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MESSAGE FROM THE SENIOR MEDICAL OFFICER OF
HEALTH

| am pleased to present the first report on Organized Cancer Screening in Alberta providing an overview
of the three population-based cancer screening programs coordinated by Alberta Health Services
(AHS). AHS is committed to providing a patient-focused, quality healthcare system that is accessible
and sustainable for all Albertans. In Alberta, cancer remains the leading cause of mortality and imposes
a heavy physical and emotional burden on individuals, families, and communities. The magnitude of
cancer in Alberta also impacts the healthcare system as a whole. Alberta’s comprehensive cancer plan,
entitled Changing Our Future: Alberta’s Cancer Plan to 2030, provides the blueprint for Alberta’s action
on cancer over the next decade and beyond. Screening and early detection are a core strategy within
the plan and are an important part of Alberta’s cancer control system.

Screening Programs, a department within AHS, leads three population-based cancer screening
programs in Alberta. These programs include the Alberta Breast Cancer Screening Program (ABCSP),
the Alberta Cervical Cancer Screening Program (ACCSP), and the Alberta Colorectal Cancer Screening
Program (ACRCSP). In collaboration with multidisciplinary healthcare providers, AHS Screening
Programs works to strengthen cancer screening infrastructure and capacity across the province thereby
increasing screening participation and reducing the burden of breast, cervical and colorectal cancers.

The three population-based cancer screening programs have distinct histories and are at varying levels
of maturity. This report details milestones, successes, and areas of focus for future development and
improvement.

| look forward to receiving feedback and comments regarding this first report. It will be very helpful in
shaping future reports and strengthening collaboration on cancer screening priorities in Alberta.

Dr. Gerry Predy

Senior Medical Officer of Health

Senior Medical Director

Population, Public and Aboriginal Health



EXECUTIVE SUMMARY

Cancer is a significant cause of morbidity and mortality in Alberta. As part of a comprehensive cancer
control system, screening plays an important role in reducing cancer burden. Screening provides an
opportunity to detect cancers early when treatment options may be less invasive and more likely to be
successful, often improving quality of life and survival. In some cases, screening combined with effective
treatment can prevent pre-cancerous cells from developing into cancer.

Evidence indicates that population-based screening programs can significantly reduce the burden of
cancer. Screening Programs, a department of Alberta Health Services (AHS), leads three population-
based screening programs: the Alberta Breast Cancer Screening Program (ABCSP), the Alberta
Cervical Cancer Screening Program (ACCSP) and the Alberta Colorectal Cancer Screening Program
(ACRCSP). AHS Screening Programs coordinates program operation and delivery in collaboration with
multiple partners across the province. These programs are guided by a quality management framework
(QMF), which provides a coordinated and consistent approach to screening business functions to
optimize screening program delivery.

Burden of cancers

Generally, incidence rates for breast, cervical and colorectal cancers in Alberta have been stable or have
declined in recent years. Similarly, mortality rates in the province have also declined over time for these
cancers. Further, survival from breast and colorectal cancers has improved in the province.

The Alberta Breast Cancer Screening Program (ABCSP)

The ABCSP was established in 2004; however, breast cancer screening in Alberta began with Screen
Test in 1990. The ABCSP recommends that average-risk women aged 50-74 be screened every two

years with mammography. During 2012-2013, screening participation for women aged 50-69 ranged
from 48.9% to 64.4% while the provincial screening participation rate was 58.0%. In regards to wait-

time, 93.3% of patients aged 50-69 with an abnormal screen result not requiring a tissue biopsy were
able to obtain a definitive diagnosis within the target of five weeks in 2012,

The Alberta Cervical Cancer Screening Program (ACCSP)

The ACCSP was introduced in 2000. The program recommends that average-risk women aged 21-69
be screened every three years with the Pap test. The program’s screening participation rate during
2011-2013 was 64.2%.

The Alberta Colorectal Cancer Screening Program (ACRCSP)

Established in 2007, the ACRCSP is the youngest of the three programs. The program recommends
that average-risk men and women aged 50-74 have colorectal cancer screening (using the Fecal
Immunochemical Test) every 1-2 years. During 2008-2012 the utilization rate of fecal testing increased.
The overall provincial uptake of fecal testing was 30% during 2012-2014.

AHS is dedicated to ensuring Albertans continue to benefit from organized screening programs with the
goal of reducing cancer burden in Alberta.



INTRODUCTION

The burden of cancer is significant. In addition to morbidity and mortality, cancer causes physical,
emotional, and financial strain that can impact individuals, their family and friends, and the healthcare
system as a whole. Cancer burden is largely attributed to the aging and growing populationt*2. Lifestyle
risk factors, including smoking and physical inactivity, could also contribute to cancer burden3. A
comprehensive cancer control system is integral in reducing the burden of the disease. Comprehensive
cancer control is an integrated approach focused on risk reduction, early detection, better treatment,
enhanced survival and providing psychosocial support. Screening is defined as the use of tests that
can be applied rapidly across defined target groups to identify unrecognized disease or precursors

to potential disease*®. Screening plays a principal role in cancer control systems as it enables early
detection and permits timely intervention.

Given that Alberta faces an aging population and population growth, projections indicate that there
will be an increased number of cancer cases in the coming years. Organized cancer screening
programs play a vital role within a comprehensive cancer controls system to reduce cancer burden.
Early detection of cancer through screening offers many benefits to those at risk of developing cancer
including the opportunity to receive timely treatment and to increase the likelihood of treatment
success®. Evidence shows that screening programs for breast, cervical and colorectal cancers can be
successful in reducing morbidity and mortality®®. Organized screening programs can be an effective
strategy to encourage population-wide participation, which is essential to maximize the benefits of
screening.

Screening Programs, a department of Alberta Health Services (AHS), currently provides leadership for
three organized population-based cancer screening programs in Alberta. These programs include the
Alberta Breast Cancer Screening Program (ABCSP), the Alberta Cervical Cancer Screening Program
(ACCSP), and the Alberta Colorectal Cancer Screening Program (ACRCSP). The ABCSP, the ACCSP,
and the ACRCSP are evidence-based organized programs that conduct screening of average-

risk individuals in Alberta. AHS Screening Programs coordinates program operation and delivery in
collaboration with multiple partners across the province.

The purpose of this report is to provide an overview of each of the aforementioned organized cancer
screening programs, of which each are at various stages of maturity. Divided into four main sections,
this report provides an overview of the basic functions and activities (see Cancer Screening Programs in
Alberta Health Services) and discusses the burden of breast, cervical and colorectal cancers in Alberta,
highlighting the evolution, performance, and future directions of each.

This report is a preliminary step towards comprehensive program reporting for AHS’s cancer screening
programs.
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CANCER SCREENING PROGRAMS IN
ALBERTA HEALTH SERVICES

The overarching goal of AHS Screening Programs is to prevent and detect cancer or conditions early
to improve treatment outcomes. AHS Screening Programs uses an evidence-based, systematic
strategy to maximize its reach to individuals in defined target populations. In addition, cancer screening
programs uses the most effective technology to facilitate efficient program delivery. Consistent with
organized population-based screening®, the core functions of AHS Screening Programs are to

| identify Albertans eligible to participate

W generate written correspondence to eligible Albertans including invitations, results, follow-up
reminders, and screening reminders to maximize participation and retention

m promote the three organized cancer screening programs in Alberta

B provide education to support participants, professionals and community stakeholders
| assist in follow up of Albertans requiring further medical intervention as recommended
B provide quality improvement and quality assurance

B conduct program evaluations and reporting

The core functions of AHS Screening Programs are achieved through a series of organized and
integrated processes along a defined screening pathway which consists of four key elements:
recruitment, screening test, follow-up test, and diagnosis. The three cancer screening programs in AHS
are guided by a common provincial program framework (Figure 1).

