is made, and that orientation and in-service
training programs are available for staff members, to maintain staff knowtedge and

skills and to improve performance.
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Section 3

PERFORMANCE OBJECTIVES and
ACCEPTABLE STANDARDS

3.1 INTRODUCTION

The ultimace goal of breast screening by mammography is a substantial reduction in breast
cancer deaths in the target population. It is impossible to measure any mortality reductions
in the eatly, implementation phases of an organised, population-based screening program.
Therefore, it is essential that key intermediate performance objectives, that may act as
indicators of eventual mortality reductions, be clearly identified and manitored from the

outset of the National Program.

The definition of these performance measures and their artainment should be the key focus
of every State Co-ordination Unit and its affiliated assessment and screening centres.

3.2 PERFORMANCE OBJECTIVES

This section provides explicit stacements of the performance objectives and minimum
acceptable standards for specitic components of the National Program for Early Detection
of Breast Cancer. These statements encompass Tectuifment, sCreening, assessment, biopsy,

ereatment outcomes, wait times for key steps in the pathway, and overall program goals.

All values quoted for acceptable standards in the table overleaf are the minimum
acceptable values for the National Program and its individual components. These

standards will be reviewed in the light of program experience.

The Standards have been devised from overseas experience and the Australian pilot

projects. Relevant sources are:

. Forrest Report?
. Pritchard Report®
. Breast cancer screening in Australia: future directions®

. British Association of Surgical Oncology (BASOY
. NHS/BSP/Vessey 19911
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PERFORMANCE
COMPONENT

PERFORMANCE
(QUALITY)
OBJECTIVE

ACCEPTABLE

STANDARD

1. Recruitment

1. To maximise the
number of women
patticipating in screening

2. To maximise
patticipation by women
from Aboriginal and non
English speaking
backgrounds

3. To minimise anxiety
and increase acceptance
of service by women

= 50% of eligible women
(4069 years)

Attendance in proportion
to their representation in
the population

Interval from booking to
appointment < 4 weeks

2. Screening

1. To minimise anxiety
and x-ray exposure amang
screened women by
limiting the proportion of
technical repeat films and
the numbers of women
recalled for
mammographic
assesstent

2. To maximise client
acceptance while at the
same time minimising
anxiety among screened
women by providing
prompt, written
notification of results

3. To maximise client
acceptance of the
screening service as
evidenced by high
participation rates among
those invited for routine
rescreen

a) Technical repeats
< 3% of total films used

b) Assessment recalls
< 10% of women
screened at prevalent
round

c) Recalls at < 5% at
subsequent rounds

a) Notification to occur
within £ 14 days

b) > B0% to be notified
within 10 working days

a) > 75% participation at
round 2

b} > 50% at 3rd and
subsequent rounds

3. Assessment

1. To minimise waiting
time and women's anxiery
between initial screen

and the first assessment
visit

Interval < 2 weeks for
> 90% of recalls
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PROGRAM
COMPONENT

PERFORMANCE
- (QUALITY)
" OBJECTIVES

3. Assessment

i 2. To minimise the
' proportion of women
" referred for open biopsy

3. To minimise
' unnecessary invasive
| procedures {i.e. surgical
| biopsies for histalogy on
‘ benign cases)
|
\

| 4, To minimise the
. number of visits needed
. for further investigations

A AR RO R R

ACCEPTABLE

STANDARD

< 2% of women screened

Positive predictive value
of biopsy > 25% (at
prevalent screen) i.e.
Benign: malignant biopsy

. ratto of

¢ < 3:1 for prevalent

¢ round

* < 1:1 in incident tounds

" a) < 5% of women

recalled for assessment for
a screen abnormality are
invited for early review

b) Minimum period for
review should be 6
months

. 1. To minimise the

~ operative identification of
i lesions producing

. mammographic
abnormalities

. 2. To minimise the

I interval from a decision to

. operate for diagnostic
purposes and the first

I offered admission darte

> 95% of impalpable
lesions should be
correctly identified at the
first localisation biopsy

90% should be admiteed
for an operative biopsy
within two weeks of their
first atrendance at any
assessment centre

