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CANCER – Maps of cancer control structures

The maps of cancer control structures in Europe on the following slides 
were presented at the meeting.

Additional information was provided in discussion during and after the 
meeting, and where possible the maps have been updated.

Where cancer control structures are regional, the region(s) involved are not 
separately identified.

The maps should be taken as a general reflection of the state of cancer 
control structures in Europe in June 2007, not as a source of reference 
containing fully validated information.

Reflection of a cancer control structure in these maps implies nothing 
about its operational quality or public health utility; similarly the absence of 
a structure does not imply that cancer control measures are necessarily 
inadequate.

Michel Coleman
23 July 2007
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Cancer control plans - EU-27 and EEA countries

Cancer registration - EU-27 and EEA countries
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Breast screening - EU-27 and EEA countries

Cervical screening - EU-27 and EEA countries
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Colorectal screening - EU-27 and EEA countries

CANCER - RECOMMENDATIONS

1. CANCER PLANS

• EU Member States should develop (improve) cancer plans:
• Primary prevention and screening programmes
• Rapid access to diagnostic services and multi-disciplinary treatment
• Take account of patients’ preferences
• Coordinate the cancer pathway - diagnosis, treatment, palliation 
• Restrict rare or complex procedures to high-caseload services
• Ensure regular audits of performance
• Manage patients’ quality of life and provide psychosocial care
• Use existing treatment guidelines “off the shelf” in some countries
• Evaluate cancer outcomes
• Ensure support for research
• Evaluate performance of plan itself
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CANCER - RECOMMENDATIONS

2. CANCER REGISTRATION

• Cancer registries should inform the evaluation of programmes for:
– prevention – incidence
– screening 
– treatment – survival

• Update the EU Directive (1995) to enable population-based registries

• EU should recommend that all MS make cancer registration statutory

• Set EU standards for registration in countries with no cancer registry

CANCER - RECOMMENDATIONS

3. CANCER SCREENING

• Nation-wide screening programmes should be implemented for:
–breast cancer in women aged 50 and over [2- to 3-year intervals]
–cervical cancer in women aged 30 and over [5-year interval]
–colorectal cancer in persons aged 50 and over

• Nation-wide screening programmes should not be implemented for:
–other cancers unless and until the evidence is strong

• Before implementation of a screening programme, predict both:
– the public health effects and
–the costs

• After implementation of screening, maintain continuous evaluation
–of mortality
–of screening processes (intermediate outcomes)
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Summary of interventions, amended in the light of contributions made during the session 

 

1. CANCER PLANS 
Robert Haward (Leeds, Reino Unido) 
Josep Maria Borras (Barcelona, Espanha) 
  
The cancer burden can be influenced by interventions of all kinds, from primary prevention to 
end-of-life care. It is an extremely complex social undertaking to organise and deliver public 
health programmes that are designed both to reduce cancer incidence, with preventive 
services, and to improve cancer outcomes and reduce cancer mortality, with clinical 
services. It involves a wide range of professional expertise, and input from organisations at 
all levels within the health system. Relevant outcomes include incidence, prevalence, 
survival, quality of life (reflecting morbidity both from the disease and its treatment), and 
patient satisfaction with the care they receive and their experience of that care. 
 
It is unlikely that the full range of cancer interventions is dealt with equally well or 
consistently in any given country. There is good evidence that significant European 
variations exist, both in outcomes and in the delivery of services. 

International differences in the adequacy of cancer control may reflect past decisions on 
funding, policies for prevention or screening, and the availability of, and access to, 
interventions for the investigation or treatment of cancer. Important unexplained variations in 
service delivery remain between and within countries in different healthcare settings, which 
are often reflected in the quality of care given to individuals. These differences require 
research to identify the causes and action to address deficiencies.  

There is growing evidence from epidemiological studies about the relationships between the 
structures and processes of service delivery and outcomes. Cancer outcomes could be 
improved in all or most countries if the entire range of activities and services for cancer were 
performed at anywhere near the levels achieved by the better health systems.  

 

The basis for action 
We know from research and from the opinion of experts and patients that the following 
provide a sound basis for action: 

• All populations need an effective, integrated cancer plan for prevention, screening, early 
diagnosis and treatment, as well as research: these are vital if we are to achieve long-
term reductions in cancer morbidity and mortality. 

