




analysis Parlemeter 2018 – Taking up the challenge

Ireland reports greatest satisfaction 
of EU membership 

T here has been 
significant upturn in 
the support for Europe, 
following the UK 

referendum in 2016. More than 
60% of Europeans believe that 
their country’s EU membership is 
a good thing, reaching a new high 
since the time between the fall of 
the Berlin wall in 1989 and the 
adoption of the Maastricht Treaty 
in 1992. 

Europe has gradually shed its 
murky outlook on democracy. 
This increasing optimistic 

outlook on the EU parallels with 
a 67% of them who consider 
their countries have benefitted 
from being a member state, while 
it is contrasted by less than a 
quarter of respondents suggesting 
an opposing scenario in their 
country’s case. 

Ireland has reported the greatest 
level of satisfaction for the 
European Union; with 85% 
of respondents saying that 
membership is a ‘good thing’. 
An even larger percentage of 
respondents felt that Ireland had 
benefitted from EU membership 
(92%), this compares to an EU 
average of 68% of people who feel 
their country has benefitted since 
joining the Union. 

However, 40% of Irish 
respondents were ‘not interested’ 
in the upcoming European 
elections due to be held in May 
2019. This represented a 4% 
decrease in interest for the EU 
Elections in Ireland since April 
2018.

Based on a different Pew Research 

Center survey conducted 
in late 2017 across 
eight countries, younger 
Europeans are somewhat 
more supportive of 
the EU. In half of the 
European countries 
surveyed, people aged 18 
to 29 were more likely 
to say EU membership 
has been good for their 
country’s economy. 

In the UK, where leaders 
are currently negotiating 
the country’s exit from 
the EU, a strong majority 
of those under 30 (75%) 
said the institution has 
benefited the British 
economy. In comparison, 
only around half (53%) 
of Britons 50 and older 
said the same. The gap 
between the youngest and 

oldest groups was about 
as large in France.

Younger Europeans in 
most countries were 
more supportive of their 
national governments 
transferring more powers 
to the EU – although still 
only about one-third of 
those under 30 approved 
of such a measure. In 
Denmark, for example, 
34% of those under 30 
supported transferring 
more national powers to 
Brussels, compared with 
27% of those aged 30 
to 49 and only 16% of 
those 50 and older.

If there was a referendum 
on EU membership 
today, only the Czech 
Republic and Italy would 
vote to leave, with 83% 

of the Irish public voting 
to remain. Interestingly, 
if there was a vote today, 
51% of Britons surveyed 
would choose to remain.

The results of the census 
suggest that an increasing 
positive view on EU 
membership is correlated 
with perceptions that 
regionalism has brought 
‘good governance’ and 
improved democracy. 
However, this is generally 
the norm for smaller 
members. Concurrently, 
citizen engagement 
remains higher at a 
national level than a 
regional one. While 68% 
of the electorate believed 
it was important to vote 
in national elections, 
only 49% considered it 

If there was a referendum on EU 
membership today, only the Czech 
Republic and Italy would vote to leave 
with 83% of the Irish public voting to 
remain

Ximena
CALO
Reporter

www.governmentgazette.eu | 28

Government Gazette-December 18.indd   28 18/12/2018   14:49:50



Younger Europeans view news 
media less positively, rely more on 
digital platforms than adults

important to participate 
in European elections. 

Importance of voting 
does not always equal 
turnout. While only 
a minority of 12% 
express concerns relating 
to accessibility, non-
participationor lack 
of interest in elections 
related to distrust in 
political systems and lack 
of confidence about the 
power of the electorate.  

The 2018 Parlemeter 
also took a closer look 
at citizens’ views on the 
upcoming European 
Parliament elections, 
showing an overall 
increased awareness about 
the next ballot while 
painting a multi-coloured 
picture of opinions 

and attitudes about the 
elections.

According to the 
survey, there has been 
an increase in the level 
of awareness about 
elections. Compared to a 
similar survey conducted 
six months back, 41% 
of Europeans could 
correctly identify the 
election date in May 
2019, recording a 9% 
increase. 

However, 44% still 
could not say when 
the elections will be 
taking place. With 51% 
of citizens declaring 
to be interested in 
the elections, citizens’ 
campaign priorities have 
evolved over the past six-
month period. 

T he unprecedented 
impacts of 
technological advances 
have driven various 

traditional aspects of our societies 
to become reinvented and adapt 
to a dynamic environment. One 
of these areas is, naturally, the 
way in which people consume 
current events. According to a 
cross-generational study by the 
Pew Research Center on the 
sources employed by Europeans to 
access the news, there seems to be 
a significant correlation between 
a person’s age group and their 
preferred news source. 

The study included eight 
European countries which, 
altogether, represent 69% of the 
European Union’s population. 
Although in each variable studied 
there exist some variations 
between countries, there are 
evident trends if different age 
groups are compared, especially 
when it comes to the use of social 
media as sources of information. 

While 87% of those contemporary 
to the popularisation of the 
television– that is, those 50 
years or older – still tend to rely 
on this platform for their daily 
news intake, 73% of young 
Europeans prefer the Internet. It 
is interesting to note, however, 
that the percentage of people in 
each country is more uniform for 
the middle-aged groups – 30 to 
49 – with people consuming news 
from all television, the Internet, 
print, and radio. In this sense, 

the middle generation seems 
to bridge the gap between the 
young and the old. The biggest 
intergenerational gap occurs in 
Denmark, with 59 percentage 
points separating the age 
categories on the extremes and the 
lowest gap occurs in Italy, where 
young adults tend to rely on 
traditional sources of information 
and are separated by their older 
counterparts by 26 percentage 
points only. 

Although Italy and Denmark 
widely differ on the amount of 
young adults in the respective 
countries that get informed 
through the TV, these two 
countries share the highest 
amount of 18 to 29-year-olds who 
use social media for news daily. 

Yet, a majority of the people 
in this age group – 59% – use 
social media in all eight countries 
surveyed. The fast pace at which 
information flows on social media 
platforms also means that this 
age group is exposed to a wider 
variety of sources of information. 
In fact: “in nearly all countries, 
younger adults are less likely than 
the oldest age group to agree on 
one outlet as their primary news 
source.” 

The United Kingdom represents 
a notable exception, however, 
with 44%  of younger adults and 
51% of those 50 and older relying 
on the BBC as their unique, 
dominant source. 
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Recently, the 
European 
Commission 
released a 

new Eurobarometer on 
antibiotic resistance. It is 

still surprising that nearly 
half of the respondents 
still think that antibiotics 
are effective against 
viruses, or that 58% of 
respondents do not know 

that the use of antibiotics 
to stimulate growth in 
farm animals has been 
banned in Europe since 
2006. It is obvious that 
there is still room for 

Clara 
Eugenia
AGUILERA GARCÍA mep
Vice Chair, Committee on 
Agriculture and Rural Development

It’s in your hands
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improvement when it 
comes to information 
and knowledge of the 
society regarding the use 
of antibiotics, both in the 
human and veterinary 
sector. 

We believe that work 
should be done in order 
to increase awareness 
among citizens about the 
benefits of antibiotics 
and their responsibility 
in protecting those 
medicines for future 
generations. Initiatives 
such as the European 
Antibiotic Awareness Day 
should be encouraged, 
always following a “One 
Health” approach.

Antibiotic resistance is 

a growing problem 
globally and brings huge 
societal and economic 
challenges; therefore, 
action at member 
states, European and 
international level is 
urgently needed. In my 
role in the European 
Parliament as vice-
chair of the Committee 
on Agriculture and 
Rural Development 
and rapporteur on the 
proposal on medicated 
feed, I have dealt 
several times with issues 
related to antimicrobial 
resistance (AMR). AMR .

Recently, we have taken 
a significant step in the 
battle against antibiotic 
resistance, updating and 
harmonising rules on the 
manufacture, placing on 

the market and use of 
medicated feed through a 
new Regulation. 

Medicated feed is a safe 
and controlled way to 
treat animals, ensuring 
an accurate dosage of the 
veterinary medicines. 
This is crucial when 
thinking about our 
work in fighting against 
antibiotic resistance. The 
report was approved by 
great majority by the 
European Parliament last 
October. 

These rules are under the 
new general regulation 
of veterinary medicinal 
products (VMP). This 
is particularly the case 
where we have established 
the total prohibition 
of prophylactic use 
of medicated feed 
containing antibiotics 
in the medicated feed 
regulation. Prevention 
is always better than 
cure, but when the 
only solution is to 
administer a VMP (via 
medicated feed) we will 
have stricter rules of 
use and manufacture 
for a therapeutic tool 
in the hands of our 
veterinarians.

These updated rules 
will ensure responsible 
use of antibiotics. We 
believe that prevention is 
always better than cure, 
this is why responsible 
use should be seen as 
a holistic approach 
encompassing bio-
security, good nutrition, 
good housing, herd 
health plans and good 
vaccination strategies. 
It is in this context, and 
where disease still occurs, 

that antibiotics should 
be responsibly used to 
protect the health and 
welfare of animals.

I believe that when it 
comes to AMR, the 
problem is twofold; on 
the one hand the misuse 
and the overuse of 
antibiotics have increased 
the rate at which 
resistance is developing, 
and on the other there 
is a lack of new effective 
medicines. Therefore, 
work needs to be done 
in order to find solutions 
to support better 
rewards for innovation, 
while promoting the 
responsible use of 
antimicrobial agents in 
both animal and human 
medicine. 

Particularly, it is of the 
utmost importance 
that Europe provides 
incentives to drive 
research and innovation 
in the future “Europe 
Horizon” for the 
development of new 
antibiotics, diagnostics, 
vaccines, alternatives to 
antibiotics, etc, both in 
thehuman and animal 
health sectors.

Europe has recently 
put forward a number 
of legislative proposals, 
including the veterinary 
medicinal products, 
medicated feed and 
animal health law. It 
is also important that 
member states continue 
to develop and update 
national strategic plans to 
fight antibiotic resistance, 
always following the one 
health approach and 
under the umbrella of the 
European plan to ensure 

coordination. 

We are aware of great 
achievements in the 
veterinary sector, such 
as reduction of 20% 
of antibiotics sales for 
food producing animals 
since 2011, including 
critical antibiotics. 
While it’s clear that 
the Commission has 
limited competence in 
healthcare, I believe 
that the discussion at an 
EU level predominately 
focuses on veterinary 
medicines and agriculture 
and should in fact extend 
to human medicine.

It is important to bear in 
mind that this is a multi-
sectorial challenge, which 
is why it is necessary to 
work together with the 
public health sector, 
the environment and 
other areas. In addition, 
resistance to antibiotics 
knows no borders, which 
is why a global approach 
with the commitment 
from all countries is 
needed to face this 
challenge.

To conclude, more 
incentives for the 
development of new 
effective tools such as 
new antibiotics, vaccines, 
diagnostics, etc, strict 
control on responsible 
and prudent use of 
antibiotics, promotion 
of awareness among 
the society and the 
commitment of all the 
sectors will be critical if 
we want to be successful 
in tackling antibiotic 
resistance.
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Alojz Peterle 
has been one 
of the rising 
stars of the 

European People’s Party, 
representing Slovenia, 
serving as the president 
of the European 
Parliament’s all-party 

MEPs Against Cancer 
group.

Government Gazette 
caught up with EP’s 
Slovenian beekeeper 
who demands stronger 
political will and the 
implementation of a 
concept of health in all 

END OF 2018 policies. Peterle shared 
with us some of his 
experiences in 2018 and 
his expectations for the 
New Year. 

His highest point this 
year — as expected — 
was the World Bee Day, 
when the Commission 
inched a step closer to 
Juncker’s pledge to save 
the bees. 

What did you learn in 
2018?

One of the big topics this 
year has been Artificial 
Intelligence (AI). 
Throughout discussions 
I’ve partaken in, it has 
become increasingly 
apparent to me that we 
must establish a unified 
approach to advances 
in the field, speaking in 
terms that incorporate 
both science and ethics. 
AI is presenting us with 
new horizons across 
society, especially in 
the field of health. 

Applications utilising AI 
are able to analyse data 
that help us understand 
prevention, treatment, 
and patient outcomes 
in new ways. Such 
progress is fascinating 
and exciting, but as our 
systems become more 
advanced, autonomous 
and human-like, we 
need to address complex 
questions regarding the 
definition and protection 
of personhood. 

For example, I have 
heard some strange 
proposals that would 
give legal personality 
to robots. Additionally, 
there are questions 
regarding responsibility 
for AI technology, such 
as self-driving cars, if 
it malfunctions and 
causes harm. As this field 
progresses and becomes 
more integral to our 
daily lives, there will be 
challenging questions 
ahead. 

What’s the entire buzz about 
EP’s Slovenian beekeeper?

www.governmentgazette.eu | 32

Government Gazette-December 18.indd   32 18/12/2018   14:49:55



Your high point of 2018?

The high point of this 
year was World Bee Day, 
which was celebrated for 
the first time on May 
20th. This was a result 
of the hard work of the 
Slovenian Beekeeper’s 
Association and the 
Slovenian government 
to ask the UN to set 
aside a special day 
to acknowledge the 
important role that bees 
and other pollinators 
play in sustaining 
our ecosystem. This 
particular date was 
chosen because it is the 
birthday of Anton Janša, 
the pioneer of beekeeping 
and a Slovenian. 

To see such global 
support for the 
protection and 
promotion of bees was a 
great encouragement as 
it showed international 
awareness regarding the 
importance of global 
cooperation on the 
issue is growing. As a 
beekeeper, I know that 
even the smallest bee 
can have a big sting on 
our society if its role as a 
pollinator is threatened.

Your low point of 2018?

This year, I had to say 
goodbye to a few dear 
friends because of cancer. 
As a cancer survivor, 
cancer is personal and 
also central to my work 
at the national and 
European levels. Chairing 
the Members Against 
Cancer group in the 
European Parliament 
has given me many 
opportunities to become 
aware of new technology 
and methods of 
treatment directly from 
global experts. 

Yet, in spite of the 
advances we continue 
to make, we are not 
successfully addressing 
the disease in terms of 
prevention, treatment or 
cross-border cooperation. 
One in three European 
citizens will develop a 
form of cancer in their 
lives and on e-fourth 

of all deaths in the EU 
are due to cancer, two 
statistics which should 
drive us to act. 

We have seen how 
pooling resources within 
the EU has been a great 
benefit to our societies 
and economies, we 
should now work to keep 
health understood as a 
resource as we continue 
working to eradicate 
cancer. More Europe 
will not be possible with 
more cancer.

Three words you would 
use to sum up the EU.

Peace, freedom and 
community.

What are your hopes and 
expectations for 2019? 

I hope for a strong, pro-
European majority in 
the European Parliament 
after the elections in 
May. 

There is no other option 
than for the European 
project to continue and 
grow stronger. In the 
past year, we saw shifts in 
public opinion towards 
the ends of the political 

spectrum. 

Our politics are 
becoming increasingly 
polarised and divided, 
and our capacity for 
constructive dialogue 
has been destroyed. In 
view of this, debates on 
the future of Europe are 
needed now more than 
ever to determine the 
common future we will 
share together. 

If we want to decide on 
our tomorrow, we must 
begin by remembering 
our past. 

I would like this process 
to continue gaining 
attention in 2019 and 
for the EU to rediscover 
its sense of a common 
good. More importantly, 
we must remember what 
this really means. It is 
what defines Europe and 
should be central to all 
we do. 

Regarding the Western 
Balkans, I’d like to 
see the EU deliver on 
its promises for the 
regions and bring these 
countries closer to their 
European futures. Saying 

that we support the 
European perspective 
is not enough; we need 
to follow through with 
concrete initiatives. 
We have some unique 
opportunities now, 
including completing the 
visa-free travel for the 
citizens of Kosovo and 
to include the Western 
Balkans countries into 
the free mobile roaming 
zone of the EU. 

These are two small 
gestures that will greatly 
benefit the citizens 
of these countries, 
demonstrating our 
commitment to the 
development of the 
region. 

Additionally, I would like 
to see health higher on 
the political agenda of all 
European institutions. 
Health, especially with 
regard to prevention, 
should be understood as 
an economic category, as 
preventing an illness is 
a far lesser burden than 
treating it.
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Let’s tackle Europe’s diesel disgrace now

W hen I sat down 
with European 
Commissioner for 
Climate Action 

Miguel Arias Cañete for our first 
trilogue on October 10th, both 
the European Council and the 
European Parliament presented 
their positionson the Regulation 
setting the emission performance 
standards for new passenger cars 
and light commercial vehicles.

I must admit that I am not convinced of the outcome 
as well, more so because the European Union has placed 
itself as “a leader” in the fight against climate change and 
the reduction of greenhouse gases.

Is Europe really a leader in fight 
against climate change? 

It was the first in a series 
of interinstitutional 
negotiations that will 
follow, and its objective 
was to set the tone for the 
discussions that follow. 
Just a few days before, 
the European Parliament 
gave a strong mandate for 
the negotiations to kick 
off, with a solid result of 
389 members voting in 
favour. 

As the lead negotiator 
on this legislative 
proposal, I fought hard 
for a Parliament position 
that endorsed a CO2 
emissions cut from new 
cars of 20% by 2025 and 
a 40% cut by 2030. It 
was a clear position that 
carmakers should ensure 
that zero- and low-
emission vehicles make 
up a 35% market share 

of sales of new cars and 
vans by 2030 and 20% 
by 2025.

But on the eve of the 
first trilogue, the Council 
of Ministers agreed to a 
15% target by 2025 and 
a 35% by 2030 for cars, 
leaving several member 
states disappointed with 
the final outcome. 

Several states insisted that 

the so-called general approach 
adopted by the Council had 
become weaker as the discussions 
progressed.

I must admit that I am not 
convinced of the outcome as well, 
more so because the European 
Union has placed itself as “a 
leader” in the fight against climate 
change and the reduction of 
greenhouse gases. Such a fight 

cannot stop at words 
but requires concrete 
and meaningful action 
from us all, including 
policymakers, industry 
players and stakeholders, 
together with measures 
that rope in consumers 
as well. 

When I took on the 
rapporteurship of this 

legislative file, I knew 
exactly what I wanted to 
achieve and my resolve 
strengthened the more 
I held meetings with 
the carmakers, technical 
experts, social partners, 
consumer organisations 
and environmental 
NGOs. Here is our 
opportunity to harness 

a global challenge 
and put Europe’s car 
manufacturing industry 
at the forefront before 
other continents take 
over.

The continued 
decarbonisation of the 
transport sector is in line 
with the commitments 
under the Paris 

environment Putting the dangerous legacy of the ‘Dieselgate’ scandal to an end
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Three years after 
Dieselgate there still 

is no European solution. 
We’ve got a piecemeal 
approach where dirty 
diesels are not being 
fixed but are increasingly 
exported east. We need 
a European solution 
based on the principle 
that dirty diesels must be 
either fixed or scrapped.

Though efforts have been 
made at the national 
and city levels to reduce 
the external costs of 
certain transportation 
methods, there is still 
much work to be done 
regionally. The European 
Public Health Alliance 

Lobbyists demand greater action at EU level

Agreement.

Reducing CO2 emissions 
from vehicles is an 
opportunity on multiple 
fronts: safeguarding the 
environment, reducing 
the impact of pollution 
on our health, increasing 
the supply of clean cars 
on the market, making 
them more affordable for 
consumers, investing in 
infrastructure to make 
the transition happen, 
boosting innovation and 
competitiveness and 
investing even more in 
our workers.