5. Treatment

! 1. To ensure appropriate

i audit of follow-up

!
F
|

An annual follow-up form
should be completed by

- the treating surgeon and

returned to the

| assessment centre with
the agreed data items

CATR A R R
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PROGRAM PERFORMANCE ACCEPTABLE
COMPONENT (QUALITY) STANDARD
OBJECTIVES)

6. Guerall Program

i. To minimise the cost
pet women screened,
based on a consideration

a) € $120/screen*® ac the
prevalent screening round

of all aspects of the b} < $80/screen* by
program for community year 5 of Program
education and operation

recruitment up to and
including histological
" diagnosis

2. To maximise the
number of cancers
detected

- 3. To maximise the
number of minimal
invasive cancers detected

4. Todetect 2
representative proportion
of DCIS at the prevalent
screening round

5. To minimise the
number of interval
cancers

¥ 1990 prices

a} > 50% per 10,000
women screened in the
prevalent screening
round, including ductal
carcinoma in situ
(DCIS), but excluding
lobular carcinoma in situ

(LCIS)

b) > 20 per 10,000 at

subsequent rounds

> 15 per 10,000 screened
women found to have
invastve cancers < 10mm
diameter on pathology

10-20% of cancers
detected

Proportion of women who
develop breast cancer
(including DCIS, but
excluding LCIS) in 12
months following
screening < 6 per 10,000
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Section 4

ACCREDITATION PROCESS

4.1 LEVELS of RESPONSIBILITY

Levels of responsibility are illustrated in the Diagram at Figure 4.1 These are spelt out more
fully below. The process will be that Stare Co-ordination Units will ensure that
application is made for accreditation, and that apprapriate documentation and inspection
occurs. The State Co-ordination Unit will then make recommendations to the National

Accreditation Committee which will formaily approve the accreditation.

The National Co-ordination Unit in conjunction with the Narional Accreditation
Commirtee and the National Advisory Committee, has responsibility for setting national
guidetines and overseeing their implementation. State Accrediration Guidelines may be

developed which wilt be approved by the National Accreditation Commirree.

National Accreditation Committee

This Committee will consist of representatives of the relevant professional groups and of

State and National Co-ordination Units.

It will be responsible for the development, publication and review of the National
Accrediration Guidelines and for the formal accreditation of each Screening and
Assessment Service within the National Program on recommendation from the State Co-

ordination Units, acting in concert with the State accrediration group.

Ie will report to the National Advisory Committee and the National Co-ordination Unit
on the implementarion of the Guidelines and make recommendations following review.
The Narional Accrediration Committee will also approve any State and Territory
Accreditation Guidelines which may be developed to ensure that they are consistent with

the National Guidelines.
The National Accreditation Commircee will maintain a register of suitably qualified and

experienced professicnals to be drawn upon by State Co-ordination Units when forming

their Accreditation Inspection Teams.

The National Accreditation Committee will establish a direct relationship with che
Intercollegiate Committee on Mammographic Screening, and will refer matters to that

commitree as appropriate for professional comment or advice.

National Co-ordination Unit

This Unit has been established by the Commonwealth to manage and co-ordinate the
implementarion of the National Program. It has 2 specific function to provide secretatiat

39




TR e B R T T S e S T P S T T A A A T

support to the National Accreditation Committee and the National Advisary Committee

in relation to accreditation issues.

State Co-ordination Unit

A State Co-ordination Unit (SCU) will be established in each State or Territory under
the agreement signed berween the Commonwealth and State and Territory governments.
Each SCU will have similar functions which are defined by that agreement.

The SCU will have responsibiticy for ensuring that Screening and Assessment Services
which are funded through the National Program in its State and Territory are accredited in
Jine with these Nartional Guidelines. The State Co-ordination Unir will also be responsible
for the implementation of the National Guidelines within the State or Terirory, and for

the development of any State Accreditation Guidelines.

Each Stare Co-ordination Unit will establish an appropriate State Accreditation Group
which will provide advice abour accreditation within the State and Territory.

The State Co-ordination Unit will make recommendarions to the National Accreditation
Committee relating 1o the accreditation of each Screening and Assessment Service, and

the Narional Committee will formally accredit the Service.

