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North · 
Eastern 
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Board 

7th October 1997 
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\ 

Kells, 
Co. Meath. 
Tel: 
Fax: 

Our Ref: 

To/- Each Member of the Breast Screening Steering Group 

II 

Ceanannus Mor, 
Contae ·Na Mi. 
(046) 40341 
(046) 41459 

The next meeting of the Steering Group will be held on Wednesday 15th October 1997 
commencing at 2.30pm in Comhairle na nOspideal, Fenian Street, Dublin 2. The agenda 
for the meeting is set out hereunder. 

Dr. Sheelah Ryan. 
CHAIRPERSON. 
BREAST SCREENING STEERING GROUP . 

• .......• , .... ·.·.· .. · .. , ....... · .• ·· .. ·.·.· ... · .. ·.· .. • ·.··••··············· ······ · .. ·.· .. · .... ·.·.······• ·.·.· .. ·.·.· .• , ·~ -===······=········=········=········=····.··=········=··..,.·=········=········=·····.-.=········=········=········=········=······:·. 

1. To adopt the Minutes of the Steering Group Meeting held on the Index 1 
18th September 1997. 

2. Matters arising from the Minutes. 
3. Election of a Vice Chairperson. 
4. Report of Visits to established Programmes in Cardiff, Holland <11'~ 

Sweden. 
5. Report of Quality Assurance Committee (Chairman) .. 
6. Report of the Information Technology Sub-Group (Chairman) 
7. Model of Screening. 
8. Steering Group Sub-Group meetings with Health Board and 

Voluntary Hospital representatiyes in pilot area. 
9. Any other business. 
10. Date, Time and Venue of next meeting. 
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[H]Eastern Health Board 

10 October 1997 

Dr. Sheelah Ryan, 
Chairperson Breast Screening Group, 
North Eastern Health Board, 
Kells, 
Co. Meath. 

Dear Sheelah, 

\ 

\1 

II 

II 

Department of Public Health, 
Dr. Steevens' Hospital, 
Dublin 8. 
~ 6790700 FAX 6710606 

I enclose a report on the visit to Cardiff. Davida has a complete set of materiat we 
were given on the day. These complement the report and she will bring them to the 
Meeting on Tlmrsday. vuJ, _ _,ub 

Yours sincerely, 

It~-- · 

Dr.l\1arfH:ynes ~ 
Specialist in Public Health Medicine 

hynes97RPTIOIO.DOC 
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·National Breast Screening Programme ,, 

Visit to Breast Test Wales, Cardiff 

6 October 1997 

~· : 

Dr. Mary Hynes, Dr. Davida de la Harpe, 
Specialist in Public Health Medicine, 
Eastern Health Board. 

Specialist in Public Health Medicine, 
Midland Health Board. 
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Introduction 
During our visit to Cardiff we sp 1ke with a range of personnel associated with the 
programme: rec~ptionist, senior radiographer, radiographer helper, administrative staff, 
radiologist, information manager, and a member of the evaluation team. We also spoke 
to the newly appointed Director who is soon to take up her post and to Dr. John 
Pritchard, Chief Scientific Adviser, Welsh Office who was a member of the Welsh 
Breast Screening Service Advisory Group established in 1987. 

Prior .to the visit, the Chairperson of the National Breast Screening Group wrote to 
Breast Test Wales outlining key issues for the Irish programme which the visiting 
group would like to address. We made every effort in the time available to do so and 
our findings am documented in the second part of this report. We also obtained other 
information in the course of the day which we feel is useful background information 
relevant to the work of the Screening Group. We have set this out in the first part of 
the report. 

The screening centre 
The centre in Cardiff is a stand-alone 3-storey building located on a leafy road over a 
mile from the city centre. Car-parking is not provided. There is limited on-street 
parking in the area and there is a commercial car park nearby. The centre is decorated 
in pastel, muted colours throughout and the atmosphere is certainly relaxed and 
peaceful. The reception and waiting areas are just inside the entrance on the right. On 
the left is a coffee-shop, the profits from which are donated to the centre. 1 : 

The screening, assessment and processing area is on the ground-floor behind receptmn. 
Male visitors, including women' s partners, are not allowed in this area. Women rpay 
bring a female companion with them if they so wish. Changing cubicles are bright and 
roomy. However, women who are undressed and awaiting mammography must return 
to a corridor waiting area. The clinic rooms probably become quite crowded during 
assessment . 

