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Telephone : (06) 289 1555
Telex: 61209 Fax: (06) 281 6946

Dr Nigel GrayDirectorAnti-cancer Council of Victoria
1 Rathdowne Street
CARLTON VIC 3053

Dear Dr Gray
I am writing to let you knoW of developments in cervical
cancer screening since we wrote to you early this year
on the proposed Commonwealth response to recommendations
contained in the report, Cervical cancer screening in
Australia - options for change, and to thank you for
your support and contributions.a Ca
I am pleased to be able to advise you that there have
been major developments - in particular there has been
substantive support for the development of a morei
organised approach to cervical cancer screening.
In March of this year, all health ministers agreed to
cooperate in developing an 'organised approach' to
cervical cancer screening. Discussions are proceeding
with the States/Territories on appropriate funding
arrangements and distribution of responsibilities.
Following extensive consultations, a national screening
policy has been adopted. The policy has been endorsed by
the Royal Australian College of General Practitioners,
Royal Australian College of Obstetricians and
Gynaecologists, Royal Čollege of Pathologists of
Australasia, Australian Cancer Society, the Australian
Health Ministers and the National Health and Medical
Research Council, and is supported by many other groups.
The policy is as follows :

Routine screening with Pap smears should be carried
out every twO years for women who have no symptoms
or history suggestive of abnormal cervical
pathology. All womenwho have ever been sexually
active should commence having Pap smears between
the ages of 18 to 20 years, or one or two yearsafter first sexualintercourse,whicheveris later.
In somecases it may be appropriate tocommence
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screening before 18 years of age.
Pap smears may cease at the age of 70 years for
wOmen who have had two normal Pap smears within the
last five years. Women over 70 years who have never
had a Pap smear, or who request a Pap smear should
be screened.

The Federal Government will provide $22.4 mil1lion over
four years from 1991-92 for the development and
implementation of the organised approach to cervical
cancer screening. States and Territories will be
invited to contribute in order to ensuremaximum
participation bywomen.

Funds will be provided for :

informing service providers and women about the new
policy;improving the reliability of Pap smears and
developing guidelines for themanagementof
abnormalities;
developing strategies to encouragewomen to
participate in screening at therecommended
interval, including reminder/recall services and
local educational and promotional activities;
developing supplementary screening services
appropriate to the needs of special groups;
training, monitoring and evaluation.

I enclose a copy of Mr Howe's recent media release on
these latest developments.
A communication strategy has been developed in two
stages.
The first stage is aimed at service providers to inform
them of the national screening policy and to encourage
them in using reminder/recall strategies to maximise
regular participation in screening at the agreed
interval. A letter has been sent to general
practitioners and some other service providers, and a

bookiet for general practitioners is being developed in
consultation with the relevant professional bodies.
The second stage of the strategy will be targeted at
womento encourage regular participation throughout life
in cervical cancer screening in accordance with the
agreed screenming policy.
Dr Edith Weisberg, Medical Director of the Family
Planning Association, NSW, was appointed as Commonwealth



spokesperson on cervical cancer screening in February,1991.

A committee has been appointed under the chairmanship of
Dr Robert Rome, a noted gynaecological oncologist, to
review and develop improved quality assurance measures
for cervical cytology.
Guidelines for the treatment of cervical abnormalities
are being developed by the National Health and Medical
Research Council. The Federal Government has funded the
Family Planning Association of NSW to analyse data on
progression and regression rates of cervical
abnormalities which will assist in the development of
treatment protocols.
I would like to take this opportunity to thank you for
your valuable contribution to the consultative process
and l00k forward to further co-operation as this program
develops.
Yours sincerelyleo
Ross Saunders
Acting Assistant Secretary
Health Care Strategies Branch
a7 August 1991
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$22.4 MILLION FOR CERVICAL CANCER SCREENING

The Federal Government will contribute $22.4 million to improving the
effectiveness and reliability of cervical cancerscreening ina new four year
program which will target at risk women.

Announcing the program today, the Minister for Health, Housing and Community
Services, Brian Howe, said that over half of the 1040cases of cervical cancer.
diagnosed annually could be prevented by a more effective national screening
strategy.

The program will implement the findings of a three year evaluation Cervical
cancer screening in Australia: options for change whichwascommissioned
by the Australian Health Ministers' Conference and published in October last year.

One of the evaluation's findings was that younger women, who are at relatively less
risk of developing cervical cancer, are being screenedmore frequently than
necessary.

In contrast women in higher risk groups, including older women, Aboriginal
women, women from a non-English speaking background, and women from isolated
rural areas, are infrequently or never screened.

"We need to redirect our efforts to these groups of women if we are to reduce
deaths from cervical cancer. This is the aim of the new approach," Mr Howe said.

"The new national screening policy for cervical cancer, whichrecomnmendsthat
every woman who has had sexual intercourse and is aged between 18 and 70 is
screened every two years, has been endorsed by the National Health and Medical
Research Council, Health Ministers, professional bodies and cancer societies.

"The Federal Govemment will commit $3.5 million towards implementing the new
policy in 1991-92, and a further $6.6 million for 1992-93, $6.1 million for
1993-94, and $6.1 million for 1994-95," he said.
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"I expect the States and Territories to also make a contribution to ensure maximum
participation by women in screéning programs."

Mr Howe said the funds would be allocated to:

informing service providers and women of the new national screening policy;

improving the reliability of Pap smears;

developing guidelines for the trèatment of abnormalities;

developing strategies to encourage women to participate in screening at the
recommended interval, including reminder/recall services;

local educational and promotional activities;

developing supplementary screening services appropriate to the needs of
special groups; and

training, imonitoring and evaluation.

He said considerable progress had already been made on implementing the new
screening policy.

At the Australian Health Ministers' Conference in March, State and Territory health
ministers had endorsed, in principle, an organised approach to cervical cancer
screening. The provision of funds in the Federal Budget would now enable further
discussions between the Commonwealth and the States and Territories on
appropriate funding arrangementsand distribution of responsibilities.

"The Federal Govemment's commitment to improving the effectiveness and
reliability of cancer screenings will result in a significant reduction in the number
of women developing cervical cancer.

"Women can be reassured that the new screening policy will provide a very high
degree of protection against this disease, while at the same time reducing any
inconvenience and anxiety that may be associated with Pap smears," Mr Howe said.

Contact: Marilyn Chalkley (06) 277 7680
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Dr. H. Mitchell
Victorian Cytology Service
PO Box 253B
Melbourne Vic 3001

Dear Heather,

I forgot to send you a copy of my response to Mr Candler's request for comment on
your National Cervical CancerScreeningEvaluationReport. Hence I'm remedying the
defect.

Cheers -

Yours sincerely,

Nigel Gray
Director

Encl. Letter to Mr Candler

(03) 662 3300VEOGH HOUSE, 1 RATHDOWNE STREET, CARLTON SOUTH, AUSTRALIA 3053
Facsimile: (03) 663 3412 Telex: ACCV AA 34158



Director: Dr Nigel Giay AM. MA BS, Hon. LD FRACP FRACMA

Anti-Cancer Council of Victoria

23 January 1991 49-2513

Mr L. Wright
Executive Director
Australian Cancer Society
GPO Box 4708
Sydney NSW 2001

Dear Lawrie,

You asked for comment about the Cervical Cancer Screening Evaluation
Report.
I had a letter before Christmas and sent the attached response direct.

Cheers-

Yours sincerely,

el -
Nigel Gray
Director

Att. Ltr to B. Candler

KEOGH HOUSE, 1 RATHDOWNE STREET, CARLTON SOUTH,. AUSTRALIA 3053
(03) 662 3300 Facsimile: (03)663 3412Telex: ACCV AA 34158

ANRAAN
ME M BER
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CERVICAL CANCERSCREENING

EVALUATIONREPORT

The AHMAC Cervical Cancer Screening Evaluation Steering Committee, chaired by Heather
Mitchell, submitted its report late last year. The report was adopted by AHMAC as a guide for
future development of services and the report will be further discussed by AHMAC in March.

The Society has been asked to comment and endorse the recommendations in the report
by early February. The NCAC does not meet again until 22 March.

The President would appreciate your iews, preferably in consultation with somemember(s)
of your Committee so that an ACS response can be given in the time requested.

Could you let me have these views by the end of January please.

L. A. Wright
ExecutiveDirector

MEMBER: International Union Against Cancer
MEMRER ORGANISATIONS: D Anti-Cancer Council of Victoria Anti-Cancer Foundation of the Universities of South Australio
nceneer Foundation of Western Australia U NewSouth Wales State CancerCouncil Northern Territory Anti-Cancer Foundation

ACT CancerSociety QueenslandCancer FundO TosmanianCancerCommittee



3 rCOMMONWEALTHOFAUSTRALIA
GPO Box 9848
Canberra ACT 2601
Telephone: (062) 89 1555
Telex: 61209 Fax: (062) 81 6946

Mr LA Wright
Executive Director
Australian Cancer Society
GPO Box 4708
SYDNEY NSW 2001

Mr Wright

DEPARTMENT OF
COMMUNITY SERVICES

AND HEALTH

|4. I.!

CERVICAL CANCER SCREENING EVALUATION REPORT

I refer to Mr McNeil 's letter of 20th December, 1990 which
outlined the broad strategy theCommonwealth proposed to adopt
for determining a response to the Report. This letter also
indicated that further papers on key issues would be distributed
shortlỷ, with a view to seeking a nati onal consensus on the
proposed response.
Attached, for your further consideration, are the following
papers:

Cervical Cancer Screening, A National Strategy - an overview
of the draft response to the report on Cervical Cancer
Screening Evaluation;
Draft national cervical cancer screening policy;
strategies to increase the participation of women in
cervical cancer screening
Brief for the consultancy to be established to examine
quality assurance aspects in cervical cytology;
Management of abnormalities ; and

Organisation and funding of cervical cancer screening
services.

As indicated in the letter of 20th December, theCommonwealth is
required by the decision ofAHMACto report to Australian Health
Ministers in early March 1991.



To meet the timetable set down byAHMAC, it is most
desirable that theCommonwealth have your comments on the
issues discussed in the papers at the earliest opportunity:
Enquiries on this matter should be directed to Mr Dennis
Bentley, Director, Cervical Cancer Screening Task Force,
telephone no. 062 89 7363.

Yours sincerely

Brian Candler
A/g First Assistant Secretary.
Health Care Access Division
h January, 1991



CERVICAL CANCER SCREENING

A NATIONAL STRATEGY

OVERVI EW

INTRODUCTION

The AHMAC Cervical Cancer Screening Evaluation Report (CCSER)
challenges gove rnments, professional groups, and support
organisations to provide cervical cytology screening services
that are more efficient and cost-effective, drawing on the most
recently available epidemiological, behavioural and economic
research.

The publication of this report provides an opportunity to
maximise the prevention of morbidity and mortality resulting £rom
cervical cancer.
resource, to draw together a national cervical cancer screening

The CCESR can be used both as a guide and data

strategy. This will be based on the most effective programs now
operating overseas, but reflecting responses to the report from
health departments, professional and consumer groups as to what
is achievable, and appropriate, in Australia.

THE CERVICAL CANCER SCREENING EVALUATION REPORT (CCSER)

In 1987, concerns about inequity in distribution and the poor
cost-effectiveness of existing cervical cancer screening services
prompted heal th ministers to commission aCommonweal th funded
evaluation of existing services, supported by targeted pilot
projects.
The report confi rmed major concerns about the effectiveness of
cervical cancer screening in Australia, when compared with
overseas programs. Cervical cancer screening has the potential
to prevent over 90% of squamous cervical cancers which would
occur without screening. Cervical cancer screening has been
practised for over 25 years in Australia, yet only about half of
the lives at risk from cervical cancer are currently being saved.
Comparison with overseas models endorsed by the IARC and WHO
indicate that significant elements of an organised screening
pathway are not yet in place in Australia.
an effective program are:

Essential elements in

.

.

an identified target population, via an agreed screening
policy and means to identify individual women;
measures to guarantee high attendance levels, including
adequate and acceptable smear taking services;
adequate laboratory facilities for smear reporting and an
organised program for quality control;
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facilities for diagnosis, treatment and follow-up of
abnormalities;
carefully designed referral and fail-safe linkage systems to
ensure management of abnormalities and collecting information
about normal screening tests; and
evaluation and monitoring sytems.

Current cervical cancer screening in Australia is not achieving
optimal impact despite substantial expenditure levels. The
report advances a number of reasons, including:

lack o£ an agreed screening policy, including a target age
group and rescreening interval, and insufficient efforts to
increase uptake among the target population;

poor access to service providers of choice and other barriers
to screening, ranging from negative attitudes to screening
and to simply forgetting;
absence of fail-safe systems to follow-up women with
abnormalities and lack of agreement on appropriate
management ; and

the absence of a national framework to monitor and
co-ordinate recrui tment, recall, managementof abnormalities,
and quality assurance.

The opportunity exists for major improvements to be made to
current services within existing resources.
Cost-effectiveness of the current arrangements are particularly
sensitive to the screening interval and to excessive screening
and investigation of abnormalities in the 18-24 year age group,
where risk associated with this disease is minimal.
The nature and extent of the criticisms of existing cervical
cancer screening services raised in the report create a clear
obligation to respond quickly and positively.
Health Ministers' Advisory Council (AHMAC) received the report
late in October 1990 as a guide for the future development of
cervical cancer screening services in Australia and authorised
the Commonwealth to conduct a process of discussion on the

recommendations leading to a further report to Health Ministers
in Mar ch 1991.

The Australian

DRAFT NATIONAL STRATEGY

In order to crystall ise views on key issues, theComnonwealth has
produced a series of papers (see attachments) recommending a
policy or process to achieve consensus.
content of those papers are summarised below:

The principal
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Screening Policy
A screening policy needs to balance the benefits from
screening, such as life years saved and morbidity avoided,
against the costs of screening to the individual, such as
discomfort and anxiety created, personal time and costs, and
financial costs to government, including opportunity costs.
A well-defined and uni formly adopted screening policy is
fundamental to developing an effective population based
cervical cancer screening program.
The CCESR notes that 90% of invasive sguamous cell cervica1
cancer can be prevented by screening women aged 25-69 years
every three years where there are well organised screening
arrangements and that the benefits of greater screening
frequency are marginal, while costs escalate rapidly.
However, recommendations for annual Pap smears continue
because of concerns about non existent or ineffective
reminder systems, accuracy of Screening as currently
delivered and possible changes in incidence of the disease
and mortality rates among young women.

In recognition of the steps still needed to ensure effective
sCreening programs, the prudent course is initially to
endorse the recommendation of the CCESR for a two year
screening interval, with a view to extending the interval to
three years later when a more effective program is in place
and if future experience and data support such a move.
Given the evidence from the available data on the age range
for screening, there is a case that screening routinely
commence three years after first sexual intercourse and cease
at age 70 for women who have previously been screened.

Participation by women

The e£fectivene ss of a population based cervical screening
program is closely related to the proporti on of women
regularly screened, yet there is no organised plan for
recrui tment and recall of women in the target group.
Formal recruitment and recall plans should be developed,
identifying target population groups, including those
assessed as being at high risk, and identifying appropriate
strategies for recruitment and recall with an indicative
timeframe.
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The CCESR assumes adoption o£ targets for cervical cancer
screening
outlined in Health for All Aust rali ans. These are:

to increase triennial participation in Pap smear
screening to 50% or more of women aged 20-69 years by the
year 1990, to 75% or more by the year 1995 and to ali but
a negligible number by the year 2000;

to establish organised population based cervical
neoplasia screening programs in each State and Territory
by the year 1990.

Appropriate goals should be identified, including
participation rates and process targets, and reduction in
morbidity and mortality from cervical cancer.
Using the data from the Report on barriers to screening and
effectiveness of the different pilot strategies, States and
Territories are invited to review their existing programs and
develop broad strategies for accomplishing stated goals.
These include:

Pap smear screening by General Practitioners;
supplementary services provided by alternative
smeartakers;
community and media based health education programs;
reminder and invitation based systems.

The Commonwealth is currently examining options for use of
population based registers, such as the Electoral Rol1 or the
Medicare enrolment file, and will provide further advice on
their use, including privacy considerations attaching to
thei use.
Quality assurance in smeartaking, smear reading and
notification of results
The report raises a number of concerns about the adequacy of
quality controls on cervical cytology, including smeartaking,
Smear reading and notification of results. There is
insufficient attention paid to these crucial elements of
cervical cancer screening, which have such a direct impact on
acceptable screening intervals, the confidence women have in
the system, costs and ultimately health outcomes.
A consultant will be appointed to examine the need for and
identi fy strategies for establishing appropriate levels of
quality assurance in smeartaking, testing, reporting and
follow-up of abnormalities.
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The consultant will work under the directions of a steering
group, comprising membership from appropriate professi onal
and consumer groups. A chai rman will be appointed by the
Commmonwea l th.

Terms of reference for the consultant will include :
review strengths and weaknesses of the current cytology
quality assurance program;
examine the current laboratory cervical cytology
accreditation and inspection program;
identi fy appropriate standards of cervical cytology: and
develop a national strategy for achieving compliance wi th
those standards.

Management of abnormalities
The proportion of Screened women who are currently
investigated for abnormalities far exceeds the proportion who
would be expected to develop invasive cancer in the absence
of treatment. (At the same time, fail-safe systems to ensure
that women with abnormalities are followed-up need to beinstituted.)
The recommendations of the report concerning examination of
currently available data and institution of a program of
discussion by relevant professional sọcieties and colleges
have been referred to the Health Care Committee of the NH&MRC
for urgent examination.
Organisation and funding
The Commonwealth is seeking views from the States/Territories
on the framewo rk and elements of a national cervical cancer
screening program, and the appropriate roles for Federal and
state governments.
TheCommonwealth is also reviewing arrangements for funding
of screening services, the costs of which are predominently
currently met through Medicare and Health Program Grants.
This includes options formanagementof available financial
resources in accordance with an agreed screening poli cy to
improve the cost-e ffectiveness of the screening program.