4.2 MECHANISMS for ACCREDITATION and REVIEW

The accreditation process will include the completion of an accreditation assessment form

for the State Co-ordination Unit. The form will request information relaring ro:

. Screening and Assessment Service protocols;
. Quality Assurance Program for equipment, readers and takers, data collection and
management, education and counselling services, booking/clerical staff;

. The qualifications of staff—only professionally qualified staff are 10 be used. Where
College accreditaion is applicable this should be the standard accepred.

As far as possible it is planned to develop nationally agreed forms and procedures for this
process. This will be the responsibility of the National Co-ordination Unit in conjunction

with the State Co-ordination Units.

The State Co-ordination Unit will appoint two independent persons, one a radiologist and
preferably one from interstate, wha will conduct inspections of Assessment and Screening
Services, including equipment, following the provision of documentation as outlined
above. The Service will be expected to achieve acceptable levels of performance based on

data provided 1o the State Co-ordination Unit.
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The National Accreditation Committee will establish eriteria for the relative significance
of various standards set in these National Guidelines, for use when an individual Screening

and Assessment Service is being accredited.

After the above process has been undertaken, provisional accreditarion for 12 months may
be granted in the first instance to enable a particular Screening and Assessment Service

time to implement the requirements of these Guidelines.

Within 12 months application must be made for full accreditation at which time the
Service will be expected o comply with the Guidelines.

A fully accredited Screening and Assessment Service will be provided with appropriate
certification: by the National Accreditation Commirtee, and this certification, plus other
related material will be displayed as appropriare in accredited Screening and Assessment

Services.

Ohnce full accrediration is granted to a Screening and Assessment Service, the
accrediration will be reviewed at two yearly intervals.

The two yearly teview will include a review of the performance outcomes of the Service as
outlined in these Narional Guidelines, and will involve a reporting along similar, although
Jess comprehensive, lines to that required in the fimst instance for accreditation.

The State Co-ordination Unit, either independently or at the request of the National Co-
ordination Unit, may conduct additional reviews from rime to time particularly if there is

concern about maintenance of petformance standards.

4.3 PROCEDURES for WITHDRAWAL of
ACCREDITATION

Negotiation will take place berween the State Co-ordination Unit and a Screening and
Assessment Service which fails to meet the required standards, and opportunities will be
provided fot the Service to meet the standards within an agreed timeframe.

If the Service cansistently fails to conform to the negotiated timetable for full compliance,
the State Co-ordination Unit will notify the Service in writing of its intention to
recommend that the National Accreditation Committee withdraw accreditation, and
hence Amding by a specified date. Sufficient notice should be provided, bearing in mind

the impact on client services.

Such a recommendation should be considered by the Narional Accreditation Committee

as expeditiously as possible.

A period of provisional accreditation, of not more than 12 months, may be an appropriate
interim measure in an instance where the circumstances of an accredited Service have
changed sufficiently to render it no longer accreditable ar time of review.

ﬂmmv:inw:m;eﬁnrmwwmmmmﬂrwmﬁmmmﬁﬁmmmm
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4.4 REVIEW of ACCREDITATION GUIDELINES

The National Accreditation Guidelines will be reviewed in the first instance in the third
quarter of 1992, and thereafter each two years. They will be reviewed by the National
Accreditation Committee which will make recommendations to the National Advisory
Committee or the National Co-ordination Unit as appropriate.

At the same time State Co-ordination Units will be required to report on the
implementation of any specific State Accreditation Guidelines.

State Co-ordination Units and/or their advisory groups on Accreditation will be able to
make recommendations on the guidelines at any time to the National Accreditation
Committee, and these will be considered, at least, in the next scheduled review.

42
SRR R e b R L

sisansy




T L B T b B Ty A B R T R R ST AL BN

Figure 4.1

ACCREDITATION of DEDICATED BREAST SCREENING

and

ASSESSMENT SERVICES

L

NATIONAL CO-ORDINATION

National Advisory Commitiee
- — Early Detection of Breast
Cancer

! !

National Accreditation

Guidelines

! !