• People who may have cancer need prompt access to appropriate specialists for accurate 
diagnosis and subsequent management. A multidisciplinary approach to cancer care is 
required to make the best decisions about each patient’s diagnosis, treatment and 
support. 
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• Complex interventions for diagnosis or treatment should be concentrated where all the 
necessary expertise can be assembled cost-effectively and the results audited 
consistently.  

• Services for diagnosis and treatment are found at primary, secondary and tertiary care 
levels. Most cancer patients will need care at each of those levels. Ways must be found to 
ensure that all parts of the service are developed logically, that they communicate 
effectively, and that care for the patient is well coordinated. 

• The value attributed by patients to the different therapeutic options and the expected 
outcomes should be considered in the clinical decision-making process. Quality of life and 
psychosocial issues need to be addressed at all stages in the cancer pathway. The 
specific needs of long-term survivors must also be considered. 

• Patients’ involvement in the management of their disease increases their satisfaction with 
care and their partnering in strategic planning assures that their expertise and needs are 
included 

 
A number of EU Member States (see annex table) have implemented – or are in the process 
of developing – a national cancer plan (or regional plans) as a strategy to raise the profile of 
cancer and to manage the developments required to improve cancer control. Progress will 
require systematic assessment of the operational strengths and weaknesses of all services 
for cancer prevention and for the clinical management of cancer patients. The results of such 
an assessment must be used to identify specific priorities, policies and plans - and the 
necessary resources - in order to highlight areas for improvement and to address 
weaknesses. WHO has developed guidelines for the development and implementation of 
cancer plans, and these guidelines could be used as a reference. 

 
 
Recommendation 
 
EU Member States should develop or continue to improve their cancer planning, using an 
integrated approach and evidence-based strategies in each of the following domains: 
 
• Primary prevention and screening programmes 
• Rapid access to diagnosis and multidisciplinary clinical care, using the full range of 

appropriate therapies  
• Focus on patients’ needs and inclusion of their preferences in management of their disease 
• Coordination of cancer care throughout the process from diagnosis to therapy, including 

palliative care 
• Concentration of diagnostic and therapeutic procedures of low frequency or high 

complexity in clinical services with an adequate caseload to maintain quality, with regular 
audit of results 

• Adequate management of patients' quality of life and provision of psychosocial care services 
• Use of existing treatment guidelines 
• Involve cancer patient organizations in strategic development and evaluation of the plan 
• Evaluation of cancer outcomes 
• Ensure support for research 
• Ensure support for training of healthcare professionals  
• Evaluate the performance of the plan itself 
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2. CANCER REGISTRATION 
 
Roberto Zanetti (Torino, Itália) 
Maja Primič-Žakelj (Ljubljana, Eslovénia) 
 
Introduction 
Population-based cancer registries collect data on all new cases of cancer occurring in a 
well-defined population, with the goal of improving cancer control. By 1955, cancer registries 
were operational in countries such as England, Germany, all five Nordic countries and 
Slovenia. Elsewhere in Europe, cancer registration started in the 1970s or later, with regional 
registries covering usually about 30% of the national population, though less in Eastern 
European countries. Today, 15 of the EU-27 Member States have national cancer 
registration coverage, and 8 have regional coverage (Table 1). Various bodies provide 
national, regional and Europe-wide coordination. 
 
Two main roles can be described for population-based cancer registries. 
 
Measuring the burden and the public health impact of cancer 
The minimal role of any cancer registry is the provision of timely and robust data on cancer 
incidence, survival and prevalence. Many registries also analyse cancer mortality. The 
European Network of Cancer Registries has developed recommendations for the standard 
data set to be routinely recorded for all cancer patients, while additional data, such as details 
on treatment, quality of life, hospitalisation or average cost per case are optional, and are 
usually restricted to representative samples of registered cases. 
 
The two main strategies for cancer registration (national registries in Northern Europe, 
networks of regional registries in Southern Europe) seem unlikely to change. Eastern 
European countries that do not already have national registries may opt for the regional 
rather than the national approach because of limited resources. Good statistical techniques 
are now available to obtain national estimates of cancer incidence, prevalence and survival 
from networks of regional registries. 
 
