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Gastric cancer in Europe

• Gastric cancer in Europe (2020) 12.8% (136k) of the global cases

• Projection for 2040 – new cases -169 k; deaths – 124k

• Preventable proportion of deaths – 35-40%

• 46.5 k annual cases could be prevented by 2040 in Europe

Data based on Globocan 2020



Prevention strategies

Leja et at. Best Pract Res Clin Gastroenterol. 2014



Screening options to decrease gastric cancer-cause mortality 

Screening

H.pylori

CancerPrecancerous
lesions

‘Screen-and-treat’ strategy

Endoscopy
Endoscopy

Non-invasive



Approaches to precancerous lesion identification

INVASIVE NON-INVASIVE



Ongoing studies in Europe

•GISTAR

•EUROHELICAN

•TOGAS

•EUCanScreen
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Implementation cost of the intervention is expected to be analyzed within other activities of 

EUCanScreen. Nevertheless, EUGastScreen will contribute valuable information to support this 

analysis. 

Coverage/Penetration of gastric cancer prevention efforts are critical, both within the target 

countries and beyond. Guidelines and best practices from other countries are anticipated to have 

a significant impact on this parameter. EUGastScreen is expected to generate valuable insights to 

support decision-making in this area. 

Sustainability of the programs, in particularly in the context of surveillance, is essential to 

maximizing the program’s impact. Efforts to address sustainability will be addressed during 

EUCanScreen and are expected to continue beyond the project’s timeline. 

 

Approaches to gastric cancer screening 

Depending on the chosen approach, screening may target different lesions or risk factors. 

Specifically, screening can focus on detecting cancer itself, identifying precancerous lesions, or 

assessing the primary causative risk factor – H. pylori infection13. The target lesions and 

corresponding screening modalities are illustrated in Figure 2. 

 

Figure 2. Approaches to gastric cancer screening. 

The eradication of H. pylori infection is categorized as primary prevention of gastric cancer, 

whereas screening for cancer or precancerous lesions is considered secondary prevention14.  

EUGastScreen study will focus on the ‘screen-and-treat’ strategy, while elements involving 
invasive (endoscopic) identification and the surveillance of patients with precancerous 
lesions will also be included. 

 

 

The study will examine regions with both high and low prevalence of H. pylori and varying 

incidence of gastric cancer, with a particular focus on high-risk areas. Existing data on the 

prevalence of H. pylori and the incidence of gastric cancer will be thoroughly analysed as part of 

the study. 

 

 

 

2. The principles of study subject selection 

 

The study population will generally be selected from a pre-defined geographical area to ensure 

access to necessary study facilities. These facilities include invitation and test distribution, 

laboratory testing, a study centre for medication distribution, and resources for UBT and 

endoscopic testing. The following regions have been identified as initial study centres: 

 

Original pilot sites 

Estonia – the capital Tallinn and surrounding county Harjumaa 

I taly – Marche Region – Macerata District 

Latvia – TBD, eventually Riga and Jēkabpils region 

Portugal – North of Portugal, Santo Tirso TBC 

 

Additional pilot sites 

Lithuania – Vilnius region (East Lithuania) 

Croatia – 

Spain -  

 

 

National healthcare screening databases should be utilized for selecting study participants. Ideally, 

the same database used for CRC program invitations should be employed. The selection and 

invitation processes must follow the principles of an organized cancer screening program. 

 

The following databases are planned for use in selecting study subject populations in the pilot 

countries: 

 

Original pilot sites 

Estonia – screening target population managed by Cancer Screening Registry 

I taly – screening database held by the Marche Regional Health Services 

Latvia – screening database held by the National Health Services 

Portugal – screening database held by the National Health Services 

 

Additional pilot sites 

Lithuania – screening database held by the National Health Services 
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Incidenza STOMACO: Sintesi dei dati

1995-2002 2011-2018

M F M F

Numero casi 742 493 562 401

% sul totale 8,7 7,48 5,91 5,08

Tasso grezzo 64,13 40,05 45,32 30,42

Tasso standardizzato 67,56 32,96 41,24 21,38

Rischio cumulativo 3,02 1,38 1,9 0,87

Età media 71,1 73,9 72,9 76,3

Età mediana 72 76 75 79
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The rationale

