
Telefon: 0621-69 08 53 88
E-Mail: stiftung@lebensblicke.de 
Web: www.lebensblicke.de

Vermeiden statt leiden!
Aktiv gegen Darmkrebs!

Stiftung LebensBlicke
Schuckertstraße 37
67063 Ludwigshafen

9. Sitzung des Advisory Boards der Stiftung Lebensblicke, 7.7.2020

Das deutsche Darmkrebsscreening
im europäischen Vergleich

W. Fischbach
Stiftungsratsvorsitzender



Krebsneuerkrankungen in D für 2015/2016
(Robert-Koch-Institut 2019)

11,1% 12,5%

Prozentualer Anteil an allen KrebsneuerkrankungenKrebs in Deutschland 17

Abbildung 3.0.1
Prozentualer Anteil der häufigsten Tumorlokalisationen an allen Krebsneuerkrankungen in Deutschland 2016
(ohne nicht-melanotischen Hautkrebs)

Abbildung 3.0.2
Prozentualer Anteil der häufigsten Tumorlokalisationen an allen Krebssterbefällen in Deutschland 2016
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2015 2016 2020
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erkran-
kungen
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fälle

11.479 13.468 11.391 13.411 10.879 12.873
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Krebsrisikos beitragen. Nachgewiesen ist dies bei-
spielsweise für die Impfung gegen Hepatitis-B-Viren 
als Schutzfaktor vor Leberkrebs. Ein ähnlicher Effekt 
wird durch die HPV-Impfung erwartet: Durch sie 
sollte sich vor allem die Inzidenz von Gebärmutter-
halskrebs, aber auch von Tumoren des Oropharynx, 
Penis und Anus sowie von Vulva und Vagina senken 
lassen. Voraussetzung ist, dass sich genügend Ju-
gendliche impfen lassen. In Studien konnte bereits 
eine deutliche Reduzierung der Krebsvorstufen am 
Gebärmutterhals für Geimpfte nachgewiesen werden.

Neben vermeidbaren Risikofaktoren können 
auch genetische Ursachen das Risiko für eine 

Krebserkrankung erhöhen. Bisher sind jedoch nur 
wenige dieser Genveränderungen eindeutig als Ursa-
che für bestimmte Tumorarten wie etwa Brust- und 
Eierstockkrebs oder Darmkrebs identifiziert worden. 
Die jeweils relevanten Risikofaktoren für bestimmte 
Krebserkrankungen werden in den einzelnen Kapi-
teln ausführlicher dargestellt.

Das Angebot der gesetzlichen Krankenversiche-
rung in Deutschland zur Krebsfrüherkennung be-
trifft bösartige Tumoren der Haut und des Darms 
sowie Brust- und Gebärmutterhalskrebs bei Frauen 
und Prostatakrebs bei Männern. Diese Maßnahmen 
werden in den entsprechenden Kapiteln beschrieben.

Abbildung 3.1.0
Vergleich der relativen 5-/10-Jahres-Überlebensraten nach Lokalisation und Geschlecht, Deutschland 2015 –  2016 (Periodenanalyse)
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39ICD-10 C18 – C20 Krebs in Deutschland

Abbildung 3.6.1a
Altersstandardisierte Erkrankungs- und Sterberaten nach Geschlecht, ICD-10 C18 – C20, Deutschland 1999 – 2016/2017,  
Prognose (Inzidenz) bis 2020
je 100.000 (alter Europastandard)

Abbildung 3.6.1b
Absolute Zahl der Neuerkrankungs- und Sterbefälle nach Geschlecht, ICD-10 C18 – C20, Deutschland 1999 – 2016/2017,  
Prognose (Inzidenz) bis 2020

Abbildung 3.6.2
Altersspezifische Erkrankungsraten nach Geschlecht, ICD-10 C18 – C20, Deutschland 2015 – 2016
je 100.000
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3.7 Anus

Epidemiologie und Risikofaktoren
Bei Krebserkrankungen des Anus (After) handelt es 
sich ganz überwiegend um Plattenepithelkarzinome. 
In 2016 erkrankten daran rund 2.150 Personen, davon 
1.320 Frauen. Entgegen der Trends abnehmender Er-
krankungsraten beim Darmkrebs steigt sowohl die 
Neuerkrankungsrate als auch die Sterberate am Anal-
karzinom in den letzten 15 Jahren deutlich an. Auch 
international wird ein Anstieg der Inzidenz beschrie-
ben. Die relativen 5-Jahres-Überlebensraten mit 
Krebs des Anus liegen für Frauen und Männer um 
65 % bzw. 61 %.

