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Abstract

Efficient and well-organised cervical screening programmes have significantly
reduced both the incidence and mortality rates of cervical cancer in the population.
For optimal performance, such programmes need to incorporate essential quality
assurance measures. The International Agency for Research on Cancer (IARC/WHO)
organised an expert consultation to delineate best practices in auditing cancers in a
cervical screening programme, the legal and ethical frameworks governing such
audits, and communicating audit outcomes. As a best practice, every programme
should have a well-documented policy and process framework for cancer audits. The
TWGs agreed that the primary goal of programmatic cancer audits is to assess the
programme's effectiveness in lowering cervical cancer incidence and minimising
screening-related risks. Using audit results, informed decisions can be made to
enhance service delivery, including professional training, adopting improved screen-
ing tests, strengthening fail-safe mechanisms, reducing delays, and minimising
inequalities. Legal complexities in cervical screening stem from its inherent limitations
and risks, and differentiating cases of negligence from inevitable and non-negligent
errors where an abnormality is not detected but actually exists is crucial. TWGs sug-
gested that determining whether a screening error was serious enough to be cate-
gorised as negligent and/or to entitle the patient to compensation should reflect the
inherent limitations of cervical screening. Data obtained while performing screening
tests and subsequent diagnostic tests or treatments are sensitive and need to be
safeguarded. The best practice document drafted through expert consultation will
help cervical screening programmes standardise practices related to cancer audits

and address associated legal and ethical issues.
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1 | INTRODUCTION

Efficient and well-organised cervical screening programmes have
demonstrated a significant reduction in both incidence and mortality
rates of cervical cancer within the population. To attain optimal per-
formance, cervical screening programmes must incorporate essential
quality assurance measures. These encompass achieving widespread
coverage in the target population while minimising inequalities, estab-
lishing a robust linkage between screening and the subsequent inves-
tigation of screen-positive women, ensuring timely and appropriate
treatment of precancers and cancers, and maintaining high-quality of
services throughout the screening process.

Since 2019, there have been several legal cases in Ireland seeking
compensation brought by cervical cancer patients who participated in
the cervical screening programme following a routine audit of cytol-
ogy smears.! Cancer audit in Ireland revealed discrepancies between
original Pap smear diagnosis and reviewer's interpretation at audit,
and many women were offered financial compensation by the court
for perceived ‘failure’ of the programme. This highlights the adverse
consequences of limited understanding of the nature and value of
cancer audits among various stakeholders. Deficiencies in effective
communication further complicated the Irish situation.

Such gaps may ultimately result in a decline in trust and a signifi-
cant drop in participation in cancer screening programmes in any coun-
try. The consequential confusion and stress among the health
professionals and managers associated with the screening programme
may damage their morale and ultimately impact the quality of services.
The Irish problem is at least partly attributed to the absence of a well-
defined technical, ethical, and legal framework governing cancer audits
and a guidance on how to transparently communicate discrepant
review results to affected women as well as other stakeholders.

In 2022, the International Agency for Research on Cancer (IARC/
WHO), France, initiated an expert consultation to delineate best prac-
tices in the audit of cancers in a cervical screening programme, the
legal and ethical framework governing such audits, and communicat-
ing outcomes of the audit in a non-judgmental and sensitive manner.
Based on the expert consultation, IARC/WHO published the Working
Group Report? on current best practices in the following aspects of a
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cancer audit, cervical cancer screening, communication, ethics, legal

There have been increasing litigations against cervical screening programmes centred around
cancer audits. This manuscript provides a comprehensive framework for conducting cancer
audits in cervical screening programmes, addressing legal and ethical challenges, and ensuring
effective outcomes. The framework incorporates best practices informed by a review and expert
consultations, aiming to provide guidance for cancer audit protocols across screening pro-
grammes. By integrating technical, ethical, and legal considerations, this work led by the Interna-
tional Agency for Research on Cancer (IARC/WHO) enhances the quality and equity of cervical
cancer prevention, supporting global efforts toward improving screening outcomes and foster-
ing trust in public health initiatives.

cervical screening programme, which are infrequently discussed in the

scientific literature or dealt with in any international guidelines:

1. Audit of cancers and communicating audit outcomes to patients
and other stakeholders.

2. Legal and ethical frameworks to safeguard the interests of screen-
ing participants, health professionals, and programme managers
associated with cervical screening and related services.?

