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Doporuéeni Rady Evropské unie ﬂ”am@.cz

L 327/34 Official Journal of the European Union 16.12.2003

COUNCIL RECOMMENDATION
of 2 December 2003
On cancer screening

(2003/878/EC)

THE COUNCIL OF THE EUROPEAN UNION

HEREBY RECOMMENDS THAT MEMBER STATES

offer evidence-based cancer screening through a systematic
population-based approach with quality assurance at all appropriate
levels. The tests which should be considered in this context are listed

in the Anney” i

SCREENING TESTS WHICH FULFIL THE REQUIREMENTS OF THE RECOMMENDATION (*):
— pap smear screening for cervical cancer precursors starting not before the age of 20 and not later than the age of

3
— mammaography screening for breast cancer in women aged 50 to 69 in accordance with European guidelines on
guality assurancs in mommosolb

ook
— faecal occult blood screening for colorectal cancer in men and women aged 50 to 74.
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Védecké poznatky o u€¢innosti mamografického screeningu ﬂ”am@cz

randomizované studie

RR (95% Cl) Weight (%)
New York (1963) —_—— 0-83(0:70-1.00)  16.9%
Malmo | (1976) @ 0-81 (0-61-1-07) 9.5%
Kopparberg (1977) o 058 (0-45-0-76)  10-7%
Ostergotland (1978) - 076 (0-61-0:95)  13-0%
Canada [ (1980) ml 097 (074-127)  10-2%
Canada Il (1980) ; - 1.02 (0-78-1-33) 10-2%
Stockholm (1981) - 073(050-1.06)  6.0%
Goteborg (1982) : 075 (0:58-0.98)  107%
UK Age Trial (1991) Lo 0-83(0-66-1.04)  12:8%
Overall (I’=31-7%, p=0-164) @ 0-80 (0-73-0-89)
0!5 0'8 1 1-'25 1!5
RR (95% Cl)

Figure 1: Meta-analysis of breast cancer mortality after 13 years of follow-up in breast cancer screening trials
Adapted from the Cochrane Review.® RR=relative risk. Malmé Il is excluded because follow-up of about 13 years
was not available; the Swedish Two County (Kopparberg and Ostergstland) and Canada | and |l trials are split into
their component parts; the Edinburgh trial is excluded because of severe imbalances between randemised groups.
Weights are from random-effects analysis.

INDEPENDENT UK PANEL ON BREAST CANCER
SCREENING, et al. The benefits and harms of breast
cancer screening: an independent review. The Lancet,
2012, 380.9855: 1778-1786.
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Zaveéry britského nezavislého panelu ﬂ”am@.cz

The Panel concludes that the UK breast screening programmes confer
significant benefit and should continue. For each woman, the choice is
clear. On the positive side, screening confers a reduction in the risk of
mortality from breast cancer because of early detection and treatment. On
the negative side, is the knowledge that she has perhaps a 1% chance of
having a cancer diagnosed and treated that would never have caused
problems if she had not been screened.

I Review

@ The benefits and harms of breast cancer screening:
an independent review

Irdepericlent LK Parel o Brecst Cancer Sireening*

INDEPENDENT UK PANEL ON BREAST CANCER SCREENING, et al. The
benefits and harms of breast cancer screening: an independent review. The
Lancet, 2012, 380.9855: 1778-1786.
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Védecké poznatky o u€innosti mamografického screeningu

observacni studie

(a) study
Hakama, (1997
Qlsen, (2005)=
Sarkeala, (2008)*®
Paci, (2002)%=
Kalager, (2010
Ascunce, (20077
SOSSEG, (2006)%

Summary (random)

(b) study
Hakama, (1997
Olsen, (2005
Sarkeala, (2008)*
Paci, (2002
Kalager, (2010)”
Ascunce, (2007)
SOSSEG, (2006)*

Summary (random)
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Incidence-based mortality studies excluding overlopping

data: (a) estimates for breast cancer morfality reduction in women
invited versus not invited; (b) estimates for breast cancer mertality
reduction in women screened versus not screened. |TT = intenfion fo
treat; PP = per protocol