+
[}

National Accreditation
Committee

+*

STATE CO-ORDINATION UNIT

'
Intercollegiate Comnitee

l

State Accreditation Guidelines

|

State Accreditation Group

ASSESSMENT FOR
ACCREDITATION

}

. Completion of Accreditation Assessment Form

—  Provision of information to include

. Screening and assessment service protocol
. Quality assurance program outlined for
—_— equipment

readers and takers
data collection/management

education/counselling services

—  booking/clerical staff
. Achievement of acceptable levels of performance based on data provided to State
Co-ordination Unit
. Independent inspection of services by two nominated persons
. Inspection and check of equipment by quality assurance program
. Provisional accreditation to new services for 12 months—then apply for full

accreditation

. Thereafter two yearly review provided accreditation standards are maintained
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. Breast screening and assessment services to ensure only professionally qualified staff
are used—where College accreditation is applicable, this should be the accepred
standard.

fa i b R o AR R R S

44

s -ug,.u.y.;.\ FMAS TR T A Ry iy 5 1A 0 A LR O SRy SR
;33-. iy "‘1}?&#& ; 5 ,l-(,‘._-.gj




AR G R TR T S R e M T R P R R O E R R AR O R

Section 5

IMPLEMENTATION

5.1 TIMEFRAME

An interim National Accreditation Committee was appointed following the November
1991 meeting of the National Advisory Committec which adopted the National
Accreditation Guidelines.

The interim committee will oversee the early implementation of the Guidelines in those
Screening and Assessment Services which are already provisionally accredited, or which

will come into operation in the early stages of 1992,

The National Accreditation Committee will publish the Guidelines, and ensure that they
are circulated as appropriate. [t will also approve any State Accreditation Guidelines which
are developed in addition to these Guidelines,

All Sereening and Assessment Services currently operating will be required to submit to
their State Co-ordination Unit for acereditation according to the National Guidelines by
30 june 1992, The National Accreditation Committee will devise a timetable, in
consultation with the State Co-ordination Unit, for the orderly accreditation of existing

services.

The Guidelines may also be used by planners of new Services within the National Program,
as all Screening and Assessment Services funded by the National Program will be required
to meet these standards.

Provision exists for provisional accreditation for up to 12 months. Thereafter re-accreditation
will take place every two yeams.

The interim National Accreditation Committee will operate until 30 September 1992, or
the nearest NAC meering, when its funcrioning will be reviewed. Between 30 June and 30
September 1992 it will also review the National Guidelines and make appropriate
recommendations to the National Advisory Committee.

5.2 BUDGET

The operating expenses of the National Accreditation Committee will be met from
National Program Funds.

The Committee is expected to meet no more than three times each calendar year, and will
meet in a Jocation most suitzble to the majority of members.

It is expected to operate within an annual budger determined by the National Advisory

Committee.
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Screening and
Assessient Service

Assessment Centre

Screening Unit

False negative

False positive

Assessment

Assesstnent unit

Biopsy performed
{in program)

Section 6

APPENDICES

APPENDIX 1—DEFINITIONS

An integrated service consisting of an assessment centre and

its associated screening units.

The centre within the Screening and Assessment Service
where screen films may be read, and where women are recalled
for diagnostic work-up following a screen-detected
abnormality. It is anticipated that most assessment centres will
have a number of associated screening units.

Co-ordination of the Setvice, and functions such as training
and performance review will take place from the assessment

centre.

Services undet the Program which are not provided
concurrently with any other radiological or diagnostic service.

This may be a fixed or mobile facility, the sole purpose of
which is to provide the screening mammograms for presenting
women. It may not function separately from an assessment

centrefservice.

Where wornen prove to have breast cancer but are mistakenly

cleared by the screen.

Whete women do not have breast cancer but have a screen

that indicates they have breast cancer.

Definitions utilized in the minimum data set

All follow-up investigative procedures arising from the
woman’s attendance for screening up to and including
cytological or histological diagnosis.

Unique identification numbet for each assessment centre
within the State and Territory.

‘Program’ is a centre or service accredited and funded as part of
the national program.
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Date of first attendance

for assessmrent

Date of commencement
of primary treatment

Date of open biopsy

Day procedure

Did the woman attend

{for assessment)

Dominant lesion

Episode

Family history
Grade
Initial screen

Interval cancer

Length of Stay

Localisation

Lump

First date of attendance for a given episode of assessment.