-Viewing and reporting rooms, administrative accommodation etc. are on the other 
floors. 

Screening programme 
Screening is carried out at three year intervals on women aged 50-64 years . The initial 
screen is two-view; subsequent screens are one view only. Women over 64 years may 
self-refer at intervals of not less than three years. A relatively small proportion, some 
10%, do so. Screening began in February 1989 and the first nt lmd of screening was 
completed in September 1995. At that point, some women were on the third round of 
screening. 

Compliance 1s currently over 75%. The programme has a budget of £31/z million 
annually. 

Minimal data are collected when a woman registers for screening. Other data e.g. 
number of children, breast-feeding history, whether on HRT or not, are regarded as 
research questions and must be funded separately to the programme. 
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Call and recall 
Prior to screening beginning in a location, the PR officer puts up posters and liaises 
with local GPs. 

The Oxford computer system is the one in use. However some aspects have been 
customised for the Welsh situation. 

Administrative staff work closely with radiographers to arrange appointments. Women 
being screened for the first time are randomly spread throughout the session as they 
will take more time. Self-referrals over 64 years are allocated a number of slots. The 
letter of invitation is sent out in the GP's name two weeks before the appointment. 
Between a quarter and a third of women telephone to change their appointment. 

f 

Women who default are offered another appointment. Where the mobile unit is in a 
remote location, second invitations to defaulters are concentrated in the last few days 
at the location. Some defaulters may only have two days notice of their second 
appointment. Where the unit is in a less remote location, defaulters are invited to a 
nearby screening location with the usual notice. 

Women who default in one round of screening are included in the next round. If a 
woman indicates that she never wishes to be screened, she is sent a disclaimer letter to 
sign. Only if she returns this letter is she 'ceased' from the programme. The disclaimer 
letter includes a sentence to the effect that she may in future contact the programme 
should she change her mind. This arrangement was put in place only after legal advice 
vvas obtained. )L 

.~ . ::l 

Women in long-stay units or women with learning disabilities are not routi17-ely 
excluded from the programme. Women with a previously diagnosed breast cancer · are 
excluded from the screening programme at present and are followed up separately, but 
this may change in future. 

Fail-safe batches are run six months after screening finishes m a location and 15 
months before screening is due to take place again in a location. 

T iming of reports and assessments 
The aim is to get results out to women within 14 working days. Norinal and abnormal 
results are sent at the same tim~. Copies of reports are sent to the family doctor in 
batches a little later. Women who are recalled for technical' reasons are frequently 
given another appointment for the mobile unit. When a woman is called for 
assessment she will only get I - 3 days notice of this. The belief is, that a woman will be 
very worried once she knows she needs assessment and the waiting time must be kept 
to a minimum. The aim is to allow 1 week post-assessment for results. Some women 
may get a result immediately e.g. if a repeat mammogram is normal. In other cases, she 
may get her results in less than a week if she goes to the surgeon's local clinic. 

If hospitalisation is required, the aim is to have a bed available within 2 weeks. There 
are service level agreements with Trusts for certain numbers of women to ensure this 
target is met. 

3 
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Role of mobile units 
At least 50% of screening in the South East and West and 75% of screening in the 
North is carried out on the six mobile units. Each unit is staffed by two radiographers 
who also undertake receptionist duties. 

Many of the radiographers are part-time to the programme. Each division must have at 
least one full time radiographer to provide continuity. Part-time radiographers must 
work at least half-time to ensure adequate workload to maintain skills. Staff are 
expected to be flexible and part-time staff do not have set days on which they work. 
Staff may stay away overnight if the unit is in a remote area. In this case screening 
appointments run from 10.30 a.m. to 5.30 p.m. one day and from 8.30 a.m. to 3.30 
p.m. the next to allow for travel time. There are no late evening or week-end sessions. 
Radiographers rotate between the mobile units and the static centres. 