BROEDERS, Mireille, et al. The impact of

mammographic screening on breast cancer mortality in

Europe: a review of observational studies. Journal of
medical screening, 2012, 19.1_suppl: 14-25.
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Figure 2 Case<ontrol siudies excluding overlapping data: (a)

crude odds ratios for breast cancer mortali

reduction in women

screened versus not screened; [b) crude odds ratios for breast
cancer mortality reduction, corrected for self-selection, in women
screened versus not screened; (c) crude odds ratios for breast
cancer mortality reduction franslated to intention to treat estimates
for women invited versus not invited
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Zavéry skupiny EUROSCREEN Nemo.c-

* For every 1000 women screened biennially from age 50-51 until age 68—69
and followed up to age 79, an estimated seven to nine lives are saved, four
cases are over-diagnosed, 170 women have at least one recall followed by
non-invasive assessment with a negative result and 30 women have at least
one recall followed by invasive procedures yielding a negative result.

 The chance of saving a woman'’s life by population-based
mammographic screening of appropriate quality is greater than that of
over-diagnosis. Service screening in Europe achieves a mortality benefit
at least as great as the randomized controlled trials. These outcomes
should be communicated to women offered service screening in Europe.

Summary of the evidence of breast cancer service
screening outcomes in Europe and first estimate
of the benefit and harm balance sheet

EUROSCREEN Working Group

I Med Sereen 2012,19 Suppl1:5-13
DOl 10,1 258/ s, 202,01 2077

PACI, Eugenio. Summary of the evidence of breast cancer service screening
outcomes in Europe and first estimate of the benefit and harm balance
sheet. Journal of medical screening, 2012, 19.1_suppl: 5-13.
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Inspirace pro novinare... (Cervnové Cislo JMS) }Wam@.cz

Crigin

A chhal JOHNS, L. E., A. J. SWERDLOW AND

w5k Journal o edic S. M. MOSS Effect of population
2L Screenlng breast_screening on breast cancer

-------- mortality to 2005 in England and

Wales: A nested case-control study
within a cohort of one million women.
b : Journal of Medical Screening, 2018,
**** 25(2), 76-81.
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‘‘‘‘‘‘‘ . I'TS was associated with a 21% breast cancer mortality
KAKKA reduction (OR = 0.79, 95% confidence interval [CI]:

__________

2Ly 0.71-0.88, P<0.001). Attendance =5 years before
ey, diagnosis was associated with a 47% reduction in

&&&&&&&

breast cancer mortality after self-selection correction
(OR =0.53, 95% CI: 0.46-0.62, < 0.001). Breast
cancer mortality reduction associated with ITS was
21% in both the case-control and cohort analyses, but
the impact of attendance was marginally greater in the
case-control analysis (36% vs. 32%).
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Védecké poznatky o u€¢innosti mamografického screeningu ﬂ”am@cz

vyjadreni panelu expertti IARC

LAUBY-SECRETAN, Béatrice, et al.
Breast-cancer screening—viewpoint
of the IARC Working Group. New
SPECIAL REPORT England Journal of Medicine, 2015,
372.24: 2353-2358.

The NEW ENGLAND JOURNAL of MEDICINE

Breast-Cancer Screening — Viewpoint of the IARC
Working Group

Béatrice Lauby-Secretan, Ph.D., Chiara Scoccianti, Ph.D., Dana Loomis, Ph.D.,
Larnia Benbrahim-Tallaa, Ph.D., Véronique Bouvard, Ph.D., Franca Bianchini, Ph.D.,
and Kurt Straif, M.P.H., M.D., Ph.D., for the International Agency
for Research on Cancer Handbook Working Group

Table 1. Evaluation of Evidence Regarding the Beneficial and Adverse Effects of Different Methods of Screening for Breast Cancer
in the General Population and in High-Risk Women.*

Method Strength of Evidence

Mammography

Reduces breast-cancer mortality in women 50-69 yr of age Sufficient

Reduces breast-cancer mortality in women 70-74 yr of age: Sufficient

Reduces breast-cancer mortality in women 40—44 yr of agef Limited

Reduces breast-cancer mortality in women 45-49 yr of agef Limited]

Detects breast cancers that would never have been diagnosed or never have caused harm if women had not Sufficient
been sereened (overdiagnosis)

