
colorectal cancer, according to sociodemographic variables in
Mato Grosso from 2000 to 2016.
Methods:
A descriptive study was carried out, using data from the
Mortality Information System, made available by the
Department of Health of the Mato Grosso State. Deaths of
all ages were selected, whose basic cause was identified by the
codes from the International Classification of Diseases: (C.18)
colon cancer, (C.19) rectosigmoid junction cancer, (C.20)
rectal cancer or (C.21) anus cancer.
Results:
Between 2000 and 2016, 31,607 deaths from cancer were
registered. Of these, 1,750 (5.6%) were due to colorectal
cancer. An increased number of deaths was observed at the end
of the period, with a variation from 46 deaths in 2000 from 173
in 2016. Highest frequency was verified in men (51.3%),
people aged 60 years or older (59.7%), black (54.6%), married
(52.3%) and those with primary education (55.2%). According
to Brazilian occupation classification options or those answers
filled out on the death certificate, highest frequency were for
‘‘Retired’’ (26.2%), ‘‘Housewife’’ (23.1%), Agricultural/
Forestry and Fisheries’’ (11.3%) and ‘‘Production of
Industrial Goods and Services’’ (10.3%).
Conclusions:
This study evidenced the increased number of deaths due to
colorectal cancer in Mato Grosso State, and identified priority
groups for interventions through public health policies which
should include screening and early diagnosis to cope with the
disease.
Key messages:
� Evidenced the increased number of deaths due to colorectal

cancer in Mato Grosso State.
� Identified priority groups for interventions through public

health policies.
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Issue:
In many countries the organized screening programs have been
in the frontline in developing and implementing the evaluation
of the quality of screening and of the entire process of care
following a positive test. Over the years, the three Italian
Screening Groups (GIS) have separately published indicators
and standards concerning the programs for breast, cervical and
colorectal cancers they were responsible for, thus hampering
coherence, homogeneity. In addition, at local level, an
increasing number of indicators have been observed with
difficult to monitor all of them.
Description of the Problem:
The Screening Indicators Manual, prepared by a multi-
disciplinary working group, represents the guidance agreed
upon by the Italian Screening Network (ONS) and the three
GIS on how to develop, implement, communicate and
maintain a set of quality indicators for the evaluation of
cancer screening programs.

Results:
The Manual indicates that the three GIS must first constitute,
with ONS, the common steering committee made of six-nine
experts. The involvement of the public and the management of
the conflicts of interests are foreseen. The conceptual frame-
work distinguishes indicators of context, coverage and process.
It is based on six dimensions: efficacy, efficiency, security,
appropriateness, person centeredness, equity. There are four
macro-processes: invitation; test, further assessment and
diagnosis; treatment and follow-up; evaluation. The methods
include: a survey of the existent indicators, their selection with
the Delphi method, the evaluation of the completeness of the
resulting indicators set, its integration, when needed, by means
of a public call, and finally a new Delphi round. Appropriate
standards, empirical or evidence based, are then identified.
Last, indicators are assigned to core or library list based on
priority.
Lessons:
Select, define and measure an indicator is a way to understand
what we are aiming at even more than provide the measure of
how we do it.
Key messages:
� The creation of the Manual allows to build a coherent

evaluation framework for the three screening programs.
� The Manual promotes the adoption of rigorous methods

and make feasible the monitoring activity according to its
purpose, level of observation and detail of information
needed.
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Cancer is the second leading cause of dead in Europe and it is
responsible of more than 30% of all deaths. For this reason,
European Union (EU) identified the battle against cancer as a
priority for the European Research Program 2021-2027.About
40% of total deaths for cancers could be prevented with
screening.Validated screening test are available for breast (BC),
cervical (CC) and colorectal cancers (CRC).
In 2003 the Recommendation of the European Council
indicated the right timing and the population target but,
nowadays, the percentage of screening within EU is low and
consistent differences persist among States.In 2020 there are
still countries that don’t have population-based screening
programs. Last data available for all 28 EU countries are
referred to 2014. Data were retrieved from ‘‘Osservasalute’’
reports and Global Burden of Disease database.Pearson test
and a paired t test were used to describe correlation between
mortality and screening coverage rates.
In 2014 the mean percentage of screening was 70.7% for CC,
68.7% for BC and 31.3% for CRC and the mean of mortality
rate was of 2.1, 10.4 and 17.2 for 100,000, respectively.The rate
of mortality did not change significantly in 2017 (2, 10 and 16
for 100,000 respectively).The median coverage is 67 for BC [IR:
43-91], 21.4 for CRC [IR: -3-46] and 70.6 for CC [IR: 54-87].
Pearson test resulted in a negative correlation for all three
cancers equal to -0.045, -0.060 and -0.561, respectively.A
higher adherence to screening programs is significantly
associated to lower mortality rates in all the three types of
cancer (p < 0.01).
Even if many factors determine the rate of cancer mortality,
screening represents the best method to early diagnosis and
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