The Parliament is 
also mandating the 
Commission to propose 
legislation that would 
provide consumers with 
accurate and comparable 
information on the fuel 
consumption and to 
develop a real-world 
CO2 emissions test, with 
the aim of using it for 
compliance purposes. 

Concerns were raised 
about jobs. As the 
European Parliament, we 
are strongly advocating 
for a socially acceptable 
and just transition 
towards zero-emission 
mobility. The EU can, 
and should, promote 

skill development and 
retraining of workers in 
the sector in order to 
help the transition to 
clean mobility. 

Doubts were raised 
about the capacity 
and capability in 
infrastructural 
investments in Europe. 

I believe that market 
forces will push 
development in the right 
direction. We can help 
this process with policy 
measures being proposed 
in the Parliamentary 
text, namely by finding 
synergies between 
political, economic and 
financial stakeholders 
working together across 
the European Union, 
regional and local levels 
and also supported by 
stronger Union funding 
instruments. 

As we dedicate the 
coming weeks to 
negotiating among the 
three institutions, I 
look forward towards 
a constructive and 
productive approach. At 
the end of the day, it is 
our duty as policymakers 
to ensure a deal with a 
long-term vision for all.

(EPHA), EUROCITIES, 
and Transport and 
Environment (T&E) 
recently presented a 
declaration proposing 
five initial cooperative 
measures to tackle the 
air pollution issue. 
The EU should start 
by eliminating the 43 
million dirty diesel 
vehicles that are still 
circulating around 
member countries. The 
proposal also calls for the 
creation of the ‘EU Clean 
Air Fund,’ strengthening 
the legislation at the 
European level, and 
coordination among 
EU countries for the 

recall and fixing of 
automobiles.  

The petition has sprung 
three years after the 
Dieselgate scandal which 
raised awareness of the air 
pollution issue, but did 
not provoke noticeable 
legislative changes. As 
Lisa Boni – secretary 
of EUROCITIES 
– recognises, it is 
not sufficient for 
non-governmental 
organisations to 
“encourage alternatives, 
such as public transport, 
walking and cycling.” 
This movement also 
requires “greater action 
at EU level to clean up 

dirty diesels and promote 
sustainable urban 
mobility.” 

As other clean-air 
lobbyists explain, the 
proposed measures are 
not only important for 
the environment, but 
also to prevent premature 
deaths. William Todts, 
executive director of 
T&E, argues that even if 
“all Europeans have the 
right to breathe clean 
air […] only 2% do, 
while more than 400,000 
die prematurely every 
year as a result.” Sascha 
Marschang, director of 
EPHA, shares this view, 
but with a slight twist. 

Although Marschang 
does recognise the 
evidence linking air 
pollution and premature 
deaths, he believes that 
getting policymakers to 
act is by emphasising 
healthcare costs. “Making 
the invisible visible and 
calculating the actual 
healthcare saving,” he 
explains, “would make 
it easier for decision 
makers to implement the 
necessary policy measures 
to ensure cleaner air and 
a healthier life.”

european diesel summit
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technology Blockchain finds its way

T here is little 
doubt that 
blockchain is 
the buzzword 

of 2018. From the 
bitcoin bubble to the 
proliferation of new 
blockchain applications, 
politics and industry are 
abuzz with the hype that 
blockchain will be the 
next transformative wave 
of the digital revolution.

This is indeed an 
incredibly exciting field, 
within which innovations 
are emerging on a daily 
basis.To this end, I am 
encouraged to see my 
fellow members of the 
European Parliament are 
quite rightly becoming 
increasingly aware of 
blockchain’s widespread 
potential beyond 
cryptocurrencies.

As the rapporteur on 
my Own Initiative 
report on “Blockchain: 

A forward looking trade 
policy” in the European 
Parliament’s Committee 
on International Trade, I 
hope to continue to raise 
much needed awareness 
about the opportunities 
and challenges of this 
emerging technology and 
expand understanding 
of how this technology 
works.

My report has come 
at the perfect time 
to explore the uses 
and applications 
of blockchain and 
distributed ledger 
technologies to 
international trade. 
There is tremendous 
potential for blockchain 
to revolutionise the way 
businesses trade and 
exchange information, 
goods and ideas.

However, while we 
are right to extol the 
opportunities blockchain 
has to offer, I believe 
as politicians we must 
proceed with a rational 
and laser-like focus 

on the challenges and 
current limitations to this 
technology. Blockchain 
is not a silver bullet that 
can solve all the world’s 
problems and given this, 
I was careful to focus 
on specific applications 
of blockchain to 
international trade within 
my report.

For example, my report 
focuses on the role of 
permissioned blockchains 
in international trade, as 
opposed to permissionless 
blockchains. 
Permissioned blockchains 
are akin to conventional 
databases, in that the 
contents of the ledger 
are only available to 
selected users through 
a rules-based control 
mechanism. It is the 
extra element of control 
of users, in addition 
to the secure level of 
access on permissioned 
blockchains, which 
explains why I believe 
there is greater scope 
right now to examine 
its application to 

international trade.

My report focuses on 
several areas in which 
blockchain has the 
potential to improve the 
trading environment, 
and provide businesses 
and consumers alike with 
trading confidence.

First, my report 
investigates how the 
EU’s trade policies could 
be strengthened by 
incorporating blockchain 
into its operations. 
We often discuss the 
underutilisation of 
the EU’s Free Trade 
Agreements, owing to 
various reasons, although 
one of which is the 
complex rules to benefit 
from preferential access. 
Blockchain can ease 
the process for proving 
origin and compliance 
and simplifying 
administrative burdens, 
thereby boosting exports.

Second, my report 
focuses on the 
application of blockchain 
to external aspects 

Emma McClarkin, 
rapporteur on 

Blockchain in the 
European Parliament’s 

International Trade 
committee writes about 
her own initiative report 

How can the EU harness blockchain 
for a forward-looking trade policy? 

THE LAST WORD
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My report has come 
at the perfect time 
to explore the uses 
and applications 
of blockchain and 
distributed ledger 
technologies to 
international trade. 
There is tremendous 
potential for 
blockchain to 
revolutionise the 
way businesses 
trade and exchange 
information, goods 
and ideas.

of customs and trade 
facilitation. Blockchain 
can improve transparency 
throughout supply 
chains, strengthening 
the certainty of the 
provenance of goods, 
upholding consumer 
protection and improving 
trust and business 
stability. Moreover, the 
reduction of barriers in 
supply chains through 
the implementation of 
blockchain is estimated 
to boost global trade by 
up to 15 percent.

There are several exciting 
pilots within the logistics 
industry that have 
already demonstrated 
the potential of 
blockchain to reduce 
transportation costs, 
make the industry more 
environmentally-friendly, 
and boost economic 
performance overall. 
For example, IBM have 
worked extensively on 
integrating blockchain 
into supply chains, 
from collaborating with 
Walmart and Maersk 
on reducing tracking 
times along the supply 
chain. Within the 
public sector, the South 
Korean government has 
launched a permissioned 
blockchain platform to 
facilitate cross-border 
trade by enhancing 
collaboration between 
customs authorities and 
regulatory agencies.

My report also 
recognises that SMEs 
could be one of the 
greatest beneficiaries 
of blockchain. The 
technology could make 
it significantly easier for 
SMEs to interact with 
customs authorities and 
other businesses along the 
supply chain, to enable 
them to internationalise 
their exports. Blockchain 
could facilitate peer-to-
peer communication and 
collaboration tools that 
could significantly ease 
how SMEs do business.

Despite this abundant 
potential, there are 
still a number of 

challenges to blockchain 
implementation that will 
need to be addressed. 
To this end, my report 
also investigates the 
importance of secure 
data flows for preventing 
the use of fraudulent 
documentation and 
counterfeit goods 
entering the supply 
chain. Enabling the free 
flow of cross-border 
data is integral to both 
trade and the blockchain 
architecture. 

Furthermore, my report 
also recognises the need 
to further investigate 
the relationship between 
blockchain and the 
implementation of the 
EU’s General Data 
Protection Regulation 
(GDPR). I am positive 
that blockchain can 
provide solutions for 
GDPR implementation, 
as both initiatives are 
underpinned by common 
principles of ensuring 
secured and self-governed 
data. Nonetheless, it 
is essential that the 
Commission continues 
to look in to maximising 
compliance in the design 
of blockchain systems.

My report also 
looks at two further 
challenges to blockchain 
implementation: 
interoperability 
and scalability. The 
interoperability of 
different blockchain 
systems is vital for 
creating an ecosystem 

through which supply 
chains and public bodies 
can harness the benefits 
of blockchain. 

It is important the EU 
create an environment 
for start-ups to design 
new systems that are 
compatible with other 
blockchains and existing 
digital applications. In 
addition, the scalability 
challenges associated 
with the implementation 
of blockchain systems, 
particularly with 
regard to expanding 
international trade 
networks, must be 
considered as pilot 
projects start to flourish. 

So with the opportunities 
there to grasp, my 
report outlines several 
recommendations 
to the European 
Commission. It 
is essential the 
Commission 
build on 

its existing progress by 
closely engaging with 
developments in the 
area of blockchain, in 
particular the ongoing 
pilots implemented in 
the international supply 
chain.

The Commission should 
develop a set of guiding 
principles tailored to 
industry to provide a 
level of certainty and 
encourage innovation, 
working closely with 
stakeholders to address 
interoperability and 
scalability challenges. 
These are just some 
of the 

recommendations 
that need serious 
consideration.

We must ensure Europe 
remains a global leader in 
blockchain, as countries 
across the world are 
launching innovative 
initiatives and pilots 
daily. This applies not 
just to the development 
of regulation and policy, 
but to the technology 
itself. The digital 
technology revolution is 
here.
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DIABETES REPORT
Recommendations to reshape policy making

Roadmap to improve 
management of 
diabetes in Europe 
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According to IDF, diabetes affects around 382 million 
people worldwide. In Europe, prevalence estimates now 
stand at 8.5% of the population aged between 20 and 
79 years – meaning that 56.3 million people are living 
with diabetes in the whole of Europe. This is forecast to 
rise to 68.9 million by 2035.  

To reverse this trend, it is pertinent to tackle the 
persisting gaps and missed opportunities in the EU 
battle against diabetes. The basis for such an action lies 
in an objective and factual assessment of the situation. 

Diabetes is becoming a public health crisis due to 
unhealthy diet, physical inactivity and increases in 
obesity levels. If those affected by diabetes do not 
correctly manage their condition, they are likely to 
become progressively ill and debilitated, and over time 
diabetes can damage the heart, blood vessels, kidneys, 
eyes and nerves. 

We have the opportunity to do something. Education 
at the point of diagnosis is crucial as that is when the 
shock level is highest, and people are more likely to 
make dramatic changes to lifestyle.

Its time to diffuse the diabetes 
time bomb

The state we are in
at a glance

Currently 29 countries out of 47 
are implementing a national plan 
addressing diabetes and another 10 
have announced plans for future.

1.

Though 95% of European countries 
target obesity, smoking and harmful 
use of alcohol, prevention remains 
poorly funded.

2.

47 countries reportedly have some 
form of diabetes guidelines, but 
stakeholders are reportely less aware 
of existing guidelines. 

3.

Nearly 75% of countries in 
the region do not recommend 
continuous universal education to 
people with diabetes. 

4. Secondary prevention, attempting 
to put diabetes into remission, 
or preventing pre-diabetes 
hyperglycaemia states from 
progressing, has also been 
disappointing.

5.

What’s inside

Beyond ‘surviving’ with diabetes, Nathan Gill MEP 
is living proof of why the paradigm must change

Parliament Perspective

Prof Philip Home from Newcastle University 
presents a plan to hold back the diabetes tsunami

Assessment of prevention and care

John Nolan from EASD offers a strategy to enable 
healthcare systems to cope with diabetes

Focus on outcomes

Dr Gottlobe Fabisch from VDBD discussed the 
vital role of nurses and education experts 

Role of nurses 

Collaboration is essential to improve 
current landscape of diabetes, writes 
Dr. Robert J. Heine from Lilly

Industry perspective

Dr Bruno Almeida from the Portugese Diabetes 
Association calls for a new perspective 

Challenge the current lifestyle

Dr Jenifer Smith from Public Health England proposes 
a cautious optimism in preventing Type 2 Diabetes 

UK Perspective 

Kris Doggen from APDP takes us a step towards 
a comprehensive diabetes data registry 

Data is a key player in the diabetes policy puzzle 

Michael Kloss from Ascensia writes about 
developing holistic digital solutions

Industry Perspective

Monica Sorensen from the Norwegian Directorate of 
Health writes about the effects of salt 

Healthier food products through partnership

How can Europe manage diabetes more effectively? Healthcare 
policymakers and key members of the diabetes community in Europe 
recently came together at the iCPS Diabetes Europe roundtable to 
discuss next steps for diabetes care and prevention. 

icps diabetes europe 2018
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Despite 30 European countries boasting 
national plans covering diabetes, the 
disease currently affects nearly 60 million 
people in Europe. If this situation is to 
change, urgent action is required at the 
policy level and broader collaboration is 
essential among policymakers, professional 
societies, healthcare professionals 
and patient organisations. Canvassing 
for a change in the world of diabetes 
policymaking, the International Centre for 
Parliamentary Studies recently brought 
together key stakeholders to discuss 
strategies to improve prevention and 
management of diabetes in Europe.

How can Europe manage 
diabetes more effectively? 

Nearly 30 
European 
countries 
have 

national plans covering 
diabetes and 10 
countries have such 
a plan for the future. 
Ninety-five percent of 
them target obesity, 
smoking, harmful use 
of alcohol, and promote 
healthy diets and 
physical activity. 

Yet, sadly, diabetes 
currently affects almost 
60 million people 

across Europe. While 
several countries have 
made progress towards 
developing a systematic 
policy response to 
the diabetes burden, 
overall investment in 
and implementation of 
comprehensive strategies 
for the prevention and 
treatment of diabetes has 
varied. 

To reverse this trend, 
it is pertinent to tackle 
the persisting gaps and 
missed opportunities 
in the EU battle 

against diabetes. In 
order to review the 
current progress of 
diabetes management 
in Europe and address 
the complications in 
managing the fatal 
disease, the International 
Centre for Parliamentary 
Studies brought 
together eminent 
parliamentarians, 
healthcare professionals, 
academic experts and 
industry stakeholders 
in a high-level policy 
roundtable on May 16th, 
2018 in Brussels. 

European policymakers should do more to increase awareness about 
risk factors and the disastrous complications of the fatal disease. 

Europe must prioritise actions to prevent people from becoming 
overweight and obese, beginning before birth and in early childhood. 

Member states should invest more in the foundations of lifelong 
physical well-being in our youngest children.

Europe needs to create more supportive social environments for 
physical activity

It is essential that we pursue pragmatic solutions to manage dia-
betes. Whilst every European country is finding its own way to solve 
common challenges in managing diabetes, anything that is common 
and can be used to compare should be used, in order to build a data 
framework to better manage the fatal disease.  

Call for action 
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How can Europe manage 
diabetes more effectively? 

iCPS DIABETES EUROPE 2018

A central theme to emerge from the 
roundtable discussion was the 
importance of good data repository 
systems and the need to liberate data 

to strengthen our battle against diabetes. 

Although the growth of the diabetes burden is 
undisputable, the scarcity of comparable data 
makes it difficult to quantify this increase at 
national and European levels. Given the key 
role of robust, comprehensive data in informing 
policies, it is surprising to note that more 
than 83% of diabetes registers are reportedly 
incomplete. 

While numerous apps, companies, hospitals and 
healthcare providers collect a variety of personal 
data, more needs to be done to improve 
intelligent data collection, interconnecting data 
and getting better at data interpretation and 
sharing, in order to improve patient outcomes 
and treatment modalities. While maximising 
the use of data still remains a challenge in 
the light of data privacy laws, it is crucial to 
remain more transparent on how we process 
patient information. It is imperative to develop 
standards for data collection and usage in the 
treatment and management of diabetes. 

It is consequently crucial for European 
policymakers to toughen the national capacity 
to collect, analyse and use representative data 
on the burden and trends of diabetes and its 
key risk factors. More needs to be done in 
order to improve the quality of data. Member 
states must develop, maintain and support 
a European diabetes registry. Learning from 
best practices and cancer registries, Europe 
should build a centralised patient-focused data 
registry to improve analysis of data on patient 
experiences.

Data is a key player 
in our fight 

Chaired by Prof Philip 
Home, former editor of 
reputed international 
diabetes journals, 
including Diabetic 
Medicine and IDF’s 
Diabetes Voice, the 
iCPS Diabetes Europe 
Roundtable 2018 housed 
over 40 experts coming 
from more than 20 
European countries, 
who examined a wide 
assortment of issues 
ranging from prevention, 
active surveillance, 
the importance for 
data sharing and 

greater collaboration, 
reimbursement and the 
need for promoting 
active lifestyles. 

Following a policy update 
from the European 
Commission, Prof John 
Nolan from the European 
Association for the Study 
of Diabetes (EASD) 
launched the European 
Diabetes Forum, a new 
initiative of EASD, 
which aims to address the 
full landscape of diabetes 
research and clinical care 
in Europe. Ambitious to 

advance diabetes research 
and care, he noted that 
it’s time to accelerate and 
strengthen our capacities 
to collect, analyse, and 
use healthcare data. 

Delegates agreed 
that a coherent 
strategy on diabetes 
public awareness, 
research, prevention, 
management and 
long-term monitoring 
is a sine qua non, and 
tabled a few significant 
recommendations for 
policymakers. 
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healthcare Tackling the burden of Diabetes 

Is Diabetes losing out to other 
diseases like cancer? 

Despite political engagement 
efforts and the work of 
international and national 
diabetes associations across 
Europe, politicians are yet to 
understand the gravity of the 
situation at hand. 

We need stronger political 
mobilisation and investment. 
Delegates agreed that more 
awareness should be created at 
the political level to implement 
national strategies to manage 
diabetes. 

Delegates at the ICPS Diabetes 
Europe 2018 call on policymakers 
and politicians to necessitate, as 
soon as possible, a societal change 
towards diabetes and table a few 
significant recommendations to 
improve management of the fatal 
disease. 

1. There’s a need for a 
systemic and societal 
change regarding public 
attitudes towards 
diabetes. European 
policymakers should 
do more to increase 
awareness about risk 
factors and the disastrous 
complications of the 
fatal disease. 

2. Europe should fill 
the key gaps in the 
diabetes knowledge base. 
It is pertinent to make 
an honest analysis of 
failed initiatives. More 
importantly, we need to 
analyse what strategies 
worked well and what 
did not. In particular, 
lessons from the past 
need to be articulated 
well in order to plan for 
the future of diabetes 
care in Europe. 

3. We should build the 
capacity of ministries 
of health to exercise a 
strategic leadership role, 
engaging stakeholders 
across sectors and 

society. Accountability of 
national diabetes plans 
should be increased and 
prevention strategies 
should be implemented 
at the European level. 

4. Europe must 
prioritise actions to 
prevent people from 
becoming overweight 
and obese, beginning 
before birth and in early 
childhood. We should 
implement policies and 
programmes to support 
women with gestational 
diabetes, to increase the 
consumption of healthy 
foods and to discourage 
the consumption of 
unhealthy foods, such 
as sugary sodas, thereby 
increasing regulation on 
food producers. 