In Deutschland lassen sich etwa 90 % der Anal-
karzinome auf eine Infektion mit humanen Papillom-
viren zurückführen. Weitere Risikofaktoren sind Rau-
chen, bestimmte Sexualpraktiken (häufig wechselnde 
Sexualpartner, passiver Analverkehr) und eine chro-
nische Immunsuppression. Die Neuerkrankungsri-
siken für das Analkarzinom sind bei HIV-positiven 
Patienten, insbesondere bei Männern mit gleichge-
schlechtlichen Kontakten, wesentlich höher als in der 
Allgemeinbevölkerung. Die Ständige Impfkommis-
sion (STIKO) empfiehlt, Mädchen und Jungen gegen 
HPV zu impfen, vorrangig im Alter von 9 bis 14 Jah-
ren.

Tabelle 3.7.1 
Übersicht über die wichtigsten epidemiologischen Maßzahlen für Deutschland, ICD-10 C21

1 2 3 4je 100.000 Personen   altersstandardisiert nach alter Europabevölkerung   Median   in Prozent (niedrigster und höchster Wert der einbezogenen Bundesländer)

Inzidenz 2015 2016 Prognose für 2020

Frauen Männer Frauen Männer Frauen Männer

Neuerkrankungen 1.240 850 1.320 830 1.500 980

rohe Erkrankungsrate1 3,0 2,1 3,2 2,0 3,6 2,4

standardisierte Erkrankungsrate1,2 1,9 1,5 2,1 1,5 2,3 1,7

mittleres Erkrankungsalter3 66 64 65 64

Mortalität 2015 2016 2017
Frauen Männer Frauen Männer Frauen Männer

Sterbefälle 290 181 308 204 336 229

rohe Sterberate1 0,7 0,5 0,7 0,5 0,8 0,6

standardisierte Sterberate1,2 0,4 0,3 0,4 0,5 0,4 0,6

mittleres Sterbealter3 75 68 76 70 76 70

Prävalenz und Überlebensraten 5 Jahre 10 Jahre

Frauen Männer Frauen Männer

Prävalenz 4.700 2.600 7.600 4.100

absolute Überlebensrate (2015 – 2016)4 58 54 46 40

relative Überlebensrate (2015 – 2016)4 65 61 59 53

Abbildung 3.7.1
Altersstandardisierte Neuerkrankungs- und Sterberaten  
nach Geschlecht im internationalen Vergleich, 
ICD-10 C21, 2015 – 2016 oder letztes verfügbares Jahr  
(Einzelheiten und Datenquellen s. Anhang)
je 100.000 (alter Europastandard)
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4 keine vergleichbaren Angaben verfügbar

▶ Zusätzliche Informationen unter www.krebsdaten.de/analkrebsAltersstandardisierte Neuerkrankungs- und 
Sterberaten im internationalen Vergleich

(Robert-Koch-Institut 2019)
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Darmkrebsscreening in D:
einst und heute
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gFOBT
jährlich

• gFOBT jährlich ab 50 Jahre

• Vorsorgekoloskopie ab 55 
Jahre mit WH nach 10 Jahren 
oder

• gFOBT alle 2 Jahre
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23,0%

20,8%

Vorsorgekoloskopie in Deutschland: 
Zahlen und Fakten

Daten des ZI der KV (Jahresbericht 2014)



Vorsorgekoloskopie in D:
Bewertung der ersten 10 Jahre

Brenner H et al, Clin Gastroenterol Hepatol 2015;13:621-2

• Durch ca. 4,4 Millionen Vorsorgekoloskopien 
zwischen 2003 und 2012 wurden 180.000 Fälle 
von Darmkrebs verhütet