Figure 1 | The Alberta Organized Screening Program Framework
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As part of its core functions, AHS Screening Programs continuously strives to ensure Albertans have
access to cancer screening information and services through a variety of mechanisms. The program
website, screeningforiife.ca, serves as a unified, online platform for screening information for both
clients and healthcare providers. This website provides an interactive environment through which facts
about breast, cervical and colorectal cancers are provided, the importance of screening demonstrated,
and informed decision making about screening facilitated. By entering their age and sex, Albertans
can also determine their general screening recommendations. Additionally, service locations for

Pap tests and mammography are presented on the website via an interactive map. For healthcare
professionals, the website facilitates access to a number of resources including clinical guidelines and
health promotion research. The resources are intended to aid healthcare professionals in engaging their
patients in cancer screening.

Program clients, healthcare providers, and the general public can also contact a dedicated toll free
phone line (7-866-727-3926) for information about cancer screening in Alberta. Additionally, AHS
Screening Programs further engages Albertans through direct marketing campaigns that raise
awareness of cancer screening and promote discussion between individuals and their healthcare
providers.

A core function of organized cancer screening programs that is integral for program success is client
participation and retention. AHS Screening Programs continually strives to enroll and engage its target
populations across the entire screening pathway from recruitment to diagnosis. As part of this effort,
AHS Screening Programs is exploring the integration of screening service delivery as a way to increase
access for rural and remote communities. The Enhanced Access to Cancer Screening (EACS) initiative
is developing a framework that will provide direction in these communities to integrate breast, cervical,
and colorectal cancer screening services in a sustainable manner. This initiative brings together federal,
provincial, zone, and community partners and is funded by the Public Health Agency of Canada
(PHAC).

Quality management

Quality assurance mechanisms are embedded throughout the organized screening program pathway to
maximize screening benefits and minimize potential risks. Further, the screening pathway, its processes,
and program activities are part of a quality management framework (QMF) used to understand the
overall system and coordination of the work that is undertaken.

Figure 2 presents the QMF and details the function of each component. The framework provides a
coordinated and consistent approach to screening business functions within each program to optimize
screening program delivery.



Figure 2 | Alberta Health Services Screening Programs Quality Management Framework
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Screening programs performance

Within the QMF, performance management, quality improvement and evaluation contribute to the
continuous development of each program. Performance measurement in AHS Screening Programs
focuses on key elements of the screening pathway. Generally, selection of program performance
indicators for each of the three cancer screening programs is guided by quality determinants of
organized screening programs. These are identified at the national level and also reflect program
specific characteristics. Program indicators that measure the performance of the key elements of the
Alberta screening pathway (Figure 1) may include:

B Recruitment
m Participation
m Retention

B Screening test
m Specimen adequacy
m Positivity rate

B Follow-up test
m Time to follow-up test

m Diagnosis
= Wait-time to definitive diagnosis

The development of performance measures and the ability to report on them varies by the stage of
maturity of each program. Program specific indicators for Alberta’s breast, cervical, and colorectal
cancer screening programs are discussed in the individual program sections.

Incidence and mortality are indicators that are monitored nationally and provincially for breast, cervical
and colorectal cancers. AHS Screening Programs is not solely responsible for these indicators as they
are impacted by a variety of factors including prevention, screening, diagnosis, and treatment. In this
report, incidence, mortality, and survival are discussed in the individual program sections to create a
profile of breast, cervical and colorectal cancer burden in Alberta.
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BREAST CANCER SCREENING IN ALBERTA

Burden of breast cancer

Incidence

Breast cancer is the most common cancer among women in Canada?. In Alberta, approximately 1 in 8
women will develop invasive breast cancer within their lifetimet",

In 2012, there were 2333 new cases of breast cancer diagnosed among women in Alberta (Figure 3).
On average, six Albertan women a day were diagnosed with breast cancer. Since 1992, the
age-standardized incidence rates (ASIRs) in Alberta have been stable and the provincial rates have
generally been higher than ASIRs in Canada. It is estimated that in 2017 approximately 2631 cases of
breast cancer will be diagnosed.

Figure 3 | Actual and projected number of new cases and age-standardized incidence rates
(ASIRs)*T for breast cancer, females, Alberta, 1992-2017
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Mortality

In 2012, there were 385 deaths directly attributable to breast cancer in Alberta (Figure 4); on average,
one woman a day died from breast cancer. The age-standardized mortality rate (ASMR)' has declined
in Alberta from 1992 to 2012 and a comparable trend occurred nationally over the same period. Since
2002, Alberta has had a lower ASMR compared to Canada. In 2017, it is estimated that there will be
approximately 406 deaths from breast cancer in Alberta.

Figure 4 | Actual and projected number of deaths and age-standardized mortality rates
(ASMRs)*T for breast cancer, females, Alberta, 1992-2017
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Geographic variation

During 2002-2011, ASIRs (Figure 5) and ASMRs (Figure 6) for breast cancer varied across the province.
In 2011, the ASIRs ranged from approximately 96 to 118 per 100,000 across the five AHS zones.

The provincial rate in 2011 was approximately 108 per 100,000. The ASMRs in 2011 ranged from
approximately 15 to 22 per 100,000 across the AHS zones while the provincial rate was approximately
18 per 100,000. Observed variation may be due to many factors including exposure to risk factors,
participation in cancer screening, and access to treatment('. According to the 2012 Report on Cancer
Statistics in Alberta' the variation of breast cancer ASIRs and ASMRs across the AHS zones are not
statistically significant.
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Figure 5 | Age-standardized incidence rates (ASIRs)*' for breast cancer, females, by AHS zone,
Alberta, 2002-2012
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Figure 6 | Age-standardized mortality rates (ASMRs)** for breast cancer, females, by AHS zone,
Alberta, 2002-2012
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Breast cancer survival

Cancer survival ratios indicate the proportion of people who will be alive at a given time after they
have been diagnosed. Relative survival ratios' provide a general expectation of survival across the
province!'. However, individual survival depends on a number of factors including gender, stage

of cancer at diagnosis, aggressiveness of the tumor, availability and quality of screening, as well as
diagnostic and treatment services!'".

Figure 7 shows the one, three and five year relative survival ratios for women with breast cancer in
Alberta at four time intervals spanning 1992-2012. The one-year relative survival ratio for women in
Alberta has been consistent since 1992 while the three and five year ratios have steadily increased.

The five-year relative survival ratio for women in Alberta diagnosed with breast cancer during 2010-
2012 was 90%.

Figure 7 | Age-standardized one, three and five-year relative survival ratios for breast cancer,
females, Alberta 1992-1994#, 1998-2000*, 2004-2006* and 2010-2012*
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Factors associated with breast cancer

Age and gender are two of the most important risk factors for breast cancer and are used to establish
target populations in organized screening. In Canada, 82% of breast cancers occur in women 50 years
and older®. However, there are many other factors associated with breast cancer including family
history of the disease, genetics, past medical history, dense breast tissue, as well as lifestyle behaviours
(e.g., smoking and physical inactivity)?. The prevalence of risk factors in a population largely
contributes to cancer burden; early detection through organized screening combined with effective
treatment can reduce mortality among individuals who may be at risk for developing the disease!"®4,

Evidence for organized breast cancer screening programs

Organized breast cancer screening programs encourage asymptomatic women to screen for breast
tumours and ensure women with abnormal screening results navigate through the screening pathway
in a timely manner. Substantial evidence has shown that breast cancer screening programs can reduce
deaths(1319),

Mammography continues to be the recommended method for breast cancer screening!'®. According to
an international systematic review conducted by the Canadian Task Force on Preventative Healthcare(®
regular screening reduces the relative risk of dying from breast cancer by

m 15% in women aged 40-49
H 21% in women aged 50-69
W 32% in women aged 70-74
Organized breast screening is effective because early detection of breast cancer through regular

screening contributes to better chances of successful treatment, more treatment options and ultimately
better survival rates.