CONSULTATION

Important in the consideration of cervical cancer screening
services are the range of professional groups and organisations
involved at di fferent stages of the screening pathway, the need
for sensitivity to user requirements and the need for effective
co-operation and co-ordination.
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The consultation strategy adopted by the Comnonwealth involves
approaching States, professional and consumer groups, using peak
organisations such as the NH&MRC and the AHMAC sub-Committee on

Womenand Health, where appropriate. It is important that all
groups likely to be involved share an appreciation of the
elements of any effective national screening program.
The broad organisational framewo rk and a national
screening policy are key issues on which an early indication of
views is sought. Issues of more complexity, such as quality
assurance in cervical cytology, need both an environment and
timescale conducive to adequate deliberation.
The report to Ministers in March wil11 indicate areas where broad
agreement can be achieved and i dentify remaining unresolved
issues, together wi th appropriate further steps.

ATTACHMENTS

Draft national cervical cancer screening policy.
Strategies to increase the participation of women in cervical
cancer screening

1.

2

3

4

Brief for consultant on quality assurance aspects in cervical
cytology.
Management o£ abnormalities.
Organisation and funding of cervical screening services.5.

Conmonweal th Department of Community Services and Health
January 1991
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ATTACHMENT 1

CERVICAL CANCER SCREENING

A NATIONAL SCREENING POLICY

SUMMARY

A well-de fined and uniformly adopted screening policy is
fundamental to effective cervical cancer screening in a population.
The major components of such a policy are the interval between
screening tests, and the age at which screening tests should
commence and cease. This paper examines policy options including
those outlined in the Cervical Cancer Screening Evaluation Report
(CCSESR), and draws some conclusions relevant to an Australian
policy.
A screening policy needs to balance the benefits from screening,
that is, the life years saved and the morbidity avoided, against
the costs of Screening, that is, effort and resources required,
anxiety created and financial and opportunity costs.
Any chosen screening program should be an optimal compromise
between the benefits to be gained from, and thè costs of all types
arising from the screening process .

The recommendation of the CCSESR for a two year screening interval
is acceptable , with the possibility of extending this to be
reviewed in the light of future data and the' introducti on of an
improved screening program.
Data presented in the CCSESRand other published studies
demonstrate that around 90% of invasive squamous cell cervical
cancers can be prevented by screening women aged 25 to 69 years at
three yearly intervals where there are well organised arrangements
for screening. Such a policy, if uniformly adopted by most eligible
women, would be more effective in reducing deaths from cervical
cancer than is the screening currently being carried out in
Australia. This policy could also be more cost-effective than
current screening arrangements.
The CCESR strongly emphasised the need for well organised
arrangements for cervical cytology screening to ensure that
screening is effectively carried out on a population basis. In
particular, a high proportion of all eligible women should be
screened regularly, and the quality of smear taking, smear
reporting, follow-up of women with abnormalities and data
collection should be optimal. The CCESR drew attention to
significant shortcomings in these areas which led to the
recommendation of a two rather than three year screening interval
until the shortcomings in recruitment and quality assurance of
cervical cytology screening in Australia can be addressed .

There is a clear association between the age at first coitus and a
woman's risk of subsequently developi ng cervical cancer.
This sugge sts that the age ofcommencementof cervical cancer
screening should be related to the time of first coitus, rather



2
than a screening policy nominating a standard age for all women.
Therefore, there is a case for cervical cancer screening to

commence three years after the time of £irst coi tus.
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REQUIREMENTS OF AN OPTIMAL AUSTRALIAN CERVICAL CANCER SCREENING
POLICY

Deaths of women from cervical cancer could be reduced with improved
cervical cytology screening practice and organisation.
comprehensive national screening strategy, based on a defined
screening policy is necessary to achieve optimal uptake and
effective delivery of cervical cancer screening in Australia.

A

An optimal and acceptable cervical cancer screening policy for
Australia should satisfy the following requirements:
(i)

(ii)
offer a satisfactory level of protection from cervical
cancer, within the practical constraints ;

have an acceptable degree of benefit in relation to costs
incurred, i.e. acceptable cost-effectiveness;

(iii) be unde rstood and adopted by all women at risk, in
particular those who are currently under-screened.

(iv) have an effective communication strategy in regard to both
consumers and the professionals who advise them.

Fundamental to a screening policy are -

the interval at which cervical cancer screeening is repeated
for women who have normal Pap sme ars;

the target age group for screening.
Currently in Australia autho ritative bodies such as the Royal
Colleges, cancer councils, NHMRC, and health departments have
varying guidelines on the interval at which routine screening
should be repeated, and on the age range of women who should be
screened. This situation is also seen in other countries (see
Appendix 1). This confusion over screening policy is
reflected in the lack of uniformity of clinical practice.
This paper examines the rationale and evidence for various
screening policies, describes the impact of possible policy
options, and draws conclusions about the optimal cervical cancer
screening policy for adoption on a national basis. The paper draws
on the Cervical Cancer Screening Evaluation Report (CCSESR) of the
Australian Health Ministers ' Advisory Council(AHMAC)(1) and other
relevant material.
BACKGROUND ON CERVICAL CANCER

Incidence
Cervical cancer is the sixth most common cancer amongst Australian
Women. In 1982 there were 948 new cases. The lifetime probability
of a woman devel oping the disease is about 1 in 90 (2). This
probability would be higher in the absence of cervical cancer
screening.
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Cervical cancer increases in frequency with age. Only two cases
occurred in women under 20 years in 1982-4 (3). The disease is very
rare in women aged 20 to 24 years, in whom less than 2% of cases
ocCur (10 in 1982), and in whom the risk of cervical cancer is
1/20th that of women 65-69 years. The incidence rate rises rapidly
to a plateau at 35 to 39 years, after which it rises slightly to
peak at 65 to 69 years and then declines slowly (2) .
highe st incidence rates are in the 65 to 69 year age group, the
greatest number of cases occur in the 35 to 39 year age group, as
there are more women of this age.

While the

(1)
Figure 1: Annual incldence of cervical cancer in 1982 per 100,000 women
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Source: Ref (2)

Mortality
The re are around 350 deaths per year from cervical cancer. Deaths
from cervical cancer increase steadily from about 25 years into old
age There were no deaths from cervical cancer in women under 25
years of age in 1988. Only around 4% of deaths occur in women
25-29 years (15 in 1988). The majority of deaths, that is,around
70%, occur in women 55 years and over (249 in 1988) (4).

Mortality £rom cervical cancer has been constantly declining since
1950 when mortality data first became available . This is likely to
be due to a decline in incidence of cervical cancer, earlier
detection by screening, and improved treatment of early stages of
cervical cancer.
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Figure 2: Annual mortallty from cervical cancer In 1986 per 100,000 women
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Based on ABS mortality data for 1988 and ABS populaion estimates for 30 June 1988

Natural history of cervical cancer
Squamous cell cervical cancer of the cervix is preceded by the
precancerous condition of cervical intraepithelial neoplasia (CIN).
There are three sequential stages of severity of CIN; CIN 1, CIN 2
and CIN 3. The natural history of CIN can be either progression to
more severe stages and invasive cervical cancer in some cases, or
spontaneous regression back to lower grades of CIN or normality. It
is not possible to predict which cases wi1l regress and which cases
will progress, although more severe CIN has a higher probability of
progression than lower stages.
studies have estimated that between 13-60% of CIN 1 and CIN 2 cases
progress without treatment (5-12), and between 30-74% of untreated,
severe CIN 3 progress to invasive cervical cancer over
between one to twenty years (13-16). Estimates of the progression
time of CIN vary considerably. It is estimated that CIN may take an
average of seven years to reach the most severe stage, ie carcinoma
in situ (CIS) (7,17). CIS may then take an average of eight to ten
years to become invasive cervical cancer (18). However, rates of
progression of cancers are not uniform. Some invasive cancers will
take a longer period to develop, and some will take a shorter

period of

period. Thís is reflected in the wide range of estimated
progression times.
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With present patterns of detection and treatment in Australia, CIN
1-3 is nineteen times more common than invasive cervical cancer on
population screening (19). The majority of CIN does not currently
progress to invasive cervical cancer as treatment of CIN prevents
such progression.
Possible changes in cervical cancer in younger women

In recent years it has been suggested that cervical cancer among
young Australian women is becoming more "aggressive", with a
shorter precancerous stage, a more advanced stage at diagnosis, and
lower survival rates( 20). However, data from Victoria, Queensland,
New South Wales and South Australia do not support this hypothesis.

Data from the Victorian Cytology Service and the Queensland Radium
Institute suggest that technical problems wi th screening and false
negative reports rather than rapid onset cancer is the cause in
those cases of cervical cancer found in close time proximity to a
negative Pap smear report ( 21,22).
In Queensland there has been a shift to earlier stage at diagnosis
of cervical cancer in women under 40 years and improvement in case
survival rates when data from 1982-1988 are compared with data from
1960-1964 (23). In New South Wales during the period 1973-1982
there was no evidence of a trend towards more severe disease in
young women. Rather, younger women had an earlier stage .of the
disease at diagnosis (24). In South Australia, case survival is
unchanged for young women diagnosed during 1977-1981 and 1982-1987
and remains better than the survival rate for older women (25)

A task £orce of the International Union Against Cancer concluded
that the re was insufficient evidence to support more rapid
progression of cervical cancer in younger women, and that
potentially the reverse was true (26). In Australia, the available
data do not suggest that a more rapidly progressing and lethal type
of cancer is becomingcommonamongst youngerwomen. However, it is
essential that adequate data are available to monitor this area of
concern. The absence of routine collection of data relating to CIN
and CIs cases, and the histopathology of invasive cervical cancer
makes this task extremely difficult.

CERVICAL CANCER SCREENING

Cervical intraepithelial neoplasia, a potential precursor to
squamous cell cervical cancer, is detectable by screening with Pap
smears, and can be treated with the aim of preventing its
progression to invasive cervical cancer. Unlike the majority of
cancers, squamous cell cervical cancer is preventable in over 90%
of cases. The exact proportion prevented depends on the screening
interval adopted and age of women screened ( 27,28) .

Effectiveness of cervical cancer screening
Several studies conducted overseas have shown that cervical
cytology screening is effective in reducing both the incidence of
cervical cancer and mortality from cervical cancer. In those
countries whi ch adopted cervical cytology screening in the 1960s, a
30% to 75% reduction in new cases of cervical cancer occurred over
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two to three decades (29-32). Similarly, reductions of 20% to 70%
in deaths from cervical cancer were observed (33-34).

Other studies have shown that greater incidence and mortality
reducti ons are seen in areas which have a higher participation in
screening by eligible women (35-40).

The screening policies adopted overseas are varied. For example,
in the Nordic countries screening intervals range from two to three
yearly to five yearly. The age group of women eligible for
screening varies between 30-49 years and 25-69 years. In those
countries whi ch have screening programs available to all eligible
women, and which screen 70% or more of these women, deaths from
cervical cancer were reduced by 34%-80% in the period from 1963 to
1982 (34). This suggests that screening intervals longer than th0se
generally adopted in Australia, and narrower screening age ranges,
will effectively prevent cervical cancer and reduce deaths from the
disease.

THE IMPACT OF SCREENING INTERVAL AND AGE FOR SCREENING ON
THE EFFECTIVENESS OF CERVI CAL CYTOLOGY SCREENING

The potential impact of ce rvical cancer screening in a population
on deaths from cervical cancer depends on the frequency at which
screening is performed and the age range of women at which
screening is targeted.
Screening interval
To be effective, screening must be repeated at an interval which is
less than the duration between the onset of preclinical CIN and its
progression to invasive cervical cancer. This interval is estimated
to be on average from fifteen to seventeen years, although a wide
range from one to thirty years is found (18).

Age range for screening

The benefit of cervical cancer screening in any age group is
dependent upon the extent to which cervical cancer is a health risk
at that age. Cervical cancer is most commonly found and is an
increasing cause of death in women over 35 years. These women are
therefore potentially the greatest bene ficiaries of screening. It
is of concern that screening rates in Australia decline markedly in
women over 40 years of age (41).

Although cervical cancer occurs across the whole age span of adult
women, frequent screening of considerable numbers of very young
women amongst whom only very small numbers of cancers occur
produces marginal benefit. The costs associated with screening
include not only the direct financial costs of providing screening,
but also the financial and other costs incurred by women.
Additional costs are created by any unnecessary treatment of
abnormalities which would have spontaneously regressed .
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An optimal screening policy

A chosen screening policy should strike an optimal balance between
finding maximumnumbers of cancers and achieving affordable costs.
Adoption of a cost-effective and practical approach is essential.

PROPORTIONS OP CERVICAL CANCER PREVENTED USING DIFFERENT SCREENING
POLICIES

In attempting to define an optimal screening policy, it is helpful
to examine the differences in the proportions of cervical cancer
prevented by commencing screening at different ages and at various
intervals.

i) A collaborative study by the Inte rnational Agency for

Such data are available from two studies:

Research on Cancer ( IARC) investigated the risk of cervical
cancer amongst women who had had negative smears, as they
constitute the population at which screening is directed.

Women with an initial positive smear are not included in
this study. Screening data on more than one million women
contributed to this study. Women, mostly aged 30-64 yeàrs,
already entered into a screening program were included (27);

ii) A study by the Kaiser-Permanente Medical Centre in
California, which reviewed the screening history and
cervical cytology of 85 women diagnosed with cervical
cancer. Women 20-69 years with no previously reported
abnormality on cervical cytology were included (28).

Screening interval
The percentage reduction in the cumulative rate of cervical cancer
estimated by the two studies above, according to different
screening intervals is shown in Table 1. The estimates for the two
studies are of the same order of magnitude and probably fall within
95% confidence intervals, although they are not exactly the same
valueS.

Screening every three years or less prevents over 90% of cervical
cancers. Only a small improvement in prevention is gained by
screening every two years rather than every three years. There is
minimal improvement from screening annually rather than biennially.
Screening every five years still offers a high degree of protection
(848), though somewhat lower than for every three years. Little
marginal benefit is gained from a screening interval below three
vears. With an interval shorter than three years, the number of Pap
Smears taken over a woman's life increases significantly, as do the
associated costs.
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TABLE l: Percentage reduction in the cumulative rate of invasive
cervical cancer with different frequencies of screening

Screening
interval
(years)

1
2
3
4
5

10

IARC Study (27):
% reduction in
cervical cancer (a)
35-64 y

93.3
93.3
91.4

83.9
64.2

(a) Assuming a screen occurs at age 35 and that a previous screen
had been performed

It has been suggested that screening programs should commence with
two annual smears to overcome concerns about the accuracy of
cervical cytology. However, there are no empirical studies to
support this practice, and modelling using the IARC data showed
virtually no benefit (42).Commencing routine screening wi th two
annual screens increased average life expectancy by only 0.3 days,
while corresponding additional costs were very large. Thus this
practice is not useful or appropriate. It would be more appropriate
to effectively address concerns about the quality of cytology.
Age at commencement of screening

The risk of cervical cancer is closely related to sexual history. A
study of 3280 cloistered nuns suggested cervical cancer is very
rare or absent in such women (43). Women who commence sexual
intercourse at an early age, or who have multiple sexual partners,
or whose partners have multiple sexual partners are more likely to
develop cervi cal cancer. Four case-control studies all found that
women with cervical cancer were more likely to have had first
coitus under 17 years of age, or to have made multiple marriages,
than were women without cancer (44-47).

Analysis of the IARC collaborative study shows that there is
minimal change in the probability of developing or dying from
cervical cancer, whether three yearly screening is begun at ages
17, 20, 23 or 26 (42) (See Table 2). If screening is begun at age
20 instead of age 17, the probability of developing cervical cancer
will be decreased by only an additional 3 in 10,,000 compared with a
life-time risk without screening of 250 in 10,000 women.
increase in risk £rom moving the commencement of screening to 23 or
26 years is similarly small. The change in risk is larger in moving
from 26 to 29 years (9/10,000), when the incidence of cervical
cancer begins to rise markedly. Thus there is only a very small
bene fit £rom initiating screening at 17 years compared with 20, 23
or even 26 years.
to delay cervical cancer screening until 25 years of age.

The

On this basis, it would give effective coverage

MORELLet al(28):
% reduction
in cervical
cancer 20-65 y

98.
96. 5
89.4
80. 0
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TABLE 2:
average-risk, asymptomatic woman screened every 3 years to age 74

Estimated outcomes of cervical cancer screening for an

Estimated outcome No
screening

Age at which screening is
(years)

2317 20 26

37 40 44 51

11 13 15 18

begun,

29

Probability of
developing invasive
cervical cancer
per 10,000 women

Probability of dying
from cervical cancer
per 10,000 women

Increase in life
expectancy, ( days)

Marginal cost of
adding an additional
year of life

250 60

118 22

98

$50095 33078 20612 14747 10537

expectancy, ($) *
* comparisons are 29 versus no screening, 26 versus 29 and so
forth.
Source: reference (42)

The IARC study did not take into account the sexual history of
women screened. n the basis of our understanding of the causes and
natural history of cervical abnormalities, screening is not
appropriate for some years after sexual intercourse commences.
Adopting an absolute age for commencement of screening is
inappropriate.
The CCSESR recommended that :

"... women should be screened from the age of 18 years or within a
year of first sexual intercourse, whichever is later."
This may delay screening of women who became sexually active at an
early age beyond a safe limit for the development of precursor
stages of cervical cancer. As cervical abnormalities are associated
with sexual intercourse, it may be appropriate to make decisions about
the commencement of screening only in relation to the time of a
woman's first sexual intercourse, rather than setting a minimun age
of commencement. As discussed earlier, cervical cancer has a long
precursor stage of several years. Bearing in mind the minimal gains
generally from commencing screening at an early age, it would
appear optimal at present to commence screening about two to three
years after first sexual intercourse. Data on this issue should be
collected as they become available .