• Es wurden 180.000 Adenome entdeckt und 
entfernt, ferner wurden 40.000 Karzinome in 
einem frühen Stadium diagnostiziert



Darmkrebsscreening in D:
einst und heute

1977 2002

gFOBT
jährlich

• gFOBT jährlich ab 50 Jahre

• Vorsorgekoloskopie ab 55 
Jahre mit WH nach 10 Jahren 
oder

• gFOBT alle 2 Jahre

Opportunistisches Screening



Darmkrebsscreening in D:
einst und heute

Seit 2019

• FIT (iFOBT) jährlich ab 50 Jahre

• Vorsorgekoloskopie ab 50 Jahre bei 
Männern und ab 55 Jahre bei Frauen mit 
WH nach 10 Jahren oder

• FIT (iFOBT) alle 2 Jahre ab 55 Jahre

Persönliches Einladungsverfahren



Quelle ZI, 2020

Teilnahme an der Vorsorgekoloskopie
2003-2019

+ 14,4%



Darmkrebsscreening in 
Europa

Österreich Finnland Schottland Schweden England
Koloskopie 
ab 50 Jahre
jährlicher FIT

Seit 2019 FIT 
ab 60 Jahre
Koloskopie 
nach pos. FIT

Seit 2019 FIT 
ab 60 Jahre
Koloskopie 
nach pos. FIT

Ab 2021 
landesweit 
FIT alle 2 J 
im Alter von 
60-74

1x Sigmoi-
doskopie ab 
55 oder
FIT 60-75 J

FIT: 63,9%
pos. FIT in 
3,1%:
Ade in 43%
Ca in 5,2%

Lange 
Wartelisten 
für 
Koloskopie

Koloskopie 
bei pos. FIT

Weitere EinzelheitenFlagge Finnlands

GemeinfreiDieses Bild enthält offizielle Abzeichen, die Gegenstand rechtlicher Beschränkungen sein könnten.

File: Flag of Finland.svg
Erstellt: 1. Januar 1918

Über diese Oberfläche | Diskutieren | Hilfe

SVG drawn by Sebastian Koppehel - http://www.finlex.fi/fi/laki/ajantasa/1978/19780380

More detailsFlag of Scotland. Ratio 3:5. The blue used is "royal" blue (Pantone 300), following the Scottish Parliament's recommendation of 2003. See also the traditional colour: Flag of
Scotland (traditional).svg: .

Public DomainThis image contains official insignia which may be subject to legal restrictions.

File: Flag of Scotland.svg
Created: 16th century date QS:P,+1550-00-

00T00:00:00Z/7 (adopted by the Government of
Scotland in 2003)

About this interface | Discussion | Help

none known - http://kbolino.freeshell.org/svg/scotland.svg

Weitere EinzelheitenFlagge Schwedens

GemeinfreiDieses Bild enthält offizielle Abzeichen, die Gegenstand rechtlicher Beschränkungen sein könnten. Hinweise zur Weiternutzung

File: Flag of Sweden.svg
Hochgeladen: 2019-10-15 03:22:29

Über diese Oberfläche | Diskutieren | Hilfe

Jon Harald Søby and others. - This flag is regulated by Swedish Law, Act 1970:498, which states that "in commercial activities, the coats of arms, the
flag or other official insignia of Sweden may not be used in a trademark or other insignia for products or services without proper authorization. This includes
any mark or text referring to the Swedish government which thus can give the commercial mark a sign of official endorsement. This includes municipal coats
of arms which are registered."

Einzelheiten zur Genehmigung

Dieses Werk stellt eine Flagge, ein Wappen, ein Siegel oder ein anderes offizielles Insigne dar. Die Verwendung solcher Symbole ist in
manchen Ländern beschränkt. Diese Beschränkungen sind unabhängig von dem hier beschriebenen Urheberrechtsstatus.