Reduces breast-cancer mortality in women 50-74 yr of age to an extent that its benefits substantially outweigh Sufficient
the risk of radiation-induced cancer from mammography

Produces short-term negative psychological consequences when the result is false positive Sufficient

Has a net benefit for women 50-69 yr of age who are invited to attend organized mammaographic screening programs Sufficient

Can be cost-effective among women 50-69 yr of age in countries with a high incidence of breast cancer Sufficient

Can be cost-effective in low- and middle-income countries Limited

£ = o . . o
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Americka doporuéeni ﬂ”am@az

Population Recommendation Grade
(What's (f\

This?)
e e e U.S. Preventive Services
74 years mammeoagraphy for women aged 50 to 74 years. B TAS K FORCE
Women aged 40 to The decision to start screening mammography in @ .
49 jort 50 hould b "
eeE mgzcizz;r?r:e?v?/g;enﬁ::)sp?ag:a higha:r value on B re aSt C a n ce r - S c ree n I n g

the potential benefit than the potential harms may .

choose to begin biennial screening between the Release Date: Janu ary 2016
ages of 40 and 49 years.

+ Forwomen who are at average risk for breast
cancer, most of the benefit of mammography results
from biennial screening during ages 50 to 74 years.
Of all of the age groups, women aged 60 to 69
years are most likely to avoid breast cancer death
through mammography screening. While screening
mammography in women aged 40 to 49 years may
reduce the risk for breast cancer death, the number
of deaths averted is smaller than that in older
women and the number of false-positive results
and unnecessary biopsies is larger. The balance of
benefits and harms is likely to improve as women
move from their early to late 40s.

« |n addition to false-positive results and
unnecessary biopsies, all women undergoing
regular screening mammography are at risk for the
diagnosis and treatment of noninvasive and
invasive breast cancer that would otherwise not
have become a threat to their health, or even
apparent, during their lifetime (known as
“overdiagnosis®). Beginning mammography
screening at a younger age and screening more
frequently may increase the risk for overdiagnosis
and subsequent overtreatment.

« Women with a parent, sibling, or child with breast
cancer are at higher risk for breast cancer and thus
may benefit more than average-risk women from
beginning screening in their 40s.

Go to the Clinical Considerations section for
information on implementation ofthe C
recommendation.
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Incidence C50 v mezinarodnim srovnani ﬂ%am@.cz
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Zdroj: Ferlay J, Ervik M, Lam F, Colombet M, Mery L, Pifieros M, Znaor A, Soerjomataram |, Bray F (2018). Global Cancer Observatory: Cancer Today. Lyon, France: International Agency for Research on Cancer.

Available from: https://gco.iarc.fr/today, accessed on 4 October 2018.
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Mortalita C50 v mezinarodnim srovnani mama;cz

SVET EVROPA

0 5 10 15 20 25 30 35 40 ASR (W) 0 5 10 15 2 2 ASR (W)

Cerna Hora
Srbsko
Moldavsko
Chorvatsko
Madarsko
LotySsko
Irsko

® Ceska republika (CR) Makodonio

= evropské zemé Ukl;{rf;
= ostatni zemé svéta Nizozemsko M (Ceska republika (CR)
Slovensko

133.-135. misto ve Bulharsko m evropské zemé

Belgie = ostatni zemé svéta
Litva

Lucembursko 4
e 34.-35. misto v
Némecko e
Francie EVI'O e
Rusko
Dansko
Bosna a Hercegovina
Rumunsko
Velka Britanie
Rakousko
Estonsko

- . ltalie
N Recko

Slovinsko

Bélorusko

Malta

Svycarsko

Ceska republika

Svédsko

Finsko

Portugalsko

Albanie <1

Norsko NA
Spanélsko

)

-
- 1
1
=
™

ASR (W): vékové standardizovana incidence na svétovy standard
Zdroj: Ferlay J, Ervik M, Lam F, Colombet M, Mery L, Pifieros M, Znaor A, Soerjomataram |, Bray F (2018). Global Cancer Observatory: Cancer Today. Lyon, France: International Agency for Research on Cancer.
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European Cancer Information System }Wamo/.cz

