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Incidence and mortality rate
INCIDENCE:

1990.g.- 1648 (34,5/100.000)

2014.g.- 3127 (72/100.000)-change 89%

1884 M i 1243 F

MORTALITY:

1990.g.- 1049 (21,9/100.000)

2014.g.- 2094 (48/100.000)-change 99,6%

1237 M i 857 F

Standardized mortality rate 1990.=20,5/100000

2014.=29,9/100000 (change 45%)



cummulative risk 0-75 g.=percentage of persons who will get cancer till 75 birthday 



Data source: WHO Europa, mortality database, July 2016 
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CRC localization in time of diagnose

18%
23%

29%

30%

localized distant metastazes regional lymph node met. no data

Data source: Cancer registry, Croatian Institute of Public Health



Source: EUROCARE-5



Postulates of screening

As it is recommended by the European Commission and the profession, screening
should be organized, which means:

 defined legal framework including screening registry

 defined legal framework for population database and updating

 authorised institution dedicated to success in short time

 committee with true ability to make decissions

 annual financing with all components needed for good quality

 enough people at national level

 robust IT web based solution (financing for personel and continous upgrade and
development)

 monitoring indicators of quality and the implementation of control of all the
participants and improving the quality of each person indicators through specific
education

 evaluation of screening and it’s effects on share of localised CRC, number of
people with polyps an finnaly on mortality rates



First cycle results
 lasted almost 5 years (instead 2), not to be real cycle

 beggined without necessary preconditions and preparations

 directed by MOH, started without IT support

 included 1.414.466 (99%) persons who were sent test-package

 288.935 envelops were returned (with or without specimens)-21% (according to EU
guidelines in 1. cycle, expected values for national program: 17.2-70.8% )

 analysed 247.520 persons (3 test cards for each)

 FOBT pozitive persons: 15.578 (6,3%)better compliance in already symptomatic people,
hipersensitive test (EU quidelines expected values: 1.5-8.5%)

 colonoscopy done in 10439 people (80%)

 persons diagnosed with carcinoma: 564-2.3/1000 of tested (EU guidelines: 1.2-
2.3/1000)

 persons diagnosed witih polyp(s): 4117-39% of colonocopied persons (EU guidelines:
to 36,3%)

 939 persons-negative (false positive-9%)

 persons diagnosed witih haemerhoids: 2983

 persons diagnosed witih diverticula or other diseases: 1728
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Geographical features, resources and population 
diversity-organizational challenge

Response rate before organized screening-6%!

More adequate measure is median, not average!





What have we done since 2012?
Numerous improvements to programs and activities related to education of
the population:

 participation in meetings of associations of patients (eg. day of persons with
stoma ILCO-Day of blue iris)

 purchased a colon model used in the education and promotion
 made the facebook page with a unique telephone number,
 call center for routing information
 TV spots that are broadcast on TV
 published in the widely circulated newspaper
 direct contact and training carried out by employees of Institute of Public

Health
 instructions for the test on a hidden blood in the stool has been simplified, in

line with recommendations from the European guidelines, accompanied by a
picture representation of persons with disabilities in understanding

 easier stool sampling enabled by supplied trays for toilet



 quality control for colonoscopy examination (planned single, enabled by PC
application)

 process of ensuring quality control reading test on a hidden blood in the
stool for all employees of the Institute for Public Health-implementation
currently ongoing in May 2015

 training of gastroenterologists in the workshop Croatian Society of
Gastroenterology-endoscopic section, education coordinator

 European guidelines have been translated and published on the web CIPH
and MZ web pages

 creation and implementation of the new web program with which will be
able to track responses and improve the quality of the program, and a very
important communication with family physicians (over CEZIH) and with the
field nurses (already possible by web aplication, and soon over Web
programs for field nurses)

 calling system and ordering connection with the system of e-orders for
colonoscopy

 it takes some time to adjust all system participants to Web program
achieved full functionality, and demonstrated value in the implementation
and quality control of all participants











 A total of 1.329.867 individuals (100% of eligible from population database)
were invited to screening by the april 2016.

 In total, 353.164 (26,5%) persons returned the envelope with a completed
questionnaire, while 81.837 were in one of groups with reason for nontesting.

 According to preliminary results, 202.951 (15.3%) persons returned test cards
with a correctly applied stool specimen on gFOBT cards.

 Until now, 8.112 (4%) FOBT positive patients have been found.

 Colonoscopy was performed in 6.645 patients (82%).

 We identified colorectal cancers in 328 patients (4.9% of colonoscopied, 4% of
FOBT‐positive, and 0.16% of all screened individuals).

 Polyps were found and removed in 2160 (32.5% of colonoscopied) patients.
Part of data are still missing because findings are stil not filled in screening
registry.