Mehr



Darmkrebsscreening in 
Europa

NL, Spanien, Slovenien, Irland, Ungarn
FIT alle 2 Jahre



Darmkrebsscreening in 
Europa

• Teils nationale, teils regionale Programme

• Mehrheitlich FIT (alle 1-2 Jahre)

• Vorsorgekoloskopie in einigen Ländern

• Große Vielfalt

• Was hat es gebracht?
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ABSTRACT
Objective To present comparative data about the 
performance of colorectal cancer (CRC) screening 
programmes in the European Union Member States (EU 
MSs).
Design Cross-sectional study. We analysed key 
performance indicators—participation rate, positivity 
rate (PR), detection rate (DR) and positive predictive 
value for adenomas and CRC—based on the aggregated 
quantitative data collected for the second EU screening 
report. We derived crude and pooled (through a random 
effects model) estimates to describe and compare trends 
across different MSs/regions and screening protocols.
Results Participation rate was higher in countries 
adopting faecal immunochemical test (FIT) (range: 
22.8%–71.3%) than in those using guaiac faecal 
occult blood test (gFOBT) (range 4.5%–66.6%), and it 
showed a positive correlation (ρ=0.842, p<0.001) with 
participation in breast cancer screening in the same 
areas. Screening performance showed a large variability. 
Compliance with referral for colonoscopy (total 
colonoscopy (TC)) assessment ranged between 64% 
and 92%; TC completion rate ranged between 92% and 
99%. PR and DR of advanced adenomas and CRC were 
higher in FIT, as compared with gFOBT programmes, and 
independent of the protocol among men, older subjects 
and those performing their first screening.
Conclusions The variability in the results of 
quality indicators across population-based screening 
programmes highlights the importance of continuous 
monitoring, as well as the need to promote quality 
improvement efforts, as recommended in the EU 
guidelines. The implementation of monitoring systems, 
ensuring availability of data for the entire process, 
together with initiatives aimed to enhance reproducibility 
of histology and quality of endoscopy, represent a 
priority in screening programmes management.

INTRODUCTION
There is convincing evidence that screening can 
significantly reduce both colorectal cancer (CRC) 
incidence and mortality,1 and results from model-
ling studies suggest that CRC screening is a cost-ef-
fective intervention.2 Based on this evidence, several 
institutions and scientific organisations recommend 

the implementation of CRC screening to reduce 
the burden of disease. The Council of the Euro-
pean Union had urged already in 2003 the Member 
States (MSs) to introduce screening for CRC 
through a systematic population-based approach 
with quality assurance at all appropriate levels.3 

Several effective screening options are available,4 
and their expected cost-effectiveness ratio is depen-
dent on several factors, including background risk, 
screening protocol, targeted age range, programme 
organisation and acceptability of the methods. The 
differential impact of these factors in different 
jurisdictions likely explains the observed vari-
ability in the screening policies adopted in different 
programmes.

Available data about the actual impact of 
screening recommendations, as well as of the 
different programmes policies are however limited.

Significance of this study

What is already known on this subject?
 ► Cross-country comparative data about 
colorectal cancer (CRC) screening performance 
indicators are limited.

What are the new findings?
 ► This is the first report presenting comparative 
data about performance of ongoing CRC 
organised screening programmes, using quality 
indicators recommended by international 
guidelines. Our analysis documented a large 
variability, which might result in potential 
variations in the future balance of benefits and 
harms of the programmes.

How might it impact on clinical practice in the 
foreseeable future?

 ► These findings highlight the importance 
of regular data collection for monitoring and 
quality improvement purposes. Efforts aimed 
to promote reproducibility of histology, as well 
as the implementation of monitoring systems, 
ensuring availability of data about the entire 
screening process, represent a priority to 
improve comparability of the quality indicators.
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Compliance with referral for colonoscopy (total 
colonoscopy (TC)) assessment ranged between 64% 
and 92%; TC completion rate ranged between 92% and 
99%. PR and DR of advanced adenomas and CRC were 
higher in FIT, as compared with gFOBT programmes, and 
independent of the protocol among men, older subjects 
and those performing their first screening.
Conclusions The variability in the results of 
quality indicators across population-based screening 
programmes highlights the importance of continuous 
monitoring, as well as the need to promote quality 
improvement efforts, as recommended in the EU 
guidelines. The implementation of monitoring systems, 
ensuring availability of data for the entire process, 
together with initiatives aimed to enhance reproducibility 
of histology and quality of endoscopy, represent a 
priority in screening programmes management.