Benefits and risks of breast cancer screening

Screening for breast cancer through mammography has contributed to a decline in breast cancer
mortality rates®. However, as with many medical tests there are risks associated with this screening
modality.

False-positive and false-negative test results are two risks of breast cancer screening. False-positives
may result in women undergoing unnecessary follow-up tests, which may cause increased anxiety and
stress, and may lead to over-diagnosis. Conversely, false-negatives may delay diagnosis and treatment
initiation which could potentially reduce treatment options and survival. However, current evidence
suggests the benefits outweigh the risks associated with breast cancer screening.

17



Screening recommendations

The current ABCSP screening recommendations are based on the most recent Toward Optimized

Practice (TOP) breast cancer screening clinical practice guideline””. Breast cancer screening
recommendations in Alberta for average-risk women are!'”

| 40-49 years: Routine screening is not recommended, but a woman'’s preference is con
choosing to be screened, the optimal interval is considered to be one year. A physician
required for the first screening for a woman in this age category.

B 50-74 years: Screening is recommended at two year intervals. No referral is required.

sidered. If
referral is

W 75 years or older: Consider individual health factors and woman'’s preference to continue

screening. If choosing to be screened, the recommended interval is every two years.

The Alberta Breast Cancer Screening Program

Population-based breast cancer screening in Alberta originated with Screen Test in 1990 by offering
mobile mammography services, and later invitation letters, to women across the province. Screen Test

joined the ABCSP in 2004 along with the Alberta Society of Radiologists (ASR), representing

community

mammaography clinics throughout the province to create a comprehensive breast screening program for
Albertans. One of the goals of the ABCSP is to have 70% of the target population screened every two
years. Since its establishment 11 years ago, the ABCSP has achieved many milestones as illustrated in

Figure 8.
Figure 8 | The Alberta Breast Cancer Screening Program Milestones
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Program performance

Program performance is focused on measuring key elements of the screening pathway (Figure 1). The
performance indicators reported for the ABCSP in this report are screening participation and wait-time.

A high level of participation in breast cancer screening is necessary to reduce mortality®. Screening
participation reflects the utilization of mammography by the intended target population. The Alberta
target for breast cancer screening participation is 70%.

Wait-time is also an important indicator of performance. Timely follow-up after screening services
demonstrates the efficiency and capacity of the screening pathway. As such, both participation and
wait-time are reported as key determinants of program performance. The Appendix provides a detailed
methodology of these indicators.

Screening participation

The breast cancer screening participation rate is the percentage of eligible women who have not had
breast cancer and who received at least one screening mammogram within a twenty-four month
calendar period. In 2014, the ABCSP extended the target age range to include women aged 70-

74 to reflect changes to the TOP clinical practice guideline. To allow for pan-Canadian comparison,
Figure 9 shows the participation rate for women aged 50-69 during 2012-2013. The participation rate
across AHS zones for women aged 50-69 ranged from 48.9% to 64.4% while the provincial screening
participation rate was 58.0%. During 2009-2011, the national programmatic participation rate for breast
cancer screening was 49.3%". The ABCSP is committed to achieving the provincial participation target
and will continue to collaborate with AHS zone leaders, healthcare providers, and stakeholders to
increase participation rate.

Figure 9 | The percentage of Albertan women, aged 50-69, who received a screening
mammogram within a 24 month calendar period, by AHS zone, 2012-2013
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' Most recent data available. Programmatic participation rate in Canada (excludes Nunavut and Yukon), 30 months,
2009-2011, women aged 50-69, reported by Canadian Partnership Against Cancer, 2015 in Cancer screening in
Canada: An overview of screening participation for breast, cervical and colorectal cancer
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Wait-time

The wait-time indicator refers to the number of weeks it takes for a woman with an abnormal breast
cancer screening result to obtain a definitive diagnosis within a six month period. The point of definitive
diagnosis is the date of tissue biopsy or, in the case of no tissue biopsy, the date of resolution. In 2012,
Alberta was within the national target for patients receiving a definitive diagnosis after an abnormal
breast cancer screening result not requiring a tissue biopsy. However, Alberta was below the national
target for patients who required a tissue biopsy (Table 1).

Table 1 | National wait-time targets and the 2012 Alberta wait-time results for breast cancer
screening follow up for women aged 50-69

National targets ('® National average™®  Alberta wait-time results
Proportion within target

>90% of abnormal screens will be resolved 76.3% 93.3%
within 5 weeks if no tissue biopsy is required

>90% within 7 weeks if a tissue biopsy is 47.7% 80.3%
required during diagnostic follow up

Future program directions

Coordinated approach to breast cancer screening

Currently, the ABCSP is tailored to the screening needs of the average-risk population while specialized
clinics address the screening needs of the high-risk population. Qualities that might determine high

or elevated risk include biological or genetic markers or family history. The ABCSP has identified
opportunities to unify screening across risk levels to provide an integrated, coordinated and seamless
approach to breast cancer screening in Alberta.

Support for informed decision making for breast cancer screening

The ABCSP is investigating strategies to support informed decision making about breast cancer
screening. As partners in the healthcare paradigm, the ABCSP uses a client-centered approach to
enable clients to make informed decisions. Client education through evidence-based communication
with physicians and development of decision aide tools are examples of these strategies.

New technologies on the horizon: Digital Breast Tomosynthesis

Digital breast tomosynthesis (DBT), also known as 3D mammography, is an emerging new technology
showing promise in identification of tumours in clients with dense breast tissues. According to a recent
study®, DBT has the potential benefit of improving screening sensitivity, improving lesion size detection,
and decreasing abnormal call rates. The ABCSP is attuned to this emerging evidence and will continue
to watch for new opportunities to improve breast cancer screening for Albertans.
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CERVICAL CANCER SCREENING IN ALBERTA

Burden of cervical cancer

Incidence

In Alberta, cervical cancer incidence peaks at age 40 then slowly declines!?. It is estimated that 1 in
123 women in Alberta will develop cervical cancer in their lifetime™.

In general, the age-standardized incidence rate (ASIR) in Alberta is higher than the ASIR in Canada
(Figure 10). However, there has been a decreasing trend in ASIRs in the province since 2002. In

2012, there were 135 new cases of cervical cancer diagnosed among Albertan women. By 2017, it is
estimated there will be 166 new cervical cancer cases diagnosed in Alberta. Given the recent initiatives
to implement a provincial Human Papillomavirus (HPV) vaccination program, future cohorts of women
may be at lower risk of developing cervical cancer, which may reduce cervical cancer incidence in the
projection years.

Figure 10 | Actual and projected number of new cases and age-standardized incidence rates
(ASIRs)*T for cervical cancer, females, Alberta, 1992-2017
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Mortality

In general, the age-standardized mortality rate (ASMRY)i in Alberta is higher than the ASMR in Canada;
however, the rates have declined over time (Figure 11). In 2012, there were 35 deaths from cervical
cancer in Alberta. It is estimated there will be 46 deaths from cervical cancer in 2017.