3. Effective and transparent communication with target populations
and other stakeholders.

4. Developing workforce competencies in communication about cer-

vical screening.

In the present manuscript, we described the methodology of
developing such best practices and the key best practice recommen-
dations related to topics one (audit of cancer) and two (legal and ethi-
cal framework) listed above. A summary of the recommended best
practices in other areas will be published separately. The recommen-
dations are primarily in the context of organised screening pro-
grammes with an appropriate level of organisation and resources to

be able to perform cancer audits.

2 | METHOD

Technical working groups (TWGs) consisting of 27 global experts on can-
cer screening, public health, colposcopy, cervical pathology, legal and
judicial systems, health communication, ethics in health as well as patient
advocates and representatives were convened by IARC/WHO to address

the following aspects of an organised cervical screening programme:

e Defining audit of cervical cancers and describing best practices to
conduct such audits and communicate outcomes.

o Establishing legal and ethical frameworks to safeguard the interests
of screening participants, health professionals and programme
managers.

o Communicating benefits, risks and limitations of cervical screening

effectively and transparently to the target populations and other
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stakeholders (includes building workforce competencies in

communication).

The detailed methodology of constituting the TWGs (three in
number) and how the TWGs functioned was described in the IARC/
WHO Technical Report.? At the outset, the members identified key
questions related to the areas of interest to be addressed by the
TWGs. This was followed by a rapid review of related literature by
IARC scientists to prepare responses to those questions along with
the supporting evidence base. The review included journal publica-
tions, reports published on the web, national and international guide-
lines, protocols, and ongoing surveys within Europe.®

TWG members were requested to share any relevant documents
published by them. The responses and the supporting evidence were
reviewed and deliberated upon by members of the corresponding
TWGs through multiple online meetings facilitated by the chairs (AM,
PS and MA). A virtual meeting of all TWG members was held in
November and December 2022 to arrive at a consensus.

The best practice consensus statements were presented to a
group of stakeholders in Ireland who were identified through a map-
ping exercise and included those from the micro, meso, and macro
levels. The process and outcomes of this stakeholder engagement are
described elsewhere.? The views and preferences of the stakeholders
were recorded and presented to the TWG members. The outputs
from the stakeholders provided context and were taken into consider-
ation when the best practices were finalised.

IARC/WHO scientists drafted the best practice document with
the help of the TWG chairs. The document was circulated among all
experts for their edits and comments. The TWG chairs approved the

final version.

3 | RESULTS

Key contents of the best practice document related to cancer audit
and legal and ethical framework are presented below. The complete
document is available at the National Library of Medicine and IARC/
WHO website 2

3.1 | Section I: Definition of audit of cancers, its
objectives and guiding principles

The TWGs accepted that in the context of a population-based cervical
screening programme, incorporating cancer audit in programmatic
quality assurance protocol is a best practice. Ideally, cancer audit
should involve an in-depth review of the screening pathway for all
women diagnosed with cervical cancer in the population targeted by
the programme. These women could be classified into three groups:
those not participating or inconsistently participating in screening,
those identified with abnormal screening results (subsequent investi-
gations did not show any cancer), and those with normal screening

results but later diagnosed with cervical cancer. The members also

suggested that findings from the audit of cancers should direct further
investigations into programmatic practices related to screening invita-
tion, quality assurance of tests, call-recall, and further management
that target improvement rather than blaming an individual profes-
sional or an organisational entity for perceived errors or negligence. A
systematic audit will support continuous learning and development of
the health professionals involved in the programme and may identify
some of the good practices that need to be promoted.*>

As a best practice, the TWG suggested that a well-documented
policy and process framework for cancer audit is required for pro-
grammes aiming to incorporate such audits. A process framework for
cancer audit as part of programmatic quality assurance encompasses
three key stages. In the planning stage, performance indicators
(e.g., percentage of cytology slides reviewed that contain missed
abnormalities, or percentage of cases not managed according to
national guidelines, incidence of interval cancers) are selected, and
performance standards relevant to the indicators are agreed upon.
How to communicate audit outcomes and recommended improve-
ments to all stakeholders is an essential part of this planning stage.
The next stage is systematic data collection to measure performance
against set standards to identify service gaps as well as good prac-
tices. In the third stage, stakeholders will review outcomes, devise
strategies to address gaps, disseminate best practices, and enhance
quality. The process needs to be repeated for continual quality
improvement.