INTRODUCTION
There is convincing evidence that screening can 
significantly reduce both colorectal cancer (CRC) 
incidence and mortality,1 and results from model-
ling studies suggest that CRC screening is a cost-ef-
fective intervention.2 Based on this evidence, several 
institutions and scientific organisations recommend 

the implementation of CRC screening to reduce 
the burden of disease. The Council of the Euro-
pean Union had urged already in 2003 the Member 
States (MSs) to introduce screening for CRC 
through a systematic population-based approach 
with quality assurance at all appropriate levels.3 

Several effective screening options are available,4 
and their expected cost-effectiveness ratio is depen-
dent on several factors, including background risk, 
screening protocol, targeted age range, programme 
organisation and acceptability of the methods. The 
differential impact of these factors in different 
jurisdictions likely explains the observed vari-
ability in the screening policies adopted in different 
programmes.

Available data about the actual impact of 
screening recommendations, as well as of the 
different programmes policies are however limited.

Significance of this study

What is already known on this subject?
 ► Cross-country comparative data about 
colorectal cancer (CRC) screening performance 
indicators are limited.

What are the new findings?
 ► This is the first report presenting comparative 
data about performance of ongoing CRC 
organised screening programmes, using quality 
indicators recommended by international 
guidelines. Our analysis documented a large 
variability, which might result in potential 
variations in the future balance of benefits and 
harms of the programmes.

How might it impact on clinical practice in the 
foreseeable future?

 ► These findings highlight the importance 
of regular data collection for monitoring and 
quality improvement purposes. Efforts aimed 
to promote reproducibility of histology, as well 
as the implementation of monitoring systems, 
ensuring availability of data about the entire 
screening process, represent a priority to 
improve comparability of the quality indicators.
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• Es gibt überzeugende Evidenz dafür, 
dass Screening die Inzidenz und 
Mortalität des KRK signifikant senkt.

• Darmkrebsscreening ist 
kosteneffektiv
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ABSTRACT
Objective To present comparative data about the 
performance of colorectal cancer (CRC) screening 
programmes in the European Union Member States (EU 
MSs).
Design Cross-sectional study. We analysed key 
performance indicators—participation rate, positivity 
rate (PR), detection rate (DR) and positive predictive 
value for adenomas and CRC—based on the aggregated 
quantitative data collected for the second EU screening 
report. We derived crude and pooled (through a random 
effects model) estimates to describe and compare trends 
across different MSs/regions and screening protocols.
Results Participation rate was higher in countries 
adopting faecal immunochemical test (FIT) (range: 
22.8%–71.3%) than in those using guaiac faecal 
occult blood test (gFOBT) (range 4.5%–66.6%), and it 
showed a positive correlation (ρ=0.842, p<0.001) with 
participation in breast cancer screening in the same 
areas. Screening performance showed a large variability. 
Compliance with referral for colonoscopy (total 
colonoscopy (TC)) assessment ranged between 64% 
and 92%; TC completion rate ranged between 92% and 
99%. PR and DR of advanced adenomas and CRC were 
higher in FIT, as compared with gFOBT programmes, and 
independent of the protocol among men, older subjects 
and those performing their first screening.
Conclusions The variability in the results of 
quality indicators across population-based screening 
programmes highlights the importance of continuous 
monitoring, as well as the need to promote quality 
improvement efforts, as recommended in the EU 
guidelines. The implementation of monitoring systems, 
ensuring availability of data for the entire process, 
together with initiatives aimed to enhance reproducibility 
of histology and quality of endoscopy, represent a 
priority in screening programmes management.