• The European Council has recommended screen and treat strategy for H.pylori for gastric 
cancer prevention

• The preliminary results from ongoing studies in young individuals demonstrate low 
participation among 30-35 years old

• Combining the strategy to colorectal cancer may be a viable option, and could assure 
higher participation

• However, no studies to demonstrate this have been so far run in Europe (the only 
available studies are from Taiwan)



• The study is designed to address the feasibility and acceptability of screen and treat 
strategy for H. pylori to prevent gastric cancer in combination to colorectal cancer 
screening  

Study aim

Activities

• The global experience of the potential of gastric 

cancer screening at the age of >50 years, including 

by H.pylori SAT will be analyzed (Taiwan) 

• Protocol for a study combining fecal test for occult 

blood (FIT) to H.pylori stool antigen test (SAT) will 

be developed

• The initial pilot study will be conducted to address 

the feasibility of this approach in the EU 

• At least 1000 subjects will be invited to participate 

in 4 centers in Europe

• Invitations will be sent to individuals ≥50 years 

• Stool samples will be collected by the participants 

in home conditions and delivered to a centralized 

laboratory. 

• Those testing positive for H.pylori will get invited 

to the study center

• Standardized survey questions will be used to 

collect information on previous medical history and 

lifestyle factors 

• Eradication therapy for H.pylori will be offered

• One month after treatment, the effectiveness will be 

tested by a breath test (UBT), and data on the 

potential adverse events will be surveyed 

• A proportion of non-responders will be surveyed 
using a telephone interview 



T8.4 Preliminary 
flow-chart of the 
study

SAT positive



Country Minimal target Optimal target

Estonia 600 1000

Italy 500 1000

Italy- Emilia Romagna 500 1000

Latvia 1000 3000

Portugal 500 1000

Lithuania 1000 1000

TOTAL:

Samples sizes

The sample sizes are estimated on the number of returned tests made available for the analysis:



WP8 Tasks and MS/D
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COUNTRY MINIMAL 
TARGET

OPTIMAL 
TARGET

Estonia 600 1000

Italy - Marche 500 1000

Italy- Emilia 
Romagna

500 1000

Latvia 1000 3000

Portugal 500 1000

Lithuania 1000 1000

TOTAL: Grazie



Screening Oncologici
Regione Marche

Percorso Screening
Cervice Uterina

Screening 
Mammella

Screening            
Colon-retto

Etá di riferimento 30-64 anni

25-29 anni
(solo per donne non 
vaccinate contro il 
Papilloma Virus)

45-74 anni 50-69 anni

Test di screening HPV-Test
ogni 5 anni

Pap-Test
ogni 3 anni

Mammografia                    
ogni 2 anni

Sangue occulto 
fecale                            

ogni 2 anni



Centri Screening nella Regione Marche

Centro Screening

AST PU

AST AP

AST FM

AST MC

AST AN



Screening Oncologici

Totali screening Invitate 2024 Aderenti 2024

GISMA 161870 65490

GISCI 133725 50890

GISCOR 192717 63318

Totale 488312 179698



Obiettivo Nazionale: Estensione: 100%, Adesione 50%
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Merrni pjesë në screening 
Mbroni shëndetin tuaj

Fais le screening 
Protège ta santé

Do the Screening 
Protect your health

  

Screening është një program shtetëror për 

diagnostikimin e parakohshëm të sëmundjeve 

(tumoreve) për mbrojtjen e shëndetit tuaj.

Le screening est un programme national 

qui prévoit le dépistage précoce des tumeurs 

utile pour ta santé. 

Screening is a national health programme 

used to identify early cancer so that 

early treatment can be offered.

Sométete a una prueba de diagnóstico 

Cuida de tu salud
El screening es un Programa Nacional que ayuda 

a tener acceso a programas de evaluación 

temprana de algunos cánceres. 

