
Feasibility study
for improvements 
to the population 
screening for 
cervical cancer

Feasibility study for im
provem

ents to the population screening for cervical cancer



 

 

 

 
 
 
 
 

 
 

Feasibility study for improvements to 
the population screening for cervical 
cancer 2013 
 
 
RIVM Report 2014-0056 
 

 

 
 
 
 
 
 



RIVM Report 2014-0056 

 

Page 2 of 175 

 

Colophon 

 
 
 
 
 
© RIVM 2013 
Parts of this publication may be reproduced, provided acknowledgement is given 
to: National Institute for Public Health and the Environment, along with the title 
and year of publication. 
 
 
 
 
 
 
 
 

 
 
 
This is a publication of: 
 
National Institute for Public Health 
and the Environment 
P.O. Box 1│3720 BA Bilthoven 
The Netherlands 
www.rivm.nl/en 
 

N. van der Veen 
M.E.M. Carpay 
J.A. van Delden 
E. Brouwer 
L. Grievink 
B. Hoebee 
A.J.J. Lock 
J. Salverda 
 
 
Contact: 
Dr N. (Nynke) van der Veen Centre for 

population Screening 

nynke.van.der.veen@rivm.nl 

 

This investigation has been performed by order and for the account of the 
Ministry of Public Healt, Walfare and Sport, within the framework of the Ministry 
of Public Health, Welface and Sport. 



RIVM Report 2014-0056 

  

Page 3 of 175 

 

Publiekssamenvatting 

Uitvoeringstoets verbeteringen van het bevolkingsonderzoek 
baarmoederhalskanker 
  
Een langdurige infectie met hoog-risicotypen van het Humaan Papillomavirus 
(hrHPV) kan voorstadia van baarmoederhalskanker veroorzaken. Vroege 
opsporing van voorstadia van baarmoederhalskanker door hrHPV-screening als 
primaire test is, goed te organiseren en uit te voeren. Dit blijkt uit een 
zogeheten uitvoeringstoets naar dit bevolkingsonderzoek, uitgevoerd door het 
Centrum voor Bevolkingsonderzoek. De minister van Volksgezondheid, Welzijn 
en Sport gebruikt de toets bij de besluitvorming of het voorgestelde 
bevolkingsonderzoek wordt ingevoerd. 
 
Het voorgestelde bevolkingsonderzoek is bedoeld voor vrouwen van 30 tot en 
met 60 jaar. Zij worden iedere vijf jaar door de screeningsorganisaties 
uitgenodigd om bij de huisartsenvoorziening een uitstrijkje te laten maken. 
Vrouwen die niet reageren, ontvangen een zelfafnameset om zelf 
lichaamsmateriaal af te nemen. Het afgenomen materiaal wordt getest op de 
aanwezigheid van hrHPV. Vrouwen van 40 en 50 jaar die hrHPV-negatief getest 
zijn, krijgen pas na tien jaar een nieuwe uitnodiging. Als hrHPV aanwezig is, 
wordt gekeken of er ook sprake is van afwijkende cellen (cytologische 
beoordeling). Afhankelijk hiervan vindt verwijzing naar de gynaecoloog of 
vervolgonderzoek bij de huisartsenvoorziening plaats. Vrouwen die in 
aanmerking komen voor vervolgonderzoek, ontvangen een uitnodiging van de 
screeningsorganisaties. De hrHPV-test en de cytologische beoordeling vinden 
plaats in een beperkt aantal screeningslaboratoria. 
 
Het voorgestelde bevolkingsonderzoek levert extra gezondheidswinst op en de 
uitvoeringskosten zijn lager dan het huidige bevolkingsonderzoek. 
 
De uitvoeringstoets is in samenwerking met de betrokken beroepsgroepen, 
patiëntenorganisaties, screeningsorganisaties en andere stakeholders tot stand 
gekomen. Onder hen is voldoende draagvlak om hrHPV-screening en de 
zelfafnameset in te voeren. Voor de uitvoeringstoets is in kaart gebracht hoe het 
primaire proces, de organisatie, het kwaliteitsbeleid, de communicatie, de 
monitoring en evaluatie ingericht moeten worden. 
 
Om het voorgestelde bevolkingsonderzoek in te kunnen voeren, is twee jaar 
voorbereiding nodig. Het opstellen van de kwaliteitseisen, de aanbestedingen en 
de ICT-ontwikkelingen zijn belangrijke aandachtspunten in de voorbereiding. 
Het voorgestelde bevolkingsonderzoek wordt direct volledig ingevoerd. Alle 
vrouwen die in aanmerking komen voor een uitnodiging, krijgen een hrHPV-test 
aangeboden. Intensieve monitoring van mogelijke nadelige effecten, zoals 
overbehandeling, is belangrijk. 
 
Trefwoorden: 
uitvoeringstoets, HPV-screening, baarmoederhalskanker, bevolkingsonderzoek 
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Abstract 

Feasibility study for improvements to the population 
screening for cervical cancer 
 
A lengthy period of infection with a high-risk types of the human 
papillomavirus (hrHPV) causes a precancerous stage of cervical cancer. A 
feasibility study on population screening for cervical cancer which was 
conducted by the Centre for Population Screening at the National Institute for 
Public Health and the Environment (RIVM) showed that early detection of a 
precancerous stage of cervical cancer through hrHPV screening as the primary 
test, can be coordinated and implemented. The Dutch Minister of Health, 
Welfare and Sport will use the study in its decision-making process on whether 
the proposed population screening will be implemented. 
 
The screening organisations will invite women aged between thirty and sixty 
years to have a cervical smear taken at their GP practice once every five years. 
Women who do not respond will receive a self-sampling kit so that they can 
take a sample themselves. The collected material is tested for the presence of 
hrHPV. Women aged between forty and fifty years who have tested negatively 
for hrHPV, will subsequently be sent a new invitation for screening after ten 
years. If hrHPV is found in the sample, then a cytological test will be performed 
to detect for any presence of abnormal cells. Depending on this result, referral 
to a gynaecologist will follow or a follow-up consultation with the woman’s GP. 
Women who are eligible for follow-up consultations will receive an invitation 
from the screening organisations. The hrHPV and the cytological tests are done 
in a limited number of screening laboratories. 
 
The proposed population screening will provide extra health gain for women 
and the costs of implementation will be lower than those of the current 
population screening. 
 
The feasibility study was brought about through a collaborative effort involving 
professional groups, patient associations, screening organisations and other 
stakeholders, which provide sufficient support for the implementation of the 
hrHPV screening and the self-sampling. The feasibility study has documented 
how the primary process, the organisation, the quality policy, the 
communication, the monitoring and the evaluation must be coordinated. 
 
In order to implement the proposed population screening in its entirety from the 
start, a two-year preparation phase is required to prepare important areas of 
concern that include drawing up the quality requirements, arranging the 
tendering procedures and configuring the IT technology required. All women 
who are eligible for an invitation, will be offered an hrHPV test. Intensive 
monitoring of any possible negative health effects, such as overtreatment, is an 
important issue to be considered. 
 
Keywords: 
feasibility study, HPV screening, cervical cancer, population screening 
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Summary 

In 2011 the Health Council advised the Dutch Minister of Health, Welfare and 
Sport that the current population screening for cervical cancer could possibly be 
improved. The Health Council proposed to change the screening test from 
cytological screening to tests that detect high-risk types of human 
papillomavirus (hrHPV) that cause cervical cancer. 
 
In reaction to the Health Council’s advice, the Ministry of Health, Welfare and 
Sport commissioned the RIVM Centre for Population Screening to perform a 
feasibility study, upon which it would base its final decision regarding the 
population screening. 
 
The feasibility study describes the way in which the primary process, the 
organisation, the quality policy (including monitoring and evaluation), the 
communication to professionals and clients, and the financing for the proposed 
population screening can be coordinated. An explanation of the optimal 
transition from the current population screening to the proposed population 
screeninga is also included. The feasibility study was designed in collaboration 
with all relevant stakeholders, through the coordinated efforts made by the 
working groups and programme commission involved. Chapter 10 contains an 
extensive description of the feasibility study. 
 
Women receive an invitation from the screening organisations to participate in 
the proposed population screening by having their GPb take a cervical smear. 
The sample material is tested for hrHPV at a limited number of screening 
laboratories. If the hrHPV test is positive, the same sample material is used for a 
cytological test. Any follow-up test that may be needed after six months will also 
take place in the screening laboratories. 
 
Women who do not respond to the invitation will receive one reminder which 
includes a self-sampling kit so that they can collect their own sample material. If 
the self-sample test result is positive for hrHPV, then a cervical smear needs to 
be collected at the GP so that it can be sent for a cytological test. Scientific 
research is needed to examine if the implementation of a self-sampling kit 
during the invitation phase is feasible in the long run. 
 
The number of invitations that a woman receives in her lifetime is dependent on 
her screening history. Women aged 40, 50 and 60 who are hrHPV positive 
receive an invitation five years later for the population screening. It is safe to 
extend that invitation interval to ten years for women aged 40 and 50 years who 
are hrHPV negative. The differences between the current and the proposed 
population screenings are summarised in Table 1. 
  

 
a The term ‘proposed population screening’ means the population screening recommended 
by the Health Council. 
 
bThe term ‘general practice’ will be referred to as GP, which includes any personnel at a GP 
practice who may perform the activies described. 
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The proposed population screening yields more health gain. Every year it can 
prevent approximately 141 additional new cases of cervical cancer and 42 
deaths from this diseasec. 
 
Table 1. Differences between the current population screening and the 
population screening proposed by the Health Council.  

 Current 
population screening 

Proposed 
population screening  

Population screening 
test 

cytological test 
of abnormal cells 

hrHPV test, 
followed by a cytological 

test of abnormal 
cells if needed 

Population screening 
target group aged 30 to 60 years aged 30 to 60 years 

 
Number of 

screening rounds 7 minimum 5, maximum 8 
 

Age at invitation 30, 35, 40, 45, 50, 55, 60 

30, 35, 40, 50, 60 
45, 55 or 65 if 

hrHPV positive five years 
earlier 

Follow-up test 
after six months 

cytological test 
and hrHPV test 

cytological test 
 

 
The description of the necessary quality policy – the requirements for the hrHPV 
test, the cytological test, the self-sampling kit, and the screening laboratories – 
is outlined in the feasibility study. This is also the case with the monitoring and 
evaluation. Intensive monitoring is needed right from the beginning of the 
proposed population screening so that any potentially unfavourable effects, such 
as overtreatment and unnecessary medicalisation can be quickly detected and 
adjusted. 
 
Communication to the professionals and members of the target group in the 
proposed population screening is also outlined. Along with their results report, 
women who are hrHPV positive receive a folder with extensive information about 
hrHPV. Co-workers at the GP must have sufficient knowledge to be able to 
answer any questions the women may have. Much is going to change for the 
laboratories and their employees who are involved in the current population 
screening. They have to be aware in due time of when things are going to 
happen. 
 
An estimate of the annual costs of implementing the proposed population 
screening has been made. The reduction of the total number of screenings for 
each woman in the proposed population screening is ultimately less expensive 
than the current population screening. 
 
The procurement of the hrHPV test and the screening laboratories is part of the 
reason why two years of preparation time is needed. One of the special areas of 
attention during the preparation phase is the continuity of the current population 
screening, which runs the risk of being jeopardised if the laboratories are not 
able to keep qualified personnel for the cytological tests. 
 
c This is the health gain of the hrHPV screening as indicted by the Health Council, including the health gain of 
the self-sampling kit for women who do not respond to an invitation. 
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Implementation subsequently takes place immediately. This means that all 
women from the target group receive an invitation to have an examination for 
hrHPV when the proposed population screening starts. 
 
The Health Council has also advised on improvements for the current population 
screening. These are incorporated into the feasibility study, which also takes into 
account that the current population screening will change within a few years. 
Moreover, the available capacity at the screening organisations is partially 
limited because of the activities during the preparation phase of the proposed 
population screening and the implementation of the population screening for 
bowel cancer. Improvements concern the continued implementation of activities 
already in place, the support for GPs and GP assistants in providing patient 
choice guidance for women from the target group, the reduction of the loss of 
follow-up tests by the screening organisations, and the more active involvement 
of the GPs. 
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1 Introduction 

 
Cervical cancer is caused by a lengthy period of infection with a high-risk type of 
the human papillomavirus (hrHPV) 1 2 (see Box 1 for information on cervical 
cancer). Cervical cancer develops gradually. The interval between an hrHPV 
infection and the development of cervical cancer is at least 15 years 3 4 5 6, 
which is referred to as the precancerous stage of cervical cancer. The current 
population screening detects cervical cancer mainly during this precancerous 
stage. Treatment is implemented depending on the severity of the abnormalities 
found. Early-stage treatment can prevent cervical cancer. 
 
Approximately 700 women in the Netherlands are diagnosed with cervical cancer 
every year. That is two per cent of all new cases of cancer in women 
(www.cijfersoverkanker.nl). In contrast with other forms of cancer, it mainly 
affects young women between the ages of 30 and 45; and even when the 
treatment of cervical cancer has been successful, it can still have life-long 
consequences. Along with the psychological consequences, there are also 
physical consequences, such as infertility, sexual problems, problems urinating 
and defecating, and lymph oedema in the legs. 
 
Advances in medical technology provide opportunities to improve the current 
population screening for cervical cancer. The Dutch Minister of Health, Welfare 
and Sport requested the Health Council to publish its advice 7 regarding the 
improvement of the current population screening. The Ministry of Public Health, 
Welfare and Sport reacted to this advice by stating that a feasibility study is 
needed to provide insight into the way in which the proposed population 
screening should be coordinated in accordance with the advice from the Health 
Council. The minister will take a decision regarding any potential changes to the 
population screening for cervical cancer based on the Health Council’s advice 
and the results of the feasibility study. 
 
The current population screening is discussed briefly in Section 1.1. An 
explanation of the Health Council’s advice is in Section 1.2. In Section 1.3 there 
is a summary of the reaction by the Minister of Health, Welfare and Sport to the 
Health Council’s advice. A summary of the stakeholders’ reactions to the Health 
Council’s advice is outlined in Section 1.4, which also contains the areas of 
concern regarding the feasibility study these stakeholders identify. 
 
 

1.1 The current population screening 

 
The cervical smear procedure was performed extensively without a uniform 
protocol in the Netherlands from 1970 until 1996; after which a national, 
uniformly organised population screening was finally instilled. From then on, 
every woman aged 30 to 60 received an invitation to participate in a population 
screening every five years. If a woman wants to participate, she goes to her GP 
to have a cervical smear taken. The GP or the GP assistant extracts cells from 
the cervix during this internal examination. 
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The cell sample is tested in a laboratory microscopically for cell abnormalities 
(cytological test). The woman receives a recommendation based on this test. 
Women are referred to a gynaecologist when cells are severely abnormal. 
 
Women who have mildly abnormal cells are advised to have a new cervical 
smear taken by their GP after six months. Women receive another invitation to 
have a cervical smear taken over five years if they have no abnormal cells. 
Appendix 1 summarises the process of the current population screening. More 
information on the current population screening can be found at 
www.bevolkingsonderzoekbaarmoederhalskanker.nl. 
 
Box 1: The development of cervical cancer 
 
Cervical cancer usually develops on the transformation zone between the 
ectocervix to the endocervix. The ectocervix is sometimes referred to as the 
mouth of the uterus. The transformation zone is a vulnerable area where two 
types of cells are located: endocervical cylinder cells and squamous cells of the 
ectocervix. 
 

Endocervix  Cylinder 
cells 

 
internal part of the 
cervix 

 
  

 
 

Figure 1. The cervix 
Squamous 
cells  

 Ectocervix  
 external part of the cervix 

 

There are two types of cervical cancer (cervical carcinoma): 
1. Squamous-cell carcinoma: cancer of the squamous cells. This type of cancer 

occurs in 80% of the cases. 
2. Adenocarcinoma: cancer of the cylinder cells. This type of cancer occurs in 

20% of the cases. It is an aggressive from of cervical cancer with a poor 
prognosis 8. 

 
The relationship between hrHPV and cervical cancer 
Cervical cancer is not hereditary. Cervical cancer is caused by an infection of a 
high-risk type of the human papillomavirus (hrHPV) 1 2. There are different types 
of hrHPV; types 16 and 18 are responsible for 75% of all cases of cervical 
cancer. The hrHPV is a very contagious virus that is transmitted during sexual 
intercourse. Eighty per cent of the men and women become infected with these 
viruses in their lifetime. Without intervention, no more than 1% of all hrHPV 
infections in women lead to cervical cancer 4 9. This is because the body almost 
always clears the viruses out within two years 10. It is considered a lengthy 
period of infection when this does not happen.  
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A lengthy period of infection can lead to cell abnormalities in the transformation 
zone of the endocervix and ectocervix. It is the cells in this area which are very 
sensitive to changes caused by the hrHPV viruses. 
 
Aetiology of the precancerous stage 
Abnormal cells could eventually develop into the precancerous stage of cervical 
cancer. The precancerous stage of cervical cancer is histologically identified 
based on the degree of abnormality of the cells (cervical intraepithelial neoplasia 
(CIN). 
CIN 1: mild abnormalities in form and structure of cells  
CIN 2: moderate abnormalities in form and structure of cells 
CIN 3: strong abnormalities in form and structure of cells 
 
The precancerous stage often disappears and the body clears the abnormal cells 
out (regression). The prospect of regression occurring depends on the severity 
of the abnormalities 11. 
The reason why regression or progression occurs is not understood. It probably 
has something to do with how the woman’s immune system functions 12. If her 
immune system functions poorly, the hrHPV and the precancerous stage may be 
more difficult to clear out. Women with a poorly functioning immune system 
therefore are at a greater risk for cervical cancer. There are probably other 
factors that have to do with hrHPV and/or the woman that determine the course 
of the disease. These factors and their correlation are not yet fully understood. 
 
Cervical cancer 
The development of a lengthy period of hrHPV infection into cervical cancer 
takes at least 15 years in most cases 13 4 5 6. It takes another four to five years 
before the woman begins to show symptoms 14. 
 

 
HPV-viris infects the cells     Mild to moderate  moderate to severe   cancer cells 
       the cells                        abnormal cells      abnormal cells        more than 
                                                                   2.5-4 years after     15 years after 
      Infection  infection 
Figure 2. Development of cervical cancer 
 
A patient’s chance of survival with cervical cancer depends on the extensiveness 
of the disease process at the time of the diagnosis. The chance of living five 
years is 98% when there is limited tumour growth. In contrast to that, the 
chance of living five years in only 7% if it has metastasised. The chance of 
survival is also determined by the type of cancer. The prognosis with an 
adenocarcinoma is more favourable that with a squamous-cell carcinoma 15. The 
average five-year survival rate in the Netherlands is 67% (http://nkr.ikcnet.nl) 
16. 
 
Cervical cancer takes 200 to 250 lives a year in the Netherlands 17. 
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1.2 Health Council’s advice 

 
In March 2007, the Ministry of Public Health, Welfare and Sport submitted a 
request for the Health Council’s advice regarding prevention of cervical cancer 
(letter PG/ZP-2.746.254). The Health Council’s initial advice was to vaccinate 
against hrHPV. The Health Council’s second advice was to improve the 
population screening for cervical cancer. On 24 May 2011, the report entitled 
‘Screening for Cervical Cancer’ was published 7. According to the Health Council 
there are a number of developments, including medical-technical ones, that 
could improve the current population screening. The Health Council has a 
proposal as to what the improved population screening would involve. The 
Health Council concluded that there are also developments in the current 
population screening that have shown to provide no added value. This section 
explains the Health Council’s recommendations. 
 
Introduction of hrHPV test as primary screening 
The Health Council advises on transitioning from cytological screening to hrHPV 
screening. A hrHPV screening detects cervical cancer and its precancerous stage 
more effectively than cytological screening. HrHPV screening is more sensitive 
than cytological screening and also detects aggressive adenocarcinoma better 
(see Box 2). HrHPV screening provides an additional health gain and prevents 
approximately 75 additional cases of cervical cancer and 18 deaths from this 
disease annuallyd. 
 
This way of screening is, however, less specific in detecting relevant 
abnormalities (CIN 2+) than the cytological screening 18. A lower specificity 
increases the chance of unnecessary follow-up tests and overtreatment. To 
reduce this chance, the Health Council advises to perform a second test on the 
collected material when the hrHPV test is positive. The second test is a 
cytological test to analyse if there are any abnormal cells present. The cervical 
smear remains the same for the participating women, but the collected material 
is initially analysed for hrHPV. A cytological test only takes place if the collected 
material is positive for hrHPV. 
 
Follow-up will be different than the way it is implemented in the current 
population screening. When the hrHPV test as well as the cytological test are 
positive, the woman is immediately referred to a gynaecologist. When only the 
hrHPV test is positive, the woman is advised to have another cervical smear 
taken six months later, which will be cytologically tested to check if any 
abnormal cells have developed in the interim. 
 
Along with the additional health gain, women do not have to have a cervical 
smear taken as often as they do now. The risk for cervical cancer or its 
precancerous stage after a negative hrHPV test is lower than after a negative 
cytological test 19 20. This means that the screening interval can be extended. 
The Health Council has therefore proposed to no longer invite woman aged 45 to 
55 to have a cervical smear taken if they have tested negatively on the previous 
hrHPV screening round. The screening interval can be extended from five to ten 
years for many women between 40 and 50 years old.  
 
d This is the health gain of the hrHPV screening as stated by the Health Council. The health gain from the self-

sampling kit for women who do not respond is not included in this. 
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Improvement of the follow-up in the current population screening 
Medical advice is given based on the cytological test as part of the procedure in 
the current population screening. When abnormal cells are detected, the advice 
is to follow-up with a cervical smear after six months or an immediate referral to 
a gynaecologist. These follow-ups do not always take place or do not always 
occur in a timely manner. The Health Council advises improving the six-month 
follow-up by giving the screening organisations a role in the invitation for the 
follow-up test at the GP instead of leaving it up to the women to arrange it 
themselves. 
 
Lowering the thresholds for women 
Approximately half of the cases of cervical cancer occur in women who do not 
participate or who participate infrequently in the population screening 21 22 23. 
Participation in the population screening is lower than average in younger 
women, immigrant women, women in urban areas or women with a low socio-
economic status 24 25 26 27 28 29 30. The Health Council sees opportunities to lower 
the thresholds for participation by these groups by: 
 effectively involving the GPs in the invitation procedure (first invitation or 

reminder). Invitations by the GPs lead to a greater turnout than invitation by 
the screening organisations 31 32 33 34 35 36 37. 

 Implementation of a self-sampling kite for women who do not participate 
(non-responders). A woman takes a sample of her own vaginal material with 
a self-sampling kit. This collected material is tested for the presence of 
hrHPV. Dutch studies 38 39 have shown that implementation of the self-
sampling kit has led to 30 per cent response among women who had not 
responded to their invitation to have a cervical smear taken. An 
extrapolation of this to the total target group would result in a total of 6 per 
cent additional turnout. The number of abnormalities found in this group of 
women was higher and more severe than by those who participated in the 
population screening by responding to the invitation 40. 

The Health Council advises performing further investigation on the added value 
of the implementation of the self-sampling kit to the entire target group in terms 
of turnout, yield, and cost-effectiveness in comparison with the advised 
screening programme. 
 
Developments that have no added value 
According to the Health Council there are two developments in the current 
population screening that have not proven to have any added value. This 
involves the application of thin-layer cytology (TLC) and computer supported 
screening. The Health Council makes no proposal regarding the added value of 
TLC in the proposed population screening. The use of TLC in the proposed 
population screening is, however, not necessary, according to the Health 
Council. Having two methods of collecting the material from women allows for 
performing the hrHPV test (material in a vial) as well as any needed cytological 
test (material on a glass slide). 
  

 
e The Health Council calls the self-sampling kit a home-test. The feasibility study refers to it as a self-sampling 
kit. 
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1.3 Reaction of the Minister of Health, Welfare and Sport to the Health 
Council’s advice 

 
On 27 October 2011, the Ministry of Health, Welfare and Sport responded to the 
Health Council’s advice. The reaction was expressed in a letter to the Dutch 
House of Representatives (see Appendix 2). The minister approves of the 
feasibility for improvement of the population screening for cervical cancer on 
three punts: implementing hrHPV screening, improving the follow-up, and 
lowering the thresholds. 
 
Implementation of hrHPV screening 
The minister considers it advantageous to make the transition to hrHPV 
screening based on the health gain, for the participants, and from the 
perspective of cost-effectiveness. The medium-term and long-term costs have to 
be systematically calculated to take a decision on this change. 
 
Improvement of the follow-up test of the current population screening 
The minister has requested that the Centre for Population Screening together 
with the responsible health care providers to make any necessary improvements 
to the follow-up test. 
 
Lowering thresholds 
The minister recognized the need to lower thresholds for women who do not 
regularly participate in the population screening. The minister has requested the 
Centre for Population Screening for advice over the best way to lower these 
thresholds. The women’s autonomy may not be affected. The minister has also 
requested making the screening ‘compelling’. The unsolicited delivery of a self-
sampling kit to non-responders of earlier reminders is an additional step which 
also adds additional costs. The minister has requested the Centre for Population 
Screening to further investigate the self-sampling kit and the possible 
consequences it would have on the effectiveness of the population screening. 
 
Thin-layer cytology and computer supported screening 
The minister approves of the Health Council’s advice that TLC and computer 
supported screening in the current population screening has no added value. 
 
Feasibility study 
A feasibility study is usually performed by the Centre for Population Screening 
whenever the Health Council gives its advice regarding population screenings. 
The objective of the feasibility study is to investigate the short-term and 
medium-term consequences – including the financial repercussions – of 
executing the advice. The definite decision to implement the proposed 
population screening in 2013 can be made after submission of this feasibility 
study and it will depend on the budgetary status. 
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1.4 Reaction of the stakeholders to the Health Council’s advice 

 
The Centre for Population Screening has requested the stakeholders involved in 
the population screening for cervical cancer to respond to the Health Council’s 
advice. The following stakeholders have responded to the advice in writing (see 
Appendix 3): the five cancer screening organisations, the patient association 
Olijf Foundation, the Dutch Pathology Association (NVVP), the Dutch Pathology 
Technicians Association (VAP), the Dutch College of General Practitioners (NHG), 
the Dutch Association of Doctors’ Assistants (NVDA), the Dutch Society for 
Obstetrics and Gynaecology (NVOG) and the Dutch Society for Medical 
Microbiology (NVMM). The stakeholders have also specified some areas of 
concern for the feasibility study. 
 
The support among members of the target group of the population screening 
has not been extensively reviewed. A limited qualitative assessment regarding 
the proposed population screening was performed with thirteen women from the 
target group using in-depth interviews 46. In 2009, a qualitative investigation 
was performed on what women (n=600) 48 needed for the invitation process. 
Both investigations enquired about their opinion on the self-sampling kit. 
 

1.4.1 Support for the Health Council’s advice 
 
This section covers the support by the above-mentioned stakeholders with 
regard to the Health Council’s advice on the proposed population screening and 
the improvements of the current population screening. 
 
Introduction of hrHPV as primary screening test 
All stakeholders, with the exception of the Dutch Pathology Technicians 
Association, approve of the Health Council’s advice to introduce hrHPV screening 
as a primary test in the population screening. The advantages they mention are 
the additional health gain resulting from the higher sensitivity of the hrHPV test, 
a reduction of the number of invitation rounds, and a reduction of the number of 
unjustifiably anxious women in the follow-up procedure. These advantages were 
also mentioned by the thirteen women who were interviewed. They think the 
extension of the screening interval to ten years for women older than 40 is long. 
 
The Dutch Pathology Technicians Association (VAP) shows less support with 
regard to the hrHPV screening. They think the current population screening is 
good and the shift to hrHPV screening has great financial and personnel 
consequences for the professionals and laboratories involved. Within the context 
of these consequences, the Dutch Pathology Association (NVVP) places 
importance on having a gradual introduction of the proposed population 
screening which would allow sufficient time to train analysts and pathologists. 
 
The Dutch Pathology Technicians Association and the Dutch Pathology 
Association specified losing the ability to detect hrHPV-negative malignancies 
(among which the endometrium carcinoma) in the workflow of the proposed 
population screening. These malignancies are sometimes detected with a 
cytological test in the current population screening. Every year 30 to 50 
endometrium carcinomas are detected with a cervical smear in the current 
population screening (NVOG letter, search query in PALGA – the nationwide 
database of histopathology and cytopathology in the Netherlands – over 
2010/2011 by pathologist J.C. van der Linden, member of the programme 
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commission). The Dutch Society for Obstetrics and Gynaecology states in a 
letter that the implementation of the proposed population screening will result in 
three to five deaths per year as a result of endometrium carcinoma. On the 
basis of the above-mentioned figures, the Dutch Society for Obstetrics and 
Gynaecology concluded that losing the ability to detect hrHPV-negative 
malignancies does not outweigh the expected advantages of the proposed 
population screening. 
 
Use of thin-layer cytology 
The stakeholders who are involved in the laboratory activities are strongly 
committed to implementing TLC in the proposed population screening. The TLC 
has only one method of collecting material for the hrHPV test as well as for any 
cytological test that may be needed. Material has to be collected in two different 
ways – one vial for the hrHPV test and a glass slide for a cytological test – when 
TLC is not done. 
 
This results in additional tasks (including administrative tasks), a lower quality 
of the cytological preparation, and a greater risk of inadvertently switching the 
collected material. 
 
Improvement of the follow-up test in the current population screening 
The Dutch College of General Practitioners and the screening organisations 
support improving the follow-up test of the current population screening. They 
state that not only the screening organisations, but also the GPs can play a more 
active role in improving the follow-up test. 
 
Lowering the thresholds for participation 
 Involvement of the GPs. The Dutch College of General Practitioners confirms 

the added value of having the GPs involved in the invitation process. To 
guarantee the women’s autonomy, the Dutch College of General 
Practitioners will provide guidance for the way in which women should be 
approached by the GPs. The screening organisations recognize the 
importance of the involving the GPs in the invitation process. A uniform 
quality of turnover, however, is less guaranteed when having the GPs invite 
the women for participation in the screening process. The screening 
organisations therefore prefer to involve the GPs in sending the reminders 
for the follow-up test in cases where there has been a mildly abnormal 
cervical smear. 