95 92 87 80
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Age at cessation of screening
In Australia the peak incidence of cervical cancer is in the 65-69
year age group, and mortality from cervical cancer continues to
rise into old age. It seems appropriate, therefore, to continue
screening women up to the age of 70 years and then stop, as

sbe baš8cgggended by the CCSESR. The evidence suggests that women over 70 year
sexua1ly active but have never had a Pap smear should be screened
at least once as the benefit of Pap smears for unscreened women
over 70 years is substantial, compared with the small benefit for
previously screened women over 70 years (42)

SCREENING POLICIES

The combined effect of varying the screening interval, and the age
range for screening has also been estimated by the IARC study
(2) (See Table 3). This table also shows the number of smears per
woman per lifetime for each policy, as an indicator of the efforts
and resources needed to achieve the reductions shown

Screening women 20-64 years eve ry three years gives only marginally
lower prevention rates than yearly screening (93.3% vs 91.2%).
Restricting three yearly screening to 25-64 years gives a further
minimal reduction (91.7% vs. 89.8%), while raising the age of
commencement to 35 produces a 10% drop in prevention rate. A very
cautious screening policy of annual smears from age 20 to 34 years
thence triennially also produces only a smal11 benefit over three
yearly screening of women 20-64 years (91.7% vs 91.2%).

TABLE 3: Effect of different screening policies on prevention of
cervical cancer

Screening policy 8 reduction
in rate of

No. of Pap
smears per

cancer
1ife timecervical

93.3
91..7

91.2
89..8
77.6

83.6
81.8

screening every year, 20-64y
Screening every year, 20-34y,

then eve ry 3 years, 35-64y

sCreening every 3 years, 20-64y
screening eve ry 3 years, 25-64y
sCreening every 3 years, 35-64y

screening every 5 years, 20-64y
screening every 5 years, 25-64y

* assumingincidence rates as found inWesternEurope
Source: adapted from reference (27)
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The age-specific incidence rates of cervical cancer and the natural
history of the disease in Australia are similar to that of the
western countries on which the IARC study is based.
differences to the proportion of cancers prevented in the IARC
study may be found, it is unlikely that they would differ greatly
in magnitude or trend. In the absence of adequate Australian
cervical cytology data collections, the IARC study provides the
best estimates of the effectiveness of cervical cancer screening
policies currently available.

Although some

From these data, three yearly screening of Australian women aged
20-69 years would prevent 702 (or 83%) of the 845 cases of squamous
cervical carcinoma which are occurring annually with current
screening practices. Two yearly screening would prevent an
additi onal 26 (or 3%) cancers each year, and annual screening a
furthe r 16 (or 2%) cancers each year. Increasing the age range to
18-69 years would only result in 0-1 extra cancers being found per
year. Decreasing the age range to 25-69 years would lead to only
8-10 more cancers occurring per annum, and no change in mortality.
(1)(See Table 4).
TABLE 4:

Number and percent of currently occurring cervical cancers per
annum preventable by different screening policies in Australia*
Number of cancers currently occuring per annum 845

Screening policy Number of
Current cancers
preventable

702
703

728
729

744
745

Percent of
current cancers
preventable

83%
83%

86%
86%

88%
88%

3 yearly screening: age 20-69y
18-69y

2 yearly screening: age 20-67y
18-69y

1 yearly screening: age 20-69y
18-69y

* Assuming cancer incidence rates in the absence of£ screening of a
western country
Source : adapted from reference (1)

It is important to note that the overall effectiveness of
population cervical cytology screening will not benefit womenwho
do not participate in screening . The importance of recrui tment of
women to cervical cytology screening is further discussed in
another paper.



13

Risk factors and screening
The precise causes of cervical cancer are not yet known, although a
numbe r of risk factors have been identified. Age is a major
determinant of risk. Other associated factors include sexual
history, socio-economic status,aboriginality, smoking, previous
screening history, and possibly HPV infection. Women who have had
their cervix removed during hyste rectomy, or have never been
sexually active have no significant risk of developing cervical
cancer.
Apart from age and the time of first coitus, other risk £actors are
not useful in setting screening policies. High proportions of
cervical cancer cases occur in "low risk" women - the disease is
not confined to "high risk" women. Therefore, all womenwho have
been sexually active and have a cervix should be screened
regularly, irrespective of the presence or absence of other riskfactors.

The main determinant of screening £requency is the natural history
of the disease. There is no evidence that cervical cancer behaves
differently and develops more rapidly in women with additional risk
factors (27).
However, the identification where possible of high risk groups of
women who have been found to be comparatively underscreened is
useful for targeting recruitment campaigns. TheCCSESR identi fies
these groups as including Aboriginal women, women living in
isolated rural areas, women from lowe r socio-economic groups and

women from a non-English speaking background.

Detection of other conditions
It has been suggested that screening asymptomaticwomen for
cervical cancer provides an opportuni ty for the detection of other
asymptomatic conditions, such as ovarian cancer or sexually
transmitted diseases. There are no data to support this at present.
The frequency of cervical cancer screening should not be chosen on
this basis. This does not preclude seeing womenmore frequently for
other conditions as appropriate, such as the monitoring of
borderline hypertension.
Cost-effectiveness of diffe rent screening policies
The cost per life year gained from current cervical cancer
screening practice is around $44,000. TheCCSESR estimates this
could be reduced by an organised screening program with tri ennial
screening of women 18-69 years to around $24,000 per life year
saved, or $31,000 per life year saved with biennial screening.
Annual screening in an organised framework at $53,000 per life year
saved would be less cost-effective than current screening (1)(See
Table 5).
The additional cost for each life year saved by adopting two yearly
rather than three yearly screening would be $87,000 per life year
saved, and for adopting annual rather than two yearly screening
would be $210,000 per life year saved.
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Screening women aged 18-24 years two yearly, in addition to women
25-69 years, creates an extra cost per life year saved of over
$767,000 per life year, evenwhen the greater life expectancy for
women 18-25 years is taken into account. The additional cost per
life year saved from screening women under 20 years is likely to be
even higher, as this saves very few lives. In comparison, including
women 60-69 years in screening improves cost-effectiveness, due to
the high incidence of cervical cancer in this age group.

Clearly, cost-effectiveness declines markedly at decreased
screening intervals and larger age ranges. The increased costs from
this extra screening are disproportionate to the benefits gained.
More intensive screening policies lead to much greater imposition
on large numbers of women for whom the benefit is relatively low,
higher costs, lower cost-effectiveness, and reduces the health care
dollars available for other health interventions.
TABLE 5: Cost and cost-effectiveness of different screening

policies with organised screening

Age
range
(years)
18-69 y
25-69 y

18-69 Y
25-69 y

18-69

Screening interval
1 yearly 2 yearly 3 yearly

$5,720

$52,839

$210,256

$2,924
2,233

$30,782
23,736

$87,075

$2,001
1,527

$23,703
18,371

$40,258

Total cOst for
1991-2020($million)
Average cost per
life year saved
Marginal cost per
life year saved
in moving to
shorter screening
interval*

Marginal cost per
life year saved from:
(a) including women 18-24 y

in screening
(b) including women 25-29 y

in screening
(c) including women 65-69 y

in screening

$767,770

$107,111

$25,814

* ie, 1 yearly movingfrom 2 yearly to 1 yearly, etc
Source: adapted from reference (1)
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Summary

The IARC and Kaiser-Pe rmanente studies clearly demonstrate that a
three year screening interval is very effective, and that
commencing screening at age 25 provides a ve ry high degree of
protection against cervical cancer. Furthermore cost-effectiveness
is optimised by this screening policy. Why then has Australia not
adopted such a policy?

PROBLEMS IN ESTABLISHING A UNIFORM SCREENING POLICY IN AUSTRALIA

Cervical cancer screening in Australia has tended increasingly to
the practice of annual screening, commencing at the age of first
sexual intercourse, no matter at how young an age this occurs.
is noted that this policy was adopted in the absence of any studies
on the effect of variations in the screening interval and age
range. Cervical cancer screening in Australia has been under close
scrutiny over the last three years by the Cervical Cancer Screening
Evaluation steering Committee (CCSESC) of the Australain Health
Ministers' Advisory Council (AHMAC).Now is the time for critical
appraisal of traditional screening practices and of the options for
improvement.

It

Hesitation in adopting less frequent screening and an older age for
Commencement of screening appears to stem from four issues:

1. A perception that there has been a large increase in the
incidence and mortality of cervical cancer amongst younger
WOmen

This has to some degree been accepted as common wisdom.
A report from South Australia on cervical cancer incidence
from 1977 to 1986 showed an 80% increase in women under 50
years and a 25% decrease in women over 50 years (25). Although
incidence rates had risen in women under 50 years, these rates
are only marginally above national rates. The increase in
incidence in South Australia appeared to be large as initial
rates were lower than average compared with other States .

In contrast, in New South Wales, over the ten years from 1973
to 1982 the incidence of invasive cervical cancer decreased by
an average of 1.3% per year. Age-specific incidence showed
this reduction in all age groups above 35 years.
change in incidence in women 15-34 years (24).

Similarly, in Queensland there has not been a statistically
significant increase in incidence in younger womenwhen

1960-64 and 1982-86 data are compared (23).

The number of cervical cancer cases and deaths in women under
30 years of age is only a small proportion of the total cases
and deaths (10% and 1% respectively) . Where only small numbers
of cases of disease are observed , as for cervical cancer in
women under 30 years, calculated incidence rates are subject
to significant random £luctuations and may not represent
actual trends. This presents difficulty in interpretation of
small data collecti ons at the State/Territory level, where

There was no
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only a small change in numbers will cause a large change in
rates. Larger, national incidence data collections are only
available for 1982-1985. Over this short period there has been
a 2.8 increase in the age-standardised incidence rate. No
consistent increasing trend is observable in women under 30

years(3).
Initial reports on age-specific cervical cancer mortality in
Australia from 1950 to 1980 showed an increased incidence in

women under 35 years, although overall mortality continued to
decline (55). However, a subsequent report covering the period
from 1950 to 1984 showed a decline in incidence in women under
35 years(56).

Sugge stions of increasing cervical cancer incidence and
mortality among younger women are not substantiated when
national data are examined.However, it is recognised that
only limited national data are currently available which
affects the carrying out of long-te rm epidemiological studies.
Concern that rapid onset cervical cancer, or a more aggressive
variant, is becoming morecommon
The increasing appearance of a rapidly progressing cervical
cancer has been proposed since the early days of cervical
cancer screening. There are little convincing data to support
this hypothesis. It is likely that some of these cancers may
be due to false negative Pap smear reports , rather than to
rapid growth rates (18).
about cervical cancer in younger women has not been
substantiated in Australia. Specialist clinics which see the
few cases that do occur treat a highly selected and small
group of women not representative of the general screened
population.
of these cases appears to be higher than it is.

As discussed earlier, such a concern

In such clinics, therefore, the overall incidence

Difficulty in ensuringwomen attend for re-screening at the
designated interval
In the absence of reminder or recal1 mechanisms, a
recommendation for a particular screening interval often
translates into a much longer, or irregular, screening
interval. There is concern that recommending screening every
two or three years will result in women attending for
screening only every four to six years. Large numbers of
Australian women are currently under-screened, highlighting
the need for effective strategies for encouraging women to
participate in screening at the appropriate frequency. The

CCSESR examined this problem and made several recommendations
designed to ensure that the majority of Australian women are
screened regularly. This is discussed in another paper.
Uncertainty about the accuracy of cervical cytology
There is some concern that the accuracy of cytology reporting
is sub-optimal
under-calling of abnormalities may result in recommendations
for more frequent screening.
laboratory quality assurance practices vary widely between
laboratories (1) .

Anxiety about false negative reports and
It is known that the cytology

Therefore, these concerns may to an extent

2.

3.

4.
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be justified. However, a number of studies have found that
50% or more of false negative Pap smear reports were due to
inadequate smear taking rather than labo ratory error (7,49-54)
The quality assurance of cervical cytology was also addressed
in the CCSESR. Several recommendations on quality assurance
were made.Commonwealth plans to take this further
are outlined in another paper

PROPOSED AUSTRALIAN CERVICAL CANCER SCREENING POLICY

Based on the epidemiological evidence presented earlier, a routine
screening interval of three years can be confidently recommended in
the context of optimally organised screening arrangements with high
quality screening.
However, it isacknowledgedthat there are limitations in
the present organisation of cervical cancer screening in
Australia which place constraints on what is currently achievable
in screening. High screening rates, recall and reminder mechani sms,
reliable cytology and adequate epidemiological data for monitoring
cervical cancer and screening performance are all essential if
cervical cancer screening is to be optimally effective. If all
these prerequisites were currently in place, a three year screening
interval would be optimal. These are essential features of a
national cervical cancer screening program. In the interim, while
improvements to these areas are beingmade, it is concluded that it
is prudent to adopt a shorter screening interval.

Cervical cancer screening should initially be carried out
at two yearly intervals as recomnended by the CCESR

In view of the relationship of sexual intercourse to the risk of
cervical cancer, it is appropriate to tie thecommencementof
screening to the age of first coitus rather than to a fixed age.
The interval from first coitus tocommencementof screening should
be shorter than the precusor period of the majority of serious
cervical abnormalities.

The available data on the age to comnence screening as
recommended by the CCSESR, suggests that cervical cytology
screening should routinely commence three years after
first sexual intercourse. Similarly there is a case that
screening should cease at age 70 years for women who have
been previously screened.

It is recognised that the effectiveness of this screening policy is
conditional upon the implementation of effective recruitment,
reminder and recall strategies, and on the monitoring of all
aspects of cervical cytology screening.
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Therefore, the issues of recruitment of women to screening
and of quality assurance should be addressed
Concurrently, and screening policy be
reviewed in 1993 when appropriate screening
systems are in place as reconmended by the CCESR.

Commonwealth Department of Community Services and Health
January, 1991



APPENDIX 1.

EXAMPLES OF RECOMMENDED SCREENING INTERVALS IN AUSTRALIA

National Health and Medical Research Council of Australia
Two smears one year apart, then not more than 3 years
between screens.
Commence within three years of sexual activity
beginning.
Stop at age 65 years if at least 2 previous smears and
no abnormal smears in the preceding 10 years.

Royal Australian College of Obstetricians and
Gynaecologists

Two smears 1 year apart, then 2 yearly.
If high risk (eg multiple sexual partners or previous
abnornality) annual screens for life.

Royal Australian College of General Practitioners
Two annual smears, then not less than 3 yearly.

Annually.
New South Wales Health Department

Annually until age 35 years, then 3 yearly.
Queensland Health Departnent

Australian Capital Territory Department of Community
Services and Health

Annually.

Annually until age 65 years.
Australian Cancer Society

New South Wales Cancer Council
Annually.

Two yearly.
Anti-cancer Council of Victoria

Family Planning Federation of Australia
victoria - two yearly from 18 years orcommencementof
sexual intercourse
Tasmania - annually.
Northern Territory - Annually £rom within 1 year of
commencing sexual intercourse to age 60.

1



EXAMPLES OF RECOMMENDED SCREENING INTERVALS OVERSEAS

United Kingdom
Department of Health and Social Security
Five yearly from 35-65 years, once between 22-30 years

Royal Colleges of Obstetricians and Gynaecologists,
Pathologists , General Practitioners, and Faculty of

in sexually active women, and early in each pregnancy.

Community Medicine
Three yearly between 20-64 years.

United states of America
American Cancer Society,

age 65 years.
Annually £or 2 screens, then at least every 3 years to

The:
National Cancer Institute ,
American College of Obstetricians and Gynaecologists
American Medical Association
American Academy of Family Practice
American Nurses Association
American Medical Women's Association

all endorse a policy similar to the following:
Three annual Pap smears from age 18 or commencement of
sexual activity. Thereafter screens may be performed
less frequently at the physicians discretion.

Canada
The Walton Report to the Canadian Health Department - 2
annual screens, then 3 yearly to age 35. and 5 yearly to
age 60.

New Zealand
Two smears one year apart, then repeated at least every
3 years. Commencing with first sexual intercourse and
ceasing at age 65 years.

Sweden
Four yearly for ages 30-49 years.

Iceland
Two or 3 yearly for ages 25-70 years.

Around 3 yearly, 30-50 years.
Denmark

Norway
Two to 3 yearly, 25-60 years

Pinland
Five yearly, 30-55 years

2



REFERENCES

1. Cervical Cancer Screening Evaluation Committee of the
Australian Health Ministers' Advisory Council. Cervical
Cancer Screening in Australia - options for Change. AIH.
In Press.

2. Giles GG, Armstrong BK and Smith LR (Eds) Cancer in
Australia. National Cancer Statistics Clearing House,
Scientific Publications no 1, Australasian Association of

Cancer Registries and Australian Institute of He alth,
Melbourne 1987.

3. National Cancer Statistics Clearing House. Personal
Communications.

4. Australian Bureau of Statistics Causes of death,
Australia, 1988 Catalogue No:3303.0 1989.

5. Fox CH. Biologic behaviour of dysplasia and carcinoma in
situ. Am J Obs and Gynae col 1967; 99: 960 974.

6. Hulka BS. Cytologic and histologic outcome following an
atypical cervical smear. Am J Obs and Gynaecol 1968; 101:
190-199.

7. Richart RM, Barron BA. A follow-up study of patients wi th
cervical dysplasia. Am J obs and Gynaecol 1969; 105:
386-393.

8. Svirannaboon S, Bhamanapravati N. Prevalance and outcome
of dysplasia of the cervix in self-selected population of
Thailand. J Med Assoc Thailand 1974; 57: 351 356.

9. Rummel HH, Fick R, Heberling D, Schubert D. Cytologic
follow-up of patients with a suspicious Papanicolaou type
3D smear. Gerburtahr Franenheilh 1977; 37:521-526.