Progetto finanziato da

Scarica gratuitamente l’APP 

“Il Servizio Sanitario si prende cura 

di te” da Play Store o App Store.
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Screening OncologiciQuale futuro?

Rafforzamento collaborazione MMG - Sistema Screening Oncologici

MMG
- Selezione dei pazienti (rischio

generico-rischio aumentato)
- Sostenere attivamente la

partecipazione ai programmi
screening oncologici

Segreterie Screening Oncologici
- Concordare con MMG elenco

pazienti invitati
- Ritorno informativo esito

programma screening



Screening Oncologici

Quale futuro?

- Aggiornamento PDTA Screening Oncologici

- Percorsi screening tumori eredo-familiare
- Mammella
- Colon-retto



Progetto 
Comunicazione Social Screening
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Abstract

Colorectal cancer (CRC) is the second most common cause of cancer death in the

United States. Every 3 years, the American Cancer Society provides an update of

CRC statistics based on incidence from population‐based cancer registries and

mortality from the National Center for Health Statistics. In 2023, approximately

153,020 individuals will be diagnosed with CRC and 52,550 will die from the

disease, including 19,550 cases and 3750 deaths in individuals younger than

50 years. The decline in CRC incidence slowed from 3%–4% annually during the

2000s to 1% annually during 2011–2019, driven partly by an increase in in-

dividuals younger than 55 years of 1%–2% annually since the mid‐1990s.

Consequently, the proportion of cases among those younger than 55 years

increased from 11% in 1995 to 20% in 2019. Incidence since circa 2010 increased

in those younger than 65 years for regional‐stage disease by about 2%–3%

annually and for distant‐stage disease by 0.5%–3% annually, reversing the overall

shift to earlier stage diagnosis that occurred during 1995 through 2005. For

example, 60% of all new cases were advanced in 2019 versus 52% in the mid‐

2000s and 57% in 1995, before widespread screening. There is also a shift to

left‐sided tumors, with the proportion of rectal cancer increasing from 27% in

1995 to 31% in 2019. CRC mortality declined by 2% annually from 2011–

2020 overall but increased by 0.5%–3% annually in individuals younger than

50 years and in Native Americans younger than 65 years. In summary, despite

continued overall declines, CRC is rapidly shifting to diagnosis at a younger age, at

a more advanced stage, and in the left colon/rectum. Progress against CRC could

be accelerated by uncovering the etiology of rising incidence in generations born

since 1950 and increasing access to high‐quality screening and treatment among

all populations, especially Native Americans.

K EY W O RD S

colon and rectum neoplasms, early‐onset colorectal cancer, epidemiology, health disparities,
screening and early detection
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Incidenza COLON-RETTO: Sintesi dei dati

2010-2019

M F

Numero casi 8000 6387

% sul totale 13,92 13,15

Tasso grezzo 107,17 80,38

Tasso standardizzato 98,92 61,38

Rischio cumulativo 4,85 3,1

Età media 71,5 73,2

Età mediana 73 75

Tumore del Colon-retto



Quale futuro?

Allargamento fasce d’età

Screening tumore del colon-retto (50-69aa)Survey GISCOR

Molte Regioni
50-74 anni

DGR 4 del 13/01/2025
Estensione
Screening CCR
50-74 anni

45-74 anni (2026)



COUNTRY MINIMAL 
TARGET

OPTIMAL 
TARGET

Estonia 600 1000

Italy - Marche 500 1000

Italy- Emilia 
Romagna

500 1000

Latvia 1000 3000

Portugal 500 1000

Lithuania 1000 1000

TOTAL: Grazie



Gastric cancer

Screening for Helicobacter pylori should be considered in those 
countries or regions inside countries with high gastric cancer 
incidence and death rates, according to thresholds to be defined in 
European guidelines with quality assurance. 

Screening should also address strategies for identification and 
surveillance of patients with precancerous stomach lesions unrelated 
to Helicobacter pylori infections. Considering the evidence for 
screening and the need for a stepwise approach, countries should 
begin to test the feasibility of this programme, including by using 
implementation studies.
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