Figure 11 | Actual and projected number of deaths and age-standardized mortality rates
(ASMRs)*T for cervical cancer, females, Alberta, 1992-2017
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Geographic variation

During 2002-2011, ASIRs and ASMRs for cervical cancer across the five AHS zones varied from the
provincial average. In 2011, ASIRs ranged from approximately 6 to 10 per 100,000 women®?, while
the provincial ASIR was approximately 7 per 100,000%9, In the same year, the ASMRs ranged from
approximately 1.5 to 2.0 per 100,000 women®, across AHS zones, while the provincial rate was 1.6
per 100,000 women@),
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Factors associated with cervical cancer

The most important risk factor for developing cervical cancer is genital HPV infection. Two strains of
HPV have been linked to 70% of cervical cancer cases®’. HPV is prevalent among both males and
females who are sexually active, which makes it difficult to avoid infection over the course of a lifetime.
The vast majority of women who have ever been sexually active are susceptible to contracting HPV.
Factors associated with a woman’s risk of contracting HPV includes the number of sexual partners, age
at which sexual intercourse is initiated, and the likelihood that their partner has HPV®?), \WWomen with
suppressed immune systems are also at increased risk of HPV. Many HPV infections are cleared by the
immune system. However, for women who experience persistent infections it can take up to 24 months
to develop precancerous conditions and 8-12 years to develop invasive cervical cancer®”, For those

at risk of developing cervical cancer, screening combined with treatment is an effective approach to
identify precancerous conditions early and to reduce the incidence of the disease®".

Evidence for organized cervical cancer screening programs

Organized cervical cancer screening programs have been established in many countries and have
shown to reduce cervical cancer incidence and mortality®23-29, To optimize the detection of pre-
cancerous lesions, and further reduce cancer burden, organized cervical cancer screening has

been recommended across Canada®. The preferred modality for cervical cancer screening is the
Papanicolaou (Pap) test. Widespread Pap test screening in Alberta over the past 40 years has resulted
in a substantial reduction in cervical cancer mortality®. Screening with Pap tests is an effective
approach to identify and treat precancerous cells which can yield increased likelihood of survival and
improved outcomes®?,

Benefits and risks of cervical cancer screening

The reduction in cervical cancer incidence and mortality due to organized cervical cancer screening is
well documented. However, as with many medical tests, there are potential risks associated with Pap
testing.

The Pap test can yield false-positive results that can lead to unnecessary diagnostic procedures such
as colposcopy, which has separate risks. Further, false-positive results can cause needless anxiety and
stress for clients. Conversely, false-negative test results can lead to missed or delayed detection of
precancerous conditions, or, delay the diagnosis of cancer. Despite these risks, evidence supports the
notion that screening benefits outweigh the risks.
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Screening recommendations

The ACCSP screening recommendations are based on the provincial guideline, released by Toward
Optimized Practice (TOP) in November 2011@2, Cervical cancer screening recommendations for
average-risk population are

B begin annual Pap tests at age 21 or three years after becoming sexually active, whichever is later

| screen with three negative Pap tests at least 12 months apart within five years before extending
the screening interval to every three years

B discontinue screening at 69 years of age if there are either three consecutive negative or normal
cytology tests in the previous ten years

B continue screening for women who have received the HPV vaccine

Screening recommendations include special considerations for sub-populations such as women who
have undergone subtotal hysterectomy and retained their cervix, pregnant women, and women with
immunosuppression who have ever been sexually active.

The Alberta Cervical Cancer Screening Program

The Alberta Cervical Cancer Screening Program (ACCSP) was established in 2000. One of the goals
of the ACCSP is to have 80% of Alberta’s eligible population screened every three years. During its
15 years, the program has increased its capacity to provide a comprehensive screening program for
Albertans. Figure 12 depicts the program’s milestones and Alberta Health led initiatives (e.g., HPV
vaccination programs), which will impact cervical cancer screening in Alberta.
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Figure 12 | The Alberta Cervical Cancer Screening Program Milestones
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Program performance

Performance management, quality improvement and evaluation are essential to support the ACCSP.
Participation rate is an important program performance indicator and is essential in maximizing the
benefits of organized screening. The Appendix offers detailed information regarding the methodology of
this indicator.

Screening participation

Participation rate is the primary programmatic indicator; it represents the percentage of women 21

to 69 years who have had at least one Pap test in a three-year period. The Alberta target for cervical
cancer screening participation rate is 80%. Figure 13 shows that in Alberta the participation rate across
AHS zones ranged from 58.0% to 67.6% during 2011-2013, while the provincial participation rate was
reported as 64.2%. The programmatic participation rate for cervical cancer screening in other provinces
across Canada ranged from 64% to 67% during 2009-20112. Through collaboration with AHS zone
leaders, healthcare providers, and stakeholders the ACCSP continuously seeks to further engage its
target population as it strives toward Alberta’s target for cervical cancer screening participation.

Figure 13 | Percentage*of eligible Alberta women, aged 21-69, who completed at least one
screening Pap test within a three-year period, by AHS zone, 2011-2013
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2 Most recent data available. Programmatic participation rate, 2009-2011 for reporting provinces in Canada for
women aged 20-69, non-hysterectomy corrected, reported by Canadian Partnership Against Cancer, 2015 in
Cancer screening in Canada: An overview of screening participation for breast, cervical and colorectal cancer
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Future program directions

The ACCSP continues to monitor new evidence on cervical cancer screening technology and its impact
on cervical cancer prevention. The program is reviewing and assessing evidence of the effectiveness
and appropriateness of HPV testing as the primary screening modality for cervical cancer. Additionally,
the program will continue to follow up on the impact of HPV vaccination on cervical cancer screening
outcomes, which may lead to changes in screening policy. In conjunction with the other cancer
screening programs, the ACCSP is also working to standardize and integrate screening services to
continue improving access to cancer screening.
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COLORECTAL CANCER SCREENING IN ALBERTA

Burden of colorectal cancer

Colorectal cancer is one of the most commonly diagnosed cancers in Alberta, affecting approximately
1in 13 men and 1 in 16 women in their lifetime!'*3",

Incidence

The colorectal cancer age-standardized incidence rate (ASIR) has remained relatively stable in both
males and females with males being higher than females. In 2012, there were 1911 new cases of
colorectal cancer diagnosed in Alberta; 1090 cases among men (Figure14) and 821 cases among
women (Figure 15). In 2017, it is estimated that there will be 1443 new colorectal cancer cases among
men and 1047 new cases among women in Alberta.
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Figure 14 | Actual and projected number of new cases and age-standardized incidence rates
(ASIRs)*T for colorectal cancer, males, Alberta, 1992-2017
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Figure 15 | Actual and projected number of new cases and age-standardized incidence rates
(ASIRs)*t for colorectal cancer, females, Alberta, 1992-2017
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Mortality

In 2012, there were 683 deaths from colorectal cancer, 378 deaths occurring among men (Figure 16)
and 305 among women in Alberta (Figure 17). The colorectal cancer age-standardized mortality rate
(ASMR)' has been gradually declining since 1992. Consistent with colorectal cancer ASIRs, mortality
rates for males tended to be higher than females. Colorectal mortality rates in Alberta have tended to be
lower when compared to national average rates. By 2017, it is estimated that there will be 807 deaths
from colorectal cancer in Alberta, 464 among men (Figure 16) and 343 among women (Figure 17).
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Figure 16 | Actual and projected number of deaths and age-standardized mortality rates
(ASMRs)*T for colorectal cancer, males, Alberta, 1992-2017
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Figure 17 | Actual and projected number of deaths and age-standardized mortality rates
(ASMRs)*T for colorectal cancer, females, Alberta, 1992-2017
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Geographical variation

Since 2002, ASIRs and ASMRs for colorectal cancer have varied across the province (Figures 18 and
19). In 2011, ASIRs ranged from approximately 44 to 53 per 100,000 across AHS zones while ASMRs
ranged from approximately 15 to 20 per 100,000. The provincial ASIR for colorectal cancer in 2011
was approximately 47 per 100,000 while the ASMR was approximately 17 per 100,000. According to
the 2012 Report on Cancer Statistics in Alberta' the variation of colorectal cancer ASIRs and ASMRs
across the AHS zones are not statistically significant. Observed differences across AHS zones may be
attributable to variation in exposure to risk factors, the use of cancer screening and access to treatment
among other factors(".