INTRODUCTION
There is convincing evidence that screening can 
significantly reduce both colorectal cancer (CRC) 
incidence and mortality,1 and results from model-
ling studies suggest that CRC screening is a cost-ef-
fective intervention.2 Based on this evidence, several 
institutions and scientific organisations recommend 

the implementation of CRC screening to reduce 
the burden of disease. The Council of the Euro-
pean Union had urged already in 2003 the Member 
States (MSs) to introduce screening for CRC 
through a systematic population-based approach 
with quality assurance at all appropriate levels.3 

Several effective screening options are available,4 
and their expected cost-effectiveness ratio is depen-
dent on several factors, including background risk, 
screening protocol, targeted age range, programme 
organisation and acceptability of the methods. The 
differential impact of these factors in different 
jurisdictions likely explains the observed vari-
ability in the screening policies adopted in different 
programmes.

Available data about the actual impact of 
screening recommendations, as well as of the 
different programmes policies are however limited.

Significance of this study

What is already known on this subject?
 ► Cross-country comparative data about 
colorectal cancer (CRC) screening performance 
indicators are limited.

What are the new findings?
 ► This is the first report presenting comparative 
data about performance of ongoing CRC 
organised screening programmes, using quality 
indicators recommended by international 
guidelines. Our analysis documented a large 
variability, which might result in potential 
variations in the future balance of benefits and 
harms of the programmes.

How might it impact on clinical practice in the 
foreseeable future?

 ► These findings highlight the importance 
of regular data collection for monitoring and 
quality improvement purposes. Efforts aimed 
to promote reproducibility of histology, as well 
as the implementation of monitoring systems, 
ensuring availability of data about the entire 
screening process, represent a priority to 
improve comparability of the quality indicators.
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• Coverage examination 50-74 J: 14% (0,5-53%)
(Individuen mit einem primären Screeningtest im 
Referenzjahr bezogen auf die Zielpopulation)

§ Populationsbasierte Programme: 19,8%
§ Altersbezogene Programme: 25,1%
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ABSTRACT
Objective To present comparative data about the 
performance of colorectal cancer (CRC) screening 
programmes in the European Union Member States (EU 
MSs).
Design Cross-sectional study. We analysed key 
performance indicators—participation rate, positivity 
rate (PR), detection rate (DR) and positive predictive 
value for adenomas and CRC—based on the aggregated 
quantitative data collected for the second EU screening 
report. We derived crude and pooled (through a random 
effects model) estimates to describe and compare trends 
across different MSs/regions and screening protocols.
Results Participation rate was higher in countries 
adopting faecal immunochemical test (FIT) (range: 
22.8%–71.3%) than in those using guaiac faecal 
occult blood test (gFOBT) (range 4.5%–66.6%), and it 
showed a positive correlation (ρ=0.842, p<0.001) with 
participation in breast cancer screening in the same 
areas. Screening performance showed a large variability. 
Compliance with referral for colonoscopy (total 
colonoscopy (TC)) assessment ranged between 64% 
and 92%; TC completion rate ranged between 92% and 
99%. PR and DR of advanced adenomas and CRC were 
higher in FIT, as compared with gFOBT programmes, and 
independent of the protocol among men, older subjects 
and those performing their first screening.
Conclusions The variability in the results of 
quality indicators across population-based screening 
programmes highlights the importance of continuous 
monitoring, as well as the need to promote quality 
improvement efforts, as recommended in the EU 
guidelines. The implementation of monitoring systems, 
ensuring availability of data for the entire process, 
together with initiatives aimed to enhance reproducibility 
of histology and quality of endoscopy, represent a 
priority in screening programmes management.

INTRODUCTION
There is convincing evidence that screening can 
significantly reduce both colorectal cancer (CRC) 
incidence and mortality,1 and results from model-
ling studies suggest that CRC screening is a cost-ef-
fective intervention.2 Based on this evidence, several 
institutions and scientific organisations recommend 

the implementation of CRC screening to reduce 
the burden of disease. The Council of the Euro-
pean Union had urged already in 2003 the Member 
States (MSs) to introduce screening for CRC 
through a systematic population-based approach 
with quality assurance at all appropriate levels.3 

Several effective screening options are available,4 
and their expected cost-effectiveness ratio is depen-
dent on several factors, including background risk, 
screening protocol, targeted age range, programme 
organisation and acceptability of the methods. The 
differential impact of these factors in different 
jurisdictions likely explains the observed vari-
ability in the screening policies adopted in different 
programmes.