The TWGs agreed that the audit of cancers in a programme is
distinct from individual case review. While the primary goal of the
former is to assess a programme's effectiveness in lowering cervi-
cal cancer incidence and minimising screening-related risks (such
as false negative, overtreatment, treatment complications), the lat-
ter seeks to understand the specific circumstances leading to an
individual developing cancer despite participating in screening.
Using the audit results, informed decisions are to be made to
enhance various aspects of service delivery, including professional
training, adopting improved screening tests, strengthening fail-safe
mechanisms, reducing delays, and minimising inequalities. The
focus of the cervical cancer audit is on evaluating the overall pro-
gramme or system, and not the performance of individual health
professionals or the experience of a specific participant. A pro-
gramme may offer an individual case review to any woman who
develops cancer and requests such a review. Since an individual
case review can be initiated by a patient (or her representative),
her consent is needed, and the results must be disclosed to her
(or her representative).

The TWGs also recommended a harmonised definition of interval
cancer, since measuring interval cancer rates is an important compo-
nent of programmatic audit. Accordingly, an interval cervical cancer
was defined as any cancer (including microinvasive cancer [stage IA])
diagnosed in a woman between her most recent screening episode
and her next screening round, at an interval stipulated by the pro-
gramme, showing either no abnormal screening test result or an
abnormal screening test result but a negative triage test result or diag-

nostic procedure. The experts agreed that besides operator errors,
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interval cancers can result from various factors, including but not lim-
ited to fast-growing tumours that could not be detected through
screening at the specified interval or an inherent inability of the test
to detect the disease (e.g., small proportion of cervical cancers would
be negative on HPV test).

In view of the experts, although every screening programme
should aim to achieve a low interval cancer rate, it is impossible to
achieve zero-error screening in standard practice and there are no
universally accepted benchmarks for interval cancer rates. Rates of
interval cervical cancer reported from different population-based cer-
vical screening programmes ranged between 1.4 and 10.2 per
100,000 women-years in cytology-negative women.™? In addition to
differences in programmatic performance, the wide variability in inter-
val cancer rates could be due to different background incidences of
cervical cancer, different methods of estimation, or whether microin-
vasive cancers were included or not. The experts opined that a rate of
<10 interval cervical cancers per 100,000 women-years would be
acceptable in a cytology-based programme, though a stringent bench-
mark of <4 interval cervical cancers per 100,000 women-years (the
WHO cervical cancer elimination target) would be desirable with HPV
detection-based screening.

Considering that the reviewers of cytology slides in an audit may
have ‘hindsight bias’ as they are aware that the slides were obtained
from cervical cancer patients, the TWG members provided some guid-
ance on how to adjust for such bias. They proposed that slides from
at least 100 controls per age group (e.g., 100 controls aged 20-
49 years and 100 controls aged 50-69 years) and at least one age-
matched control per case are required for the review. The TWGs also
recommended including slides from a sample of women with false-
positive cytology reports. In addition to reviewing screening tests,
cancer audit requires a review of the downstream management for all
interval cancers with a positive screening test result. For each case
included in the cancer audit, it is a good practice to review data from
colposcopic examinations and associated management predating the
index referral by up to 5 years. Following the same principles of
reviewing cytology slides, the histopathology slides from interval can-
cer cases should also be reviewed if such slides are available. Hind-
sight bias is applicable in the review of colposcopy images and
histopathology slides also.

The TWGs observed that despite the human papillomavirus
(HPV) detection test being fast replacing cytology as the primary
screening test, experience with cancer audits in such programmes is
quite limited. The principles of the audit of cancers in cytology-based
screening may not be applicable to screening based on HPV testing
because the cervical specimens collected during a screening interval
before a cancer diagnosis may not be available for retesting. There-
fore, the TWGs recommended that the original laboratory data stor-
age should be reviewed. Additionally, WHO recommends the use of
validated HPV assays to ensure specimen adequacy and acceptable
assay performance as a quality assurance measure, which should also
be considered in the review.'° This approach enhances the credibility
and effectiveness of screening programmes while safeguarding the

quality of test results and outcomes. The triage cytology slides should
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be reviewed using the same principles followed for reviewing cytology
slides obtained at primary screening.

