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Who are Digestive Cancers Europe

Digestive Cancers Europe represents 
the digestive cancer patient 
community.

We represent the 800,000 people who 
are diagnosed with cancer of the 
oesophagus, stomach, pancreas, 
colon, rectum and other more rare 
digestive cancers every year in Europe, 
as well as the 1.5 million digestive 
cancer survivors. 

We represent the families of the 
500,000 patients who die every year 
from digestive cancers.
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It started with EuropaColon

• Launched European Colorectal Cancer Awareness 

Month (ECCAM) in 2008

• Held 2 patient conferences and 3 Masterclass 

events

• Produced White Paper in 2012 with a Call to Action 

for CRC screening to be introduced in all European 

countries

• Extensive work with EU commission and MEP’s

• Established Expert Patient Advisory Group (EPAG) 

in 2013

• Produced first Colorectal Health Check Barometer in 

2013; in 2018 the CRC Heath-map

• Improving Outcomes in Cancer Roundtable 2013, 

2014 and 2015

• Conducted The Survey on the Unmet Needs of 

Patients living with mCRC

• Established as voice of CRC patients in Europe



The burden of colorectal cancer 

Source: The Global Cancer Observatory, September 2018

Europe                  

(40 countries)

Number of new 

cases 

per year

Number of deaths 

per year

Colon 312.495 157.151

Rectum 175.219 81.601

TOTAL 487.714 259.318

Source: European Cancer Information System, 2018

• CRC is the third most common cancer in men and 

the second in women worldwide with almost 55% of 

cases occur in more developed regions

• Wide geographical variation in incidence across the 

world 

• Poorer survival in the less developed regions of the 

world 

• Highest estimated mortality rates both in men and 

women in Central and Eastern Europe



Russian Federation - statistics

Incidence Europe vs. Russian Federation 30.6 vs. 26.7

Mortality Europe vs. Russian Federation 12.6 vs. 14.7

Source: The Global Cancer Observatory, September 2018



Russian Federation - statistics

Number of new CRC cases 41.608

Number of deaths from CRC 24.813

114 people diagnosed each day with CRC

68 people die each day from CRC 

Already in 2018 20.190 deaths from CRC



Survival - 5 years after treatment 93% 75% 11% 70%

>50 years old - 1 in 4 have polyps 1 in 10 change to invasive cancer

10 years

Polyp

Stage
1 2 3 4

Colorectal cancer pathogenesis

Case for screening

Screening Colonoscopy – 30 to 45 mins
• Look for cancers – surgery

• Look for polyps – remove (polypectomy)



Magnitude - 1998…. 1,580,096 new cancer cases 
in the EU - 14% colorectal cancers!

Principles of screening - already published…

– 1968 by WHO

– 1994 by Council of Europe. 

Recommendation

‘Offer evidence-based cancer screening through 
a systematic population-based approach with 
quality assurance at all appropriate levels.’

December 2003

Implementation of…

….cancer screening programmes



CRC screening in the EU
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the implementation of the Council Recommendation on cancer 

screening (second report). Brussels: European Commission.



Tests available - FOBT

• Fecal occult blood tests (FOBT) checks for tiny amounts of blood in feces (stool)

• There are two types of FOBT - guaiac FOBT (gFOBT)  and immunological FOBT 

(iFOBT or FIT)

• Stool samples are collected by the patient using a kit, and the samples are returned 

to the doctor

• People who have a positive finding with this test are advised to have a colonoscopy

• FIT to be repeated every 2 years for people at average risk who have had negative 

results



Tests available - colonoscopy

• Rectum and entire colon examined by flexible lighted tube with a lens for viewing 
and a tool for removing tissue

• Any abnormal growths in the colon and the rectum can be removed during 
examination

• A thorough cleansing of the entire colon is necessary before this test

• Most patients receive some form of sedation during the test

• To be repeated every 10 years for people at average risk as long as their results are 
negative



Tests available - sigmoidoscopy

• Rectum and sigmoid colon are examined by a flexible lighted tube with a lens for 

viewing and a tool for removing tissue

• Any abnormal growths in the rectum and sigmoid colon can be removed for analysis

• The lower colon must be cleared of stool before sigmoidoscopy

• People are usually not sedated for this test

• Experts generally recommend sigmoidoscopy every 5 years for people at average 

risk who have had negative results



Tests available – virtual colonoscopy

• Also known as CT colonography

• Uses special X-ray equipment (a CT scanner) to produce a series of pictures of the 
colon and the rectum from outside the body. A computer then assembles these 
pictures into detailed images that can show polyps and other abnormalities