5. Two patient 
communities that require 
maximum attention and 
care are the children 
and adolescents and the 
elderly. Special care needs 
to be taken in drafting 
specific strategies to 

improve prevention, 
diagnosis, care and 
management of diabetes 
within these factions of 
society. 

6. Member states should 
invest more in the 
foundations of lifelong 
physical well-being in 
our youngest children; 
create communities that 
foster health-promoting 
behaviours and broaden 
health care to promote 
health outside the 
medical system. 

7. There should be 
greater focus on 
education and health 
literacy for children and 
populations at high-risk, 
to improve prevention 
and reduce the cost 
burden of diabetes. 

8. Europe needs to create 
more supportive social 
environments for physical 
activity. A combination 
of fiscal policies, 
legislation, changes to the 
environment and raising 

Policy recommendations
Delegates 2018: 

President, Albanian Diabetes Association; VP of Global 
Regulatory Affairs, Ascensia Diabetes Care ; Head, 
Patient Advocacy and Professional Organizations, 
Ascensia Diabetes Care ; Researcher, Portuguese, 
Diabetes Association (APDP) ; Associate Professor, 
Austrian Diabetes Society (ÖDG); Endocrinologist, 
Belgian Health Care Knowledge Centre; Manager 
Knowledge & Innovaton, Dutch Diabetes Research 
Foundation; Special Advisor to the President, European 
Association for the Study of Diabetes; President, 
Estonian Diabetes Association; Endocrinologist, 
Estonian Diabetes Association; Scientific Officer in 
charge of diabetes and obesity research, European 
Commission - Research & Innovation; Director Insulins 
and Dulaglutide, Global Patient Safety, Eli Lilly, ; 
Distinguished Lilly Scholar, Eli Lilly; Co-Chair, EU 
Diabetes Working Group, European Parliament; Head 
of the Health Division, Federal Ministry of Health; 
President, Foundation of European Nurses in Diabetes 
(FEND); Chair, Finnish Diabetes Association; General 
Secretary, Hungarian Diabetes Association; Project 
Coordinator, IDF Europe; Director of the Department 
of Population Health, Luxembourg Institute of 
Health; Chief Officer at Person’s  Health  Department, 
Ministry of Health; President, Portuguese Society of 
Diabetology; National Diabetes Prevention Programme 
Director, Public Health England; President, Romanian 
Diabetes Federation; General Secretary, Romanian 
Diabetes Federation; Lead Researcher Diabetes Care 
Quality, Scientific Institute of Public Health; Professor 
of Internal Medicine, Society of Turkish Endocrinology 
and Metabolism; Professor of Internal Medicine, Society 
of Turkish Endocrinology and Metabolism; President, 
Spanish Society of Diabetes (SED); Podiatrist, Swiss 
Society of Podiatrists; Senior Advisor, The Norwegian 
Directorate of Health; Associate Professor, Université 
Libre de Bruxelles; Director, University Hospitals of 
Leicester; Senior Lecturer and Senior Nurse Research 
Associate, University Hospitals of Leicester

Delegates at the ICPS Diabetes Europe 
2018 call on policymakers and politicians to 
necessitate, as soon as possible, a societal 
change towards diabetes and table a few 
significant recommendations to improve 
management of the fatal disease
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awareness of health risks 
works best for promoting 
healthier diets and 
physical activity at the 
necessary scale.

9. There is an urgent 
need to develop strong 
nutrition standards for 
school lunch, reduce 
marketing and access to 
unhealthy food at schools 
and create healthier food 
environments. 

10. It is essential that 
we pursue pragmatic 
solutions to manage 
diabetes. Whilst every 
European country is 
finding its own way to 
solve common challenges 
in managing diabetes, 
anything that is common 
and can be used to 
compare should be used, 
in order to build a data 
framework to better 
manage the fatal disease.  

11. As the specialist 
nurse occupies a central 
position in caring for 
and supporting patients 
and their families over 

the course of the disease, 
greater importance 
should be given to the 
role of the specialist 
nurse. Due to the 
complexities of modern 
diabetic care, at least one 
named specialist nurse 
should be assigned to a 
patient at every level of 
care. 

12. It is pertinent to 
bridge the gaps between 
technology providers, 
pharmaceutical 
companies, science, 
regulators and academia 
to better understand the 
missed opportunities and 
challenges in managing 
diabetes. Europe should 
embrace innovation 
more effectively, support 
new initiatives and take 
the lead in stakeholder 
consultation. 

13. Europe should find 
new approaches for a 
patient-centred and 
personalised approach to 
diabetes management.

14. It is crucial that 

industry and healthcare 
systems work hand-
in-hand to provide 
access to medicines, 
improving prevention 
and care of diabetes in 
Europe. There is also an 
urgent need to increase 
availability and access 
to insulin pumps and 
improve reimbursement 
mechanisms of self-
monitoring tests. In 
addition, Europe should 
do more to improve 
and efficiently regulate 
self-management 
interventions. 

15. The huge increase 
in low-cost health-
related apps to improve 
management of lifestyle 
diseases raises three 
important issues: Are 
apps developed according 
to evidenced-based 
guidelines or on any 
evidence at all? Is there 
any evidence that apps 
are of benefit to people 
with diabetes? And what 
are the current regulation 
mechanisms for 

healthcare apps? Despite 
the high potential of 
low-cost health-related 
apps in improving 
healthcare, more needs 
to be done to insist on 
regulation of mobile 
medical applications at 
the European level. 

There are no simple 
solutions to address 
diabetes but coordinated, 
multi-component 
intervention can make 
a significant difference. 
Everyone can play a role 
in reducing the impact of 
all forms of diabetes. 

Governments, health-
care providers, people 
with diabetes, civil 
society, food producers 
and manufacturers and 
suppliers of medicines 
and technology can 
collectively make a 
significant contribution 
to halt the rise in 
diabetes and improve the 
lives of those living with 
the disease.

Now is the 
moment for 
a shift from 

reforming 
individual 

legal 
instruments 
and policies 
to devising 

a long-term 
framework 

vision.

As of August 
2014, a 
CHRODIS 
policy brief 

reported that seven 
of the 22 countries, 
including Austria, 
Belgium, Bulgaria, 
France, Germany, 
Latvia and Lithuania 
had no formal National 
Diabetes Plans (NDPs), 
in place. Denmark and 
Finland had concluded 
a previous NDP and 

Is Europe making sufficient progress? 
not (yet) developed a 
follow-up, while in the 
Netherlands the NDP 
has been succeeded by 
a new national strategy 
and the implementation 
of ‘Diabetes Care 
Standards’. 

In Norway and Sweden, 
diabetes was included 
as part of an overall 
strategy targeting chronic 
diseases more. Broadly, 
Austria, France and 
Germany reported not 

having an NDP in place 
as such but referred to 
national diabetes disease 
management programmes 
(DMPs) as the major 
approach to addressing 
diabetes through several 
disease-specific and non-
specific measures. remain 
more transparent on 
how we process patient 
information.

 It is imperative to 
develop standards for 
data collection and 

usage in treatment and 
management of diabetes. 

It is consequently 
crucial for European 
policymakers to toughen 
the national capacity 
to collect, analyse and 
use representative data 
on the burden and 
trends of diabetes and 
its key risk factors. 
More needs to done in 
order to improve the 
quality of data. Member 
states must develop, 

maintain and support 
a European diabetes 
registry. Learning from 
best practices and cancer 
registries, Europe should 
build a centralised 
patient-focused data 
registry to improve 
analysis of data on 
patient experiences.
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Nathan
L. GILL mep
Member of the
European Parliament 

Beyond ‘surviving’ with 
diabetes: living proof of why 
the paradigm must change

DIABETES REPORT
Recommendations to reshape policy making

Being diagnosed with 
diabetes is a life 
changing event, as I 
discovered in 2012. 

I immediately decided to make 
major lifestyle changes in order 
to beat this disease.

As with other sufferers of 
serious, lifelong conditions I 
have struggled over the last six 
years to find a sustainable way 
to not only survive but thrive 
with this chronic disease. Being 
a Member of the European 
Parliament, and travelling 
internationally weekly, has not 
helped.

Finding solutions to this 
complex condition is not just 
a challenge for individuals, 
but also for public health 
organisations and governments. 
Diabetes is currently the fastest 
growing health crisis of our 
time with the number of people 
diagnosed with diabetes in the 
UK more than doubling in the 
last twenty years.

Latest data shows that in the 
UK, almost 3.7 million people 
have been diagnosed with 
diabetes and 12.3 million people 
are at increased risk of Type 2 
diabetes. Further afieldthere are 
around 33 million people in 
the European Union who suffer 
with diabetes and according 
to the latest WHO statistics, 
around 422 million people 
worldwide have diabetes, with 

predictions that this number will 
double in the next twenty years.

Diabetes is becoming more 
prevalent and is therefore 
a public health crisis due 
to unhealthy diet, physical 
inactivity and increases in 
obesity levels. If those affected 
by diabetes do not correctly 
manage their condition, they are 
likely to become progressively ill 
and debilitated, and over time 
diabetes can damage the heart, 
blood vessels, kidneys, eyes and 
nerves.

Despite this pessimistic outlook, 
there are some simple solutions 
sufferers can take in order to 
help reduce both the amount 
of medicines needed to treat 
the illness, and the long-term 
problems associated with this 
condition.

In the UK, current government 
advice recommends that people 
put starchy carbohydrates at 
the base of their diet. These 
guidelines are absolutely 
wrong and have been a major 
contributor to the increase in 
obesity-related illnesses in the 
UK over the past three decades.

In 1977, government dietary 
guidelines in the USA changed 
(followed by the UK in 1983), 
replacing a foundation of 
satiating and nutritious full-
fatwhole foods for starchy 
carbohydrates, resulting in a 
thirty-five-yeardiet fad with 

disastrous consequences for 
public health.

When I was first diagnosed, 
I decided to ignore current 
government dietary guidelines, 
in particular advice on how 
much sugar and how many 
carbs I was allowed to consume. 
Reducing my intake of both 
sugar and carbohydrates 
immediately after diagnosis, I 
was able to completely erase the 
need to take Metformin and I 
didn’t need insulin injections for 
well over a year.  

After reading The Pioppi Diet, 
written by British Consultant 
Cardiologist Dr Aseem 
Malhotra, I felt that this was a 
lifestyle plan that could not only 
get me back on track with my 
health goals, but could also be a 
lifelong solution.

The “21-Day Lifestyle 
Plan”, notably reduces sugar 
intake to ten times lower 
than recommended by the 
government. Dr Malhotra has 
been on a mission to not only 
reduce the growing levels of 
diabetes and obesity in the UK 
and Europe, but in some cases 
reverse the effects of diabetes. I 
have joined Dr Malhotra in this 
important operation to change 
current government guidelines 
and I have hosted two events 

at the European Parliament in 
the last two years highlighting 
not only the problem, but some 
solutions.

The history of tobacco control 
should have taught us that 
legislation to reduce the 
availability, affordability and 
acceptability of smoking had the 
biggest impact in reducing the 
consumption of cigarettes, and 
had this occurred decades earlier, 
when the first scientific studies 
linking smoking and lung 
cancer were published, millions 
of premature deaths from lung 
cancer and heart disease could 
have been prevented.

I am a big believer in education 
before taxation and in individual 
liberties over government 
regulation, but these are 
extenuating circumstances. We 
have an opportunity to save 
millions of lives by not only 
changing existing guidelines, but 
helping the misinformed public 
make better choices.

A campaign of more effective 
education combined with 
efficient legislation, will also 
save national health services 
and public health organisations 
hundreds of millions, in a time 
where hard decisions are being 
made with the public purse. 

We have the opportunity to do 
something. Education at the 
point of diagnosis is crucial as 
that is when the shock level is 
highest, and people are more 
likely to make dramatic changes 
to lifestyle. I wish that my GP 
had given me a book or video 
extolling the correct direction I 
should take; empowering me to 
take responsibility and control 
of my disease, instead of my 
disease taking control of me and 
my life.

We need to act, and we need to 
act now.

We have an 
opportunity to 

save millions 
of lives by not 
only changing 

existing 
guidelines, but 

helping the 
misinformed 
public make 

better choices.
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At the time of the 
IDF/WHO St 
Vincent Declaration 
in 1989 (1), there 

was optimism in Europe 
that implementation of new 
understandings on optimal 
delivery of diabetes care, 
plus new technologies, and 
continuing research, could 
optimise the well-being of the 
many people afflicted with 
diabetes.  

The understandings remain, 
the medication and monitoring 
technologies have indeed 
bounded forward, and levels of 
research across many domains 
are higher than ever. Indeed 
for those who have practised in 
diabetes care for the past four 
decades, care quality has been 
transformed, not least with 
advances in patient education 
and structured care, the latter 
partly with electronic support.  
Paradoxically, the diabetes 
community is less optimistic 
than ever.

The problem of course is that 
society’s adoption of a higher 
calorie intake with reduced 
physical activity is promoting 
a higher incidence of type 2 
diabetes, just at a time when 
the middle- and later-aged 
population is increasing. 
Further, these people are 
surviving in burdened health for 
longer (due to better glucose, 
lipid, and blood pressure 

A plan to hold back the 
diabetes tsunami

control). Type 2 diabetes is a 
progressive (not a ‘chronic’) 
disease, meaning that the need 
for more complex and expensive 
therapies multiplies the burden 
further for all parties. Indeed the 
burden is societal, and not just 
because of cost, with amarked 
impact on productivity and 
employability in later middle 
age.  I know of countries 
globally where the effect on 
senior politicians and heads of 
state has negatively impacted 
local and indeed international 
policies.  

Primary, secondary or tertiary 
prevention?

Primary prevention is clearly 
highly desirable, and has 
strong overlap with the related 
conditions of obesity and 
arterial disease in people who 
will not develop diabetes. The 
case for targeting our children 
is strong, not least because they 
are the parents of tomorrow, 
and because they can influence 
their own parents. The former is 
important because some feeding 
behaviours in humans seem 
to be programmed in the first 
years of life, and are relatively 
immutable thereafter. 

This probably accounts for 
why prevention programmes 
aimed at adults (even after an 
event such as a heart attack or 
development of diabetes) have 
limited efficacy.  Indeed, as with 
tobacco, the impression gained 

by the practising HCP  is that 
cultural attitudes and fashions 
have a bigger impact than 
anything apart from taxation 
done by governments, who then 
need to be facilitating rather 
than programmatic. 

However, there is good evidence 
of success of school initiatives, 
and the infrastructure for 
enabling that is of course already 
in place.  

Secondary prevention, 
attempting to put diabetes into 
remission, or preventing pre-
diabetes hyperglycaemia states 
from progressing, has also been 
disappointing. Bariatric surgery 
can be successful, particularly 
the more complex and risky 
gut by-pass operations, but 
are hardly a general solution, 
and guidelines often restrict 
them to people already with 
complications (ie, to tertiary 
prevention) for reasons of both 
cost and health benefit: risk.

More recently, low-caloriediet 
approaches have been 
successfully trialled in primary 
health care, with surprisingly 
good remission rates (~50 %) at 
1 year (2), but long-termefficacy 
remains to be determined, and 
this is a research priority. But it 
will still leave a large population 
with progressive hyperglycaemia 
with a high probability of 
developing burdensome and 
high cost vascular complications 
(eg, eye, heart, kidney damage).

Structured diabetes care

The issue then of provision of 
quality diabetes care cannot 
be ducked, for both health 
burden and societal reasons. It 
is not a simple or inexpensive 
issue because people progress 
within the first decade of the 
condition to insulin therapy, 
which is a burden to provide, 
and accordingly is presently 
marked by considerable clinical 
inertia. - The good evidence 
base for structured patient 
education is notably in contrast 
to the paucity of its provision 
to diabetes populations in 
Europe, even where endorsed 
and recommended by payers for 
over a decade, as in the UK by 
NICE. Structured diabetes care 
also includes things like annual 

surveillance for development 
of retinopathy and for foot 
problems, both now preventable 
complications. Further, some 
newer medications apparently 
can prevent the decline into end 
stage renal disease (3), another 
high cost complication, and one 
almost usual in type 2 diabetes 
in older people.  

I list these things because it 
then becomes clear that without 
national programmes and 
guidelines, and indeed without 
plans for their implementation, 
we are going to continue to 
fail to deliver to a majority 
with diabetes the care required 
to preserve their health, and 
prevent them becoming a 
social and cost burden on their 
communities. 

It will also be evident that such 
programmes need to avoid 
being hijacked by the promise 
of population educational 
initiatives that have a weaker 
evidence base, and will still 
currently leave us with a burden 
that is breaking most health 
systems.  

The views expressed here are 
those of the author, and do not 
seek to represent those of any 
organisation with which he is or 
was associated.
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healthcare Tackling the burden of diabetes 

Enabling healthcare systems to 
cope with the diabetes pandemic 

The St Vincent 
Declaration (1) (WHO 
and IDF-Europe,1989) 

set goals and tasks to reduce 
the burden of diabetes and its 
complications. A follow-up 
assessment in 2009 stated that 
despite some good progress, 
“significant gaps” still existed 
and “urgent action is needed” 
to stem the rising epidemic 
(2). The European Diabetes 
Index of 2014 (3) provided 
a comprehensive update and 
recognised that progress between 
2008-2014 had been very slow 
for most European countries, 
with, for example, national 
diabetes registries (partial or 
complete) found in only 7 of 30 
countries.  

Europe has the highest global 
prevalence of type 1 diabetes 
with increasing prevalence 
over recent decades.  Given 
the dramatic increase in type 2 
diabetes, mainly due to obesity, 
prevention of diabetes must be a 
high priority.  Translation of the 
successful prevention trials into 
public health policy has not yet 
occurred. 

A growing scientific 
understanding of the early 
events leading to type 1 diabetes 
has led to new research aiming 
to prevent type 1 diabetes. The 

John J.
NOLAN
President, European Association 
for the Study of Diabetesprimary prevention of diabetes 

remains crucial to any concerted 
approach to the pandemic.

Poor outcomes, stigma and 
lack of Data

60 million Europeans have 
diabetes (4). In fact there are 2 
etiologically distinct diseases: 
type 1 and type 2 diabetes. For 
people with type 1 diabetes, 
a tendency to consider all of 
diabetes as one disease has 
often led to a lack of public 
understanding and focus on the 
challenges of this disease.  

People with type 2 diabetes 
(affecting more than 90%) have 
lacked a cohesive voice and sense 
of urgency in public debate and 
thereby policy shaping. The 
public narrative that diabetes is 
mainly a self-inflicted lifestyle 
issue stigmatizes both people 
with type 1 diabetes and type 
2 diabetes and is one of the 
important reasons thatdiabetesis 
losing out toother medical 
conditions for political attention 
and resources.

Most healthcare systems are 
poorly fitted to the daily needs 
of the person with chronic 
diseases, especially diabetes, and 
fail to track the impact on lives 
mainly through complications. 
There is a wide gap between 

daily “clinical reality” and what 
according the guidelines should 
be achieved with the currently 
available treatment options. 
Diabetes outcomes are sub-
optimal, but reliable data on 
outcomes throughout Europe 
are lacking. Economic data on 
diabetes and its complications 
is at best unclear or simply 
unavailable. 