First date of commencement of any of the primary treatment

modalities used.
Date of surgery for open biopsy.

Standard definition from the Recommended minimum data set for
institutional hegith care®'.

Did the woman attend within three months of the screening

mammogram.
If invasive, the [argest size lesion;

if invasive and of equal size then the one that has most
Extensive Intra-duct Component (EIC);

if the above does not help to discriminate, then lesion with

most ductal carcinoma in-sicu.

All atrendances for screening and assessment relating to a
particular round of screening. An episode is completed when
i) adefinitive diagnosis is made; or
ii) the woman is returned to routine screening; or
jii) the woman fails to artend for technical

recall or assessment.

Mother or sister had breast cancer.
Use modified Bloom and Richardson system®.
Fitst screen in national program including pilot projects.

Cancers detected after screening episode and with histologic
confirmation not attributed to screening.

Standard definition from Recommended minimum data set for
institusional health care'.
Hook wire or carbon or dye to locate/identify impalpable lesion

for surgical removal.

Paipable breast lump at time of presentation for screen
irrespective of mode of detection.

R e A R L S B A T S B R G R R A A e
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Malignant

Mode of presentation
(of mterval cancer)

Nodes sampled

Nodes examnined

Nodes positive
Non-malignant
Non-screen detected

cancers

Previous history of
breast cancer

Previous mammogram
in the Program

Previous mammogram
outside the Program

Primary trearment

Screening

Screening unit idenifier

Surgical unit identifier

Technical repeat

SR TR TR T

A R e

Includes ductal carcinoma in-situ (DCIS).

Clinical symptoms or signs weze the first
indication of the cancer.
Mammogram mammogram findings were the first

indication of the cancer.
Nodes surgically removed for histological examination.

Nodes excised and examined histologically for presence of

malignancy.
Number of nodes examined which show malignancy.

Includes notmal and benign cases.

Cancers detected with histological confirmation not attributed

to screening.

A previous diagnosis of breast cancer (o include ductal

carcinoma in-situ).

Previous mammogram in the National Program (including
pilot projects). :

A mammogram which a woman has had for any purpose
(diagnostic or screening) excluding those already counted in
Itern 1.12 of the Program’s minimum data set.

All treatment modalities initiated within six months of
diagnosis. This does not include treatment for recurrence or

metastases.

Atrendance by a woman for a mammogram to derect breast

cancer.

Unique identifying number for each screening unit, within che

State/Territory.

Unique identification number for each surgical unit.

Repeats initiated by radiographer or radiologist due to
inadequate films.




Treating doctor idengifier

number Unique identifier of principal treating surgeon.

Treatment declined Woman chooses not to act on recommendation for treatment
within three moenths of diagnosis.
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APPENDIX 2—TECHNICAL ITEMS 10 5e EVALUATED in a
QUALITY ASSURANCE PROGRAM

ITEM

SPECIFICATION

' FREQUENCY OF
- EVALUATION

Mammographic unit

Focal spot

Leakage radiation

Half value layer

Filter choice

kVp interlock

Light/X-ray field alignment

Compression device

Onutpue reproducibiliy

Output lmearicy

Timer accuracy

Timer reproducibiliry

kVp accuracy

kVp reproducibilicy

dual, C.1 to 0.15mm and
0.3 to 0.4mm typically

<1 mGy/h at lm from
housing when maximum
continuous rated

i technique factors used

< 20uGy/h at 5¢m from

the cone on the chest
wall margin

. 0.03mm Mo

i ensures Mo filter used at
. kvps3s

¢+ 5mm of each other on
. all margins and not
{ overlapping cassette

holder on chest wall

" should not be curved or
. miidly contoured

coefficient of variation

- 55%

i coefficient of linearity

- <01

b £5%

coefficient of variation
<5%

<2kVp

<1 kVp or coefficient of
variation < 5%

acceptance, tube change
annually

acceptance, tube change

acceptance, tube change
annuatly
acceptance, tube change

acceptance, tube change
annually

| acceptance, tube change
annually

acceptance, annually
acceptance, tube change

annually

acceptance, tube change
annually

| acceptance, annuatly
acceptance, annually
acceptance, tube change
annually

acceptance, tube change
annually




A T N R T R

e M S

BRI R R

ITEM " SPECIFICATION | FREQUENCY OF
| EVALUATION
Automatic exposure ,
control :
Reproducibility coefficient of variation acceptance, tube change