Figure 18 | Age-Standardized incidence rates (ASIRs)*! for colorectal cancer, males and females,
by AHS zone, Alberta, 2002- 2012
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Figure 19 | Age-standardized mortality rates (ASMRs)*! for colorectal cancer, males and females,
by AHS zone, Alberta, 2002-2012
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Colorectal cancer survival

People diagnosed with colorectal cancer have a better five-year relative survival than they did over a
decade ago. Between 1992-1994 and 2010-2012, the five-year relative survival ratio for colorectal
cancer increased from 55% to 64%",

Factors associated with colorectal cancer

Age is an important risk factor for colorectal cancer. The incidence of the disease increases with age
and most people who develop colorectal cancer are over age 50©2. Other factors associated with
colorectal cancer are lifestyle behaviours (e.g., smoking and diet)® family history, ethnicity, heredity as
well as personal history of cancers or polyps and history of inflammatory bowel disease®. Although
these factors may increase the risk of developing colorectal cancer, the disease is preventable and
treatable with early detection. As such organized screening at a population level plays an important role
in reducing disease burden for those at risk of developing the disease.

Evidence for organized colorectal cancer screening programs

Colorectal cancer screening, particularly among those aged 50-74 is known to substantially reduce
colorectal cancer incidence, morbidity and mortality in a cost effective manner34-28, The benefits

of colorectal screening on a population level can only be realized when there is adequate uptake;
organized screening programs are an effective way to increase uptake of screening in the target
population. Consider that in 2013, approximately 30% of Albertans aged 50-74 had been screened
with the Fecal Immunochemical Test (FIT). If 70% of people aged 50-74 across Alberta had up-to-date
colorectal cancer screening by 2017, then by 2030°

| approximately 1700 deaths from colorectal cancer could be avoided

B an estimated 2000 cases of colorectal cancer could be avoided

| there would be a cumulative increase of $164 million in earnings would be gained*

B there would be a cumulative increase of $421 million in total income®
Until recently, the recommended colorectal cancer screening test was the guaiac fecal occult blood test
(gFOBT). However, current evidence suggests that the FIT may be more effective at reducing colorectal

cancer incidence and reducing overall healthcare costs compared with any other screening strategy
and compared with no screening®?.

3 This analysis is based on the Canadian Partnership Against Cancer’s Cancer Risk Management Model (CRMM).
The development of the Cancer Risk Management Model has been made possible by funding provided to the
Canadian Partnership Against Cancer by Health Canada. The assumptions and calculations underlying the
simulation results were prepared by AHS Screening Programs.

4 Includes earning from both paid employment (wage and salaries) and self-employment

5 Total income is defined by Statistics Canada as the total of income from all sources including government
transfers before deduction of federal and provincial incomes taxes and earned b persons over 15 years of age
(Statistics Canada, 2006-http://www12.statcan.gc.ca/census-recensement/2006/ref/dict/pop123-eng.cfm)
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Benefits and risks of colorectal cancer screening

The FIT is the current recommended screening modality for colorectal cancer due to its superior ability
to detect colorectal cancer and high risk polyps when compared to other fecal tests. The FIT is very
low risk, non-invasive, easy to self-administer and does not require changes in medication or diet. The
FIT with follow-up colonoscopy and removal of pre-malignant polyps has the potential to reduce cancer
incidence. A limitation of fecal tests, including the FIT, is the potential for false-negative results which
may occur if the polyp(s) or cancer is not bleeding at the time of test administration.

Colonoscopy is a recommended screening modality for high risk populations. It is also used as a
follow-up test for those with a positive FIT result. The primary benefit of colonoscopy is the potential to
detect colorectal cancer early and, in some cases, treat precancerous polyps to prevent cancer. While
colonoscopy is a relatively safe procedure, there are risks including colon perforation, bleeding, post-
polypectomy syndrome, reaction to anesthetic, discomfort and infection.

Screening recommendations

The ACRCSP screening recommendations are based on the provincial guideline produced by TOP and
were revised in November 201349, The TOP Colorectal Cancer Screening Clinical Practice Guideline
recommends that asymptomatic men and women aged 50-74 who are at average-risk (i.e., have no
personal or family history of colorectal cancer or high risk adenomas) complete a FIT every 1-2 years. If
the FIT result is positive, the follow-up test is a colonoscopy“©.
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The Alberta Colorectal Cancer Screening Program

Launched in 2007, the ACRCSP is the youngest of the three cancer screening programs in AHS. The
goal of the ACRCSP is to increase the number of men and women aged 50-74 who have regular
colorectal cancer screening. The launch of the FIT in Alberta is one of many accomplishments the
program has experienced over the course of its first seven years (Figure 20).

Figure 20 | The Alberta Colorectal Cancer Screening Program Milestones
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Program performance

Performance management is a key element of the AHS Screening Programs QMF. The ACRCSP has
developed a performance management strategy (PMS) intended to identify and plan how information
will be collected, reported and utilized to support program performance, quality improvement and
evaluation. At this time, two indicators for the ACRCSP performance are available. These indicators are
program utilization rate and uptake of FIT among the target population, which provide information on
exposure to colorectal cancer screening in Alberta. The performance indicators are based on the most
recent data available and include Albertans aged 50-74. Methodological details of each indicator are
presented in the Appendix.

Utilization Rate

Utilization describes the target population who has participated in programmatic or opportunistic
screening. The utilization rate is the percentage of the target population who are up-to-date with their
colorectal cancer screening with any colorectal cancer screening test. The ACRCSP aims to have 70%
of the target population screened for colorectal cancer. As indicated in Figure 21, the self-reported
utilization rate has increased from 2008 to 2012.

Figure 21 | Colorectal cancer screening utilization rate, men and women aged 50-74, Alberta,
2008 & 2012t
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* Up-to-date is defined as having had a fecal test (either gFOBT or FIT) within the last two
years and/or sigmoidoscopy/colonoscopy within the last five years

1 Data source: Statistics Canada, Canadian Community Health Survey
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FIT Uptake

While the utilization rate considers all acceptable screening modalities, the FIT uptake focuses on
average risk screening using the FIT and can be used as a proxy for participation in average risk
colorectal cancer screening.

The FIT uptake is the percentage of the target population who had at least one FIT in the last two years.
Because the FIT was implemented province-wide in 2013 and replaced the gFOBT as the primary test
for colorectal cancer for Albertans at average risk, the initial indicator is the percentage of Albertans
aged 50-74 who had a fecal test (QFOBT or FIT) during April 1, 2012 - March 31, 2014.

The overall provincial uptake of fecal testing is approximately 30% although there is some variation
across AHS zones (Figure 22). As average-risk screening with the FIT becomes more established and
additional recruitment strategies intended for the public and healthcare professionals are introduced, it
is expected that the uptake will increase.