Focus on outcomes

End-organ complications of 
diabetes are the main cause of 
death, suffering, and loss of 
quality of life and complications 
are the main driver of costs. 
Many serious outcomes are 
hidden from public awareness 
because they present in other 
fields of clinical medicine and 
the healthcare system. 

Important examples: 
cardiovascular and renal 
complications. Diabetes has 
fallen behind other disease 
areas such as cancer and 
cardiovascular disease for the 
attention of the public, policy 
makers and payers. A clearly 
focused and Europe-wide 

strategy for the accurate tracking 
and improvement of the relevant 
outcomes, can transform this 
field and have substantial 
impact at reducing the suffering 
and costs that arise because of 
preventable complications.

Rationale for the creation of the 
European Diabetes Forum

Following the St. Vincent 
declaration, it was left to 
member country organizations 
to implement its actions, even 
though no central management 
or formal system of follow-up 
was established. Although some 
national progress was made, 
ownership and accountability 
for the actions of the declaration 
were lacking on both a European 
and a national level.

Over the course of the years, 
many initiatives have taken place 
to address diabetes, however 
stakeholders have worked 
to some degree in isolation, 
without the opportunity to 
contribute to the unified and 
overall agenda, and the full 
landscape of this complex 
disease.
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The European Association 
for the Study of Diabetes 
(EASD) has recently founded 
the European Diabetes Forum 
(EUDF), which aims to address 
the full landscape of diabetes 
care in Europe. To truly improve 
outcomes for people living with 
diabetes, the EASD appreciates 
that it needs to bring together 
multiple stakeholders from 
all sectors of the diabetes and 
healthcare landscape. This 
includes, research, industry, 
scientific societies, patient 
organizations, payers and 
institutions connected to 
diabetes-related co-morbidities 
across Europe. 

The EUDF will make it possible 
for all these contributors to 
collaborate to advance the 
agenda of diabetes and advocate 
policy change to enable the 
systems of healthcare to cope 
with the diabetes pandemic.  
EUDF is a long-term 
initiative, taking accountability 
and ownership for the 
implementation of key projects. 
Thus, it may serve as the central 
point of contact and conductor 
for both European and national 
policy initiatives.

Access to current treatment 
options is highly variable 
throughout Europe, as are the 
ways in which healthcare systems 
provide diabetes care.  Optimal 
use of economic resources to 
ensure people with diabetes 
achieve the best possible 
outcomes, should be a key area 
in diabetes care delivery.

The establishment of local 
versions of the EUDF’s structure 
at national level will be key 
to its success.  The mission 
of the EUDF is to ensure the 
translation of research into 
policy actions towards better 
diabetes care at national level.
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Diabetes nurses and education experts have a 
vital role in diabetes care

In Germany, structured 
education of diabetes 
patients is an integral 
part of diabetes therapy. 

Diabetes nurses and trained 
education experts in diabetes 
(“Diabetesberaterinnen”) 
ensure the implementation of 
such education programmes 
accompany and support patients 
in their self-management of the 
disease- often over a long period 
of time. Thus, specialised nurses 
and education experts play an 
important role in the care of 
diabetes patients.

As the German Association of 
Diabetes Nurses and Education 
Experts in Diabetes, the VDBD 
calls on European decision-
makers:

1. To acknowledge the important 
role of diabetes nurses and 
education experts in diabetes 
care as partners of GPs and 
dialectologists;

2. To ensure appropriate 
remuneration of diabetes nurses 
and education experts for their 

valuable contribution in diabetes 
care;

3. To assign a specialist nurse / 
education expert to every patient 
at each level of care;

4. To provide access to digital 
devices for every diabetes patient 
and to bridge gaps in order to 
avoid that the digital divide 
turns into a medical divide, 
given the benefits and increasing 
role of digital devices in diabetes 
care;

5. To oblige each EU member 
state to adopt a national diabetes 
strategy and concrete measures 
for its implementation.

As a member of the German 
NCD Alliance DANK, the 
VDBD also engages in primary 
prevention, going beyond 
lifestyle modifications. The 
VDBD recognises diabetes — in 
particular type 2 — as both an 
economic and a social justice 
issue. Modern living conditions, 
for instance processed food with 
a high level of sugar, salt and fat, 

certainly are important factors 
that need to be addressed.

Therefore, the VDBD makes a 
plea for a paradigm shift towards 
primary prevention by changing 
living conditions and:

• To introduce a “healthy VAT” 
for food products, ie, to increase 
VAT for energy dense products, 
such as sugary sodas, andto 
lower VAT for healthy food,such 
as vegetables;

• To create more supportive 
social environments for physical 
activity and to introduce at 
least one hour per day of 
physical activity in schools and 
kindergarten;

• To implement strong nutrition 
standards in schools and 
kindergarten andto reduce access 
to unhealthy food at schools;

• To ban advertisement 
addressed to children promoting 
the consumption of processed 
and energy dense food.

Dr Gottlobe
FABISCH
Managing Director, VDBD
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healthcare Tackling the burden of diabetes 

Collaboration is essential to 
improve the current 
landscape of diabetes

Diabetes currently 
affects nearly 60 
million people 
in Europe.The 

prevalence of diabetes is 
increasing, mainly as a result of 
the obesity epidemic. The IDF 
forecasts the prevalence to be 
more than 70 million people in 
2040. Approximately 627,000 
people aged 20-79 died from 
diabetes during 2015 in the 
European region and diabetes 
was responsible for 9 percent 
of total health expenditures 
in Europe (1). Cardiovascular 
disease (CVD) is the main 
cause of death – and as diabetes 
oftentimes is not registered 
as the underlying disease in 
people dying of CVD, these 
numbers probably are serious 
underestimations.

Preventing people from 
becoming overweight and obese, 
beginning early in life, is the 
obvious – albeit very challenging 
– public health intervention. 
Public health policies and 
programmesneed to be put in 
place to promote exerciseand 
discourage consumption of fast 

food and soft drinksthat contain 
high levels of sugar.

Caring for people with diabetes

Good care primarily includes 
education focused on 
developing self-management 
skills and mental well-being, 
and controlling the various 
risk factors for microvascular 
complications (eye and kidney 
disease and neuropathy) and 
cardiovascular disease.

Have we made progress over 
the last few decades? We may 
argue that glucose control 
has improved, resulting in a 
lower incidence of some of the 
microvascular complications 
(diabetic retinopathy (DRP) 
in particular). The incidence 
of severe DRPhas been shown 
to have declinedin Scandinavia 
since 1975–1979, and the 
incidence of other diabetes-
related complications has been 
reported to have decreased in the 
US (2, 3).

However, there is no reason for 
great optimism, or complacency. 
DRP still is the leading cause 
of vision loss in the adult 

population (4).In the United 
Kingdom,DRP accounted 
for 6.1% –8.3% of visual 
impairment certification from 
2008 to 2010 (5).

Remarkably, the smallest decline 
in incidence was seen for end-
stage renal disease. 

Because of the rise in diabetes 
prevalence the number of people 
affected by these complications 
is on the uptrend. The risk of 
developing these complications 
in people with diabetes is about 
2-fold for CVD and more than 
6-fold higher for kidney disease, 
compared with persons without 
diabetes. The relative risk is 
particularly high among patients 
younger than 55 years of age (6).

These complications are 
preventable.

Comprehensive therapy of the 
main risk factors inpeople with 
type 2 diabetes substantially 
lowers the incidence of severe 
vascular complications (7). In 
clinical practice, this comes 
down to controllingHbA1c, 
Blood Pressure and plasma 
Cholesterol levels, and cessation 
of smoking: ABC-s.

What are the main challenges?

1. The large and still increasing 
number of people with diabetes.

2. The uptrend in people with 
diabetes-related complications 
impacting the health care and 
societal economics. 

3. The vast majority of people 
are treated by non-specialists in 
community care.

4. The health care system is not 
equipped to manage a complex 
chronic disease in primary care. 
For example, in the EU, only 
about 6.5% of people with 
diabeteswere shown to achieve 
their ABC target goals (8).

5. In Europe, there is a scarcity 
of data on the quality of 
delivered care.

Consequently, it is crucial for 
European policymakers to 
prioritize the capability and 
capacity to collect, analyse and 
use representative dataon the 
burden and trends of diabetes 
and key risk factors (ABC-s) to 
enable monitoring of the quality 
of delivered care. 

There are no easy solutions 
to this European challenge. 
Only if the major stakeholders 

join forces,eg, governments, 
health-care providers, insurers, 
peoplewith diabetes, pharma 
companies and others, can the 
needle be moved.

The European Association for 
the Study of Diabetes launched 
in 2017 an important initiative: 
the European Diabetes Forum 
(EUDF ). The most important 
objective for the EUDF  will be 
to generate new data on a pan-
European basis that will allowthe 
overarching goal to be addressed: 

Every person with diabetes in 
Europe will receive high quality 
diabetes care.  

The first step will be to 
gather available data andto 
collateexisting data on diabetes 
care from several available 
sources.Next, a truly European 
sustainable database/inventory 
will be built allowing for real-
time monitoring of the quality 
of diabetes care.

The EUDF  can only succeed 
in their mission when all 
stakeholders in Europe commit 
to this critical project.This is 
a truly exciting and important 
initiative that will determine 
the outcome of the 60 million 
people with diabetes in Europe.
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Diabetes Report 2018

Peter, a 16-year-old 
basketball player, 
started showing 
symptoms of polyuria 

(frequent urination) and 
polydipsia (excessive drinking), 
losing about 5 kg in the last 4 
months. He was diagnosed with 
type 1 diabetes and begantaking 
rapid-acting insulin four to five 
times a day, andone injection of 
long-acting insulin. He was told 
that he had to start counting 
the amount of carbohydrates 
at mealtimes in order to 
administer the insulin that his 
pancreas is no longer producing. 
Additionally, he will have to 
administer insulin to lower his 
blood glucose and, if that was 
notbad enough, he will also have 
to adjust his rapid-acting insulin 
every time he exercises. 

These complex and time-
consuming procedures are 
carried out on average five times 
a day - for each meal - 35 times 
a week, which is more than 
1,800 times a year. This is the 
daily routine of a person with 
type 1 diabetes.

Life is no longer just lived, but it 
must be calculated. Nevertheless, 
Peter’s life is completely different 
from that of a young man with 
diabetes in 1922, before insulin 

Dr Bruno
ALMEIDA 
Researcher, Portugese 
Diabetes Association 

Call for a new perspective

was discovered. 

Over the years, more purified 
insulins have been developed 
with length of action that is 
closer to the physiological 
conditions, and the forms of 
glycemia measurement have 
become simpler, with the 
availability of new devices which 
do not require finger prick to 
collectcapillary blood, such as 
the continuous subcutaneous 
insulin infusion systems. 

However, these systems are not 
available for all people with 
type 1 diabetes in Europe. And 
it is exactly here, in the field 
of technology development, 
that I think there should be 
more investment with respect 
to type 1 diabetes, namely with 
the possibility of co-funding 
of these systems by European 
states, which could really make a 
difference in people’s lives. 

A decrease in inequities is 
not only important in type 
1 diabetes, but it is also 
fundamental in the so-called 
21st century pandemic: type 
2 diabetes. With a growing 
number of people affected by 
this disease, which is associated 
with a sedentary lifestyle, poor 
physical activity and overeating, 
it is urgent to change and 

challenge the current lifestyle 
perspective in our society. 

There is a need to intervene at 
the food level by creating ways 
to alert people to the excesses 
of sugar, salt and fat which are 
present in many processed foods. 
Perhaps increasing taxes on these 
types of foods? But above all, 
reaching out to the young people 
and creating school programs 
about healthy eating and the 
importance of physical activity. 

The key message is “act now 
to change the future,” keeping 
in mind that it is necessary to 
prevent and early diagnose type 
2 diabetes but also to fight the 
emphasis on abundance in our 
society (the urge to purchase 
and consume food all day long) 
and the level of poverty (most of 
the hypercaloric and high-sugar 
foods are also the cheapest). 

The fundamentals for changing 
the future are: education about 
healthy lifestyles starting from 
day care, with an integrated 
curriculum throughout the 
person’s academic life; promoting 
and encouraging physical 
activity; and educating and 
raising people’s awareness of 
future risks associated with 
obesity and diabetes.   

In a digital society, where mobile 
devices are not an accessory, but 
increasingly a “garment”, there 
is a need for European public 
health services to provide apps 
with integrated information 
about feeding /exercise. 

Again, technology plays a 
very important role in type 2 
diabetes as a therapeutic tool, 

so it would be worth creating 
consensus around this matter 
to consider the development of 
these medical device apps, with 
the possibility of public funding 
after prescription.

But in this age of info-inclusion, 
we cannot forget the least 
included in the technological 
wave, who represent our mirror 
to the future: the elderly. 
With the progressive increase 
of the average life expectancy, 
diseases like type 2 diabetes 
are becoming more and more 
a part of their lives, not as a 
disease that has been going on 
for several years but one that is 
often diagnosed in that stage of 
their lives. 

More and more people over the 
age of 80 are diagnosed with 
type 2 diabetes as a result of the 
inexorable ageing of the cells and 
increase in insulin resistance. 
In the face of this new reality, it 
is necessary to reach consensus 
on diagnosis, glycaemic goals, 
therapy and, above all, to enable 
caregivers to deal with this 
disease. 

The European healthcare 
policymakers should look at 
these people and develop disease 
management programmes for 
this vulnerable population. 

Only a joint intervention of 
medical societies, decision 
makers, and economic players 
can change our future. Working 
together will be worth the effort 
and we will all benefit from 
the fight against this pandemic 
called diabetes!
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As the national public 
health agency, Public 
Health England 
(PHE) has been 

developing the evidence base 
to support action on obesity. 
Current polices include 
legislation, voluntary action 
with the food industry and 
behaviour change campaigns. 
Alongside this, NHS England 
has commissioned the first 
nationally delivered behavioural 
intervention programme for 
prevention of type 2 diabetes.

In 2014 (1), the English NHS 
reflected that: “spending more 
on bariatric surgery for obesity 
than on a national roll-out of 
intensive lifestyle intervention 
programmes that were first 
shown to cut obesity and prevent 
diabetes over a decade ago” 
warranted a new, proactive focus 
on prevention.PHE, the NHS, 
and Diabetes UK (a voluntary 
sector organisation supporting 
people with diabetes) formed 
a partnership to implement at 
scale a national evidence-based 
diabetes prevention programme 
modelled on proven UK and 
international models. 

Subsequently, the Government’s 
commitment and overall 
approach to childhood obesity 
was published. Childhood 
Obesity: A plan for action (2,3), 
set out actions described below 
to tackle obesity, including the 
introduction of a soft drinks 
industry levy (SDIL) and a sugar 
reduction and reformulation 
programme.

A structured and monitored UK 
reformulation and reduction 
programme has charged the food 
industry retailers, manufacturers 
and the out of home 
sector(restaurants, takeaways, 
deliveries, etc) to achieve a 
20% reduction in sugar in ten 
food product categories by 
2020, a 20% calorie reduction 
by 2024and meet existing salt 
targets. This means:

• Action across the food 
manufacturing and supply chain 
including the “out of home” 
sector.  

• Guidelines for the foods/drinks 
categories contributing most to 
intakes.

• Consistent and transparent 
monitoring across the industry, 
by sectors, across food/drinks 
categories, and for top business.  

• Significant stakeholder 
engagement.

• Marketing and campaigning to 
encourage consumerpreference 
towards reformulated and 
improved products.

Progress towards a 5% sugar 
reduction in the first year of the 
programme was published in 
May, 2018 (4) showing:

• Reductions in sugar levels in 

5 of 8 food categories where 
progress has been measured, 
with an overall 2% reduction in 
total sugar per 100g across all 
categories.

• Reductions in the calorie 
content of products likely to be 
consumed in a single occasion 
in 4 of 6 categories where 
guidelines were set and where 
progress has beenmeasured; 
an overall 2% reduction in 
calories in products likely to be 
consumed in a single occasion 
across the 6 categories.

• Within the SDIL, a 11% 
reduction in sugar levels per 
100ml plus a 6% reduction in 
calorie content of drinks likely 
to be consumed on a single 
occasion. In addition, a shift in 
volume sales towards products 
with levels of sugar below 5g per 
100g (outside the SDIL).

Cautious optimism in preventing type 2 diabetes 

Dr Jenifer
SMITH
Programme Director, 
Public Health England

Whilst yet to meet the 5% 
first year target across all the 
categories, this demonstrates 
encouraging progress. Allowing 
for activity in the pipeline, PHE 
expects that the 2019 report 
will provide a much clearer 
indication of commitment 
by industry to this approach. 
At this point,government 
canreassess and consider 
whether additional levers may be 
required.

Healthier You: the NHS 
Diabetes Prevention Programme

The Healthier You: NHS 
Diabetes Prevention Programme 
(NHS DPP) (5) was launched 
in 2016,providing a behavioural 
intervention for individuals 
aged 18 years or over with non-
diabetic hyperglycaemia (NDH), 
defined as HbA1c of 42 – 47 
mmolor 6.0 – 6.4% or fasting 
plasma glucose (FPG) of 5.5 – 
6.9 mmol/l. 

The intervention is group-
based and consists of at least 
13 sessions lasting between one 
and two hours, with 16 hours 
of contact time, across a period 
of at least nine months. Each 
session covers topics geared 
towards the programme’s main 
goals of weight reduction, 
dietary improvements, and 
increased physical activity. They 
are underpinned by behavioural 
theory and delivered using 
behavioural techniques.

Following a staged rollout, 
national coverage was achieved 
in April 2018 and 100,000 
interventions will be available 
annually. There has been 
significant enthusiasm, with 
185,000 people referred 
and 78,000 taking up the 
programme to date. The 
programme is achieving a higher 
than predicted rate of uptake 
and is reaching groups who 
are most at risk of developing 
type 2 diabetes (6), with 25% 
of patients from Black and 
Minority Ethnic (BME) groups 
in the first year whilst just under 
half (44%) of those taking up 
the programme are men.

Referral routes into the 
programme vary according to 
local case finding pathways and 
include opportunistic testing 
in primary care as well as blood 
sugar testing as part of The 
NHS Health Check programme 
(7), currently available for 
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individuals aged 40 – 74 years. 

On completing the programme, 
individuals are referred back to 
their general practitioner to have 
annual reviews of their blood 
sugar and weight.

Early outcome data and 
provisional analyses suggest 
that over 50% of individuals 
will attend at least 60% of 
the programme and achieve 
an average weight loss of 
3.7kg –sufficient for reducing 
blood sugars and exceeding the 
outcomes predicted on the basis 
of the evidence review.
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H aving good data 
on the number 
of people with 
diabetes (PWD), 

the quality of their care, and 
their outcomes is essential to 
guide policy with regard to 
the prevention and treatment 
of diabetes. In this article, the 
author draws lessons from the 
Belgian experience and reflects 
on ways to integrate existing 
information in a comprehensive 
national and European diabetes 
registry.

In Belgium, the bulk of 
knowledge on the burden, 
treatment and outcomes 
of diabetes is generated by 
Sciensano (www.sciensano.
be), the national public health 
institute. To estimate the 
burden of diabetes we measure 
the prevalence of diabetes 
through regular national health 
information surveys (HIS). 
Using HIS, we also monitor the 
prevalence of risk factors. To 
monitor the quality of diabetes 
care, we organise regular audits 
among primary and secondary 
care providers.