Pétileté relativni preziti pacientek se ZN prsu

Age-standardised 5-year relative survival by country -
Female, Breast, 15+ years, 2000-2007 b E 0
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From https://ecis.jrc.ec.europa.eu, accessed on 15/11/2018
© European Union, 2018
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European Cancer Information System }Wam@cz

Umrtnost na ZN prsu, trendy dle vybranych registrd

Mortality trends by period A
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Source: ECIS - European Cancer Information System
From https://ecis.jrc.ec.europa.eu, accessed on 15/11/2018
© European Union, 2018
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State of Health in the EU



State of Health in the EU: investice do prevence ﬂ”am«wz

HEALTH AT COUNTRY

A GLANCE: HEALTH
EUROPE PROFILES

COMPANION VOLUNTARY
REPORT EXCHANGES

HEALTH PROMOTION AND DISEASE PREVENTION PAVE THE
WAY FOR A MORE EFFECTIVE AND EFFICIENT HEALTH SYSTEM

Yet only around 3%
of health budgets

are spent on
PREVENTION

Non-communicable
diseases account
for up to 80% of
HEALTHCARE COSTS

Zdroj: State of Health in the EU: Companion Report 2017
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State of Health in the EU: stredni délka zivota

P .

P N
HEALTH AT
A GLANCE: .
EUROPE Obrazek 1. Stfedni délka Zivota se zlepSila a je tésné pod primérem EU
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State of Health in the EU: umrtnost na karcinom prsu }Wam@cyz

Obrazek 3. Umrtnost na diabetes, Alzheimerovu chorobu a jiné demence se zvysuje

Pofadi v roce 2000 Pofadi v roce 2014 % viech amrti v roce 2014
1 @ ®— 1 - ischemicka choroba srdetni 2
2 @ ®— 2 - Céwni mozkova piihoda
5 3 =® Jiné srdetni choraby
4 =8 Rakovina plic
5 =# Rakovina tlustého streva a konetniku
6 =® Diabetes
~—@— 7 -+ Onemocréni dolnich cest dychacich
B =® Alzheimerova choroba a jiné demence
9= 7apal plic
10 —» Rakovina slinivky briéni

11 ==  Onemocnéni jater
12 == Rakovina prsu
25 —s Pady

233 FFFFELEFEREE

Zdroj: Databaze Eurostatu.

Zdroj: State Of Health in the EU: Zdravotni profil zemé 2017 — Ceska republika
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Health at a Glance 2017: pokryti screeningem
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6.33. Mammography screening in women aged 50-69 within the past 2 years, 2005 and 2015 (or nearest years)
O 2005 ® 2015
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1. Programme.
2. Survey.

3. Three-year average.

Source: OECD Health Statistics 2017 and EHIS Eurostat database.
Statlink = http://dx.doi.org/10.1787/888933603963

Zdroj: OECD (2017), Health at a Glance 2017: OECD Indicators, OECD Publishing, Paris.
http://dx.doi.org/10.1787/health_glance-2017-en
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Health at a Glance 2017: pétileté preziti M ome.c-

Health at a Glance 2017

”MM CONCORD

Global surveillance ﬁ ﬂS

of cancer survival

6.34. Breast cancer five-year net survival, 2000-2004 and 2010-2014

[ Confidence Interval 2010-14 O 2000-04 ® 2010-14
Age-standardised net survival (%)
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Note: 95% confidence intervals have been calculated for all countries, represented by grey areas. Expected updates in the data may reduce the survival
estimate for Costa Rica.
1. Data with 100% coverage of the national population.
Source: CONCORD programme, London School of Hygiene and Tropical Medicine.
StatLink @iz http://dx.doi.org/10.1787/888933603982

Zdroj: OECD (2017), Health at a Glance 2017: OECD Indicators, OECD Publishing, Paris.
http://dx.doi.org/10.1787/health_glance-2017-en
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Health at a Glance 2017: umrtnost na karcinom prsu
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6.35. Breast cancer mortality in women, 2005 and 2015 (or nearest years)
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1. Three-year average.
Source: OECD Health Statistics 2017.
StatLink z=rs hitp://dx.doi.org/10.1787/888933604001

Zdroj: OECD (2017), Health at a Glance 2017: OECD Indicators, OECD Publishing, Paris.
http://dx.doi.org/10.1787/health_glance-2017-en