Contributing to the evaluation of screening programmes and the treatment of cancer 
patients 
A number of cancer registries in EU Member States already contribute to the efficient 
evaluation of screening programmes. Others could do so by providing the following data: 
 
$ early indicators: screen-detected incidence as a proportion of general population 

incidence, number of interval cases, follow-up of cases after migration or lapsed 
attendance at the screening programme 
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$ impact indicators: down-staging of incident cases; reversal of the initial prevalent wave 
of cases after the introduction of screening; trends in mortality and survival among 
screened subjects and the general population 

 
Cancer survival 
Cancer registries can also provide data on population-based survival. Survival patterns and 
trends by age, geography, socio-economic status (etc.) can provide useful indicators of the 
overall performance of a nation’s health system. Detection of survival that is too low should 
stimulate more in-depth studies to determine whether this is due to late diagnosis or to 
inadequate availability of (or poor access to) effective treatment.  
 
These activities are sufficient to justify the establishment and operation of a cancer registry 
or network of registries in any country. Cancer registration is not an expensive activity, but 
the benefits of national investment in the human and capital resources required can be 
further enhanced by the role that registries play in basic, epidemiological and clinical 
research, through bio-banks, aetiological research, and studies of molecular or genetic 
epidemiology and the quality of life. 
 
Constraints on cancer registration 
About one hundred cancer registries operate in Europe today, playing a key role in public 
health. Yet in several EU Member States, severe constraints on registry operation have 
been imposed by statute law or professional regulations. These constraints were intended to 
improve patient confidentiality, but in each case they failed to take account of the public 
health impact. Such constraints caused the closure of several cancer registries in the former 
West Germany (1991), former East Germany (1991) and Hungary (1992), and very nearly 
did so in the UK (2000). Constraints have also prevented some registries from linking death 
certificates with cancer records. In Estonia, this has created an absurd paradox: cancer 
registration and death registration are both statutory, but cancer survival analysis is illegal. 
 
Statutory support for cancer registration in all Member States would remove legal constraints 
in the wider public health interest. It would facilitate harmonisation of cancer registry 
procedures across Europe. It would also facilitate monitoring the progress of cancer control 
in Europe. 
 

Recommendations 
 
1. Cancer registries should contribute to evaluating the impact of cancer prevention, screening 

and treatment programmes 
2. The EU Directive (1995) on data protection should be updated explicitly to enable 

population-based cancer registration. 
3. The EU should recommend that all Member States make cancer registration a statutory 

requirement, to protect a key public health instrument for the evaluation of cancer control, 
including incidence, screening and survival. 

4. EU-wide standards should be defined for the minimal and optimal sample size and design for 
establishing cancer registration in countries where it is currently absent. 
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3. SCREENING FOR CANCER 
 
Matti Hakama (Tampere, Finlândia) 
Harry De Koning (Erasmus, Holanda) 
 
The ultimate purpose of cancer screening is to reduce cancer mortality, and to reduce the 
incidence of disease that is too advanced for curative treatment, thus improving the quality of 
life. The basic approach is early detection of disease that is not yet clinically detectable. 

Screening has been shown to reduce cancer mortality in regional comparisons for cervical 
cancer (with the cervical smear or Pap test)1, and in randomised controlled trials for breast 
cancer (mammography)2 and colorectal cancer (faecal occult blood or FOB test)3. 
Reductions in mortality of the order of 25% can be envisaged for breast and colorectal 
cancer, and up to 75% for cervical cancer. Up to 50,000 cancer deaths could be prevented 
in the European Union each year by effective screening for these cancers. Routine public 
health implementation of cancer screening is effective, but evaluation is more difficult4.  

This summary focuses on the public health aspect of cancer screening programmes. A mass 
screening programme must be seen as a linked chain of actions, from identification and 
invitation of the target population (especially lower socio-economic groups), to the more 
successful treatment of cancer patients because they are detected at an earlier stage by the 
screening test. The overall effectiveness of a screening programme is determined by the 
weakest link in the chain. Routine evaluation of each step is therefore crucial in order to 
demonstrate effectiveness at the population level. 

Organised screening programmes are likely to be more effective, to provide more equal 
access and to produce less harm and lower costs than spontaneous (opportunistic) 
screening. Mass screening programmes can be more thoroughly evaluated than 
spontaneous programmes and, if ineffective, they can be stopped or changed more easily. 
Thus mass screening for neuroblastoma in Japan was shown to be ineffective5, and it was 
stopped6. Such evaluations have also shown that for cervical cancer, less intensive 
screening for a broader age range is more cost-effective, and causes less harm7. 
 