 Utilisation of the self-sampling kit. All stakeholders are positive about 
utilisation of the self-sampling kit for non-responders, but they would like to 
raise the issue of non-responders waiting for a self-sampling kit and if the 
efficacy of the self-sampling kit has been sufficiently investigated. At some 
point, a self-sampling kit can also be offered as the first choice for all 
women. 

 
The quantitative investigation among women has shown that more than half of 
the women have a preference for the self-sampling kit. The important 
advantages of the self-sampling kit is that women have less shame, it is easy to 
use, and less transgression of privacy. The qualitative and quantitative 
investigation revealed two important reasons in favour of having the GPs take 
the cervical smears: 1) doubts regarding the reliability of the test when the 
material has been collected with a self-sampling kit; and 2) doubts regarding the 
ability to use that material for cell examination. 
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The Dutch Society for Medical Microbiology does not recommend introducing the 
self-sampling kit simultaneously with the hrHPV screening of cervical smears. 
 

1.4.2 Areas of concern 
 
Monitoring implementation 
All stakeholders single out changing from cytological screening to hrHPV 
screening to be a major shift. The stakeholders therefore raise the issue of 
intensive monitoring to promote early detection and correction of potentially 
unfavourable effects such as the issuance of more referrals, increasing interval 
carcinomas, overdiagnosis, and overtreatment. 
 
Proper information is essential 
The stakeholders consider it very important to provide proper information to 
women about hrHPV, and its causes and consequences. The relationship 
between sex, hrHPV, and cervical cancer is presented more clearly in the 
proposed population screening. Insufficient knowledge can lead to stigmatisation 
of women with hrHPV, cervical cancer, or its precancerous stage. Professionals 
who are involved in the implementation of the proposed population screening 
have to be sufficiently trained to properly give information. 
 
Improvement of the diagnosis procedure 
According to the Health Council, the probability that a woman will be referred to 
a gynaecologist increases in the proposed population screening. The Dutch 
Pathology Association and the Dutch Pathology Technicians Association raise the 
issue of making the diagnosis procedure uniform. The stakeholders think the 
diversity in diagnostic and treatment strategies during the precancerous stage in 
the Netherlands is too great. The increase, or temporary increase, of 
colposcopies in the proposed population screening, increases the importance of 
bringing uniformity to this strategy. 
 
Monitoring mutations of hrHPV types 
HrHPV screening is detects a virus. The virus adapting to its circumstances, for 
example, as a result of the current hrHPV vaccination in girls is a risk. The 
assessment of possible mutations of hrHPV types that could cause cervical 
cancer has to be properly coordinated according to the Dutch Society for Medical 
Microbiology. The Dutch Society for Medical Microbiology also mentions the 
importance of using a hrHPV test that provides for cervical smears that cannot 
be tested properly. 
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2 Design of the feasibility study 

The Centre for Population Screening began with the feasibility study at the start 
of 2012. Initially a plan of action was drawn up based on the report from the 
Health Council, the opinion of the Ministry of Health, Welfare and Sport, the 
areas of concern of the stakeholders, and the experience that the Centre for 
Population Screening has acquired with other feasibility studies, specifically the 
most recent one that involved the feasibility study of bowel cancer. The Centre 
for Population Screening then drew up the guidelines upon which the feasibility 
study would be designed. The premises are outlined in Section 2.1. To 
coordinate the involvement of relevant stakeholders a project plan was drawn 
up, which is explained in Section 2.2. Section 2.3 contains the data upon which 
the proposed population screening is based. This chapter ends with Section 2.4, 
which has a brief overview of this report on the feasibility study. 
 
 

2.1 Premises of the feasibility study 

 
The Centre for Population Screening formulated the guidelines upon which the 
feasibility study would be designed. These premises were based on the 
programme commission for the population screening of cervical cancerf and the 
Ministry of Public Health, Welfare and Sport. The following are the premises: 
 
1. The focus of the feasibility study is on primary hrHPV screening 
The introduction of hrHPV test as primary screening procedure is the major 
change in the proposed population screening. The hrHPV test takes place on 
material obtained though a cervical smear as well as through a self-sampling kit. 
The introduction of the population screening involves a complex change that has 
major consequences for its coordination, for the stakeholders involved, and 
possibly also for its costs. 
 
2. The optimum situation for each theme is described 
The feasibility study describes the following sequence of themes: primary 
process, organisation, quality policy, monitoring and evaluation, communication 
to professionals and clients, implementation/transition costs. The best 
arrangement, the most desirable situation, for each theme is described. The 
major decisions are explained in a box or included in the appendices of this 
report. 
 
3. Possible improvements in the current population screening are also 

described 
In addition to its advice on the introduction of the hrHPV screening, the Health 
Council also advised about measure to improve participation and follow-up, 
which could be implemented in the current population screening. These 
improvements and the necessary activities (planned and already completed) are 
included in Chapter 9 of the feasibility study. 
  

 
f The term ‘programme commission for the population screening for cervical cancer’ will be referred to as 
‘programme commission’ in the rest of this report. 
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2.2 Project plan 

 
The following stakeholders were involved in drawing up the feasibility study; 
 Cib (Dutch Centre for Infectious Diseases Control) 
 KWF (The Dutch Cancer Society) 
 LEBA (National Evaluation Team for Cervical Cancer) 
 LHV (The Dutch Association of General Practitioners) 
 NHG (The Dutch College of General Practitioners) 
 NVDA (Dutch Association of Doctors’ Assistants) 
 NVOG (The Dutch Society for Obstetrics and Gynaecology) 
 NVVP (The Dutch Pathology Association) 
 NVMM (The Dutch Society for Medical Microbiology) 
 Cancer screening organisations 
 Olijf Foundation (Network of women with gynaecological cancer) 
 VAP (The Dutch Pathology Technicians Association) 
 
Working groups 
The involvement of the above-mentioned stakeholders was made possible 
though establishing a set of four working groups. The various themes were 
discussed in these working groups. The discussions in these working groups 
partially formed the basis of the most important chapters of the feasibility study 
report drawn up by the Centre for Population Screening. The chapters were 
submitted to the programme commission after the working groups submitted 
their advice. The members of the working groups participated on their own 
behalf. The working groups comprised professionals from different regions in the 
Netherlands as best as possible. The following four working group had 
approximately five meetings between March and November 2012. 
 
It concerns the following four working groups: 
1. Primary process and coordination working group: This working group 
discussed the primary process of the proposed population screening with 
primary hrHPV screening. In addition, they discussed the coordination of the 
population screening. This working group comprised experts from the screening 
organisations, GPs, GP assistants, analysts, pathologists, microbiologists, and 
gynaecologists. 
 
2. Quality, monitoring and evaluation working group: This working group 
discussed the quality requirements of the proposed population screening. It also 
addressed the framework of the quality policy, the monitoring and evaluation. 
This working group comprised experts from the screening organisations, GPs, GP 
assistants, pathologists, evaluators, microbiologists, and gynaecologists. 
 
3. Communication and information working group: The communication working 
group was involved in exploring the needed means of communication and the 
most important information to the target group of the proposed population 
screening and the professionals involved.  This working group comprised experts 
from the screening organisations, GPs, GP assistants, analysts, pathologists, 
gynaecologists, Olijf Foundation, The Dutch Cancer Society and the Dutch 
Centre for Infectious Diseases Control. A health psychologist, sexologist from 
the Dutch Sexology Association (NVVS), and a pedagogue. STI AIDS 
Netherlands (Soa Aids Nederland) was involved for a part of the process. 
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4. Financing working group: The financing working group outlined the costs of 
implementation of the proposed population screening. This working group 
comprised experts from the screening organisations, GPs, analysts, pathologists, 
microbiologists, and GP assistants (adjunct member). 
 
Programme commission 
The programme commission of the population screening for cervical cancer has 
advised the Centre for Population Screening about how the current population 
screening is executed and has indicated aspects regarding the quality of the 
contiguous care. The programme commission kept the Centre for Population 
Screening abreast of the information submitted in the chapters of this report and 
the recommendations of the working groups while the feasibility study was being 
conducted. The Centre for Population Screening took these recommendations 
into consideration when drawing up the final version of the chapters of the 
feasibility study. The feasibility study report also addresses the commission’s 
recommendations which were not integrated into the chapters. The members of 
the programme commission participated on behalf of their constituency during 
the feasibility study and not on their own behalf (see Appendix 4). 
 
 

2.3 Figures and data 

 
Figures on turnout, advice and referrals 
For the purposes of meeting the requirements discussed in the working groups, 
an estimate was made of the most significant consequences the proposed 
population screening would have on a number of aspects–-including the target 
group for each age, the number of hrHPV-positive women, the number of 
cytological tests, and the number of women for each type of referral. Table 2 
contains the most significant figures of the current population screening and the 
proposed population screening. These are based on the turnout data of the 
current population screening from 2009/2010. Further explanation of these 
figures, the sources used, and the hypotheses are reported in Appendix 5. 
 
Table 2. Summary of the most significant figures of the current population 
screening and the proposed population screening (also see Appendix 5). These 
data are based on the figures of 2009/2010. 

 
Data on the self-sampling kit 
The cost-effectiveness of the introduction of the hrHPV screening is described in 
the Health Council’s advice 7. The health gain of implementing the self-sampling 
kit for non-responders to the population screening has also been analysed. In 

 Current Proposed  
 population screening population screening  
Target group per invitation year 749,900 583,500  
Participation of the target group 484,100 392,600  
Number of hrHPV-positive 
women Not measured 17,400  
Number of cytological tests 484,100 17,400  
Number of recommendations: 
cervical smear at GP after six 
months 

14,600 12,200 
 

  
3,900 5,200 

 
Number of immediate referrals:  
gynaecologist   
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her response to the Health Council’s advice, the minister expressed the 
importance of quantifying the costs and effects of the self-sampling kit. The 
Erasmus Medical Centre was requested to perform a study on the cost-
effectiveness of the self-sampling kit as part of the feasibility study. The results 
of this study are in Box 2. The report ‘Cost-effectiveness analysis of primary 
hrHPV screening without the self-sampling test versus with the self-sampling 
test’ is on the CD-ROM. 
 
Box 2: The effects of sending the self-sampling kit to all non-responders 
in the proposed population screening 
 
In 2012 the Erasmus Medical Centre performed a cost-effectiveness analysis 
(CEA) on the self-sampling kit (Cost-effectiveness analysis of primary hrHPV 
screening without the self-sampling test versus with the self-sampling test, CD-
ROM). This analysis provides insight into the effects on health gain of the self-
sampling kit and its costs. 
The following assumptions were made for the calculations: 
 The self-sampling kit is sent to all non-responders. 
 An additional 6% turnout rate through implementing the self-sampling kit to 

non-responders. 
 10% of the women who are hrHPV positive do not go to their GP for a 

cervical smear (loss of follow-up). 
 
Implementation of the self-sampling kit for non-responders turned out to be 
cost-effective and provides, as expected, additional health gain. The self-
sampling kit results in 7.8% additional turnout of women with CIN 2 lesions and 
8.6% additional turnout of women with CIN 3 lesions. The additional detection of 
these relevant abnormalities reduces the number of women with a diagnosis of 
cervical cancer by 7.8% and 9.3% fewer women die from this disease. The 
health gain is even greater if the loss of follow-up is lower than initially 
assumed. 
 
The test characteristics of the self-sampling kit are essential in determining the 
number of years of life gained and the costs. The number of life years gained is 
less if the test has a low sensitivity for detecting hrHPV. The cost of the 
population screening increases if the specificity is low because more women 
incorrectly receive referrals for further examinations. The above-mentioned 
calculations assumed a comparable sensitivity and lower specificity for the self-
sampling kit then for the material obtained from cervical smear. The 
assumptions for the test characteristics that were used in the CEA calculations 
are representative for the self-sampling kit used in the Dutch studies for non-
responders 38 39. 
 
The Erasmus Medical Centre has extrapolated the effects on health gain and 
costs in the event more women use the self-sampling kit. If 90% of the women 
who respond use the self-sampling kit, this would result in a decrease of the 
amount of women with a diagnosis of cervical cancer by 5.1%, and 7.6% fewer 
women would die from this disease. This is lower than if the self-sampling kit 
were only issued to non-responders, but it is still a considerable amount. The 
greater the number is of women who visit their GP for a cervical smear after 
receiving a positive result from the self-sampling kit, the more favourable the 
health gain and the costs per gained life years are. The costs for each life year 
gained decrease further with a more intensive use of the self-sampling kit. This 
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is largely due to the reduction of the number of cervical smears taken by GPs. 
Sending a self-sampling kit to all non-responders ultimately leads to an 
additional reduction of the number of new cervical cancer diagnoses by 
approximately 66 per year. In addition, 24 additional deaths caused by cervical 
cancer are prevented each year. 
 

2.4 Brief overview 

 
This report contains the results of the feasibility study. Chapter 3 covers the 
proposal for the primary process of the proposed population screening. Chapter 
4 explains the coordination, including tasks and responsibilities of the 
shareholders involved. The quality policy, the monitoring and evaluation, and 
information management are in Chapter 5. Chapter 6 has instructions on the 
needed communication to the target group and the professionals involved. The 
implementation procedure is in Chapter 7. Chapter 8 describes the costs of the 
proposed population screening. Chapter 9 has an overview of the planned 
activities for optimizing the current population screening. The core issues and 
the advice of the feasibility study are presented in Chapter 10. 
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3 Primary process 

The proposed population screening with hrHPV screening examines women aged 
30 to 60 for cervical cancer and cervical cancer in its precancerous stage. The 
primary process includes the activities for the selection of women, the 
invitations, the examination, the results and any possible treatment. The 
structure of the primary process of the proposed population screening 
corresponds as much as possible with the structure of the primary process in the 
existing population screenings for breast cancer and cervical cancer, and with 
the population screening for bowel cancer yet to be introduced. 
 
This chapter describes the premises that were used for structuring the primary 
process of the proposed population screening. The primary process is further 
elaborated upon in the following sections, which emphasise the parts in the 
population screening. A detailed description of the primary process can be found 
in Appendix 6. 
 

3.1 Premises of the primary process 

 
The following premises were used for structuring the primary process: 
1. Selection of the women eligible for an invitation takes place based on data 

from the Municipal Register. 
2. The invitation procedure was structured to optimise accessibility, 

voluntariness, quality, efficiency, and sustainability. These are further 
elaborated upon in Box 3. 

3. Women should have proper information made available to them and the 
freedom to determine if they want to respond to the invitation. 

4. The population screening is for women who have no gynaecological 
symptoms that could indicate cervical cancer. 

5. Women who respond to the invitations go to their GP for a cervical smear. 
The collected material is tested for the presence of hrHPV, and if needed, it 
is followed by a cytological test (this is called a primary cytology screening). 

6. As a reminder, non-responders receive a self-sampling kit, which they use to 
collect the necessary sample material themselves. This material can only be 
tested for the presence of hrHPV. A cervical smear taken by the GP is 
needed with an hrHPV-positive test. This cervical smear undergoes a 
cytological test (primary cytology screening). 

7. Women with a hrHPV-positive test who do not have a cytological 
abnormality are advised to have another cervical smear taken six months 
later. This cervical smear is only tested cytologically (this is called secondary 
cytology screening). 

8. Women with a hrHPV-positive test and cytological abnormalities are advised 
to go to a gynaecologist for further examination. 

9. The screening organisation sends the women letters with the result of the 
hrHPV test, the cytology test for positive hrHPV tests if applicable, and the 
examination after six months if applicable. The GP’s objective is to inform 
the woman about the result in the event she needs to be referred to a 
gynaecologist. 
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3.2 Selection and invitation (premises 1-4) 

 
Selection 
The target group of the population screening is women aged 30 to 60 years. 
Selection for participation is based on data from the municipal register and the 
screening history of the women. The following groups of women were selected: 
 All women at the ages 30, 35, 40, 50 and 60 in the invitation year. 
 Women who are 45, 55 and 65 in the invitation year and who were hrHPV 

positive during the previous screening round. 
 Women who are 45 and 55 years old in the invitation year and who did not 

respond to the previous screening round or to the self-sampling kit as a 
reminder. 

 
After the selection of the above-mentioned groups, the women who definitely 
opted out in the past are excluded. The remaining group of women are eligible 
for an invitation to participate in the population screening. 
 
Invitation 
The screening organisation invites the woman to participate in the population 
screening. The invitation comprises an invitation letter, a national folder, a 
response card for temporary, one-time, or definitive opting out (which can also 
take place via the client portal) and the laboratory card. There are three 
different national invitation letters: 
 A letter to women who are invited for the first time or who have not 

participated in the past. 
 A letter to women who were hrHPV negative in the previous screening 

round. 
 A letter to women who were hrHPV positive in the previous screening round. 
The first invitation is also accompanied by extensive information about the 
population screening for the women. 
 
Women can also indicate on the response card (or through the client portal) that 
they would like to receive an invitation by their GP for collecting the sample for 
the cervical smear. They provide their GP’s information on the response card. 
The screening organisations sends the request on to the women’s GPs, who then 
invite the women, preferably with an specific date and time for an appointment. 
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Box 3: The invitation process of the proposed population screening and 
the implementation of the self-sampling kit 
 
A number of conditions (public values) are applicable for population screenings; 
these are further explained in Chapter 4. These conditions and other premises 
were used in developing the invitation process in the proposed population 
screening. This means that the invitation process has to be optimally structured 
with regard to accessibility, voluntariness, quality, efficiency, and sustainability. 
 
 Accessibility of the invitation process has to optimally correspond to the 

diversity of needs of the women in the target group, and the thresholds for 
participation have to be as low as possible. 

 Voluntariness includes having the invitation process structured such that 
the women are at liberty to choose whether or not they participate in the 
population screening. 

 Among the things needed for optimal quality is to have nationally uniform 
invitations to participate in the population screening, and to ensure that 
every woman receives accurate, understandable information so that they 
can make an informed decision. Moreover, the invitation process should be 
structured in such a way that the likelihood of errors occurring is as limited 
as possible. 

 Efficiency entails achieving a maximum health gain through optimal 
involvement of the target group, as inexpensively as possible. 

 For the sustainability of the invitation process it is important that it be 
structured flexibly so that future developments, such as an influx of hrHPV-
vaccinated women in 2023, does not require major organisational and IT 
adjustments. 

 
Based on the above-mentioned conditions and premises, the following choices 
were made for the invitation process: 
 
Sending the invitations for the population screening 
The selection based on age and screening history, and also the need for different 
invitation letters, make the selection and invitation process to the proposed 
population screening more complex. The screening organisations send the 
invitations directly to the women mainly to conform with the conditions and 
premises of quality and efficiency. The GP is no longer directly involved in the 
invitation process, but does send the reminder to the women who do not 
respond to the invitation for the follow-up test. This focuses the GPs’ 
involvement more closely to the women who are at a high risk for cervical 
cancer. 
 
With regard to accessibility and effectiveness, the women have the possibility 
(via the response card or client portal) to indicate that they would like to receive 
an invitation (preferably with a specific date and time for an appointment) from 
the GP. 
 
Sending the reminders 
As part of the framework of accessibility and efficiency (see Box 2), non-
responders can use a self-sampling kit. Reasons why women would want to use 
the self-sampling kit are: to use the kit at their own convenience, it is less time-
consuming, and there is less shame than having a cervical smear taken by their 
GP 41 44 48. The self-sampling kit can also be important for women who have 
experienced sexual violence and do not want to have a cervical smear taken at 
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their GP practice 42, or they may have difficulty doing this 43. 
 
To limit the number of self-sampling kits sent unnecessarily, women initially 
receive a letter which tells them this option is available to them. Women who do 
not want to use the self-sampling kit can indicate this on the response card or 
on the client portal. Research shows that 15% of the women withdraw from 
participation, which is not at the expense of the turnout 44. Out of respect for the 
premise of voluntariness, a second reminder is not sent. 
Research has shown that sending the self-sampling kit to all non-responders is 
more effective than sending the kit upon the request of the women (50% less 
participation) 45. 
 
Self-sampling kit with the invitation? 
Implementing the self-sampling kit with the invitation is preferred from the 
perspective of accessibility and costs. As explained in the above-mentioned 
invitation process, the self-sampling kit greatly enhances accessibility for many 
women and respects their autonomy. Implementation of the self-sampling kit 
also substantially lowers the costs of the population screening (see Box 2 and 
Section 8.4.1). This is because costs of a self-sampling kit are lower than the 
costs of a cervical smear taken by a GP. Scientific research has to take place to 
answer the following questions before a decision can be made regarding 
implementation of the self-sampling kit with the invitation: 
Are the test characteristics comparable? 
Scientific research has to be done to see if the test characteristics of the self-
sampling kit are comparable with those of the cervical smear taken by a GP for 
the responders upon invitation because there is still insufficient information 
regarding this. 
What is the acceptance and the follow-up? 
The following issues have to be addressed: the degree to which the target group 
actually uses the self-sampling kit, follow-up of the advice if a cytological test 
indicates a need for it, the percentage of the self-sampling kits that cannot be 
tested properly, and the costs. 
 
Taking into consideration the amount of time for the scientific research – 
including the licensing procedure in accordance with the Dutch Population 
Screening Act (Wet op het bevolkingsonderzoek, WBO) – implementation of the 
self-sampling kit with the invitation would take place in the third year after 
introduction of the hrHPV screening. 
 
Possible reminder 
The screening organisation sends a reminder letter after a predetermined time. 
This reminder tells the woman that she will receive a self-sampling kit. The 
woman has the option (via a response card or the client portal) to opt out. 
Women who do not do this receive a self-sampling kit including instructions sent 
to their homes. 
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3.3 Examination (premises 5-8) 

 
Client contact 
An intake takes place, using the laboratory card, when a participant makes an 
appointment with her GP. The GP assistant who takes the cervical smear 
determines if an appointment with the GP must also be made along with the for 
possible further examination, for example, in the event of any gynaecological 
complaints. Patient information about hrHPV, precancerous stage of cervical 
cancer, and the examination are provided during client contact. The cervical 
smear is then taken. The GP or GP assistant places the sample material from the 
cervix into a vial (see Box 4 for information on choosing thin-layer cytology). 
The woman is informed about the possible results and how she will receive the 
results. The sample taken, along with the completed laboratory card, is sent to a 
designated screening laboratory. The participant has the option of collecting her 
own vaginal material by using the self-sampling kit. She places the collected 
material, along with the needed information, in a return envelop and posts it to 
a designated screening laboratory. 
 
HrHPV test and primary cytological test on a cervical smear 
The screening laboratory registers, analyses, and tests the sample for the 
presence of hrHPV. If a hrHPV test result is positive, the screening laboratory 
performs a cytological test on the same sample material using a TLC. The 
screening laboratory sends the result of the hrHPV test, and the cytological test 
if performed, including any advice, to the screening organisation and the GP. 
It is possible that the screening laboratory cannot properly test the material of 
the hrHPV test or the cytological test. At which point the screening laboratory 
will inform the screening organisation. The screening organisation informs the 
woman and invites her to have another cervical smear taken by her GP. 
 
hrHPV test with the self-sampling kit 
The screening laboratory registers, analyses, and tests the sample for the 
presence of hrHPV. If the self-sampling kit cannot be properly tested, the 
screening organisation informs the woman and sends her another self-sampling 
kit. 
In the event of a positive hrHPV test, the screening laboratory informs the 
screening organisation and the GP (if the woman provided the information about 
her GP along with the sample). The screening organisation informs the woman 
and invites her to have her GP take a cervical smear. If the woman does not 
respond, the GP will remind her. If the woman does not respond to the 
reminder, she will then receive an invitation to have her GP take a cervical 
smear six months after the hrHPV test (see Cervical smear after six months). 
After taking the cervical smear, the GP sends it to the designated screening 
laboratory for a primary cytological test. The screening laboratory sends the 
result of the primary cytological test that was performed to the screening 
organisation and the GP. 
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Box 4: Collection of the sample material and the use of TLC 
 
The proposed population screening has two possible ways of collecting and 
processing the sample material. With the first method of collection, the collected 
material is placed in a vial with a special medium. The material is taken out of 
the vial in the laboratory for the hrHPV test and for the automated processing 
for cytological test (TLC). With the second method of collection, called co-
collection, the material is collected in two ways: in a vial with a preservative 
fluid, and smeared on a glass slide. In the laboratory the material in the vial is 
used for the hrHPV test and the material on the glass slide (the preparation) is 
manually processed for the cytological test (conventional cytology). 
Using collection and TLC in the proposed population screening clearly has added 
value, namely: 
 
Improved uniform quality when processing the collected material 
With co-collection the material is smeared on a glass slide and it is fixated 
manually which causes the quality to vary. This complicates the cytological test. 
The processing and staining of the preparation in the laboratory is also done 
manually. This causes the quality of the staining to vary and it complicates 
comparison between preparations. The processing and staining of the collection 
in the laboratory is for a large part automated that allows for consistent quality 
and more accurate comparison between preparations, which is a result of 
proficiency testing which improves quality assurance. 
 
Continuity of quality of execution 
Smearing the material on a glass slide, such as with co-collection and the 
conventional cytological test, takes place on rare occasions. This will have to be 
re-introduced at the GPs and laboratories when the proposed population 
screening is implemented. Initially its re-introduction will surely have an effect 
on the quality of cytology, partially because laboratories are no longer 
experienced with smearing the material on a glass slide. 
The proposed population screening with hrHPV has to be carefully monitored in 
order to detect and adjust any undesired effects that are attributable to the 
implementation of the hrHPV screening. This monitoring might not occur 
properly if another adjustment – co-collection or conventional cytology – is also 
introduced. 
 
Sustainability 
Additional staining or other test on the collected material is becoming 
increasingly more important for diagnostics. This provides opportunities in the 
near future – also before the population screening – to better detect relevant 
cell abnormalities with additional tests. It is only possible to perform additional 
tests when a special medium has been used upon collection. With the 
introduction of co-collection, is likely that the step towards collection will be 
made once again after a few years. 
The above-mentioned arguments were the impetus for implementing collection 
with TLC in the proposed population screening. 
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Cervical smear after six months (secondary cervical smear) 
Women with a hrHPV-positive test and negative primary cytology test are 
advised to have a follow-up cervical smear taken in six months (see Box 5 for an 
explanation of the follow-up test). They receive an invitation from the screening 
organisation six months after the primary cytology test. Women who tested 
hrHPV positive and use the self-sampling kit without having had a cervical smear 
taken by their GP also receive an invitation. 
The woman makes an appointment for a cervical smear with her GP. The 
cervical smear is taken in the same manner as the previous cervical smear. The 
sample taken and the completed laboratory card are sent to a screening 
laboratory. The screening laboratory only performs a cytological test. The 
screening laboratory sends the result of the cytological test and its advice to the 
screening organisation and the GP. 
If the cervical smear cannot be properly tested, the screening organisation 
informs the woman and invites her to have another cervical smear taken by her 
GP. 
The screening organisations inform the GPs about which women have not 
responded to the invitation for a follow-up test. The GP reminds the woman, 
preferably with an appointment with a specific date and time. If the woman does 
not respond, she will receive another invitation to participate in the population 
screening in five years. 
 
Box 5: Follow-up test after six months 
 
Women who test hrHPV positive and have a negative cytology test are advised 
to have their GP take another cervical smear in six months. A number of 
conditions and premises (public values, see Chapter 4) are applicable for the 
structure and execution of this follow-up test. The follow-up test is optimally 
structured with regard to accessibility, quality, effectiveness, and efficiency. 
 
With regard to accessibility and efficiency, the screening organisations send the 
women an invitation for the follow-up test after six months. With regard to 
effectiveness, the women who do not respond to the invitation receive a 
reminder from their GP for a follow-up test (preferably with an appointment with 
a specific date and time). Regarding accessibility, there are no costs associated 
with this follow-up test. 
 
The collected material (secondary cervical smear) is sent to one of the screening 
laboratories. Testing the secondary cytology requires comparison with the 
cytological preparation of the primary cytology (see Box 6). With regard to 
quality and efficiency, the secondary cervical smear is sent to the same 
screening laboratory where the primary cytology text took place. 
 
The follow-up test takes place after six months in the proposed population 
screening to guarantee the conditions, premises and optimal quality assurance. 
The shift to standard care for abnormal cytology takes place the same way as it 
does with the current population screening. 
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3.4 Communication of the results and referral (premise 9) 

 
The screening organisation sends the woman who participated a letter with the 
result and medical advice. The results are sent in a nationally standard results 
report. If hrHPV has been found, the woman also receives an information folder 
on hrHPV, the relationship between the virus and cervical cancer, and possible 
follow-up tests. 
The results report informs the woman that she can go to her GP, visit the 
population screening website, or contact an information point if she has any 
questions. 
If a referral to a gynaecologist is necessary, the GP attempts to inform the 
woman about the result before she receives the results report and folder. The 
GP refers the woman to the gynaecologist. 
 
 

3.5 Diagnostics and treatment 

 
Gynaecological diagnostics 
A woman with a positive hrHPV test and cytological abnormality makes an 
appointment with a gynaecologist. The gynaecologist complies with the 
applicable guideline for further assessment. The material collected for 
examination is then sent for cytological or histological tests at the laboratory of 
the hospital where the gynaecologist works. If needed, this laboratory requests 
any additional information, or the cytological preparation, from the screening 
laboratory. 
 
Treatment and monitoring 
Treatment or monitoring – in compliance with the applicable guidelines – take 
place depending on the diagnosis. After any treatment and monitoring, the 
woman can participate once again in the population screening. In agreement 
with the patient, the screening organisation is informed if the treatment 
indicates the patient no longer has to participate in the population screening for 
cervical cancer. 
 
Follow-up 
The screening laboratory is instructed by the screening organisation to signal 
any need for a follow-up referral to a gynaecologist. If no follow-up test is 
registered in PALGA (the nationwide database of histopathology and 
cytopathology in the Netherlands) after primary or secondary cytology, the 
screening laboratory informs the GP. If applicable, the GP contacts the woman 
who was referred to inform her of the importance of following up on the medical 
advice. 
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4 Organisation, duties and responsibilities 

A population screening differs fundamentally from curative care; specifically, 
there is no isolated presenting problem that the population screening focuses 
on. Partially because of this aspect, the government is committed to a 
programmatic approach, uniform execution, and central management for the 
population screening. This was designed in the National Population Screening 
Programme (NPS). The characteristics of the NPS are explained in Section 4.1. 
Different stakeholders, each with its own specific duties and responsibilities, took 
part in structuring the population screening in accordance with the NPS. These 
duties and responsibilities are outlined in Section 4.2. In closing, Section 4.3 
shows which stakeholders are involved in each part of the population screening 
sequence and what these stakeholders’ duties and responsibilities are in these 
parts. 
 