10.Macgegor JE, Teper S. Uterine cervical cytology and young
women. Lancet 1978; 1: 1029-1031.

11.Campion MJ, McCance DJ Cuzick J Singer A. Progressive
potential of mild cervcial atypia: prospective
cytological, colposcopic, and virological study. Lancet
1986; 2: 237-240.

12.NasiellK, RogerV, Nasiell M. Behaviour of mild cervical
dysplasia during long term follow-up. Obstet Gynaecol
1986; 2: 237-240.

13.Gad c. The management and natural history of severe
dysplasia and carcinoma in situ of the uterine cervix. Br
J Obstet Gynaecol 1976; 83: 554.



14.Koss LG, Stewart FW, Foote FW, Jordan GM, Bader GM, Day E.
Some histological aspects of behaviour of epide rmoid
carcinoma in situ and related lesions of the uterine
cervix. Cancer 1963; 16: 1160-1211.

15. christopherson WM.Concepts of genesis anddevelopment
of early cervical neoplasia . Obstet Gynaecol Surv 1969;
24: 842-850.

16.Kottmier HL. Cited as personal communication In: Koss LG
Concept of genesis and development of cervical cancer
neoplasia. 1969; 24: 850-859.

17.Task force convened by the Department of National Health
& Welfare: cervical cancer screening programmes. Cancer
Medical Association Journal. 1976; 114:1003-1033.

18.Shield P, Daunter B, Wright RG. The Pap smear revisited.
Australian & New Zealand Journal of Obstetrics &

Gynaecology. 1987; 27:269-282.
19.Victorian Cytology Service . Personal Communi cations.

20.Coppleson M, Elliott P and Reid B Puzzling changes in
cervical cancer in youngwomen (Editorial]. Medical
Journal of Australia 1987; 146:405-406.

21.Mitchell, Medley G and Giles G Cervical cancers diagnosed
after negative results on cervical cytology: perspective
in the 1980's. British Medical Journal 1990; 300: 1622-6.

22.Roberts AW, Lane DA, Buntine D, Wright RG. Invasive
carcinoma of the cervix in young women. MJA 1985; 143:
333-335.

23.Free K, Roberts S, Bourke R, Dickie G, Ward B, Wright G
and Hill B. Cancer of the cervix old and young, now and
then. Submitted for publication.

24.MeCredie M, Coates MS and Ford JM Trends in invasive
cancer of the cervix uteri in New South Wales, 1973-1982.
Australian and New Zealand Journal of Obstetrics and
Gynaecology 1989; 29:335-339.

25.Bonett A, Davy M and ROder D Cervical cancer in South
Australia: Trends in incidence , mortality and case
survival. Australian and New Zealand Journal of
Obstetrics and Gynaecology 1989; 29:193-196.

26.IARC Working Group on evaluation of cervical cancer
screening programmes. Screening for squamous cervical
cancer: duration of low risk after negative results of
cervical cytology and its implications for screeningpolicies. British MedicalJournal [ Clin Res]. 1986;
293:659-664 .



27.Hakama M, Miller AB and Day NE (Eds) Screening £or cancer
of the uterine cervix, International Agency for Research
on Cancer, yon, France. 1986.

28.Morell ND, Taylor JR, Snyder RN, ziel HK, Saltz A and
willie s False-negative cytology rates in patients in

whom invasive cervical cancer subsequently developed.
Obstetrics and Gynaecol ogy 1982; 60:41-45.

29.Anderson GH, Boyes DA, Benedet JL, Le Riche JC, Matisic
JP, Suen KC, Worth AJ, Millner A and Bennett oM
Organisation and results of the cervical cytology
screening programme in British Columbia, 1955-85. British
Medical Journal 1988; 296:975-978.

30.Hakama M Trends in the incidence of cervical cancer in
the Nordic Countries. In: Magnus K (Ed) Trends in cancer
incidence. Causes and practical implications. Hemisphere
Publishing, New York, 1982 ; 279-292.

31.Pettersson T, Bjorkholm E and Naslund I Evaluation of
screening for cervical cancer in Sweden: trends in
incidence and mortality 1958-1980. International Journal
of Epidemiology 1985; 14:521-527.

32.Sigurdsson K, Adalsteinsson S, Tulinius H and Ragnarsson
J The value of screening as an approach to cervical
cancer control in Iceland, 1964-1986. International
Journal of Cancer 1989; 43:1-5.

33.Cuzick J and Boyle P Trends in cervix cancer mortality.
Cancer Surveys 1988; 7:417-439.

34.Laara E, Day NE and Hakama M Trendsin mortality £rom
cervical cancer in the Nordic countries: association with
organised sereening programmes. Lancet 1987; i:1247-1249.

35.Cramer Dw The role of cervical cytology in the declining
morbidity and mortality of cervical cancer. Cancer 1974;34:2018-2027.

36.Lynge E, Madsen M and Engholm G E£fect of organized
screening on incidence and mortality of cervical cancer
in Denmark. Cancer Research 1989; 49:2157-2160.

37.MacGregor JE and Tepper S Mortality from carcinoma of
cervix uteri in Britain. Lancet 19878; i:774-776

38.Miller AB, Lindsay J and Hill GB Mortality from cancer of
the uterus in Canada and its relationship to screening
for cancer of the cervix.
1976; 17:602-612.

International Journal of Cancer

39.Murphy MFG, Campbell MJ and Goldblatt PO Twenty years
screening for cancer of the uterine cervix in Great
Britain, 1964-84 : further evidence for its
ineffectiveness. Journal of Epidemiology and Community

Health 1987; 42: 49-53.



40.Magnus K, Langmark F and Ande rsen A Mass screening Eor
cervical cancer in Ostfold county of Norway 1959-77.
International Journal of Cancer î987; 39 :3i1-316.

41.Health Insurance Commission data for NSW, WA, TAS, ACT,
adjusted for estimated number of women with an intact
uterus. 1987-1989.

42.Eddy DM. Screening for cervical cancer. Annals of
International Medicine. 1990;113:214-226.

43.Gagnon F. Contribution to the study of the eitiology .and
prevention of cancer of the cervix of th uterus. Am J
Obstet Gynaecol 1950; 60: 516-522.

44.Wynder EL, Cornfield J, schroff PD et al. A study of
environmental factors in carcinoma of the cervix. Am J
Obstet Gynaecol 1954 68: 1016-1052.

45.Terris M, 0almann MC. Carcinoma of the cervix: an
epidemiologic study. JAMA 1960; 174: 155-59.

coitus to carcinoma of the cervix. AJPH 1967; 57:840-847.
46.Terris M, Wilson F, Smith H et al. The relationship of

47.Rotkin ID. Adolescent coitus and cervical cancer:
associations of related events with increased risks.
Cancer Res 1967; 20: 190-201.

48.Armstrong BK, Rouse IL and Butler TL Cervical cytology in
Western Australia: Frequency, geographical and
Socio-economic distributions and providers of the
service. Medical Journal of Australia 1986; 144:239-247.

49.Cecchinis, Palli d Casini A. Cervical intraepithelia
neoplasia III. An estimate of screening error rates and
optimal screening interval. Act Sytol 1985; 29: 329-333.

50.Saigo PE, Volinska WH, Kim WS, Handju SI. The role of
cytology in the diagnosis and foll ow-up of patients with
cercvical adenocarcinomas. Act Cytol 1985; 29: 785-794.

51.Cervical screening programmes: Summary of 1982 Canadian
Task Report. Can Med Assoc J 1982; 127: 581-589.

52.MelamedMR Quality control in cytology laboratories.
Gynaecol Oncol 1981; 12: s206-211.

53.Husain 0AN, Butler EB, Evans DMD, MacGregor JE Yule R.
Qualtiy control in cervical cytology. J Clin Path 1974;
27: 935-944.

54.Bibbo M, Bartels PH, Cehn M, Harris MJ, Truttman B, Weid
GL. The numerical composition of cellular samples from
the female reproductive tract I. Carcinoma in situ. Acta
Cytol 1975; 19: 438-447.



55.Armstrong BK, Holman CD. Increasing mortality from cancer
of the cervix in young Australian wOmen. Med J Aust 1981i
1: 460-462.

56.Holman CD and Armstrong BK. Cervical cancer mortality
trends in Australia - an update. Medical Journal of
Australia 1987; 146:410-412.



1

ATTACHMENT 2

CERVICAL CANCER SCREENING TASKFORCE

STRATEGIES TO INCREASE THE PARTICIPATION OF WOMEN

IN CERVICAL CANCER SCREENING

INTRODUCTION

The report of the Cervical Cancer Screening Evaluation Steering
Committee (CCSESC) identifies deficiencies in the participation of
women in cervical cytology screening in Australia and the barriers
to ful1 participation in screening by women at risk. The report
makes recommendations concerning strategies to optimise the
participation rate in screening.
This paper summarises the findings of the CCSESCand outlines
a proposed national reponse to the report's recommendations on the
recruitment and recall of women to cervical cytology screening. It
also discusses the importance of educational and communication
strategies in increasing participation in screening. It is intended
that the Commonwealth's proposal wil1l provide a framework for the
States and Territories to contribute their plans for initiatives in
this area.
The principal information sought from the States/Territories is an
outline of State proposals within their jurisdiction on the
organisation of recruitment and recall of women, together with an
indicative budget.
AREAS FOR IMPLEMENTATION OF STRATEGIES TO INCREASE PARTICIPATION IN
CERVICAL CYTOLOGY SCREENING

The effectiveness of cervical cytology screening programs on a
population basis is closely related to the proportion of eligible
women being regularly screened. Given the underscreening of some
population groups in Australia, strategies to increase participation
in cervical cytology screening need to be identified and
implemented.
TheCCSESR presents extensive information on the pilot projects
funded by the evalution, which trialled a variety of new approaches
to the delivery of Screening, and recruitment of women to screening.
The effectiveness of particular recrui tment strategies, service
delivery models, and their perceived advantages and disadvantages
are discussed in the report.
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Strategies to increase participation in cervical cytology screening
need to be concentrated in three major areas :

the provision of services which are accessible and
acceptable to women in the target population

the implementation of appropriate educational and
promotional campaigns
the establishment of a population-based recruitment and
reminder system

The provision of services which are acceptable and accessible to
women in the target population
The majority of Pap smear tests in Australia are taken by general
practitioners. This will almost certainly continue to be the case.

Approximately eighty percent ofwomen visit general practitioners
at least once a year and there fore general practitioners are well
placed to suggest the taking of a Pap smear during routine medical
consultations. Research shows that this approach is effective and
acceptable to the majority of women and practitioners.

However, the potential of this method of encouraging participation
in screening is not being fully realised. Less than two thirds of
women at risk from cervical cancer are being screened at
sufficiently regular intervals.
The CCESC reported that there is a lack of choice of service
providers in some areas of Australia, most notably in isolated rural
areas, which is creating a barrier to participation in cervical
cancer screening. Experience with pilot projects highlighted the
need for providing screening services which are acceptable to women
with special needs. For example, special screening clinics staffed
by female smear takers, usually specially trained nurses, attracted
highe r proportions of under-screened and older women. The provision
of culturally appropriate services is also essential . A highly
personal approach was found to be important in a number of
Aboriginal communities. The higher rate of cervical abnormalities
and cancer in such groups of women warrants increased efforts to
improve their participation in screening.
The Commonwealth is concerned to ensure the continuity of programs
currently operating in the States and Territories. State and
Territory responses to the issue of the provision of acceptable and
accessible services should include recommendations on the future of
existing programs.
The provision of appropriate educational and promotional campaigns

Research from overseas indicates that women who have favourable
attitudes towa rds cervical cancer screening, who are accurately
informed about screening and who hold beliefs in the benefits of
screening, are more likely to attend cervi cal cancer screening.
This was confirmed by pilot project surveys carried out in Australia
where a range of promotional and educational programs were
demonstrated to have significantly increased participation in
screening.
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The CCESR recommended that the introduction of an organised approach
to cervical cytology screening should be accompanied by appropriate
public education to inform women of the need for Pap smears, the
availability of services and the appropriate interval and age range

for screening.
Educational and promotional campaigns need to include specially
designed programs for specific groups of women as well as mass
media campaigns. one method of increasing community awareness and
knowledge is to use opportunities provided by community and women,s
groups, clubs or workplaces.
The CCESR recommended that funding be provided for appropriately
targeted and designed educational and promotional campaigns. There
is a case for a coordinated educational and promotional strategy to
de fine the most appropriate bal ance of national and more localised
campaigns.

The establishment of a population-based recruitment and reminder
system

The CCESR Considers that the integration of general practice
screening wi th a more systematic invitation approach is required,
For example, the report suggests that general pracititioners could
be encouraged to establish reminder systems designed around the
recommended screening interval , with a back-up State/Territory
reminder system acting as a safety net by inviting women who have
not been screened one year after the interval has expired.

The CCESR identified invitations using population based registers as
potentially an important and efficient method of increasing
screening coverage and found that there was strong support among

women and medical practitioners for the use of pesonalised letters
to invite women to screening. Available databases
names, ages and addresses include electoral lists and Medicare
records

which provide

The Commonwealth is seeking advice from the Health Insurance
Commission and the Privacy Commissioner on the feasibility and
privacy aspects of using national reminder systems to support local
recruitment and reminde r services such as those run by some general
practitioners. While reminder services to women already screened are

able to obtain the consent of women when they are screened,
invitations to women previously unscreened raise unresolved issues.

There may also be implicati ons for State/Territory legislation.
The CCESCR recommended that funds should be made available for a
reminder system for all womenwho are overdue for their next test
and who have not responded to other reminder strategies. A reliable,
comprehensive record ofwomen's screening histories is a necessary
requirement for such a system. One possible approach as recommended
by the CCESR is that this should be one of the functions of cervical
cytology registries which should be establi shed by State and
Territories.
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SUMMARY

Screening services will still largely be provided by general
practitioners, but special services need to be designed for grOups

of currently underscreened women such as isolated rural women,
traditional Aboriginal women and women fr om a non- English speaking

background to whom the services currently available are either
inaccessible or culturally inappropriate.
Funding is necessary for an effective recruitment and reminder
service which ensures optimal participation in cervical cytology
screening. The feasibility of the use of population-based registers
for recruitment must be addressed. The views of the States and
Territories are sought on the likely effectiveness and costs of
cervical cytology registries to provide a fail-safe reminder system
for women who are overdue for their next Pap smear. Strategies are
also necessary for ongoing educational and promotional campaigns
which should include a range of programs both nationally and
community
based.

Commonwealth Department of Community Services and Health
January, 1991



ATTACHMENT 3

CERVICAL CANCER SCREENING

QUALITY ASSURANCE IN CERVICAL CYTOLOGY

Maintenance of high standards of cervical cytology are the very
foundation of an adequate cervical cancer screening program.
The level of confidence placed in the service by women being
screened and the practitioners advising them are critically
affected by those standards. Some women are unde rgoing
an unnecessarily high frequency of Pap tests, partly due to
doubts as to the reliability of the tests taken.

The CCESR Stresses the dependence of critical steps in the
SCreening pathway on a range of quality assurance measures,
including:

smear taking, involving' regular feedback from cytology
laboratories on the quality of smears taken;

smear reporting, involving external and internal quality
assurance procedures;

•

notification of results; and
reporting of abnormalities and services for managing women
with abnormalities.

The CCESR that much further investigation of these very complex
issues is required, in consultation with the relevant
professional groups. In particular, cytology laboratory quality
assurance is of central importance.
The diverse range of funding methods currently used to reimburse
the variety of cytology services in Australia complicates
cost-effectiveness analyses of services provided.
It is also abundantly clear that these investigations cannot be
achieved within the current reporting timescale.
The option preferred by theCommonweal th is to commission further
research on cervical cytology laboratory quality assurance under
the direction of a steering group comprising representatives from
appropriate professional bodies, together with recognised experts
in the field.
Terms of reference for the further investigations proposed and
composition of the steering group are attached.
Commonwealth Department of Community Services and Health
January 1991



CERVICAL CANCER SCREENING EVALUATION REPORT
CONSULTANCY ON QUALITY ASSURANCE ISSUES

OBJECTIVE

In response to the findings and recommendations of the
Cervical Cancer Screening Evaluation Report, the
consu.ltant will examine the need for and identi£y
strategies for establishing appropriate measures for
quality assurance in cervical cytology smear reporting,
including its relationship to the adequacy of smears
taken and the follow-up of abnormalities. The consultant
will work under the directions of a steering group and
report to that group as directed.
The strategy will include plans for reviewing the effect
of existing funding arrangements for cervical cytology
services, including provision ofrecommended quality
assurance, training and co-ordination mechanisms.
Operational and outcome targets for cytology
laboratories will be identified, together with
associated data collection and monitoring systems
The consultant will be funded by the Commonwealth but
acceptable to all members of the consultancy steering
group.
The consultant will establish appropriate working
arrangements with member organisations, to ensure
preservation of confidentiality.

PROPOSED COMPOSITION OF STEERING GROUP

Chair:
Members:

to be nominated by the Commonwealth

Royal College of Pathologists of
Australia (RCPA)
National Association of Training
Authorities (NATA) - Medical Testing
Registration Committee
National Pathology Accreditation
Advisory Council ( NPAAC )
Australian Society of Cytology (AsC)

- Royal Australian College of General
Practitioners (RACGP)

Royal Australian College of
Obstetricians and Gynaecologists
Family Planning Fede ration (FPF)
Dept. Community Services and Health
nominee of the Minister for Community

-

Services and Health
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DRAFT TERMS OF REFERENCE

In conjunction with the RCPA and NPAAC, review the
current cytology quality assurance program and assess
its strengths and weaknesses .

In conjunction with NATA, examine the current cervical
cytology laboratory inspection process.
current standards and estimate confidence limits.