With regard to diabetes 
prevalence, we have observed 
that the prevalence of self-
reported diabetes collected by 
HIS is lower than the prevalence 
estimated from administrative 
databases on the reimbursement 
of glucose-lowering drugs 
and specific diabetes care 
programmes. Wedecided that 
the prevalence estimated from 
reimbursement data is to be 
preferred, among other reasons 
because this data is collected 
continuously as opposed to 
data from HIS. This allows 
the production of annual 
statistics, which are essential 
to guide policy. A drawback of 
the administrative databases 
is, however, that there is still a 
1-2 year lag in the availability 
of data, thus potentially 

Moving towards a comprehensive diabetes 
data registry

precluding timely decisions by 
policymakers.

A line of research that has been 
neglected in Belgium is the 
study of diabetes incidence 
rather than prevalence using 
these administrative databases, 
even though policy changes may 
be more readily visible in the 
evolution of incidence rates.

With regard to the monitoring 
of quality of diabetes care and 
the outcomes of care, efforts to 
collect data have been rather 
siloed in Belgium. There are 
three care programmes and each 
of these programmes has its own 
audit system to evaluate quality 
of care. Some of these audits are 
continuous and are used in the 
context of quality circles. Others 
have been ad hoc efforts to 
evaluate the programme.

We recommend that if an audit 
system is set up, it should be a 
continuous and not an ad hoc 
effort. Only then is it possible 
to continuously support care 
providers in their local quality 
improvement initiatives by 
providing timely and useful 
feedback reports. Moreover, 
we deem that setting up costly 
data flows for a one-time data 
collection is an inefficient use of 
resources.

With regard to quality of care 
monitoring, there remain 
several challenges. First, the 
audit systems in the different 
care programmes should be 
aligned. We recognise, however, 
that it may be difficult to 
reconcile the different interests 
of the stakeholders. Second, 
the potential of enriching the 
clinical data with administrative 
data sources has been 
insufficiently harnessed. Finally, 
the audits have focused mostly 
on processes of care, rather than 
outcomes of care, even though 
the latter are more tightly related 
to “value” for PWD.

Zooming out to the European 
level, we need to make sure that 
national diabetes registries are 
able to talk to each other. Efforts 
to arrive at interoperability 
are actually quite mature. 
Sciensano has collaborated in 
the EUBIROD project (www.
eubirod.eu) which aimed 
to implement a sustainable 
European diabetes registry 
through the coordination of 
existing national/regional 
frameworks and the systematic 
use of a common technology. 
This collaboration has resulted 
in a data dictionary and multiple 
rounds of data collection, 
proving that the generation of 
a European diabetes registry is 
feasible today.

We wish to make some final 
recommendations. First, we 
recommend that research 
organisations in this area 
consider making existing data 
collections interoperable and fill 
the gaps where needed, before 
considering the creation of a 
single new national diabetes 
registry. In this context we also 
recommend that policymakers 
take a firm stand when it comes 
to ensuring interoperability 
between data collection 
systems. Second, to support 
policymakers, we recommend 
the periodical generation of a 
single national report on the 
prevalence of risk factors, the 
number of PWD, the quality of 
their care, and their outcomes, 
even if data does not come from 
a single comprehensive diabetes 
registry. Information is too often 
fragmented and this hampers 
good decision-making.

To facilitate these changes, 
EU initiatives should support 
the member states in making 
the right strategic decisions. 
In our view, working on these 
aspects will bring the dream 
of a comprehensive European 
diabetes registry closer.

Kris 
DOGGEN
Lead researcher diabetes 
care quality, Sciensano
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Developing holistic digital 
solutions for people 
with diabetes 

Michael 
KLOSS
CEO, Ascensia 
Diabetes Care

Diabetes management 
in Europe is 
evolving due to 
major increases in 

the rate of diabetes, changes 
in healthcare systems and the 
shifting needs of people with 
diabetes. 

The number of people who are 
being diagnosed with diabetes 
is on the rise, driven largely by 
an increase in the prevalence 
of type 2 diabetes. Not only is 
this leading to an increase in the 
total cost of treating diabetes, 
but an increase in the cost due to 
diabetes-related complications. 
Funding and resource within 
healthcare systems is becoming 
more limited, leading to more 
rationalisation of care. 

As European healthcare systems 
need to become more cost 
effective, digital solutions have 
a critical role to play both in 
helping people with diabetes to 
better manage their condition, 
and also reducing the risk of 
diabetes-related complications. 
Although there have been 
advances in digital technology 

that are helping patients 
capture their data more easily 
and providing coaching or 
peer support, more progress is 
required to reduce the burden of 
this disease. 

At Ascensia, our efforts are 
dedicated to finding new cutting 
edge digital solutions to support 
people with diabetes. This will 
not be easy and we know that 
these new solutions will provide 
new challenges and risks. Since 
data collection is an integral part 
of digital diabetes management, 
data security and data protection 
have become critical aspects for 
companies, policymakersand 
regulators to consider. 

Regulation and clinical evidence 
remain vital in healthcare, and 
both areas need to evolve to 
suit the requirements of digital 
health solutions. Studies need 
to be designed differently to 
be able to evaluate safety and 
effectiveness, and regulators 
need to find ways to assess apps 
differently that provides the 
appropriate safeguards without 
stifling innovation. 

Concerns remain about the 
variation in the quality of apps 
that are on the market, and it 
is imperative that new digital 
standards are put in place to 
protect patients and deliver the 
best possible self-management 
experience. 

These are not challenges 
and risks that are unique to 
diabetes, but as the usage of 
digital solutions in diabetes 
management becomes more 
widespread, they are priorities 
for the wider diabetes 
community to address. We 
believe that industry has a role 
in both driving innovations in 
this area and helping to ensure 
high quality standards are used 
in digital diabetes solutions. 

At Ascensia, we see the future 
of our company at the forefront 
of digital diabetes solutions 
and interconnected diabetes 
management. We want to 
create systems that enable 
more effective diabetes self-
management through data 
capture, analysis, feedback and 
coaching. 

We have set ourselves the goal 
to provide holistic solutions 
that enable people with diabetes 
to use data and connectivity 
to help improve all aspects of 
their diabetes management. 
Blood glucose data is just the 
start of this and for someone 
with diabetes it is about 
bringing together various pieces 
of information about their 
condition. We are only just at 
the beginning of this journey 
and the future will enable us to 
connect more devices and data 
sources together. 

For future solutions to truly 
support diabetes management 
they cannot be solely about 
data collection, but will need to 
provide actionable insights based 
on that data, such as coaching, 
medication advice, support with 
lifestyle improvements or disease 
management recommendations. 
This is an area where we want 
to lead and our future systems 
will be designed to provide 
actionable feedback and 
personalised recommendations.

As the technology advances 
further through machine 
learning and artificial 
intelligence (AI), we hope that 
future solutions can begin to 
provide predictive feedback and 
identify when a patient could be 

on course for an issue, to allow 
for earlier intervention. 

With data security and data 
protection as key aspects of any 
digital solution, we need to have 
safeguards in place to protect 
users’ data. As a company, we 
have been actively involved 
in the Diabetes Technology 
Society’s DTSec initiative, 
the cybersecurity standard for 
network-connected medical 
devices. 

Recently, the CONTOUR 
NEXT ONE and CONTOUR 
PLUS ONE systems from 
Ascensia were certified by the 
DTS Cybersecurity Standard 
for Connected Diabetes Device 
Security, and are the only devices 
to have achieved this standard. 
We have also built safeguards 
into Ascensia’s cloud systems to 
keep the data secure, including 
the latest cryptographic 
techniques.

Future digital solutions for 
diabetes management will need 
to seamlessly integrate into the 
lives of people with diabetes 
and automate the collection of 
data from the individual. At 
the moment, many patients are 
using a variety of systems that 
each use different data and are 
not connected with each other. 

We want to change that entirely 
by providing a solution that 
connects various sources of data 
and various systems. Data needs 
to be able to move seamlessly 
and safely between systems, 
in order to benefit patients. 
It needs to make the lives of 
people with diabetes simpler and 
minimise the effort they need to 
manage diabetes. 

These innovations and 
technological advances can 
only happen by working with 
all stakeholders in the diabetes 
community. As a medical 
device company, Ascensia is 
looking forward to working 
with pharmaceutical companies, 
technology and software players, 
policymakers, healthcare 
professionals, media, bloggers 
and people living with diabetes. 

By deeply understanding the 
patient need and collaborating 
with partners in the diabetes 
community, we can make a real 
difference for those living with 
diabetes.
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Salt is high on the in 
ternational health agenda. 
Excess of salt intake 
increases blood pressure 

and the risk for cardiovascular 
and renal morbidity(1),and a 
population-wide reduction in 
the intake of salt is regarded by 
WHO as one of the most cost-
effective measures countries can 
take to improve the health of their 
population. It has been suggested 
that reducing salt intake to 
recommended levels could prevent 
2.5 million deaths every year 
globally (2).

Most people consume an average 
of 9-12gof salt each day which 
is twice the recommended 
dailyintake limit of 5g(2g sodium/
day)(3).The Norwegian health 
authorities haveas a goal to lower 
the population’s salt consumption 
to 8g/day in 2021 and 7g/day 
in 2025 (representing a 30% 
reduction from 2015) (4). The 
long-term goal is 5g/day. The first 
goal is a reduction of average salt 
intake by 15%by 2018.

About three-quarters of the salt we 
consume comes from packaged, 
prepared and restaurant foods.
To stimulate the industry to 
reduce its use of salt, a “salt 
partnership” was commenced in 
2014 between Norwegianfood 
and catering industries, trade 
organisations and associations, 
NGOs and research institutions 
and the Norwegian Directorate of 
Health (NDH).The NDH invited 
a range of stakeholders to develop 
an agreement, plan for skills 
development and set salt reduction 
targets for about 100 product 
groups. The agreement was signed 
by 53 actors and launched in 
2015. 

The partnership is organised 
through a steering committee 
under the leadership of NDH 
and six working groups, run by 
the food industry:1. bread and 
cereal products, 2. meat products, 
3. fish products, 4. other foods, 
5. dairy and edible fats and, 6. 
hotel, restaurant and catering. 
Specific salt targets for each food 
category can be found at this 
site: https://helsedirektoratet.
no/english/salt-and-the-salt-
partnership#salt-reduction-targets. 
The steering committee includes 
representatives from each working 
group, as well as representatives 
from research institutes, trade 
associations, NGOs, retailers and 
the authorities.

Areas of cooperation and input

The partnership has agreed to 

prioritize resources to carry out 
the following actions to reach the 
targets for public salt reduction:

• Development and 
implementation of a common 
monitoring and reporting system 
of salt intake where trends in 
urinary sodium excretion in the 
population will be one of the 
indicators.

• Development and 
implementation of a universal 
system for monitoring salt content 
in food categories, drinks and 
meals.  

• Development and 
implementation of kitchen 
practice guidelines to improve 
healthy cooking and food 
preparation skills in canteens, 
restaurants, kiosks, petrol stations, 
convenience stores etc.

• Introduction of public awareness 
campaigns and follow-upof the 
development in knowledge and 
attitudes regarding the use of salt 
in the food industry and in the 
population. 

1. A public-corporate coalition to 
help reduce high fat, sugary and 
salty foods

Following the success of the 
salt partnership, the Norwegian 
Ministry of Health (MoH) 
broadened the agreement with 
the food industry associations and 
suppliers in December, 2016. The 
agreement (a Memorandum of 
Understanding, MoU),which was 
signed by 11 partners and lasts 
until December 2021, intends 
to improve public health by 
limitingthe population’s intake 
of salt, sugar and saturated fat 
and increasethe intake of fruits, 
vegetables, whole grain products 
and seafood(5). 

By June, 2018 95 businesses 
had signed affiliation with 
the partnership. This includes 
producers, wholesalers, retailers, 
the catering industry and business 
organisations. The overall goal is 
to increase the percentage of the 
population who have a balanced 
diet in accordance with the official 
dietary guidelines. Norway aspires 
to become one of the top three 

countries where people live the 
longest, that the population gains 
more healthy life years and that 
social inequity is reduced.

The Global Burden of Disease 
project has shown that besides 
smoking and illegal drug use, 
Norwegians’ unhealthy food and 
alcohol consumption are the 
most important risk factors for 
death before age 70. National 
studies of food intake show that 
the intake of vegetables, fruits, 
berries, whole grain and seafood 
is inadequate and that the intake 
of sugar, saturated fat and salt 
is too high. Especially, among 
children and adolescents the 
intake of sugar is of concern. For 
example, data from 2015 shows 
that the average intake of added 
sugar in 8th graders is 62g/dayand 
this is strongly correlated with 
socioeconomic background (6, 7).

The agreement includes the 
following focus areas:

1. Reduction of salt content in 
food as described above through 
the salt partnership.

2. Reduction of added sugar 
in food and reduction of the 
population’s sugar consumption by 
12.5%by 2021. The population’s 
consumption of added sugar 
was13% in 2015, and the goal is 
to reduce the intake to 11% in 
2021. The long-term goal is 10%. 

3. Reduction of saturated fat 
in food and reduction of the 
population’s consumption of 
saturated fat from 14% in 2015 to 
13% in 2018 (measured by food 
supply statistics). The long-term 
goal is 10%.

4. Increasing the population’s 
consumption of vegetables, fruits, 
berries, whole grain and seafood 
by 20%by 2021 in accordance 
with the national strategy for 
improving the diet in Norway 
(2017-2021) (8).

5. All involved partners should use 
their available means to towards 
changing consumer behaviourto 
move in a healthier direction.

6. All partners should collaborate 
on the facilitation of monitoring 

Healthier food products through partnership
Monica
SORENSEN
Senior Advisor, Norwegian 
Directorate of Health

the prioritised focus areas.

The food industry has granted 
their obligation to make it easier 
for their customers to choose 
healthy options by developing 
new products that meets the 
intention of the agreement. The 
partners will report on their 
progress regularly to the MoH. 
The coalition should not be of 
hindrance in the partners’ sale of 
products that are not promoted 
in the agreement and there are no 
financial commitments tied to the 
partnership. 

The authorities are obliged to 
monitor the population’s diet, 
initiate national information 
campaigns and collaborate with 
research institutions to improve 
our knowledge of food intake and 
health outcomes.   
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Screening is in place for colorectal cancer 
throughout Europe and there is strong evidence that 
these programmes reduce incidence and mortality 
rates through early detection and prevention. 

However, there are vast differences in programme 
types and start inequalities in participation rates, 
which range from less than 1% in Hungary to 65% 
in the Netherlands. 

Some of the biggest challenges in screening of colon 
and rectal cancers relates to negative attitudes to 
screening tests. Public awareness of colonoscopy and 
the benefits of the procedure remain low. 

If Europe should benefit from the existing screening 
programmes, public perception about colonoscopy 
should change. 

Now is the time to change public 
perception on screening
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Together, we can beat colorectal cancer 
iCPS Colorectal Cancer Europe Rooundtable 

European Commission initiative on colorectal cancer 
Luciana Neamtiu, Project Officer, European Commission

Could bowel cancer be a bacterial disease?
Prof Phil Quirke, Department of Pathology & Tumour Biology, University of Leeds

Optimising tumor board participation in colorectal cancer diagnosis 
Dr Georgios Pechlivandis, National Representative of Greece, ESCP

Collaboration for better patient outcomes
Prof Peter Christensen, Chair of the Communications Committee, ESCP

Research suggests AI is faster at detecting cancer
An interview with Dr Yuichi Mori from Showa University in Yokohama

Global collaboration in colorectal surgery is key to evolving treatment 
Petr Tsarkov, Director of the Clinic of Coloproctology

Importance of translational research 
Prof Renato Cannizzaro, Gastroenterologist

Surviving with colorectal cancer 
Nick Thomas-Symonds, MP, UK Parliament
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Together, we can beat colorectal cancer 

W hile 
Western 
Europe is 
currently 

trying to improve its 
screening programmes, 
most of Eastern Europe 
doesn’t have one. Eastern 
European governments 
are not making 
screening programmes 
a priority, quality 
assurance mechanisms 
are not effective and 
EU guidelines are not 
always being followed. 
Participation rates are 
low, just 11 percent 
in Latvia for example 
and attendance at 

colonoscopy referral 
appointments following a 
positive test result is also 
poor. Some countries are 
planning and piloting 
organised programmes, 
but not all are effective. 

Access to treatment and 
screening programmes 
widely vary across 
Europe. Eastern 
European countries are 
not making screening 
programmes a priority 
and participation rates at 
screening remains fairly 
low. Europe should break 
the barriers of inequity 
in the colorectal cancer 
screening and end the 

healthcare EU action against colorectal cancer        

Member states must pay particular attention to multidisciplinary 
and patient-centred pathways from diagnosis, to treatment, to 
survivorship.

Member states should support awareness campaigns in the EU on 
lifestyle factors which cause CRC, aimed particularly at teenagers.

Member states should invest more in the foundations of lifelong 
physical well-being in our youngest children.

Europe needs to create more supportive social environments for 
physical activity. 

It is essential that we pursue pragmatic solutions to manage 
colorectal cancer. EU member states should be called on to ensure 
that appropriate policies are adopted across Europe to ensure that 
efficient CRC screening programmes are implemented. Patients 
must be involved in every step of the decision-making process.

Call for action 

stigma associated with 
the disease.

While colorectal cancer is 
preventable, treatable and 
beatable, a lot remains to 
be done. There’s a need 
for stronger lobbying 
at the political level to 
put colorectal cancer on 
the same level as other 
cancers.

To raise awareness, 
understanding 
and knowledge of 
management of colorectal 
cancer, the International 
Centre for Parliamentary 
Studies (iCPS) brought 
together policymakers, 

scientific experts, 
European associations 
and patient groups 
in a high-level policy 
roundtable on April 
25th, 2018 in Brussels to 
discuss the next steps to 
lower risks and improve 
management of the 
digestive cancer. 

Chaired by Prof Phil 
Quirke, Professor of 
Pathology at University 
of Leeds who has led 
bowel cancer screening 
programmes across the 
United Kingdom and 
is an honorary member 
of six international 
surgical societies, the 
iCPS Colorectal Cancer 
Europe Roundtable 2018 
housed over 20 experts 
coming from more than 
15 European countries, 
who examined a wide 
assortment of issues 
ranging from prevention, 
framework for screening, 
the importance for data 
sharing and greater 
collaboration, treatment 
options and the need 
for promoting active 
lifestyles. 

Following an 
epidemiological update 
from Dr MarilysCorbex 
from the World Health 
Organisation and a 
viewpoint from Dr 
Luciana Neamtiu 
from the European 
Commission, Jola Gore-

Booth, Founder/CEO of 
EuropaColon delivered 
a passionate viewpoint 
about the difficulties 
faced by patients. 

Ambitious to advance 
colorectal cancer research 
and care, she noted that 
it’s time to change the 
public perception about 
colonoscopy. 

Delegates agreed there is 
a need to move towards 
a more personalised 
screening programme 
based upon personal 
risk assessment, taking 
into account factors 
such as age, lifestyle 
and hereditary risk. To 
support and supplement 
a more personalised 
approach to screening, 
experts call for a shift 
in the role GPs in 
personalised screening.