Available data about the actual impact of 
screening recommendations, as well as of the 
different programmes policies are however limited.

Significance of this study

What is already known on this subject?
 ► Cross-country comparative data about 
colorectal cancer (CRC) screening performance 
indicators are limited.

What are the new findings?
 ► This is the first report presenting comparative 
data about performance of ongoing CRC 
organised screening programmes, using quality 
indicators recommended by international 
guidelines. Our analysis documented a large 
variability, which might result in potential 
variations in the future balance of benefits and 
harms of the programmes.

How might it impact on clinical practice in the 
foreseeable future?

 ► These findings highlight the importance 
of regular data collection for monitoring and 
quality improvement purposes. Efforts aimed 
to promote reproducibility of histology, as well 
as the implementation of monitoring systems, 
ensuring availability of data about the entire 
screening process, represent a priority to 
improve comparability of the quality indicators.
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• Screeningmethode:
- 10 Länder/Regionen: FIT
- 9 Länder/Regionen: gFOBT
- Je 1x Sigmoidoskopie und Koloskopie (einmalig)

• Teilnahmeraten:
- FIT: 49,5%

(95% CI 49,5-49,6%; range: 22,8-71,3%)

- gFOBT: 32,2%
(95% CI 33,2-33,3%%; range: 4,5-66,6%)
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ABSTRACT
Objective To present comparative data about the 
performance of colorectal cancer (CRC) screening 
programmes in the European Union Member States (EU 
MSs).
Design Cross-sectional study. We analysed key 
performance indicators—participation rate, positivity 
rate (PR), detection rate (DR) and positive predictive 
value for adenomas and CRC—based on the aggregated 
quantitative data collected for the second EU screening 
report. We derived crude and pooled (through a random 
effects model) estimates to describe and compare trends 
across different MSs/regions and screening protocols.
Results Participation rate was higher in countries 
adopting faecal immunochemical test (FIT) (range: 
22.8%–71.3%) than in those using guaiac faecal 
occult blood test (gFOBT) (range 4.5%–66.6%), and it 
showed a positive correlation (ρ=0.842, p<0.001) with 
participation in breast cancer screening in the same 
areas. Screening performance showed a large variability. 
Compliance with referral for colonoscopy (total 
colonoscopy (TC)) assessment ranged between 64% 
and 92%; TC completion rate ranged between 92% and 
99%. PR and DR of advanced adenomas and CRC were 
higher in FIT, as compared with gFOBT programmes, and 
independent of the protocol among men, older subjects 
and those performing their first screening.
Conclusions The variability in the results of 
quality indicators across population-based screening 
programmes highlights the importance of continuous 
monitoring, as well as the need to promote quality 
improvement efforts, as recommended in the EU 
guidelines. The implementation of monitoring systems, 
ensuring availability of data for the entire process, 
together with initiatives aimed to enhance reproducibility 
of histology and quality of endoscopy, represent a 
priority in screening programmes management.

INTRODUCTION
There is convincing evidence that screening can 
significantly reduce both colorectal cancer (CRC) 
incidence and mortality,1 and results from model-
ling studies suggest that CRC screening is a cost-ef-
fective intervention.2 Based on this evidence, several 
institutions and scientific organisations recommend 

the implementation of CRC screening to reduce 
the burden of disease. The Council of the Euro-
pean Union had urged already in 2003 the Member 
States (MSs) to introduce screening for CRC 
through a systematic population-based approach 
with quality assurance at all appropriate levels.3 

Several effective screening options are available,4 
and their expected cost-effectiveness ratio is depen-
dent on several factors, including background risk, 
screening protocol, targeted age range, programme 
organisation and acceptability of the methods. The 
differential impact of these factors in different 
jurisdictions likely explains the observed vari-
ability in the screening policies adopted in different 
programmes.