Obtain data on

Identify appropriate and achievable standards of
cervical cytology, including minimum levels of
specificity and sensitivity.
Develop a national strategy for achieving compliance
with those standards . The strategy should address:

the accreditation system;
standards of professional qualifications, training
and experience for smeartesting;
criteria for provision of comprehensive, timely and
efficient service to practitioners ;

measures to improve and monitor day to day testing
and reportingi
provision of data to support regional and national
monitoring systems, including research programs, on
issues such as participation rates, adequacy and
accuracy of tests and incidence of abnormalities;
feedback to smeartakers and mechanisms to keep them
informed of developments in smeartaking and cervical
cytology i
reporting standards for abnormalities;
co-ordination with general practitioners,
recruitment and recall services, registries (where
operating) and the individuals; and
fail-safe systems to ensure follow-up of abnormal
SmearS.

Connonwealth Department of Community Services and Health
January 1991



ATTACHMENT 4

CERVICAL CANCER SCREENING

MANAGEMENT OF ABNORMALITIES

The report notes that up to 15% of women screened are found to
have abnormalities. Approximately half of these result in
treatment of infections or repeat snears. Less than two percent
of tests report definite evidence of CIN or invasive cancer.

Nearly 50% of current expenditure on cervical cancer screening is
accounted for by investigation of women who receive abnormal Pap
smears.

The proportion of women who are currently investigated far
exceeds the proportion of women who would deve lop cervical cancer
if no treatment were given. The anxiety engendered in these women
is also a significant cost of screening.

Lack of Australian data, the lack of follow-up and monitoring
systems to ensure treatment is e ffective hinder improved
management of this aspect of the screening pathway.
Neverthe less, it seems that variations in themanagement
recommendations of the laboratories, variation in the guidelines
produced by professi onal societies and those used by individual
colposcopists may also be factors in current levels of

investigation.
The report recommends examination of currently available data and
a program of discussion, research and data dissemination be
undertaken by the relevant professional societies and colleges.

This issue has been referred to the Health Care Committee of the
NH&MRC, together with a number of issues associated with the
screening poli cy.
An early indication of the views of the Comittee has been sought
for inclusion in theCommonwealth's initial response to Health
Ministers in March 1991.

Commonwealth Department of Community Services and Health
January 1991



ATTACHMENT 5

CERVICAL CANCER SCREENING

ORGANI SATION AND FUNDING OF CERVI CAL CANCER SCREENING SERVICES

ORGANISED VERSUS OPPORTUNISTIC APPROACH TO CERVICAL CANCER SCREENING

The Cervical Cancer Screening Evaluation Report notes that the
greatest impact on cervical cancer has been achieved in countries or
regions which have had organised screening programs . Recommendations
of the World Health Organisation and the International Agency for
Research on Cancer on cervical cancer screening have identified the
requirements for an effective program. Such a program needs
attention to all aspects of the screening pathway' , which
comprises:

screening of the target population at regular intervals;
provision of accessible and acceptable services for taking Pap
smears ;

provision of high-quality services for reporting smears;
ensuring follow-up of women with abnormal smears; and
a system for the monitoring and evaluation of the whole
Screening program.

Existing services, characterised in the report as 'opportunistic',
are primarily provided through general practitioners, supported to
some extent by special services aimed at attracting unscreened, or
underscreened women for whom there are a number of recognised
barriers to participation.
Options identified in the report for improving services include:

restricting delive ry of cervical cancer screening services to
defined centres, supported bymanagement of abnormalities in
specialised assessment centres and block grant funding of
services for taking and reporting Pap smears;

retaining current arrangements through general practitioners and
the current mix of private and public laboratories; or

augmenting existing screening services with an organised
approach.

The recommendations of the report favour the third option and seek
to identify the minimum modifications to the current system
essential to an effective and efficient organised program.
elements are discussed individually in the following sections.

These
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In developing a national screening program, it wil1 be necessary to
reach a consensus on those elements .

COMMONWEALTH AND STATE ROLES

Discussion of the respective roles of theComnonwealth and
States/Territories needs to consider:

screening policy development, co-ordination and monitoring; and
responsibilities for service delivery.

Development of an appropriate screening policy in the light of
current epidemiological, behavioural and economic research, is a
matter primarily for health authorities, in consultation with
professional and consumer groups, co-ordinated through the National
Health And Medical Research Council and the AHMAC sub-Committee on

Women and Health. TheCommonwealth does not propose to proceed with
establishing a National cervical Cancer Screening Advisory Committee
£or the present.

Subject to any consequences flowing £rom the current broader
examination ofCommonwealth and State/Territory roles in health, no
changes are proposed to the existing distribution of
responsibilities, pending availability of the findings of the

proposed consultancy on quality assurance aspects. In practice,
this means enhancement of existing roles, rather than
redistribution.
may be enhanced, as may the Commonwealth role in quality assurance
matters.

Thus, State roles in recruitment and recall systems

THE TARGET POPULATION

The draft screening policy recommends a population based approach
for women at risk. Within the target population, high priority
groups are to be identified according to risk, risk being measured
by higher incidence of the disease or levels of screening uptake.
The report identifies a number of groups in a high risk category,
including Aboriginal and elderly women.

Development of State or Territory plans would include analyses of
demographic data to identify numbers and distributi on of the target
population, with special reference to high risk groups.
Comprehensive screening strategies would be developed in the light
of the studies, and would incorporate a noti onal timescale for
achieving set targets.
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TARGETS

The report assumes adoption of the targets for cervical cancer
screening outlined in Health for All Australians. These are:

to increase triennial participati on in Pap smear screening to 50
percent or more of Women aged 20-69 years by the year 1990, to
75 percent or more by the year 1995 and to all but a negligible
numbe r by the year 2000;

to establish organised population based cervical ne oplasi a
screening programs in each State and Territory by the year
1990.

Outcome targets would include participation rates, disaggregated for
newly recruited women and recalls .
Process targets would focus on significant milestones in setting up
elements of the screening pathway.
These intermediate targe ts are indicators en route to the ultimate
objective of cervical cancer screening; the reduction in premature
deaths from cervical cancer to 10 percent or less of the potential
lives lost in the absence of screening.

ADMINISTRATION/CO-ORDINATION

State/Territory units play a key role in planning, co-ordination and
administration of regional and local cervical cancer screening
programs and support services. Their functions may vary between
jurisdictions, depending on the roles allocated to non-gove rnment
organisations such as the Family Planning Association and the

presence of cervical cytology registries.
The views of States/Territories are sought on the most appropriate
administration and co-ordination structures for their jurisdictions.

ROLE OF CERVICAL CYTOLOGY AND CANCER REGISTRIES

Features of an organised approach to cervical cancer screening that
are more or less essential to increasing participation rates are:

reminder services for women who do not otherwise attend
rescreening;
fail-safe systems to ensure follow-up of women with
signi£icantly abnormal smears;
compilation of individual womens' cervical screening histories;
monitoring of screening rates and cervical cancer.

•

.
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The CCESR notes that cervical cytology registries, which record the
results of Pap smears, would fulfil all these functi ons. The report
recommends the establishment of cervical cytology registries,
together with funding for cancer registries, to monitor cervical
cytology and cancer cases.

TheCommonwealth notes that alternative arrangements may operate in
some States. Registries may raise issues of privacy, although this
was not found to be an issue by the two pilot projects which
operated registries. TheCommonwealth seeks States' and
Territories' views on preferred methods for providing these

functions.
There are also questions about inter-state mobility and reliabi lity
of addresses which will have to be examined if effective reminder
systems are to be designed using registers.

COMMUNICATIONS PROGRAM, INCLUDING MEDIA

The communications program, or strategy, would include national and
local elements.
appointed to assist in promoting the screening policy to
professional and consumer groups. Professional advice on marketing
the policy may also be sought.

At the national level, a spokespe rson will be

States should examine their needs for educational and promoti on
campaigns as an integral element of the strategy.

SPECIAL PROGRAMS AND PROJECTS FOR HIGH RISK GROUPS

In accordance with the recommendations of the report, States would
be expected to continue to be responsible for recruitment and recall
services, including special services for high risk groups.
Attachment 2 seeks to draw together strategies to increase
participation that were found to be effective in the evaluation.
States,/Territories should identi fy their plans in the light of
regional requirements.

WORKFORCE EDUCATION AND TRAINING

The Report refers briefly to professional education about cervical
cancer screening, and includes some estimates of increased cervical
cytologY workload generated by a nakional screening program.

The undergraduate and ongoing education needs of medical and nurse
practitioners, both in relation to smear taking and screening

-
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practices, need to be examined in depth, together with training of
cytotechnologists. TheCommonwealth could initiate appropriate
studies.

DATA COLLECTION AND MONITORING

Screening services are by their nature costly and are particularly
dependent on routine collection and analysis of data to ensure they
are efficient, effective and well targeted. They are an
indispensable element in epidemiological and clinical research on
this disease.
Monitoring should encompass:

Participation rates of the target population and
sub-populations;
adequacy of the tests being taken;
level of abnormality found on testsi
accuracy of the test reports;
long-term outcomes of treatment for screen-detected
abnormalities;
impact on cervical cancer morbidity and mortality;
and
the cost of the screening program.

TRANSITIONAL PLANS

The Commonwealth is concerned to ensure continuity of programs
currently operating in States/Te rritories.
include plans for continuation of projects or other arrangements for
them to be superseded or replaced, as appropriate.

State responses should

COSTS

TheCommonweal th is seeking an indication of estimated extra costs
for elements of an organised approach to cervical screening. This
should include capital and operating costs, as applicable, for
example;

administration/co-ordination;
cervical cytology registries;
subsidy for cancer registries;
communications program, including media;
special programs and projects;
workforce education and trainingi
data collection and monitoring.
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FUNDING

Under current funding arrangements for cervical cancer screening,
the Commonwealth meets most of the expenditure by governments,
estimated in the report at $125 million per annum.
some costs for screening support services and traeatment in public
hospitals.
substantial amounts.

States meet

Women attending screening services also contribute

The re is a wide range of funding mechanisms currently in use both
for smear taking, cervical cytology and follow-up treatment and
management of abnormalities. Funding for the other parts of the
screening pathway is limited.
The report examines a number of possible funding mechanisms aimed at
providing appropriate incentives to improve standards of service and
reducing the apparent anomalies arising from multiple funding
sources. The future source, extent and nature of the funding of the
other elements of the screening pathway is a matter whi ch requires
attention.
Further investigati on of possible funding issues is being undertaken
in conjunction with programdevelopment.

EVALUATION

TheCommonwealth would probably wish to follow normal practice and
seek an independent evaluation of the program.

States and Territories would be consulted in developing terms of
reference and methodologies for the evaluation.
would need to scrutinise all steps of the screening pathway and be

The evaluation

able to rely largely on data collected routinely as part of the
monitoring of the program.
It is important that arrangements for the evaluation be put in place
early in the life of the new program, with a view to reporting after
three years of operation, say 1994,/95.
Commonwealth Department of Community Services and Health
January 1991
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Anti-Cancer Council of Victoria

17 January 1991 49-2498

Mr B. Candler
Acting First Assistant Secretary
Health Care Access Division
Departıment of Community Services & Health
GPO Box 9848
Canberra ACT 2601

Dear Mr Candler,

I received your letter of 10 January about the Cervical Cancer Screening
Evaluation Report. I've read the report.

You invite comments. In general I agree with the tenor of your overview and
therefore have little to add. Points which attracted my attention, however,
include d:

1. Page 2 - The absence of a national framework to monitor and coor dinate
recruitment. It's always hard to argue with such a national framework.
However, I'm fairly happy with the idea of a state based framework as the
populations at risk are much more manageable and the service care
delivery tends to be mediated through the State. This does not mean that
I disagree with the idea of the Commonwealth establishing an overview
from time to time - obviously this would be a good thing.

I agree with the comment that benefits of more frequent
screening are marginal and that we should continue to try and target the
never or rarely screened. These remain the Anti-Cancer Council's prime

2. Page 3

target in Victoria.

You will be aware of the fact that the Victorian Pap Smear Registry has
been a relatively trouble-free operation and that we are all in favour of
this approach to rescreening.

Page 4 -I note the Commonwealth is examining options for the use of
population-base d registers and is discussing the privacy considera tions. I
think this is a very important political hot potato. I don't see any way in
which mammographic screening can be introduced in Australia without
such a list, as we do not have an established list of already screened
women who can be reminded. However, it is possible to approach well
over 90% of the population at risk for cervical cancer by the
establishment of a Victorian style Pap register. Hence, privacy is a lesser
problem for this particular program.

Nevertheless I think privacy is a major issue for public health. at this point
in time and would encourage you to work on it.

KEOGH HOUSE, 1 RATHDOWNE STREET, CARLTON SOUTH. AUSTRALIA 3053
o (03) 662 3300 Facsimile: (03) 663 3412Telex: ACCV AA 34158

AusTRALLA
CANCERSOCIEY
MEM BE R

3.
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Page 5 - In regard to the the terms of reference for the consultant to
review quality control - this is something the Royal Colleges have always
done very well. I'm not sure that you could not consider delegating the
matter to the College of Pathologists. They would feel considerably less
threatened by such a process, and have always done these things fairly
well historicall y.

4

These are personal comments - I haven't had time to pass them through a
Committee.

Best wishes.

Yours sincerely,

Nigel Gray
Director
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CERVICAL CANCER SCREENING EVALUATION REPORT

I refer to Mr MCNeil's letter of 20th December, 1990 which
outlined the broad strategy theCommonwealth proposed to adopt
for dete rmining a response to the Report. This letter also
indicated that further papers on key issues would be distributed
shortly, with a view to seeking a national consensus on the
proposed response.
Attached, for your further considerati on, are the following
papers:

Cervical Cancer Screening , A National strategy - an overview
of the draft response to the report on Cervical Cancer
Screening Evaluation ;

Draft national cervical cancer screening policy;
Strategies to increase the participation of women in
cervical cancer screening;
Brief for the consultancy to be established to examine
quality assurance aspects in cervical cytology:
Management of abno rmalities; and

Organisation and funding of cervical cancer screening
services.

As indicated in the letter of 20th December, the Comnonwealth is
required by the decision ofAHMAC to report to Australian Health
Ministers in early March 1991.



To meet the timetable set down byAHMAC, it is most
desirable that theCommonwealth have your comments on the
issues discussed in the pape rs at the earliest opportunity:
Enguiries on this matter should be directed to Mr Dennis
Bentley, Director, Cervical Cancer Screening Task Force,
telephone no. 062 89 7363.

Yours sincerely

Brian Candler
A/g First Assistant Secretary
Health Care Access Division
Io January, 1991



CERVICAL CANCER SCREENING

A NATIONAL STRATEGY

OVERVI EW

INTRODUCTION

The AHMAC Cervical Cancer Screening Evaluation Report (CCSER)
challenges gove rnments, professional groups, and support
organisations to provide cervical cytology screening services
that are more efficient and cost-effective, drawing on the most
recently available epidemiological, behavioural and economic
research.
The publication of this report provides an opportunity to
maximise the prevention of morbidity and mortality resulting from
cervical cancer. The CCESR can be used both as a guide and data
resource, to draw together a national cervical cancer screening
strategy. This will be based on the most effective programs now
operating overseas, but reflecting responses to the report from
health departments, professional and consumer groups as to what
is achievable, and appropriate, in Australia.

THE CERVICAL CANCER SCREENING EVALUATION REPORT ( CCSER)

In 1987, concerns about inequity, in distribution and the poor
cost-effectiveness of exísting cervical cancer screening services
prompted health ministers to commission aCommonwea lth funded
evaluation of existing services, supported by targeted pilot
projects.
The report confirmed major concerns about the effectiveness of
cervical cancer screening in Australia, when compared with
overseas programs. Cervical cancer screening has the potential
to prevent over 90% of squamous cervical cancers which would
occur without screening. Cervical cancer screening has been
practised for over 25 years in Australia, yet only about half of
the lives at risk from cervical cancer are currently being saved.
Comparison with overseas models endorsed by the IARC and WHO
indicate that significant elements of an organised screening
pathway are not yet in place in Australia.
an effective program are:

Essential elements in

an identified tạrget population, via an agreed screening
policy and means to identify individual women;
measures to guarantee high attendance levels, including
adequate and acceptable smear taking services;
adequate laboratory facilities for smear reporting and an
organised program for quality control;
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facilities for diagnosis, treatment and follow-up of

abnormalities;
carefully designed re ferral and fail-safe linkage systems to
ensure management of abnormalities and collecting information
about normal screening tests; and
evaluation and monitoring sytems.

Current cervical cancer screening in Australia is not achieving
optimal impact despite substantial expenditure levels.
report advances a number of reasons, including:

The

lack of an agreed screening policy, including a target age
group and rescreening interval, and insufficient efforts to
increase uptake among the target population;
poor access to service providers of choice and other barriers
to screening, ranging from negative attitudes to screening
and to simply forgetting;
absence of fail-safe systems to follow-up women with
abnormalities and lack of agreement on appropriate
management; and

the absence of a national framewo rk to monitor and
Co-0rdinate recruitmentt, recall, managementof abnormalities
and quality assurance.

The opportunity exists for major improvements to be made to
current services within existing resources.
Cost-effectiveness of the current arrangements are particularly
sensitive to the screening interval and to excessive screening
and investigation of abnormal ities in the 18-24 year age group,
where risk associated with this disease is minimal.
The nature and extent of the critici sms of existing cervical
cancer screening services raised in the report create a clear
obligation to respond quickly and positively. The Australian
Health Ministers' Advisory Council (AHMAC) received the report
late in October 1990 as a guide for the future development of
cervical cancer screening services in Australia and authorised
the Commonwealth to conduct a process of discussion on the
recommendations leading to a further report to Health Ministers
in March 1991.

DRAFT NATIONAL STRATEGY

In order to crystallise views on key issues, theCommonweal th has
produced a series of papers (see attachments) recommending a
Dolicy or process to achieve consensus. The principal
content of those paperS are summarised below:
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Screening Policy

A Screening policy needs to balance the benefits from
screening, such as life years saved and morbidity avoided,
against the costs of screening to the individual, such as
discomfort and anxiety created, personal time and costs, and
financial costs to government, including opportunity costs.

