
Abstract. – State of the Art: Europe com-
prises only one eighth of the total world popula-
tion but has around one quarter of the global to-
tal of cancer cases – some 3.2 million new pa-
tients per year. While the disproportionate cancer
burden is readily apparent, the disease patterns
in Europe cannot simply be generalized – overall
cancer incidence and mortality rates vary at least
two-fold between European countries and the dif-
ferences are often far greater for specific can-
cers. With 1.7 million deaths each year, cancer
currently represents the second most important
cause of death in Europe. The range of survival
rates is similarly wide. For individual cancers, the
variation across Europe is even greater. This re-
flects a wide range of social and epidemiological
factors in different countries: cancer prevention
programmes; screening programmes; cancer
control plans; individual lifestyles and occupa-
tional exposures; the existence and accessibility
of health-care facilities and technological infra-
structure; and the availability of human, financial
and material resources for health and economic
development. Europe has some of the richest
countries in the world, but also some of the poor-
est. In 2002, 168 million people were living below
the poverty line, about 46% of the European pop-
ulation.

The time trends in cancer risk also vary be-
tween European countries and some cancers
show different trends between men and women,
or young and old, or poor and rich. The public
health profile of cancer in Europe is complex.
Trends in the incidence and mortality rates are al-
so influenced by successes in health promotion
(e.g. tobacco control), efficient screening (e.g.
breast, bowel, cervix) and better treatment. These
have been reflected in lower incidence, reduced
mortality, higher survival, improved life expectan-
cy and a better quality of life for cancer survivors.

Conclusions: Cancer of the gastrointestinal
(GI) tract is the most common cancer in Europe.
More than half of GI cancer cases arise from the
colon. They can remain asymptomatic until late
in the natural history of the disease, and as this
is the stage at which they can be cured, screen-
ing has been advocated for well members of the
population and surveillance for those with con-
ditions predisposing to cancer.
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Gastrointestinal Cancer in
Western World

Cancers of the gastrointestinal (GI) tract are
the most common cancers in Europe and the US.
Over half arise from the colon, with oesopha-
gogastric and pancreatic cancers the next most
common. Overall, colorectal is one of the most
common cancers, exceeding lung or breast can-
cers in Europe, and falling behind lung, breast,
and prostate cancers in the US. In the Western
world, 25% of mortality is attributable to cancer,
and half of this is due to colorectal cancer.

The last three decades have seen significant
changes in the demographics of upper GI cancer.
The incidence of oesophageal squamous cell car-
cinoma (usually affecting the middle third) and
distal gastric carcinoma has been declining,
while adenocarcinoma of the oesophagus (usual-
ly affecting the lower third) and proximal stom-
ach has been rising, particularly in males. Obesi-
ty and chronic gastro-oesophageal reflux have
been implicated in this rise. Metaplasia to spe-
cialised intestinal epithelium secondary to a mal-
adaptive response to acid-related mucosal injury
in the lower part of the oesophagus (Barrett’s oe-
sophagus) is a recognised risk factor1,2.

The incidence of colorectal cancer remains
high in the Western world. Both genetic suscepti-
bility and environmental factors are important in
the development of the condition, although ap-
proximately two-thirds of the incidence is due to
a diet high in animal fat and red meat combined
with low fibre (fruit and vegetables) intake.
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Lung cancer is the most common cancer worldwide,
accounting for 1.2 million new cases annually, followed by:

• Breast, over 1 million cases
• Colorectal, 940,000
• Stomach, 870,000
• Liver, 560,000
• Cervical, 470,000
• Esophageal, 410,000
• Head and neck, 390,000
• Bladder, 330,000
• Malignant non-Hodgkin lymphomas, 290,000
• Leukemia, 250,000
• Prostate and testicular, 250,000
• Pancreatic, 216,000
• Ovarian, 190,000
• Kidney, 190,000
• Endometrial, 188,000
• Nervous system, 175,000
• Melanoma, 133,000
• Thyroid, 123,000
• Pharynx, 65,000
• Hodgkin disease, 62,000 cases

