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CRC Screening in Europe
Screening Strategy
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Attitude towards screening in Netherlands

� High uptake of screening within existing programs (breast / cervical cancer)

� Scepsis among health authorities with respect to introduction new screening 
programs

− Population uptake

− Impact on disease incidence and mortality

− Side effects

− Cost effectiveness

� Confusion about optimal CRC screening strategy

− Public health: gFOBT because prospectively assessed

− Gastroenterologists: colonoscopy as gold standard

− Radiologists: CT colonography for sensitivity and burden

− Pathologists: molecular tests about to come…



0

10000

20000

30000

40000

50000

60000

Fran
ce

D
e

n
m

ark

S
p

ain

N
o

rw
ay

T
sjech

ia

G
erm

an
y

Italy

L
u

xem
b

o
urg

S
w

itze
rlan

d

B
elg

iu
m

U
K

Fin
lan

d

S
w

ed
en

N
L

Numbers of inhabitants covered by each gastroentero logist
within EU countries

nn



Certified gastro- enterologists and physician train ees
2000 - 2012 
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Current Dutch situation

� Dutch Society of Gastroenterologists

− 98% of gastroenterologists member

− Active QA and guidelines committees

− Nationwide web-based complication registry

− 5-year QA site visits, close to introduction of annual site QA program

− Accreditation for endoscopic procedures

� 475.000 GI endoscopies / year

− 80% + done by gastroenterologists

− 95% hospital located, few stand-alone endoscopy units



Awareness on colorectal cancer screening in Europe

� 20.710 inhabitants from 21 European countries interviewed

� ‘Awareness on CRC is low and educational programs will be essential 
to achieve high screening attendance rates’

Keighley et al. Eur J Cancer Prev 2004; 13: 257





Recommendation Dutch National Health Council 2001

� ‘ The introduction of a nationwide CRC screening program deserves to 
be seriously considered’

� ...but first we need answers to a range of questions including;

− optimal screening-strategy

− level of participation

− organisational set-up

− role family doctor

− quality assurance measures

www.gezondheidsraad.nlwww.gezondheidsraad.nl



Trial profile

Results (I)

gFOBT

5004 
invited

206 were 
excluded

4748 were 
eligible

2374 
(50%) 
attended

FIT

5007 
invited

4843 were 
eligible

2979 
(62%) 
attended

164 were 
excluded

FS

5000 
invited

1522 
(32%) 
attended

4700 were 
eligible

300 were 
excluded

Hol et al. Gut 2010



2006 – current; range of pilot screening studies
Main conclusions

1.1.1.1. Adherence for FIT > Adherence for FIT > Adherence for FIT > Adherence for FIT > gFOBTgFOBTgFOBTgFOBT > > > > sigmoidoscopysigmoidoscopysigmoidoscopysigmoidoscopy = CT = CT = CT = CT colonographycolonographycolonographycolonography > > > > 
colonoscopycolonoscopycolonoscopycolonoscopy

2.2.2.2. FIT outperforms FIT outperforms FIT outperforms FIT outperforms gFOBTgFOBTgFOBTgFOBT in terms of yieldin terms of yieldin terms of yieldin terms of yield

1.1.1.1. Low cutLow cutLow cutLow cut----off FIT screening is most efficient for every interval and age off FIT screening is most efficient for every interval and age off FIT screening is most efficient for every interval and age off FIT screening is most efficient for every interval and age 
range assessedrange assessedrange assessedrange assessed

2.2.2.2. The choice for 1The choice for 1The choice for 1The choice for 1---- or 2or 2or 2or 2----FIT screening depends on resources. FIT screening depends on resources. FIT screening depends on resources. FIT screening depends on resources. 

3.3.3.3. Variation in FIT screening interval between 1 and 3 years does nVariation in FIT screening interval between 1 and 3 years does nVariation in FIT screening interval between 1 and 3 years does nVariation in FIT screening interval between 1 and 3 years does not ot ot ot 
affect adherence nor yield in the 2affect adherence nor yield in the 2affect adherence nor yield in the 2affect adherence nor yield in the 2ndndndnd round.round.round.round.





Recommendation of the Dutch National Health Council  on 
Colorectal Cancer Screening

� Introduction of a nationwide population-based screening program  using 
bi-annual FIT75

− First targeted at men and women of 55 – 75 yrs

− Later expansion to 50 – 75 yrs

− 5 year roll-out to complete coverage of target group

− Requires annual 79.000 colonoscopies on target population of 3.5
million  (i.e. 50% increase)

− Screening program led by National Health Institute

− Gastroenterologists in charge of regional programs



Gradual invitation of subsequent birth cohorts



Kaminski M et al. NEJM 2010

The incidence of interval cancer after screening co lonoscopy 
depends on adenoma detection rates

ORs for interval cancer with 
ADR < 20% vs ADR > 20%: 
10.9 – 12.5



Colorectal cancer screening in Europe

Baxter et al. Ann Intern Med 2009, 
Brenner et al. JNCI 2010
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Performance of Dutch GI hospital departments, 
nationwide survey 2009 among colleagues 
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www.elsevier.nl

� Annual survey for performance of hospital groups

� Based on questionnaire, sent to family physicians, medical specialists, 
nursing personnel, department chairs, and hospital managers and 
directors

Scores of top 10 GI clinics: % scoring ‘good – excel lent’



CRC miss rates in Dutch GI clinic ranked first in 
2009 Elsevier survey

� Single center retrospective study

− 566 patients diagnosed with CRC in 7 year period (1 999 – 2005) 

− 91 cases (16%) had had previous (in-)complete colon oscopy

− Reasons for failed prevention: tumor missed, site n ot visualized, poor 
bowel prep, no surveillance, ..

− “Our results are comparable to the literature”

Esveldt et al. Dutch Society of Gastroenterology me eting 2008



Surveillance after removal of colorectal adenoma

vHeijningen E et al. DDW 2010



Colonoscopy: quality and safetyColonoscopy: quality and safety

High quality Low quality 

Completion >95% <90%

Perforation rate <1:5000 >1:1000

Cancer miss rate 1% 10%

Completeness of polyp excision complete often incomplete

Serious polypectomy complications <1:200 >1:100

Patient experience usually good often bad

Appropriateness of repeats yes often no



Global Rating Scale
Patient centered care

4 Domains

Clinical quality Training
Quality of 

patient experience
Workforce

6 items: 6 items: 4 items 5 items



Clinical quality of screening colonoscopy

Figure 1. Range between endoscopy departments
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Colorectal Cancer Screening in the Netherlands; 
conclusions

� Introduction of a nationwide population-based screening program  using 
bi-annual FIT75 starting in 2013

− Call – recall

− Centrally coordinated

− Gastroenterologists in role of regional leads

− Emphasis on quality assurance, site visits, and accreditation

− Endoscopies performed by gastroenterologists and nurse 
endoscopists