A well-defined and uniformly adopted screening policy is
fundamental to developing an effective population based
cervical cancer screening program.

TheCCESR notes that 90$ of invasive squamous cell cervical
cancer can be prevented by screening women aged 25-69 years
every three years where there are well organised screening
arrangementsand that the benefits of greaterscreening
frequencyare narginal, while costs escalate rapidly.
However, recommendations for annua1 Pap smears continue
because of concerns about non existent or ineffective
reminder systems, accuracy of screening as currently
delivered and possible changes in incidence of the disease
and mortality rates among young women.

In recognition of the steps still needed to ensure effective
screening programs, the prudent course is initially to
endorse the recomnendation of the CCESR for a two year
screening interval, with a view to extending the interval to
three years later when a more effective program is in place
and if future experience and data support such a move.

Given the evidence from the available data on the age range
for screening, there is a case that screening routinely
commence three years after first sexual intercourse and cease
at age 70 for women who have previously been screened.

Participation by women

The effectiveness of a population based cervical screening
program is closely related to the proportion of women
regularly screened, yet there is no organised plan for
recruitment and recall of women in the target group.
Pormal recruitment and recall plans should be devel oped,
identi fying target population groups, including those
assessed as being at high risk, and identifying appropriate
strategies for recrui tment and recall with an indicatve
timeframe.
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The CCESRassumes adoption of targets for cervical cancer
screening
outlined in Health for Al1 Australians. These are:

to increase triennial participation in Pap smear
screening to 50% or more of women aged 20-69 years by the
year 1990.
a negligible number by the year 2000;

to 75% or more by the year 1995 and to ali but

to establish organised population based cervical
neoplasia screening programs in each State and Territory
by the year 1990.

Appropriate goals should be identi fied, including
participation rates and process targets, and reduction in
morbidity and mortality from cervical cancer.
Using the data from the Report on barriers to screening and
effectiveness of the different pilot strategies, States and
Territories are invited to review their existing programs and
develop broad strategies for accomplishing stated goals.
These include:

Pap smear screening by General Practiti one rs;
supplementary services provided by alternative
smeartakers;
community and media based health education programs;
reminder and invitation based systems.

TheComnonwealth is currently examining options £or use of
population based registers, such as the Electoral Roll or the
Medicare enrolment file, and will provide further advice on
their use, including privacy conside rations attaching to
their use.
Quality assurance in smeartaking, smear reading and
notification of results
The report raises
quality controls on cervical cytology, including smeartaking,
smear reading and notification of results. There is
insufficient attention paid to these crucial elements of
cervical cancer screening, which have such a direct impact on
acceptable screening intervals, the confidence women have in

number of concerns about the adequacy of

the system, costs and ultimately health outcomes.

AA consultant will be appointed to examine the need for and
identi£y strategies for establi shing appropriate levels of
quality assurance in smeartaking, testing, reporting and
follow-up of abnormalities.

.

w
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The consultant will work under the directions of a steering
group, comprising membership from aPpropriate professional
and consumer groups. A chairman wi11 be appointed by the

Commmonweal th.

Terms of reference for the consultant will include :

review strengths and weaknesses of the current cytology
quality assurance program;
examine the current laboratory cervical cytology
accreditation and inspection program;
identify appropriate standards of cervical cytology; and
develop a national strategy for achieving compliance with
those standards.

Management of abnormalities
The proportion of screened women who are currently
investigated £or abnormalities far exceeds the proportion who
would be expected to develop invasive cancer in the absence
of treatment. (At the same time, fail-safe systems to ensure
that women with abnormalities are followed-up need to be
instituted.)
The recommendations of the report concerning examination of
currently available data and institution of a program of
discussion by relevant professional societies and colleges
have been referred to the Health Care Committee of the NH&MRC
for urgent examination.
Organisation and funding
The Commonwealth is seeking views from the states/Territories
on the framewo rk and elements of a national cervical cancer
screening program, and the appropriate roles for Federal and
State governments.
TheCommonwealth is also reviewing arrangements for funding
of sCreening services, the costs of which are predominently
currently met through Medicare and Health Program Grants.
This includes options for management of available financial
resources in accordance with an agreed screening poliy to
improve the cost-e ffectiveness of the screening program.

CONSULTATION

Important in the consideration of cervical cancer screening
services are the range of professional groups and organisations
involved at diffe rent stages of the screening pathway, the need
for sensitivity to user requirements and the need for effective
co-operation and co-ordination.

-
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The consultation strategy adopted by the Commonwealth involves
approaching States, professional and consumer groups, using peak
organisations such as the NH&MRC and the AHMAC sub-Committee on

Womenand Health, where appropriate. It is important that all
groups likely to be involved share an appreciation of the
elements of any effective national screening program.

The broad organisational framewo rk and a national
screening policy are key issues on which an early indicati on of
views is sought. Issues of more compl exity, such as quality
assurance in cervical cytology, need both an environment and
timescale conducive to adegquate deliberation.
The report to Ministers in March will indicate areas where broad
agreement can be achieved and identify remaining unresolved
issues,, together with appropriate further steps.

ATTACHMENTS

1 Draft national cervical cancer screening policy.
2. Strategies to increase the participation of women in cervical

cancer screening.
3.
4.

Brief for consultant on quality assurance aspects in cervical
cytology.Management of abnormalities.

5. Organisation and funding of cervical screening services.

Comnonwealth Department of Community Services and Health
January 1991
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ATTACHMENT 1

CERVICAL CANCER SCREENING

A NATIONAL SCREENING POLICY

SUMMARY

A well-defined and uniformly adopted screening policy is
fundamental to effective cervical cancer screening in a population.
The major components of such a policy are the interval between
screening tests, and the age at which screening tests should
commence and cease. This paper examines policy options including
those outlined in the Cervical Cancer Screening Evaluation Report
(CCSESR), and draws some conclusions relevant to an Australian
policy.
A screening policy needs to balance the benefits from screening,
that is, the life years saved and the morbidity avoided, against
the costs of Screening, that is, effort and resources required,
anxiety created and financial and opportunity costs.
Any chosen screening program should be an optimal compromise
between the benefits to be gained from, and the costs of all types
arising from the screening process.
The recommendation of the CCSESR for a two year screening interval
is acceptable, with the possibility of extending this to be
reviewed in the light of future data and the introduction of an
improved screening program.
Data presented in the CCSESRand other publi shed studies
demonstrate that around 90% of invasive squamous cell cervical
cancers can be prevented by screening women aged 25 to 69 years at
three yearly intervals where there are well organised arrangements
for screening . Such a policy, if unifo rmly adopted by most eligible
women, would be more effective in reducing deaths from cervicai
cancer than is the screening currently being carried out in
Australia. This policy could also be more cost-effective than
current screening arrangements.
The CCESR strongly emphasised the need for well organised
arrangements for cervical cytology screening to ensure that
screening is effectively carried out on a population basis. In
particular, a high proportion of all eligible women should be

screened regularly, and the quality of smear taking, smear
reporting, follow-up of women with abnormalities and data
collection should be optimal. The CCESR drew attention to
significant shortcomings in these areas which led to the
recommendation of a two rather than three year screening interval
until the shortcomings in recruitment and quality assurance of
cervical cytology screening in Australia can be addressed.
There is a clear association between the age at first coitus and a
womanrs risk of subsequently developing cervical cancer.
This suggests that the age of commencement of cervical cancer
sCreening should be related to the time of first coitus, rather
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than a screening policy nominating a standard age for all women.
Therefore, there is a case for cervical cancer screening to

commence three years after the time of first coitus.
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REQUIREMENTS OF AN OPTIMAL AUSTRALIAN CERVICAL CANCER SCREENING
POLICY

Deaths of women from cervical cancer could be reduced with improved
cervical cytology screening practice and organisation.
comprehensive national screening strategy, based on a defined
screening policy is necessary to achieve optimal uptake and
effective delivery of cervical cancer screening in Australia.

A

An optimal and acceptable cervical cancer screening policy for
Australia should satisfy the followingrequirements:
(i)
(ii)
(iii)
( iv)

offer a satisfactory level of protection from cervical
cancer, within the practical constraints;
have an acceptable degree of benefit in relation to costs
incurred, i.e. acceptable cost-effectiveness;
be understood and adopted by all women at risk, in
particular those who are currently under-screened.

have an effective communication strategy in regard to both
consume rs and the professionals who advise them.

Fundamental to a screening policy are -

the interval at which cervical cancer screeening is repeated
for women who have normal Pap smears;

the target age group for screening.
Currently in Australia authoritative bodies such as the Royal
Colleges, cancer councils, NHMRC, and health depar tments have
varying guidelines on the interval at which routine screening
should be repeated, and on the age range of women who should be
sCreened.
Appendix 1).

This situation is also seen in other countries (see
This confusion ove screening policy is

reflected in the lack of uniformity of clinical practice.
This paper examines the rationale and evidence for various
screening policies, describes the impact of possible policy
options, and draws conclusions about the optimal cervical cancer
screening policy for adoption on a national basis. The paper draws
on the cervical Cancer Screening Evaluati on Report (CCSESR) of the
Australian He alth Ministers! Advisory Council (AHMAC)(1) and other
relevant material.
BACKGROUND ON CERVI CAL CANCER

Incidence
Cervical cancer is the sixth most common cancer amongst Australian
wOmenof a woman developing the disease is about 1 in 90 (2). This

In 1982 there were 948 new cases. The lifetime probability
probabi1ity would be higher in the absence of cervical cancer
screening.
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Cervical cancer increases in frequency with age. Only two cases
occurred in women under 20 years in 1982-4 (3). The disease is very
rare in women aged 20 to 24 years, in whom less than 2% of cases
occur (10 in 1982), and in whom the risk of cervical cancer is
1/20th that of women 65-69 years. The incidence rate rises rapidly
to a plateau at 35 to 39 years, after which it rises slightly to
peak at 65 to 69 years and then declines slowly (2).
highest incidence rates are in the 65 to 69 year age group, the
greatest number of cases occur in the 35 to 39 year age group, as
there are more women of this age.

While the

(1)
Figure 1: Annual incidence of cervical cancer in 1982 per 100,000 women

60 100

Age
(1)

Source: Ref (2)

Mortality
The re are around 350 deaths per year from cervical cancer.
from cervical cancer increase steadily from about 25 years into old
aage
years of age in 1988.
25-29 years (15 in 1988) . The majority of deaths, that is,around
703, occur in women 55 years and over (249 in 1988) (4).

Deaths
There were no deaths from cervical cancer in women under 25. Only around 4% of deaths occur in women

Mortality from cervical cancer has been constantly declining since
1950when mortality data first became available. This is likely to
be due to a decline in incidence of cervical cancer, earlierdetection by screening, and improved treatment of early stages of
cervical cancer.
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Figure 2: Annual mortality from cervical cancer in 1986 per 100,000 women(1)
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104
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Age
(1)
Based on ABS morality data for 1988 and ABS populatian estimates for 30 June 1988

Natural history of cervical cancer
Squamous cell cervical cancer of the cervix is preceded by the
precancerous condition of cervical intraepithelial neòplasia (CIN).
There are three sequenti al stages of severity of CIN; CIN 1, CIN 2
and cIN 3.
more severe stages and invasive cervical cancer in some cases, or
spontane ous regression back to lower grades of CIN Or normality. It
is not possible to predict which cases will regress and which cases
will progress, although more severe CIN has a higher probability of
progression than lower stages.

The natural history of CIN Can be either progression to

studies have estimated that between 13-60% of CIN 1 and CIN 2 cases
progress. without treatment (5-12) , and between 30-74% of untreated,
severe CIN 3 progress to invasive cervical cancer over a period of
between one to twenty years (13-16). Estimates of the progression
time of CIN vary considerably. It is estimated that cIN may take an
average of seven years to reach the most severe stage, ie carcinoma
in situ (CIS) (7,i7). cIS may then take an average of eight to ten
vears tobecome invasive cervical cancer (18). However, rates of
progression of cancers are not uniform. Some invasive cancers will
take a longer period to develop, and some will take a shorter
period. This is reflected in the wide range of estimated
progression times.
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With present patterns of detection and treatment in Australia, CIN
1-3 is nineteen times more common than invasive cervical cancer on
population screening (19). The majority of CIN does not currently
progress to invasive cervi cal cancer as treatment of CIN prevents
such progression.

Possible changes in cervical cancer in younger women

In recent years it has been suggested that cervical cancer among
young Australian women is becoming more "aggressive ", with a
shorter precancerous stage, a more advanced stage at diagnosis, and
lower survival rates(20). However, data from Victoria, Queensland,
New South Wales and South Australia do not support this hypothesis.

Data from the Victorian Cytology Service and the Queensland Radium
Institute suggest that technical problems with screening and false
negative reports rather than rapid onset cancer is the cause in
those cases of cervical cancer found in close time proximity to a
negative Pap smear report (21,22).

In Queensland there has been a shift to earlier stage at diagnosis
of cervical cancer in women under 40 years and improvement in case
survival rates when data from 1982-1988 are compared with data from
1960-1964 (23). In New South Wales during the period 1973-1982
there was no evidence of a trend towards more severe disease in
young women. Rather, younger women had an earlier stage of the
disease at diagnosis ( 24). In South Australia,, case survival is
unchanged for young women diagnosed during 1977-1981 and 1982-1987
and rema ins better than the survival rate for older women (25)
A task force of the Inte rnational Union Against Cancer concluded
that there was insufficient evidence to support more rapid
progression of cervical cancer in younger women, and that
potentially the reve rse was true (26). In Australia, the available
data do not suggest that a more rapidly progressing and lethal type
of cancer is becomingcommonamongstyounger women. However, it is
essential that adequate data are available to monitor this area of
concern. The absence of routine collection of data relating to CIN
and CIS cases, and the histopathology of invasive cervical cancer
makes this task extremely difficult.

CERVICAL CANCER SCREENING

Cervical intraepithelial neoplasia, a potential precursor to
squamouscell cervical cancer, i detectable byscreeningwith Pap
Smears, and can be treated with the aim of preventing its
progression to invasive cervical cancer. Unlike the majority of
cancers, squamous cell cervical cancer is preventable in over 90%
of cases. The exact proportion prevented depends on the screening
interval adopted and age of women screened (27, 28).
Effectiveness of cervical cancer screening
Several studies conducted overseas have shown that cervical
cytology screening is e ffective in reducing both the incidence of
cervical cancer and mortality from cervical cancer.
count ries whi ch adopted cervica1 cytology screening in the 1960s, a
30% to 75% reduction in new cases of cervical cancer occurred over

In those
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two to three decades (29-32). similarly, reductions of 20% to 70%
in deaths from cervical cancer were observed (33-34).
Other studies have shown that greater incidence and mortality
reductions are seen in areas which have a higher participation in
screening by eligible women (35-40) .

The screening policies adopted overseas are varied.
in the Nordic countries screening intervals range from two to three
yearly to five yearly. The age group of women eligible for
screening varies between 30-49 years and 25-69 years.

For example,

In those
countries which have screening programs available to all eligible
women , and which screen 70% or more of these women, deaths from
cervical cancer were reduced by 34%-80% in the period from 1963 to
1982 (34). This suggests that screening intervals longer than those
generally adopted in Australia, and narrower screening age ranges,
will effectively prevent cervical cancer and reduce deaths from the
disease

THE IMPACT OF SCREENING INTERVAL AND AGE FOR SCREENING ON
THE EFFECTIVENESS OF CERVICAL CYTOLOGY SCREENING

The potential impact of cervical cancer screening in a populati on
on deaths fr om cervical cancer depends on the frequency at which
screening is performed and the age range of women at which
screening is targeted.
Screening interval
To be effective, screening must be repeated at an interval which is
less than the duration between the onset of preclinical CIN and its
progression to invasive cervical cancer. This interval is estimated
to be on average from fifteen to seventeen years, although a wide
range fromone to thirty years is found (18).
Age range for screening
The bene fit of cervical cancer screening in any age group is
dependent upon the extent to whi ch cervical cancer is a health risk
at that age. Cervical cancer is most commonly found and is an
increasing cause of death in women over 35 years. These women are
therefore potenti ally the greatest beneficiaries of screening. It
is of concern that screening rates in Australia decline markedly in
women over 40 years of age (41).

Although cervical cancer occurs across the whole age span of adult
women, frequent screening of considerable numbers of very young
women amongst whom only very smal1 numbers of cancers occur
produces marginal benefit. The costs associated with screening
include not only the direct financial costs of providing screening,
but also the financial and other costs incurred by women.
Additional costs are created by any unnecessary treatment of
abnormalities which would have spontaneously regressed.
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An optimal screening policy
A chosen screening policy should strike an optima1 balance between
finding maximum numbers of cancers and achieving affordable costs.
Adoption of a cost-effective and practical approach is essential.
PROPORTIONS OF CERVICAL CANCER PREVENTED USING DIFFERENT SCREENING
POLICIES

In attempting to define an optimal screening policy, it is helpful
to examine the differences in the proportions of cervical cancer
prevented by commencing screening at different ages and at various
intervals.
Such data are available from two studies :

i) A collaborative study by the International Agency for
Research on Cancer ( IARC) investigated the risk of cervical
cancer amongst women who had had negative smears, as they
constitute the population at which screening is directed.

Women with an initial positive smear are not included in
this study. Screening data on more than one million women
contributed to this study.
already entered into a screening program were included (27) ;

Women, mostly aged 30-64 years,

ii) A study by the Kaiser-Permanente Medical Centre in
California, which reviewed the screening history and
cervical cytology of 85 women diagnosed with cervical
cancer. Women 20-69 years with no previously reported
abnormality on cervical cytology were included (28).