While screening 
programmes differ widely 
across Europe, some of 
the biggest challenges 
in screening of colon 
and rectal cancers relates 
to negative attitudes 
to screening tests. The 
promotion of CRC 
screening for older adults 
is becoming increasingly 
difficult because reading 
CRC prevention 
information may evoke 
embarrassment, fear, 
and anxiety towards the 
screening procedure and 
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Delegates 2018: 

Founder/CEO, EuropaColon; Medical 
Doctor, Member of the Screening Committee 
of the Ministry of Health, Military University 
Hospita Prague; Section Head of Pathology 
and Tumour Biology, Leeds Institute of 
Cancer and Pathology; Specialist - Colorectal 
Cancer Screening, Estonian Health 
Insurance Fund;  Abdominal Surgery Doctor, 
Coloproctologist, Lithuanian University 
of Health Sciences; Associate Professor - 
Colorectal Surgery, Karolinska Institutet; 
Project Officer, European Commission - JRC; 
Nurse Specialist, Ministry of Health; Lead 
Doctor, Ministry of Health; Board Member, 
Swiss Society of Gastroenterology; Delegate, 
Swiss Society of Gastroenterology; Vice-
President, Austrian Breast & Colorectal 
Cancer Study Group; MD Gastroenterologist, 
Oncological Reference Center; Professor 
of Gastroenterology, British Society 
Gastroenterology; Health Expert, Evidence 
and Evaluation, Austrian Public Health 
Institute; Chair of ESCP Communications 
Committee; Vice President, Hellenic 
Society of Gastroenterology; Professor of 
Gastrointestinal Oncology, UEG; Director 
Colorectal Surgery, Metropolitan Hospital 
- European Society of Coloproctology; 
Surgeon, Oncology Institute Cluj-Napoca 
IOCN; Head of the Cancer Center, Scientific 
Institute of Public Health; Technical Officer, 
WHO Regional Office for Europe

cancer diagnosis.

Some of the key 
recommendations 
tabled at the roundtable 
include: 

1. Medical oncologists 
treating CRC must have 
in-depth understanding 
of the prognostic and 
predictive clinical and 
molecular factors that 
contribute to indication 
setting,treatment 
intensity and duration of 
drug therapies.

2. It is important to 
establish care pathways 
and multidisciplinary 
teams, following the same 
approach to auditing, 
quality assurance and 
accreditation of a ‘unit’ 
that is emerging in breast 
cancer. 

3. EU member states 
should be called on to 
ensure that appropriate 
policies are adopted 
across Europe to ensure 
that efficient CRC 
screening programmes 
are implemented.

4. There’s a need for 
empowering personalised 
health through data 
sharing of randomised 
clinical trials. 

5. Urgent action is 
required in maintaining 
high-standards of 
education and training. 
Members of an MDT 
should have special 
training in order to 

deepen their knowledge 
in colorectal cancer. 
Medical oncologists 
treating CRC must have 
in-depth understanding 
of the prognostic and 
predictive clinical and 
molecular factors that 
contribute to indication 
setting and treatment 
intensity and duration of 
drug therapies.  

6. Member states must 
pay particular attention 
to multidisciplinary 
and patient-centred 
pathways from diagnosis, 
to treatment, to 
survivorship. Experts 
in geriatric oncology, 
nuclear medicine, 
oncology pharmacy, 
psycho-oncology, 
palliative care and 
nutrition should be 
part of MDTs treating 
colorectal cancer patients. 

7. Patients must be 
involved in every step 
of the decision-making 
process. Their satisfaction 
with their care must 
be assessed throughout 
patient care pathways. 
It is also essential 
that patient support 
organisations are involved 
whenever relevant.

8. Access to medicines 
and treatments: There 
is still a high need for 
new treatments – so 
high-risk research 
should be encouraged. 
Patient involvement 
in Health Technology 

Assessment (HTA) 
must be strengthened 
to ensure that it is 
meaningful; more clarity 
and harmonisation are 
needed, with a long-term 
perspective on health 
and innovation. Price 
flexibility and more 
creative approaches must 
be introduced to increase 
access to medicines, and 
the system overall must 
be faster to allow quicker 
access. 

9. The system can only 
be sustainable with 
increased screening and 
early detection, high 
prices for high medical 
value, and low prices 
after loss of exclusivity.

10. Member states 
should support awareness 
campaigns in the EU on 
lifestyle factors which 
cause CRC, aimed 
particularly at teenagers 
and young adults. 

11. The European 
Commission 
should encourage 
implementation of CRC 
screening in accordance 
with EU guidelines 
and insist that member 
states publish progress 
reports once every 
two years, in order to 
make dissemination of 
CRC screening-related 
research. 

12. European 
governments should 
focus their efforts 

on developing early 
diagnosis techniques, in 
order to save thousands 
of lives from digestive 
cancers including a more 
targeted approach to 
ensure at-riskpatients 
don’t ‘slip through the 
early-detection net’

13. To properly assess 
quality of CRC care, it 
is important to assess 
clinical outcomes, process 
outcomes and patient-
reported outcomes.

14. Supportive or 
palliative care that 
relieves symptoms and 
physical pain as well as 
reduces psychological 
suffering remains 
insufficiently prioritised 
in many EU countries. 
Some patients with 
metastatic disease can be 
cured but do not always 
get the multidisciplinary 
assessment they should. 
Governments should 
improve quality of care 
and increase awareness 
and access to palliative 
care.   

15. Together, we can beat 
this disease. Increasing 
awareness about lifestyle 
factors, educating about 
screening, improving 
quality of life and 
addressing high-risk 
groups is crucial, to 
end colorectal cancer 
in Europe. The role of 
diet and exercise in the 
prevention of colorectal 
cancer cannot be 
underestimated. Europe 
should act on obesity, 
continue to load up on 
fish and fruit, and cut 
back on soft drinks to 
prevent colorectal cancer. 

16. Some patients with 
metastatic colorectal 
cancer can be cured 
but do not always get 
the multidisciplinary 
assessment they should. 
Europe is failing in terms 
of quality of life and 
survivorship.
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Towards the European Commission 
initiative on colorectal cancer 

Quality of healthcare 
services can have a 
positive impact on 
cancer survival. For 

this reason the Commission will 
update and develop guidelines 
and quality criteria for colorectal 
cancerscreening, diagnosis, 
treatment, and care. 

Colorectal cancer is the second 
most commonly diagnosed 
cancer and second leading 
cause of cancer-related deaths 
in Europe.We know from the 
European Cancer Information 
System (ECIS), there are more 
than 350,000new cases every 
year. Predictions show that more 
than 170,000peoplewill die 
from colorectal cancer in the 
EUthis year. 

Moreover, there are persistent 
differences in the survival 
rates of patientsacross 
Europe, with lower survival 
rates consistentlyobserved 
in some countries. These 
differences point to health 
inequalities that can be 
tackledthroughcoordinated 
European action.

In 2003, the Council of the EU 
recommendedpopulation-based 
screening for breast, cervical and 

colorectal cancersin accordance 
with European guidelines. 

For colorectal cancer screening 
and diagnosis, the first edition of 
such guidelines was published in 
2010. Moreover, the Council of 
the EU asked the Commission 
(Council Conclusions on 
reducing the burden of cancer) 
to develop voluntary quality 
assurance schemes for screening 
and care, and facilitate the 
development and updating of 
web-based quality assurance 
and evidence-based guidelines 
on cancer (breast, cervical and 
colorectal).

The Commission is currently 
addressing the update and 
development of guidelines and 
an associated quality-assurance 
scheme for breast cancer through 
its European Commission 
Initiative on Breast Cancer 
(ECIBC). This work will serve 
as an example for updating 
the European guidelines on 
colorectal cancer called the 
European Commission Initiative 
on Colorectal Cancer (ECICC).

The ultimate aim is to make 
available to European healthcare 
systems and services a voluntary 
model based on evidence and 

applicable to the entire patient’s 
pathway. 

The ECICC will be based 
upon national studies as well as 
stakeholders’ involvement and 
endorsementand will be steered 
by the European Commission’s 
Joint Research Centre which 
upholds the principle of 
independence from all national, 
private and commercial interests. 
The ECICC will transparently 
promote the engagement and 
inclusion of all parties (experts, 
stakeholders, researchers 
and citizens) throughout the 
development process.

Countries engaging in ECICC 
include the EU member states 
plus Albania, Iceland, the 
Former Yugoslav Republic 
of Macedonia, Montenegro, 
Norway, Serbia, Switzerland, 
and Turkey, givinga total of 
36 participating countries. 
These countries have already 
been asked to nominate a 
national contact to ensure 
national representation, 
participation and endorsement 
for the duration of the project. 
Thispermanent exchangebetween 
the Commission and the 36 
countries helps ensure scalable 
design towards implement-

Luciana
NEAMTIU
Project Officer, European 
Commission (JRC)
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coLoRectaL canceR in Young aduLts acRoss euRope

MoRe tHan 1 in 10 cases 
occuRs in peopLe Less 
tHan 50 YeaRs of age

Young-onset cRc is MoRe aggRessive, MoRe 
LikeLY to be diagnosed at an advanced 
stage, and MoRe LikeLY to be fataL tHan cRc 
diagnosed LateR in Life

faMiLY canceR sYndRoMes 
account foR appRoxiMateLY 
20% of Young-onset cRc

positive cHanges to Young peopLes’ food 
Habits couLd potentiaLLY Reduce tHis 
canceR buRden bY up to 70%

HoweveR, if detected eaRLY, Young patients 
Have betteR oveRaLL 5-YeaR suRvivaL Rates

if tRends continue, tHe Rate of new 
diagnoses wiLL incRease foR...

peRsistent RectaL bLeeding

bLood in tHe stooLs

abdoMinaL pain and bLoating

Loss of appetite 

unexpLained weigHt Loss 

ability.

The ECICC will update the
guidelines published in 2010
and will ultimately propose
a quality assurance scheme
developed using a personcentred
approach andbased,
where possible, on scientific
evidence. 
 
The ECICC will empower
individuals and patients by
focusing on ‘their needs’. In
other words, the Guidelines and
Quality requirements will be
transparently available and easy
to understand, thus fostering
informed decision-makingabout
one’s own health.

The quality assurance
scheme will seek to co ver
the entirecolorectal cancer
pathway, from screening of
asymptomaticindividuals and
diagnosis through to treatment,
rehabilitation, management of
recurrence and palliative care.
The ECICC will help str eamline
screening practices, identifying
a population’s segments
whichshould be screened and the
testing technique(s) that should be 
encouraged, according to
updated evidence.
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Could bowel cancer be a 
bacterial disease?

T he human large bowel 
(colon) contains over 
a trillion bacteria 
(1013), equivalent 

to the number of human cells 
in the entire human body (1). 
This mass of colonic bacteria 
weighs approximately 0.2kg 
(contributing to 50% of the 
weight of the colon), and in any 
one individual comprises over 150 
different bacterial species plus 
additional viruses and fungi (1, 
2). However, until recently this 
complex microbial ecosystem has 

been largely overlooked, owing 
to the fact that the majority of 
these bacteria are difficult to 
culture and study outside the 
body. Advances in technology 
have circumvented this issue, 
allowing the accurateidentification 
of bacteria based on either their 
genetic material or the metabolites 
which they produce. Since 
this pivotal point, the field of 
microbiome research has expanded 
exponentially. 

Researchers have shown that the 
composition of the microbiome 
increases in complexity within 
the first few years of life, 
influenced by both the method 
of delivery and whether infants 
are bottle or breastfed, before 
remaining relatively stable for 
the rest of the individual’s life 
(although it may experience 
rapid perturbations subject to 
changes in diet, infection and 
medication, especially antibiotics) 
(2). The important role that 

these commensal 
bacteria play in human 
health is starting 
to be appreciated;: 
they compete with 
harmful and potentially 
pathogenic bacteria,; 
metabolise foodstuffs, 
medications and 
vitamins,; maintain the 
mucus layer which lines 
the bowel; and influence 
the development and 
maintenance of the 
immune system and 
bowel (3). 

Given the important 
role that the microbiome 

plays in health, it is 
perhaps unsurprising 
that alterations in 
the microbiome are 
being associated with 
disease. Perhaps what is 
surprising is the huge 
number of diseases which 
show an association with 
an altered microbiome, 
including diseases of 
the bowel, metabolic 
diseases, immune-related 
diseases, cardiovascular 
diseases and neurological 
diseases (3). Given 
the direct interaction 
between the microbiome 

and the lining of the 
large bowel wall, the 
association between 
an altered microbiome 
and bowel cancer is 
currently under intense 
investigation.   

A Western diet (high 
in fat, sugars and red 
meat and low in fibre) 
has for a long time been 
recognised as a risk 
factor for bowel cancer. 
Countries consuming 
a Western diet have 
a higher incidence 
of bowel cancer than 
countries which do not 

 As more and more of the world’s 
population adopt a Western diet and the 
rate of bowel cancer increases, it is also 
directly relevant and topical – now is a 
critical time to study and understand the 
microbiome, not only in bowel cancer but 
in many human diseases.  

Prof Phil
QUIRKE
Department of Pathology & 
Tumour Biology, 
University of Leeds

healthcare EU action against colorectal cancer 
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have a Western diet, and 
people who emigrate 
to such high-risk 
countries and adopt the 
Western diet acquire the 
associated increased risk 
(4). A research study 
investigated the potential 
underlying mechanism by 
temporarily switching the 
diets of native Africans 
and African-Americans 
(5). 

They showed that the 
change in diet changed 
the microbiomes of 
the two groups, the 
metabolites that the 
respective microbiomes 
produced and the rate of 
proliferation of the lining 
layer of the bowel wall. 
Studies have shown that 
people with bowel polyps 
(the precursor lesions to 
bowel cancer) and bowel 
cancer have different 
microbiomes to healthy 
people with normal 
bowels (6). 

In general, the 
microbiome of people 
with bowel cancer 
contains more bacteria 
which metabolise 
bile into carcinogenic 
compounds and fewer 
bacteria which produce 
short chain fatty acids 
(thought to be protective 
against the development 
of bowel cancer). Certain 
specific bacteria in 
particular seem to be 
increased in patients with 
bowel cancer. 

One example of 
such a bacterium is 
Fusobacterium nucleatum 
(F.nucleatum), a bacteria 
which is commonly 
found within the mouth 
of healthy individuals 
but also has the ability 
to cause periodontitis. 
In laboratory studies,F.
nucleatum has been 
shown to be able 
to trigger a cancer-
promoting cell signalling 
pathway, tobind and 
invade into the cells 
ofbowel cancer and 
even spread to other 
parts of the body with 
those cancer cells (7-9). 
Interestingly, treatment 

with antibiotics has 
been shown to limit 
the growth of bowel 
cancer containing 
F.nucleatum(9). In 
humans, F.nucleatum 
containing bowel cancers 
have a worse prognosis 
and are more likely to 
develop resistance to 
certain chemotherapeutic 
agents (10,-11). 

The concept that 
bowel cancer might 
be a bacterial disease 
is an interesting one. 
In fact, many cancers 
have an infectious cause 
including the association 
between Helicobacter 
pylori (H. pylori) and 
gastric (stomach) cancer 
in addition to a type 
of gastric lymphoma; 
Human Papilloma virus 
(HPV) and cervical 
cancer in addition to 
cancers of the head and 
neck; Hepatitis B and C 
virus and liver cancer; 
and Epstein-Barr virus 
and certain lymphomas 
in addition to cancers 
originating at the back of 
the nose. This association 
between certain cancers 
and infections highlights 
the careful balance 
between symbiosis versus 
pathogenesis and between 
an immune response 
which counters infection 
versus an immune 
response, with its 
resultant inflammation, 
which inadvertently 
harms human cells, 
causing DNA damage 
and subsequently cancer.

The current evidence for 
an association between 
bowel cancer and the 
microbiome is persuasive, 
although longitudinal 
studies in humans are 
required to determine 
whether the association 
is causal or not. Even if 
the microbial changes 
are secondary to the 
development of bowel 
cancer, they could still 
potentially prove useful 
as an adjunct to bowel 
cancer screening or 
diagnosis, with a number 
of studies suggesting that 
combining microbiome 

data with existing 
screening methods 
improves the accuracy 
of screening (12-21 16). 
Should the association 
between the microbiome 
and bowel cancer be 
found to be causal, there 
is the potential for new 
methods to treat bowel 
cancer such as probiotics, 
prebiotics, antibiotics, 
dietary changes or faecal 
microbiome transplants 
and potentially vaccines. 

Lessons could be learnt 
from the aforementioned 
infection-associated 
cancers, such as H. pylori 
which is eradicated 
withantibiotic treatment 
and vaccination against 
HPV. Furthermore, 
a causal association 
would radically alter our 
understanding of bowel 
cancerand might lead to 
population prevention 
strategies.

The microbiome is a 
highly exciting and 
potentially illuminating 
area of research. As more 
and more of the world’s 
population adopt a 
Western diet and the rate 
of bowel cancer increases, 
it is also directly relevant 
and topical – now is a 
critical time to study 
and understand the 
microbiome, not only in 
bowel cancer but in many 
human diseases.  
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Optimising tumor board 
participation in colorectal 
cancer diagnosis 

Dr Georgios 
peCHLIVANDIS

M ultidisciplinary 
team meetings 
(MDTs), or 
tumour boards, 

were initiated in the mid-to-late 
1990s in response to perceptions 
of inappropriate cancer 
treatment (1). Most national 
and regional guidelines now 
suggest that all new colorectal 
cancer cases should be discussed 
at an MDT meeting, with rectal 
cancers being discussed also 
preoperatively (2-5). This is not 
supported though by strong 
evidence(6).

Several non-randomised trials 
have examined the effect of 
MDTs on colorectal patient 
survival and have reported 
an association with improved 
survival (7-11). In many of 
these studies the comparison 
was to historical cohorts. 
Thus, improved outcomes 
could possibly reflect other 
improvements in patient care as 
in staging, in surgery particularly 
of liver metastases, in 
chemotherapy and radiotherapy 
(11). 

An Australian study (12) has 
suggested that their MDT 
meeting rarely changed 
management in routine colon 
cancer cases, but management 
did change in 50% of complex 
cases. These included rectal 
cancer pre-operative assessments, 
recurrences, metastatic disease 
and malignant polyps. Similarly, 
a studyfrom New Zealand, 
found that for patients with 
stage 1 and 2 colorectal cancers 
rarely had their management 
been impacted (13). They 
suggested a two-tier system, 
where all patients are listed, but 
only complex cases are discussed 
in detail. 

A 2017 systematic review of 

16 studies reported that MDT 
meetings for patients with GI 
malignancies are responsible 
for changes in diagnoses and 
management in a significant 
number of patients, and the 
treatment plans formulated are 
implemented in 90-100% of 
discussed patients (14). 

MDT meetings certainly also 
have other benefits, including 
better communication among 
clinicians, provision of most up 
to date treatments, education 
and training, and improved 
coordination of care. They 
are an important part of care 
for colorectal cancer patients, 
although the resources required 
to run them are significant (15).

