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. Program Evaluation

s Organized programs should build and use a database.

= ()rgunizcd programs should monitor and measure program p(‘r'f'()rnmncv and
outcomes.

w Organized programs should evaluate client satistaction.

In order to achicve reductions in breast cancer mortality and morbidity and to minimize
the unwanted effects of serecuing. the delivery of organized sereening must be of high
quality. The Evaluation Indicators Working Group of the Nutional Committee {or the
Canadian Breast Cancer Scereening Initiative (CBCS selected 11 performance measures
and targets according to their utility for assessing program progress toward these goalsh.
These measures were developed on the basis of recognized population screening
principles, evidence from randomized controlled triads, demonstration projects, and
vhservational studies fsee Table 21

The target population for evaluation is the same as the national target population for
organized sercening. This population is defined as asvinptomatic women between the ages

ot 50 and 69 years with po prior diagnosis of breast cancer.

The serceening programs should also monitor the extent to which the services wre
pereeived as aceeptable aud appropriate to the necds of the eligible popudation?. Regular
survevs should bhe conducted in order to assess satistaction with information, waiting time,
the phvsical environment, pain and discomfort, and interactions with stalt2 5 The vesults of
client survevs and client comments will he used to improve service provision. Satisfied
clients are more likely to return for resereening and to provide positive connents to
others.
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Table 2

Breast Screening Program Performance Measures

(February 2002)

Indicator

Definition

Target* (age 50-69)

1. Participation Rate

Percentage of women who have a screening
mammogram {calculated biennially) as a
proportion of the eligible population

2 70% of the eligible
population

2. Retention Rate

The estimated percentage of women who
are rescreened within 30 months of their
previous screen

2 75% rescreenad within 30
months

3. Abnormal Call Rate
(%)

Percentage of women screened who are
referred for further testing because of
abnormalities found with a program screen

< 10% (initial screen)
< 5% (rescreens)

4. Invasive Cancer
Detection Rate

Number of women detected with invasive
cancer during a screening episode per 1,000
women screened

> 5 per 1,000 on initial screen
> 3 per 1,000 on rescreens

5. In Situ Cancer
Detection Rate

Number of women detected with ductal
carcinoma in situ cancer (rather than
invasive cancer) during a screening episode
per 1,000 women screened

Surveillance and monitoring
purposes only

6. Diagnostic Interval

Total duration from abnormal screen to
resolution of abnormal screen

> 90% within 5 weeks if no
open biopsy

2 90% within 7 weeks if open
hiopsy

7. Positive Predictive
Value

Proportion of abnormal cases with
completed follow-up found to have breast
cancer (invasive or in situ) after diagnostic
workup.

= 5% (initial screen)
> 6% (rescreen)

8. Benign to Malignant
Open Biopsy Ratio

Amang open biopsies, the ratio of number of
benign cases to the number of malignant
cancer cases

< 2:1 open (initial and
rescreen combined)

9. Invasive Cancer
Tumour Size

Percentage of invasive cancers with tumour
size of £ 10 mm in greatest diameter as
determined by the best available evidence:
1) pathological, 2) radiological, 3) clinical

>25% <10 mm

10. Positive Lymph Nodes
in Cases of invasive

Cancer

Proportion of invasive cancers in which the
cancer has invaded the lymph nodes

< 30% node positive

11. Post-screen Detected
Invasive Cancer Rate

Number of women with a diagnosis of
invasive breast cancer after a negative
screening episode per 10,000 person-years
at risk, within 12 AND 24 months of the
screen date.

< 6 per 10,000 person-years
(within 12 months)

< 12 per 10,000 person-years
(within 24 months)

* Canadian targets obtained by consensus and bused on evidence supported by literature
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These two tables compare actual
achievement in 2002/3 with the
minimwim quality standards for ¢
programme.

The standards were revised in

2000 and were based on screening

only women aged 50 to 64. In
view of the expanded programn
figures are also given for women
aged 65 o 69 although the data
for these women in table 3 should
be treated with caation as so few
are included.

By and large the minimum
standards are met or exceeded.
The obvinus ¢ on is the in
situ cancer rate tductal carcinoma
in situ raten Since the tasget was
sel, new diagnostic techniques,
particatarly the use of core hiopsy,
have ed to a remendous increase
in the number of cancers
diagnoscd without the woman
needing an operation. This can be
seen in the very high non-
operative diagnosis tates retlected
here. This has ted to an increase in
the detection of small invasive
cancers and also of in site chisease.

These standards are neny being
ed to reflect the older age
group being screened

Acceptance rate at first invitation

Tuble 3: Screening quality — first screen follozemng first invitation

Recall rate

Benign hiapsies per 1,000 woméh screenerd

= y
In situ rate per 1,000 women screened

¥

Invasive cancer rate per 1 600 womealscreened

30
Invasive cancers less fan 15mm

per 1,000 women scl

Table 4:

Acteptance rate af mvitation
fotlowing previous attenclance

* includes first attendance but not first invitation

Screening quality — subsequent screen

Recalt rate

Benign biopsies pur 1,000 womien screened

In situ cancer rate per 1,400 women screened

Iiwvasive concers fess than
15mm per 1,000 women screened

Invasive cancer rate per 1,000 wor recned

Nuon operative diagnosis Rig for cancers

Standardised detection rafio &

Total number of wamen screened

¥
o -

Tible 3: Screening outcomes

Number vl
women screchied

% secalled for
assessment

Bergn biopsies
per 1,000 women

Overall cancer rates
per 1,000 women

I sif cancer tate;
per 1,000 women,

Invasive cancer '+ °
per 1,000 women ,;v

Invasive cancer <15mm
per 1,000 women

ihis table portiavs the vanous onicomes or women whao have entered the programmae in
Jitterent wavs, Results are shown nor the 50 (0 vd and the 63 to 69 que gronps sopraich
Caution should be emploved about the data presented jor the older women attending o
ther Tirst scieen because of the small nunibers i this categon, The carle vecalt o i
alsarsmall, bot has aoven high nisk of canco

the 6% 0 6y vear old women who selt reler have o vene sindan profre oo nmen mviiced
sor suibseyuent screens i this age wroup, This suggests that they are womien without
wimploms whee are relerting themselves aince they have not vel heenimvited as pat of
pragramme expansion, Inthe 30 10 b4 age woup, howeven thore are muacds highor fovels o
svasive cancer in the swomen whao sels reter than oy the v ed women. This sucpests that
these women, having not atended when invited, mav reton themselues o scpeening when
they suspoect o problem,

Table 6: Screenmyg numbers — women 63 and over

These data show the macase in

aurmen b5 and over who have beeo
: ) 2002/03
sorcened over the fast e vears
There were steady increases over the
tirst 1our vears white the pilot o

“creenmy older women was 2001/02

N Opetalton

/ 65-69
g e Vs o
2’?@’1&2,@& 70+

This year there bas been g 2000/01

remendous incredse. particulary

Amongstwamaen 63 to 64, There is ne ""\,‘ P
upper age o e sareening, so the ¥
70 or over categeny will indlude not 1999/00

onby some Thvear olds who how
een inviled ai the siart of the
sponston. but older women whe

1998/99 &

have reguesicd soeening