The TWG experts listed best practices for the disclosure of audit
outcomes to patients. When an audit is performed in an anonymised
way and all patient data is deidentified, it is not possible to contact an
individual patient for the disclosure of findings. The TWGs favoured
anonymised cancer audit due to the following advantages: (i) the
patient's privacy is protected, (i) health information can be used and
shared when it is not practical to obtain consent from each partici-
pant, (iii) avoids bias in audit findings as discussed later, and (iv) health
professionals attached to the programme will be more supportive of
the audit process. Another key consideration for the TWGs to support
non-disclosure of results was that the knowledge of audit outcomes
does not change patient management and does not provide any
health benefit to the patient. In fact, learning about a discrepant result
may cause psychological upset to the patient.

Even if programmes follow anonymised audit and the principle of
non-disclosure, the option of individual case review should be kept
open for the cancer patients seeking such an investigation. Obtaining
consent and disclosure of results is mandatory when a patient
requests a case review.

Despite the arguments against obtaining individual consents and
routine disclosure, some programmes may require disclosing results,
especially if a discrepancy is detected. Such disclosure should be made
by a trained senior clinician who can answer questions about all
aspects of the screening process. Support should be made available to
patients before, during, and after meetings where discordant results

are discussed, because this situation can be traumatic for them.

3.2 | Section ll: Legal and ethical frameworks to
safeguard the interests of screening participants,
health professionals, and programme managers

The TWG observed that cervical screening, like screening for other can-
cers, has unique features as a medical intervention that bring in certain
complexities from legal and ethical perspectives. Most legal and ethical
frameworks in healthcare are developed in the context of the diagnosis
and treatment of diseases. Screening tests, making a presumptive diag-
nosis of cancer in apparently healthy individuals, do not fit into this con-
ventional model. Every screening test has inherent false positivity and
false negativity, and a zero-error rate is impossible to achieve, especially
in subjective diagnostic evaluations like cytology or colposcopy. The prin-
ciple of non-maleficence, a fundamental principle of medical ethics, is
challenged by screening because physical and psychological harms result-
ing from false positive tests, overtreatment, and treatment complications
are anticipated outcomes of the intervention. Since most women are
apparently healthy and asymptomatic, the threshold of tolerance for
complications is low. Taking these into account, TWGs recommended
best practices in informed consenting, legal liability for errors in cervical
screening, and data protection and privacy issues.

Just as any other medical intervention, informed consent is

required before screening. Though the programmes adopt various
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means to ensure high participation to achieve population benefit, the
participation of an individual woman is always voluntary. They can
make an informed decision to participate provided the nature of inter-
ventions, benefits, risks and limitations of screening, and risks of tak-
ing no action are explained to her. Information sharing needs to be
comprehensive and at the same time tailored to the background and
needs of an individual woman. According to the TWGs, informed con-
sent, which may be written or verbal depending on local regulations,
is a best practice requirement for cervical screening.

The TWGs deliberated at length on the requirement of obtaining
informed consent from women for participating in the programmatic
audit of cancers. They recommended that for the cancer audit to be
reliable, the entire population needs to be represented and not the
consenting women alone. Analyses based only on consenting women
are likely to introduce bias and be misleading.!* The members of the
TWGs concluded that not obtaining individual informed consent at
the time of a programmatic audit is justified as the societal benefit of
reviewing all cancers and the obligation to deliver a high-quality
screening programme outweigh potential individual risks (due to
breach of data and privacy) associated with participating in an audit.
However, every woman invited to a screening programme should be
informed at the time of invitation and/or screening about the possibil-
ity of her samples and data being incorporated in an audit. If a woman
denies consent to the audit, the same should be documented in her
case note, and the audit team should remove her personal data at the
time of the audit to ensure anonymisation.

The TWG members agreed that legal complexities in cervical can-
cer screening stem from its inherent limitations and risks, and differenti-
ating cases of negligence from the inevitable and non-negligent errors,
where an abnormality is not detected but actually exists, is crucial.
Accepting the fact that a complete immunity would conflict with the
fundamental principles of most national legal systems, members of the
TWGs proposed that while assessing a claim for negligence with
respect to cervical screening, the standards applied by courts should
accommodate and reflect the reality of screening, including hindsight
bias in an audit of cancers. The legal proceedings should take into cog-
nizance the fact that finding discrepancies (may be up to 40% in cytol-
ogy reviews) on review of slides or colposcopy images from known
cancer patients does not imply that the same diagnoses would have
been made under routine programme conditions where the workload is
much higher. The issue of ‘hindsight’ bias needs to be considered while
making a judgement of error. Due to the subjective nature of the tests,
there is necessarily some variation in how properly qualified and trained
health-care providers would read a particular slide on cytology or histo-
pathology or interpret changes seen on colposcopy. Successful claims
for negligence should concern errors that are not merely inevitable con-
sequences of the limitations of the screening process.

