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Key Question: What is the scientific basis of extending screening 
programmes to other cancers, e.g., lung, prostate and oesophago-
gastric cancers, and ensuring their feasibility throughout the EU?

These cancers were selected based on disease burden measured by:
 - overall mortality 
 - disability-adjusted life-years
 - screening test performance evaluated in large-scale trials. 

Consideration of other cancer types where more targeted screening of 
high-risk individuals may be beneficial, such as liver or pancreatic 
cancer, is not considered here but general findings may be relevant. 

3 rapid reviews conducted by methodology and subject experts at 
Cardiff University and University of Cambridge



Lung cancer

• High disease burden accounting for 20% cancer deaths in EU

• Two large-scale RCTs show low dose CT scanning (LDCT) reduce cancer 
mortality for smokers and ex-smokers aged 50 to 80 years

• Burden and possible harms of low dose scanning are limited

• Two systematic reviews (12 studies) suggest cost-effective strategies

• US Preventative Service Task Force are recommending LDCT for >50 years at 
least 20 pack-years and ex-smokers <15 years

• Pilots in UK and some EU countries suggest broad acceptance and provide an 
opportunity for effective smoking cessation advice

Should we extend screening programmes?
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The experts therefore find a strong scientific basis for extending cancer screening programmes 
in EU to lung cancer screening based on effectiveness and burden

NELSON



Considering the preliminary evidence for screening with use of low-dose
computed tomography, and the need for a stepwise approach, countries
should explore the feasibility and effectiveness of this programme, for
instance by using implementation studies. 

The programme should integrate primary and secondary prevention 
approaches, starting with high risk individuals. Special attention should be
given to the identification and targeting of high risk profiles, starting with
heavy smokers and ex-smokers who used to smoke heavily, and Member 
States should further research how to reach and invite the target group, as 
there is no systematic data (documentation) on smoking behaviour.



Prostate cancer

• Prostate cancer is the most commonly diagnosed cancer and the leading cause of 
cancer death in non-smoking European men

• Large European powered RCT and meta-analysis shows screening via low threshold 
prostate specific antigen (PSA) reduces prostate cancer mortality in men aged 55-69

• Burden and possible harms of testing for individuals can be substantial, but 
additional tests such as MRI (reflex testing), and existing guidelines on Active 
Surveillance are likely to reduce harms or overdiagnosis 

• Securing enough MRI scanning resource and quality may be challenging in some EU 
member states. Bi-parametric MRI maybe more feasible and cost-effective

• Opportunistic PSA testing outside of organized screening can lead to harms

Should we extend screening programmes?
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The experts find the scientific basis for organised prostate cancer screening quite strong provided that the 
age criteria are appropriate. The high levels of opportunistic PSA testing at older ages can lead to 
overdiagnosis and harm. Likely that MRI (and active surveillance) will become part of prostate screening 
protocols to further improve net-benefit for individuals. 
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Considering the preliminary evidence and the significant amount of 
ongoing opportunistic screening, countries should consider a 
stepwise approach, including piloting and further research, to
evaluate the feasibility and effectiveness of the implementation of 
organised programmes aimed at ensuring appropriate management 
and quality on the basis of prostate-specific antigen (PSA) testing for
men, in combination with additional magnetic resonance imaging 
(MRI) scanning as a follow- up test. 



Ovarian cancer

• Large RCT and 1 systematic review on screening for ovarian cancer 
using serial CA125 with transvaginal ultrasound or ultrasound alone 
did not find a beneficial effect

• Neither the experts nor the literature found scientific grounds to 
recommend ovarian cancer screening for EU Member States at the 
current time

Should we extend screening programmes?