4.1 The National Population Screening Programme 

 
The NPS comprises national population screenings that are financed by the 
government and managed by the Centre for Population Screening. These 
population screenings detect health risks with the objective of promoting public 
health. 
The NPS comprises the following population screenings and other screenings: 
 population screening for breast cancer, population screening for cervical 

cancer, and (as of September 2013) population screening for bowel cancer; 
 neonatal heel prick screening and neonatal hearing screening; 
 prenatal screening for infectious diseases and erythrocytes immunisation; 
 family screening for hereditary hypercholesterolemia (until 2014). 
 
The NPS leads to health gain because diseases can be detected in an early stage 
and then treated. The following conditions (public values) are applicable in the 
population screenings of the NPS: 
 
The public value of quality 
 Effective 

The population screening is effective in terms of the applied screening 
techniques, coverage of the target group, and its contribution to health gain. 

 Safe and nationally uniform 
The citizens are guaranteed that their interests have been carefully taken 
into consideration by the government when they participate in population 
screenings. A population screening is safe, responsible, comprehensive, and 
is performed uniformly across the nation. It is clear to the citizens that the 
population screenings are offered by the government. All communication 
regarding the national population screenings that are offered by the 
government is clearly defined, well-balanced, and contains complete 
information. 

 Contiguous care 
A population screening is not an autonomous entity; it is a part of a chain 
that runs further than the population screening itself. The transition to 
continuous care – the diagnosis and continuous care is crucial for the 
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success of the screening – do indeed partially determine the effectiveness 
and reliability of the programme. This not only requires optimal coordination 
of the population screening with the contiguous care – precise 
communication between professionals – but also timely detection and 
prioritisation of problem areas in the transition to contiguous care. 
 

The accessibility of public value 
 The population screenings are accessible 

The population screenings are structured in such a way that they are 
physically accessible, have an acceptable turnaround time (including for the 
follow-up diagnostics and treatment), and such that the continuity of the 
population screening is guaranteed. 

 Participation in the population screenings is free of charge and voluntary 
The information dissemination to the citizens is honest, balanced and 
reliable, so that they are able to make informed decisions. 
 

The public value of affordability 
 A population screening is efficient 

The government as commissioning party and the citizen as tax payer have 
an interest in an efficient application of public means for the implementation 
of a population screening. 

 A population screening is cost-effective 
The population screening is cost-effective: the costs are nothing compared 
to the benefits of the population screening. 
 

The following characteristics apply to population screenings on cancer: 
 The Population screenings on cancer fall under the Dutch Population 

Screening Act (Wet op het bevolkingsonderzoek, WBO). 
This act protects the citizen from the implementation of a population 
screening that can be dangerous. The implementation of a population 
screening on cancer is permit-regulated. The Ministry of Health, Welfare and 
Sport has issued the cancer screening organisations a permit for the 
coordination and implementation of the population screening for cervical 
cancer in their regions. 

 The implementation of the population screenings on cancer is financed by 
the Public health grant scheme by the Ministry of Public Health, Welfare and 
Sport (VWS). 
The costs of the hrHPV test, the primary cytology, and if needed, the 
secondary cytology at six months are included in the grant issued to the 
screening organisations for the proposed population screening. The 
screening organisations finance the GPs and laboratories from their 
subsidies. The information by the GP to the women when a referral to a 
gynaecologist is needed, the referral and further diagnostics, treatment and 
check-ups fall within the framework and financing of the Health Care 
Insurance Act. 
 

4.2 Outline of the distribution of duties and responsibilities 

 
The Centre for Population Screening has outlined the task distribution as follows, 
which is based partially on the Health Council’s advice, the discussions in the 
working groups and programme commission, and the experience in the NPS. 
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1. Commissioned, financed, and permit issuance for the population screening 
for cervical cancer is carried out by the Ministry of Health, Welfare and 
Sport. 

2. National direction of the population screening is performed by the Centre for 
Population Screening. 

3. Advice to the Centre for Population Screening regarding the population 
screening is done by the programme commission. 

4. Representation of the interests of the citizens and patients is the task of 
patient/consumer organisations. 

5. Regional coordination of regional implementation and quality assurance of 
the population screening for cervical cancer is the task of the five screening 
organisations. 

6. The professionals implement the population screening. The GPs and the GP 
assistants are involved in the population screening for cervical cancer. The 
professionals from the screening laboratories involved are pathologists, 
analysts (pathology and medical microbiology), molecular biologists (in 
microbiology and pathology), and medical doctor-microbiologists. 

7. Implementation of care activities (with abnormal primary or secondary 
cytology) is done by professionals. GPs, pathology analysts, pathologists, 
radiologists, gynaecologists, surgeons and oncologists are involved with 
cervical cancer. 

 
The stakeholders and the relationships between the stakeholders involved are 
represented schematically in Figure 3, after which the distribution of tasks is 
explained further. 
 
 
 
 
 
 
 
 
 
 
 
Ministry of Public Health, Welfare and Sport 
The Ministry of Health, Welfare and Sport is politically responsible for the 
population screening for cervical cancer. Based on the Dutch Population 
Screening Act, the minister commissions who will direct and implement the 
population screening, and decides on permit applications (after receiving the 
Health Council’s advice). 
 
 
 
 
Figure 3. Schematic representation of the relationship between the stakeholders 
involved in the population screening and care. The right block shows the range 
of relationships from the commissioning party (the Ministry of Public Health, 
Welfare and Sport) through to the implementing professionals. The Centre for 
Population Screening is advised by the programme commission and operates in 
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a network with national partners such as the professional associations and 
patient organisations. The screening organisations and professionals operate in a 
network with regional partners such as hospitals and laboratories. 
 
Ministry of Public Health, Welfare and Sport 
The Ministry of Health, Welfare and Sport is politically responsible for the 
population screening for cervical cancer. Based on the Dutch Population 
Screening Act, the minister commissions who will direct and implement the 
population screening, and decides on permit applications (after receiving the 
Health Council’s advice). The Ministry of Health, Welfare and Sport decides on 
radical changes in the population screening, including changes in the target 
group, the screening interval, and the test(s) used. The minister is advised by 
the Health Council regarding these decisions. The Health Council is an 
independent scientific advisory body of the government, and advises on matters 
in the area of public health and health care research. Finally, the Ministry of 
Public Health, Welfare and Sport draws up the public health grant scheme and 
makes finding available for the implementation of the population screening. 
 
The Centre for Population Screening 
The Centre for Population Screening – on behalf of the Ministry of Public Health, 
Welfare and Sport – organises (programme organisation and process) and 
directs the population screening for cervical cancer. The direction comprises the 
following tasks, among other duties: 
1. Coordination and direction by drawing up frameworks, monitoring the 

cohesiveness of the activities that stakeholders implement, monitoring the 
accompanying tasks and responsibilities, guiding the screening 
organisations, and facilitating the stakeholders. 

2. Financing of the population screening by subsidising from the public health 
grant scheme. 

3. Promotes and guarantees the quality of the implementation by drawing up 
national quality requirements, and declares the applicability of the 
population screening guidelines developed by the professional associations. 

4. At the national level, it monitors and evaluates the population screening, 
and it draws up and establishes the accompanying set of indicators. 

5. It establishes the national means of information products, including the 
invitation letters and invitation folder, the results reports and results folder. 

6. Communication with the public, professionals and stakeholders. 
7. Gather knowledge, identify innovations and implement them if needed. 
8. Advise and inform policy makers. 
9. Maintain a national network with relevant stakeholders, including the 

professional associations and the patient associations. 
 
Programme commission 
A programme commission is appointed for every population screening. The 
programme commission advises the Centre for Population Screening on the 
implementation of the population screening and identifies items of special 
importance regarding the quality of the contiguous care. The items of special 
importance are the national quality requirements, communication with citizens 
and professional, information management, improvements, innovations and the 
evaluation of the programme. 
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The programme commission is chaired by an independent chairmen and 
comprises representatives from members of involved professional groups, 
patient associations and other stakeholders. Participation is based on expertise, 
unbound by any instructions and without receiving a binding mandate. This 
broad representation of knowledge and experience from the affiliated field 
supports the Centre for Population Screening in its directorial role. 
 
The composition and objective of the programme commission can temporarily 
change during the feasibility study, preparation phase and implementation of the 
proposed population screening. Participants sat in the programme commission 
on behalf of their association during the feasibility study. 
 
Screening organisations 
The screening organisations have been issued a permit in accordance with the 
Dutch Population Screening Act to organise the implementation of the population 
screening for cervical cancer in their region within applicable nationally 
established frameworks. This permit makes them responsible for a qualitative 
well-organised and efficiently implemented, with optimal accessibility, population 
screening in their region. They are responsible for the quality and quality 
assurance (using a reference resource), and the monitoring and evaluation of 
the activities of the primary process at regional level, while complying with the 
nationally specified quality requirements and indicators. 
 
The screening organisations perform a number of activities in the primary 
process themselves. In addition, the screening organisations delegate the 
implementation of certain activities to other stakeholders, for example, to the 
GPs and screening laboratories. The screening organisations have general 
conditions and contracts with these practitioners involved in the population 
screening, and the screening organisations finance them. They demand these 
parties guarantee quality, delivery of data, and quality assurance. Moreover, the 
screening organisations offer professional development to the professionals. 
 
The screening organisations ensure that the population screening is well-
coordinated with any necessary regional care. To achieve this, they maintain a 
network of relevant stakeholders such as hospitals and laboratories in their 
regions. 
 
Patient and consumer associations 
The Olijf Foundation patient association and the Dutch Cancer Society advocate 
in the interest of their clients. The Olijf Foundation is represented in the 
programme commission. The Centre for Population Screening has annual 
meetings with the Dutch Cancer Society. A major collective area of concern is 
providing clear, accurate information to clients of the population screening, to 
women who are referred on, and to women who are diagnosed with cervical 
cancer. This is the particularly important in the proposed population screening 
because the possible sensitivity of information with regard to hrHPV being 
sexually transmittable and the relationship between this virus and the 
development of cervical cancer. 
 
The interests of women from the target group were the priority when 
establishing the coordination of the population screening, by taking into account 
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optimal accessibility, and when drawing up the guidelines and quality 
requirements. These components are, however, not concentrated within one 
organisation. Clients were surveyed to help with the development and testing of 
the information, and to ensure there would be proper accessibility. 
 
Professionals and their professional associations 
Different professionals are involved in the implementation of the population 
screening and the contiguous care. They are responsible for having the expertise 
and a qualitatively responsible execution of their activities. The professionals 
comply with the nationally specified requirements drawn up in the context of the 
population screening, and the applicable guidelines. The professional 
associations are responsible for performing the quality policy within their 
discipline. Further, they develop and maintain guidelines and ensure proper 
harmonisation with other professional associations. Along with the Centre for 
Population Screening and the screening organisations, the professional 
associations as well as the professionals are responsible for a properly 
functioning chain. 
 

4.3 Responsibilities per activity in the chain 

 
The parts of the entire chain – from invitation up to and including the treatment 
and check-up – have to be properly coordinated. In every population screening, 
there is a moment of transition from screening to further diagnostics and 
treatment. With the proposed population screening for cervical cancer, as with 
the current population screening, the participants who have abnormal cytology 
receive further diagnostics with standard health care. The transition towards the 
care of the client and her data has to take place carefully, with collective 
responsibility falling on the stakeholders associated with the screening and 
health care. 
 
Figure 4 shows the activities of the whole chain and where the transition in the 
chain lie from the population screening for cervical cancer to standard health 
care. The stakeholders involved, including the tasks and responsibilities for each 
part of the chain, are explained. 
  



RIVM Report 2014-0056 

  

Page 43 of 175 

 

 
one chain 

 
 
 
 

 
Transition from care to population screening 

 
 
 

Transition from population screening to care 
 
 

 
 
 

 
Follow-up after six months 

 
Figure 4. A schematic diagram of the activities of the whole chain and where the 
transition in the chain lie from the population screening for cervical cancer to 
standard health care. 
 

4.3.1 Selection and invitation 
 
The screening organisations are responsible for the selection, and sending the 
invitation and the reminders to the target group. They ensure that this is 
executed in accordance with the national frameworks and in a nationally uniform 
way. They use the nationally developed materials, including the information 
material. The screening organisations invite the women to have their GP take a 
cervical smear. They are also responsible for sending the self-sampling kit to 
women who do not respond to the invitation. 
 
 
The screening organisations also invite women for a follow-up test in six months 
if it is needed. Women who do no have a cervical smear taken six months 
(follow-up test) after having a positive hrHPV with the self-sampling kit, receive 
a reminder from their GP. The screening organisations establish the financial 
reimbursement for the activities accompanying the reminders for which the GPs 
are responsible. GPs are informed over practical regional information through 
annual protocol manuals. 
 
The woman invited to participate is responsible for temporarily or permanently 
withdrawing from the population screening. The screening organisations should 
register this in the information system so that the woman no longer receives 
invitations for this round or, if she definitely withdraws, no longer receives 
invitation to any future rounds. 
  

Selection Invitations Screening Communication  Referral Diagnostics  Treatment  

   of the results   & check-up 
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4.3.2 Screening 
 
The woman chooses to participate and has information made available to her, 
which was sent along with the invitationg.  If the woman wants to participant, 
she makes an appointment with her GP. 
The screening organisation is responsible for having enough back-up GPs in the 
event the woman does not want to have her own GP take a cervical smear. 
 
Client contact 
A GP, or a GP assistant who works at the GP’s practice, does the intake and 
takes the cervical smear (for the primary as well as the secondary cytology). 
The GP is responsible for having enough knowledge and expertise on the matter, 
along with the proper information and professionalism. The GP is also 
responsible for taking a qualitatively good sample, properly completing the 
necessary information, sending the sample and sterilisation of the speculum. 
 
GPs should frequently evaluate their own working practices. The screening 
organisations are responsible for delivering feedback on the quality of the 
cervical smears collected, and for providing sufficient training in their region. 
 
If the woman uses a self-sampling kit, she is responsible for taking a proper 
sample, completing the data on the card and sending the sample to the 
screening laboratory. 
 
hrHPV test and cytological test 
Three to five screening laboratories are responsible for the analysis of the hrHPV 
test and the primary and secondary cytological test (see Box 6 for an 
explanation of the number of laboratories). Every screening laboratory is 
responsible for a designated geographical region. GPs send the cervical smears 
they have taken to the designated laboratory in their region. The samples taken 
with a self-sampling kit by the women themselves are also sent to the 
designated screening laboratory. Screening laboratories maintain relationships 
with the GPs, laboratories, and gynaecologists in their own geographical region. 
The analysis, the tests, the accompanying quality assurance, and the 
registration of data takes place in accordance with the guidelines and national 
requirements. This is specified in contracts, among other places, between 
screening laboratories and screening organisations. 
The laboratories also actively participate in other activities implemented in the 
context of quality and quality assurance, including proficiency testing, visits, and 
professional development. The screening laboratories are responsible for the 
availability of expert personnel. 
 
The screening laboratories are responsible for entering the hrHPV results and 
cytological tests into the decentralised PALGA in a standard way. They also 
inform the GPs about the results and provide them with advice for any necessary 
follow-up strategy. 
  

 
g When the woman wants more information, she can visit the national website of the Centre for Population 
Screening, the regional websites of the screening organisations, and go to her GP. 



RIVM Report 2014-0056 

  

Page 45 of 175 

 

The screening laboratories make agreements with the pathology laboratories 
(that are working on behalf of the gynaecologist) about the exchange of 
information and preparations needed for any possible follow-up diagnostics 
regarding care. 
 
Box 6: The coordination and the number of screening laboratories in the 
proposed population screening 
 
The current population screening has more than thirty laboratories involved with 
the cytological test. The proposed population screening involves drastic changes 
for the structure of the laboratory function and the number of laboratories. 
The Centre for Population Screening arrived at a decision for three to five 
screening laboratories based on a number of fundamental assumptions and 
considerations. The fundamental assumptions and considerations are explained 
below. 
 
Specific fundamental assumptions for the structure of the laboratory function 
1. The screening test of the proposed population screening comprises a hrHPV 

test, followed by a cytological test (primary cytology) if needed. 
2. It is necessary to compare the secondary cytology (cervical smear after six 

months) with the cytological preparation from the primary cytology. Both 
are part of the population screening. 

3. From the perspective of quality (limited administrative transactions, 
inadvertently switching the samples and sample loss) and turnaround time, 
it is more favourable to perform the hrHPV test and the cytological test at 
the same location. The (temporary) storage of the sample material and the 
cytological preparations also take place at this location. 

 
Considerations for the coordination of the laboratory function 
1. Continuity 

The number of laboratories may not be too limited because of vulnerability 
and inability to serve as back-up for other screening laboratories in the 
event of calamities, among other reasons. 

2. Quality 
 The total number of cytological tests each year with the proposed population 

screening is greatly reduced (with the current population screening there are 
510,00 cytological tests, with the proposed population screening it is 
reduced to approximately 30,000 (both of these figures include follow-up 
tests). Acquiring experience with screening by performing many cytological 
tests is essential to prevent having too few or too many women being 
referred for follow-up tests. Reducing the number of laboratories needed will 
guarantee the increased experience at designated laboratories. 

 Variation in cytological tests through laboratory-related factors should be 
limited as much as possible. 

3. Direction and efficiency 
 A limited number of screening laboratories simplifies directing this aspect of 

the proposed population screening. 
 Testing a larger scale of samples increases the efficiency. 
4. Sustainability (flexibility) 

The amount of preparations for cytological tests will reduce even more in the 
near future because of the vaccinations currently being administered to girls. 
Developments in the screening tests are also taking place. Limiting the 
number of laboratories is beneficial for adapting to the changes in the 
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quantity of tests needed and the anticipated test advancements in the near 
future. 

 
The working groups and the programme commission had discussions on the 
desirable number of screening laboratories. The working groups as well as the 
programme commission share the vision that the number of laboratories have to 
decrease sharply. The whole programme commission advises one screening 
laboratory for each screening organisation, embedded regionally. This means a 
total of five screening laboratories. Stakeholders in the programme commission 
who are involved with the laboratory function (The Dutch Pathology Technicians 
Association, The Dutch Society for Medical Microbiology, and The Dutch 
Pathology Association) want to leave the option of having ten screening 
laboratories open as part of an effort to support those whom they are 
representing. The Centre for Population Screening would like to keep the option 
open for three screening laboratories for the purposes of quality, direction and 
efficiency. 
  

4.3.3 Reporting the results 
 
The screening organisations are responsible for reporting the results of the test 
to the women who participate. They ensure that this occurs using one of the 
nationally uniform results reports and the accompanying folder if needed. The 
GP tries to inform the woman of the results first when a referral to a 
gynaecologist is needed. 
 
The screening organisations are responsible for setting up a telephone helpdesk, 
which may be temporary, for questions about the population screening, possible 
results and information on hrHPV and cervical cancer. This help desk is available 
for all women and for professional who have contact with the target group of the 
population screening. The staff at the help desk must have sufficient medical 
expertise in order to be able to answer the questions posed by the women and 
the professionals. The women can go to their own GP with any questions about 
their specific medical situation. 
 

4.3.4 Referral to standard care 
 
The GP is responsible for the referral and consultation of the women if follow-up 
tests with a gynaecologist are needed. The GP can also provide counselling upon 
the woman’s request throughout the entire primary process. 
 
When a woman receives a referral she is responsible for following up on the 
advice that she receives resulting from the population screening. The screening 
laboratory monitors, on behalf of the screening organisation, if the follow-up test 
is registered in the PALGA (the nationwide database of histopathology and 
cytopathology in the Netherlands). If it is not registered, the screening 
laboratory notifies the GP. 
  
The GP contacts the woman, if needed, to inform her on the importance of the 
follow-up test. 
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4.3.5 Diagnostics and treatment 
 
The gynaecologist is responsible for the intake, performance of the necessary 
follow-up diagnostics, check-up and treatment in accordance with the applicable 
guidelines. Other professionals in addition to the gynaecologist can also be 
involved in the diagnostics and treatment; this would include analysts, 
pathologists, surgeons, oncologists and radiologists. The pathology laboratories 
working on behalf of the gynaecologists are responsible for testing the cervical 
smears or biopsies taken during the colposcopies. They enter the results in the 
PALGA and report these to the gynaecologists. The laboratories work in 
accordance with the applicable guidelines. 
 
The gynaecologist is responsible for informing the woman that participation in 
the population screening is possible again, if applicable. If a woman wants to 
withdraw from the population screening or does not need to participate, her 
gynaecologist will inform her about the importance of arranging a definite 
withdrawal. 
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5 Quality policy 

A population screening that the government offers has to be of high quality, be 
accessible, and affordable. These are the public values (referred to as ‘domains’ 
below) as explained in Chapter 4. Different aspects can be categorised within 
the domains. Under the quality domain are the aspects of effectiveness, 
demand-oriented and safety. The accessibility domain involves the aspects of 
timeliness and freedom of choice. Affordability refers to the aspects of costs and 
efficiency. The different domains and aspects are explained further in Table 3. 
The domains and aspects apply on a local level (individual practitioners and/or 
health care facilities performing their tasks), regional level, and national or 
programme level. 
 
Table 3. The aspects of the different domains. All domains cover the whole 
chain. 

 

 Domain Aspects  Brief description of the aspect and the accompanying  
    indicators  
      
  Effectiveness    
    The degree to which the effect achieved meets the (a priori)expected 

effect 
Indicators: participation and degree of protection, test 
characteristics, referral figures, diagnostic outcome and 
treatment 

 
     
     
     
 

Q
ua

lit
y 

 Demand-  
The degree to which the woman’s wishes and/or needs are 
met 
Indicators: informed choice, client feedback and participation 
compliance 

 
 oriented   
    
    
     
  Safety  The degree to which the risk for harm as a result of the 

population screening is avoided and the uniformity and 
quality of the professional activities is guaranteed 
Indicators: quality requirements for those executing the activities, 
incorrectly  
referred or incorrectly non-referred participants, and 
diagnostic/treatment complications 

 
     
     
     

     
 

A
cc

es
si

bi
lit

y 
 

Timeliness  The degree to which the turnaround times are met 
Indicators: timeliness with invitations, results, referrals, diagnostics 
and timeliness with treatment 

 
    
    
     

 
Freedom of 
choice  The decide to which the women is free to choose whether to 

participate in the population screening 
Indicators: refusal to participate, objection to disclosing information,  
choice of timeframe and location of examination 

 
    
    
     

-

Costs  The costs (€) of the programme or parts thereof 
Indicators: costs of the programme 

 
 

A
ff

or
da

bi
lit

y 

   
     
 Efficiency  The costs (€) in relationship to procedures and/or benefits 

Indicators: cost-effectiveness  
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A good quality policy of the population screening is needed to guarantee 
complying with the public values. This requires the following: 
 The correct instruments are used to implement the quality policy (explained 

in Section 5.1). 
 The needed national quality requirements are specified and outlined in 

guidelines and procedures (explained in Section 5.2). 
 The tasks and responsibilities of the stakeholders with regard to quality are 

specified and documented (explained in Chapter 4, Sections 4.2 and 4.3). 
 The Quality assurance is laid out (explanation in Section 5.3). 
 The monitoring, evaluation and improvement takes place (explanation in 

Section 5.4). 
 The information management (information specification, information 

exchange, and information availability) is in order (explanation in Section 
5.5). 

 
 

5.1 The instruments 

 
Different instruments, which are frequently formal documents, are available that 
stakeholders involved in the population screening use to specify and regulate 
requirements, tasks, and responsibilities. This section explains the instruments 
used by each stakeholder. This is schematically represented in Figure 5. 
 

5.1.1 A Dutch Population Screening Act permit and a grant scheme from the Ministry 
of Public Health, Welfare and Sport 
 
The Ministry of Public Health, Welfare and Sport issues a Dutch Population 
Screening Act permit and draws up the grant scheme. The Dutch Population 
Screening Act permit has requirements that are needed to protect the 
participating people from any risks of the population screening. These 
requirements bear upon the test method, the target group, the screening 
interval, as well as measures needed to guarantee the quality of the population 
screening (Section 4 of the Dutch Population Screening Act). 
 
The grant scheme for public health, based on the Kaderwet VWS-subsides 
(framework law of subsidies issued by the Ministry of Public Health, Welfare and 
Sport), describes which screening organisations are eligible for a grant, and it 
also included the reimbursement they receive for each participating woman per 
grant year. The grant scheme also states that additional obligations may be 
imposed on the screening organisations. 
 

5.1.2 Grant scheme and national frameworks through the Centre for Population 
Screening 
 
The Centre for Population Screening issues the grant on behalf of the Ministry of 
Public Health, Welfare and Sport every year to screening organisations for 
organising the population screening for cervical cancer. Grant conditions and 
additional obligations which the screening organisations must comply with are 
included in the decision to issue a grant. These conditions are in the areas of 
domains, quality, accessibility, and affordability. 
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The Centre for Population Screening specifies the national quality requirements, 
indicator set (explained in Section 5.4.2), and the frameworks (for example, the 
information framework) of the population screening. The national requirements 
and indicator set affect all three domains. The development of the national 
requirements and the indicator set was a result of close coordination among the 
relevant chain stakeholders. Advice from the programme commission was 
requested at the end of that process. Annual updates occur where necessary. 
 
The quality requirements and frameworks are described in the feasibility 
framework. The feasibility framework also contains a description of the tasks 
and responsibilities of the stakeholders. The Centre for Population Screening 
establishes the feasibility framework after receiving the advice of the 
programme commission. 
 

 
Figure 5. Schematic explanation of the different instruments stakeholders use to 
specify and regulate requirements, tasks or responsibilities. 
 

5.1.3 Contracts, protocol manual and procedures by the screening organisations 
 
The screening organisations have contracts with the screening laboratories. 
General conditions are in effect with the GPs. These contracts and general 
conditions comprise the specified agreements regarding the national quality 
requirements and applicable guidelines. The tasks and responsibilities are also 
described. This also applies to the desired quality assurance, expertise, data 
specification, and data exchange. 
 
The screening organisations can use the protocol manuals and procedures to 
provide practical instructions on the implementation aspects in accordance with 
the national quality requirements. 

    

- Dutch Population 
Screening Act permit  Ministry of Public Health, Welfare and 

Sport (commissioning party)  
 

- Grant scheme 
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5.1.4 Guidelines, practice guide and procedures by the professional groups 
 
The Dutch College of General Practitioners (NHG), the Dutch Pathology 
Association (NVVP), and the Dutch Society for Medical Microbiology (NVMM) 
develop and maintain guidelines in which the professional, standard and 
accountable care for their target group is outlined. Components of these 
guidelines are applicable to the population screening. The professional groups 
can use the guidelines to further develop the procedures. The Dutch College of 
General Practitioners (NHG) has developed a practice guide for implementation 
aspects relevant to the population screening. The Centre for Population 
Screening certifies, after receiving advice from the programme commission, 
parts of guidelines, practice guides and procedures relevant to the population 
screening. The contracts the screening organisations closed with the screening 
laboratories, and the general conditions they closed with the GPs state that the 
parties will comply with guidelines, procedures and practice guide. 
 
In addition to the above-mentioned instruments a number of general legislations 
also apply to the population screening. Among the applicable acts included are 
the Care Institutions Quality Act (KWZi), the Individual Health Care Professions 
Act (Wet BIG), the Medical Treatment Contracts Act (WGBO), and the Personal 
Data Protection Act (WBP). The Care Institutions Quality Act (KWZi) is expected 
to be subsumed under the Patients’ Rights Act (WCZ). 
 
 

5.2 The quality requirements 

 
National quality requirements will apply to the different domains in the proposed 
population screening. The national quality requirements will be established in 
the preparation of the proposed population screening. This section contains a 
preliminary summary of the quality requirements that have to be further worked 
out and have arrangements put in place. These quality requirements can be part 
of the guidelines of the professional groups, contracts, general conditions, 
indicators or other instruments such as the practice guide of the Dutch College 
of General Practitioners (NHG) or the protocol manual of the screening 
organisations. The standards which will be further worked out and have 
arrangements put in place is stated in the quality requirements. 
 
A number of requirements are already formulated. These requirements are 
namely a factor in the structure and organisation of the proposed population 
screening. These requirements were specified in the working groups of this 
feasibility study. The Centre for Population Screening has adopted these 
requirements as national requirements. When the other quality requirements in 
the preparation phase of the implementation were being drawn up, the quality 
working group requested additional attention be given to the quality and safety 
of any possible material and data exchange between the professionals in the 
chain. 
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5.2.1 Selection and invitation 
 
The following quality requirements are important for the selection and invitation: 
 A nationally uniform procedure for the selection of the target group and 

possible exclusion criteria for participants. 
 The quality requirements for information and national invitation set. 
 A nationally uniform procedure for the GPs with regard to the reminder. 
The practice guide and the general conditions between screening organisations 
and GPs are specified in the feasibility framework. 
 

5.2.2 Screening 
 
The collection of the sample material and the subsequent test should be 
performed meticulously to obtain reliable results. Additionally, a subdivision can 
be made in the following steps: 
 client contact 
 sample collection 
 hrHPV test 
 cytology 
 laboratories  
 

5.2.3 Client contact with the GP or GP assistant 
 
The client contact comprises an intake, providing information, patient choice 
guidance, and planning. The data the laboratory needs is specified in the client 
contract. Quality requirements are drawn up with regard to: 
 client contact, including areas of concern for patient choice guidance and 

data management 
 the data/information needed by the laboratory on behalf of the tests on the 

sample material 
 the expertise and knowledge of the GPs and GP assistants 
These requirements and areas of concern are included in the guidelines and the 
practice guide of the Dutch College of General Practitioners (NHG). They will also 
be included in the general conditions between screening organisations, GPs and 
outlined in the feasibility framework. 
 