The decision to start a routine mass screening programme should be based on evidence of 
its predicted health benefits at a population level. Only cervical, breast and colorectal cancer 
screening meet this standard at present. It is crucial to predict the effects, side-effects and 
costs of such a programme in the specific country or setting before screening is 
implemented.  
 
It has been shown that indirect or non-experimental evidence of the efficacy of screening is 
often misleading, due to a wide range of biases. Randomised controlled trials are under way 
in Europe to establish whether screening for prostate cancer8,9 or lung cancer in high-risk 
subjects10 may lead to important health benefits, especially a reduction in mortality. The 
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results of those trials should be awaited before any decision is made to implement screening 
for lung or prostate cancer. 
 
Ideally, an organised screening programme should be prepared in such a way that 
continuous evaluation is possible during the implementation phase, including compliance 
with the invitation, efficiency of referral for further investigation, sensitivity of the programme 
and its effectiveness in reducing cancer mortality. Attention should also be given to informing 
eligible persons invited for screening about both the favourable and unfavourable effects 
anticipated from screening, so that they can make an informed choice. 
 
Recommendations  
 
1. Nation-wide screening programmes should be implemented in timely fashion for breast 

cancer in women aged 50 and over, for cervical cancer in women aged 30 and over, and for 
colorectal cancer in persons aged 50 and over.  

2. Nation-wide screening programmes should not be implemented for other cancers unless and 
until the evidence is strong. 

3. The public health effects of a screening programme, and its costs, should be carefully 
predicted before screening is implemented, and the programme should be continuously 
evaluated after implementation. 

4. Opportunistic screening should be discouraged. 
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National Regional National Regional Natl. Reg. Natl. Reg. Natl. Reg. Notes on screening

AUSTRIA 2 X X P Five regional pilots to be evaluated 2008. Opportunistic screening for all three cancers

BELGIUM X X Opportunistic screening for cervical cancer, colorectal screening pilot under discussion
BULGARIA 2 P X Opportunistic screening for breast and cervical cancer

CYPRUS X Opportunistic screening for cervical cancer. Colorectal screening will start in 2007
CZECH REPUBLIC 3 X X
DENMARK X X X X
ESTONIA X X X X
FINLAND 4 X X X X Colorectal screening (2004-) being extended nationally: currently 170 of 400 municipalities

FRANCE X X X X Opportunistic screening for cervical cancer

GERMANY X
GREECE Opportunistic screening for breast and cervical cancers

HUNGARY X X X X P
IRELAND X X X P
ITALY X X X X P
LATVIA 3 X Opportunistic screening for cervical cancer

LITHUANIA X X X X P Colorectal screening planned from 2008

LUXEMBOURG P X P Opportunistic screeening for cervical cancer

MALTA P X Opportunistic screening for all three cancers

NETHERLANDS X X X X X Colorectal screening pilot in two regions

POLAND X X X X X
PORTUGAL X X X X
ROMANIA 1 Opportunistic screening for all three cancers

SLOVAKIA X P X P
SLOVENIA 1 P X X Opportunistic screening for breast cancer

SPAIN X X X P Opportunistic screening for cervical cancer

SWEDEN P X X X P Colorectal screening under Health Technology Assessment study

UNITED KINGDOM X X X X X Colorectal screening (2006-) currently regional, gradually extending to national coverage

EEA countries

ICELAND 3 X X

NORWAY X X X X

SWITZERLAND X X X Opportunistic screening for cervical and colorectal cancer

1 Slovenia - national plan (1996) being reactivated; Romania - National Programme for Prevention and Control of Non-Communicable Diseases includes cancer control component
2 Cancer registry not included in Cancer Incidence in Five Continents
3 Confirmation being sought within the country
4 Finland devolved cancer control in the 1970s to five regions, each with a comprehensive cancer centre. That arrangement continues today

Table 1 - Cancer control structures in place in EU-27 Member States and EEA countries in 2007

Breast Cervical Colorectal

X - Cancer plan, population-based cancer registration or population-based mass cancer screening programme in place; P - Planning stage (cancer plans or registries); Pilot study (screening programmes).

Population-based
cancer screening programme

Cancer [Control] Plan
Population-based

cancer registration
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