Screening interval
The percentage reduction in the cumulative rate of cervical cancer
estimated by the two studies above, according to different
screening intervals is shown in Table 1. The estimates for the two
studies are of the same order of magnitude and probably fall within
95% confidence intervals, although they are not exactly the same
values.
Screening every three years or less prevents over 90% of cervical
cancers.screening every two years rathe r than every three years. There is

Only a small improvement in prevention is gained by

minima1 improvement from screening annually rather than biennially.
Screening every five years still offers a high degree of protection
(843), though somewhat lower than for every three years. Little
marginal bene fit is gained from a screening interval below three
years. With an interval shorter than three years, the number of Pap
smears taken over a woman's 1ife increases siqgnificantly, as do the
associated costs.
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TABLE l: Percentage reduction in the cumulative rate of invasive
cervical cancer with different frequencies of screening

Screening
interval
(years)

1
2
3
4

5
10

(a)

IARC Study (27):
% reduction in
cervical cancer (a)
35-64 y

93.3
93..3
91.4

83.9
64..2

Assuming a screen occurs at age 35 and that a previous screen
had been performed

It has been suggested that screening programs should commence wi th
two annual smears to overcome concerns about the accuracy of
cervical cytology. However, there are no empirical studies to
support this practice, and modelling using the IARC data showed
virtually no benefit (42). Commencing routine screening with two
annual screens increased average life expectancy by only 0.3 days,
while corresponding additional costs were very large. Thus this
practice is not use ful or appropriate . It would be more appropriate
to effectively address concerns about the quality of cytology.
Age at commencement of screening
The risk of cervical cancer is closely related to sexual history. A
study of 3280 cloistered nuns suggested cervical cancer is very
rare or absent in such women (43). Womenwho commence sexual
intercourse at an early age, or who have multiple sexual partners,
or whose partners have multiple sexual partners are more likely to
deve lop cervical cancer. Four case-control studies all found that
women with cervical cancer were more likely to have had first
coitus under 17 years of age, or to have made multiple marriages,
than were women without cancer (44-47).

Analysis of the IARC collaborative study shows that there is
minimal change in the probability of developing or dying from
cervical cancer, whether three yearly screening is begun at ages
17, 20, 23 or 26 (42)(See Table 2).
20 instead of age 17, the probability of developing cervical cancer
will be decreased by only an additional 3 in 10,000 compared wi th a
life-time risk without screening of 250 in 10,000 women. The
increase in risk from moving the commencement of screening to 23 Or
26 years is similarly small. The change in risk is larger in moving
from 26 to 29 years (9/10,000), when the incidence of cervical
cancer begins to rise markedly. Thus there is only a very small
benefit from initiating screening at 17 years compared with 20, 23
Or even 26 years.
to delay cervical cancer screening until 25 years of age.

If sCreening is begun at age

On this basis, it would give effective coverage

MORELLet al(28):
% reduction
in cervical
cancer 20-65 y

98.8
96.
89.4
80



10
TABLE 2:
average-risk, asymptomatic woman screened every 3 years to age 74

Estimated outcomes of cervical cancer screening for an

Estimated outcome No
screening

250

Age at which screening is
(years)17 20 23 26

37 40 44 51

begun,
29

Probability ofdeveloping invasive
cervical cancer
per 10,000 women

Probability of dying
from cervical cancer
per 10,000 women

Increase in life
expectancy, ( days)

Marginal cost of
adding an additional
year of life

60

118 11 13 15 18 22

98 95 92 87 80

$50095 33078 20612 14747 10537

expectancy, ($) *
* comparisons are 29 versus no screening, 26 versus 29 and soforth.
Source: reference (42)

The IARC study did not take into account the sexual history of
Women screened. On the basis of our understanding of the causes and
natural history of cervical abnormalities, screening is not
appropriate for some years after sexual intercourse commences.
Adopting an absolute age for commencement of screening is
inappropriate.
The CCSESR recommended that:

... women should be screened from the age of 18 years or within a
year of £irst sexual intercourse, whichever is later."
This may delay screening of women who became sexually active at an
early age beyond a safe limit fr the development of precursor
stages of cervical cancer. As cervical abnormalities are associated
with sexual intercourse, it may be appropriate to make decisions about
the commencement of screening only in relation to the time of a
womans first sexua1 intercourse, rather than setting a minimun age
of commencement.As discussed earlier, cervical cancer has a long
precursor stage of several yearS. Bearing in mind the minimal gains
generally fromcommencingscreening at an early age, it would
appear optimal at present to commence screening about two to three
years after first sexual intercourse. Data on this issue should be
collected as they become available .
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Age at cessation of screening
In Australia the peak incidence of cervical cancer is in the 65-69
year age group, and mortality from cervical cancer continues to
rise into old age. It seems appropriate, therefore, to continue
screening women up to the age of 70 years and then stop, as

.he haš8cegended by the CCSESR. The evidence suggests that women over 70 year
sexually active but have never had a Pap smear should be screened
at least once as the benefit of Pap smears for unscreened women
over 70 years is substantial, compared with the small benefit for
previously screened women over 70 years (42) .

SCREENING POLICIES

The combined effect of varying the screening interval, and the age
range for screening has also been estimated by the IARC study
(2) (See Table 3). This table also shows the number of smears per
woman per lifetime for each policy, as an indicator of the efforts
and resources needed to achieve the reductions shown.

Screening women 20-64 years every three years gives only marginally
lower. prevention rates than yearly screening (93.3% vs 91.2%) .
Restricting three yearly screening to 25-64 years gives a further
minimal reduction (91.7$ vs. 89.88), while raising the age of
commencement to 35 produces a 10% drop in prevention rate. A very
cautious screening policy of annual smears from age 20 to 34 years
thence triennially also produces only a smal1 benefit over three
yearly screening of women 20-64 years (91.7% vs 91. 2%).

TABLE 3: Effect of different screening policies on prevention of
cervical cancer

Screening policy 8 reduction
in rate of
cervical
cancer

93.3
91.7

91.2
89.8
77.6

83.6
81.8

No, 0f Pap
smears per
life time

35
25

15
13
10

screening every year, 20-64y
screening every year, 20-34y,
then every 3 years, 35-64y

screening every 3 years, 20-64y
screening every 3 years, 25-64y
screening every 3 years, 35-64y

screening every 5 years, 20-64y
Screening every 5 years, 25-64y

assumingincidence rates as found inWesternEurope

Source: adapted from reference (27)



12

The age-specific incidence rates of cervical cancer and the natural
history of the disease in Australia are similar to that of the
western countries on which the IARC study is based. Although some
differences to the proportion of cancers prevented in the IARC
study may be found, it is unlikely that they would differ greatly
in magnitude or trend.
cervical cytology data collections, the IARC study provides the
best estimates of the effectiveness of cervical cancer screening
policies currently available.

In the absence of adequate Australian

From these data, three yearly screening of Australian women aged
20-69 years would prevent 702 (or 83%) of the 845 cases of squamous
cervical carcinoma which are occurring annually with current
sCreening practices.
additional 26 (or 3%) cancers each year, and annual sCreening a
further 16 (or 2%) cancers each year.
18-69 years would only result in 0-1 extra cancers being found per
year. Decreasing the age range to 25-69 years would lead to only
8-10 more cancers occurring per annum, and no change in mortality.
(1)(See Table 4).

Two yearly screening would prevent an

Increasing the age range to

TABLE 4:

Number and percent of currently occurring cervical cancers per
annum preventable by different screening policies in Australia*
Number of cancers currently occuring per annum = 845

Screening policy Number of
current cancers
preventable

702
703

728
729

744
745

Percent of
current cancers
preventable

83%
83%

86%
86%

88%
88%

* ASsuming cancer incidence rates in the absence of screening of a
western country
Source: adapted from reference (1 )

It is important to note that the overall effectiveness of
population cervical cytology screening will not benefit womenwho
do not participate in screening. The importance of recruitment of
womento cervical cytologyscreening is further discussed in
another paper.

3 yearly screening: age 20-69y
18-69y

2 yearly screening: age 20-67y
18-69y

1 yearly screening: age 20-69y
18-69y
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Risk factors and screening

The precise causes of cervical cancer are not yet known, although a
number of risk factors have been identified. Age is a major
determinant of risk. Other associated factors include sexual
history, socio-economic status, aboriginality, smoking, previous
screening history, and possibly HPV infection. Women who have had
their cervix removed during hysterectomy, or have never been
sexually active have no significant risk of developing cervical
cancer.
Apart from age and the time of first coitus, other risk factors are
not useful in setting screening policies. High proportions of
cervical cancer cases occur in "low risk" women - the disease is
not confined to "high risk" women. Therefore, all womenwho have
been sexually active and have a cervix should be screened
regularly, irrespective of the presence or absence of other risk

factors.
The main determinant of screening frequency is the natural history
of the disease. There is no evidence that cervical cancer behaves
differently and develops more rapidly in women with additional risk
factors (27).
However, the identificati on where possible of high risk groups of
women who have been found to be comparatively underscreened is
useful for targeting recruitment campaigns. TheCCSESR identifies
the se groups as including Aboriginal women,women living in
isolated rural areas, women from lower socio-economic groups and

women from a non-English speaking background.

Detection of other conditions
It has been suggested that screening asymptomaticwomen for
cervical cancer provides an opportunity for the detection of other
asymptomatic conditions, such as ovarian cancer or sexually
transmitted diseases. There are no data to support this at present.

The frequency of cervical cancer screening should not be chosen on
this basis. This does not preclude seeing womenmore frequently for
other conditions as appropriate, such as the monitoring of
borderline hypertension.
Cost-effectiveness of different screening policies
The cost per life year gained from current cervi cal cancer
screening practice is around $44,000. TheCCSESR estimates this
could be reduced by an organised screening program with triennial
Screening of women 18-69 years to around $24,000 per life year
saved, or $31,000 per life year saved with biennial screening.
Annual screening in an organised framework at $53,000 per life year
saved would be less cost-e ffective than current screening (1) (See
Table 5).
The additional cost for each 1ife year saved by adopting two yearly
rather than three yearly screening would be $87,000 per life year
saved, and for adopting annual rather than two yearly screening
would be $210,000 per life year saved,
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Screening women aged 18-24 years two yearly, in addition to women
25-69 years, creates an extra cost per 1life year saved of over
$767,000 per life year, evenwhen the greater life expectancy for
women 18-25 years is taken into account . The additional cost per
1ife year saved from screening women under 20 years is likely to be
even higher, as this saves very few lives. In comparison, including
women 60-69 years in screening improves cost-effectiveness, due to
the high incidence of cervical cancer in this age group.

Clearly, cost-effectiveness declines markedly at decreased
screening intervals and larger age ranges. The increased costs from
this extra screening are disproportionate to the benefits gained.
More intensive screening policies lead to much greater imposition
on large numbers of women for whom the benefit is relatively low,
higher costs, lower cost-effectiveness, and reduces the health care
dollars available for other health interventions.
TABLE 5: Cost and cost-effectiveness of different screening

policies with organised screening

Age
range
(years)
18-69 Y
25-69 y

18-69 Y
25-69 y

18-69

Screening interval
1 yearly 2 yearly 3 yearly

$2,001
1,527

$23,703
18,371

$40,258

$5,720

$52,839

$210,256

$2,924
2,233

$30,782
23,736

$87,075

Total cost for
1991-2020($million)
Average cost per
life year saved
Marginal cost per
life year saved
in moving to
shorter screeninginterval*

Marginal cost per
life year saved from:
(a) including women 18-24 y

in screening
(b) including women 25-29

in screening
(c) including wonen 65-69 y

in screening

y

$767,770

$107,111

$25,814

* ie, 1 yearly = moving from 2 yearly to 1 yearly, etc
Source: adapted from reference (1)
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Summary

The IARC and Kaiser-Pe rmanente studies clearly demonstrate that a
three year screening interval is very effective, and that
commencing screening at age 25 provides a very high degree of
protection against cervical cancer. Furthermore cost-effectiveness
is optimised by this screening policy. Why then has Austral ia not
adopted such a policy?

PROBLEMS IN ESTABLISHING A UNIFORM SCREENING POLICY IN AUSTRALIA

Cervical cancer screening in Australia has tended increasingly to
the practice of annual screening, commencing at the age of first
sexual intercourse, no matter at how young an age this occurs. It
is noted that this policy was adopted in the absence of any studies
on the effect of variations in the screening interval and age
range.
scrutiny over the last three years by the Cervical Cancer Screening
Evaluation steering Committee (CCSESC) of the Australain Heal th
Ministers' Advisory Council (AHMAC). Now is the time for critical
appraisal of traditional screening practices and of the options for
improvement.

Cervical cancer screening in Australia has been under close

Hesitation in adopting less frequent screening and an older age for
commencement of screening appears to stem from four issues:

A perception that there has been a large increase in the
incidence and mortality of cervical cancer amongst younger
WOmen

1.

This has to some degree been accepted as common wisdom.
A report from South Australia on cervical cancer incidence
from 1977 to 1986 showed an 80% increase in women under 50
years and a 25% decrease in women over 50 years (25). Although
incidence rates had risen in women under 50 years, these rates
are only marginally above national rates. The increase in
incidence in South Australia appeared to be large as initial
rates were lower than average compared with other States.
In contrast, in New South Wales, over the ten years from 1973
to 1982 the incidence of invasive cervical cancer decreased by
an average of 1.3% per year. Age-specific incidence showed
this reduction in all age groups above 35 years.
change in incidence in women 15-34 years (24).
Similarly, in Queensland there has not been a statistically
significant increase in incidence in younger womenwhen
1950-64 and 1982-86 data are compared (23).
The number of cervical cancer cases and deaths in women under
30 years of age is only a small proportion of the total cases
and deaths (10% and 1% respectively). Where only small numbers
of cases of disease are observed, as for cervical cancer in
women under 30 years, calculated incidence rates are subject
to signi ficant random fluctuations and may not representactuai trends. This presents difficulty in interpretation of
small data collections at the state/Territory level, where

There was no



16
only a small change in numbers will cause a large change in
rates. Larger, national incidence data collections are only
available for 1982-1985. Over this short period there has been
a 2.8% increase in the age-standardised incidence rate. NO
consistent increasing trend is observable in women under 30
years(3).
Initial reports on age-specific cervical cancer mortality in
Australia from 1950 to 1980 showed an increased incidence in

women under 35 years, although overall mortality continued to
decline (55). However, a subsequent report covering the period
from 1950 to 1984 showed a decline in incidence in women under
35 years(56).

Suggestions of increasing cervical cancer incidence and
mortality among younger women are not substantiated when
national data areexamined.However, it is recognised that
only limited national data are currently available which
affects the carrying out of long-term epidemiological studies.
Concern that rapid onset cervical cancer, or a more aggressive
variant, is becoming morecommon
The increasing appearance of a rapidly progressing cervical
cancer has been proposed since the early days of cervical
cancer screening. There are little convincing data to support
this hypothesis. It is likely that some of these cancers may
be due to false negative Pap smear reports, rather than to
rapid growth rates (18). As discussed earlier, such a concern
about cervical cạncer in younger women has not been
substantiated in Australia. specialist clinics which see the
few cases that do occur treat a highly selected and small
group of women not representative of the general screened
population. In such clinics, therefore, the overall incidence
of these cases appears to be higher than it is.
Difficulty in ensuringwomen attend for re-screening at the

designated interval
In the absence of reminder or recall mechanisms, a
recommendation for a particular screening interval often
translates into a much. longer, or irregular, screeninginterval.
two or three years wil1 result in women attending for
screening only eve ry four to six years.
Australian women are currently under-screened, highlighting
the need for effective strategies for encouraging women to
participate in screening at the appropriate frequency. The

CCSESR examined this problem and made several recommendations
designed to ensure that the majority of Australian women are
screened regularly. This is discussed in another paper.

There is concern that recommending screening every
Large numbers of

Uncertainty about the accuracy of cervical cytology
There is some concern that the accuracy of cytology reporting
is sub-optimal .
under-calling of abnormal ities may result in recommendations
for more frequent screening.
laboratory quality assurance practices vary widely between
laboratories (1) . Therefore, these concerns may to an extent

Anxiety about false negative reports and
It is known that the cytology

2.

3.

4.
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be justified. However, a number of studies have found that
50% or more of false negative Pap smear reports were due to
inadequate smear taking rather than laboratory error (7,49-54).
The quality assurance of cervical cytology was also addressed
in the CCSESR. Several recommendationson quality assurance
were made.Commonweal th plans to take this further
are outlined in another paper.

PROPOSED AUSTRALIAN CERVICAL CANCER SCREENING POLICY

Based on the epidemiological evidence presented earlier, a routine
screening interval of three years can be confidently recommended in
the context of optimally organised screening arrangements with high
quality screening.
However, it isacknowledgedthat there are l imitations in
the present organisation of cervical cancer screening in
Australia which place constraints on what is currently achievable
in screening. High screening rates, recall and reminder mechanisms,
reliable cytology and adequate epidemiological data for monitoring
cervi cal cancer and screeningperformanceare all essential if
cervical cancer screening is to be optimally effective. If all
these preequisites were currently in place, a three year sCreening
interval would be optimal. These are essential features of a
national cervical cancer screening program. In the interim, while
improvements to these areas are beingmade, it is concluded that it
is prudent to adopt a shorter screening interval.

Cervical cancer screening should initially be carried out
at two yearly intervals as recommended by the CCESR

In view of the relationship of sexual intercourse to the risk of
cervical cancer, it is appropriate to tie thecommencementof
screening to the age of first coitus rather than to a fixed age.
The interval from first coitus tocommencementof screening should
be shorter than the precusOr period of the majority of serious
cervical abnormalities.

The available data on the age to commence screening as
recommended by the CCSESR, Suggests that cervical cytology
screening should routinely commence three years after
first sexual intercourse. Similarly there is a case that
screening should cease at age 70 years for women who have
been previously screened.