The mobile unit is a trailer which takes up seven car parking spaces. It spends at least 
three weeks on site. The programme uses supermarket sites as much as possible and 
avoids health care settings if at all possible. In one location, a hotel car-park is used. 
Health centres are specifically avoided as they can be identified 'with one GP practice. 
The mobile unit carries a large diesel generator. This simplifies the search for a suitable 
site. There have been no problems with vibration. There has been tampering with the 
unit and vandalism from time to time. \· 

No processing is undertaken on the mobile. The reasons given for this were 
+ faster throughput 
+ better control over quality 

Films are sent by courier, usually on a daily basis, to the centre for processing. As most 
of the fade takes place in the first 24 hours, delays beyond this for another day or two 
are not regarded as critical. Therefore, in the more remote regions, films may only be 
sent for processing on alternate days . The radiographers . do no additional or 
supplementary views. Technical recalls may be recalled to the mobile unit but no 
assessment is done on the mobile. 

The mobile unit is not suitable for women with a physical disability who ·cannot climb a 
set of steep steps. The invitatioq letter asks women who are unable to climb steps to 
contact the programme. ' 

Transport 
The programme has a transport policy. In their experience, women living in rural areas 
are used to arranging transport for their normal activities and it has not been a major 
issue. If a woman is on income support, money can be provided to assist with 
arranging transport. On occasion, the programme has organised transport but this is 
difficult and often unsatisfactory. 

Role of Breast Care Nurse 
We spoke with the Senior Breast Care Nurse. She functions as line manager for the 
other nurses, has a quality assurance role for all Wales, is a clinical practitioner and has 
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informal links with the University. Nurses become· inwl.ved with womef1. recalled for 
assessment, providing psychological support and explaining why the recall was 
necessary. The nurse and surgeon, see the woman together so that the nurse knows 
exactly what the woman has been told and what her treatment options are. Even 
though wonien are given an opportunity to ask questions at that time, many are too 
upset to take in all the information they are given. 

The nurse makes a follow-up appointment for a home visit within a working week. 
Nurses travel up to 2Yi hours to see patients - a five hour round trip . Women who are 

_ diagnosed as having cancer are given psychological support, information and practical 
help until approximately one month after their treatment ends. The service is essentially 
one of limited community intervention. Telephone support is not a major part of the 
service. There is little liaison with GPs. Communication with GPs is mainly left to the 
surgeon. If a wqr;nan becomes terminally ill, she is referred to palliative services .. 

Nursing notes are kept separately and guidelines for nursing notes are currently being 
developed. 

Role of radiographer helper 
We found the presence of this grade of staff interesting. Radiographer helpers 
generally work full-time. They carry out many repetitive tasks e.g., mounting films for 
viewing, which are carried out by radiographers in other programmes. They also assist 
nursing staff at assessment clinics. They are paid £8,000 per annum and to date, there 1·\ 
have been no difficulties in retaining them in the progranune. i : 
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Specific questions -.we were asked to address 

1. Whether to limit screening to one or two major centres or devolve to small 
local units 
Breast Test Wales (BTW) was established in 1988 and is responsible for: 
+ providing the national breast screening programme throughout Wales 
+ the quality assurance of this programme · 
+ training staff to the standards required to deliver the programme 
+ evaluating the programme and carrying out research 

Staff involved in evaluation are employed by a different Trust so that they are 
distanced from service delivery. 

BTW has three divisions, South East, West and North served by centres in Cardiff, 
Swansea and Llandudno. These centres provide screening, assessment and 
.administrative facilities . Six mobile units provide screening in over 90 locations. 
BTW's Cardiff centre accommodates all-Wales management, quality assurance, 
training, research and evaluation. 

BTW is headed by a Director, who chairs the All-Wales Management Group, dealing 
with strategic issues and monitoring the performance of the divisions. Within each 
division, there is a Local Management Group, responsible for operational matters. 