Issues related to protection of data and privacy, especially in the
context of cancer audit, was also dealt with in the best practice docu-
ment. The TWG observed that data obtained while performing screen-
ing tests and subsequently various diagnostic tests or treatment is
sensitive data that need to be safeguarded for every screening partici-

pant. Data protection laws have been introduced or updated in various

jurisdictions - General Data Protection Regulation (GDPR) in the
European Union being an example.}? Such laws apply only to personal
data defined as ‘any information relating to an identified or identifiable
natural person’ in the GDPR. Information that is irreversibly anony-
mous is not personal data and does not come under the purview of
such laws. The TWGs recommended that screening programmes must
clearly identify the legal basis for the processing of data - explicit con-
sent constituting an adequate legal basis. The request for consent for
the processing of data (different from the consent obtained for partici-
pating in screening) must specifically describe how the participant's
data will be processed. This should include audit of cancers, if such an
exercise is included in quality assurance protocol.

Some of the regulations (e.g., GDPR) provide a potential legal basis
for an audit alternative to consent, which is the processing of data in
the public interest to ensure high standards of quality and safety of
health care. However, such alternative bases require suitable and spe-

cific safeguards that the programme managers need to be aware of.

4 | DISCUSSION

The World Health Organization (WHO) defines best practice as ‘a tech-
nique or methodology that, through experience and research, has proven
to reliably lead to a desired outcome’.*® This best practice should not be
construed as a guideline that requires more rigorous methodological
approach. While not necessarily the best solution or gold standard, best
practices involve learning from others, avoiding common mistakes, and
crafting tailored solutions for similar health issues in diverse contexts.
The litigations against the Irish cervical screening programme centred

around cancer audit™*

and their negative programmatic impact motivated
us to develop the best practices. However, the TWG experts crafted the
practice recommendations to be relevant to any cervical (and to some
extent for other cancer sites) screening programme that has incorporated
cancer audit in quality improvement protocol. It is crucial to note that
best practices are dynamic, subject to change with emerging evidence
and evolving experiences.

Any well-organised cervical screening programme strives to sig-
nificantly reduce cancer incidence and enable early detection for
effective treatment. Conducting cancer audits in a screened popula-
tion is essential to explore further opportunities for prevention or
early detection by enhancing service quality. WHO recognises audits
as a crucial function for health organisations, offering impartial assur-
ance of their integrity and credibility.’®> Quality issues may affect
some of the best organised, long-standing cervical screening pro-
grammes, and a regular programmatic audit can unearth such issues
and their underlying causes. As an example, Sweden, having
population-based screening since 1960s, observed a steep rise in early
cervical cancers even in adequately screened women starting from
2014.%6 Further investigation revealed that the missing of a significant
number of high-grade precursor lesions on cytology was the root
cause. Recognising its programmatic values, many screening pro-
grammes have incorporated cancer audits in quality improvement

protocols. However, practices are highly heterogeneous. This was
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revealed in a survey in which 17 population-based screening pro-
grammes from high-income countries participated.® Even the few
programmes performing cancer audits only focus on cancers occurring
in women with normal screening tests, do not include controls, and
perform only unblinded reviews - none of which are best practices
according to the IARC/WHO expert group. Moreover, most pro-
grammes performing audits do not have clear policies for disclosure.
We expect this best practice document to guide standardization of
cancer audit protocols, making them more harmonised and evidence-
based.

Cancer audits require the technical capabilities of the programme
to systematically collect data across population registers, screening
registers, and cancer registers (preferably population-based). Such
good quality data collection and linkage permitted Sweden to conduct
possibly the first comprehensive audit of a nationwide programme
including the entire population targeted by screening for the period
from January 1, 1999, through December 31, 2001.2” Each case sub-
ject was matched by year of birth to five control subjects randomly
selected from the National Population Register who were not
detected to have cervical cancer until the date of diagnosis of the cor-
responding case. The audit observed that compared with the women
screened in the interval, the unscreened women had more than twice
the risk of cervical cancer. Among the screened women with an
abnormal smear, the risk was more than seven times higher compared
with those having a normal smear. Besides confirming the effective-
ness of screening, the Swedish audit highlighted the importance of
evaluating the entire screening pathways, including the practice
of obtaining biopsies.