Figure 22 | Colorectal cancer screening fecal test uptake, men and women aged 50-74,
by AHS zone, Alberta, fiscal years 2012/13- 2013/14*t
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Alberta Health Services Zones

*Includes Albertans who had at least one FIT in the last two years. As FIT was only implemented province wide in
November 2013, the inital data reported here includes men and women aged 50-74 who had fecal test

(either a gFOBT or FIT) between April, 2012 and March 31, 2014.

tData source: Provincial Cancer Screening Database.
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Future program directions

Challenges and opportunities are anticipated as the program continues to evolve. The ACRCSP
continues to work with stakeholders including healthcare providers and AHS zone representatives to
improve program performance and effectiveness. Areas for continued growth and development of the
ACRCSP are grouped in three broad areas: information technology (IT) infrastructure, participation and
the quality of screening.

IT infrastructure

The continued development of IT infrastructure is critical to the growth of the ACRCSP. The ACRCSP is
committed to investing in IT infrastructure to provide additional capacity to

B support program operations (e.g., correspondence function) that will allow transition to a
population-based screening program with invitation letters sent to all eligible Albertans

B systematically track screening recruitment, primary screening and follow-up services

B provide consistent, accurate and accessible data to monitor the quality and outcomes of the
program, including the ability to provide quality reports to endoscopists and individual endoscopy
units

Screening participation

The success of the ACRCSP in reducing mortality depends on increasing screening participation.

The ACRCSP will continue to collaborate with key stakeholders to design and implement educational
campaigns with a focus on the appropriate use of the FIT, engagement strategies and patient
education. As the necessary IT infrastructure is developed, the ACRCSP will begin sending invitation
letters to age-eligible Albertans. Expanding the correspondence functions of the program will move the
ACRCSP from opportunistic screening towards a population-based approach.

The quality of screening

As the implementation and roll out of the ACRCSP continues, providing quality screening across

the pathway remains a priority. Program standards and guidelines will support access, quality and
sustainability for screening using the FIT. To support a systematic approach to quality assurance and
improvement across the entire program, the ACRCSP PMS will be refined through indicator validation
and monitoring. As part of this strategy, the capacity to provide quality reports to endoscopists and
individual endoscopy units will be enhanced. Finally, in collaboration with stakeholders across the
province, the program will focus on ensuring colonoscopy capacity is able to support the anticipated
demand from increased colorectal cancer screening.
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SUMMARY AND CONCLUSION

Cancer in Alberta is a prevalent issue that continues to impact the lives of Albertans and the healthcare
system. The burden of cancer is impacted by Alberta’s aging population and population growth — with
trends projecting an increased number of cancer cases.

Cancer screening programs play a vital role within a comprehensive cancer control system. Population-
based screening can significantly reduce the burden of cancer through preventing cancer, reducing
cancer deaths and morbidity, improving quality of life, and increasing survival.

Screening Programs, a department of AHS, has achieved many accomplishments towards reducing
the impact of breast, cervical, and colorectal cancers in Alberta. Despite these successes, there are
opportunities for improvement. AHS Screening Programs continues to strive toward program specific
participation targets by increasing screening awareness, increasing access to screening, and continuing
to improve program delivery through a quality management framework. Through collaboration with
healthcare providers and external partners, AHS Screening Programs will continue to develop initiatives
to optimize cancer screening in Alberta.

AHS Screening Programs continually strives toward a clear goal: to reduce the burden of breast,
cervical and colorectal cancer in Alberta through screening.
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END NOTES

Wil For information on the rationale for reporting standardized rates, definitions, and methodology for
ASIRs, ASMRs, survival ratios and three-year moving averages refer to the 2012 Report on Cancer
Statistics in Albertal.

47



REFERENCES

1. Canadian Partnership Against Cancer. The Future of Cancer Control in Canada. Toronto; 2011.

2. Canadian Cancer Society’s Advisory Committee on Cancer Statistics. Canadian Cancer Statistics
2014. Toronto; 2014 p. 29.

3.  World Cancer Research Fund/American Institute for Cancer Prevention. Food, Nutrition, Physical
Activity, and the Prevention of Cancer: a Global Perspective. Washington DC; 2007.

4. World Health Organization. Early Detection of Cancer [Internet]. 2015 [cited 2014 Oct 3]. Available
from: http://www.who.int/cancer/detection/en/

5. World Health Organization. Screening for various cancers [Internet]. 2015. Available from: http://
www.who.int/cancer/detection/variouscancer/en/

6. Canadian Partnership Against Cancer. Quality Determinants of Breast Cancer Screening with
Mammography in Canada. Toronto; 2013.

7. Telford JJ, Levy AR, Sambrook JC, Zou D, Enns RA. The cost-effectivenss of screening for
colorectal cancer. Can Med Assoc J. 2010;182(12):1307-13.

8. Schiffman M, Wentzensen N, Wacholder S, Kinney W, Gage JC, Castle PE. Human papillomavirus
testing in the prevention of cervical cancer. J Natl Cancer Inst. 2011;103(5):368-83.

9.  Wilson M, Lavis J. Evidence Brief: Supporting Optimal Screening Approaches in Canada.
McMaster Health Forum. Hamilton; 2013.

10. Canadian Cancer Society. Breast Cancer Statistics [Internet]. 2014 [cited 2014 Nov 15]. Available
from: http://www.cancer.ca/en/cancer-information/cancer-type/breast/statistics/?region=on

11. Surveillance & Reporting. 2012 Report on Cancer Statistics in Alberta. Edmonton: CancerControl
AB, Alberta Health Services; 2015.

12. Canadian Cancer Society. Risk Factors for Breast Cancer [Internet]. 2014 [cited 2014 Oct 25].
Available from: http://www.cancer.ca/en/cancer-information/cancer-type/breast/risks/?region=on

13. Canadian Partnership Against Cancer. Organized Breast Cancer Screening Programs in Canada
Report on Program Performance in 2007 and 2008. Toronto; 2013.

14. Canadian Cancer Society’s Advisory Committee on Cancer Statistics. Canadian Cancer Statistics
2012. Toronto; 2012 p. 26.

15. International Agency for Research on Cancer. Breast cancer screening. In: Vainio H, Bianchini F,
editors. IARC Handbooks of Cancer Prevention. vol 7. Lyon: IARC Press; 2002.

16. Fitzpartick-Lewis LD, Hodgson N, Ciliska D, Peirson P, Gauld M, Liu YY. Breast Cancer Screening
[Internet]. Canadian Task Force on Preventative Health Care website. Hamilton; 2011 [cited 2014
Nov 15]. Available from: http://canadiantaskforce.ca/ctfphc-guidelines/2011-breast-cancer/
systematic-review/#evidence-set-1

17. Toward Optimized Practice. Breast Cancer Screening Clinical Practice Guideline. 2013.

18. Helvie M. Digital mammography imaging: breast tomosynthesis and advanced applications. Radiol
Clin North Am. 2010;48(5):917-29.

19. Cancer Surveillance. 2010 Report on Cancer Statistics in Alberta (Cervical Cancer). Edmonton;
2012.

20. Surveillance & Reporting. Information request #2014-172 (unpublished). Edmonton: CancerControl
AB, Alberta Health Services; 2014.

21. Canadian Partnership Against Cancer. Cervical Cancer Screening in Canada Monitoring Program

48

Performance 2006 —2008. Toronto; 2011.



22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

383.

34.

35.

36.

37.

38.

39.

40.

Toward Optimized Practice. Cervical Cancer Screening Clinical Practice Guideline. Edmonton;
2011.