Those we spoke to felt their programme model was probably unique and were V.~ry 
criticai of less centralised programmes operating in England. . ·:i; 

, 
2. Follow on surgical care - whether this should be provided in one or two 
specialist centres or have local access i.e. regional 
Within BTW, assessment is regarded as part of the screening programme. Staff are 
organised in teams per 10,000 women. The surgeon in the team has sessions with a 
local Trust in addition to the commitment to BTW. In Cardiff, there are four surgeons 
attached to the programme, each with a commitment to a hospital in the city. 
Provision is made in these hospitals for undertaking surgical procedures needed as a 
result of screening. 

The surgeon comes to the centre for assessment clinics where further imaging, clinical 
examination, fine needle aspiration and core biopsies are undertaken. Increasingly 
radiologists are undertaking core biopsies and fine needle aspirates. If necessary, the 
surgeons arrange for the woman to have a surgical biopsy which they undertake. 
Women have to go to hospital only for open biopsies in theatre and for further 
treatment. To date most women have opted to go for treatment with the surgeons in 
the programme, though this may change with implementation of Hine/Calman 
guidelines. 

Women may have to travel up to two and a half hours to visit the centres. This has 
tended not to be a problem; women are prepared to travel to avail of a service which 
they see as specialist. However in places such as Wrexham, which has a large general 
hospital, there can be resistance to travelling to Llandudno for treatment. Similarly 
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- women in some parts of the South East division· woulci prefer to attend a centre in 
England for treatment. Follow-up of patients who attend surgeons outside the 
programme is difficult. 

3. Quality assurance 
3.1 General issues 
The Director is responsible for the quality of BTW' s screening programme, chairs the 
QA committee and represents BTW on the UK QA Manager's Group. Each staff 
group has an adviser responsible for QA For non-medical staff this accountability 
follows the line management structure. There is no chief radiologist. According to the 
first annual report, a radiologist, surgeon and pathologist are responsible for screening 
performance within their own discipline. Within each team, each of these specialties 
have sessions designated for quality assurance. However, in discussion, it appeared 
that there was some dissatisfaction as to how this arrangement had worked to date. 

It was pointed out that it was difficult for a surgeon or pathologist to challenge a 
colleague on quality issues and that ultimately this fell to the Project Director/QA 
Manager. It was felt that the Director's background as a Consultant in Public Health 
Medicine was an asset in this regard. 

The programme had a quality manual which is currently being revised. We were told 
that the manual was not in existence when screening began, has evolved with time and 
that the clinical aspects of quality assurance were the least developed. While there 
were generally agreed procedures, there was difficulty getting medical staff to commit 
these procedures to paper. The perception was that radiologists were most likely to, be 
the first medical group to achieve this, pathologists were next most likely to com&'on 
board and that surgeons were likely to be last. -~ 

For quality assurance purposes, it is_ important that the data base captures the name of 
the reporting doctor. The surgeon is supposed to provide annual follow-up reports. 
Oncology and radiotherapy details are also recorded. There is some debate as to what 
the rules for follow-up should be and for how long follow-up should continue. 

It was apparent that the Information Manager had a key role to play in quality 
assurance, providing detailed data on cases in each division where recommended 
procedures had not been followed and presenting these to the relevant groups. These 
meetings had been very construc~ive; in some cases departures from agreed procedures 
were justifiable whereas in others practitioners agreed that they would probably 
manage a similar case differently in future . 

3. 2 Skills, volume and throughput 
Great emphasis was put on training and the importance of recruiting trained staff with 
appropriate personal skills to the programme. 

The philosophy of the programme is to keep women 'well ' for as long as possible. 
Thus the delivery of the screening programme is segregated from the delivery of other 
services. However there is integration of many of the providers of the programme, 
with radiologists, surgeons and pathologists to the programme having substantial 
attachments to Trust hospitals locally. Medical specialists come to the screening centre 
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for assessment clinics and conferences: It was fe.lt that-their involvement in services for 
non-screened breast cancer patients helped maintain their skills in the screening 
programme and that their involvement in the screening programme helped raise the 
standard of care for all women with breast cancer. However it was felt that 
radiographers needed substantial screening workload to maintain their skills in 
screerung. 