Minimum response time

Backup timer

Beam quality

< 5%
<{0.1 second

either operator set of
< 1000mAs

OD=14+02

annually
acceptance, annually

acceptance, annually

acceptance, annually

Routine qualiry control

tests

Assessment of image

quality

— step wedge
radiograph

— imaging of breast

phantom
Dose calculations

Screens, films and

cassettes

— screen efficiency
{< 10% variation)

— peneral screen
conditions

Film processor

— sensitomerry

— temperature and
other operating
conditions

Viewing boxes

- intra- and inter-box
consistency of light
output with time;
image marking and
ambient light control
capability

weekly

weekly

annually

every 3 to 6 months

every 3 to 6 months

daily
daily

weekly

Soutce: Australian Institute of Health. Screening mammography technology. Table 4:
14-15*, Health care Technology Series No 3> Canberra: ATH, 199C. {The AIH had, in tum, adapted their rable
from a position paper of the Australasian College of Physical Scientists and Engineers in Medicine.)
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APPENDIX 3—SUGGESTED SPECIFICATIONS for
MAMMOGRAPHY UNITS

This table is intended only as a guide for the purchase of new equipment. The suggested

specifications should not be seen as mandatory requirements for equipment in any future

screening program.

SPECIFICATIONS SCREENING | ASSESSMENT
Targer material : molydenum molydenum
Norminal focal spot size " 031004 0.3 10 0.4 (regular) 0.1 to
: 0.15 (magnification)
Maximum ouput . 2 100mA . 2 100mA (regular focal
" spot)
Filtration beryllium window . berylliutm window

Automaiic exposure control

Microprocessor control of
automatic exposure

Magnificarion
Motorised compression
device with foot pedal (both

divections) with quick
release

Stff support table
(distorting less than Imm
1nder full compression)
Spot compression device
Starionary or moving grid

Heat load capacity

molydenum filter
aluminium filter with
reversible interlock over
35kVp

essential
highly desirable

1ot necessary

essential

essential

| not necessary

- desirable

important consideration
(see text)

molydenum filter
aluminium filter with
reversible interlock over
35LkVp

essential
highly desirable
essential (1.5 to

2.2 times)

. essential

essential

© essential

essential

* ot critical
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SPECIFICATIONS SCREENING ASSESSMENT

Film size 18 x 24cm essential, 24 x 18 x 24cm essential, 24 x
30cm desirable 30cm not critical

Dedicated single emulsion essential essential

processor (cycie tailored to

mammography film in use}

Soutce: Australian Institute of Health, Screening mammography technology. Healch Care Technology
Series No 3 Table 1.

and have its own light source

(Quality assurance test equipment
|
ITEM ; DESCRIPTION AND REQUIREMENTS
i
Electrometer | rmust measute in integrate mode, should be a 3 1/2 digit device
lon chamber : thin window chamber with a flat response down to 10 keV
i leakage chamber ideally capable of measuring down to
I 0,02 pGy
|
kVp meter I must be capable of measurement down to 24 kVp with Mo
. anode, and accutacy of 1 kvp
Timer accurate down to 0.1 second
|
Star pattern : 0.50r 1 degree pattern
|
Filter ! O.1mm, 0.3mm. Type 100 Al
Phantoms i} perspex step wedge
. ii) breast phantom with inclusions mimicking clinical
¢ conditions
Sensitometer } sensitivity to blue and green. Should have 21 steps
Densitomerer should give readings in the range 0 to 3.0 optical density units
|

Source: Adapted from Australasian College of Physical Scientists anct Engineers in Medicine. A
quality sssurance program for mass screening in mammography. 252-59: Table 5. Australasian
Physical and Engineering Sciences in Medicine 1989; 12.
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