&%@ Ums Vytvorilo spole¢né pracovisté UZIS CR a IBA LF MU IBA




Health at a Glance 2017: iumrtnost na karcinom prsu }Wam@cz

Health at a Glance 2017
-
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71}” Over the last decade, the five-year net breast cancer Em— URAD
k survival has improved in OECD countries. Net survival
L = has increased considerably in some Central and Eastern
N European countries such as Estonia and the Czech
Republic, although survival after breast cancer diagnosis

Gl is still below the OECD average. Improvements may
be related to strengthening of cancer care governance

in these countries. For instance, the Czech Republic
Age standardised rates per 100 000"

@) 0ECD

5 intensified its effort to tackle the burden of breast cancer

gg i through the introduction of a screening programme and

30 | a National Cancer Control Programme in the early 2000s

gg i ? (OECD, 2014).

}g [ 888 1-;.51%1 "% With respect to mortality rates, most OECD countries

5 |9 showed a decline over the past decade (Figure 6.35).

S caca e e ';‘}"q The reduction is a reflection of improvements in early 3 'g: i B b

@:&‘*ﬁ"@'&%\;ﬁ@ @eq’*q}';ﬁ detection and treatment of breast cancer. Improvements .gez@:&@i@ﬁq}%
&

were substantial in the Czech Republic and Denmark with
a decline of over 20% in a decade but Denmark still has

1. Three-year average. one of the highest rates. On the other hand, within the
Source: OECD Health Statistics 2017.

StatLink z=rs hitp://dx.doi.org/10.1787/888933604001

Zdroj: OECD (2017), Health at a Glance 2017: OECD Indicators, OECD Publishing, Paris.
http://dx.doi.org/10.1787/health_glance-2017-en
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Evropskeé vybérové Setreni o zdravi

Podil populace, posledni mamografie, zeny od 50 do 69 let
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Coverage by invitation and participation rates: breast cancer screening ﬂ”mcz

Coverage by invitation by age First invitations 01/2014-06/2015, N = 587,130

o _ . . .
100% 1 including women first

. . . Invitations were sent to women aged 45-70 who
80% -4 time In screening

had not attended mammography in the last 3
60% - ‘ years AND who had never undergone breast
cancer treatment or mastectomy

40% -
20% - The total coverage by invitation was 32%
0% (i.e. 68% of women had already been
-
45-49 5054 5559 60-64 65-70 covered)

Participation rate by age

:z:j’ ] The overall participation rate was 20%

25% - The previous coverage by breast care had

20% - been substantially lower in the youngest
15% - women (including first-attenders) and
10% - decreased with higher age. Apart from
5% - the youngest age group, the participation
0% - was homogenous (13-15%)

45-49 50-54 55-59 60-64 65-70
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EU Screening Report — definice }Z amae.cz

2.10.1.'Programme’ vs. 'non-programme’ screening

To qualify as a programme there should be a public screening policy documented in a law, or
an official regulation, decision, directive or recommendation. The policy should define, as a
minimum, the screening test, the examination intervals and the group of persons eligible to
be screened; and the screening examinations should be financed by public sources (apart

from a possible co-payment).

Cancer Screening in
the European Union (2017)

Report on the implementation of the Council
on cancer Q
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EU Screening Report — definice ﬂ”anw.cz

2.10.2. Organized screening

‘Organized’ programmes for delivery of screening services generally require a higher degree
of programme management than the minimum expected to distinguish between ‘programme
screening’ as opposed to ‘non-programme screening’. In an ‘organized’ programme, in
addition to the targeted population group(s), the screening test and the screening
interval(s), the programme policy and protocols specifying management procedures and

Cancer Screening in ‘ indications for these are based on firm evidence on the effectiveness and appropriate
the European Union (2017) balances between benefits and harm. The screening programme organization also requires a
Repoet an the mplementation of the Councl team at the national or regional level which is responsible for implementing the policy, i.e.,

on cancer

for coordinating the delivery of the screening services, maintaining requisite quality, and
reporting on performance and results. Such elements generally provide for supervision and
monitoring of most steps in the screening process, as well as comprehensive guidelines and
rules defining standard operating procedures. In addition, a quality assurance structure is
required and a means of ascertaining the population burden of the disease should be
available. In light of the importance of programme organization for effective quality
assurance, data providers for the second report were encouraged to indicate whether
programmes fulfilled the above minimal organizational criteria. Additional descriptive data on
the level of programme organisation were also collected to illustrate the gradient of
organization of screening programmes in the EU and complement the assessment of
implementation status.
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EU Screening Report — definice ﬂ”am«wz