Ideally, all patients with newly 
diagnosed colorectal cancer 
should be discussed at an MDT 
meeting. Discussion should be 
mandatory for patients with 
rectal cancers, metastatic or 
recurrent disease (16). MDT 
members’ individual and 
combined training in colorectal 
oncology is a prerequisite 
in order to obtain the best 
decisions. The Norwegian 
rectal cancer project, the 
Danish Colorectal Cancer 
Group (DCCG) project and 
the Spanish Rectal Cancer 
project are perfect examples for 
the astonishing improvement 
of their patients’ outcome. 
Those projects were based on 
educating surgeons, radiologists, 
pathologists and oncologists who 
will form the colorectal MDTs. 
They have also implemented 
other important elements such 
as CRC registry, centralisation of 
CRC care, and CRC screening 
programme (17-19).
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Colorectal cancer is 
the second most 
commonly diagnosed 
cancer, as well 

as the second cause of death 
from cancer, in Europe. Every 
year, there are a quarter of a 
million new cases diagnosed. 
Moreover, persistent differences 
in the survival of patients across 
Europe suggest that there are 
health inequalities that could 
be reduced through coordinated 
European action. That is why 
the establishment of a European 
Initiative on Colorectal Cancer 
offers so many opportunities.

In Europe, we have much to 
celebrate regardingadvances of 
colorectal cancer treatments. 
But there is also room for 
improvement. For instance, 
many survivors of colorectal 
cancers suffer adverse effects 
on their mental and emotional 
states which surgery alone can’t 
address. This demonstrates the 
need to improvepatient care to 
focus on the whole individual. 

At the recent Colorectal Cancer 
Europe Roundtable we discussed 
this at some length and 
concluded that a holistic and 
collaborative approach, with the 
patient voice rooted firmly in 
the centre of the collaboration,is 
the most effectiveway to 

Collaboration for better 
patient outcomes

achieving this. 

Our recommendation is to 
further support collaborative 
training and research, enhance 
screening programmes, and 
implement quality control 
protocols to disseminate best 
practice. Patient perspectives 
should be involved in all 
aspectsof these initiatives to 
raise awareness among patients, 
healthcareauthorities and 
politicians. 

As the leading professional 
organisation for 
coloproctologistsin Europe, 
the ongoing activities of 
the European Society of 
Coloproctology (ESCP) are 
already embedding such 
approaches and theories. 

Our ongoing researchhas 
shown that management 
and treatment of colorectal 
cancer is best performed in a 
multidisciplinary collaboration 
between endoscopists, 
radiologists, pathologists, 
radiotherapists, oncologists and 
surgeons. Indeed, we’ve found 
that state-of-the-art treatment 
can only be achieved in a close, 
multidisciplinary collaboration 
between differing specialists.  

Perhaps the best way to look 
at this, then, is to switch the 

focus from multidisciplinary to 
‘multi-professionality’ to reflect 
the importance of nurses, stoma 
therapists, physiotherapists, 
dieticians, psychologists 
and community health care 
professionals in cancer patient 
treatment and care. We can 
only do that if our teaching 
and training programmes are 

designed with a collaborative 
and multidisciplinary 
approach in mind. 

At ESCP we proactively 
support thisthrough an 
educational portfolio including 
our annual Scientific Meeting, 
as well asregularly updated 
online resources and interactive 
masterclassesacross Europe. We 
correspondingly offer structured 
programmes for training in 
modern surgical approaches, 
such as laparoscopiccomplete 
mesocolic excision and robotic 
colorectal surgery (both 
minimally invasive surgeries for 
colorectal cancer). 

Thiscombined approach is aimed 
at educating coloproctology 
professionals across Europe to 
the highest standard; and we 
areproactively backing up our 
educational endeavours with a 
strategic communications and 
engagement programme, which 
includes using social media to 
connect with professionals of 
varying disciplines. 

We know that screening for 
colorectal cancer will increase 
awareness and early diagnosis, 
which in turn leads to better 
outcomes and more organ-
preserving curative treatments. 
However, there is still a need 
for more trials within the field 
of early cancer detection so that 
we canreach consensus on which 
interventions work best in which 
circumstances.Collaboration will 
be integral to success in this. 

Another core aim of the ESCP 
is to promote and support 
clinical and translational 
research in all areas of 
coloproctologythroughout 
Europe.Discovery continues 
alongside numerous new 
developments in technical 
and medical approaches 
across all cancer disciplines, 
and our infrastructure and 
network of trained clinicians 
already facilitate multinational 
randomised trials and cohort 
studies in contribution to this. 

By engaging with institutions 

and our members, ESCP has 
run a series of pan-European 
cohort studies since 2015 
and now has data from more 
than 11,000 colorectal cancer 
operations, with further studies 
planned for 2018 and 2019.
The results of these trials are 
shared as widely as possible to 
supportindependent research 
and collaborative trials.

In speaking of research and 
collaboration, the issue of 
quality control cannot be 
overlooked. To achieve a 
standardised and coherent 
quality of training, research and 
collaboration, we need national 
registries on outcomes for all 
units treating colorectal cancer 
that should also be open to the 
public. National societies should 
set up nationwide standards 
in collaboration with relevant 
European organisations so 
that we can achieve similar 
high standards of treatment 
throughout the region.  

Talk of collaborative training, 
research and qualitycontrol 
is futile if not centred on the 
patient, who is the very reason 
for the collaboration in the first 
place. As survival from colorectal 
cancer continues to improve, 
patients are facing organ or 
psycho-socialconsequences 
which need to be catered for. 
This is where a collaborative 
approach delivers its best 
advantages. 

Indeed, quality of life for 
most patients will improve 
substantially on simple and 
inexpensive treatment algorithms 
using a collaborative ethos. The 
key is to use dedicated patient-
reported outcome measures 
to further inform doctors, 
therapists and nurses, as well as 
to inform follow-up programmes 
with more focus on the patient’s 
perspective. 

Ultimately, the buck does 
not stop with oncologists and 
surgeons, but rather with an 
entire team of medical and care 
professionals who work together 
for the whole-person recovery 
and health of each patient. If 
we work collaboratively across 
Europe to an agreed goal — the 
outcomes for colorectal cancer 
patients can and will improve.

Prof Peter
CHRISTeNSeN
Chair of the Communications 
Committee, ESCP
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Colonoscopic 
polypectomy 
for all 
adenomatous 

polyps is considered 
to contribute to the 
reduction of both the 
incidence and mortality 
of colorectal cancers. 
However, a substantial 
number of unnecessary 
polypectomies are 
carried out for non‐
neoplastic polyps 
because of endoscopists’ 
misdiagnoses, resulting 
in considerable financial 
concerns. 

A new endoscopic 
system powered by 
artificial intelligence 
was recently shown to 
automatically identify 
colorectal adenomas 
during colonoscopy. 
The system, developed 
in Japan, has recently 
been tested in one of the 
first prospective trials of 
AI-assisted endoscopy in 
a clinical setting, with 
the results presented at 
the 25th UEG Week in 
Barcelona, Spain.

The new computer-
aided diagnostic system 
uses an endocytoscopic 
image — a 500-fold 
magnified view of a 
colorectal polyp – to 
analyse approximately 
300 features of the 
polyp after applying 
narrow-band imaging 
(NBI) mode or staining 
with methylene blue. 
The system compares 
the features of each 
polyp against more than 
30,000 endocytoscopic 
images that were used 
for machine learning, 
allowing it to predict the 
lesion pathology in less 
than a second. 

Preliminary studies 
demonstrated the 
feasibility of using such 
a system to classify 
colorectal polyps; 
however, until today, no 
prospective studies have 
been reported.

Speaking to Government 
Gazette recently, Dr 
Yuichi Mori from Showa 
University in Yokohama, 
Japan, who involved 
250 men and women 
in whom colorectal 
polyps had been detected 
using endocytoscopy, 
explained: “The most 
remarkable breakthrough 
with this system is that 
artificial intelligence 
enables real-time 
optical biopsy of 
colorectal polyps during 
colonoscopy, regardless 
of the endoscopists’ skill. 
This allows the complete 
resection of adenomatous 
polyps and prevents 
unnecessary polypectomy 
of non-neoplastic 
polyps.”

“We believe these 
results are acceptable 
for clinical application 
and our immediate goal 
is to obtain regulatory 
approval for the 
diagnostic system,” added 
Dr Mori.

Moving forwards, 
the research team is 
now undertaking a 
multicentre study 
for this purpose and 

the team are also 
working on developing 
an automatic polyp 
detection system. “Precise 
on-site identification 
of adenomas during 
colonoscopy contributes 
to the complete resection 
of neoplastic lesions,” 
said Dr Mori. “This is 
thought to decrease the 
risk of colorectal cancer 
and, ultimately, cancer-
related death.”

Is AI the future of 
colorectal cancer 
detection? 

Compared to the 
research on automatic 
pathological prediction 
of polyps/cancers, that of 
automatic detection of 
polyps/cancers is delayed 
because it needs more 
computer power and 
more learning material. 
Actually, we cannot find 
any prospective trial 
on this academic field, 
while we have more 
than five prospective 
studies in automatic 
pathological prediction 
of polyps. However, 
with the emergence of 
deep learning, more and 
more studies are reported 
nowadays, thus we can 

expect a great advance 
in the area of automated 
polyps/cancers detection 
in a couple of years.

The algorithm showed a 
very high accuracy rate 
according to your results 
— was this expected? 
Were you and your team 
surprised? 

We were surprised at 
the performance of the 
machine learning at 
first, because AI was 
significantly superior 
to novice endoscopists 
in terms of diagnostic 
abilities. 

Why is there so much 
hope that AI systems can 
diagnose cancer better 
than humans? What 
makes AI better at this 
role than humans? 

In my view, AI has two 
major strengths compared 
with a physician. First 
of all, AI is definitely 
objective. It is well 
known that a physician 
sometimes makes 
different diagnosis even 
on the same endoscopic 
images, if these images 
are shown at different 
times or in different 
situations. However, AI 
always outputs the same 
diagnosis. The second 
strength is the number 
of endoscopic images 
which AI has learned. 
We have already trained 
the AI with more than 
70,000 endoscopic 
images from over 2,000 
colorectal polyps. Such a 
large number of polyps 
cannot be experienced in 
a routine practice for a 
physician. 

What are the current 
limitations of AI in 
detecting and diagnosing 
cancer or other 
diseases? How can these 
limitations be overcome? 

The biggest limitation 
of AI systems for 
colonoscopy is that 
there are only a few 
studies evaluating the 
usefulness of AI systems 
in a clinical setting. 

A new 
endoscopic 
system powered 
by artificial 
intelligence was 
recently shown 
to automatically 
identify 
colorectal 
adenomas during 
colonoscopy. 
The system, 
developed 
in Japan, has 
recently been 
tested in one 
of the first 
prospective trials 
of AI-assisted 
endoscopy in a 
clinical setting, 
with the results 
presented at the 
25th UEG Week 
in Barcelona, 
Spain.

Dr Yuichi Mori from Showa University in Yokohama, 
Japan, involved 250 men and women in whom colorec-
tal polyps had been detected using endocytoscopy

Research suggests AI is faster at detecting cancer
FOR THE RECORD
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Most available studies are 
experimental ones, thus 
the real performance of 
AI in a clinical practice is 
unknown. Therefore, we 
have to keep it in mind 
that the real performance 
of AI systems might be 
worse than we thought. 
In this point of view, it 
is strongly required to 
conduct high-quality, 
prospective clinical 
trials to validate “real 
performance” of the 

AI system before its 
implementation into a 
clinical practice. As for 
our AI model, we have 
already published a total 
of five pre-clinical studies 
in which sensitivities and 
accuracies were almost 
over 90% in diagnosis of 
neoplastic lesions. 

How can this help save 
the lives of patients?

Precise, on-site 
identification of 

adenomas during 
colonoscopy contributes 
to whole resection 
of neoplastic polyps. 
Resection of all 
neoplastic polyps is 
believed to decrease both 
the future incidence of 
colorectal cancers and 
cancer-related death, 
which is a big benefit for 
patients. 

What kind of 
savings could such 
a technological 

advancement bring to the 
cost of colorectal cancer 
screening?

We believe that this 
AI system offers good 
cost-effectiveness by 
avoiding some of the 
cost for polypectomy and 
subsequent pathological 
examinations. If the AI 
system correctly identifies 
neoplastic polyps 
requiring resection from 
non-neoplastic polyps 
not requiring resection, 

a large amount of costs 
related to unnecessary 
polypectomy for non-
neoplastic polyps can 
be saved (eg, the cost 
for polypectomy and 
pathological assessment 
is approximately US$400 
under Japanese National 
Health Insurance). This 
can be a good financial 
benefit for a colorectal 
cancer screening 
programme.

Global collaboration in colorectal surgery 
is key to evolving treatment 

Over the 
last two 
decades, my 
particular 

focus in coloproctology 
has been developing and 
championing the latest 
research and techniques 
in relation to dissecting 
lymphatic metastases 
of the para-aortic and 
lateral pelvic regions in 
colorectal cancer patients. 

It may come as quite 
a surprise to some 
coloproctologists that 
the perception of 
para-aortic and lateral 
lymph node dissection 
as an exclusively 
Eastern invention is not 
completely accurate. 
In fact, the earliest 
procedures were first 
proposed by surgeons 
in the United States 
approximately 70 
years ago, but it was 
a complex procedure 
and some patients 
began to experience an 
unacceptable levelof 
urinal discomfort and 
impotency post-surgery. 

Following these 
complications and the 
strengthening influence 
of radiotherapy, the 
procedure became a 

subject of unspoken 
taboo in the Western 
colorectal surgery 
world and was quickly 
disregarded. 

Extended lymph node 
dissection was difficult 
to achieve effectively, 
given the limited surgical 
view in a very narrow 
space and there was no 
Magnetic Resonance 
Imaging (MRI) during 
this time to utilise for 
clarity. Although strong 
evidence is still lacking 
to support para-aortic 
lymph node dissection in 
rectal cancer treatment, 
over time, innovative 
approaches have 
presented positive results 
which have helped to 
prevent common local 
recurrences and increase 
the survival rate of 
patients.

For cases which involve 
advanced gynaecological 
and urological cancers 
in particular, lateral 
pelvic lymph node 
dissection is a routine 
procedure andfor that 
reason, some European 
colorectal surgeons may 
refer to gynaecologists 
and urologists for 
training. However, there 

are some significant 
differences between the 
pelvic and lower rectal 
areas which European 
surgeons must be 
taught. In rectal cancer, 
patients’ metastases to 
lymph nodes on the 
pelvic side walls are 
not a rare occurrence. 
Besides contemporary 
chemotherapy and 
radiotherapy, the removal 
of the pelvic side walls 
lymph nodes may add to 
an improved survival rate 
in rectal cancer patients 
in Western countries.

Significant efforts were 
undertaken in Japan to 
improve the surgical 
technique, decrease the 
side effects and enhance 
oncological benefits. 
Japanese surgeons began 
to suggest that the lateral 
lymph nodes should 
be removed altogether 
– particularly around 
the left colon and the 
rectum using emerging 
technologies. 

Great strides were 
achieved and back in 
1999, I learned first-
hand from the experts in 
Tokyo who were leading 
this pioneering research 
by undertaking an 
intensive training course. 
Dr Takashi Takahashi 
(Cancer Institute 
Hospital), Dr Takeo Mori 
(Komagome Hospital) 
and Dr Yoshihiro Moriya 
taught me their approach 
to extended lymph node 
dissection. 

A Japanese randomised 
study (JCG01212) 
presented an almost two-
times reduction of local 
recurrence rate in low 
rectal cancer patients who 
had prophylactic lateral 
lymph node dissection, 
compared to those who 
had not. This was a 
promising result which 
first indicated that this 
procedure could become 
a beneficial mainstream 
tool. I carried this 
experience with me and 
implemented it back in 
Russia at the Sechenov 
First Moscow State 
Medical University. 

There’s an increasing 
interest amongst Western 
colorectal surgeons 
regarding extended 
lymph node dissection 
in colorectal cancer 
patients. The overall five-
year survival rate after 
rectal cancer treatment 
in Japan is over 80 
percent, while in most 
developed countries in 
Europe it is currently 
around 60 percent. This 
statistic can be changed; 
however, European 
policymakers must look 
at regulating standard 
training programmes 
for European surgeons.
Training programmes 
for removing pelvic side 
wall lymph nodes in 
rectal cancer patients 
have previously been 
held in Japan; however, 
colorectal surgeons in 
Europe are not taught 
this technique. It is 

essential that many more 
surgeons from around 
the world are trained in, 
testing, and practising 
these techniques in order 
to deliver the safest and 
most unified approach to 
treatment. 

By applying these 
methods in Western 
countries that have been 
perfected for decades in 
Japan and Korea — albeit 
in a different section 
of the colorectal region 
— we will start to see 
remarkable improvements 
in both quality of life 
post-surgery and patient 
survival rates. 

Global collaboration 
and research is essential 
to evolve any kind of 
innovative approach to 
treatment. I recently 
delivered a presentation 
on this topic at the 
European Society 
of Coloproctology’s 
(ESCP) 13th Annual 
and Scientific Meeting 
in Nice, France, where 
delegates from around 
the world came together 
to exchange knowledge 
and best practice in the 
colorectal field. 

Europe should share 
this outlook to continue 
developing and 
innovating its approaches 
to treatment and 
policymaking.

Petr
TSARKOV
Director of the Clinic 
of Coloproctology 
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Importance of translational 
research

Colorectal cancer 
represents one of 
the most important 
malignant digestive 

neoplasm and has poor 
prognosis when metastasised 
to lymph nodes or distant 
organs. Most colon tumours 
develop via a multistep process 
involving a series of histological, 
morphological, and genetic 
changes that accumulate over 
time (1).  

The incidence of colorectal 
cancer is higher in highly 
industrialised countries, while 
in developing countries is not 
so common. This observation 
strongly suggests that microbial 
and environmental factors, 
apartfrom age, male sex, 
hereditary factors, might have 
an important role in colorectal 
cancer development. 

Survival has been reported 
to differ between European 
countries and to show 
improvement with time (2). 
Largest reductions have been 
observed in Western and 
Northern Europe. Changes 
in mortality and reduction of  
colorectal cancer are a result 
of the combined influence of 
better public awareness of the 
disease, reduced prevalence in 
risk factors such as smoking 
and alcohol drinking, greater 
participation to screening, 
and improved treatment and 
patient management protocols 
(3). There has been growing 
interest in encouraging and 
supporting members of the 
public institutions as well as 
informing citizens about health 
matters, including screening and 
being more engaged in decisions 
about their own healthcare. 
Multiple studies have shown that 
a provider recommendation is 
a strong predictor of colorectal 
cancer screening participation. 
The odds of participating in 
any method of colorectal cancer 

screening for all age groups 
increased with a clinician’s 
recommendation (4). This data, 
joined to data about differences 
in colorectal cancer survival and 
screening participation between 
different parts of Europe, 
underline the importance of 
screening communication 
and the importance to create 
a screening communication 
European campaign to increase 
screening adhesion in all 
European countries.

In Europe, screening 
for colorectal cancer has 
substantially contributed to the 
downward trends in colorectal 
cancer incidence and mortality 
over the last two decades, 
also thanks to the endoscopic 
removal of polyps that can be 
precursors of colorectal cancer 
(3,5). 