Melnikow J, McGahan C, Sawya GF, Ehlen T, Coldman A. Cervical intraepithelial Neoplasia
outcomes after treatment: Long-term follow-up from the British Columbia cohort study. J Natl
Cancer Inst. 2009;101:721-8.

Gustafasson L, Ponten J, Bergstrom R, Amadi HO. International incidence rates of invasive cervical
cancer before cytological screening. Int J Cancer. 1997;71(2):159-65.

Gustafasson L, Ponten J, Zack M, Adami HO. International incidence rates of invasive cervical
cancer after introduction of cytological screening. Cancer Causes Control. 1997;8(5):755-63.

Saslow D, Runowics CD, Solomon D, Moscicki AB, Smith RA, Eyre HJ, et al. American Cancer
Society guideline for the early detection of cervical neoplasia and cancer. CA Cancer J Clin.
2002;52(6):342-62.

Woolf S. Screening for cervical cancer. In: Goldbloom RB, Lawrence R., editors. Preventing
Disease: Beyond the Rhetoric. New York: Springer Verlag; 1990. p. 319-23.

Dowling E., Klabunde C, Patnick J, Ballard-Barbash R. Breast and cervical cancer screening
programme implementation in 16 countries. J Med Screen. 2010;17(3):139-46.

Rebolj M, van Ballegooijen M, Berkers L, Habbema D. Monitoring a national cancer prevention

program: successful changes in cervical cancer screening in the Netherlands. Int J Cancer.
2007;120:806-12.

Public Health Agency of Canada. Performance Monitoring for Cervical Cancer Screening Programs
in Canada. Ottawa; 2009.

Canadian Cancer Society’s Advisory Committee on Cancer Statistics. Canadian Cancer Statistics
2014. 2014 p. 17.

Canadian Cancer Society. Risk Factors for Colorectal Cancer [Internet]. 2014 [cited 2014 Nov
14]. Available from: https://www.cancer.ca/en/cancer-information/cancer-type/colorectal/
risks/?region=on

Public Health Agency of Canada. Colorectal Cancer [Internet]. 2014 [cited 2015 Jan 6]. Available
from: http://www.phac-aspc.gc.ca/cd-mc/cancer/colorectal_cancer-cancer_colorectal-eng.php

Frazier AL, Colditz GA, Fuchs CS, Kuntz K. Cost-effectiveness of screening for colorectal cancer in
the general population. J Am Med Assoc. 2000;284(15):1954-61.

Mandel JS, Bond JH, Church TR, Snover DC, Bradley GM, Schuman LM, et al. Reducing mortality
from colorectal cancer by screening for fecal occult blood. Minnesota Colon Cancer Control Study.
N Engl J Med. 1993;328:1365-71.

Kronborg O, Fender C, Olsen J, Jorgensen O, Sondergaard O. Randomised study of screening for
colorectal cancer with faecal-occult-blood test. Lancet. 1996;348(9040):1467-71.

Hardcastle JD, Chamberlain JO, Robinson MH, Moss SM, Amar S., Balfour TW, et al.
Randomised controlled trial of faecal-occult-blood screening for colorectal cancer. Lancet.
1996;348(9040):1472-7.

Selby J., Friedman GD, Quesenberry C., Weiss N. A case—control study of screening
sigmoidoscopy and mortality from colorectal cancer. N Engl J Med. 1992;5(326):653-7.

Heitman S, Hilsden R, Au F, Dowden S, Mann B. Colorectal Cancer Screening for Average-Risk
North Americans: An Economic Evaluation. PLoS Med. 2012;9(11).

Toward Optimized Practice. Colorectal Cancer Screening Clinical Practice Guideline. 2013.

|
49



APPENDIX: METHODOLOGY FOR PROGRAM
PERFORMANCE INDICATORS

The Alberta Breast Cancer Screening Program

Participation Rate

Description

Percentage of eligible Alberta women, 50-69 years old*, who completed at least one

screening mammogram within a two-year period

Calculations

Total number of Alberta screen-eligible women, 50-69 years old
who have completed at least one mammogram in a given two-year period

Total number of Alberta screen-eligible women, 50-69 years old, in each two-year period

Details

Numerator Inclusions:
B Identifying mammograms:

ABCSP mammograms for screening purposes are identified in ABCSP

Claim mammograms are identified using fee codes in Alberta Health’s claims data:
m  Screening mammograms: X 27 (mammography — both breasts) and X 27 D
(screening mammography — age 50-69 years inclusive)
B Each screen-eligible woman is counted once regardless of the number of
mammograms performed in a two-year period
Numerator Exclusions:
B Women with an invasive breast cancer before Jan 1t of the two-year period who have
had mammograms identified as screening services. In situ cancers are not excluded
Denominator Inclusions:
B Alberta women aged 50-69 at the index date
B Index date is defined as the midpoint in a two-year period, e.g. calendar year: Jan 1¢
2011 for 2010-2011
Denominator Exclusions of screen-eligible women:
B Women with missing or incomplete PHN or date of birth
B Women with an invasive breast cancer before Jan 1%t of the two-year period. In situ
cancers are not excluded
B Women with only breast cancer diagnostic services during the two-year period (these
women are not targeted for screening as they are in a diagnostic cycle either because
of a previous abnormal screen or because of symptomology). Breast cancer diagnostic
services are identified:
m  In ABCSP, except for screening mammograms, the rest of the mammogram
services are identified as diagnostic services.
m  Using fee codes in Alberta Health’s claims data: X 27A, X 27B, X 27F, X 26,
X 26A, X 26B, X 26C, X308, X309, 97.11A, 97.11B, 97.81, 97.82A, 97.83A,
97.89A, 97.89B

Data
Sources

Numerator:
B Provincial Cancer Screening (PCS) ~ABCSP
B Alberta Health Claims data
Denominator:
B Alberta Health Care Insurance Plan (AHCIP) Registry File — Demographic
B Provincial Cancer Screening (PCS) ~ABCSP
B Alberta Health Claims data

Data
availability &
limitations

The Alberta Government eliminated healthcare premiums in 2008, thereby removing the need
for people to update personal information to receive insured health services. Since then, some
people have moved out of Alberta but it appears that their invalid PHNs remain in the provincial
population database. This contributes to a slight underestimation of the mammogram screening
participation rate

*The ABCSP officially expanded the program target age range from 50-69 to 50-74 in July 2014
in alignment with TOP clinical practice guidelines.
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Wait-time

Description

Proportion of women receiving an abnormal breast screen result who waited within target
time for resolution (date of definitive diagnosis):

(a) seven weeks for women requiring a tissue biopsy,
(b) five weeks for women not requiring a tissue biopsy
Note - Resolution of an abnormal screen is set at a maximum of 6 months post-screen

Calculation a) Number of women who had an abnormal screen requiring a tissue biopsy,
who received resolution within seven weeks
b) Number of women who had an abnormal screen not requiring a tissue biopsy,
who received resolution within five weeks
Total number of Alberta screen-eligible women, 50-69 years old, in each two-year period
Details Reference Period:

2012
Global Exclusions:
Records with age <50 or age >69
Standards/Guidelines:
The Canadian target is >90% of abnormal screens will be resolved within 5 weeks if no tissue
biopsy is required and >90% within 7 weeks if tissue biopsy is required.
Notes:
B Tissue biopsy does not include fine needle aspiration (FNA)
B Tissue tests include core (needle) biopsy with or without image guidance and open
(excisional) biopsy with or without image guidance