2.10.3. Population-based screening

As explained in the first report, screening programmes were considered to be population-
based only if they reported that in each round of screening, the people in the eligible target
population in the area served by a programme are individually identified and personally
invited to attend screening.® Moreover, population-based screening programmes generally
require a high degree of organisation in order to assure that the invitational activities are

Cancer Screening in

the European Union (2017) performed reliably and effectively and are adequately coordinated with the subsequent steps
Report on the implementation of the Council in the screening process. In cervical cancer screening, some programmes register any tests

~ (also opportunistic) performed in the female population, in order to run similar systematic

quality assurance activities for those tests and respective management as run for the
invitational programme. In such settings the whole target population are personally identified
using the regular intervals and the invitations will be performed only on those who had not

on cancer

¥ i B - ) T v
&%@ Efm' Vytvofilo spole¢né pracovisté UZIS CR a IBA LF MU IBA @ U



EU Screening Report ﬂ%am@.cz

Population-based programmes

. Rollout complete
. Rollout ongoing
@ riloting

Non-Population-based programmes

Cancer Screening in
the European Union (2017)

Report on the implementation of the Council
R on cancer e

CR zarazena mezi staty
EU se zavedenym
populaénim screeningem
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Charakteristiky screeningovych programu }Wam@cz

General information
Is there a
Member pr:gerﬂ;n(:rfne T:rg%et Screening interval| population
states initiation | (years) (years) pm;ajﬁw 5
Austria 2014 45-69 2 v
Belgium 2001* ED-69 2 v
Bulgaria NA 50-69 — x
Croatia 2006 50-69 2 ¥
Cyprus 2003 50-69 2 v
Czech Republic 2002 4542 2 v
Cancer Screening in E;“D’::" %gg i;? ; i
the European Union 2017 [ |Fed 1o e |51
fe on cancer s France 2004 50-74 2 v
Germany 2005 50-69 2 v
Greece NA 40+ 2 (40-49); 1 (50+) x
Hungary 2001 4564 2 ¥
Jireland 2000 50-69 2 v
Iitaly 1990 45-74* |1 (45-49); 2 (50-74) v
Latvia 2009 50-69 2 v
Lithuania 2005 50-69 2 v
Luxembourg 1992 50-69 2 v
Malta 2009 50-69 3 v
[Netherlands 1989 50-75 2 v
Poland 2006 50-69 2 v
Portugal 1990 45-74% 2 v
Romania 2015 50-69 — v
Slovak Republic MNA — — x
Slovenia 2008 50-69 2 v
Spain 1990 50-69° 2 v
Sweden 1986 40-74 1562 v
United Kingdom 1958¢ 50-70 3 v
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Pokryti screeningem karcinomu prsu }Wam@cz

B Pokryti screeningem u zen
T 50-69 let, rok 2013

> 4

I 75%-100%
B 69%-79%
B 57°6-68%
B 46%-56%
B 35%-45%
I 24%-34%
12%-23%
0%-11%
No data
Il #i2nning population-based programme/