It is recognised that the effectiveness of this screening policy is
conditional upon the implementation of effective recruitment,
reminder and recall strategies, and on the monitoring of all
aspects of cervical cytology screening.



18

Therefore, the issues of recruitment of women to screening
and of quality assurance should be addressed
concurrently, and screening policy be
reviewed in 1993 when appropriate screening
systems are in place as recommended by the CCESR.

Commonwealth Departnent of Community Services and Health
January, 1991



APPENDIX 1.

EXAMPLES OF RECOMMENDED SCREENING INTERVALS IN AUSTRALIA

National Health and Medical Research Council of Australia
Two smears one year apart, then not more than 3 years
between screens.
Comnence within three years of sexual activity
beginning.
Stop at age 65 years if at least 2 previous smears and
no abnormal smears in the preceding 10 years.

Royal Australian College of Obstetricians and
Gynaecologists

Two smears 1 year apart, then 2 yearly.
If high risk (eg multiple sexual partners or previous
abnornality) annual screens for life.

Royal Australian College of General Practitioners
Two annual sne ars, then not less than 3 yearly.

New South Wales Health Departnent
Annually.

Annually until age 3S years, then 3 yearly.
Queensland Health Department

Australian Capital Territory Department of Community
Services and Health

Annually.
Australian Cancer Society

Annually until age 65 years.

New South Wales Cancer Council
Annually.

Anti-cancer. Council of Victoria
TWo yearly.

Family Planning Federation of Australia
victoria - two yearly from 18 years or commencement of
sexual intercourse
Tasmania - annually.Northern Territory - Annually £rom within 1 year of
commencing sexual intercourse to age 60.

1



EXAMPLES OF RECOMMENDED SCREENING INTERVALS OVERSEAS

United Kingdom
Department of Health and Social Security
Five yearly from 35-65 years, once between 22-30 years
in sexually active women, and early in each pregnancy.

Pathologists, General Practitioners, and Faculty of
Royal Colleges of Obstetricians and Gynaecologists,
Community Medicine
Three yearly between 20-64 years.

United states of America
American Cancer Society,
Annually for 2 screens, then at least every 3 years to
age 65 years.

National Cancer Institute,
American College of Obstetricians and Gynaecologists
The:

American Medical Association
Ame rican Academy of Family Practice
American Nurses Association
Ame rican Medical Women's Association

all endorse a policy similar to the following:
Three annual Pap smears from age 18 or commencement of
sexua1 activity. The reafter screens may be performed
less frequently at the physicians discretion.

Canada
The Wal ton Report to the Canadian Health Department - 2
annual screens, then 3 yearly to age 35 and 5 yearly to
age 60.

New Zealand
Two smears one year apart, then repeated at least every
3 vears. Commencing with first sexual intercourse and
ceasing at age 65 years.

Sweden
Four yearly for ages 30-49 years.

Two or 3 yearly for ages 25-70 years.Iceland

Around 3 yearly, 30-50 years.Denmark

Two to 3 yearly, 25-60 yearsNorway

FinlandFive yearly, 30-55 years

2
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ATTACHMENT 2

CERVICAL CANCER SCREENING TASKFORCE

STRATEGIES TO INCREASE THE PARTICI PATION OF WOMEN

IN CERVICAL CANCER SCREENING

INTRODUCTION

The report of£ the Cervical Cancer Screening Evaluation Steering
Committee(CCSESC) identifies deficiencies in the participation of
women in cervical cytology screening in Australia and the barriers
to ful1 participation in screening by women at risk. The report
makes recommendations concerning strategies to optimise the
participation rate in screening.
This paper summarises the findings of the CCSESCand outlines
a proposed national reponse to the report's recommendations on the
recruitment and recall of women to cervical cytology screening. It
also discusses the importance of educational and communication
strategies in increasing participation in screening. It is intended
that theCommonwealth's proposal will provide a framework for the
States and Territories to contribute the ir plans for initiatives in
this area.
The principal information sought from the States /Territories is an
outline of State proposals within their jurisdiction on the
organisation of recruitment and recall of women, togethe r with an
indicative budget.
AREAS FOR IMPLEMENTATION OF STRATEGIES TO INCREASE PARTICIPATION IN
CERVI CAL CYTOLOGY SCREENING

The effectiveness of cervical cytology screening programs on a
population basis is closely related to the proportion of eligible
women being regularly screened. Given the underscreening of some
population groups in Australia, strategies to increase participation
in cervical cytology screening need to be identified and
implemented .

The ccsESR presents extensive information on the pilot projects
funded by the evalution, which trialled a variety of new approaches
to the delivery of screening, and recruitment of women to screening.
The effectiveness of particular recruitment strategies, service
delivery models, and their perceived advantages and disadvantages
are discussed in the report.
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Strategies to increase participation in cervical cytology screening
need to be concentrated in three major areas:

the provision of services which are accessible and
acceptable to women in the target population
the impl ementation of appropriate educational and
promotional campaigns
the establishment of a population-based recruitment and
reminder system

The provision of services which are acceptable and accessible to
wOmen in the target population
The majority of Pap smear tests in Australia are taken by general
practitioners. This will almost certainly continue to be the case.

Approximately eighty percent
at least once a year and therefore general practitioners are well
placed to suggest the taking of a Pap smear during routine medical
consultations. Research shows that this approach is effective and
acceptable to the majority of women and practitioners.

ofwomen visit general practitioners

However, the potential of this method of encouraging participation
in screening is not being fully realised. Less than two thirds of
women at risk from cervical cancer are being screened at
sufficiently regular intervals.
The CCESC reported that there is a lack of choice of service
providers in some areas of Australia, most notably in isolated rural
areas, which is Creating a barrier to participation in cervical
cancer screening. Experience with pilot projects highlighted the
need for providing screening services which are acceptable to women
with special needs. For example, special screening clinics staffed
by female smear takers, usually specially trained nurses, attracted
higher proportions of under-screened and older women. The provision
of culturally appropriate services is also essential. A highly
personal approach was found to be important in a number of
Aboriginal communities. The higher rate of cervical abnormalities
and cancer in such groups of women warrants increased efforts to
improve their participation in screening.
TheCommonwealth is concerned to ensure the continuity of programs
currently operating in the States and Territories. State and
Territory responses to the issue of the provision of acceptable and
accessible services should include recommendations on the future of
existing programs
The provision of appropriate educational and promotional campaigns
Research fr om overseas indicates that women who have favourable
attitudes towards cervical cancer screening, who are accurately
informed about screening and who hold beliefs in the bene fits of
Screening, are more likely to attend cervical cancer screening.
This was confi rmed by pilot project surveys carried out in Australia
where a range of promotional and educational programs were
demonstrated to have significantly increased participation in
screening.
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The CCESR recommended that the introduction of an organised approach
to cervical cytology screening should be accompanied by appropriate
public education to inform women of the need for Pap smears, the
availability of services and the appropriate interval and age range

for sCreening.
Educational and promotional campaigns need to include specially
designed programs for specific groups of women as well as mass
media campaigns. One method of increasing community awareness and
knowledge is to use opportunities provided by community and women,s
groups, clubs or workplaces.
The CCESRrecommended that funding be provided for appropriately
targeted and designed educational and promoti onal campaigns. There
is a case for a coordinated educational and promotional strate gy to
define the most appropriate balance of national and more localised
campaigns.

The establishment of£ a population-based recruitment and reminder
Systen

TheCCESR Considers that the integration of general practice
screening with a more systematic invitation approach is required.
For example, the report suggests that general pracititioners could
be encouraged to establish reminder systems designed around the
recommended screening interval, with a back-up State/Territory
reminder system acting as a safety net by inviting women who have
not been screened one year after the interval has expired.

TheCCESR identified invitations using population based registers as
potentially an important and efficient method of increasing
screening cove rage and found that there was strong support among

women and medical practitioners for the use of pesonalised letters
to invite women to screening. Available databases which provide
names, ages and addresses include electoral lists and Medicare
records.
TheCommonwealth is seeking advice from the Heal th Insurance
Commission and the Privacy Commissioner on the feasibility and
privacy aspects of using national reminder systems to support local
recruitment and reminde r services such as those run by some general
practitioners. While reminder services to women already screened are

able to obtain the consent of women when they are screened,
invitations to women previously unscreened raise unresolved issues.

There may also be implications for tate/Territory legislation.
The CCESCR recommended that funds should be made available for a
reminder system for all womenwho are overdue for their next test
and who have not responded to other reminder strategies. A reliable,
comprehensive record of women's screening histories is a necessary
requirement for such a system. One possible approach as recommended
by the CCESR is that this should be one of the functions of cervical
cytology registries which should be established by State and
Territories.
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SUMMARY

Screening services will still largely be provided by general
practitioners, but special services need to be designed for groups

of currently underscreened women such as isolated rural women,
traditional Aboriginal women and women from a non- English spe aking

background to whom the services currently available are either
inaccessible or culturally inappropriate.
Funding is necessary for an effective recruitment and reminder
service which ensures optimal participation in cervical cytology
screening. The feasibility of the use of population-based registers
for recruitment must be addressed. The views of the States and
Territories are sought on the likely effectiveness and costs of
cervical cytology registries to provide a fail-safe reminder system
for women who are overdue for their next Pap smear. Strategies are
also necessary for ongoing educational and promotional campaigns
which should include a range of programs both nationally and
community
based.

Commonwealth Department of Community Services and Heal th
January, 1991



ATTACHMENT 3

CERVICAL CANCER SCREENING

QUALITY ASSURANCE IN CERVICAL CYTOLOGY

Maintenance of high standards of cervical cytol ogy are the very
foundation of an adequate cervical cancer screening program,
The level of confidence placed in the service by women being
screened and the practiti oners advising them are critically
affected by those standards.
an unnecessarily high freguency of Pap tests, partly due to

Some women are undergoing

doubts as to the reliability of the tests taken.

The CCESR stresses the dependence of critical steps in the
SCreening pathway on a range of quality assurance measures,
including:

smear taking, involving regular feedback from cytology
laboratories on the quality of smears taken;

smear reporting, involving external and internal quality
assurance procedures;
notification of results; and
reporting of abnormalities and services for managing women
with abnormalities .

The CCESR that much further investigation of these very complex
issues is required , in consultation with the relevant
professional groups. In particular, cytology laboratory quality
assurance is of central importance.
The diverse range of funding methods currently used to reimburse
the variety of cytology services in Australia complicates
cost-effectiveness analyses of services provided.
It is also abundantly clear that these investigations cannot be
achieved within the current reporting timescale.
The option preferred by theCommonwea lth is to commission further
resear ch on cervical cytology laboratory quality assurance under
the direction of a steering group comprising representatives from
appropriate professional bodies, together with recognised experts
in the field.
Terms of refe rence for the further investigations proposed and
composition of the steering group are attached.

Commonwealth Department of Community Services and Health
January 1991



CERVICAL CANCER SCREENING EVALUATION REPORT
CONSULTANCY ON QUALITY ASSURANCE ISSUES

OBJECTIVE

In response to the findings and recommendat ions o£ the
Cervical Cancer Screening Evaluation Report, the
consultant will examinethe need for and identify
strategies for establishing appropriate measures for
quality assurance in cervical cytology smear reporting,
including its relationship to the adequacy of smears
taken and the follow-up of abnormalities. The consultant
will work under the directions of a steering group and
report to that group as directed.
The strategy will include plans for reviewing the effect
of existing funding arrangements for cervical cytology
services, including provision ofrecommended quality
assurance, training and co-ordination mechanisms.
Operational and outcome targets for cytology
laboratories will be identified, together with
associated data collection and monitoring systems .

The consultant will be funded by the Commonwealth but
acceptable to all members of the consultancy steering
group .

The consultant will establish appropriate working
arrangements with member organisations, to ensure
preservation of confidentiality.

PROPOSED COMPOSITION OF STEERING GROUP

Chair:
Members:

- to be nominated by the Commonwealth

- Royal College of Pathologists of
Australia (RCPA)
National Association of Training
Authorities (NATA) - Medical Testing
Registration Committee
National Pathology Accreditation
Advisory Council (NPAAC)

- Australian Society of Cytology (ASC)
- Royal Australian College of General

Practitioners (RACGP)
Royal Australian College of
Obstetricians and Gynaecologists

- Family Planning Federation (FPF)
- Dept. Community Services and Health
- nominee of the Minister for Community

Services and Health
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DRAFT TERMS OF REFERENCE

In conjunction with the RCPA and NPAAC, review the
current cytology quality assurance program and assess
its strengths andweaknesses.
In conjunction with.NATA, examine the current cervical
cytology laboratory inspection process.
current standards and estimate confidence limits.

Obtain data on

Identify appropriate and achievable standards of
cervical cytology, including minimum levels of
specificity and sensitivity.
Develop a national strategy for achieving compliance
with those standards. The strategy should address:

the accreditation system;
standards of professional qualifications, training
and experience for smeartesting;
criteria for provision of comprehensive, timely and
efficient service to practitione rs;
measures to improve and monitor day to day testing
and reporting:
provision of data to support regional and nati onal
monitoring systems, including research programs, on
issues such as participation rates, adequacy and
accuracy of tests and incidence of abnormalities;
feedback to sme artakers and mechanisms to keep them
informed of developments in smeartaking and cervical
cytology;
reporting standards for abnormalities;
co-ordination with general practitioners,
recruitment and reca1l services, registries (where
operating) and the individuals; and
fail-sa fe systems to ensure foll ow-up of abnormal
SmearS.

Commonwealth Department of Community Services and Heal th
January 1991

-



ATTACHMENT 4

CERVICAL CANCER SCREENING

MANAGEMENT OF ABNORMALITIES

The report notes that up to 15% of women screened are found to
have abnormalities. Approximately half of these result in
treatment of infections or repeat smears.
of tests report de finite evidence of CIN or invasive cancer.

Less than two percent

Nearly 50% of current expenditure on cervical cancer screening is
accounted for by investigation of women who receive abnormal Pap
ears.

The proportion of womenwho are currently investigated far
exceeds the proportion of women who would develop cervical cancer
if no treatment were given. The anxiety engendered in these women
is also a significant cost of screening.

Lack of Australian data, the lack of follow-up and monitoring
systems to ensure treatment is effective hinder improved
management of this aspect of the screening pathway.
Nevertheless, it seems that variations in themanagement
recommendations of the laboratories, variation in the guidelines
produced by professional societies and those used by individual
colposcopists may also be factors in current levels of
investigation.
The report recommends examination of currently available data and
a program of discussion, research and data dissemination be
undertaken by the relevant professional societies and colleges.
This issue has been referred to the Health Care Committee of the
NH&MRC, together with a number of issues associated with the
screening policy.
An early indication of the views of the Committee has been sought
for inclusion in theCommonwea lth's initial response to Health
Ministers in March 1991.

Comnonwealth Departnent of Community services and Health
January 1991



ATTACHMENT 5

CERVICAL CANCER SCREENING

ORGANISATION AND FUNDING OF CERVICAL CANCER SCREENING SERVICES

ORGANISED VERSUS OPPORTUNISTIC APPROACH TO CERVICAL CANCER SCREENING

The Cervical Cancer Screening Evaluation Report notes that the
greatest impact on cervical cancer has been achieved in countries or
regions which have had organised screening programs. Recommendations
of the World Health Organisation and the International Agency for
Research on Cancer on cervical cancer screening have identified the
requirements for an effective program. Such a program needs
attention to all aspects of the screening pathway, which
comprises:
• screening of the target population at regular intervals;

provision of accessible and acceptable services for taking Pap
SmearS;
provision of high-quality services for reporting smears;
ensuring follow-up of women with abnormal smears; and
a system for the monitoring and evaluation of the whole
sCreening program.

Existing services, characterised in the report as 'opportunistic
are primarily provided through general practitione rs, supported to
some extent by special services aimed at attracting unscreened, or
underscreened women for whom there are a number of recognised
barriers to participation.
Options identified in the report for improving services include:

restricting delivery of cervical cancer screening services to•

defined centres, supported bymanagement of abnormalities in
specialised assessment centres and block grant funding of
services for taking and reporting Pap smears;

retaining current arrangements through general practitioners and
the current mix of private and public laboratories; or

augmenting existing screening services with an organised
approach.

The recommendations of the report favour the third option and seek
to identi fy the minimum modifications to the current system
essential to an effective and efficient organised program.
elements are discussed individually in the following sections.

These

.

.
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In developing a national screening program, it will be necessary to
reach a consensus on those elements.

COMMONWEALTH AND STATE ROLES

Discussion of the respective roles of the Commonwealth and
States/Territories needs to consider :

screening policy development, co-ordination and monitoring; and
responsibilities for service delivery.

Development of an appropriate screening policy in the light of
current epidemiological, behavioural and economic research, is a
matter primarily for health authorities, in consultation with
professional and consumer groups, co-ordinated through the National
Health And Medical Research Council and the AHMAC sub-Committee on
Women and Health.
establishing a Nati onal Cervical Cancer Screening Advisory Committee
for the present.

TheCommonwealth does not propose to proceed with

Subject to any consequences flowing from the current broader
examination of Commonwealth and State/Te rritory roles in health , no
changes are proposed to the existing distribution of
responsibilities, pending availability of the findings of the

proposed consultancy on quality assurance aspects.
this meansenhancement of existing roles, rather thanredistribution.
may be enhanced, as may theCommonwealth role in quality assurance
matters.

In practice,
Thus, State roles in recruitment and recall systems

THE TARGET POPULATION

The draft screening policy recommends a population based approach
for women at risk. Within the target population, high priority
groups are to be identi fied according to risk, risk being measured
by higher incidence of the disease or levels of screening uptake.
The report identi fies a number of groups in a high risk category,
including Aboriginal and elderly women.
Development of State or Territory plans would include analyses of
demographic data to identify numbers and distri bution of the target
population, with special reference to high risk groups.
Comprehensive screening strategies would be developed in the light
of the studies, and would incorporate a notional tỉmescale for
achieving set targets.