Table I. Cancer by the numbers. (Global Burden, IARC
WHO) – Liver and GI: 2,800,000.
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Unfortunately, both upper and lower GI cancer
remain relatively asymptomatic until late in the
natural history of the disease. Upper GI cancer
symptoms are often non-specific and by the time
that ‘alarm symptoms’ such as dysphagia, ab-
dominal pain, vomiting, weight loss, or anaemia
are present, cancer is often at an advanced stage
and the prognosis is poor. In particular, colorectal
cancer can be completely asymptomatic during
the stage of malignant transformation of pre-ex-
isting adenomatous polyps to cancer, and it is at
that point of the disease that the cancer can be
cured. The natural history of colorectal cancer
justifies screening the general population or at
least certain high-risk groups, aiming at early di-
agnosis when complete cure is possible. It is also
increasingly accepted that pre-malignant condi-
tions, such as Barrett’s oesophagus, gastric atro-
phy, inflammatory bowel disease, or adenoma-
tous colonic polyps, justify surveillance for pro-
gression to cancer3-5.

Global burden of cancer (International Agency
for Research on Cancer World Health Organiza-
tion – IARC WHO) (Table I): lung (1.4 million
deaths/year), stomach (866,000 deaths), liver
(653,000 deaths), colon (677,000 deaths), breast
(548,000 deaths). About 72% of all cancer deaths
in 2007 occurred in low- and middle-income

countries. Deaths from cancer worldwide are
projected to continue rising, with an estimated 12
million deaths in 20305,6. 

The most frequent types of cancer worldwide
(in order of the number of global deaths) are:
among men – lung, stomach, liver, colorectal, oe-
sophagus and prostate, and among women –
breast, lung, stomach, colorectal and cervical.

Gastrointestinal Cancer in Europe

In the European Union (EU) in 2000 it is esti-
mated that there were 1,892,000 incident cases of
all forms of cancer: this burden was shared al-
most equally by each gender although there was
a slight excess in men (1,014,000 cases) than in
women (878,000). In 2000, it is estimated that
there were 1,156,000 deaths where cancer was
the underlying cause in the EU. Of these 651,000
were of men and 504.000 women7,8.

Burden of cancer in Europe is a important, and
a sharp increase of 50% in the incidence of can-
cer has been predicted by 2020. The commonest
form of cancer diagnosed in the EU in 2000 was
colorectal cancer, with an estimated total of
258,038 new cases (123,000 in men while
135.000 in women). There was a total of 138,000
deaths caused by colorectal cancer (70,000 in
men and 68,000 in women). Colorectal cancer
was estimated to be the most common cancer in
11 of the 38 countries of Europe in 2002 includ-
ing the Czech Republic, Slovakia, Ireland, Nor-
way, Italy and Germany. It was the most common
cause of death from cancer in Portugal. Colorec-
tal cancer incidence and mortality rates are high-
est among men in the Czech Republic, Hungary
and Slovakia. Among females, incidence rates
are also high in Norway, Germany and Denmark
. Migrants from low- to high-risk countries ac-
quire the higher cancer incidence of the host
country within a single generation. This suggests
a major influence of lifestyle factors (such as di-
et) in the causation of colorectal cancer, includ-
ing during adult life. There are consistent associ-
ations between an increased risk of colorectal
cancer and a high intake of red and processed
meat; a high body mass index (BMI) and obesity;
and a sedentary lifestyle. Similarly, the protective
effects of high levels of vegetable consumption
are observed consistently8. 

Colorectal cancer ranked second with 140,000
deaths from cancer, 12% of total cancer mortality
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ther third of cancers may be curable using cur-
rent treatments and technologies (cancer control,
an integrated approach).

WHO and partners collaborate on international
cancer prevention and control to:

• Increase political commitment for cancer pre-
vention and control;

• Generate new knowledge, and disseminate ex-
isting knowledge to facilitate the delivery of
evidence-based approaches to cancer control;

• Develop standards and tools to guide the
planning and implementation of interventions
for prevention, early detection, treatment and
care.

In the integrated approach of cancer control
we should consider the key risk factors for can-
cer: tobacco use, being overweight or obese, low
fruit and vegetable intake, physical inactivity, al-
cohol use, sexually transmitted infections, such
as human immunodeficiency virus (HIV) and hu-
man papilloma virus (HPV), urban air pollution,
indoor smoke from household use of solid fuels,
and to develop the prevention strategies: increase
avoidance of the risk factors, to vaccinate against
HPV and hepatitis. B virus, to control occupa-
tional hazards, to reduce exposure to sunlight.