5.2.4 Sample collection 
 
Cervical smear taken by the GP 
The cervical smear procedure in the proposed population screening is 
comparable with the cervical smear procedure in the current population 
screening. In the proposed population screening there is primary cervical smear 
followed by a secondary cervical smear after six months if the first one was 
hrHPV positive. The premise is that both cervical smears are taken following the 
same procedure. Quality requirements are drawn up with regard to: 
 the number of minimum cervical smears per year per GP assistant 
 the necessary expertise and training the GP assistant 
 the brush and the medium to guarantee compatibility with the hrHPV test 

and TLC method 
 a procedure to guarantee an optimal collection of the sample material 
 the sample identification/sample administration 
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 the transport and logistics of the sample material 
 the procedure for cleaning and sterilising the materials used, such as the 

speculum 
These requirements are outlined in the feasibility framework and included in the 
Dutch College of General Practitioners (NHG) guidelines and/or their practice 
guide. The requirements are also included in the general conditions closed 
between the screening organisations and GPs. 
 
Use of the self-sampling kit by the woman 
The success of the self-sampling kit strongly depends on its ease of use and its 
supportive instructions for use. Quality requirements are drawn up with regard 
to: 
 the self-sampling kit 
 the compatibility with the hrHPV test used 
 the nationally uniform instructions for use and information material 

accompanying the set. The information material says that the woman has to 
make an appointment with her GP if she has any gynaecological symptoms. 

A package of national quality requirements for choosing the self-sampling kit are 
drawn up during the preparation phase. These quality requirements are used for 
the procurement of the self-sampling kit. 
  

5.2.5 HrHPV test 
 
The collected material is tested for the presence of hrHPV in a screening 
laboratory. The following hrHPV test quality requirements were formulated which 
affect the organisation of the proposed population screening: 
 The hrHPV for the proposed population screening should be oriented towards 

detecting the DNA of high-risk types of human papillomavirus. The test was 
clinically validated in a population screening for a Dutch population, in 
accordance with the primary HPV tests established by Molecular Diagnostics 
in Pathology Working Group (WMDP) of the Dutch Pathology Association 
(NVVP). This validation was validated by an authorised independent agency. 

 The hrHPV test should be suitable for samples taken by a GP and samples 
taken with a self-sampling kit. 

 
The hrHPV test has to be put out to tender. During the preparation phase, a 
package of national quality requirements is drawn up, which includes the above-
mentioned quality requirements as well as satisfactory delivery assurance. In 
the context of monitoring, it is desirable that a hrHPV test is used that detects 
hrHPV subtypes. Bearing in mind the possibilities for future beneficial 
developments, additional functionality of the hrHPV test should be taken into 
consideration with the tendering procedure. 
 
In addition to the above-mentioned requirements, the following quality 
requirements are important: 
 The quality requirements for the internal control (as part of the hrHPV test) 

to establish that sample material has been collected (see CD-ROM for an 
explanation of the internal control). 

 The quality requirements for the compatibility of the hrHPV test with the 
medium in which the sample material is placed, and with the adapted TLC 
method. 
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 The quality requirements for the compatibility of the hrHPV test with the 
self-sampling kit that is used. 

 A hrHPV-test procedure. 
 The criteria for samples that cannot be properly tested and the procedure to 

follow. 
 The quality requirements for the system (preferably a dedicated system to 

limit the risks of different process steps and test variables). 
 The quality requirements for the device. 
 The quality requirements for expertise and experience of the laboratory 

personnel who works with the system. 
 
The requirements are described in the guidelines/procedures of the Dutch 
Society for Medical Microbiology the Dutch Pathology Association. These 
guidelines/procedures are referred to in the contracts of the screening 
organisations with the screening laboratories, and outlined in the feasibility 
framework. 
 

5.2.6 Cytology 
 
In the proposed population screening a cytological test (primary cytology) is 
performed after a hrHPV-positive result. If the cytological test is negative, the 
woman is advised to have another cervical smear taken six months later. This is 
then also cytologically tested (secondary cytology). The following requirements 
are formulated for both cytological tests: 
 the requirements for processing the sample material to obtain the optimal 

sample of cells 
 the requirements for the TLC system 
 the criteria for samples that cannot be properly tested and the procedure to 

follow 
 the timeframe between a cervical smear that cannot be properly tested and 

having a new cervical smear taken 
 the requirements for testing primary a cytological test, including the 

procedure for each result 
 the requirements for testing secondary a cytological test, including the 

procedure for each result 
 the requirements for additional training and continuing education, expertise 

and experience of the analyst and pathologist, with attention for the 
minimum number of test of primary/secondary cervical smears per 
analyst/pathologist per year 

 the quality requirements for the device 
The requirements are described in the practice guidelines of the Dutch Pathology 
Association. The requirements will be a part of the contracting of the screening 
organisations with the screening laboratories, and outlined in the feasibility 
framework. 
 
Use of one TLC method is for the time being not included as a quality 
requirement. If several TLC methods meet the requirements posed, and they do 
not differ from each other with regard to sensitivity and specificity, there is no 
objection (from the perspective of quality) to using different methods in the new 
population screening. The procedures of the TLC methods used in the current 
population screening have to be properly compared to establish if there are no 
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differences in sensitivity and specificity among the variety of TLC methods. The 
Dutch Pathology Association or the current regional coordinating pathologists are 
the designated parties to investigate this. The findings can be included in the 
preparation phase to establish if, from a perspective of quality, it is necessary to 
use one TLC system. In addition, the results are used for more detailed 
specifications of the needed quality requirements. 
 

5.2.7 Laboratories 
 
The hrHPV test, the primary cytological test, and the secondary cytological tests 
take place in screening laboratories. The following quality requirements for the 
laboratory organisation were formulated which affect the organisation of the 
laboratory function: 
 An infrastructure and implementation that minimises the risk of 

inadvertently switching samples and sample loss, and also minimises 
administrative activities. 

 Optimal storage conditions of (temporary) storage and management of the 
collected sample material and accompanying cytological preparations. 

 Effectual number of cytological tests per screening laboratory. 
 Accreditation by the Dutch Accreditation Board. 
 
In addition to the above-mentioned quality requirements for the screening 
laboratories, the following quality requirements are also important: 
 the requirements for the infrastructure, administration, and logistical 

processing 
 the turnaround 
 the requirements for the storage and storage conditions for samples in the 

context of the hrHPV test and cytological test as well as the cytological 
preparation and any residual material 

 the requirements for the exchange of information, data entry, data 
management, and IT systems 

 the availability of cytological preparation from the population screening for 
other laboratories for diagnostic examination after referral to a gynaecologist 

 a procedure on the detection, and informing the GP, regarding missed 
follow-up after referral advice for a gynaecologist 

 a procedure regarding the monitoring of the performance of the hrHPV test 
These requirements will be included in the contracts between screening 
organisations and screening laboratories and the feasibility framework, and 
further elaborated upon in the guidelines and procedures of the Dutch Society 
for Medical Microbiology and Dutch Pathology Association. 
 

5.2.8 Communication of the results and referral 
 
The GP as well as the screening organisations and the screening laboratories are 
involved in the communication of the results. The following quality requirements 
are important for the communication regarding results and referrals: 
 The requirements for the turnaround time between entering the result in the 

Decentralised PALGA (the nationwide database of histopathology and 
cytopathology in the Netherlands) by the screening laboratory and sending 
the results report by the screening organisations. 

 The requirements regarding communication about the results by the 
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screening organisations to participants. 
 The requirements involving the communication from the GP to the clients if 

referral is needed. With this, enough attention must also be given to the 
control and authorisation of the results, before communication takes place. 

 The requirements for the exchange of information and the data entry 
between stakeholders regarding the referral for a client. 

These requirements are specified in the feasibility framework, the guideline of 
the Dutch College of General Practitioners (NHG) and the practice guide. From 
here on in, this will be referred to in the contracts/general conditions between 
screening organisations and GPs/screening laboratories. 
 

5.2.9 Diagnostics, Treatment and monitoring 
 
A proper exchange of data and mutual agreements between population 
screening and contiguous care are needed for the effectiveness and the quality 
assurance of the population screening as well as for a proper execution of the 
contiguous diagnostics. The requirements, criteria and procedures are reported 
in the guidelines of the Dutch Society for Obstetrics and Gynaecology and are 
incorporated into the feasibility framework. The following will be kept in mind for 
the contiguous care, diagnosis and treatment: 
 the diagnostic process and any needed treatment and monitoring 
 the exchange of information between laboratories not participating in the 

screening or gynaecologists, the screening laboratories and the GPs 
 the return of women to the population screening, or definitive exclusion from 

the population screening, because of the treatment received 
 
 

5.3 Quality assurance 

 
An important part of a proper quality policy is quality assurance. The 
stakeholders have drawn up their own quality assurance externally from the 
population screening, which are briefly explained in Section 5.3.1. The quality 
assurance in the context of the population screening by the screening 
organisations is more extensively explained in Section 5.3.2. 
 

5.3.1 General quality assurance of the stakeholders 
 
The organisation where the professional involved works should guarantee quality 
through an internal quality system with external independent review. The 
professional associations organise visiting assessment panels that visit their 
specific specialism. The visiting assessment panels have a broader area of 
concern than matters involving the population screening. If applicable, visits 
regarding the population screening carried out by the visiting assessment panels 
of the professional associations are mutually coordinated with the audits carried 
out by the reference resource as much as possible. 
 

5.3.2 Quality assurance of the population screening 
 
The screening organisations are the permit holders for implementing and 
coordinating the population screening. They are ISO certified and accountable 
for the quality of activities that are part of the primary process of the population 
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screening. They close agreements/general conditions with the screening 
laboratories and GPs. Thorough quality requirements are specified in these 
agreements and general conditions contain and they refer to nationally specified 
protocols and guidelines. In addition, the screening organisations initiate the 
following activities: 
 
 Monitoring the quality of the activities and results of the GPs in the region 

and screening laboratories. 
 Organising quality-promoting activities for the professionals in the GP 

practices and screening laboratories. 
 

5.3.2.1 Activities of the screening organisations oriented towards GPs 
 
The screening organisations use relevant indicators (explained in Section 5.4) to 
monitor the quality of the activities in the GP practices. The percentage of 
samples that cannot be properly tested and the services of the GPs are two 
examples of this monitoring. 
 
The screening organisations facilitate the GPs in assuring the quality by sending 
them feedback annually. Among the things this feedback shows is the 
percentage of samples that could not be properly tested (hrHPV test and 
cytological test) in comparison with the practices in the area. The percentage of 
samples that could not be properly tested is a measure of the quality of the 
cervical smears. 
 
The screening organisations contribute to the professional development of the 
GPs by making arranging and providing courses, additional training and 
continuing education in the regions on topics relevant to the population 
screening and the chain. The contents of the courses, additional training and 
continuing education are a collaborative effort developed by all relevant 
stakeholders involved. 
 

5.3.2.2 Activities of the screening organisations oriented towards the screening 
laboratories 
 
The screening organisations contract professional whom they commission for 
performing a number of reference tasks. The tasks are performed by the 
national coordinating doctor-microbiologist/medical microbiologist and 
pathologist. They do not work in the screening laboratories. The reference tasks 
in the context of quality, specifically in the medical-technical field, comprise: 
 
Quality-promoting activities 
 
 Mutual comparison of the procedures (including proficiency tests) of the 

screening laboratories and periodically discussing these among/with the 
laboratories, focused on uniform quality and learning from each other. It 
involves procedures with regard to the hrHPV test and the primary and 
secondary cytological tests. 

 Organising professional development for the professional active in the 
screening laboratories, collectively with the screening organisations. 
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Monitoring and reviewing the quality of the screening laboratories 
 
 Monitoring the results of the screening laboratories (hrHPV test and 

cytological test) using the nationally specified indicators (including interval 
carcinomas) and the agreements specified in the contracts. 

 Performing periodic audits with a screening laboratory. 
 Monitoring the performance of the hrHPV test. 
 
The national coordinating doctor-microbiologist/medical microbiologist and 
pathologist report to and advise the screening organisations. In addition, they 
perform tasks in the area of professional development of the GPs. They also 
advise the Centre for Population Screening regarding improvements and 
innovations of the population screening and regarding quality requirements, and 
possible standardisation. 
 
 

5.4 Monitoring, evaluating and promoting the quality of the population 
screening and contiguous care 

 
Monitoring and evaluation are important for the quality policy because both 
aspects contribute to the constant process of improving the quality of the 
population screenings it forces stakeholders to monitor, review and improve the 
quality, accessibility and affordability. It entails monitoring and evaluating at 
different levels: Individual (GP or screening laboratory), regional (screening 
organisation) and national (the programme). 
 
Section 5.4.1 contains a further explanation of monitoring and evaluation. The 
areas of concern for monitoring and evaluation of the proposed population 
screening are also described. These areas of concern are designated by the 
Health Council, members of the ‘Quality, monitoring and evaluation working 
group’, the ‘Primary process working group’ and the programme commission. 
 
The preconditions of proper (individual, regional, and national) monitoring and 
evaluation are indicators, as well as the data that is registered and available for 
it. Indicators have been developed for the domains of the current population 
screening in order to be able to monitor and evaluate in a uniform way (see 
Table 3). These indicators were drawn up by the Centre for Population Screening 
in close collaboration with the stakeholders. The indicators advised by the 
stakeholders for the proposed population screening are described in Section 
5.4.2. 
 
In addition to informing stakeholders on the results obtained with monitoring 
and evaluation, it is important to use this information as quickly as possible to 
manage any undesired effects and to improve the population screening and the 
contiguous care. The way the Centre for Population Screening wants to 
coordinate this is explained in Section 5.4.3. 
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5.4.1 Monitoring and evaluation of the population screening 
 

5.4.1.1 Monitoring 
 
Monitoring is a periodic activity aimed at guaranteeing and improving the quality 
of the implementation processes in the population screening and of proper 
contiguous care. 
The tasks and responsibilities of the screening organisations include playing an 
important role in individual and regional monitoring of the population screening. 
They inform their contract partners on the procedures provided and verify if they 
were in accordance with the agreements in the contracts and general conditions. 
 
The Centre for Population Screening is responsible for the national monitoring of 
the population screening and the contiguous care. The Centre for Population 
Screening uses the national monitoring to oversee the quality of the population 
screening, to detect problems in the chain, to be able to adapt; but also for 
accountability to the Ministry of Public Health, Welfare and Sport, to inspectors, 
to the public, and to other partners. The Centre for Population Screening 
publishes an annual report on the national data. 
 
The Health Council committee, the feasibility study working groups, and 
programme commission brought a number of areas of concern forward that are 
important to monitor more intensively with the implementation of the proposed 
population screening. The areas of concern are: 
 The expedient/indicated screenings which could increase with the extension 

of the screening interval (monitoring at regional level, in any case). 
 The difference in effectiveness between the self-sampling kit and a cervical 

smear taken by the GP. 
 The risk of unjustifiable medicalisation and overtreatment. These can 

increase by an increase in the number of referrals for a high percentage of 
women between 30 and 40 years old who are hrHPV positive. 

 The number of interval carcinomas could increase with the introduction of a 
longer screening interval. 

In addition to the above-mentioned aspects, it is important to monitor other 
aspects more intensively during the implementation, such as the turnaround and 
procedures between the screening laboratories. 
 

5.4.1.2 Evaluation 
 
National evaluation occurs less frequently than monitoring. The spectrum of 
topics of evaluations contain standard components as well as variable 
components. Important standard components are the effect evaluations 
(incidence/reduction of deaths), and cost-effectiveness study, the evaluation of 
the information products and a deep analysis and interpretation of the outcomes 
of the monitors regarding a timeframe of several years. Additional questions can 
also be answered. These originate from the following: the outcomes of earlier 
national monitors or evaluations, the monitoring reports from the regional 
monitoring of the practitioners, the contacts with the professional groups; or 
demands from the Centre for Population Screening, the Ministry of Public Health, 
Welfare and Sport, and demands generated by diverse new developments 
concerning the population screening. 
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The answers to these questions can be based on the data collected for 
monitoring, but can also be based on the data requiring a relatively major 
amount of effort to obtain, for example, data from questionnaires or from an 
analysis of case files. National evaluations are performed by an independent 
party. 
 
A number of evaluation questions have come forward from the Health Council, 
the feasibility study working groups, and the programme commission. These 
questions are: 
 
 What do hrHPV-positive/cytology-negative women think about waiting six 

months for the follow-up test? What do they think about waiting four or five 
years for a new invitation? What is their quality of life? These women are left 
for a long time not knowing if the hrHPV virus has cleared from their bodies. 

 What do the target group and the GP practices know about hrHPV and the 
relationship with cervical cancer? 

 Are there any long-term mutations in the incidence of hrHPV types that 
render the test ineffective? 

 From the Health Council’s advice: what is the long-term relationship 
between hrHPV vaccination at a young age and the effect on the population 
screening? 

 
The evaluation of the proposed population screening has to take these questions 
into consideration. Moreover, there will be further exploration during the 
preparation phase to see if it is possible and worthwhile to measure positive or 
negative concomitant effects (no longer finding other hrHPV-negative 
malignancies) in implementing the proposed population screening. 
 

5.4.2 Indicators 
 
Indicators are measurable aspects that enable monitoring and evaluation of the 
population screening at individual, regional and national levels. The indicators 
are distributed over the whole chain, including the transition from the population 
screening to contiguous care, to identify any potential problems. A set of 
indicators has been drawn up for current population screening for cervical 
cancer. Appendix 7 has an overview of the indicators for each domain and 
component of the chain. The indicator set was specified in September 2012 – an 
extensive description of the indicators is on the enclosed CD-ROM. Stakeholders 
involved in the monitoring (individual, regional, or national) and evaluation, 
participated in drawing up the indicator set. New indicators were developed and 
the existing ones were adapted during the preparation phase of the proposed 
population screening. 
 
The working groups and the programme commission were advised to adapt and 
develop the following indicators in every case: 
 Referrals, detection, positive predictive value, sensitivity, specificity, interval 

carcinomas; this entailed an adaptation of the existing indicators. These 
aspects have to be taken into consideration for the sample material collected 
using a cervical smear or a self-sampling kit. 

 The screening history of non-responders and the use of the self-sampling 
kit; the rationale concerns the possibility of a shift of women who had gone 



RIVM Report 2014-0056 

 

Page 62 of 175 

 

to their GP in the past for a cervical smear then have to wait for a self-
sampling kit. 

 The number of participants that have a cervical smear taken after a positive 
hrHPV test when using a self-sampling kit; the rationale (and expectation) is 
that the effectiveness of the self-sampling kit is affected by the follow-up 
after a hrHPV-positive test. 

 The expedient screening of women between 20 and 30 years old and the 
accompanying positive predictive value; the rational is that mainly the 
hrHPV-positive women who are young adults will possibly be encouraged by 
commercial factors to have themselves get tested earlier. This could 
potentially effect participation in the programme. 

 
The indicators were drawn up or adapted during the preparation phase of the 
proposed population screening. Standards or target values are drawn up for a 
number of indicators to be able to identify variations. 
 

5.4.3 Optimisation and improvement 
 
Good quality in the entire chain, with additional attention for the transition from 
population screening to care, is important. Potential problems can be detected 
by monitoring indicators for the population screening and the contiguous care. 
An assessment study could generate insight into any problems there may be and 
how extensive they may be; it could also provide suggestions for adapting the 
quality policy if needed so that the desired health gain is achieved and to 
prevent undesired effects. In addition, it is important to examine how the chain 
can be improved. 
 
The Centre for Population Screening appoints and guides a working group for 
this. The working group falls under the programme commission. All relevant 
stakeholders within the chain participated in the working group: the monitoring 
stakeholder, screening laboratories, screening organisations, the ‘Cervix uteri of 
the Dutch Society for Obstetrics and Gynaecology’ working group, the reference 
resource, and the GPs. The following topics were discussed in the working 
group: the outcome of the national monitor, the collaboration within the chain, 
the critical transition between the population screening and contiguous care, the 
adjustments and improvements to the indicators that may be necessary, and the 
standards. The result was furnished to the programme commission. Needed 
adjustments and improvements in the population screening are given to the 
relevant stakeholders by the Centre for Population Screening as advised by the 
programme commission. If needed, the Centre for Population Screening adjusts 
the indicators and standards. Aspects related to care, are placed on the agenda 
of the relevant professional groups upon the advice of the programme 
commission. 
 

5.5 Information management 

 
The proposed population screening for cervical cancer is underpinned with 
appropriate information management. Information management is the entire 
information provision (people, means, and measures) needed to be able to 
register, manage, exchange, and disseminate to authorised persons and 
agencies. 
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The properly designed and professional use of information management forms 
the foundation of several processes, including: 
1. the implementation of the primary process 
2. the regional quality assurance 
3. the national monitoring and national evaluation and/or social responsibility 

of the programme 
 

5.5.1 Preconditions and premises of information management 
 
Proper information management means data has to be accessible, available, and 
reliable. This leads to the following preconditions and premises: 
 digital data transfer 
 single data entry in the source system 
 single entry and ease of use  
 uniform definitions and data entry (uniform language) by all practitioners 

and caregivers, preferably structured (protocol) and coded with international 
standards 

 linked to the existing flows of information where possible 
 security aspects have to be properly arranged 
An important preconditions is meeting the legal aspects, such as applicable 
legislation and regulation regarding privacy, and access to and use of data. 
 

5.5.2 Data for the benefit of the primary process 
 
Data is needed during different times of the primary process. Figure 6 has a 
schematic representation of the data transfer between the stakeholders. Below 
the diagram is a description of which data each stakeholder needs for each part 
of the primary process of the proposed population screening. 
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Figure 6. The flows of data between the different stakeholders and systems to 
support the primary process of the population screening for cervical cancer. Data 
flows a, b, d, and f are digital and automatic; at e and c, the current population 
screening also uses paper. 
 
Selection and invitation 
For the selection process, the screening organisations obtain the name, address 
and city of the women from the municipal register (GBA). This information 
concerns the women who are eligible for participation based age (see Figure 6). 
The Cervix Information System (CIS) specifies which women have definitely 
withdrawn and thus will no longer receive invitations. The selected women 
receive an invitation from the CIS. 
 
Women who respond to the invitation and report that they would like to receive 
an invitation from their GP use the response card or client portal to send their 
GP’s information to the screening organisations. The screening organisations 
record this in the CIS and send the woman’s information to the designated GP 
(see e Figure 6). 
 
After a specified time, the CIS is checked to see which women have no results 
recorded, and to see who has either temporarily or permanently opted out from 
the population screening. The women without any recorded results receive a 
reminder from the CIS with information that they are eligible for receiving a self-
sampling kit. After a specified time, the CIS is checked to see which women 
have not withdrawn for the self-sampling kit. These women receive a self-
sampling kit sent to their homes. 
 
Some women have a follow-up test after six months. The screening 
organisations know through the CIS which women are eligible for the follow-up 
test, and they send them an invitation. After a specified time, the CIS is checked 
to see which women have no results recorded. The screening organisations 
forward the this information about these women to their GPs (see e in Figure 6). 
The GPs then send a reminder to these women. 
 
Screening 
The GP asks the women questions in accordance with the agreed upon 
procedure during the appointment. The GP sends the requested information to 
the screening laboratory (see c in Figure 6). Women who use the self-sampling 
kit send the sample and the requested information to the screening laboratories 
themselves. 
 
The screening laboratories record the results of the hrHPV test as well as the 
cytological test, if applicable, in the databases of the decentralised pathology 
laboratory (PALGA decentralised). These laboratory results are also recorded in 
the CIS (see b Figure 6). 
The screening laboratories send the results and advice to the GPs (see c Figure 
6). In cases involving a self-sampling kit, that can only happen if the woman has 
also sent in the information of her GP along with the kit. The GPs register the 
results in one of the GP information systems. 
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The excerpts are automatically forwarded to the national PALGA database daily 
(see d in Figure 6). 
 
Results 
The screening organisations send the results reports, which are based on the 
specified results in the CIS, to the women. 
 
Referral and diagnosis 
The woman obtains a referral to a gynaecologist from her GP. If the 
gynaecologist collects material from the woman, that is sent to the laboratory 
(which could also be one of the screening laboratories). The laboratory can 
obtain data (see f in Figure 6) on the cytological test from the national PALGA 
database, and conversely, extracts are sent to the PALGA database daily. 
 
Areas of concern with the primary process which, during the preparation phase 
of the proposed population screening, are worked out further and incorporated 
wherever possible: 
 Selection: the possibility to exclude some women beforehand is beneficial 

from the perspective of efficiency and client-friendliness. This exclusion is 
possible by looking in the central PALGA to see which women do not have to 
receive an invitation because they are being treated by a gynaecologist or 
have undergone a hysterectomy. 

 Selection and invitation: having updated records of who the women’s GPs 
are is important. 

 Screening: the information needed for the tests by the screening 
laboratories is on ‘lab cards’. Entering and sending it digitally would be a 
significant improvement to limit the number of samples that could not be 
properly tested because of forms that were not completed correctly. 

 Screening: the results of the hrHPV tests should be automatically entered 
into the decentralised PALGA. Currently this is done manually. 

 Results: it is important to have digital transfer of results between the 
screening laboratories and the GPs. 

 Invitation and results: the screening organisations will send the women 
written correspondence, because one must take into consideration that not 
everyone is familiar with the new forms of communication. 

 Diagnostics: data about the diagnostics are not recorded in the national 
database. No digital data transfers about any results or possible treatments 
take place between the gynaecologists and the GPs. 

Current legislation and regulation with regard to privacy, access and use of data 
apply to the above-mentioned areas of concern. 
 

5.5.3 Data for the purpose of quality assurance, monitoring and evaluation 
 
Efficient information management, a set of proper indicators, and set of 
minimum data are preconditions for quality assurance, monitoring, and 
evaluation. The set of indicators as well as the set of minimal data are specified 
for the current population screening. The data needed for the indicators are only 
partially specified in the primary process. Supplemental sources are needed to 
properly complete the indicators. Figure 7 provides insight into the data flow, 
including the supplemental data flow. 
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A data warehouse is in development for the current population screening to 
make all the data properly available for different purposes. This data warehouse 
is a database where data from different internal and external sources is stored 
for the purpose of reports and analyses. Further, the data can also be made 
available for scientific research under certain conditions.  
 
The data warehouse was developed in collaboration with the Association of 
Comprehensive Cancer Centres (IKNL), the Dutch Institute for Clinical Auditing 
(DICA) and the PALGA. The data warehouse became operational for the 
indicators of the current population screening in 2013. If needed, the data 
warehouse is adapted to make it possible to monitor and evaluate the proposed 
population screening. 
 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 7. The data needed along with the data in CIS, iBOB, and ColonIS is 
presented in this figure. This figure also shows how the data exchange with 
external sources can be accomplished. The actual structure can vary, the 
functionality cannot. The development of the data warehouse is a collaboration 
between IKNL/DICA and Foundation 
 
Screening organisations record data in the Cervix Information System (CIS), as 
described in Section 5.5.2. The CIS contains administrative data and medical 
data that should support the primary process and monitoring. 
 
The PALGA Foundation manages the national PALGA database, which contains 
excerpts recorded from pathology reports of cytological and histological tests, 
and the hrHPV tests of the decentralised PALGA. 
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The Dutch Cancer Registry (NKR) contains data by the IKNL regarding diagnosis, 
treatment and deaths. The data is obtained from hospital information systems 
and medical files. One of the objectives of the NKR is to contribute to the 
evaluation of the screens. 
 
Statistics Netherlands (CBS) has access to data on the population and statistics 
on the causes of death. In the Municipal Registers are data on deaths that 
municipalities send to Statistics Netherlands daily, and they send data on the 
causes of death monthly. Statistics Netherlands (CBS) has the task of collection 
and processing data with the aim to publish statistics for the purpose of working 
practice, policy, and research. 
 
Areas of concern regarding quality assurance, monitoring, and evaluation: 
 Data is needed for monitoring and evaluation of the diagnostics, treatment 

and check-up. Currently only part of the data is available indirectly via the 
central PALGA. Data is registered in the decentralised PALGA only if cytology 
or histology have taken place. See the areas of concern regarding the 
primary process. 

 In the current population screening, the regional coordinating pathologist 
has access to the cytology data and the hrHPV data from the follow-up test 
by the GP and referred gynaecologist (cytology, histology). This does not 
happen in the proposed population screening by default. This has to be 
arranged, legally arranged also. 

 Data from the central PALGA database and the Dutch Cancer Registry are 
needed for monitoring for interval carcinomas. Further investigation is 
needed on how these data can be made as uniform as possible for 
monitoring and evaluation. 

 HrHPV screening in the population screening is specified in the decentralised 
PALGA. This is not always the case with expedient hrHPV screening, which 
means that the hrHPV screenings that take place outside of the population 
screening are insufficiently monitored. 

 Data on the vaccination status of women will eventually be needed for the 
purpose of monitoring and evaluation 

 An investigation has to take place on the possible effects coding errors in the 
decentralised PALGA database could have when this data is used for 
monitoring. The coding errors are deleted in the central PALGA before data 
is made accessible. 

Current legislation and regulation with regard to privacy, access and use of data 
apply to the above-mentioned areas of concern. 
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6 Communication and information 

The women in the target group are informed at different moments in the chain 
of the population screening, and in the contiguous care if needed, through 
communications and informationh. Communication with the professionals 
involved in the chain are also important. They have to know what is expected of 
them with regard to the population screening, and how they can answer any 
questions the women may have. Along with communication between the women 
from the target group and professional, much communication also takes place 
among the women themselves. Women in their thirties in particular use social 
media to exchange experiences with each other about issues such as possible 
follow-up tests after a cervical smear and the consequences for pregnancy. 
 
Section 6.1 includes a few premises that are used for further refinement of 
communication and information for the proposed population screening. The most 
important target groups of the communication are also described. Section 6.2 
describes the communication and information to the target group of the 
population screening. This section also addresses which communication takes 
place for each activity of the primary process. The most important areas of 
concern for communication in the proposed study described and the 
stakeholders in the development and upgrading of the communication materials. 
The last section of this chapter, Section 6.3, contains information on 
communication with directly and indirectly involved professionals. 
 
 

6.1 Target groups and premises of communication 

 
6.1.1 Communication with target groups 

 
The two most important communication groups in the population screening are: 
 The target group of the population screening comprised of women aged 30 

to 60 years. The Centre for Population Screening, the screening 
organisations and the GPs inform the target group about the population 
screening. When a woman needs any contiguous care, other stakeholders 
are involved, such as hospitals, the Dutch Cancer Society, and the Olijf 
Foundation. 