Prior to the establishment of the programme, a questionnaire designed by Dr. Pritchard 
was completed in all units in Wales on the skills of personnel, their mammography and 
processing equipment. At that time, there were few trained personnel in Wales. This 
situation has changed and every unit in Wales with a mammography unit now has at 
least one radiographer trained in mammography. The radiography trainer in BTW is a 
supernumerary post who also trains personnel working in diagnostic mammography. 

Double reading of mammograms is done 'where possible' . In the South East division, 
double reading is independent. In the other two divisions, consensus double reading is 

·carried out. 

4. Establishment of a population register 
The situation in Ireland is so different from that in Wales that it would be funny if it 
weren't so serious. 

There are five Health Authorities in Wales, each of which keeps a data-base, each 
employing someone half or full-time to maintain the data base. The data base is :?lso 
used for other purposes e.g. GP lists, cervical screening. .;_ 

Approximately 16 weeks before screening is due to begin in a district, a request is ~ent 
to the Health Authority to prepare a list of women aged 50-64 years in alphabetical 
order by GP. The Health Authority sends the list to each GP for checking and 
updating. Deaths and changed addresses are recorded. Women who are terminally ill, 
bedridden or who have had a bilateral mastectomy are excluded from the programme. 
The list is returned by the GP to the Health Authority to update the data base. Seven 
weeks before screening, a list of eligible women is obtained electronically from the 
Health Authority. Despite computerisation of all GP practices and incentives to 
remove 'ghosts', it was evident that a considerable amount of manual checking (up to 
I in 5 records) and eliminating of duplicates from the data base was necessary. We 
were told that the situation was ~uch worse in the first round of screening. 

Each division has its own database which are not electronically linked. Where a woman 
who was previously screened moves in to a division, her records and films are 
transferred manually. At present, lists are thought to be between Yi - 2% inaccurate. 
There are also a small number of people who are not included in the lists. 

It was pointed out to us that it is useful if the screening centre has an anonymous 
address e.g., a street number, which can be printed on the outside of invitation 
envelopes so that the Post Office returns those it is unable to deliver. Full Christian 
names rather than initials should be us~d as there may be more than one woman with 
the same initial living at the address. 

8 



5. Key support staff 
There are 120,000 women to . be screened in the South East division, and 60,000 in 
each of the other two divisions. The staffing complements are shown on the attached 
sheets. Each division also has a business manager and an accountant 

There are differences between the divisions which can affect staffing levels. In North 
Wales fine needle aspirate is used more than in the other divisions. As distances are 
greater, a technician is present at assessment clinics to check the cellularity of the 
specimens. This avoids the need for a repeat visit because of inadequate samples. 

The aim is to get mammography results to women within 14 working days . It has been 
found that women tolerate a longer interval provided they are told at the time of 
screening. At times it has slipped to six weeks, which is considered unacceptable. In 
North Wales, more radiological sessions are probably needed. Screening has been 
slowed because reporting was falling behind. Howe\\er, there is now a danger that the 
screening interval may drift beyond three years. 

Shortening the screening interval, extending the age-range of the target group or 
shifting to 2-view mammography on all rounds would all have implications for 
manpower in the programme. 

6. Aspects of international programmes which are considered good practice; 
elements which would be changed if starting again ~ · 
Those we spoke to were aware of the benefits of 2-view versus one-vi~w 

mammography, the disadvantages of a three year screening interval and the dehlite 
about extending screening to an older age group. They were also aware of the cost~ of 
extending the programme and questioned the benefits. They appeared to favour 
extending the programme to women aged 65-70 years. 