Available data about the actual impact of 
screening recommendations, as well as of the 
different programmes policies are however limited.

Significance of this study

What is already known on this subject?
 ► Cross-country comparative data about 
colorectal cancer (CRC) screening performance 
indicators are limited.

What are the new findings?
 ► This is the first report presenting comparative 
data about performance of ongoing CRC 
organised screening programmes, using quality 
indicators recommended by international 
guidelines. Our analysis documented a large 
variability, which might result in potential 
variations in the future balance of benefits and 
harms of the programmes.

How might it impact on clinical practice in the 
foreseeable future?

 ► These findings highlight the importance 
of regular data collection for monitoring and 
quality improvement purposes. Efforts aimed 
to promote reproducibility of histology, as well 
as the implementation of monitoring systems, 
ensuring availability of data about the entire 
screening process, represent a priority to 
improve comparability of the quality indicators.
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• Koloskopierate nach positivem Stuhltest:

- FIT: 80,9% (64,1-92,2%)

- gFOBT: 83,1% (72,6-89,4%)



Darmkrebsscreening in D:
einst, heute und in der Zukunft

• Einladungsverfahren ist ein Fortschritt!
• Optimierungspotenzial:

§ Zusendung FIT mit dem Einladungsschreiben: 
Steigerung um 19,7%-Punkte (von 10% auf 
29,7%)

§ FIT-Bestelloption für kostenlosen FIT: + 17,7%
§ Erinnerungsschreiben: +7,5-8,5%
§ Niedrig schwellige, zeitnahe Vermittlung einer

Koloskopie
- FIT positiv in 6,9%; bei 64% nachfolgende 

Koloskopie; in 21% fortgeschrittene Neoplasien
Gruner LF et al, Dtsch Arztebl Int 2020; 423-30



Darmkrebsscreening in D:
einst, heute und in der Zukunft

• Vorgezogene Vorsorgekoloskopie auf 50
Jahre bei Männern ist ein Fortschritt!

• Ist er ausreichend?



Kolorektales Karzinom (KRK):
Steigende Inzidenz bei jungen Erwachsenen 

Siegel RL et al, Gut 2019;68:1820-6

• 9 Länder, darunter D, zeigen für die Altersgruppe der 
20 bis 49-Jährigen eine Zunahme der KRK-
Inzidenzraten

28



Kolorektales Karzinom (KRK):
Steigende Inzidenz bei jungen Erwachsenen 

Siegel RL et al, Gut 2019;68:1820-6

• 9 Länder, darunter D, zeigen für die Altersgruppe der 
20 bis 49-Jährigen eine Zunahme der KRK-
Inzidenzraten. Dies begann Mitte der 1990er Jahre. 
Bei den >50-Jährigen stabil bis leicht abnehmende 
Inzidenz

28



Kolorektales Karzinom (KRK):
Steigende Inzidenz bei jungen Erwachsenen 

Kommentar

• Alarmierende Entwicklung!
• Zurückzuführen auf Lebensstil: verminderte 

Bewegung, Alkohol, Übergewicht

• Konsequenzen?:
- Primäre Prävention ab Kindesalter
- Vorverlegung der Darmkrebsvorsorge:               

50 Jahre (D)?, 45 Jahre (USA)?, früher? 

28,29



Darmkrebsscreening in D:
einst, heute und in der Zukunft

• Vorgezogene Vorsorgekoloskopie bei 
Risikopersonen?

• z.B. Diabetes mellitus  (Khan UA et al, Am J Gastroenterol 2020)

• Dynamische Anpassung in der Zukunft
erforderlich!
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Vermeiden statt leiden!
Aktiv gegen Darmkrebs!

Stiftung LebensBlicke
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67063 Ludwigshafen

9. Sitzung des Advisory Boards der Stiftung Lebensblicke, 7.7.2020

Das deutsche Darmkrebsscreening
im europäischen Vergleich

Vielen Dank !