It is clear that: primary prevention, secondary
prevention (screening), and improvements in
cancer treatment and care have all played impor-
tant roles. Advances in reasearch are crucial – to
find new solutions to all aspects.

A survey by the European Society of Clinical
Oncology, designed to assess the status of med-
ical oncology in Europe (MOSES, Medical On-
cology Status in Europe Survey, has found sig-
nificant discrepancies in the provision of cancer
care throughout Europe, including access to
surgery, radiotherapy and cancer drugs. Changes
in the management of cancer are very important
– colorectal cancer is a good example: early di-
agnosis is the key to good prognosis (Mass
screening), total mesorectal excision as a new
surgical aproach (W Heald 1986), effective adju-
vant hemotherapy and of course development of
multidisciplinary consulting meetings. In the
same time, there are some other aspects of the
changes in the management of colorectal cancer:
lower resection rate was observed in elderly pa-
tients than in younger, 20-25% of elderly patients
received adjuvant hemotherapy with III stage,
and multidisciplinary meetings were held for on-
ly 1/3 of patients5,6,8. 

(after lung cancer) – followed by breast and
prostate, stomach cancer 3,5%, pancreatic cancer
13th for incidence, but ,one of the leading couse
of cancer death, ranking fifth. 

New cases of colorectal cancer were reported
in EU in 140,000 women and 170,000 men Col-
orectal cancer deaths were registered for 68,000
women and 78,000 men. One out of two (47%)
new cases and one out of three (32%) cancer
deaths in women in the EU. In men, colorectal
cancer currently accounts for one out of eight
(13%) new cases and one out of nine (11%) can-
cer deaths8.

Public Health in Europe

Colorectal cancer screening in the EU: ap-
proximately 136 million women and men in the
EU in 2007 were in the target age group; 43% in
this age group in the EU were targeted for col-
orectal cancer screening by the 12 Member
States which have adopted policies; 34% in this
age group in the EU were targeted for colorectal
cancer screening by the five Member States
rolling out population-based programmes nation-
wide in 2007. Colorectal cancer screening should
be transformed of the programmes to the popula-
tion-based approach with quality assurance at all
appropriate levels, with the potential to substan-
tially improve the accessibility, effectiveness and
the cost-effectiveness of the respective services.
Fecal occult blood test (FOBT) screening has
been shown to reduce colorectal cancer mortality
by 16%, and when adjusted for failure to attend
screening, by 23%.

WHO global response consist in 2007, organi-
zation-wide Action Plan Against Cancer with
goals to: prevent what is preventable, cure what
is curable, provide palliative care for all cancer
patients, manage and monitor results. WHO re-
sponse (national level program) should be peo-
ple-centered, to promote equity (focus on mar-
ginalized people), to secure ownership (involve
stakeholders), to include partnerships and multi-
sectoral approaches (which involve both the pub-
lic and private sectors), to be sustainable (be-
come self-reliant in the long-term), integrated
with related public health efforts, to take a step-
by-step approach, based on set priorities and to
follow evidence-based practices. It has been esti-
mated that a quarter of cancers could be prevent-
ed by applying existing knowledge, while a fur-
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We should provide the integrated approach in
the cancer control: the focus on cancer patient,
with implications for health policy, to involve fi-
nancing agencies and reimbursement mecha-
nisms, to insist on the research and introduce-
ment of technological and therapeutic advances.

Measures at the European level: coherent Eu-
rope-wide measures to complement national
policies for controlling the effects of unhealthy
lifestyles, extended research programmes, to re-
duce inequalities in incidence and survival across
Europe, to accept optimal policies for evidence-
based new health technology, to develop Euro-
pean reference centers to improve treatment of
rare tumors, to develop common strategies for as-
sessment of the quality of cancer management
programmes.

Measures at the national level: integrating can-
cer prevention into all prevention programmes,
provide lifestyle interventions, to implement the
European Code Against Cancer, national cancer
registries, screening programmes, national cancer
plans.
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