Technical capabilities alone, without a documented ethical and
legal framework, will not permit the programmes to conduct audits
effectively. The ethics review board of the Swedish cancer audit study
exempted the study from obtaining individual consents. Our TWG
members deliberated extensively on the pros and cons of obtaining
consent from cancer patients regarding their participation in cancer
audits and decided that the ‘best practice’ would be to inform all
women at the time of offering cervical screening about the possibility
of including their data in the audit, and to include all cancer cases irre-
spective of whether a consent has been obtained or not for the sake of
greater public health benefit. Such a practice would require anonymisa-
tion of all data being submitted to auditing and preclude disclosure of
results. If programmes opt for non-anonymised audit and routine dis-
closure of audit results (such as in England), there should be a carefully
thought-out communication plan.t® The IARC/WHO document has
described best practices in such communications as well.

Programmes opting for anonymised audit without any plan for
‘routine disclosure’ of audit results to the women need to keep the
option of ‘individual case review’ open for any patient developing cer-
vical cancer despite undergoing screening. This may be an ad-hoc
decision based on request from an individual patient (or their rela-
tives) or may be offered to women at a certain interval (such as once a
year). Communication of results following an individual case review
needs to be led by a health professional appropriately trained to han-

dle such sensitive discussions.
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The TWG members found addressing legal issues in screening may
be a big challenge due to the high variability of legal systems between
the countries. They made an attempt to explain the subtle distinction
between negligence in service and errors happening due to the inherent
nature of the test, interobserver variations, and specific practice situa-
tions in a screening programme. However, legal interpretation of the dif-
ference between screening and other diagnostic interventions requires
further deliberations in the context of the domestic legal framework.
Minimising harms to the women participating in screening and protecting
their best interests remains at the core of any such framework.

It is true that the present document provides guidance applicable
primarily to well-organised screening programmes having robust infor-
mation systems with appropriate linkages to be able to register all the
cervical cancers and differentiate those detected through screening
from those detected through self-referral. While well-organised screen-
ing programmes with capabilities for cancer audits are predominantly
implemented in higher-resourced settings, programmes in limited-
resourced settings are also aspiring to establish foundational quality
assurance measures. With higher investments in strengthening cancer
registries and building screening information systems leveraging lessons
learned during the COVID-19 pandemic, low- and middle-income coun-
tries (LMICs) are also improving the organisation of cervical screening
programmes.*” They may selectively adopt the best practices enlisted
in the document that align with their specific capabilities, aiming to
build up quality assurance measures incrementally. Given the con-
straints in data availability and infrastructure, audits can be based on
existing screening data to gain insights into programme effectiveness.
An incremental implementation approach, beginning with retrospective
reviews of cervical cancer cases to identify major gaps and inform tar-
geted improvements before advancing to systematic programmatic
audits, is recommended. This phased strategy allows for resource opti-
misation while progressively strengthening quality assurance. As a next
step, IARC researchers plan to review elements of organisation and
quality assurance that contribute to improved screening outcomes. By
identifying key organisational and quality assurance components that
drive better outcomes, this effort will support LMICs and other
resource-constrained settings in making informed decisions about
prioritising incremental improvements in their screening programmes.

Until recently, most of the well-organised cervical screening pro-
grammes were cytology-based, and the best practices primarily focus
on such programmes. However, the basic principles remain relevant
as the programmes switch to HPV detection-based screening with or
without cytology triage. To conclude, our best practice document
aims to offer a flexible framework that programmes can tailor to their
specific resources, infrastructure, and context. By adopting elements
of these best practices, even programmes in early stages of develop-
ment can take incremental steps toward strengthening quality and
equity in cervical cancer prevention. This ensures that the guidance
presented here remains relevant and actionable for diverse program-
matic contexts worldwide. It is also crucial to acknowledge the
dynamic nature of cancer screening practices. As new tests and
approaches are introduced, current recommendations should be

adapted to align with new practices. Moreover, these adaptable best
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practices are not confined to a single cancer type. They can be tai-
lored for various cancer sites to enhance and refine screening prac-
tices, fostering a more comprehensive and effective cancer screening
approach. In the near future, dedicated guidelines on the technical,
ethical, and legal aspects of performing cancer audits in a screening
programme from international organisations like the WHO and other

international recommending agencies will be highly valued.
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