• Less invasive than standard colonoscopy and does not require sedation

• A thorough cleansing of the colon is necessary before this test

• The accuracy of virtual colonoscopy is similar to that of standard colonoscopy

• If polyps or other abnormal growths are found during a virtual colonoscopy, a 
standard colonoscopy is usually performed to remove them



Tests available – stool DNA test

• A multi-target test that detects tiny amounts of blood in stool (with an 

immunochemical test similar to FIT) as well as nine DNA biomarkers in three genes 

that have been found in CRC and precancerous advanced adenomas

• The stool sample for the FIT-DNA test is collected by the patient using a kit; the 

sample is mailed to a laboratory for testing. A computer program analyzes the 

results of the two tests (blood and DNA biomarkers) and provides a finding of 

negative or positive

• People who have a positive finding with this test are advised to have a colonoscopy



Screening in Europe

Aim:

FORMAL (ORGANISED) 

POPULATION 

SCREENING 

PROGRAMMES

• citizens 50-74 years old

• biannual FIT with a follow-

up colonoscopy

• uptake rate –

recommended 65% best 

in class 75%



Arguments for 

Screening
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Stage I Stage II Stage III Stage IV

Overall Survival 

Rate
92% 75% 70% 11%

Cost per person 3,800 20,000 40,000

Diagnoses 16% 63% 22%

Incidence EU 78,034 307,260 107,297

Survivors 71,791 222,763 11,802

Cost for stage 0.30 bln 6.14 bln 4.29 bln

If 100% of patients were diagnosed in Stage I, the potential savings would be 

8 bln euro in medical costs annually in the EU, while saving an additional 380,000 lives

The overall work-related productivity loss for premature cancer deaths in the European Union is estimated at 6 bln euro for colon cancer.

Sources: Bowel Cancer UK, Belgian Cancer Registry, 2018, “Saving lives, averting costs”, Cancer Research UK, 2014

Campaigning: The Arguments for Screening
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The inflatable colon



CRC awareness campaign - France

▪ Have acknowleged the need to increase awareness NOW -

Inflatable Colon toured through more than 50 cities



CRC awareness campaign - UK



CRC awareness campaign - Latvia

You do not see. You do not hear. You do not speak.

"I do not want to hear about it", "I'm afraid to talk about it", "I do not like 

what I see so it's better to ignore what I see" and various other similar 

excuses, expressed sometimes not even verbally but in thoughts, 

characterise the public opinion regarding CRC in Latvia. CRC is 

curable if detected at an early stage therefore people must start to 

recognise the health issues and pay more attention to prevention and 

symptoms in order to avoid it.



CRC awareness campaign –

Serbia & Macedonia

Don’t Make 

Excuses!



CRC awareness campaign - Israel

Women can do anything 

that men can and also 

get CRC



What are the barriers?

• Lack of understanding of the value of screening (90% curable if diagnosed 

early)

• Fear of cancer in general

• Fear of colonoscopy/prep/pain

• Dislike of stool testing/awkward/disgusting

• General attitude: “I don’t have symptoms, so I’ll be OK.” “It won’t happen to 

me - I don‘t have time” 

• Low health literacy – a big issue in Europe

• Embarrassment - one survey found that 43% of women prefer a woman 

endoscopist



Myths and misconceptions

• There is a general lack of understanding of the disease and many 

misconceptions 

• Young people think only old people get it

• Women think only men get it

• ‘If I’m diagnosed with CRC I will have a bag forever’

• Lack of understanding that screening for CRC is a regular 

process (2 yearly intervals)



Compliance remains poor for CRC screening

Colon Exam

Invitation coverage (32.6%)

Examination coverage (14.0%)

on annual population
Ponti A, et al. (2017). Cancer screening in the European Union (2017). Report on the implementation of the 

Council Recommendation on cancer screening (second report). Brussels: European Commission.



Clear constant communication

Key to increasing compliance rates:

• Advance notification letter alerting of the arrival of the screening kit and the

advantages of engaging in the programme

• The simpler the test the increase in compliance gFOBT vs. FIT (immunochemical

test)

• Clear instructions on how to use the kit

• Follow up telephone call for non responders

• Understanding the behavioural pattern of non responders

• Make clear screening is not just a one-off and that re-call will take place

• Ensure all GP‘s and their staff are aware of the screening programme and that they

promote complience within the surgery



Conclusions

• CRC is one of the most expensive cancers to treat and yet one of the easiest 

to detect

• CRC screening is not just cost-effective but actually saves money

• Invest more in raising awareness on the importance of early CRC detection

• It is responsibility of all stakeholders to work together to improve incidences 

and mortality from CRC



zorana@digestivecancers.eu

Thank you!

E-mail me

www.digestivecancers.euVisit our website