non-population based programme/
no programme

Extra EU countries

< Zdroj: Cancer Screening in the European Union,
Report on the implementation of the Council
Recommendation on cancer screening. 2017.
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Pokryti screeningem na urovni 60 procent patfi
v ramci Evropy mezi solidni vysledky
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Tables 4.6.1. Breast cancer screening programmes in the EU: Other performance indicators
Further assessment rate (%)
Subsequent screening
Numerator (N) = Screening test positive
Denominator (D) = Information available on screening test result -
45-49 years 50-69 years 70-74 years Notes
N D % N D %% N D £
Austria
Belgium Brussels 317 3294 9.6%
Belgium Flanders 3538 166853 2.1%
Belgium Wallonia 552 9701 5.7%
Cyprus Nicosia 496 6435 7.7%
Czech Republic 8484 64788 13.1% 24760 366328 6.8% 2198 48242 4.6%
Denmark 4731 216054 2.2%
Estonia 1
Finland 5724 249609 2.3%
France 141896 1689138 8.4% 22374 301127 7.4%
Germany 66968 2144159 3.1%
Hungary 2
Ireland 3186 114447 2.8% 1
Italy 5070 103289 4.9% 57707 1209349 4.8% 3449 79185 4.4%
Lithuania 4250 63690 6.7%
Luxembourg 672 14363 4.7%
Malta
Netherlands 15889 784287 2.0% 2892 123429 2.3%
Poland
Portugal Alentejo 42 2315 1.8% 264 19156 1.4%
Portugal Azores 43 1214 3.5% 162 6365 2.5% 21 826 2.5%
Portugal Centre 423 10495 4.0% 1646 78027 2.1%
Portugal Lisboa 55 2822 1.9% 310 22509 1.4%
Portugal Norte 368 6004 6.1% 1489 48751 3.1%
Slovenia 402 16406 2.5%
Spain 30005 944739 3.2%
Sweden Stockholm Gotland 1136 38064 3.0% 1943 82075 2.4% 305 10867 2.8%
UK England 3
UK Northern Ireland 1216 46720 2.6% 3
UK Scotland 5051 137263 3.7% 3
UK Wales 3287 84415 3.9% %)
European total 15621] 228991 6.8% 376,461] 8524133 4.4% 31,239] 563676] 5.5%
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Tables 4.4.7. Breast cancer screening programmes in the EU: Other performance indicators
F ; ¢ PPV of further assessment to detect CIS & invasive cancer (%)
: Overall = initial + subsequent screening
AGAENS/‘T MNumerator (N) = Carcinoma in situ (CIS) + Invasive breast cancers detected
CA( NCE R Denominator (D) = Further assessment performed
. : 45-49 years 50-69 years 70-74 years
S N D % N D % N D %]
pean Union )
2 Austria

Belgium Brussels 39 393 9.9%
Belgium Flanders 1,085 4,799 22.6%
Belgium Wallonia 115 1,354 8.5%

A Cyprus Nicasia 28 637| 4.4%
Czech Republic 357 21,890 1.6% 2,194 32,050 6.8% 514 2,963 17.3%
Denmark 1,735 6,366 27.3%
Estonia
Finland 1,614 7,400 21.8%
France 14,478 193,342 7.5% 3,113 23,126 13.5%
Germany 17311 128,285 13.5%
Hungary 762 11,913 6.4% 2
ireland 906 5,498 16.5% 1
Italy 524 10,934 4.8% 6,239 86,453 7.6% 751 3,648 20.6%
Lithuania
Luxembourg 114 1,047 10.9%
Malta 44 730 6.0%
Netherlands 349 3,148 11.1% 5,066 19,288 26.3% 1,126 2,864 39.3%
Poland 6,863 44,041 15.6%
Portugal Alentejo 5 162 3.1% 47 314 15.0%
Portugal Azores 3 126 2.4% 27 227 11.9% 5 30 16.7%
Portugal Centre 338 1,413 2.7% 217 1,999 10.9%
Portugal Lisboa 139 206 9.2% 125 448 27.9%
Portugal Norte 70 2,266 3.1% 354 4,680 7.6%
Slovenia 142 791 18.0%
Spain 2,202 23,670 9.3% 4,5
ISweden Stockholm Gotland 103 1,147 9.0% 511 1,962 26.0% 119 306 38.9%
UK England 1,198 14,105 8.5% 15,941 73,921 21.6% 3
UK Northern ireland 11 116 9.5% 362 1,940 18.7% 3
UK Scotland 1,319 8,540 15.4% 3
UK Wales 1,034 4,850 21.3% 3
European Total 2,677 55,513 41.8% 81,174 666,938 12.2% 5,628 32,937 17.1%
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Tables 4.4.8. Breast cancer screening programmes in the EU: Other performance indicators
% of total carcinomas which are CIS
Overall = initial + subsequent screening

MNumerator (N) = Carcinoma in situ (CIS) detected
Denominator (D) = Carcinoma in situ (CIS) + Invasive breast cancers detected