Second cycle results



Target population

Invited Responders to invitaiton (or 
test)

Tested

Died during the invitation cycle/already have CRC/another 
disease of colorectum/do not like/emigrated or temporary 

out of RH

Formula depend if we 
removed persons at the 

begining  of cycle 
because these persons 
sholud not be invited

RESPONSE 0= the number of persons invited from target population/responses, the call (regardless of whether they want to be tested,

have some reason for non-response or do not want to test)

RESPONSE 1= tested/invited

RESPONSE 2= number tested + processed for bowel disease + tested in the last year+colonoscopied

invited-died- already have cancer-temporarily unavailable-incorrect address



But what else is needed for success?
 no clear and strong legal framework to support CRC screening-it must be

implemented in health care law

 no defined legal framework for population database and it’s updating (population
database improvement)-CIPH is strecht among MOH and health insurance institute,
database must be under CIPH charge

 very weak support and not continous, affected by too many shallow opinions from
inexperts-much grater support needed

 financing is not stabile, the resources from the State Budget are included in the
general budget for the activities of the Croatian Public Health Institute and are not
defined for specific tasks needed for the programme, not defined for each screening
program but together for all tree cancer screening program-also must be changed and
it must be much higher, must include not just activities but financing equipement and
enough staff

 no true authorised institution dedicated to success in short time and consequently
responsibility for program management at all levels-CIPH must be authorised to do
organization

 the committee does not have true ability to make decissions or to act-it must be
changed and give true authorisation to make changes which are needed



 program management is fragmented between many institutions (Ministry,
Croatian Health Insurance Institute, National institute and local institutes of
public health, hospitals)-it sholud be planned from public health, it must have
influence on contracting

 upgrade and changes in web applications and reporting section-still no success, no
financing-it must be under CIPH and clear year financing

 complicated organization-it must be changed to send test immediately, first
letter of notification should be sent before

 decentralised system with some advantages but also disadvantages-in future
think about centralisation, maybe in 4-5 regions

 experts who have mission to organize processes on county level do not always
have decision position in their institutions-it must be changed and people who
are educated just can do this job

 these experts are engaged in a lot of other obligations-it must be changed,
more staff necesser at national and local level

 the guidelines for quality assurance of Croatian CRC screening programme and
definition of roles of different institutions are not written, defined and adopted
by the Ministry of Health-this is ongoing, guidelines are in phase of
development, must be adopted so procedurest must be assured



 no reminder to invite persons-it must be changed

 persons with a negative screening FOBT result are not informed about the
outcome of the testing-it must be changed in spite of possibility to get result
from GP

 no appropriately defined time intervals for the different steps in the algorithm
of the screening

 in the screening program some still check coagulogram for each patient going
to colonoscopy-must be given unique guidelines

 reassurance of people with normal results and information on the timing of the
next test-it must ben implemented in web aplication

 problems with recall of people with unsatisfactory/inadequate screening test,
some stil do not respond-we must reach them

 errors and complicationa are still not systematically monitored and recorded in
the information system

 there is no appropriate monitoring system for patients with diagnosed polyps
during colonoscopy



 funding system at the CHIF covers all services provided (colonoscopy,
pathohistological exams, screening test reading) regardless of any
information if the service is done in required quality.

 difference in achieving financial rewards GPs-in that is the concession
connected and receives a very reasonable fee, and the other in health
centres does not have regulated personal payment by activity-need to find a
solution

 field nurse do not have additional financial motivation, but records them in
the work done-should be monitored through records if insurrance institute
and impact on turnout

 there is no accreditation system in place, neither for institutions nor for
screening programmes providers

 there are too many pathology laboratories to assure high and equal quality
and that quality of pathologist work is not controlled at all

 organisational and informatisational obstacles

 and more suggestions...affecting almost whole health system



Need to change approach to people

 Do promotional events have impact on the responses?

 Do they have an effect on the knowledge of the population (or just photo
for politicians)?

 Whether we use enough other tools and approaches?

 Do the partners from the media understand the problem (the idea to
organize training for them? Is it interesting to their editors?)

 Can we overcome inequality in the county?

 Is the situation in the smaller counties worse than in large and larger?

 Thus is contributing of the local community satisfactory and if someone
really cares about this problem?

 Do our coleagues realy care and do we see that well organized program can
help them to have less patients in serious condition?



 screening colonoscopy 65 E
(routine colonoscopy 284 Euro 3-6 polyp removal!!)

 3 phase invitation+test package (for responders)+
colonoscopy invitation (for positive) 0,59 E (4,4 kn)

 bowel celansing Moviprep 14,0 E
 posting 1. phase invitation (min. 500 inv.) 0,16 E (1,17 kn)
 test package (for responders) 0,41 E (3,1 kn)
 colonoscopy invitation (for positive) 0,6 E (4,5 kn)

 national coordinator 4h/day (+other obligations)
 public health team (MD+nurse)-work on 2 or 3

programs+local activities or HE work
 GP motivation of target populatiom 7,34 E

Prices



Too much time for efficient action!
Too much time lossed!