 The professionals and organisations involved with the implementation of the 
population screening. In any case, these are the screening organisations, 
screening laboratories, and GPs including their co-workers that perform any 
activities in the context of the proposed population screening. 

 
Women younger than 30 do not belong to the target group of the population 
screening. When they hear about the introduction of the proposed population 
screening it may provoke them to wonder if they should have themselves 

 
h The work communication is used here to refer to two-way communication (receiving and sending 

information). Information refers only to sending information. Information is a component of communication. 
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screened for hrHPV. Finding out about the screening could evoke unnecessary 
distress and medicalisation for women in this age range, which has a high 
percentage of hrHPV-positive women. The Dutch College of General 
Practitioners, therefore, states in its guideline how GPs have to deal with any 
questions these women may have. 
 

6.1.2 Premises regarding communication 
 
It is important that the women from the target group receive the same clear and 
accurate information as much as possible because of the variety of stakeholders 
who exchange communications. The following premises apply: 
1. The government provides information for women from the target group so 

that they can make a informed decision as to whether or not they want to 
participate in the population screening for cervical cancer. 

2. Communication and information are important through the entire chain of 
the population screening and the contiguous care. Stakeholders are 
collectively responsible for clear and accurate information to the women. 

3. With communication and information it is important to have a variety of 
means so that as many women as possible receive the information in the 
way to which they are accustomed. Social media is an important means of 
communication. 

4. All stakeholders who perform communication activities with the target group 
in the context of the population screening make sure that they meet the 
requirements that are specified in the Information Framework (Information 
Framework, RIVM/CbB, 2008). The communication: 
 is important and accessible (customised for the target group) 
 is balanced (advantages and disadvantages specified) 
 is current and relevant (information regarding the pertinent topics) 
 is honest and without moral judgment 
 is nationally uniform and clear 

5. Communication materials according to the methods of the current population 
screening and the other population screenings for cancer. This means that 
the communication in the different population screenings is organised as 
uniformly as possible. 

6. Information from the is provided in layers; the national reports and folders 
contain the most important information, deeper analysis of information can 
be found on the website. In addition, the most important information is 
displayed in different ways on the website (including illustrations and 
videos). The information presenting in different material correspond with 
each other. 

7. The Centre for Population Screening is responsible for the content of the 
national communication materials for the target group of the population 
screening. These are submitted to the programme commission before being 
approved. 

8. The screening organisations are responsible for the dissemination of national 
communication material among the members of the target group. 

9. National communication material to the target group of the population 
screening are checked for updates annually. Evaluation of this material takes 
place every five years. 
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10. Women from the target group, screening organisations, professional groups, 
and other relevant stakeholders are involved in the development, updates 
and evaluation of the national communication material. 

 
6.2 Communication with de target group of the population screening 

 
6.2.1 Areas of concern in the communication circulating in the proposed population 

screening 
 
The relationship between sex, hrHPV, and cervical cancer is presented more 
clearly in the proposed population screening. The discussions in the 
communication working group, messages in the social media, questions the 
woman asked on the website of the population screening, and an information-
needs survey 46 of women from the target group revealed a number of topics 
that have to be addressed in the communication. Along with general information 
about the relationship between sex, hrHPV, and cervical cancer, the following 
have to be addressed: 
 A hrHPV infection and sexually transmitted diseases (STDs). 
 The likelihood of a hrHPV infection and the possible precancerous stage of 

cervical cancer. The GfK study 46 and the questions submitted on the 
website of the population screening show that women estimate their risk for 
hrHPV and a precancerous stage of cervical cancer based on their current 
relationship and not based on earlier sexual relationships. This can 
potentially lead to an underestimation of their actual risk for cervical cancer. 

 The source of the hrHPV with a HPV-positive test. The GfK study shows that 
there are many question about the cause and the guilt for who is responsible 
for the infection. 

 The effect of a hrHPV infection on a pregnancy or the desire to have a child. 
Social media have many messages about the effect of hrHPV infection on 
pregnancy and the desire to have a child. 

 Why an interval of ten years with women aged 40 to 50 who texsted hrHPV 
negative is enough. The GfK study shows that women think a ten-year 
interval is too long. 

 
6.2.2 Communication with the target group for each activity in the primary process 

 
The general aims of communication to women from the target group are: 
 Increasing knowledge for women from the target group so that they can 

make a informed decision as to whether or not they want to participate in 
the population screening for. 

 Make women aware of what is happening or will happen during all phases of 
the population screening. Reassuring them and, if needed, informing them 
about the possible future steps. 

 Making sure the women have proper information when transferring from the 
population screening to diagnostics in the contiguous care. 

 
During all activities in the primary process of the population screening, 
comprehensive communication with and notification to the target group are 
important. Specific aspects of each of the activities are important. That is why 
the core messages and areas of concern are also formulated for each phase. For 
a total overview of the formulated core messages, see Appendix 8. 
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Communication to the women is important with regard to the following four 
activities in primary process described in Chapter 3: 
 the invitations and reminders 
 the examination 
 notification of the results (and referral if applicable) 
 the diagnosis and treatment 
 
Invitations 
All women from the target group who are eligible for an invitation, receive a 
written invitation for the population screening. The invitation is sent with the 
following national material: an invitation letter, folder, response card for 
temporary or definite withdrawal and the laboratory card if needed. There are 
three different national invitation letters: 
 a letter to women who are invited for the first time or who have not 

participated in the past 
 a letter to women who are hrHPV negative in the previous screening round 
 a letter to women who are hrHPV positive in the previous screening round 
 
The invitation letter will be as personal as possible. This means that the women 
personally contact and state that their GPs stand behind the invitation. The 
invitation letters refer to the national website of the population screening, where 
further information can be found. The national website provides information in 
different ways (text, illustrations and videos). In addition, letters and folders on 
the website are translated into other languages. This helps to reach specific 
subgroups such as age groups, women with a low socio-economic status (SES), 
and migrant women. 
 
Thirty-year-old women receive extensive information prior to their first 
invitation. This enables them to enquire in a tailored, low-threshold way about 
the population screening for cervical cancer, and choose whether they want to 
participate. 
 
Limited information about the self-sampling kit is included in the folder that is 
sent along with the invitation. It states that the self-sampling kit is intended for 
women who do not respond to an invitation to the population screening. Having 
a cervical smear taken by the GP is the preferred method because there are 
doubts the self-sampling kit is as accurate as a cervical smear. The information 
about the self-sampling kit may be adjusted depending on any further 
investigation of it (see Box 3). 
 
The reminder and offering the self-sampling kit 
If the woman does not respond to the invitation to the population screening, a 
reminder is sent to her. This reminder states that the woman will receive a self-
sampling kit sent to her home. The reminder also has information on the 
advantages of the self-sampling kit and refers to the website for further 
information. Women who do not want to receive a self-sampling kit can indicate 
that with the response card or via the client portal, and opt to make an 
appointment with their GP. Instructions for use accompany the self-sampling kit. 
The instructions for use contain illustrations of the different steps that have to 
be performed. There is also a reference to the national website which has an 
animation of how to use the self-sampling kit, available in different languages. 
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The test by the GP 
Using the ‘areas of concern for client contact’ procedure the GP (GP assistant) 
informs the women on a number of things during her appointment. The GP 
practice conveys information on the cervical smear test in the laboratory, 
answers to any questions she may have, assesses and enhances her knowledge 
on the subject, reassures her, informs her on what the test entails and how she 
will receive the results. 
 
Notification of the results (and referral if applicable) 
All participants in the population screening receive a results report from the 
screening organisations, which contains the results of the test. If a referral to a 
gynaecologist is needed, the GP informs the woman prior to her receiving the 
results report from the screening organisation. The GP also consults with the 
woman about the possible following steps are and refers her to a gynaecologist. 
The GP can also give the woman the patient information sheet ‘Een afwijkend 
uitstrijkje, naar de gynaecoloog’ [An abnormal cervical smear: to the 
gynaecologist] from the Dutch College of General Practitioners (NHG). 
 
There are four different national letters: 
 a results report to women who are hrHPV negative 
 a results report to women who are hrHPV positive and have no abnormal 

cells 
 a results report to women who are hrHPV positive and have abnormal cells 
 a results report to women who are hrHPV positive after using the self-

sampling kit 
 
Along with their results report, women who are hrHPV positive receive a folder 
with extensive information about hrHPV. This folder contains information about 
the hrHPV and its origins, if the virus can be prevented or treated, the 
relationship between the virus and sex, the consequences for pregnancy, and 
possible follow-up tests if cell abnormalities are found. 
 

6.2.3 Constant communication with the target group during the entire primary process 
 
Along with the national compulsory communication materials that are used 
during the different activities in the primary process, there are also other 
communication materials available to the women in the target group during the 
entire primary process. 
 A national folder about all population screenings on cancer. 
 The national website of the Centre for Population Screening. 
 The regional public websites of the screening organisations, usually with 

regionally-specific information and the contact information of the screening 
organisations. 

 The website Leven & Lijf [Life & Body, in Dutch], where women can share 
their experiences with the population screening for cervical cancer. 

 A telephone information line where women can acquire more information 
about the proposed population screening, hrHPV, the relationship between 
hrHPV and cervical cancer, and other related topics. The professionals can 
also use this information line. 

 Social media. A large part of the target group of the population screening 
actively participates in social media. This is why the social media are 
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monitored. Women also receive information through social media, and 
inaccuracies regarding the topic can be corrected in public social media 
discussions. 

 The communication materials of relevant stakeholders involved in the 
population screening for cervical cancer (other than the Centre for 
Population Screening or the screening organisations) can be found in Section 
6.2.4. 

 
6.2.4 Accurate and updated information 

 
Different professionals and organisation are involved in the communication 
during the population screening and contiguous care. Mutual coordination is 
essential to promote accurate and updated communication. This is accomplished 
in the following way: 
 All relevant stakeholders are involved in updating the communication 

materials, including the national communication materials. Among these 
stakeholders are the target group, screening organisations, professional 
groups, and patient associations. 

 Frequent coordination takes place regarding the accuracy of the national 
communication products and products brought out by other stakeholders, for 
example the patient sheet by the Dutch College of General Practitioners, the 
folders of the Dutch Cancer Society, and the websites. 

 There is a national information line that women and professionals can call 
with their questions. 

 There is a collective list of frequently asked questions and answers available 
for websites, and professionals with client contact. This list is updated using 
signals from social media, the national information line or other channels. 

 
 

6.3 Communication with professionals and organisations 

 
This section addresses the communication and information to professionals and 
organisations that are directly or indirectly involved with the population 
screening. The objectives of communication with professionals are: 
1. Ensuring that professionals are aware that the population screening exists, 

aware of its aim, and aware of the changes. With regard to the changes in 
the population screening it is important that the professionals in the GP 
practices are aware that certain malignancies (other than cervical cancer) 
are no longer detected with the proposed population screening. It is 
important to be attentive for certain symptoms that could indicate these 
malignancies. 

2. Ensuring that professionals are able to properly perform their tasks in the 
population screening and receive feedback for this. This is necessary for 
good quality of the population screening. 

3. Ensuring that professionals are prepared to provide women from the target 
group with clear and accurate information. 

4. Ensuring that professionals are aware of the chain of the population 
screening and their role therein. 

5. Ensuring a well-coordinated transition from the population screening to 
diagnostics in the contiguous care. 
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Different means of communication to the professional are put to use: 
 A website for professionals of the Centre for Population Screening. This 

website has information about the population screening: background 
information, frequently asked questions, knowledge tests, quality 
requirements, the policy framework, and the feasibility framework, et 
cetera. 

 The regional professional websites of the screening organisations, which 
have specific information on regional aspects of the population screening 
including a protocol manual, guidelines, and the contact information of the 
screening organisations. 

 A newsletter of the Centre for Population Screening. Digital newsletters keep 
professionals informed about relevant developments in the population 
screening. 

 The means of communication of the screening organisations aimed at the 
professionals in the region, such as a newsletter, to inform them on aspects 
of the population screening in their regions. A telephone information line 
where women can acquire more information about the proposed population 
screening, hrHPV, the relationship between hrHPV and cervical cancer, and 
other related topics. 

 The means of communication of professional associations and other relevant 
stakeholders in the field, which include the practice guide of The Dutch 
College of General Practitioners, newsletters and websites of stakeholders, 
and conferences and symposiums that these stakeholders organise. 

 The basic professional development module for GP assistants. This basic 
professional development is intended for GP assistants who take cervical 
smears for the population screening. The online component of basic 
professional development can, however, also be seen as a form of providing 
information to professionals. 
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7 Implementation of the proposed population screening for 
cervical cancer 

This chapter describes the way the proposed population screening with hrHPV 
screening can be implemented. It also mentions which issues have to be 
prepared. A detailed action plan is drawn up for starting the preparation phase. 
This action plan contains activities, tasks and responsibilities and to be 
implemented by the relevant stakeholders. 
 
The preconditions formulated in the previous chapters are the central focus of 
this chapter. After a section on the decision to implement (Section 7.1) and a 
section with an explanation about the different phases required for complete 
implementation (Section 7.2), Sections 7.3, 7.4, 7.5, and 7.6 cover relevant 
activities for the different phases. Additionally, the possible risks that could 
hinder proper preparation or implementation are described. The chapter closes 
with a timeline of key themes (Section 7.7). 
 
 

7.1 Decision to implement 

 
The minister is making a definite decision regarding the implementation of the 
proposed population screening for cervical cancer in 2013. 
 
 

7.2 Distinction of phases 

 
If there is a positive decision to implement the proposed population screening 
for cervical cancer, three phases will follow. 
 
The preparation phase 
This phase starts when the minister commissions the Centre for Population 
Screening to prepare and implement the proposed population screening. The 
preparation phase is when all processes are structured and products are 
prepared that are needed for a qualitatively proper implementation of the 
proposed population screening for cervical cancer (see Section 7.3). 
 
Transition phase 
The transition phase starts the moment that women receive an invitation for the 
proposed population screening with hrHPV screening. It was decided to offer the 
hrHPV test to all women who are eligible for an invitation (immediate complete 
implementation). Argumentation for this choice is described in Box 7. The 
transition phase take five years; at which time all women of the target group will 
receive an invitation for a hrHPV test. The women from 45 to 55 also receive an 
invitation. This is because it is not yet known if they are hrHPV negative. 
 
Definite implementation 
This phase starts when women receive an invitation to the proposed population 
screening for the second time. The invitation takes place in accordance with the 
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invitation scheme proposed by the Health Council. This means that women 45, 
55, and 65 years old only receive an invitation if they tested hrHPV positive in 
the previous round. 
 
Box 7: The choice of implementing the proposed population screening 
 
From the perspective of health gain and effectiveness, immediate complete 
implementation of the proposed population screening is the most desirable. With 
this, from the date of implementation, all women who are eligible for an 
invitation will only be offered an hrHPV test. 
 
The Centre for Population Screening requested Erasmus Medical Centre to 
calculate two scenarios based on a number of figures, in addition to the scenario 
of immediate complete implementation. These figures involve the number of 
tests (hrHPV and cytology), the needed capacity of gynaecologists, the costs, 
and the health gain realised (see CD-ROM in the report entitled ‘Transition 
diagram of proposed population screening’). The following three implementation 
schemes were calculated: 
 
1. Immediate complete implementation 

All women (including the women aged 45 and 55) from the target group 
receive an hrHPV test at the start of implementation. In the sixth year, 
women aged 45 and 55 only receive an invitation if they tested hrHPV 
positive in the previous screening round. 
 

 
 
2. Phased implementation, starting with 30-year-olds 

The implementation is gradual, starting with 30-year-olds after which each 
year the sequential older age category is extended further. Women who are 
60 years old receive an hrHPV test the fifth year after initial implementation. 
In the tenth year of implementation, women who are 65 are possibly eligible 
for an hrHPV test. In the eighth year, women aged 45 and 55 only receive 
an invitation if they tested hrHPV positive in the previous screening round. 
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3. Phased implementation starting with older women 

This implementation starts with offering hrHPV tests to women aged 45, 50, 
and 60. After two years, it is extended further to younger women. In the 
fourth year after implementation starts, the 30-year-old women are also 
offered an hrHPV test. In the sixth year, women aged 45 and 55 only receive 
an invitation if they tested hrHPV positive in the previous screening round. 
 

 
 
The results of the Erasmus Medical Centre study and considerations regarding 
quality, effectiveness, communication, and equivalence are used to validate if a 
complete implementation is indeed the most desirable scenario. 
 
The advantages of an immediate complete implementation for the women of the 
population screening: 
 Health gain achieved earlier: an immediate complete implementation leads 

to realisation of the desired additional health gain the quickest. 
 Easier communication: communication focuses on one screening test. With a 

gradual implementation, communication regarding the two different 
screening tests (cytological test and the hrHPV test) has to be taken into 
account for a number years. Communication with the target group regarding 



RIVM Report 2014-0056 

 

Page 80 of 175 

 

this is complicated. 
 Optimal equivalence: 

- All women receive the more sensitive hrHPV test and the self-sampling 
kit, if applicable. 

- There are no costs associated with this follow-up test. This is not always 
the case with a gradual implementation. Women who are cytologically 
screened, will have to pay for part of the follow-up test, depending on 
the deductible payment of their insurance. 

 
Advantages of an immediate complete implementation for the professionals and 
organisation of the population screening: 
 Greater effectiveness and quality: an immediate complete implementation 

has only one feasibility process, namely that of the proposed population 
screening. A gradual implementation requires a minimum of four years of 
organising two feasibility processes and two laboratory organisations. 
Maintaining both processes and organisation is not effective and jeopardises 
quality. 

 
Disadvantage of immediate complete implementation: 
 Consequences for the personnel: the support base needed for an immediate 

complete implementation among the professionals and laboratories involved 
in the current population screening may be larger from a national 
perspective. With a gradual implementation the cytological test of the 
current laboratories are gradually scaled down. This can give the 
professionals and laboratories more time to anticipate potential 
consequences for the personnel. 

 Continuity: the continuity of the current population screening can possibly 
be jeopardised in the preparation phase with an immediate complete 
implementation. The laboratories have to keep enough personnel available 
for the cytological tests up to the time of implementation. With a gradual 
transition, the likelihood of not having enough personnel for the cytological 
tests of the current population screening is more limited because the 
number of cytological tests gradually scales down. 

 
With an immediate complete implementation more women are referred to a 
gynaecologist during the first years. According to the Dutch Society for 
Obstetrics and Gynaecology this does not lead to capacity problems jeopardising 
the contiguous care for women from the population screening who are referred 
on or who have symptoms. 
 
The advantages of an immediate complete implementation greatly outweigh the 
disadvantages. It is therefore advisable to implement the proposed population 
screening completely. The implementation chapter assumes a complete 
implementation. Should anything unforeseen arise during the preparation phase 
by which a complete implementation would cause great risks, then a regional 
pilot can be considered in preparation for a national implementation. 
 

7.3 Preparation for the implementation 

 
The following outline of items should implemented in the preparation phase: 
 establish the implementation team and the working groups 
 establish/re-establish organisation and implementation 
 establish/re-establish implementation costs of the programme 
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 establish/re-establish communication and information 
 establish/re-establish quality policy 
 establish/re-establish training and professional development 
 establish/re-establish monitoring, evaluation, and information management 
 establish knowledge and innovation 
 begin tendering procedures 
 

7.3.1 Establish the implementation team 
 
The implementation team of the Centre for Population Screening coordinates the 
preparation phase and the implementation. This team, in coordination with 
relevant stakeholders, draws up a detailed plan of action for the preparation 
phase and the implementation, including planning and financing. The plan builds 
upon this feasibility study. The team appoints working groups and ensures that 
relevant parties (involved in the proposed population screening and the 
contiguous care) start their tasks and responsibilities in the preparation phase 
and the implementation in a timely manner. The implementation team 
coordinates the activities of the working groups and monitors the mutual 
collaboration. current programme commission, supplemented with new 
members as needed, advises the Centre for Population Screening about the 
results of the working groups. The representatives of the stakeholders have a 
seat in the programme commission. The different working groups start under 
this committee. The working groups start after the programme commission 
approves a task assignment. 
 

7.3.2 Establish/re-establish organisation and implementation 
 
The proposed organisational structure is described in Chapter 4. A number of 
issues are worked out concretely or actualised by diverse stakeholders and 
working groups during the preparation phase. These issues are: 
1. Further elaboration of the tasks and responsibilities as part of the policy 

framework and feasibility framework. 
2. The tendering procedures for the screening laboratories, the hrHPV test, and 

the self-sampling kit. The Centre for Population Screening uses the 
procedure as explained in Section 7.3.7. 

3. Drawing up the contracts for the screening laboratories. 
4. Contracting the screening laboratories. 
5. Drawing up and submitting a request for a Dutch Population Screening Act 

(WBO) permit. 
6. The investigation on the support base among GPs regarding them sending 

the invitation upon request from the women. If there is enough support, the 
extent to which there is a need for this option among the women will be 
examined in a pilot. 

 
7.3.3 Establish/re-establish implementation costs of the population screening 

 
The proposed financing is described in Chapter 8. The following activities are 
implemented in the preparation phase for adapting the financing of the 
programme: 
1. The preparation and establishment of reimbursement for the screening 

organisations. 
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2. The preparation and establishment of reimbursement for the general 
practitioners. 

3. The design and specification of the macro framework for financing the 
population screening. 

4. Adapting the public health grant scheme. 
 

7.3.4 Establish/re-establish communication and information 
 
The following activities with regard to communication and information to the 
target group of the population screening and the professionals are implemented 
in the preparation phase: 
 
Communication to the professionals and relevant organisations: 
1. Utilisation of means of communication such as newsletters, meetings, an 

information line, and websites to inform professionals and relevant 
organisations about: 
 the status of the preparations for implementation of the population 

screening and how the professional groups are involved in that; 
 the agreements made about the implementation of the population 

screening; 
 tasks and responsibilities that are expected of the professionals and 

organisations. 
2. Using communication instruments as mentioned in Item 1 to properly inform 

professionals who have client contact about how they can discuss changes in 
the population screening with women (with the assistance of frequently 
asked question and answers, among other instruments). The aim is to 
ensure that the women receive accurate information. 

 
Communication to the target group: 
3. Implementation of a survey on what information women need to be able to 

make an informed choice. Implementation of a survey on the information 
women from the target group need. These surveys are intended as input for 
the development of correct information materials. 

4. Development, pretesting and printing of the national information materials 
that are going to be used in the population screening. This involves the 
national information products (such as a folder and invitation letter, results 
reports, and a folder about hrHPV) as well as general means of 
communication (such as websites, frequently asked questions and answers). 

5. Coordinating means of communication that are developed by other 
stakeholders. 

6. Setting up an information line. 
7. Development of a plan for using social media, which stakeholders are 

involved in this, and implementing the plan. 
8. Development of clear source information for media and other stakeholders 

who are going to communicate about hrHPV and cervical cancer. This 
facilitates accurate communication to the public. 

9. Ensuring for organisational embedding of the communication to the target 
group, professionals, and relevant organisations. 
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7.3.5 Establish/re-establish quality policy 
 
Chapter 5 covers which quality policy for the implementation of the proposed 
population screening has to be established. 
 
The quality policy will be further worked out (actualised) by diverse stakeholders 
and working groups during the preparation phase. Among the things it involves 
are: 
  
Quality policy: requirements, procedures, and guidelines 
1. Drawing up section in the policy framework and the feasibility framework. 
2. Drawing up planning updates of the guidelines and then adapting the 

guidelines and mutually coordinating them. 
3. Drawing up national quality requirements and procedures. 
4. Explain the use of the guidelines and procedures for the population 

screening. 
 
Quality policy: monitoring, evaluation, and information management 
5. Adapting and working out the national indicators set that apply to quality 

assurance as well as national monitoring and evaluation. 
6. Working out the data sets needed for the indicators set. 
7. Realising the link between hrHPV analysis device and the decentralised 

PALGA. 
8. Drawing up an action plan for renewing the CIS information system. 
9. Redesigning the Cervix Information System (CIS). 
10. Realising the link between the CIS and other relevant source systems. 
As much of the content for items 8, 9, and 10 as possible is linked with the 
development of ColonIS for the population screening for bowel cancer. 
 

7.3.6 Establish/re-establish training and professional development 
 
The professionals and organisations involved in the implementation of the 
population screening, are responsible for providing appropriate training and 
expertise. Additional professional development is needed as the proposed 
population screening with hrHPV screening is implemented. Professionals have 
to be aware of the national agreements and quality requirements with which the 
population screening is implemented in a qualitatively proper and nationally 
uniform manner. Another important area of concern is the knowledge needed to 
answer women’s questions and to counsel them. An action plan for professional 
development is drawn up in collaboration with the working groups at the start of 
the preparation phase. The existing training and continuing education, such as 
the basic professional development module for doctor’s assistants, is used as 
much as possible. 
 

7.3.7 Begin tendering procedures 
 
The hrHPV test, the screening laboratories, and probably the self-sampling kit 
and its information cards with the return envelop are tendered during the 
preparation phase. 
The procurement procedure comprises the following steps: 
 Setting up the project organisation and drawing up the action plan. 
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 Determining tendering strategy and drawing up an outline of requirements. 
 Preparing tendering procedure, including any market exploration that may 

be needed. 
 Implementing tendering procedure. 
The selected tendering procedure determines the choice of the contracting 
parties for each individual tender. The contracting organisations could be the 
screening organisations (collectively or individually) or the Centre for Population 
Screening. 
  

7.3.8 Risks in the preparation phase 
 
Implementation of the proposed population screening for cervical cancer is an 
extensive project. In addition to changing the test method, the part of the 
organisation has to be reorganised. 
 
The following risks to the realisation and start of the implementation could 
possibly arise during the preparation phase: 
 Insufficient availability of stakeholders 

The number of stakeholders in the preparation phase is large. Collaboration 
of all stakeholders is of great importance for a timely realisation of the 
matters that have to be prepared for the implementation. An important area 
of concern with this is the fact that some of the stakeholders, such as the 
screening organisations and the Dutch Pathology Association are also 
involved in the implementation of the new population screening for bowel 
cancer. This has consequences for the availability of these stakeholders in 
the preparation phase of the population screening for cervical cancer and 
can thus also affect the duration of the preparation phase. 

 Continuity of the current population screening 
The laboratories have to keep enough personnel available for the cytological 
tests for the current population screening up to the time of implementation. 
The continuity can be jeopardised if this does not occur. 

 Tendering procedures 
A number of issues have to be tendered. There may be unforeseeable (often 
legal) processes regarding the tendering procedures that cause delays. If 
delays in contracting the screening laboratories mount, the timeframe of two 
years for the preparation phase can be too short for realising the set up of 
the screening laboratories. 

 IT adjustments and developments 
CIS must be redesigned, built, and implemented. This requires a long 
completion time. Unforeseeable problems that cause delays may develop. 
Setting up links between the CIS and other source systems for the purpose 
of making the correct data available for monitoring and evaluation could 
possibly require a long completion time. 

 
The Centre for Population Screening will inform the Ministry of Public Health, 
Welfare and Sport about the progress of the preparation phase and the 
continuity of the current population screening. The action plan addresses the 
risks and how they can be covered as best as possible. Part of this action plan is 
determining collaboratively with the stakeholders how, among other things, 
more intensive monitoring of the quality and completion time (as indicator for 
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the continuity of the current population screening) can be realised and which 
refinement options are available. 
Insufficiently covered risks in the preparation phase can lead to postponement of 
the implementation. 
 

7.3.9 Costs of the preparation phase 
 
Activities mentioned in Section 0 have to be prepared, set up and implemented 
before the phased implementation can begin. In addition to the project plan, the 
coordination of a proper organisation, the implementation and financing of the 
programme within the preconditions drawn up by the Ministry of Public Health, 
Welfare and Sport, investigations have to be scheduled and concrete products, 
such as information products have to be made. At the same time, an investment 
is needed for making adjustments to the information systems so that the 
implementation, monitoring and evaluation can take place. A cost estimate is 
included in Table 4. The described costs are made by the Centre for Population 
Screening and other stakeholders that the Centre for Population Screening 
contracts for implementing the activities. The costs mentioned below for the 
preparation phase are in addition to the regular costs for continuing to run the 
current population screening. 
 
 

7.4 Transition phase 

 
7.4.1 Relevant areas of concern during the transition phase 

 
In this phase, women between 30 and 60 years old receive an invitation to the 
proposed population screening with hrHPV screening for the first time. Because 
women receive an invitation once every five years, it takes five years before this 
phase is completed. That is when all women between 35 and 60 years old will 
have received one invitation for a hrHPV screening. 
 
Areas of concern in this phase are: 
 Communication 

Women should be able to receive low-threshold updated information through 
the current channels and a telephone information line during the entire 
phase. 

 Women with an invitation to the current population screening 
At the start of the transition phase there will be women who will have a 
cervical smear taken with the their invitation to the current population 
screening, and have information regarding that procedure. The preparation 
phase has to draw up a procedure for how to deal with these women. 

 Quality assurance, including monitoring and evaluation 
Monitoring of a number of indicators will have to take place more intensively 
in order to quickly specify and implement and needed adjustment during the 
first years of implementation. Among the things it involves are the number 
of follow-up advices and referrals, and diagnostic outcomes. 

 
7.4.2 Risks during the transformation phase 

 
The following risks could occur after the start of the population screening: 
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 Logistics of the collected material from the GP to the screening laboratories 
does not proceed optimally 
The GP determines which laboratory to send the material to in the current 
population screening. In the proposed population screening the material is 
only sent to one of the screening laboratories. The quality cannot be 
guaranteed if the GP does not comply with this. 

 Negative perception 
The hrHPV test in the proposed population screening makes the relationship 
between a sexually transmitted infection and cervical cancer more clear. The 
public and the media could possibly interpret this in an over-simplified way 
which could develop into stigmatisation of women with hrHPV and/or cervical 
cancer. 

 
Table 4. One-time costs in the preparation phase and the first year of 
the implementation of the proposed population screening.  