Further research is needed to identify improved technological approaches for this lethal 
cancer 



Gastric cancer
• Gastric cancer rates are falling with improvements in living conditions and 

reduction in H. pylori infection rates
• Insufficient evidence to recommend endoscopic screening of the gastric mucosa 

across all EU member states
• The screen and treat strategy for reducing H. pylori infection provides good 

opportunity to prevent gastric cancer in EU member countries with intermediate 
to high gastric cancer incidence

• Screen-and-treat strategies for Helicobacter pylori, including implementation
studies, should be considered in those countries or regions inside countries with
high gastric cancer incidence and death rates. Screening should also address
strategies for identification and surveillance of patients with precancerous
stomach lesions unrelated to Helicobacter pylori infections. 

Should we extend screening programmes?



The expert group finds that an upper age limit on cancer screening at 
population level can address the issue that the number of cancers that will 
be found with no or marginal net-benefit for the individual will increase with 
age. 

Further research is needed to determine the age at which cancer screening 
should stop, and whether this should be the same for all individuals and 
cancer types. 

Research is also needed to determine whether there is a minimum level of 
individual risk for a given type of cancer that is required to take part in a 
screening programme in the first place, and how this should be measured 
and implemented in practice.



Key Question: How can cancer screening programmes targeting breast, 
cervical and colorectal cancers, be improved throughout the EU?

Workshop 2

Despite the EU-wide commitment to cancer screening, significant inequalities 
in access to the current types of screening still exist between individual 
member states, as well unequal coverage within countries.



Key Question: Which are the main scientific elements to consider, and 
best practices to promote, for optimizing risk-based cancer screening 
and early diagnosis throughout the EU?

Workshop 3

Figure taken from Pashayan et al., 2020



USPSTF recommendations LC 2021



Population Recommendation Grade

Men aged 55 to 69 years For men aged 55 to 69 years, the decision to undergo
periodic prostate-specific antigen (PSA)-based screening 
for prostate cancer should be an individual one. Before
deciding whether to be screened, men should have an
opportunity to discuss the potential benefits and harms of 
screening with their clinician and to incorporate their
values and preferences in the decision. Screening offers a 
small potential benefit of reducing the chance of death
from prostate cancer in some men. However, many men 
will experience potential harms of screening, including
false-positive results that require additional testing and
possible prostate biopsy; overdiagnosis and
overtreatment; and treatment complications, such as 
incontinence and erectile dysfunction. In determining
whether this service is appropriate in individual cases, 
patients and clinicians should consider the balance of 
benefits and harms on the basis of family history, 
race/ethnicity, comorbid medical conditions, patient
values about the benefits and harms of screening and
treatment-specific outcomes, and other health needs. 
Clinicians should not screen men who do not express a 
preference for screening.

C

Men 70 years and older The USPSTF recommends against PSA-based screening 
for prostate cancer in men 70 years and older. D

Recommendation Summary PC screening 2018

https://www.uspreventiveservicestaskforce.org/uspstf/grade-definitions


AUSTRALIAN NATIONAL LUNG 
CANCER SCREENING PROGRAM

Description of Medical Service
Lung cancer is the leading cause of death from cancer
for both men and women in Australia. The aim of the
National Lung Cancer Screening Program (NLCSP) is to
support the earlier detection of lung cancer through the
use of low dose computed tomography (LDCT) in high 
risk individuals (smokers and ex-smokers). A risk 
prediction tool will be applied to those entering the
Program to assess their suitability for screening. If a 
person’s risk assessment meets a threshold level, they
will be offered LDCT screening. Screening will be every
two years while they participate in the program, or until
a lesion requiring management is identified.



From: MSAC public summary document July 2022
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Estimates of effect for NL (17 million)

Colorectal
FIT 

LUNG
CT

Breast
mmg

Prostate
PSA

Cervical
HPV

Deaths target 
group without 

screening

6,200 10,000 2,100 2,750 450

Cancer mort 
reduction

30% 35% 40% 27.5% 50%

Number
deaths

prevented
2,250 1,600-2,600 1,000 650 250

Life-years
gained/death

prevented

11 11 16 10 22

Screens NL* 1.6 million 300,000 1.1 million 215,000 450,000

Cost 20 million 60 million 68 million 7 million 29 million

Ages 55-75 55-80 50-75 55-64 30-60

Interval 2 1 2 3 5-10
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