Data Source

B Provincial Cancer Screening (PCS) — The ABCSP
B Alberta Health Claims data

Data
availability &
limitations

The Alberta Health Claim data after March 31, 2013 was not available at the time of this
calculation.
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The Alberta Cervical Cancer Screening Program

Participation Rate

Description

Percentage of eligible Alberta women, 21-69 years old, who completed

at least one screening Pap test within a three-year period

Calculation Total number of Alberta screen-eligible women, 21-69 years old
who have completed at least one Pap test in a given three-year period
Total number of Alberta screen-eligible women, 21-69 years old, in each three-year period
Details Numerator Inclusions:

B |dentifying Pap tests:
Pap tests (SPAP and CPAP) were identified in the ACCSP
Colposcopy exams were also identified in the colposcopy database
B Each woman was counted once regardless of the number of Pap tests performed
in a three-year period
Numerator Exclusions:
B Women with a cervical cancer (invasive cancer/in-situ cancer) before Jan 1%t of the
three-year period who have had Pap tests identified as screening services
B Women who had a complete hysterectomy before Jan 1%t of the three-year period
with proof of no previous high grade lesion
B Women noted as inactive in the CCS application before Jan 1% of the three year
period
Denominator Inclusions:
B Alberta women aged 21-69 at the index date
B Index date was defined as the midpoint in a three-year period, e.g. Jul 15t 2011 for
2010-2012
B Used the second year population of three-year period, e.g. 2011 for 2010-2012
Denominator Exclusions:
B Women with a missing or invalid PHN or date of birth
B Women with a cervical cancer (invasive cancer/in-situ cancer) before Jan 1%t of the
three-year period
B Women who had a complete hysterectomy before Jan 1%t of the three-year period
with proof of no previous high grade lesion
B Women noted as inactive in the CCS application before Jan 1%t of the three year
period
B Women in colposcopy follow-up

Data sources

Numerator:
B CCS (Cervical Cancer Screening Database) — Screening Pap tests
B ACR (Alberta Cancer Registry Database) - Resolved cervical cancers
B Colposcopy database - colposcopy exams
B Provincial Inpatient and Ambulatory Databases (DAD, NACRS) (April 1, 2002 to
August 31, 2013) — Hysterectomy data
Denominator:
CCS (Cervical Cancer Screening database)
Alberta Health Care Insurance Plan (AHCIP) Registry File — Demographics
ACR (Alberta Cancer Registry Database) - Resolved cervical cancers
Provincial Inpatient and Ambulatory Databases (DAD, NACRS) (April 1, 2002 to
August 31, 2013) — Hysterectomy data

Data availability
& limitations

B The Alberta Government eliminated healthcare premiums in 2008, thereby removing
the need for people to update personal information to receive insured health
services. Since then, some people have moved out of Alberta but it appears that
their invalid PHNs remain in the provincial population database. This contributes to
a slight underestimation of the Pap test screening participation rate.

B Some women who are not currently considered eligible for Pap tests are not
currently removed from the denominator i.e. women with complete hysterectomy
for which Inpatient Discharge Abstract Database and National Ambulatory Care
Reporting System is unavailable. This leads to an underestimate in the screening
Pap test participation rate.
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The Alberta Colorectal Cancer Screening Program

Utilization Rate

Description

The utilization rate is the percentage of the individuals 50-74 who are up-to-date
with their colorectal cancer screening where up to date is defined as having had
an FOBT in the past two years and/or sigmoidoscopy/colonoscopy in the past five

years regardless of why the test was done (i.e., for screening, symptoms, follow up

of disease or for other reasons). FOBT includes both FTg and FTi. Colonoscopy and
sigmoidoscopy are also acceptable as screening tests and thus are captured in the
indicator’s definition of being up to date.

Calculations Number indviduals aged 50-74 reporting having had an FOBT within the
past two years and/or colonoscopy/sigmoidoscopy within the past five years
Total number of individuals aged 50-74 years in the population
Details Utilization describes the target population who has participated in programmatic or

opportunistic screening.

Data Sources

Numerator:

Canadian Community Health Survey (CCHS) (optional CCHS content)
Denominator:

Alberta Health Care Insurance Plan (AHCIP) Registration File

Data availability
& limitations

Measurement time frame: 2008, 2012

B CCHS data is based on representative sample which is then extrapolated to the
overall population.

B As with other population surveys, CCHS provides cross-sectional data with
self-reported and recalled information. Some results may be affected by social
desirability and recall bias. Other inherent data quality issues from survey
methodology may exist as well.

B Since the survey does not distinguish between the time interval for sigmoidoscopy
and colonoscopy, the five-year timeframe was used for both modalities. This
indicator may therefore underestimate the true population that is up to date.

The FIT Uptake

Description

The percentage of Albertans between the ages of 50-74 years who have had at least
one FIT in a two years period.
B As FIT was implemented province wide on Nov 18, 2013 and replaced the

gFOBT (guiac Fecal Occult Blood Test) as the screening test for the average-
risk population, the measure used in the report is the percentage of Albertans
50-74 years old that had a fecal test (QFOBT or FIT) during April 1, 2012 -
March 31, 2014.

Calculations The number of Albertans aged 50-74 who have had at least one FIT in the last two years
Total number of individuals aged 50-74 years in the population
Details The indicator can be reported at both provincial and zone levels.

Data Sources

Numerator:

Provincial Cancer Screening (PCS) ~ACRCSP
Denominator:

Alberta Health Care Insurance Plan (AHCIP) Registration File

Data availability
& limitations

B Onceayear

B The measure does not reflect the overall program participation rate as many people
in the age range have had or will have a colonoscopy (for screening, diagnostic or
surveillance purposes) and would be considered up-to-date for colorectal cancer
screening.
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GLOSSARY

AHS zone

Alberta Health services is organized into five geographic zones so that
communities are more directly connected to their local health systems and
decisions can be made closer to where care is provided. The five zones
are: North Zone, Edmonton Zone, Central Zone, Calgary Zone, and South
Zone.

AHS Screening
Programs

Screening Programs is the department of Alberta Health Services that
provides leadership in the coordination and delivery of three organized
cancer screening programs in Alberta: the Alberta Breast Cancer
Screening Program (ABCSP), the Alberta Cervical Cancer Screening
Program (ACCSP), and the Alberta Colorectal Cancer Screening Program
(ACRCSP).

Asymptomatic

A person who does not report symptoms and appears without signs of
disease.

Average risk

Persons in a population who have only the primary risk factors (e.g., age
and sex) for a disease.

Colonoscopy

An examination of the inner lining of the rectum and colon with an
endoscope (small, thin tube-like instrument with light and lens on the end).
This exam is conducted by an endoscopist.

Coploscopy

An examination of the cervix, vagina, and vulva with a colposcope
(magnifying instrument). This exam is conducted by a colposcopist.

Eligible population

Persons within a target population who are asymptomatic of a disease and
are at risk for developing the disease.

False-negative

When a screening test incorrectly gives a negative result when the disease
or condition in question is actually present in the individual being screened.

False-positive

When a screening test incorrectly gives a positive result when the disease
or condition in question is not actually present in the individual being
screened.

Incidence The number of new cases of a disease occurring during a specific time
period in a defined population.

Mortality Deaths in a population.

Risk factor

A condition, behavior or substances that increase the probability of
developing a disease.

Screen Test

The clinical arm of the Alberta Breast Cancer Screening program. Screen
Test offers mammography screening services on board two mobile
screening units as well at two fixed locations.

Target population

A group of persons for whom an intervention is planned. In population-
based cancer screening, this includes those of a certain age, sex, and
living in a geographically defined area.
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