Implementation costs  
(costs* € 1,000) 

Further explanation of a number 
of activities 

Preparation  
year 

Imple 
men- 
tation 

Arrangement of:  1st 2nd 3rd 
Project plan Programme coordination, consultation, € 300 € 300 € 50 

 working groups etc.    
Organisation and Development of policy framework and € 75 € 55  
implementation  Feasibility framework     
Financing Reassessing fees, advise and € 194 € 165  

 consultation contracts    
Communication and Investigate necessary information € 232 € 207 € 20 
information informed choice, development and    

 testing information products,    
 adapting websites, development    

 
of communication products 
professionals    

Quality policy 
Drawing up national quality 
requirements € 240 € 230  

     

Training and Action plan and implementation € 172 € 212 € 25 
professional professional development     
development GP and    

 screening laboratories    
Monitoring, evaluation Drawing up evaluation, indicators and € 87 € 47 € 40 

 data set    
Information management  Digitalisation information exchange € 150 € 280  

 between stakeholders including the    
 implementation hrHPV result in the     
 decentralised PALGA    
Continuity of current Costs for the purpose of  € 200  
population screening continuity of the current     

 population screening    
Total per year  € 1,450 € 1,696 € 135 

     

Total implementation budget   € 3,281 
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7.5 Utilisation of the self-sampling kit 

 
The infrastructure (including the laboratory organisation and the IT 
configuration) is structured for the proposed population screening such that non-
responders receive the self-sampling kit. The introduction of the self-sampling 
kit with the invitation may be the preference in the long run (see Box 3). Before 
a decision regarding this can be made, scientific investigation has to take place 
first in order to answer a number of questions. The Centre for Population 
Screening together with relevant stakeholders is examining how this scientific 
investigation can best be structured and when this investigation has to occur. 
From getting the required permit for the scientific investigation to its completion, 
it would take a minimum of two years before the results would be known. At 
that time the Ministry of Public Health, Welfare and Sport, upon the Health 
Council’s advice, can make a decision if the self-sampling kit should be 
introduced with the invitation. If the decision is positive, the introduction of the 
self-sampling kit with the invitation could probably take place in the third year 
after implementation of the hrHPV screening. The infrastructure during the 
preparation of the proposed population screening is configured such that the 
implementation of the self-sampling kit with the invitation is very possible. 
  
 

7.6 Knowledge and innovation function 

 
The proposed infrastructure of the programme can anticipate future innovations 
in a flexible way. The Centre for Population Screening recommends that the 
national implementation of hrHPV screening, including the self-sampling kit with 
the reminder and the possible implementation of the self-sampling kit with the 
invitation, is given the priority during the initial years and then allowing for the 
introduction of other possible innovations to the programme. A number of 
preconditions have to be arranged for future innovations. It is advisable to start 
a knowledge and innovation working groups in the preparation phase for the 
purpose of following developments in knowledge and innovation and to advise 
the programme commission and the Centre for Population Screening. The Centre 
for Population Screening can inform the Ministry of Public Health, Welfare and 
Sport about the likely innovations. 
 
 

7.7 Timeframe 

 
Section 7.3 describes activities that are preconditions for a proper 
implementation of the proposed population screening. The preparation phase 
ends approximately two years after the Centre for Population Screening receives 
the instruction to implement. This is partially caused by the tendering 
procedures and the IT developments and adjustments. The transition phase 
starts after the preparation phase This phase take five years; after which it is a 
definite implementation. 
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8 Costs of implementation of population screening for cervical 
cancer 

This chapter covers the costs of the implementation of the proposed population 
screening for cervical cancer. It involves structural grant costs for activities 
performed by screening laboratories, GP practices, and screening organisations. 
The costs associated with the one-time costs that are usually incurred during the 
preparation phase are covered in Chapter 7 (Implementation). 
 
The current costs of the stakeholders are used as much as possible with the 
estimate of the costs of implementation in the proposed population screening. 
The agency Hoeksma, Homans and Menting (HHM) visited laboratories, surveyed 
GP practices, and coordinated with the working group to investigate the 
financing. The complete report is on the CD-ROM of HHM with the background 
and substantiation of the amounts used in this chapter. 
 
This chapter provides insight into the costs of implementation of the proposed 
population screening. The costs presented are based on assumptions and are 
estimates. This chapter emphatically does not have the function of establishing 
rates. The hrHPV test, the self-sampling kit, and the analysis of the hrHPV test 
and cytology undergo tendering procedures. The actual costs of the proposed 
population screening are only definitely known after these tendering procedures 
are carried out. 
 
Financing of the implementation of the population screening takes place using 
the public health grant scheme. This arrangement is explained in Section 8.1. 
Section 8.2 addresses the premises that were included when formulating the 
rate. All costs are based on the 2011 price level and partially based on estimates 
(there are still tendering procedures that have to be performed). Section 8.3 
provides insight into the financial effect of the proposed population screening. 
Section 8.4 closes this chapter with a long-range prognosis of the costs of the 
proposed population screening for cervical cancer. 
 
 

8.1 Grant scheme 

 
The population screening for cervical cancer is subsidised using the public health 
grant schemei. Chapter 1 of the public health grant scheme specifies the general 
subsidy provisions and the general framework for the subsidies. Articles 41 to 47 
specify the specific subsidy provisions which apply to the grant scheme of the 
population screening for cervical cancer. The five screening organisations are 
identified in the public health grant scheme as the administrators of the 
population screening. Dispensation of the grant takes place using the so-called p 
x q method. A predetermined rate for the transactions for each participating 

 
i See www.wetten.nl 
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woman (p = price), multiplied by the number of participating women (q = 
quantity) determines the total subsidy. 
The specified rate for the transactions for each participating woman (p) 
comprises three partial rates: 
a. a partial rate for the costs of the screening organisations 
b. a partial rate for the costs of the GP practices 
c. a partial rate for the costs of the screening laboratories 
 
The screening organisations receive the established rate for the participating 
women in their region. Hence, the screening organisations pay the GPs and the 
screening laboratories in accordance with the partial rates accepted in the grant 
scheme. 
The partial rates for the costs of the GP practices and the screening laboratories 
are based on the Dutch Healthcare Authority (NZa) rates in the current 
population screening. The history of the population screening can explain this 
situation. Formally, the NZa rates are not really intended to be applied to a 
grant from the government. Moreover, these rates do not specifically correspond 
with the activities related to the population screening. The Centre for Population 
Screening determines the partial rates for the proposed population screening in 
accordance with the procedure in the other population screenings. This replaces 
the use the NZa rates. the expected financial effects each of these partial rates 
have on the proposed population screening are described in this chapter. 
 
 

8.2 Premises with regard to the cost of the proposed population screening 
for cervical cancer 

 
A number of premises were assumed when determining the costs of 
implementation of the proposed population screening. These premises are: 
 The primary process and the organisation described in Chapters 3 and 4 are 

the deciding factors. 
 The costs presented in the HHM report is a deciding factor. Efficient and 

effective performance of the laboratory analysis in a dedicated setting that 
handled large volumes is assumed for the estimate of these costs. 

 For having a cervical smear taken it was assumed that it would be 
performed by the GP in five percent of the cases and by the GP assistant in 
95 percent of the cases. 

 The participating percentage is based on the total number of participating 
women in 2011 for whom the screening organisations have received a grant. 

 The screening laboratories use TLC. The least expensive TLC method (with 
regard to user material, devices and personnel costs) is included for 
determining the costs. 

 The percentage of positive hrHPV tests, follow-up tests, referrals, and 
additional use of the self-sampling kit is in accordance with Appendix 5. 

 The costs of the proposed population screening compared to the costs of the 
current population screening with the reassessed rate were assumed for the 
prognosis. An explanation of these cost is in the HHM report. 
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8.2.1 Costs of the screening organisations 
 
The screening organisations are responsible for the regional coordination and 
implementation, quality assurance of the population screening and financing of 
the screening laboratories and GPs. The tasks and responsibilities of the 
screening organisations are extensively described in Chapter 4. With regard to 
the implementation, the screening organisations select and invite the target 
group and also send the self-sampling kit to the non-responders. These costs 
are covered by the screening organisations. The costs of the self-sampling kits is 
based on an average price the manufacturers provided. This comes to € 5,- for 
the package (including the self-sampling kit and the composition of the package) 
that the women receive at home, and € 1,67 for postage. The costs of the set 
are only definite after the tendering procedure has taken place. 
 
The screening organisations also invite the women to the follow-up test six 
months after they have received a positive hrHPV test. 
 
With regard to the quality assurance, the screening organisations arrange 
professional development for the co-workers of the screening laboratories and 
GP practices, and they monitor the quality of the laboratory tests. The five 
screening organisations together have a national coordinating pathologist and a 
national coordinating doctor-microbiologist affiliated with them for this last 
aspect. 
 
The rate for the costs of the screening organisations for each participating 
woman, as included in the 2012 public health grant scheme, is € 16,35j (not 
including the self-sampling kit). The contents of the range of tasks of the 
screening organisations are strongly influenced (with the exception of the self-
sampling kit) by the proposed changes. The rates are reassessed every two 
years for the structural grant scheme of the screening organisations. The first 
reassessment is as of 1 January 2015. 
 

8.2.2 Costs of the GP practices 
 
The GP practices are responsible for client contact, taking the cervical smears 
and sending the collected sample to the laboratories. The test results are 
entered into the GP information system. The cervical smear is usually taken by 
the GP assistant. The GP practices remind the non-responders about the 
invitation to have a cervical smear taken after a positive hrHPV result with a 
self-sampling kit or before the follow-up test after six months. The screening 
organisations reimburse the GP practices for their activities through the grant 
they receive. 
 
The estimated total costs of implementation of the GP practices for each 
participating women in the proposed population screening is € 15.42. 
 

 
j This is the rate used in the grant issued in 2012, and is therefore somewhat more recent that the rate of € 
15.60 in the HHM report. The costs of the current reassessed population screening and the proposed population 
screening, as described in this chapter, are based on the rate from the HHM report. 
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8.2.3 Costs of the screening laboratories 
 
The proposed changes have a large effect on the activities and costs in the 
screening laboratories. First of all, a new test is being introduced to the 
population screening: the hrHPV test. In addition, the number of cytological 
tests decreases substantially. Along with the analysis of the cervical smear for 
hrHPV, the screening laboratories are also responsible for the possible primary 
cytological test following a positive hrHPV test and the possible secondary 
cytological test after six months. The screening laboratories also test the sample 
material received with the self-sampling kits, which involves performing 
additional activities to make the collected material suitable for the hrHPV test. 
These additional costs are calculated with the costs that the laboratories no 
longer incur through the use of the self-sampling kit. This ultimately results in a 
slight savings. In summary, the costs of the screening laboratories have three 
partial aspects: 
1. The costs (of users materials) of the hrHPV test. 
2. The costs of the analysis of the collected material for hrHPV. 
3. The costs for the primary and secondary cytology. 
 
The estimated total laboratory costs for the proposed population screening for 
each participating woman is € 30.67. 
 
Uncertainties: 
Sub 1: The costs of (users materials for the) hrHPV test are only definite after 
the tendering procedure has occurred. In order to provide an estimate, suppliers 
of the hrHPV tests were asked about the costs of the hrHPV tests in different 
volumes. Preliminary information shows that the volume of users materials and 
hrHPV test greatly influence the price of each test. An average price was used 
for the hrHPV test. The costs for material, device and maintenance are taken 
into account. 
Subs 2 and 3: The costs for the analysis of the sample material for hrHPV are 
dependent on the final choice of hrHPV test. There is no optimally comparable 
situation in a laboratory where large volumes of hrHPV tests have been 
performed in the context of a primary screening. An estimate was made based 
on information from laboratories that have performed hrHPV analyses. The 
Dutch Society for Medical Microbiology is of the opinion that the minimum use of 
the doctor-microbiologist reflected in the HHM estimate has to increase. The 
costs the screening laboratories incur with the analysis of the sample material 
for hrHPV and the primary and secondary cytology will only be clear after the 
tendering procedure. 
 
 

8.3 Financial effect of the proposed population screening 

 
The financial analysis showed that the total costs of the proposed population 
screening decrease. The costs for each participating woman increasek. Because 
45- and 55-year-old women are not standardly invited to the proposed 

 
k In the proposed population screening the costs for each participating women is estimated to be € 63.22, 
compared with € 57.47 for the current population screening. 
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population screening, the number of women eligible for an invitation is lower. 
With this in mind, and assuming the same turnout percentage as there was in 
2011l, the number of participating women in the proposed population screening 
decreases by approximately 140,000 per year. 
 
An increase in participation is expected with the introduction of the self-sampling 
kit as a reminder. The total costs of implementation are ultimately  
13 per cent lower (around € 27.5 million per year) than the expected costs of 
implementation in the current population screening (around € 31.6 million per 
year)m. 
 
Women aged 45 and 55 will be invited during the first five years after the start 
of the proposed population screening. This results in higher costs of 
implementation because more women will have to be invited and more women 
will also participate. The annual subsidy costs of the proposed population 
screening during these five years is around € 4.7 million per year (13 per cent) 
higher than the current population screening. Approximately € 2.1 million of 
these annual additional costs are caused by more women participating in the 
proposed population screening. In the sixth year women aged 45 and 55 who 
tested hrHPV negative in the previous screening round were no longer invited 
and share the costs. 
 

8.3.1 Financial effect of more use of the self-sampling kit 
 
The self-sampling kit is used in the proposed population screening as a reminder 
for non-responders (see Box 3). The use of the self-sampling kit with the 
invitation may take preference depending on the results of further investigation 
(see Box 3). The use of the self-sampling kit at the first invitation cannot take 
place at the start of the proposed population screening. Introduction in the third 
year after starting the proposed population screening is possible when the 
expected positive decision is made. 
 
This section addresses the effects on the subsidy costs would be if the self-
sampling kit is introduced with the first invitation. The assumption used is that 
80 per cent of the participating women use the self-sampling kit and 20 per cent 
reject using the self-sampling kit and prefer to have the GP take a cervical 
smear. A greater use of the self-sampling kit leads to higher costs of the 
screening organisations. This is due to the increased costs for a larger number of 
self-sampling kits. However, the total subsidy costs of the GP practices 
decrease. This is because only hrHPV-positive women have to go to their GPs for 
a cervical smear. The total costs of the screening laboratories decrease slightly. 
This is because the screening laboratories have to send fewer materials to the 
GPs, which is the result of the reduced number of cervical smears taken by the 
GPs. 
The use of the self-sampling kit with the invitation ultimately results in a 
reduction of the costs of implementation by approximately 13 per cent (around € 

 
l From approximately 542,000 participating women in the current population screening to approximately 
400,500 participating women in the proposed population screening. 
m Here the costs of the current population screening are based on reassessed rates. 
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3.6 million per year). The annual costs of implementation are therefore around 
€23.9 million per year. 
 

8.4 Prognosis 

 
Figure 8 shows the expected development of the costs of implementation of the 
current population screening, as well as the costs of the proposed population 
screening with hrHPV screening (and with a distinction between the use of the 
self-sampling kit as a reminder (6 per cent) and with its use with the invitation 
(80 per cent). The current population screening as well as the proposed 
population screening both have reassessed rates applied in the calculation. The 
prognosis of the costs of the current population screening is reasonably constant 
(see blue line). 
 
The prognosis of the proposed population screening with the self-sampling kit 
sent as a reminder 
The pink line shows the costs of the proposed population screening with the self-
sampling kit sent with the invitation. The temporarily higher costs of the 
proposed population screening are because during the transition phase, the 
women aged 45 and 55 still have to be invited to participate. The additional 
costs in the preparation phase compared with the current population screening 
is approximately € 4.7 million per year during the first five years. This difference 
is also partially attributed to the additional participation of 6 per cent with the 
proposed population screening compared with the current population screening. 
Approximately € 2.1 million of these annual additional costs are caused by more 
women participating in the proposed population screening. 
 
In the sixth year the definitive invitation schedule is used and only the 45- and 
55-year-old women who were hrHPV positive in the previous screening round 
receive an invitation. It is expected that after the sixth year, the total costs of 
implementation of the proposed population screening for cervical cancer will be 
approximately € 4.1 million lower than the costs of the current population 
screening. 
 
The prognosis of the proposed population screening with the self-sampling kit 
sent with the invitation 
The yellow line shows the costs of the proposed population screening with the 
self-sampling kit sent with the invitation. The use of the self-sampling kit at the 
first invitation cannot take place at the start of the proposed population 
screening. It is expected that the introduction of the self-sampling kit with the 
invitation is possible in the third year after starting the proposed population 
screening. There are probably no additional costs in comparison with the current 
population screening. It is expected that from the sixth year after 
implementation, the total annual costs of implementation of the proposed 
population screening with the self-sampling kit sent with the invitation will be 
approximately € 3.6 million lower than when the self-sampling kit is sent with 
the reminder. 
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Translation of text for Figure 8 
1e jaar na invoering = 1st year after implementation 
7e en verder  = 7th year and further 
 
    Expected costs of the current population screening 
    Expected costs of the proposed population screening; use of self-sample kit 
with reminder 
    Expected costs of the proposed population screening; use of the self-sampling 
kit with the invitation 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 8. Prognosis of annual implementation costs for the population screening 
for cervical cancer. The graph above excludes the one-time implementation 
costs (see Chapter 7). 
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9 Optimisation of the current population screening 

 
The transition from cytological screening to hrHPV screening is the most 
important optimisation of the population screening for cervical cancer. If the 
minister makes a positive decision about the proposed population screening, a 
minimum of two years is needed for preparation and implementation. The 
current population screening will continue until then. 
 
A number of items of the current population screening could be optimised. The 
Health Council has advised: 
 shortening the interval between invitation and reminder 
 lowering the thresholds for women for the purpose of participation 
 improving the follow-up with abnormal screening results 
 
In addition, stakeholdersn have identified a number of improvements in the area 
of quality, namely: 
 the structure of a nationally uniform invitation procedure 
 the improvement of the exchange of information between professionals 
 
The minister has indicated that optimisation of the current population screening 
is desirable. The minister requested the Centre for Population Screening to make 
a proposal for optimising the current population screening. With regard to 
lowering the thresholds, the minister identified maintaining the women’s 
autonomy and avoiding any pressure to participate in the screening as a specific 
area of concern. The points needing improvement as mentioned by the 
stakeholders are also included in the optimisation of the current population 
screening, if possible. 
 
This chapter covers the proposals for optimisation of the current population 
screening for cervical cancer. Section 9.1 of this chapter presents the premises 
that are used with the optimisation of the current population screening. Section 
9.2 to 9.7 further explains the proposal for optimisation of the current 
population screening and each point of improvement is further outlined. 
Optimisation of the information provisions to the women are not addressed in its 
own separate section, but rather are included in the various subsections of 
Section 9.4. 
 
This chapter was created in consultation wit the Dutch College of General 
Practitioners, the screening organisations, and the Centre for Population 
Screening. The programme commission then provided advice about this chapter. 
The stakeholders involved stated that because of the limited duration of the 
current population screening, the capacity needed for the activities in the 
preparation phase of the proposed population screening and the implementation 
of the population screening for bowel cancer, the number of possible 
adjustments in the current population screening is relatively limited. 
 
n Namely: screening organisations, the Dutch College of General Practitioners, the Dutch Pathology Association, 
and the Centre for Population Screening 
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9.1 Premises 

 
The following premises apply to the optimisation of the current population 
screening: 
 The optimisation is based on the points of improvement as identified by the 

Health Council and by the stakeholders involved in current population 
screening. 

 The optimised population screening has to, just as with the current and 
proposed population screenings, meet the requirement of accessibility, 
voluntariness, quality, affordability, effectiveness, and sustainability as much 
as possible (see Chapter 3, Box 3 for further explanation). 

 The optimisation of the current population screening worked out under the 
assumption that the proposed population screening will be implemented 
within two years. This means that improvements that would place a burden 
on the available people and means are only implemented if they also 
facilitate the transition to the proposed population screening. 

 Optimisation of the current population screening will be reviewed again in 
the event the minister comes with a negative decision regarding the 
proposed population screening. 

 
9.2 Shortening the interval between invitation and reminder 

 
The Health Council advises shortening the reminder time to six weeks. In the 
current population screening the time interval between sending an invitation and 
sending a reminder is a maximum of 26 weeks. It is important to look at the 
costs and the benefits to shortening this interval. The benefits in the form of 
additional participation are unknown. The costs can be calculated. Sending the 
reminder earlier increases the costs because more reminders are being sent. 
One of the screening organisations used a 16-week reminder interval in 2011. 
The reminder percentage was 48 per cent with this 16-week reminder interval 
(Screening organisation-North, 2011). A portion of these women had already 
responded, but their participation had not yet been registered. The result was 
that the screening organisation received telephone calls from irritated women 
who received unjustified reminders. A calculation shows that shortening the 
reminder interval to six weeks results in 74 per cent reminder invitations. This 
not only increases the costs sharply, but it also increases the number of 
unjustified reminders. Therefore, it is advisable not to use a fixed reminder 
interval. This advice is also partially prompted by the minister’s concern of 
respecting women’s autonomy. A reminder that arrives too early is experiences 
as compulsory. 
 

9.3 Participation in the current population screening 

 
The average participation within a period of one year and three months is 65 per 
cent. Women also participate after this time, for example after a pregnancy. 
That is why the coverage is analysed. The coverage is the percentage of women 
who have had a cervical smear taken within a period of five years, whether it is 
in the context of the population screening or because of an expedient or 
indicative screening. Erasmus Medical Centre has made an analysis of the most 
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recent data of the turnover and the coverage of the current population screening 
for cervical cancer (see Figure 9). 
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Figure 9. Participation (in 1 year and 3 months), the total coverage of the 
population screening and expedient or indicative screening, and the coverage of 
the population screening within five years. The data are from 2005 to 2011.25 26 
 
The average coverageo runs up to almost 80 per cent. This means that 
20 per cent of the women are not examined enough and are at a higher risk for 
cervical cancer or its precancerous stage. Despite the relatively high coverage, it 
is important to reach the last 20 per cent. A number of subgroups, the 30 to 40 
year olds, the 60 to 64 year olds, migrant women and women with a low SES 
are identified as lagging behind in participation and out of reach. The coverage 
of 30- to 40-year-old women has increased by six per cent since 2004. This is 
still considerably lower than in the other age categories (see Figure 10). Since 
2006 there has been a reduction of 60 year olds is seen in the five-year 
coverage. This is not only attributed to a reduced participation in the population 
screening, but also largely the result of a reduction of the number of cervical 
smears that are taken outside the framework of the population screening. In 
addition, participation of immigrant women is still lower than that of native-
Dutch women 47. In fact, the specific risk for the development of cervical cancer 
in certain immigrant groups and the expected increase in cancer incidence, 
because of their need to adapt to a Western lifestyle, makes it important to give 
attention to participation of immigrant women in the population screening. 
 
 

 
o coverage is the percentage of women who have had a cervical smear taken within a period of five years after 
invitation, whether it is in the context of the population screening or because of an expedient or indicative 
screening. 
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Figure 10. The total coverage for each age in percentages from 2004 to 2011.25 
26 
 

9.4 Lowering the thresholds 

 
There are divergent reasons why women do not want to participate, such as 
shame, denial of its risk, and pregnancy 48 49. That means that there is not only 
one threshold-lowering solution, and every group of women actually requires a 
different approach. The self-sampling kit makes a significant contribution to 
elimination of these thresholds on the proposed population screening. A survey 
has shown that women in the 30- to 34-year-old age category are very 
interested (61 per cent) in the self-sampling kit 48. 
 
Due to the fact that a decision about the proposed population screening also 
affects the implementation of the self-sampling kit, the thresholds will be 
lowered for the existing measures in the current population screening, and to 
further optimise them where needed. The measures are briefly explained in the 
next subsections. 
 

9.4.1 Having GPs invite the patients to participate 
 
Most women receive an invitation from the screening organisation to make an 
appointment with their GP to have a cervical smear taken. The invitation by the 
GP lowers the threshold to participate for a number of subgroups, among which 
are women with a low SES and migrant women. The screening organisations 
have to make agreements with the GP regarding this matter. It is advisable to 
maintain the policy with regard to the GPs who invite the women to participate, 
but it should not be expanded any further. The role of the GPs who invite the 
women to participate with the first invitation to the proposed population 
screening disappears. In the proposed population screening, the GPs are 
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responsible for sending reminders to the women who do not respond to the 
invitation for the follow-up test. 
 
The GPs who invite the patients to participate can remind women in different 
ways, including a letter, telephone call, or notes written in the women’s file: The 
method depends on the policies of the GP practice. In all cases, it is important 
that the woman makes the choice herself, does not experience any pressure to 
participate, and retains her autonomy. The Dutch College of General 
Practitioners formulated a policy in 2013 which includes the desirable ways of 
inviting and reminding and the ways which are not desirable. Applying this policy 
to all GPs who invite the women to participate take place through the existing 
practice guide and the training given to GP assistants. The policy could have 
consequences for the turnout rate within certain GP practices. 
 
The GP assistants and the GPs play an important role in counselling the women 
in their choice to participate. In 2013, this helps all the GP assistants and the 
GPs with the interview skills for providing patient choice guidance for non-
participating women. This is included in the Basic professional development 
module and the revised practice guide. 
 

9.4.2 Information 
 
The national and regional websites, along with the information products sent to 
the women, are increasingly more important in broadening the familiarity and 
knowledge of the population screening, and in lowering any potential thresholds, 
including emotional ones. The websites are therefore constantly updated to 
inform women in an accessible way about the population screening for cervical 
cancer. To facilitate this, much attention is given to providing information using 
images and animations. 
 
Young women who receive an invitation for the first time have no experience 
with the population screening and find participation more tense than other 
women. They also have a greater need for information 50. The national website 
is suitably configured to inform these starters. The magazine ‘ Leven & Lijf’  [Life 
& Body, in Dutch], which starters receive with their first invitation, has a positive 
effect on women’s knowledge and position about the topic, and the intention to 
participate in the population screening for cervical cancer has apparently 
increased 51. Other measures of the screening organisations, such as a special 
reminder letter, remain in effect. 
 
Women who are 60 years old receive their last invitation for participation in the 
population screening. In 2013 it will be known if it is realistic (regarding support 
from the CIS and administrative burden at the screening organisations) and 
useful to send this age groups a separate invitation letter to bring their attention 
to the value of their last participation in the population screening. 
 
Research has shown that migrant women sometimes have difficulty 
understanding the invitation letter and the information folder 48. Some migrant 
women would like to have more of an explanation of what happens when having 
a cervical smear taken, and have enough time and space to ask questions 50. 
The information provisions respond to these needs as much as possible by 
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offering translated letters and folders, and using animation on the website 
translated into different languages. GP assistants can also use these provisions 
in preparing the women to have a cervical smear taken. 
 

9.4.3 Alternatives along a cervical smear at one’s own GP 
 
Because of shame or need for anonymity or privacy 52, screening organisations 
offer women the option of having a cervical smear taken at a different GP. 
Women can contact the screening organisations in their region for this. Some 
screening organisations also have set up centres where women can come to 
have a cervical smear taken. Screening organisations that have such centres 
continue doing that in the current population screening. 
 
 

9.5 Improvement of following up on medical advice 

 
The Health Council has advised improving the follow-up in the current population 
screening. This improvement involves the referrals to a gynaecologist, but 
specifically, it involves the follow-up test after six months at the women’s GPs. 
The screening laboratory is instructed by the screening organisation to signal 
any need for a follow-up referral to a gynaecologist. Based on the registration of 
follow-up tests in the PALGA 23 24 it appears that 3.1 per cent of the women in 
2010 were advised to have a follow-up test, and 0.8 per cent of the women were 
advised to have a consultation with a gynaecologist. 
 

9.5.1 Following up on the advice to have an examination at a gynaecologist 
 
The most recent data shows that the advice to have a consultation with a 
gynaecologist is enough. Figures from Erasmus Medical Centre 23 24 from 2006 
to 2009 show that 97 per cent of the women follow the advice to contact a 
gynaecologist within 24 months. Of the remaining three percent, it cannot be 
concluded that they did not have consultation with a gynaecologist. The follow-
up figures are based on registration of cytological and histological data in the 
PALGA. Only colposcopies without a cervical smear or tissue collection are not 
registered in the PALGA. In actuality, less than three per cent of the women 
ignore the advice to contact a gynaecologist. In two age categories (29-33 and 
39-43) as much as 98 per cent of the women are examined by a gynaecologist 
within 24 months. The programme commission is therefore of the opinion that 
the follow-up of the advice for a referral to a gynaecologist is enough, and that 
additional activities are not needed. 
 

9.5.2 Follow-up of the advice for a cervical smear after six months 
 
The most recent figures show that compliance with the advice to have a follow-
up cervical smear taken after six months should be improved. The rate of 
following up on the advice to have a cervical smear taken after six months has 
indeed increased somewhat since 2006, but in 2009 seven per cent of these 
women do not comply with this advice within 24 months. Compliance with the 
advice to have a follow-up cervical smear taken after six months turns out to be 
a problem specifically for women 29 to 38 years old. 
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Improvement of the follow-up of this advice could possibly be achieved by 
sending the women an invitation for a follow-up cervical smear instead of 
leaving it up to the women taking their own initiative. 
A pilot will first take place in one of the regions to test the effect of this 
invitation to a follow-up. The feasibility (including privacy and availability of 
data), effectiveness and efficiency will be monitored during the pilot test. The 
stakeholders involves will examine the results to see if a broader implementation 
of this method is possible. This pilot and its potentially broader application 
requires additional effort. However, because a proper follow-up is essential for 
the population screening, and this improvement also benefits the proposed 
population screening, the proposal is to prepare this pilot in 2013 and then 
launch it. 
 

9.6 The structure of a nationally uniform invitation process 

 
The different ways invitees are chosen (based on birth year or birth month) 
makes it difficult to monitor participation in the population screening between 
different regions as well as within one screening organisation over several years. 
A nationally uniform invitation procedure improves this. Uniformity means that 
all the regions use the same invitation scheme. Invitations based on birth 
months seem to be the best scheme in the proposed population screening 
because it assures a steady influx of samples for the purpose of cytological 
testing in the laboratories. Using this scheme in the current population screening 
optimises the monitoring of the proposed population screening because it allows 
for comparison between both population screenings. However, the GP 
information systems (HIS) of the GPs who invite the patients to participate does 
not support this method of inviting. Further, it is unknown if the way the GPs 
who invite the patients to participate follow through with this invitation scheme 
is such that comparison between the current and proposed population screening 
will be reliable enough. Therefore, in 2013 a preliminary examination will take 
place on which aspects of the proposed population screening have to be 
monitored, and subsequently if invitation based on birth month in a nationally 
uniform way is needed in the current population screening. In addition, the 
recent experiences of working with invitations based on birth month acquired by 
the Mid-west screening organisation and South screening organisation is 
evaluated. A decision on the invitation schema in the current population 
screening – and if it can and should be implemented in national uniformity – will 
be made based on the monitoring as well as the evaluation. 
 