A number of points were stressed. Women should be flagged as responding to first 
invitation, repeat invitation, whether screened before and whether self-referral over 64 
years. A field should also be included as to which round of screening the programme is 
on. An episode is defined as six months long; if a woman does not attend for screening 
within six months of invitation, the episode is closed. However she may request a 
screen up to one year before her next screening appointment is due. The practice of 
'early re-screen' should not be ~llowed. If there is doubt about a mammogram, the 
woman should be referred for assessment. However it was accepted that occasionally, 
even after full assessment, there may be doubt about the diagnosis and an early recall 
may be appropriate. 

It was felt that the nursing services would be structured differently if the service were 
starting again as the practice of nurses travelling long distances to see clients is difficult 
to justify. 

In Wales, all leaflets, forms etc. must be available in both Welsh and English. We were 
strongly advised to think about Irish ver~ions of literature from the beginning if it is the 
intention to provide them at any point as this has implications for the development of 
information systems. 
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7. Programme outcome/evaluation 
Evaluation is an integral part of the programme but evaluation staff are employed by a 
different Trust to provide some distance between the evaluation and service delivery. 
The public health background of the Director was also considered an asset in 
evaluation. 

There was poor breast cancer incidence data available when screening started and 
there have been ongoing problems with the Welsh cancer registry. The latest report is 
for 1989. The most recent data are for 1991 and are incomplete. A major effort has 
gone into developing a breast cancer registry for the country to allow for evaluation, 
including identification of interval cancers. Lists are obtained approximately every nine 
months from pathology departments, either in paper or electronic form. There is 
currently a research project, Cancer Registry out of Pathology System (CROPS) which 
provides for electronic data transfer directly from pathology departments to BTW and 
to the cancer registry. A proforma has been agreed with pathologists so that one form 
will suffice for providing a pathology report, internal audit and notification to the 
breast screening programme. 

The programme also has permission to access Hospital Activity data which are not 
anonyrnised. However these data are incomplete. 

The OWS has an electronic data base since 1992 and receives data on deaths. Women 
diagnosed with breast cancer are flagged so that when they die from any cause, their 
death is notified to BTW. 

.., 

The attached papers were provided by the Information Manager and highlight 
information issues which are central to evaluation of the programme. Evaluation is also 
covered at length in the annual report. A number of other points emerged in 
discussion. 
• Waiting times: evaluated by periodic sampling. The duration of assessment clinics is 

difficult to predict and they often run over. 
• Complaints: local units are encouraged to resolve minor issues. Written complaints 

go to the Chief Executive Officer of the Trust. They are acknowledged within 2 
days and responded to within two weeks. A very small number of complaints are 
received annually. 

• Consumer satisfaction survey~: each screening unit distributes 500 questionnaires to 
attending women for return by post. Women recalled for assessment and found not 
to have cancer are also surveyed. 

• Clinical data: screen-detected cancer and side should be flagged. A second cancer 
on the same side is regarded as a recurrence. Allowance should be made for the 
small number of malignancies detected which are not breast cancers e.g. lymphoma. 

• Good quality reporting: the importance of building this in from the beginning and 
also being allowed to access the data was emphasised. 

lO 



Present: 
Dr. S. Ryan, Chairperson 
Dr. P. Barrett 
Dr. D. Bedford 
Prof P. Dervan 
Dr. D. de la Harpe 
Ms. A. Fitzgerald 
Dr. V. Harkins 

In Attendance: 
Ms. Linda Fox 
Ms. May Ryan, Reach to Recovery 

/ 

Ms. 0. Laird 
Ms. G. Luddy 
Prof D. McErlaine 
Prof N. O'Higgins 
Prof. P. Walton 

Apologies 
Prof Daly 
Dr. B. O'Herlihy 
Prof J. T. Ennis 
Mr. T. Gorey 
Dr. M. Hynes 

················ . .. .. .. . . .. .·. ~ - ···-··· -····-····-· ···-····;;,;,;,··· ·;;,;,;,·· ·;,;,;,;,···· ;,;,;,;,··· ·;,;;,;··;,;;,;····.;,;,;,;····,;,;,;;····;;,;,;,··· ·;;,;,;,····;,;,;,;,··· ;,;,;,;,···· ;,;;,;····;,;;,;·· · """"' 

I. Minutes 
The Minutes of the Meeting of the Steering Group held on the 3rd July 1997 were 
approved. 

2. Matter's Arising . 
Dr. Ryan apologised to the Committee for haVlllg to reschedule this meeting. She 
suggested that it might be useful if a Vice-Chairperson were elected to the Committee 
to avoid a recurrence of same. The Committee agreed to put this on the next agenda. 