45-49 years 50-69 years 70-74 years Notes

N D % N D % D Yo
Austria
Belgium Brussels 6 39 15.4%
Belgium Flanders 202 1,085 18.6%
Belgium Wallonia 21 115 18.3%
Cyprus Nicosia 8 28 28.6%
Czech Republic 29 327 16.5% 249 2,194 11.3% 46 514 8.9%
Denmark 145 1,735 8.4%
Estonia 4 146 2.7% 1
Finland 202 1,614 12.5%
France 2,189 14,478 15.1% 357 3,113 11.5%
Germany 3,389 17,311 19.6%
Hungary 30 762 11.8% 2
Ireland 189 906 20.9% 1
Italy 145 524 27.7% 1,040 6,539 15.9% 92 751 12.3%
Lithuania
Luxembourg 18 114 15.8%
Malta 9 44 20.5%
MNetherlands 126 349 36.1% 1,186 5,066 23.4% 208 1,126 18.5%
Poland 84 6,863 1.2%
Portugal Alentejo 9 47 19.1%
Portugal Azores 1 3 33.3% 2 27 7.4%
Portugal Centre 38 13.2% 2 217 0.9%
Portugal Lisboa 2 19 10.5% 11 125 8.8%
Portugal Norte 16 70 22.9% 61 354 17.2%
Slovenia 47 142 33.1%
Spain 296 2,202 13.4% 4,5
ISweden Stockholm Gotland 18 103 17.5% 75 511 14.7% 14 119 11.8%
UK England 363 1,198 30.3% 3,255 15,341 20.4% 3
UK Northern Ireland 2 11 18.2% 56 362 15.5% 3
UK Scotland 198 1,319 15.0% 3
UK Wales 211 1,034 20.4% 3
European Total 737 2,672 27.6% 13,254 81,320 16.3% 717 5,623 12.8%
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Overall = initial + subsequent screening

Tables 4.4.9. Breast cancer screening programmes in the EU: Other performance indicators
Benign surgical biopsy rate (/1,000)

Mumerator (N) = Benign lesions or no lesion
Denominator (D) = Individuals screened in the year

45-49 years 50-69 years 70-74 years Hiotes

N D Yoo N D Yoo D Yoo
Austria
Belgium Brussels
Belgium Flanders 34 204,076 0.17
Belgium Wallonia 84 18,054 4.65
Cyprus Nicosia
Czech Republic 63 120,522 0.52 111 418,475 0.27 12 53,454 0.22
Denmark 182 257,224 0.71
|Estonia
[Finland 335| 284,433] 118
France 2,697 2,146,905 1.26 272 320,005 0.85
Germany
JHungary 150 210,887 0.71 2
Ireland 241 143,911 1.67 1
Italy 201 170,642 1.18 828 1,515,391 0.55 33 81,703 0.40
Lithuania
Luxembourg 8 17,839 0.45
Malta 5 7,169 0.70
MNetherlands
IPoland
Portugal Alentejo 2 4,812 0.42 2 20,589 0.10
Portugal Azores 7 2,247 3.12 13 7,039 1.85 2 00 2.22
Portugal Centre 50 18,878 2.65 77 82,561 0.93
Portugal Lishoa 3 6,237 0.48 10 25,760 0.39
Portugal Norte 77 20,738 3.71 177 82,740 2.14
Slovenia 12 23,158 0.56
Spain 201 491,734 0.41
Sweden Stockholm Gotland 40 38,727 1.03 42 83,451 0.50 10 10,962 0.91
UK England 405 184,743 2.19 1,309 1,854,528 0.69 3
UK Northern Ireland 5] 1,586 3.78 23 57,110 0.40 3
UK Scotland 83 172,427 0.48 3
UK Wales 101 101,897 0.99 3
JEuropean Total 854 569,132 1.50 6,726| 8,267,358 0.81 329 469,024 0.70
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Shrnuti kli¢éovych zdroju dat Namac-

« Veédecké studie — randomizované klinické studie,
observacni studie, a dalsi

- Databaze mezinarodnich organizaci: EU (Eurostat, JRC),
WHO (IARC), OECD

« Analytické publikace o zdravotnictvi (EU/OECD: State of
Health in the EU, Health at a Glance)

 Dedikované publikace (European Screening Report)
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