9.7 The improvement of the exchange of information between professionals 

 
The GP assistant has to send a completed laboratory form with the collected 
material. A recent investigation commissioned by a screening organisation 
(South screening organisation, 2012) showed that a significant number of the 
cervical smears that could not be properly tested were due to improperly 
completed laboratory forms by the GP practice 53. This means that women have 
to have another cervical smear taken because of erroneously completed 
laboratory forms. Additional activities will be used to improve the correct 
completion of the laboratory form by the GP practices. The screening 
organisations have already improved some of the items on the laboratory form, 
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which increased the likelihood of it being completed correctly. Further, the basic 
professional development module, which is developed in the context of the 
professional development of GP assistants, emphasises the importance of 
correct completion of the laboratory form. 
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10 Key issues and advice 

Approximately 700 women in the Netherlands are diagnosed with cervical cancer 
every year. It mainly affects young women between the ages of 30 and 45; and 
even when the treatment of cervical cancer has been successful, it can still have 
life-long consequences. Cervical cancer is caused by an infection of a high-risk 
type of the human papillomavirus (hrHPV). Eighty per cent of all people become 
infected with this virus once in their lifetime. The virus is almost always cleared 
out of the body by the immune system. A long-term infection in a woman can 
lead to cell abnormalities and eventually to the precancerous stage of cervical 
cancer. The current population screening, the cervical smear detects cervical 
cancer mainly during this precancerous stage. Early-stage treatment can 
prevent cervical cancer. 
 
Upon the request of the Ministry of Health 54, Welfare and Sport the Health 
Council has advised on the need for diverse medical technological developments 
with regard to detecting cervical cancer and its precancerous stage. In addition 
to this the current population screening is evaluated. On 24 May 2011, the 
Health Council published the report entitled ‘Screening for Cervical Cancer’ 7. 
 
 

10.1 The Health Council’s advice on hrHPV screening 

 
The Health Council advises on transitioning from cytological screening to hrHPV 
screening. HrHPV screening is more sensitive than cytological screening, which 
makes it better for detecting cervical cancer and its precancerous stage. The 
Health Council advises to perform a second test on the collected material when 
the hrHPV test is positive. The second test is a cytological test to analyse if there 
are any abnormal cells present. 
 
The risk for cervical cancer or its precancerous stage after a negative hrHPV test 
is lower than after a negative cytological test, which is being used in the current 
population screening. The Health Council advises only inviting women 45 and 55 
years old to the proposed population screening if they tested positive in the 
previous screening round: this is expected to be less than five per cent. The 
screening interval can be extended from five to ten years for many women 
between 40 and 50 years old. 
 
To lower the threshold for participation in the population screening, the Health 
Council advises using a self-sampling kit for women who do not respond to an 
invitation or reminder. A woman takes a sample of her own vaginal material with 
a self-sampling kit. This collected material is tested for the presence of hrHPV. 
Women who test hrHPV positive then receive an invitation for having a cervical 
smear taken by their GP for a second analysis; this is the cytological test. 
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10.2 Reactions to the Health Council’s advice 

 
The reaction of the Ministry of Public Health, Welfare and Sport 
On 27 October 2011, the Ministry of Health, Welfare and Sport responded to the 
Health Council’s advice. The minister approves of the feasibility for improvement 
of the population screening for cervical cancer. The minister considers it 
advantageous to make the transition to hrHPV screening based on the health 
gain for the participants, and from the perspective of cost-effectiveness. The 
minister requests attention be spent on making the screening ‘compelling’ by 
sending the women who do not respond to the first reminder an unsolicited self-
sampling kit. 
In preparation for the definitive decision regarding this radical adjustment to the 
current population screening, the Ministry of Health, Welfare and Sport 
requested that the Centre for Population Screening perform a feasibility study. 
The aim of this feasibility study is identifying which way the population screening 
has to be structured to comply with the Health Council’s advice, and which 
conditions are needed. 
 
Reaction from the stakeholders 
Screening organisations, professional groups, patient associations, and the 
clients of the population screening have reacted to the advice. All stakeholders, 
with the exception of the Dutch Pathology Technicians Association, approve of 
the Health Council’s advice to introduce hrHPV screening as a primary test in the 
population screening. The advantages they mention are the additional health 
gain resulting from the higher sensitivity of the hrHPV test, a reduction of the 
number of invitation rounds, and a reduction of the number of unjustifiably 
anxious women in the follow-up procedure. 
 
All stakeholders single out changing from cytological screening to hrHPV 
screening to be a major shift. The stakeholders therefore raise the issue of 
intensive monitoring to promote early detection and correction of potentially 
unfavourable effects such as the issuance of more referrals, increasing interval 
carcinomas, overdiagnosis and overtreatment. The hrHPV types need to 
monitored and evaluated for possible mutations because there is a risk that the 
virus adapts to the circumstances. 
 
 

10.3 Design of the feasibility study 

 
The involvement of relevant stakeholders took hold through setting up working 
groups in the feasibility study. The professionals the working groups participated 
on their own behalf. The themes in these working groups discussed the primary 
process, organisation, quality policy, monitoring and evaluation, communication 
to and from professionals and clients, implementation/transition and financing. 
The programme commission of the population screening for cervical cancer 
advised the Centre for Population Screening based on the chapters and advice 
submitted by the working groups. The Centre for Population Screening took this 
advice into consideration when drawing up the final version of the chapters of 
the feasibility study. The members of the programme commission participated 
on behalf of their constituency.  
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10.4 Design of the proposed population screening 

 
10.4.1 The primary process 

 
Women who are 30, 35, 40, 50 and 60 years old receive an invitation to the 
population screening from the screening organisations. Women 45, 55, and 65 
years old only receive an invitation for the population screening if they tested 
hrHPV positive in the previous screening round. 
The selection based on age and screening history, and also the need for different 
invitation letters, make the selection and invitation process to the proposed 
population screening more complex. That is why the women receive an 
invitation from the screening organisations to have a cervical smear taken by 
the GP. The GP is no longer directly involved in the invitation process, but does 
send the reminder to the women who do not respond to the invitation for the 
follow-up test. This focuses the GPs’ involvement more closely to the women 
who are at a high risk for cervical cancer. 
 
The cervical smear is tested for the presence of hrHPV. If hrHPV is present, a 
cytological test follows (primary cytology) using the same material. When a 
woman does not respond to the invitation, she receives a self-sampling kit as a 
reminder, and uses it to take her own sample material. She then sends it to the 
laboratory where it is tested for the presence of hrHPV. A woman who tests 
hrHPV positive receives an invitation for having a cervical smear taken by her 
GP. This cervical smear undergoes a cytological test. 
 
From the premises of accessibility and costs, the preference is to send the self-
sampling kit to all women with the invitation in the future. More Scientific 
research on the test characteristics of the self-sampling kit, acceptance by the 
women, follow-up for possible cytology, percentage of self-sampling kit that 
cannot be properly tested, and the costs is, however, needed before a decision 
can be made. If the decision is positive, the introduction of the self-sampling kit 
with the invitation could probably take place in the third year after 
implementation of the hrHPV screening. 
 
Follow-up test 
A woman who tests hrHPV positive without cytological abnormalities receives an 
invitation from the screening organisation to have a cervical smear taken by the 
GP after six months. This cervical smear only undergoes a cytological test 
(secondary cytology screening). Non-responders to this invitation receive an 
invitation from their GP. This follow-up test after six months is part of the 
population screening. Women with a hrHPV-positive test and cytological 
abnormalities are advised to go to a gynaecologist for further examination. 
 

10.4.2 Organisation of the proposed population screening 
 
The population screening is a unsolicited offer to healthy women. This is why the 
government is committed to a programmatic approach, uniform execution, and 
central management for the population screening. Different stakeholders, each 
with its own specific tasks and responsibilities, took part in structuring the 
population screening in accordance with the NPS. 
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The Ministry of Public Health, Welfare and Sport  
The Ministry of Health, Welfare and Sport is politically responsible for the 
population screening for cervical cancer. The Ministry of Health, Welfare and 
Sport decides about issuance of the permit to the screening organisations based 
on the Dutch Population Screening Act (WBO) and makes financing available for 
the population screening. The minster commissions the Centre for Population 
Screening to direct the population screening at a national level. 
 
The Centre for Population Screening 
The Centre for Population Screening of the National Institute for Public Health 
and the Environment conducts the national coordination and direction by 
drawing up national frameworks and national quality requirements. The Centre 
for Population Screening issues grants to the screening organisations on behalf 
of the Ministry of Public Health, Welfare and Sport. Further, the Centre for 
Population Screening is responsible for national monitoring and evaluation of the 
population screening based on indicators, among other things. The programme 
commission advises the Centre for Population Screening on its tasks. The 
representatives of the stakeholders involved participate in the programme 
commission. 
 
Screening organisations 
The five screening organisations for cancer are responsible for the coordination, 
quality, quality assurance, monitoring, and evaluation at the regional level. To 
that end, the screening organisations have contracts and general conditions with 
the screening laboratories and GP practices, and these are financed by the 
screening organisations. The screening organisations perform quality-promoting 
activities for the professionals and they contract professionals whom they 
commission for performing a number of reference tasks. 
 
As administrators, the screening organisations are responsible for the selection, 
invitation, reminder of the target group, and sending the results. This applies to 
women who receive an invitation for the population screening and for women 
who are eligible for a follow-up test after six months. 
 
Practitioners of the population screening 
The GP is responsible for the intake and providing proper information, taking a 
qualitatively good sample, properly completing the necessary information, and 
sending the sample to the screening laboratory. The GP is also responsible for 
the referral and consultation of the women if follow-up tests with a 
gynaecologist are needed. 
 
The screening laboratories are responsible for the analysis of the hrHPV test and 
the primary and secondary cytological tests. Every screening laboratory is 
responsible for a designated geographical region. Screening laboratories 
maintain relationships with the GPs, pathology laboratories, and gynaecologists 
in their own geographical region. 
 
In the context of continuity, quality and efficiency, the Centre for Population 
Screening advises making three to five of the screening laboratories responsible 
for the analyses and tests. The programme commission has a different opinion 
and advises having five screening laboratories, one for each screening 
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organisation, in the framework of regional embedding. The Dutch Pathology 
Technicians Association, The Dutch Society for Medical Microbiology, and the 
Dutch Pathology Association want to leave the option of having ten screening 
laboratories open as part of an effort to support those whom they are 
representing. 
  
Practitioners in care 
The gynaecologist is responsible for the intake, performance of the necessary 
follow-up diagnostics, and treatment. The gynaecologist is responsible for 
informing the woman that participation in the population screening again is 
possible, if applicable. If a woman wants to withdraw from the population 
screening or does not need to participate, her gynaecologist will inform her 
about the importance of arranging a definite withdrawal. 
 

10.4.3 Quality, monitoring and evaluation 
 
Instruments for the purpose of quality 
The unsolicited population screening that the government offers has to be of 
high quality, be accessible and affordable. This also applies at the local level 
(individual practitioners and/or health care facilities), regional level, and national 
or programme level. 
 
For the population screening for cervical cancer, the following instruments are 
available which specify the quality requirements, tasks and responsibilities: 
 A Dutch Population Screening Act permit and a grant scheme from the 

Ministry of Public Health, Welfare and Sport 
 Grant issuance, national quality requirements and frameworks, including the 

policy framework and feasibility framework implemented by the Centre for 
Population Screening 

 Contracts, protocol manual and procedures used by the screening 
organisations 

 Guidelines, practice guide and procedures used by the professional groups 
 
Monitoring, evaluation, and information management 
Monitoring and evaluation take place at different levels: local (GP or screening 
laboratory), regional (screening organisation) and national (the programme). An 
important condition that enables monitoring and evaluation at all levels is to 
have reliable data available. Digitised data transfer and one-time structured data 
entry in the source system are needed in this context. 
 

10.4.4 Communication 
 
The women from the target group are informed by means of communication and 
information at different moments in the population screening, and if needed in 
the contiguous care, with the objective of: 
 Increasing knowledge for women from the target group so that they can 

make a informed decision. 
 Make women aware of what is happening or will happen during all phases of 

the population screening. 
 Making sure the women have proper information when transferring from the 

population screening to diagnostics in the contiguous care. 
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The information is offered in layers: the most important information is in the 
national letters and folders. More detailed information can be found on the 
website. In addition, the most important information is displayed in different 
ways on the website (including illustrations and videos). 
 
The most important message in the proposed population screening is that with 
early detection at its precancerous stage, cervical cancer can be prevented. To 
guarantee clear and accurate information to clients, core messages have been 
formulated for each phase in the primary process. All stakeholders involved in 
informing the clients use these core messages. This is the particularly important 
in the proposed population screening because the possible sensitivity of 
information with regard to hrHPV being sexually transmittable and the 
relationship between this virus and the development of cervical cancer. 
 
The invitation sent to the women includes a folder with information which 
enables them to make an informed decision. The information in the folders 
states that the self-sampling kit is intended for non-responders and that it is 
preferable to have a cervical smear taken at the GP. 
Women who test positive for hrHPV also receive a folder with the results report 
of the population screening. This folder contains information about the hrHPV 
and its origins, if the virus can be prevented or treated, the relationship between 
the virus and sex, the consequences for pregnancy, and possible follow-up tests 
if cell abnormalities are found. 
 
Communication with the professionals involved in the chain is also important. 
They have to know what is expected of them, for example how (if applicable) 
they can answer any questions the women may have. There is an information 
line that the clients as well as the professionals can use to ask questions on 
hrHPV and its relationship with cervical cancer. 
 
 

10.5 Health gain 

 
The Health Council’s report has already described that primary hrHPV screening 
provides added health gain compared to the current population screening with 
cytological screening. Screening with hrHPV prevents approximately 75 new 
cases of cervical cancer and 18 deaths from this disease every year. The added 
health gain is enhanced even further with the implementation of the self-
sampling kit. Use of the self-sampling kit prevents approximately 66 new cases 
of cervical cancer and 24 deaths from this disease every year. 
 
 

10.6 Implementation 

 
With a positive decision for implementation by the Ministry of Health, Welfare 
and Sport, there will be three separate phases: The preparation phase, the 
transition phase and the definite implementation of the population screening. 
 
Preparation phase 
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This phase starts when the minister commissions the Centre for Population 
Screening to prepare and implement the proposed population screening. The 
preparation phase is when all processes are structured and the quality 
requirements and products are prepared that are needed for a qualitatively 
proper implementation of the proposed population screening. The infrastructure 
is structured in such a way that implementation of the self-sampling kit with the 
invitation instead of with the reminder is a good possibility. 
A minimum of two years is needed for the tendering procedures for the hrHPV 
test, the screening laboratories, and the self-sampling kit. Further, configuration 
of the information systems has a long completion time. The additional costs of 
the whole preparation phase and the first year of implementation is 
approximately € 3.3 million. Among the expenses included in this are the 
organisation and implementation, information, tendering procedures, IT 
developments, and information management. Possible risks during the 
preparation phase are delays in the tendering procedures and with the 
configuration of the information systems, as well as preserving the continuity of 
the current population screening. The current population screening has to 
continue running in a properly qualitative way during the preparation phase of 
the proposed population screening. This could possibly be jeopardised if the 
laboratories are unable to keep qualitatively good personnel for the cytological 
tests. 
 
Transition phase 
The transition phase starts after the preparation phase In this phase, the 
proposed population screening begins and all women aged 30, 35, 40, 45, 50, 
55 or 60 receive an invitation to participate in the hrHPV screening (immediate 
complete implementation). The women aged 45 and 55 are also invited in this 
phase. They are not eligible for a longer interval because it is not known if they 
are hrHPV negative. This phase lasts five years because of the five-year interval 
for invitation to the population screening for cervical cancer. 
 
Possible risks during the transformation phase are: 
 Professionals involved in the implementation of the population screening and 

the contiguous care are insufficiently informed about what is expected of 
them if the necessary guidelines have not been sufficiently developed and 
implemented. 

 Poor logistics from the GP practices to the screening laboratories. The 
quality cannot be sufficiently guaranteed if the GP practices send the 
collected material to the current laboratories and not to the screening 
laboratories. 

 Media creates a negative perception of the screening. The hrHPV screening 
makes the relationship between a sexually transmitted infection and cervical 
cancer more clear. The public and the media could possibly interpret this in 
an over-simplified way which could develop into stigmatisation of women 
with hrHPV and/or cervical cancer. 

 
During the transition phase intensive monitoring takes place of the turnaround 
time and the performance of the screening laboratories, and of the number of 
hrHPV-positive women and referrals – which could be an indication for 
overtreatment and incorrect medicalisation. 
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Evaluative questions for this phase are: evaluation of the information and 
knowledge women and professionals have, and the question of how hrHPV-
positive/cytology-negative women experience waiting six months for the follow-
up test and a new invitation (and how does this affect their quality of life). These 
women are left for a long time not knowing if the hrHPV virus has cleared from 
their bodies. 
 
Definite implementation 
In the sixth year after the start of the proposed population screening, women 
receive an invitation (with the exception of the 30 year olds) to participate in the 
hrHPV screening for the second time. Only the 45-, 55-, and 65-year-old women 
who tested hrHPV positive in the previous screening round receive an invitation. 
The intended invitation scheme is then used. Evaluative questions with the 
definite implementation are: if interval carcinomas could increase in numbers by 
introducing a longer screening interval and if mutations could appear in the 
hrHPV types in the long term. 
 
 

10.7 Prognosis of costs to implement the proposed population screening 

 
The expected costs of implementation of the proposed population screening with 
hrHPV screening are outlined. The costs of the proposed population screening 
are calculated sending the self-sampling kit as a one-time reminder and sending 
the self-sampling kit with the first invitation. 
 
Costs of implementation during the transition phase 
The expected annual costs of the current population screening are constant (see 
blue line in Figure 11), and are approximately € 32 million per year. The costs of 
the proposed population screening with the self-sampling kit sent as a one-time 
reminder are temporarily higher during the first five years. The added costs of 
the proposed population screening in comparison with the current population 
screening are approximately € 4.7 million (see pink line in Figure 11). This is 
due to the fact that all women 45 and 55 years old also have to be invited 
temporarily. Approximately € 2.1 million of these annual added costs are caused 
by having more women participate because of the implementation of the self-
sampling kit with the one-time reminder for the proposed population screening. 
 
If investigation on sending the self-sampling kit with the invitation proves 
possible, this could eventually curb the added costs of the proposed population 
screening (see yellow line in Figure 11). With a positive decision from the 
minister regarding the implementation of the self-sampling kit, it is expected 
that it can possibly commence in the third year after the proposed population 
screening has started. 
 
Costs of implementation with the definite implementation 
The costs of the proposed population screening with the self-sampling kit as a 
one-time reminder, with the definitive implementation, are approximately 
€ 4.1 million a year lower than the costs of the current population screening 
(pink line in Figure 11, sixth year after implementation). 
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It is expected that the total costs of implementation of the proposed population 
screening with the self-sampling kit sent with the invitation, with the definitive 
implementation, would be € 7.7 million per year lower than the current 
population screening. 
 
Translation of text for Figure 11 
1e jaar na invoering = 1st year after implementation 
7e en verder  = 7th year and further 
 
    Expected costs of the current population screening 
    Expected costs of the proposed population screening; use of self-sample kit 
with reminder 
    Expected costs of the proposed population screening; use of the self-sampling 
kit with the invitation 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 11. Prognosis of annual implementation costs for the population screening 
for cervical cancer. 
 

10.8 Optimisation of the current population screening 

 
The Health Council has also advised on how the current population screening can 
be optimised. Improvements are specified in the feasibility study, which takes 
into account that the current population screening will be radically changed over 
the course of a few years and that the available capacity is limited because of 
the activities in the preparation phase. This limitation is exacerbated even more 
because the screening organisations and many professional groups are also 
involved in the implementation of the population screening for bowel cancer.  
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The optimisation of the current population screening aims to: 
 the continued optimisation of the information, for example by setting up a 

magazine for 30-year-old women, and improved sources of information on 
the Internet tailored to the need migrant groups. 

 the improvement of the follow-up tests after six months by having the 
screening organisations send an invitation and having the GPs send the 
reminders. The feasibility and effects are first investigated using a pilot 
study. 

 improving support for the GP assistants and the GPs with regard to patient 
choice guidance for women from the target group through a basic 
professional development module and a revises practice guide. 
 

  
10.9 The Centre for Population Screening’s advice for the proposed 

population screening 

 
10.9.1 Advice for the implementation of the hrHPV Screening 

 
This feasibility study shows that implementation of hrHPV screening as a primary 
screening in the population screening for cervical cancer, as proposed by the 
Health Council, is possible. There is sufficient support for this implementation 
among the stakeholders involved. The intensive monitoring and evaluation 
mentioned by the stakeholders, for the purpose of early detection and 
adjustments of the unfavourable effects of the proposed population screening, 
can be properly structured. The Centre for Population Screening advises 
developing and structuring the proposed population screening in accordance 
with the primary process and with the tasks and responsibilities as described in 
this report. 
 
With regard to quality, direction and efficiency, The Centre for Population 
Screening advises, in accordance with the Health Council’s advice, limiting the 
number of laboratories between three to five. 
 

10.9.2 Advice on using the self-sampling kit 
 
The Centre for Population Screening advises starting with the invitation process 
as described in this report. This means that upon starting the implementation of 
the proposed population screening, the women receive an invitation from the 
screening organisations for having a cervical smear taken at their GP practice. 
Women who do not respond receive the self-sampling kit as a one-time 
reminder. The Health Council advises sending the self-sampling kit only as a 
second reminder. In alignment with the minister’s response, the Centre for 
Population Screening also thinks that the women’s autonomy is respected more 
if the self-sampling kit is offered and that there is no second reminder. 
 
The self-sampling kit with the one-time reminder can be implemented in two 
different ways. 
 Sending it to all non-responders. Women who do not respond to an 

invitation receive a message that they have been sent a self-sampling kit. 
Women have the choice of withdrawing (opting out) from this. With regard 
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to optimal health gain, the Centre for Population Screening advises sending 
the self-sampling kit to all non-responders. The expectation is that sending 
the self-sampling kit to all non-responders would prevent approximately 66 
new cases of cervical cancer and 24 deaths from this disease every year. 
This way of implementing the self-sampling kit is outlined in this report. 

 Sending the self-sampling kit only upon the request of the non-responders. 
Women who do not respond to an invitation receive a message that they are 
eligible for a self-sampling kit. Women can state that they would like a self-
sampling kit sent home (opting in). The Centre for Population Screening 
advises against this option because it provides fewer participants, hence, 
less health gain. In any case, this option provides the possibility to 
participate for motivated women who find having a cervical smear taken by 
their GP or GP assistant a high threshold. The costs of implementation are 
lower than sending it to all non-responders. The annual savings on the costs 
of implementation are approximately € 800,000.00 because fewer self-
sampling kits are sent. Lower participationp means the costs of 
implementation are lowered even further by 1 million euro. 

 
In alignment with the Health Council’s advice, a scientific investigation is 
conducted on the implementation of the self-sampling kit with the first 
invitation. The Centre for Population Screening advises, provided the results of 
the investigation are positive, implementing the self-sampling kit with thin 
invitation. The implementation of the self-sampling kit with the invitation 
increases the accessibility, among other things. Further, the implementation of 
the self-sampling kit with the invitation provides, in the short term 
(implementation phase) and long term (definite implementation), a substantial 
additional reduction in the costs of implementation. 
Taking into consideration the amount of time for the scientific research – 
including the licensing procedure in accordance with the Dutch Population 
Screening Act (Wet op het bevolkingsonderzoek, WBO) – implementation of the 
self-sampling kit with the invitation would take place in the third year after 
introduction of the hrHPV screening. 
 

10.9.3 Advice on preparation and implementation 
 
Proper preparation of the implementation of hrHPV screening is needed to 
arrange and structure the organisation, the quality, and the monitoring and 
evaluation. After the Centre for Population Screening is commissioned, two 
years of preparation are needed in light of the different tendering procedures, 
the configuration of the information management, and the revision, coordination 
and implementation of the guidelines. In this phase, the continuity of the current 
population screening could be jeopardised. The laboratories have to keep 
enough personnel available for the cytological tests up to the time of 
implementation. At the start of the preparation phase, the stakeholders 
collaboratively draw up an action plan on how more intensive monitoring of the 
quality and completion time (as indicator for the continuity of the current 

 
p This estimate is based on the assumption that the participation reduces by 50% if the non-responders have 
the test sent home upon their request. 
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population screening) can be realised and which refinement options are 
available. 
 
The Centre for Population Screening advises against implementing the proposed 
population screening in phases, preferably starting it in its entirety (immediate 
complete implementation). The health gain is optimal from the moment of 
implementation, the communication to the women is simplified and there are no 
inequalities between the women who are offered the current population 
screening and the proposed population screening. Another important reason is 
that maintaining both primary processes and organisations with a phased 
implementation is very inefficient, and it jeopardises the quality. 
 
The following items are essential preconditions for implementation: 
 The activities for the preparation of the implementation of the population 

screening mentioned in this report have to be completed before the 
implementation can begin. 

 The guidelines of the professional groups are drawn up, and are mutually 
coordinated and implemented. It involves the guidelines that are included in 
the population screening, but also the guidelines for diagnosis, treatment 
and monitoring. 

 Upon starting the implementation, the information management and 
monitoring of the proposed population screening should be structured such 
that, where needed, it can be suitably adapted. 
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Glossary of terms 

Adenocarcinoma 
An adenocarcinoma is a carcinoma that develops in gland tissue. 
 
Abnormal result 
If abnormal cells are found it is called an abnormal result. 
 
Cervical cancer 
Cancer of the cervical mucous membrane. 
 
Citizens 
Men and women of all ages. 
 
Carcinoma 
Malignant growth, cancer. 
 
CIN 
Cervical intraepithelial neoplasia or CIN is a qualification for abnormalities found 
during a histological test. There is CIN I (mild abnormalities in form and 
structure of cells), CIN II (moderate abnormalities in form and structure of 
cells), and CIN III (strong abnormalities in form and structure of cells). 
 
Cytology 
The microscopic test of the material collected from the cervix. 
 
Participants 
Women who have their GPs take a cervical smear or who have sent a self-
sampling kit. 
 
Professional development 
All the activities aimed at maintaining and enhancing the expertise of 
professionals affiliated with the population screening and co-workers involved in 
the contiguous care. 
 
Target group 
Women from 30 to 60 years old who are eligible for an invitation to participate 
in the population screening for cervical cancer. 
 
Referred participants (proposed population screening) 
Women with with a positive hrHPV test and a cytological abnormality who are 
referred to a gynaecologist. 
 
Thin-layer cytology 
An automated method of applying and staining cells with one-cell-layer onto a 
glass slide. 
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False negative 
The screening test gives a negative result, while the disease is present. When 
the test gives many false negative outcomes, this means that the test has a low 
level of sensitivity. 
 
False positive 
The test gives a positive outcome, while the disease is not present. When the 
test gives many false postive outcomes, this means that the test has a low level 
of specificity. 
 
hrHPV 
HrHPV means high-risk HPV. These are HPV types that could cause cervical 
cancer. There are fifteen hrHPV types. Two of the 15 types together are the 
cause of 75% of the cases of cervical cancer. 
 
hrHPV test 
Test of the collected material for the presence of all high-risk types of HPV. 
 
Interval carcinoma 
Cancer that is diagnosed after a negative or false positive screening test and 
prior to the following screening round. 
 
MISCAN 
MIcrosimulation SCreening ANalysis, a scientific model to predict the costs and 
effects of screening strategies. 
 
Non-responders 
Women who do not respond to the invitation or reminder to participate in the 
population screening. 
 
Patients 
Women eligible for a treatment based on further diagnostics. 
 
Primary cytology 
The cytological test of a cervical smear after a hrHPV-positive test. 
 
Relevant abnormalities 
These are abnormalities that are CIN II+. 
 
Secondary cytology 
The cytological test of a cervical smear that is collected six months after a 
primary cervical smear. The primary cervical smear was hrHPV positive and the 
cytology was negative. 
 
Sensitivity 
The frequency with which a test has a positive outcome when a certain disease 
or risk factor is also present, or the number of correct positive test results 
distributed across the total number of people with the disease (correct positives 
plus false negatives). A sensitive test has few false negative outcomes. 
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Specificity 
The frequency with which a test has a negative outcome when a certain disease 
or risk factor is also present. 
 
Stage 
Extensiveness of a cancer process. The size of the tumour is examined, 
metastases in the proximally situated lymph glands and metastases to further 
out to other organs. 
 