European Visits 
Dr. Ryan circulated a proposed list of venues and dates for the forthcoming European 
visits. She asked members to indicate their availability and preference and return as 
soon as possible in order that the trips can be organised . 

........ ................ ... ............. .............................................. .. ............... ........................................................... ... ...... ................ ................................................. 
Minutes September 1997 1 

I 
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Data Protection 
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11 

.Ms. A. Fitzgerald updated the Committee in relation to the Data Protection issues. 
She explained that the main issue now is to meet the agencies to discuss release of data 
for the Population Register. This meeting will take place before the end of the month. 
Dr. Ryan suggested that if the agencies were to make the initial contact with women 
the Group should have an input into the design of the letter.-\- O '& _ D. :Vt!~ 1 

Project Director 
Dr. Ryan advised the Committee that there had been lively interest for the post of 
Project Director and the closing date had expired. She circulated a copy of the 
advertisement and advised that she had correspondence from Professor Ennis in the 
previous 24 hours who felt that the advertisement was bias. 

Members expressed a regret that the advertisement might appear to over emphasis 
epidemiology given the capitalisation of the word. It was acknowledged, however, the 
opportunity to make informal enquiries to Ms. Hoey should have assisted enquiries. 
Dr. Ryan advised the Committee that there was a variety of applications received, in all 

medical professions. ~ · 

Professor Dervan queried how the Interview Board would be selected, and if there / 
would be representation from the Steering Group. There was a consensus among 
members that the Steering Committee should have a representation on the Interview 
Board. Dr. Ryan said she would convey this back to the Chief Executive Officer of the 

North Eastern Health Board. 

Monies available 
Ms. A. Fitzgerald said that there is up to £800,000 still available as part of the Cancer 
Strategy to spend before the end of the y~ar. ~he Committee agreed that some of this 
money should be put into providing mobile uruts and other capital equipment. It was 
agreed that one mobile unit be purchased and the existing unit be refurbished, 

3. Seminar/Info rmation Day 
On reviewing the proposed schedule the following comments were made by the 

Committee: 
• Further sessions should be included to discuss technology and diagnostic 

evaluation, as well as G.P. and Consumer Issues. 
• Professor Ennis should be invited to present the Eccles Project experience. 
• An Irish person should Chair each session. 
• Dr. M. Codd and Mr. T. Gorey should be added to the list of speakers on 

"Screening Policy" and "Organisation of Quality Control, Quality Assurance on a 
local/regional/national basis" respectively. 

It was agreed that the Seminar should be held over 2 days at the end of November or 
beginlling of December, wi~ I 00 ~ 200 people invited. Professor Donal McErlaine 
suggested that an informal d1scuss10n should take place in the evening for the 

·i\1i·~~t~~·s~vi~;b~~-i997··· · ····· ·· ··· · · ·· ·· ··· ·· ··· · ·· · · · ·· ··· · ··· ··· · ·· · · · ······· · ·· ·· ····· .. ............... ....................................................................................... 2········ 



Committee and Speakers regarding the issues to be dealt with in the Irish Programme. 

4. Information Technology 
Dr. J?avida ~e la _Harpe presented to ~e Commi~ee issues which the I. T. Group are 
seeking clanficat10n on from the Steenng Comrmttee., }?oints included: 

• 
• 
• 

• 
• 

Legislation: 'What exactly does the new data legislation allow for? 
Contacts with main data sources which now includes B.U.P.A . 
Central Statistics Office and National Cancer Registry- how best to structure the 
consultative role? 
Self Registry - how should this be managed - central or devolved with linkages? 
Users - Who are the users? -Administrative, Clinical? 