Self-sampling kit 
A collection kit the woman can use herself to collect vaginal material and send it 
to the laboratory. Material obtained with the self-sampling kit can only be tested 
for the presence of hrHPV. 
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Acronyms 
 
AWB Algemene wet bestuursrecht (General Administrative Law Act) 
BBK Beleidskader Bevolkingsonderzoek naar Kanker (Policy framework 

for population screening for cancer) 
BMHK Baarmoederhalskanker (Cervical cancer) 
BSM Basis Scholingsmodule (basic professional development module) 
BSN Burger Service Nummer (Citizen Service Number)  
BVO Bevolkingsonderzoek (Population screening) 
CBS Centraal Bureau voor de Statistiek (Statistics Netherlands)  
CIb Centrum voor Infectieziektenbestrijding (Dutch Centre for 

Infectious Diseases Control) 
CIS Cervix Informatie Systeem (Cervix Information System) 
CBP College bescherming persoonsgegevens (Dutch Data Protection 

Authority) 
CvB Centrum voor Bevolkingsonderzoek van het RIVM (Centre for 

Population Screening of the National Institute for Public Health and 
the Environment) 

CIN Cervicale intra-epitheliale neoplasie (Cervical intraepithelial 
neoplasia) 

DBC Diagnosebehandelingcombinatie (Diagnosis Treatment 
Combinations) 

DICA Dutch Institute for Clinical Auditing 
dlc (TLC) dunnelaagcytologie (thin-layer cytology) 
DWH Datawarehouse 
FAQ Frequently Asked Questions 
GBA Gemeentelijke Basisadministratie persoonsgegevens (Municipal 

Register of personal data) 
GfK Growth from Knowledge 
GR Gezondheidsraad (Health Council) 
HIS Huisarts Informatiesysteem (General practitioner Information 

system) 
HHM Hoeksma, Homans & Menting 
HPV Humaan papillomavirus (Human papillomavirus) 
hrHPV hoog risicotypen van het Humaan papillomavirus (high-risk types of 

human papillomavirus) 
IGZ Inspectie voor de Gezondheidszorg (Netherlands Health Care 

Inspectorate) 
KEA Kosteneffectiviteitsanalyse (Cost-effectiveness analysis) 
KWF Koningin Wilhelmina Fonds Kankerbestrijding (Dutch Cancer 

Society) 
LEBA Landelijke Evaluatie Team Baarmoederhalskanker (National 

Evaluation Team for Cervical Cancer) 
LHV Landelijke Huisartsen Vereniging (The Dutch Association of General 

Practitioners) 
NFK Nederlandse Federatie van Kankerpatiëntenorganisaties (Dutch 

Federation of Cancer Patient Associations) 
NHG Nederlands Huisartsen Genootschap (Dutch College of General 

Practitioners)  
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NKR Nederlandse Kankerregistratie (Dutch Cancer Registry) 
NPB 
(NPS) 

Nationaal Programma Bevolkingsonderzoek (National Population 
Screening Programme) 

NPK Nationaal Programma Kankerbestrijding (National Dutch Cancer 
Society Programme) 

NVDA Nederlandse Vereniging van doktersassistenten (Dutch Association 
of Doctors’ Assistants) 

NVVP Nederlandse Vereniging voor Pathologie (Dutch Pathology 
Association) 

NVOG Nederlandse Vereniging voor Obstetrie en Gynaecologie (Dutch 
Society for Obstetrics and Gynaecology) 

NVMM Nederlandse Vereniging voor Medische Microbiologie (Dutch Society 
for Medical Microbiology) 

NZa Nederlandse Zorgautoriteit (Dutch Healthcare Authority)  
St. Olijf Netwerk van vrouwen met gynaecologische kanker (Network of 

women with gynaecological cancer) 
PALGA Pathologisch Anatomisch Landelijk Geautomatiseerd (nationwide 

database of histopathology and cytopathology in the Netherlands) 
 Archive 
RIVM Rijksinstituut voor Volksgezondheid en Milieu (The National 

Institute for Public Health and the Environment) 
SES Sociaaleconomische Status (Socio-economic status) 
SO Screeningsorganisatie (screening organisation) 
VAP Vereniging Analisten Pathologie (Dutch Pathology Technicians 

Association) 
VIKC Vereniging van Integrale Kankercentra (nu IKNL)/ Association of 

Comprehensive Cancer Centres (now known as IKNL) 
VWS Volksgezondheid, Welzijn en Sport (Ministry of Public Health, 

Welfare and Sport) 
WBO Wet op het bevolkingsonderzoek (Dutch Population Screening Act) 
WBP  Wet bescherming persoonsgegevens (Personal Data Protection Act) 
WCZ Wet cliëntenrechten zorg (Patients’ Rights Act) 
Wet BIG  Wet op de beroepen in de individuele gezondheidszorg (Individual 

Health Care Professions Act) 
WGBO  Wet op de geneeskundige behandelingsovereenkomst (Medical 

Treatment Contracts Act) 
WKCZ Wet klachtrecht cliënten zorgsector (Client’s Right of Complaint 

(Care Sector) Act) 
WKZ Wet klachtrecht (Client’s Right of Complaint Act) 
WMDP Werkgroep Moleculaire Diagnostiek in de Pathologie (Molecular 

Diagnostics in Pathology Working Group) 
WMCZ Wet medezeggenschap cliënten zorginstellingen (Participation 

(Clients of Care Institutions) Act) 
WTZi Wet Toelating Zorginstellingen (Health Care Institutions Admission 

Act) 
ZAS Zelfafnameset (Self-sampling kit) 
ZN Zorgverzekeraars Nederland (Association of Dutch Health Insurers) 
ZUHA GPs who invite the patients to participate 
ZVW Zorgverzekeringswet (Health Care Insurance Act) 
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Apendix 1 Procesbeschrijving van het primaire proces van 
het huidige bevolkingsonderzoek baarmoederhalskanker 
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Bijlage 2 Reactie minister VWS op advies 
Gezondheidsraad 
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Apendix 3 Reacties van partijen op advies 
Gezondheidsraad 
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Apendix 4 Samenstelling werkgroepen en 
programmacommissie baarmoederhalskanker 

Werkgroep primair proces & organisatie  
 
Werkgroepleden  
De heer R. Brokerhof Onafhankelijke voorzitter werkgroep 
Mevrouw N. van der 
Veen 

Programmacoördinator bevolkingsonderzoek 
baarmoederhalskanker, CvB 

Mevrouw E. Brouwer Secretaris werkgroep en programmamedewerker, 
CvB 

Mevrouw A. van der 
Steen 

Beleidsadviseur, screeningsorganisatie zuid-west 

Mevrouw K. van Haaren Huisarts NHG 
Mevrouw F. Klinkenberg Doktersassistente huisartenpraktijk Aghabozorg 
De heer J.E. Boers Regionaal Coördinerend Patholoog, Isala 
Mevrouw J.W. Dorigo - 
Zetsma 

Arts-microbioloog, Tergooiziekenhuizen 

De heer F. Roozekrans Hoofd unit Cytologie,  Lab. pathologie Oost 
De heer R.L.M. Bekkers Gynaecoloog, UMCN 
De heer A.J.J. Lock Medisch adviseur, CvB 
 
 
Werkgroep financiën  
  
Werkgroepleden  
De heer R. Brokerhof Onafhankelijke voorzitter werkgroep 
Mevrouw N. van der 
Veen 

Programmacoördinator bevolkingsonderzoek 
baarmoederhalskanker, CvB 

Mevrouw M.E.M. Carpay Secretaris werkgroep en programmamedewerker, CvB 
De heer J. Kooistra Controller, screeningsorganisatie midden-west 
De heer L. Rijkers Beleidsmedewerker LHV 
De heer R.J. Heinhuis Patholoog, PAL 
De heer C. Timmerman Arts-microbioloog, Tergooiziekenhuizen 
De heer L.A. 
Goedegebure 

Controller, Pathan 

De heer R. Stek Financieel bureau preventieve programma’s, RIVM 
De heer J.A. van Delden Financieel Adviseur, CvB 
Mevrouw M. Janssen-
Scholten 

Doktersassistente NVDA 
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Werkgroep kwaliteit, monitoring en evaluatie  
 
 Werkgroepleden  
De heer T. Boersma  Onafhankelijke voorzitter werkgroep 
Mevrouw N. van der 
Veen 

Programmacoördinator bevolkingsonderzoek 
baarmoederhalskanker, CvB 

Mevrouw E. Brouwer Secretaris werkgroep en programmamedewerker CvB 
Mevrouw M. Meinders Kwaliteitsfunctionaris, screeningsorganisatie noord 
De heer S. van den 
Broek 

Huisarts NHG 

Mevrouw M. Brinkhuis Patholoog, Lab. pathologie Oost 
De heer R. Schuurman Medisch Moleculair Microbioloog, UMC 
Mevrouw I. Roelands Cytologisch analist, St. Elisabeth Ziekenhuis 
Mevrouw I.M.C.M. de 
Kok 

Epidemioloog, ErasmusMC 

Mevrouw L. Grievink Adviseur monitoring & evaluatie, CvB 
Mevrouw A.G. Bais-
Sørensen 

Gynaecoloog, Medisch Centrum Haaglanden 

Mevrouw M. van 
Ballegooijen 

Arts-epidemioloog, ErasmusMC 

Mevrouw M.E. Schippers Landelijk Applicatie Coördinator CIS, FSB 
 
 
Werkgroep communicatie  
  
Werkgroepleden  
De heer T. Boersma Onafhankelijke voorzitter werkgroep 
Mevrouw N. van der 
Veen 

Programmacoördinator bevolkingsonderzoek 
baarmoederhalskanker, CvB 

Mevrouw M.E.M. Carpay Secretaris werkgroep en programmamedewerker, CvB 
Mevrouw E. van der Vlis Communicatie adviseur, screeningsorganisatie zuid-

west 
De heer R.P.H. Beijaert Huisarts - Wetenschappelijk medewerker, NHG 
Mevrouw J. Flier Communicatie adviseur NVDA 
Mevrouw A. van Marion Patholoog, VieCuri 
Mevrouw M.E.A. van 
Casteren 

Cytologisch analist, Kennemer Gasthuis 

De heer R.H.M. 
Verheijen 

Gynaecologisch Oncoloog, UMC 

Mevrouw J.P.L. Brand Bestuurslid, Olijf 
Mevrouw G. Jacobs Gezondheidszorgpsycholoog/seksuoloog, Censere 
Mevrouw M. Op de Coul Programmacoördinator Preventie, KWF 
De heer M. van den 
Berg 

Sr. Onderzoeker, RIVM 

Mevrouw H. Smit Communicatie adviseur, RIVM-CiB 
De heer C. Berends Sr. Communicatie adviseur, CvB 
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Programmacommissie baarmoederhalskanker 
  
Programmacommissieleden  Namens 
De heer G.A. de Valk Onafhankelijke 

voorzitter 
programmacommissie 

GM Advies 

Mevrouw N. van der Veen Programmacoördinator 
bevolkingsonderzoek 
baarmoederhalskanker 
en secretaris 

RIVM-CvB 

De heer M.J.P. Steinbusch Directeur/Bestuurder Screenings-
organisaties 

Mevrouw M.A.E. Conyn-van 
Spaendonck 

Arts-epidemioloog RIVM-Cib 

De heer J.C. van der Linden Patholoog NVVP 
De heer L.F.A.G. Massuger Gynaecologisch 

oncoloog 
NVOG 

Mevrouw J.L.P. Brand Bestuurslid Stichting Olijf 
Mevrouw M. Janssen-Scholten Doktersassistente NVDA 
Mevrouw C. Penning Epidemioloog Erasmus MC 
Mevrouw K. van Haaren Huisarts NHG 
De heer R.E.P. Hamoen RVE Manager VAP 
Mevrouw M.C.W. Feltkamp Arts-microbioloog NVMM 
Mevrouw M. van Ballegooijen Arts-epidemioloog ErasmusMC 
De heer J.A. van Delden Financieel adviseur CvB RIVM-CvB 
Mevrouw L. Grievink Adviseur monitoring & 

evaluatie CvB 
RIVM-CvB 

De heer A.J.J. Lock Medisch Adviseur CvB RIVM-CvB 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



RIVM Report 2014-0056 

  

Page 155 of 175 

 

Apendix 5 Kengetallen van het voorgestelde 
bevolkingsonderzoek 

In het voorgestelde bevolkingsonderzoek ontvangen vrouwen minder vaak een 
uitnodiging en is het verwijsadvies gebaseerd op onder andere een hrHPV 
infectie. Dit heeft gevolgen voor het aantal vrouwen dat in aanmerking komt 
voor een uitnodiging, vervolgadvies en verwijzing. Om een indicatie te krijgen 
over deze gevolgen zijn berekeningen gemaakt voor het voorgestelde 
bevolkingsonderzoek. De basis voor deze berekeningen zijn de 
monitoringgegevens over het jaar 2009/2010 van het huidige 
bevolkingsonderzoek. Schattingen en de gegevens die gebruikt zijn voor de 
berekeningen van het voorgestelde bevolkingsonderzoek staan in deze bijlage 
toegelicht.  
 
Schattingen en gebruikte gegevens ten behoeve van de tabellen 1 en 2; 
doelgroep, opkomst en hrHPV positieve vrouwen. 
1. De potentiële doelgroep betreft vrouwen die risico lopen op 

baarmoederhalskanker. Vrouwen met uterus extirpatie (u.e.) lopen geen 
risico en zijn niet meegenomen als potentiële doelgroep. 

2. De potentiële doelgroep ontvangt een uitnodiging. Alleen vrouwen van 30, 
35, 40, 50 en 60 jaar ontvangen jaarlijks een uitnodiging. Vrouwen van 45 
en 55 jaar worden alleen uitgenodigd als zij de voorgaande screeningsronde 
hrHPV positief waren of als zij de voorgaande ronde niet hebben 
deelgenomen. Vrouwen van 60 jaar die hrHPV-positief zijn, ontvangen een 
uitnodiging op 65 jaar. Het percentage vrouwen van 45 en 55 jaar die de 
voorgaande uitnodiging niet hebben gereageerd is op 20% geschat.  

3. De deelnamecijfers geeft een onderschatting van het totaal aantal 
deelnemende vrouwen. Vrouwen die reageren na één jaar en drie maanden  
worden niet meer meegeteld. De deelname van 45 en 55 jarige vrouwen die 
de voorgaande screenronde niet hebben gereageerd is op 40% geschat. 

4. Extra deelname door de zelfafnameset is voor alle leeftijdsgroepen van 30, 
35, 40, 50 en 60 jaar is 6%. Van deze vrouwen is 9% hrHPV positief 38 39. 

5. De hrHPV-prevalentie is conform de gegevens die ErasmusMC heeft gebruikt 
voor de kosteneffectiviteitsanalyse in het rapport van de Gezondheidsraad 7. 
Hierbij is uitgegaan van de hrHPV-prevalentie in de screeningspopulatie. 
Deze is lager dan in de totale populatie. Bij de rapportage van de 
gezondheidsraad is gebruikgemaakt van toen bekende data. Nieuwe studies 
betreffende bijvoorbeeld prevalentie hrHPV, en hrHPV triage data zijn 
beschikbaar. Deze data worden in de voorbereidingsfase meegenomen. 

6. Er is geschat dat 80% van de vrouwen die op 45, 55 en 65 jarige leeftijd 
worden uitgenodigd omdat zij in de voorgaande screeningsronde hrHPV 
positief zijn ook deelneemt. 
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Tabel 1 Inschatting van de deelname aan het voorgestelde 
bevolkingsonderzoek op basis van de gegevens over 2010.  

Geboortejaren die in 
aanmerking komen 
voor een uitnodiging  

Potentiële doelgroep 
 

Deelname  
 

1945 1.297 1.038 
1950 86.481 59.067 
1955 25.221 11.157 
1960 112.735 79.591 
1965 27.628 11.910 
1970 127.397 81.024 
1975 100.516 59.807 
1980 102.191 53.957 
Uitstrijkje  583.466 357.550 
Zelfafnameset  35.007 
Totaal voorgesteld 
bevolkingsonderzoek 583.466 

392.557 

Totaal huidig 
bevolkingsonderzoek (749.893) 

(484.091) 

 
 
Tabel 2 Inschatting aantal hrHPV-positieve vrouwen bij het 
voorgestelde bevolkingsonderzoek. 

Geboortejaar Deelname 
 

% hrHPV-
positieve 
vrouwen 

Aantal hrHPV-
positieve 
vrouwen  

1945 1.038 * 1,5 16 
1950 59.067 1,5 886 
1955 11.157 2,3 257 
1960 79.591 2,7 2.149 
1965 11.910 3,0 357 
1970 81.024 3,3 2.674 
1975 59.807 4,0 2.392 
1980 53.957 10,3 5.558 
Uitstrijkje  357.550  14.288 
Zelfafnameset 35.007 9,0 3.150 
Totaal 392.557  17.438 
    

*  Voor 65 jarige vrouwen is de hrHPV-prevalentie van 60 jarige vrouwen genomen. 
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Aannames, gebruikte gegevens ten behoeve van de tabellen 3 t/m 6 
over verwijzingen in het voorgestelde bevolkingsonderzoek;  
7. Het percentage deelneemsters in het voorgestelde bevolkingsonderzoek met 

een hrHPV-positieve test is 4,3% op basis van de gegevens uit de tabel 2 
(dit is inclusief vrouwen die een zelfafnameset hebben gebruikt).  

8. Zeventig procent van de hrHPV positieve vrouwen is cytologisch negatief. 
Dertig procent van de hrHPV positieve vrouwen is cytologisch positief 18. 

9. Van de hrHPV positieve en cytologisch negatieve vrouwen heeft 33% na zes 
maanden wel afwijkende cytologie 55. 

10. Bij non-responders die de zelfafnameset gebruiken is 30% zowel hrHPV 
positief als cytologisch positief 56. 

11. Er is geschat dat 33% van de hrHPV positieve en cytologisch negatieve 
vrouwen die de zelfafnamset heeft gebruikt na 6 maanden afwijkende 
cytologie heeft.  

12. Er is bij het voorgestelde bevolkingsonderzoek niet gecorrigeerd voor verlies 
van opvolging van het advies voor vervolgonderzoek of verwijzing. De 
gegevens in de tabellen 4, 5, 6 over het voorgestelde 
bevolkingsonderzoeken geven een indicatie over het aantal adviezen en niet 
hoeveel vrouwen deze adviezen opvolgen.  

 

Tabel 3 Aantal vrouwen bij het huidige en voorgestelde 
bevolkingsonderzoek (bvo) waarbij nader onderzoek nodig is. 

 Huidig bvo  
aantal vrouwen met 
afwijkende cytologie 

Voorgesteld bvo  
aantal vrouwen met 
positieve hrHPV-test 

Uitstrijkje waarbij verder 
onderzoek nodig is  

18.686  14.288 

hrHPV-positieve zelfafnameset  3.150 
Totaal aantal vrouwen met een 
afwijkende eerste screentest  

18.686 17.438 

 

Tabel 4 Aantal vrouwen van het huidige en voorgestelde 
bevolkingsonderzoek (bvo) met adviesvervolgonderzoek na zes 
maanden (mnd).  

 Huidig bvo 
aantal vrouwen met 

licht afwijkende 
cytologie 

Voorgesteld bvo  
hrHPV positief/geen 
afwijkende cytologie  

Vervolgonderzoek 6 mnd na 
uitstrijkje  (% tov alle 
vervolgonderzoeken) 

14.600 (79%) 10.002 (70%) 

Vervolgonderzoek 6 mnd na 
zelfafnameset  

 2.205  

Totaal aantal vrouwen advies 
vervolgonderzoek 6 maanden 

14.600 12.207 
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Tabel 5 Aantal vrouwen van het huidige en voorgestelde 
bevolkingsonderzoek (bvo) met direct advies verwijzing gynaecoloog. 

 Huidig bvo  
aantal vrouwen met 
ernstig afwijkende 

cytologie  

Voorgesteld bvo  
aantal vrouwen met 
hrHPV positief en 

afwijkende cytologie 
Directe verwijzing gynaecoloog 
na uitstrijkje  

3.853 (21%) 4.268 (30%) 

Directe verwijzing gynaecoloog 
na zelfafnameset 

 945 (30%) 

Totaal aantal vrouwen met 
direct advies verwijzing 
gynaecoloog 

3.853 5.213 

 
 

Tabel 6 Mogelijke adviezen bij het huidige en voorgestelde 
bevolkingsonderzoek (bvo) na vervolgonderzoek op 6 maanden. 

 Huidig bvo 
Aantal vrouwen  

Voorgesteld bvo  
Aantal vrouwen 

Advies herhalen na 12 maanden  8.179 (62%) nvt 
Advies verwijzing gynaecoloog 
(bvo uitstrijkje)  

4.358 (33%) 3.300 (33%) 

Advies verwijzing gynaecoloog 
(bvo zelfafnameset) 

 623 (33%) 
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Apendix 6 Procesbeschrijving van het primaire proces van 
het verbeterde bevolkingsonderzoek baarmoederhalskanker 

6A Selectie en uitnodigen 
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6B Onderzoek & communiceren uitslag bij uitstrijkje 
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6C Onderzoek & communiceren uitslag bij zelfafnameset 
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6D Onderzoek & communiceren uitslag bij 6 maanden-uitstrijkje 
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Apendix 7 INDICATOREN PER DOMEIN 

Domein Primaire selectie Uitnodigen screening Uitvoering screening Verwijzing Zorg

K
w

al
it

ei
t 

 
Effectiviteit 01a Doelgroep 

01d Werkelijke doelgroep 
01e At risk groep 

02a Uitgenodigden 

02b Herinneringsuitnodiging 
02c Uitnodiging na bevalling 
 
03a Deelnamegraad 
03b Deelnamegraad oorspr. 
03c Deelnamegraad herinn. 
01b Non-respondenten 
01c Non-participanten 
03d Deelnametrouw 
03e 5jr-beschermingsgraad

04a Detectiecijfer 
04c Sensitiviteit 
04d Specificiteit 
05c PVW screening 

05a Verwijscijfer 

05b Verwijsadvies opgevolgd 
 
06a Advies vervolguitstrijkje 
06b Advies triage traject opgevolgd 
06c PVW vervolgonderzoek 

08a Biopsie / histologiecijfer 

08b PVW biopsie / hist. o.zoek 
08c Volledigheid tumorkenmerken 
08d Tumorstadium 
12e Behandeling per stadium 

 
Vraaggerichtheid  09a Cliëntervaringen 

09b Geïnformeerde keuze
09a Cliëntervaringen 09a Cliëntervaringen  

 
Veiligheid  (nadelen 
BVO, professioneel  

handelen) 
 10 Juistheid informatie uitn 04b Intervalkankercijfer 

04f Fout-positieve uitslagen 
12a Aantal IGZ meldingen 

 12b/ 12c Complicaties diagnostiek 
12d Complicaties behandeling 
12f Onzekere diagnostische uitslagen 
12h Medicalisatie

B
er

ei
kb

aa
rh

ei
d
       

 
Tijdigheid  13c Uitnodigingsinterval 

13f Tijdigheid herinnering

13d Screeningsinterval  14b Tijdigheid diagnostiek

14a Tijdigheid uitslag

      
Keuze vrijheid   16d Bezwaar uitw. gegevens   

B
e

ta
a

lb
aa

rh
e

id
 

 
Uitgaven   17a Kosten per onderzoek

17d Verdeling kosten SO
  

 
Doelmatigheid 18a Kosten gewonnen levensjaar 

18b Kosten gewonnen QALY
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Apendix 8 KERNBOODSCHAPPEN COMMUNICATIE BIJ HET VOORGESTELDE BEVOLKINGSONDERZOEK  

Kernboodschappen schriftelijke communicatie bij het voorgestelde bevolkingsonderzoeken baarmoederhalskanker 

De kernboodschappen zijn onderverdeeld in belangrijke communicatiemomenten die er in het bevolkingsonderzoek plaatsvinden met de vrouw 
(cliëntcontact in de huisartsenvoorziening is niet meegenomen). Per moment is een aantal kernboodschappen geformuleerd.  

1. Uitnodiging. Naast onderstaande kernboodschappen wordt de inhoud van de brief toegeschreven naar vrouwen die voor het eerst 
uitgenodigd worden of niet eerder hebben deelgenomen, vrouwen die de voorgaande screenronde hrHPV- positief waren en vrouwen die 
de voorgaande ronde hrHPV- negatief waren.  

2. Herinnering / thuistest 
3. Uitslag, met verschillende uitslagmogelijkheden: 

a. hrHPV-positief / cytologie negatief 
b. hrHPV-positief / cytologie positief 
c. hrHPV-positief (bij thuistest) 
d. hrHPV-negatief 

  
Moment  Kernboodschappen 
1. Uitnodiging  Het doel van het bvo is het opsporen van voorstadia van baarmoederhalskanker. 

 Baarmoederhalskanker is een zeldzame complicatie van een besmetting met HPV. 
 Bij een langdurige besmetting met HPV kunnen afwijkende cellen ontstaan. 
 Met het bevolkingsonderzoek wordt eerst gekeken of u HPV heeft. 
 Als u HPV heeft, wordt vervolgens op hetzelfde materiaal celonderzoek gedaan. Alleen celonderzoek geeft 

duidelijkheid of u een voorstadium heeft. 
 Baarmoederhalskanker kan voorkomen worden. 
 Als u klachten heeft, zoals onverwacht bloedverlies of ongewone afscheiding uit uw vagina. Neem dan direct contact 

op met uw huisarts . 
2. Herinnering / 
zelfafnameset 

 Baarmoederhalskanker komt vooral voor bij vrouwen die niet meedoen aan het bevolkingsonderzoek.  
 Ongeveer 400.000 vrouwen per jaar doen mee aan het bevolkingsonderzoek.  
 U kunt het uitstrijkje ook laten maken door een vrouwelijke huisarts of doktersassistente. Ook kunt u thuis zelf 

materiaal afnemen met een zelfafnameset.  



RIVM Report 2014-0056 

Page 169 of 175 

 

 Dit materiaal wordt ook getest op HPV. Heeft u geen HPV, dan is verder onderzoek niet nodig.  Als u HPV heeft, is 
het nodig dat u een uitstrijkje laat maken bij de huisarts voor celonderzoek. Celonderzoek is namelijk niet mogelijk 
bij het zelf afgenomen materiaal. 

3a. Uitslag 
hrHPV+/cytologie- 

 Baarmoederhalskanker is een zeldzame complicatie van een besmetting met HPV. 
 Bij een langdurige besmetting met HPV kunnen afwijkende cellen ontstaan.  
 U heeft HPV en geen afwijkende cellen.  
 Voor controle wordt er over 6 maanden met een uitstrijkje celonderzoek gedaan.  
 HPV komt veel voor. Bijna iedereen raakt een keer besmet met HPV.  
 Uw lichaam ruimt het virus meestal zelf weer op. Dit kan 2 jaar duren.  
Folder met extra informatie*  

3b. Uitslag 
hrHPV+/cytologie+ 

 Baarmoederhalskanker is een zeldzame complicatie van een besmetting met HPV. 
 Bij een langdurige besmetting met HPV kunnen afwijkende cellen ontstaan.  
 U heeft HPV en afwijkende cellen. Er is verder onderzoek bij de gynaecoloog nodig. 
 De afwijkende cellen zijn bijna altijd een voorstadium en geen baarmoederhalskanker.  
 De gynaecoloog kijkt of behandeling nodig is. 
 Bespreek de uitslag met uw huisarts . 
Folder met extra informatie* 

3c. Uitslag hrHPV+   Baarmoederhalskanker is een zeldzame complicatie van een besmetting met HPV. 
 Bij een langdurige besmetting met HPV kunnen afwijkende cellen ontstaan.  
 U heeft HPV.  
 HPV komt veel voor. Bijna iedereen raakt een keer besmet met HPV.  
 Uw lichaam ruimt het virus meestal zelf weer op. Dit kan 2 jaar duren. 
 Een uitstrijkje bij de huisarts is nodig voor celonderzoek.  
 Maak hiervoor een afspraak met uw eigen huisarts, een vrouwelijke huisarts of doktersassistente.  
Folder met extra informatie* 

3d. Uitslag hrHPV-  Baarmoederhalskanker is een zeldzame complicatie van een besmetting met HPV. 
 Bij een langdurige besmetting met HPV kunnen afwijkende cellen ontstaan.  
 U heeft geen HPV. U heeft dus geen voorstadium van baarmoederhalskanker. 
 De uitslag van het bevolkingsonderzoek geeft geen 100% zekerheid. Als u klachten heeft, is het daarom belangrijk 

altijd contact op te nemen met uw huisarts. 
 U ontvangt over 5 / 10 jaar weer een uitnodiging voor het bevolkingsonderzoek. 
 Het is belangrijk om u dan weer te laten onderzoeken. 
 Tussentijds onderzoek is alleen bij klachten nodig. 
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* folder over hrHPV hrHPV: 
 Baarmoederhalskanker is een zeldzame complicatie van een besmetting met HPV. 
 Bij een langdurige besmetting met HPV kunnen afwijkende cellen ontstaan.  
 U merkt niet of u besmet bent met HPV. 
 HPV komt veel voor. Bijna iedereen raakt een keer besmet met HPV.  
 HPV is alleen gevaarlijk als het langdurig op bepaalde plekken zit, bijv. in de baarmoederhals. 
Herkomst: 
 Iedereen die een keer seks heeft gehad, kan HPV besmet zijn geraakt. (Hierbij moet worden beschreven wat seks 

in dit geval inhoudt).  
 Het is moeilijk te achterhalen hoe en wanneer u HPV besmet bent geraakt.  
Zwangerschap: 
 Tot nu toe zijn er geen risico’s van HPV voor de zwangerschap en het kindje bekend. 
 Bij afwijkende cellen is het belangrijk om de zwangerschapswens te bespreken met de huisarts. 
Bespreken: 
 Bijna alle mannen en vrouwen raken een keer besmet met HPV. 
Behandeling: 
 Uw lichaam ruimt het HPV meestal zelf binnen 2 jaar weer op.  
 Of uw lichaam onderdrukt het HPV waardoor het niet gevaarlijk of meetbaar is. 
 HPV kan niet behandeld worden.  
 Als u rookt kan uw lichaam het HPV moeilijker opruimen. Hierdoor is de kans groter dat een voorstadium van 

baarmoederhalskanker ontstaat.  
Seks: 
 U kunt gewoon seks hebben als u HPV hebt. Het is natuurlijk wel zinvol om condooms te gebruiken om u te 

beschermen tegen andere seksueel overdraagbare aandoeningen (SOA’s). 
 
Op website vermelden: 
 Er zijn meer dan 80 verschillende typen HPV, 15 daarvan kunnen baarmoederhalskanker veroorzaken. Dit noemen 

we hoogrisico-HPV (hrHPV).  
 Daarnaast zijn er heel veel HPV-soorten die géén baarmoederhalskanker kunnen veroorzaken. Die noemen we 

laagrisico-HPV (lr-HPV). Zij kunnen wel wratten op handen en voeten veroorzaken. 
 Met de HPV-test wordt getest op alle hoogrisico-HPV (hrHPV) typen. 
 Met vaccinatie worden jonge meisjes beschermd tegen de hr-HPV typen 16 en 18. Zij veroorzaken 75% van alle 

gevallen van baarmoederhalskanker. 
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