Dr. Ryan requested the I. T. Group to come back with options to some of the above as 
appropriate and at that stage the Steering Group could discuss the strengths and 
weaknesses of these options. 

5. Model of Screening 
Dr. Ryan advised the Steering Group that she had met with the Secretary of the 
Department of Health recently as part of a progress review on the National Cancer 
Strategy. He had clearly outlined that under the new Health Amendment Act, 
Committees will have to be accountable for the service provided. There must be 
transparent and effective use of resources in order to deliver health gain and Quality 

Assurance must be the driving force. 

If a model centred on 3 - 4 university hospitals was emerging for the National 
Programme, the question was raised as to how the expectations and concerns of the 
other Board's and possibly some of the larger hospitals might be dealt with. It was 
decided that for Phase I of the Programme, that the Committee (or a sub committee) 
should invite representatives from the Chief Executive Officer's of the Midland Health 
Board, North Eastern Health Board and larger Dublin Hospitals to meetings where the 
policy decision regarding the preferred option would be advised. The meetings would 
provide the opportunity to discuss the effects of the decision on local issues as well as 

possible linkages. 

After discussion among members, it emerged that two centres could be justified in 
Dublin at Eccles Street and St. Vincent's Hospital. The Midland Health Board area fell 
short on Quality Assurance ~ar~eters ~d the North. Eastern Health Board would need 
a longer organisational lead m tune, while not exclud~g the latter from a review 
process. (the incorporation of the rest of the country is a very important point to be 

considered in the model future). 

In reviewing the work of the Steering Group to date, three criteria were emerging on 
which the decision regarding the model of screening would be based: 
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I. 

2. 

3. 

I 

\I 

11 . . . 
Quality Assurance - specifically, the minimum throughput of activity t~ maintain 
expertise and deliver quality. . 
Organisational Issues - which include getting fraternity compliance with protocols 
recruiting the necessary skills and enswing team assessments/case conferencing. ' 
Acceptability and Compliance - which ipvolve good promotion, minimising visits 
for women, ensuring speedy results and individualised appointments, counselling 
(etc). 

Ms. May Ryan, Reach to Recovery Volunteer was introduced to the Committee by Dr. 
S. Ryan. She presented to the Committee the "consumers view" on screening. She said 
that ultimately the "woman" is the most important person. She said compliance will 
depend on the invitation and the way in which it is worded, as the fear of breast cancer 

may deter people from attending. 

Ms. Ryan also made the following points to be considered in calling a woman for a 

mammogram. 

• Women want the best screening service that is available and the best management 
of their problem if they have cancer. 
It does not matter if they have to travel for this, as long as a good referral system is • 
in place. Many may prefer the confidentiality of using a service outside their own 

locality. · 
Timing is very important in relation to women taking up the invitation to come for • 

• 

• 
• 

screerung. 
Women should be advised they may expe1ience some discomfort while the 
mammogram is being taken. 

1 
· . 

The type of language to the patient used is important. 
When recalling a patient, ensure that the patient has a friend or relative to 
accompany her, or alternatively a Reach to Recovery volunteer. Insufficient 
attention is paid to the counselling needs_ of women. 
Communication between the medical team should be clear and result in consensus • 
opinion/advice for the woman. 

The Committee agreed that she should give her opinion on the draft letter of invitation 

to women for screening. 

6. Presentation by Professor Dervan and Professor O'Higgins 
Professor Dervan and Professor O'Higgin's made individual presentations to the 
Committee in relation to the pathological and surgical process of diagnosis and 

treatment of breast cancer. 
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7. Date, Time and Venue of next Meeting I I 
Dr. S. Ryan advised the Committee ~~t she had received _a request from Professor Daly 
to rotate the time of future meetings. It was agreed that the next meeting would take 
place on Wednesday 15th October at 2.30pm at Comhairle na nOspideal. 

\\ 

Signed: 

Date: 

.............. ... ........... 
iVi·i·~~t~~ ·S~ptcmbcr 1997 
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