AIGO, the Italian Society of 
Hospital Gastroenterologists 
and Endoscopists, has the goal 
to develop understanding of the 
digestive pathologies, as well 
as to promote progress in the 
field of prevention, diagnosis, 
treatment and rehabilitation 
of digestive diseases. The 
EQuIPE(Evaluating Quality 
Indicators of the Performance 
of Endoscopy) in collaboration 
with the AIGO group in 
a study demonstrate that 
a quality colonoscopy in 
anorganised colorectal screening 
programme can improve the 
adenoma detection rate and 
cecal incubation rate, which 
are two important quality 
indicators of colonoscopy (6). 
Screening for colorectal cancer 
includes in addition to the 
tests, information-education 
of the population of interest, 
a complex organisation 
that facilitates access to 
tests and the preparation 
of follow-up protocols for 
people with a positive test. 
Italian studies showed that 

increased compliance with 
colorectal cancer screening 
recommendations has the 
potential to improve patients’ 
health and well-being, and 
to reduce colorectal cancer 
morbidity and mortality rates 
(1,6-7). 

An adequate level of cleansing 
is critical for the efficacy of 
colonoscopy. Cecal intubation 
rate and adenoma detection 
rate (ADR) are, as reported 
above, two quality indicators of 
colonoscopy and are associated 
to the quality of bowel cleansing 
(8). Both European and 
American guidelines recognise 
that new treatments for bowel 
cleansing with low-volume PEG 
preparations are characterised by 
better patient tolerability, than 
high-volume ones permitting 
a high quality colonoscopy 
increasing cecal intubation 
rate, ADR and the detection 
of neoplasia. Low-volume 
preparations appear to have a 
non-inferior efficacy to high-
volume PEG preparations and 
boast better patient tolerability. 
Sedation practices are usually 
used in colonoscopy ensuring 
high quality, comfortable and 
safe colonoscopy.  

Evidence suggests that intensive 
follow-up after curative resection 
of colorectal cancer is associated 
with a small but significant 
improvement in survival. It’s 
necessary to keep the follow-
up time correct to avoid 
unnecessary examinations and 
to diagnose metacrone lesions 
(adenomas and cancer).

Continued improvements in 
risk stratification (possibly 
through genetic markers), 
disease detection, and treatment 
will increase the benefits of 
postoperative surveillance 
(9,10).

At the same time, new 
treatments have been developed 
and their availability improved. 
It’s very important to have a 
European vision in tackling the 
costs of new antiblastic drugs for 
metastatic colon cancer, because 
constant advances in surgical 
techniques and therapeutic 
protocols have also been key 
in the reduction of colorectal 
cancer mortality (3). The role 
of the Referral Oncological 
Center in developing new 
technologies and treatment 
is important,especially in the 

multidisciplinary approach of 
colorectal cancer. Adoption of 
progress in surgical techniques 
and adjuvant chemotherapy 
and/or radiotherapy, increased 
proportions of patients 
resected for cure and decreased 
operative mortality might have 
contributed to increases in 
survival (7).   
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Nick
THOMAS-SYMONDS mp
Member of Parliament 
for Torfaen

Keeping the pressure on governments is 
crucial to save lives

M y mother, Pam 
Symonds – my 
wonderful 
Mam – was 

my inspiration in life and 
in politics. Her kindness, 
compassion and care for others 
shaped me in the most profound 
way. I lost her to bowel cancer 
on New Year’s Day: she died at 
home surrounded by her family’s 
love.  

Almost two years before, on 
January 19th,2016 after a blood 
test, Mam had been told that 
she was likely to have cancer. 
Ironically, that day, I had just 
contributed to a debate in 
Parliament on cancer drugs. 
Mam never told me the news 
directly; when I learned what 
had happened from my wife, 
Rebecca, I knew there would be 
tough times ahead but could not 
have prepared myself for how 
difficult it was going to be.

Days later it was confirmed 
that Rebecca was pregnant. 
I’d missed out on meeting my 
paternal grandmother, Mary, 
who had died five months 
before I was born.  Mam 
was immediately worried 
about history repeating itself. 
She was so close to my two 
young daughters, Matilda and 
Florence, and she told me that 
she just wanted to live to hold 
her new grandchild.  

Mam had had symptoms for 
some months, and had been sent 
to a dietician; unfortunately, 
bowel cancer is often mistaken 
for other conditions, such 
as irritable bowel syndrome.
Once the blood test revealed 
the problem, the cycle of 
treatments began. There were 
the three gruelling rounds of 
chemotherapy.

Waiting for scan results was an 
agony in itself, not knowing if 
the news was good or bad. One 
chemotherapy session worked 

partially then one worked 
well, and lengthened Mam’s 
life. Sadly, in April, 2017 the 
final round made her so ill that 
she could not continue the 
course. She faced this with great 
courage, cared for magnificently 
by my father, Jeff, and supported 
by all our family and friends. 

Mam did at least live to see 
her first grandson, William, 
born in September, 2016.  
William himself then suffered 
acute kidney failure at seven 
weeks old, and underwent five 
operations in four months. 
Throughout this period, Mam 
always worried far more about 
him than herself, and it is a great 
comfort to me that she saw him 
flourish after his final surgery 
and was with us to celebrate his 
first birthday. 

Mam was 70 when we lost her. 
Arguing to improve screening 
will not bring her back, but I 
hope that it will spare other 
people the worst aspects of 
our family’s ordeal. For bowel 
cancer can be treated if caught 
at an early stage: with Mam, it 
had spread to her liver before it 
had been picked up. It was with 
these thousands of other families 
in mind that I secured a debate 
on bowel cancer screening in 
Parliament on May 1st, 2018. 
Driving this issue up the 
political agenda is so important, 
and makes a difference. 

As with many other fields 
of medicine, bowel cancer 
screening is becoming more 
precise.  

The standard screening test 
was considered to be the faecal 
occult blood test—the FOB 
test—and all men and women 
between 60 and 74 received 
a home test kit, but that has 
been changing across the UK. 
The new, more sensitive, test 
is the faecal immunochemical 
test—the FIT test—which can 

detect more cancers. This can be 
set to different sensitivity levels: 
as the argument is advanced 
for more sensitive test levels, 
enabling more and more traces 
of human blood to be detected, 
this has to be matched with 
an expansion of pathology and 
endoscopy services as more 
people are referred on for further 
investigation. Similarly, as we 
argue for the screening age to be 
lowered to 50, this additional 
investigative capacity is even 
more crucial. 

In the UK, Scotland already 
screens people using the FIT 
test at age 50. The Welsh 
government is introducing the 
FIT from March, 2019. Bowel 
scope screening is available in 
some areas of England at 55, 
and I was promised by Steve 
Brine MP, the Parliamentary 
Under-Secretary for Health and 
Social Care, that the FIT test 
will be rolled out in the autumn: 
he told me in the debate I 
secured that: “as soon as I can 
give that date I will tweet it and 
tag him”. There is no devolved 
government in Northern Ireland 
at present, but I hope that there 
will be a decision soon for when 
the FIT test will be routinely 
available there.

Advancing these arguments, 
and keeping the pressure on 
governments, is crucial to save 
more lives. Yet, at the same time, 
we must also make the case for 
the tests being taken up. For 
participation rates remain an 
issue. We should send a very 
simple message to people that 
their bowel cancer screening test 
kits should not be ignored. I 
know only too well how tough 
it is to see those we love most 
suffer from this dreadful disease; 
let’s do all we can to improve 
things for everyone who could 
be affected.
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How do we get the EU industry ahead 
with emerging technologies? 

Technologies are having a profound 
impact in our economy and society, 
transforming products, processes 
and business models in every 

industry from construction, healthcare and 
agriculture to tourism and media. European 
industry can build on its digital supremacy and 
strong presence in traditional sectors to seize 
the range of opportunities that technologies 
such as the Internet of Things, artificial 
intelligence, big data, advanced manufacturing, 
3D printing and blockchain technologies 
offer. Europe can immensely benefit from this 
revolution, as digitalisation of products and 
services can add more than €110 billion of 
annual revenue for our industry by 2020. 

Currently, EU businesses are not taking full 
advantage of these emerging technologies 
or the innovative business models offered 
by the collaborative economy. The state of 
the digitisation of industry varies across 
sectors, particularly between high-tech and 
more traditional areas, and also between 
EU countries and regions. There are large 
disparities between large companies and SMEs. 

The Digital Transformation Scoreboard 2018 
data analysis show that more member states 
perform considerably above the EU-28 average 
in terms of digital technology integration. 
Northern and western EU member states score 
highest in terms of digital transformation. 
Nevertheless, improvements are necessary for 
eastern and southern member states, which still 
lag behind.

At the International Centre for Parliamentary 
Studies, we share the vision of a greater digital 
Europe — one with a harmonised regulatory 
framework, one where investors have a long-
termstrategy with focus of today and the future 
and one where businesses are not left behind 
due to lack of skills. 

We brought together policymakers, industry 
leaders spearheading digital initiatives in 
their organisations and academics, in Brussels 
in March this year to discuss how to make 
European industry more digital and fit for the 
future. The objective of the event was to shape 
policy recommendations with a view to prepare 
Europe for digital transformation. 

The event commenced by discussing strategies 
to reduce the disparities between sectors, 
member states, regions and companies. 
Delegates took stock of the European 
Commission’s initiative on digitising European 
industry and addressed key policy challenges 
on digitalising Europe. Delegates agreed that 

icps digital transformation europe 2018

we should build on the 
15 national initiatives for 
digitising industry that 
have been launched across 
Europe in recent years, and 
ensure that actions taken 
by member states can 
complement and reinforce 
each other. 

With value chains 
increasingly distributed 
across Europe, the further 
digitisation of industry 
brings challenges that 

can only be addressed 
through a coordinated 
EU-wide effort. Seven 
more initiatives are under 
preparation. Europe needs 
to join forces under a 
common strategy that 
takes digitalisation of the 
EU’s economy forward 
in order to unlock the 
full potential of the 4th 
industrial revolution. 

It is expected that €50 
billion of public and 

private investments will 
be mobilised in support 
of the digitalisation of 
industry, facilitated by 
linking national initiatives 
addressing digitalisation 
and related services. The 
EU Commission also aims 
to invest €500 million in a 
pan-EU network of digital 
innovation hubs (centres of 
excellence in technology) 
where businesses can 
obtain advice and test 
digital innovations. 
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To reinforce the EU’s 
competitiveness in digital 
technologies, the DEI 
initiative should support 
both the development of 
digital industrial platforms 
and large-scale piloting and 
Public-Private Partnerships 
(PPPs) that provide the 
digital technology building 
blocks of the future. 

Major recommendations 
and findings of the 
roundtable were as 

follows: 

1. The explosion in the 
use of digital technologies 
is changing the dynamics 
of competition in many 
industries, and Europe 
should make the best of 
this opportunity to make 
European industry more 
digital and fit for the 
future.

2. The level of digitisation 
widely varies according 
to size of company, 

sector and region. Small 
and medium enterprises 
(SMEs) represent 99% 
of the economic fabric 
of Europe but only 1 in 
5 are currently digitised. 
As SMEs constitute the 
backbone of the European 
economy, a primary 
objective of EU investment 
must be to help SMEs in 
the digital transformation 
process.

3. As 5G is bound to 

change the productivity 
and transform many 
industries, it is crucial 
to speed up the work 
on standardisation and 
stimulate 5G trials. We 
need to know more about 
5G, as a unique system, 
and about all its technical 
challenges. It is time 
for all partners, and the 
European Commission in 
cooperation with industries 
and research institutions 
to test and retest solutions 
related to: the network 
latency and responsiveness, 
increased network capacity 
and data rate requirements. 
A harmonised spectrum 
allocation is a necessary 
condition for the successful 
implementation of 5G. 

4. AI is the next big thing 
and there is a need to 
maintain European human 
values. Europe should take 
the lead at the global level 
in setting the framework 
for the responsible 
development and use of 
AI, by developing a code 
of ethics and clarifying 
applicable laws and 
regulations. 

5. The EU has more digital 
specialists than before but 
skills gaps remain. To make 
the most of the digital 
transformation we must 
ensure that all Europeans 
are ready for these changes. 
Technologies change 
exponentially and can 
also be used to accelerate 
digital skills. Adapting 
the workforce and our 
education and learning 
systems, together with 
major investments in 
reskilling citizens are 
needed. The first key 
challenge is to enlarge 
offers for tomorrow’s 
industries, train in 
tomorrow’s skills, and 
bolster cooperation in 

Europe and internationally.  

6. Member states and 
regions play a key role 
in establish Digital 
Innovation Hubs (DIHs) 
that support the digital 
transformation of the 
industry in their regions. 
The hubs would need to 
expand their tasks and 
need to invest in reaching 
out to companies that 
are not yet thinking 
about their digital 
transformation. This 
is quite often done by 
expanding the ecosystems 
with other actors that 
are already active in that 
domain. 

7. Europe should not be 
reliant on other countries 
and there is a need to 
do more as technologies 
are accelerating. Top 
priorities for coming years 
will be strengthening the 
strategy for Cybersecurity, 
Artificial Intelligence, 
5G, Internet of Things, 
Big Data, Quantum 
Computing, High-
Performance Computing, 
Microelectronics and 
Nanoelectronics.  

8. Europe needs to be 
autonomous with respect 
to future solutions 
and there will be 
interconnection between 
all industrial suppliers. 
There is a need for strategic 
autonomy and to support 
this, regulations on digital 
technologies in Europe 
need to be addressed 
in a coordinated way. 
Overall, there is a need to 
unite and stand together, 
and promote European 
competitiveness.
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We have done much; we have not done it all. When 
there are evidence-based approaches to revert the 
course of the HIV epidemic in our Region, we 
cannot afford doing ‘business as usual.’

We need urgent collective action in line with the 2030 
Agenda for Sustainable Development and other global 
and regional policy frameworks. We will not be able to 
attain the Sustainable Development Goals if we do not 
manage to reverse the incidence of HIV and curb its 
epidemic. 

We have the tools and power to lead the way to end 
AIDS ahead of 2030. We already observe promising 
trends in several countries of our Region. I am 
confident that with sustained implementation of 
evidence-based approaches to prevention, testing, 
treatment and care, the number of new HIV infections 
will decrease. In collaboration with partners, WHO is 
supporting countries to make this a reality. 

Dr. Zsuzsanna Jakab, 
WHO Regional Director for Europe

Its time to accelerate our efforts

State of the epidemic

at a glance

Reductions in AIDS-related deaths 
continue at a pace that puts the 
2020 milestone within reach. 1.

The global rate of new HIV 
infections is not falling fast enough 
to reach the 2020 milestone. 2.

As deaths decline faster than new 
HIV infections, the number of 
people living with HIV has grown 
to 36.9 million [31.1–43.9 million]. 

3.

The collection and analysis of more 
granular data is needed to guide 
efforts to reach key populations 
with services.4.

New epidemic transition measures 
show whether countries and regions 
are on the path to ending the AIDS 
epidemic.5.

What’s inside
How can Europe fast-track its commitment for HIV and AIDS?   
iCPS HIV/ AIDS Europe Roundtable 2018

Behind the scenes at this year’s European Testing Week    
Ben Collins and Valerie Delpech, Co-chairs, European Testing Week 

Time is running out to reach UK’s vision of getting to zero   
Ian Green, Chief Executive, Terrence Higgins Trust

Europe should start preparing for PreP      
Prof Sheena McCormack, Professor of Clinical Epidemiology, UCL

A new perspective on HIV        
Prof Jeffrey V. Lazarus, Associate Professor, University of Barcelona

Protecting public health through the Abbott Global Surveillance Program  
Mary Rodgers, Senior Scientist, Abbott

HIV healthcare and prevention in Norway under pressure    
Leif-Ove Hansen, Chair, HIVNorway

Quality of Life – A realistic ambition for HIV care across Europe  
Stephen Rea, Head of External Affairs and Communications, ViiV Healthcare

AHF Europe calls for rapid HIV testing      
Anna Zakowicz, Europe Deputy Bureau Chief, AHF

Sweden faces new challenges – how do we reach sustainable health?   
Peter Manehall, Ombudsman, HIV Sweden
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Europe should expand the uptake of PrEP, the use of anti-HIV drugs by 
at-risk, HIV-negative individuals to keep from becoming infected

Policymakers should support testing and sustain efforts to identify HIV-
positive individuals as soon as possible and offer them antiretroviral treatment 

We need to upscale involvement of the HIV community in priority setting at 
country level

Europe should adopt an integrated, outcomes-focused, and patient-centred 
approach to long-term care

Finally, we should expand national monitoring of long-term care and out-
comes, fund studies to provide information on the long-term health of people 
living with HIV and combat stigma and discrimination within health systems

CALL FOR ACTION

Europe is at the halfway 
point to the 2020 targets; 
the pace of progress is 
not matching the global 
ambition. While we have 
done much; we have not 
done it all. Now is the 
time to accelerate our 
efforts and come up with 
a more inclusive rights- 
and evidence-based HIV 
response. iCPS brought 
together key stakeholders 
to fast-track Europe’s 
efforts and scale=up 
access and provisions of 
antiretrovial treatment. 

How can Europe fast-track its 
commitment for HIV and AIDS?

In Europe, access 
to HIV treatment 
and care has been 
improving over 

the past few years. 
However, coverage with 
antiretroviral treatment 
remains very low in 
countries of eastern 
Europe and central 
Asia (EECA) (28% 
in 2016, compared to 
76% in western and 
central Europe), and late 
diagnosis – affecting the 
WHO European Region 
overall and EECA in 
particular – delays 

the start of lifesaving 
treatment, leading in 
turn to more deaths and 
disease.

In 2014, UNAIDS set 
the target of ending the 
HIV epidemic by 2030. 
They estimated that 
this was possible if the 
so-called “90-90-90” 
targets for engagement 
with key stages in the 
HIV care continuum 
were achieved by 2020: 
90% of individuals with 
HIV diagnosed; 90% of 
diagnosed individuals 
on ART; 90% of ART-

treated individuals 
virally suppressed. 
Today, Europe is close to 
achieving the UNAIDS 
90-90-90 target, 
according to research 
published in the Journal 
of Acquired Immune 
Deficiency Syndromes.

To support European 
countries in scaling up 
antiretroviral treatment 
and care, and to analyse 
the current policy 
guidelines and strategies 
on combating HIV/AIDS 
in the EU and member 
states, the International 

iCPS HIV/AIDS EUROPE 2018

AIDS is our number one enemy. 
This enemy can be defeated. 
Four principles — love, support, 
acceptance and care for those 
affected—can make us winners.

nelson mandela 
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Centre for Parliamentary 
Studies (iCPS) recently 
hosted a policy 
roundtable in Brussels on 
March 20th, 2018. 

The roundtable gathered 
regional and national 
experts and civil society 
groups engaged in scaling 
up access and provisions 
of antiretroviral 
treatment, as well as 
public health experts 
working in the field of 
HIV treatment and care 
from across the region. 

A supportive, safe 

and enabling policy 
environment is 
fundamental to reducing 
the global impact of 
HIV. However, there is 
no question that the gap 
between the creation 
of international and 
national HIV policy 
and the lives of those 
fighting the epidemic in 
communities around the 
world is often too wide. 
The success of the global 
AIDS response hinges 
on greater alignment 
across these two areas and 
ensuring that people-

centred policy reflects 
the needs and desires of 
those whose lives it most 
directly affects.

Despite their increasing 
number and efficacy, 
biomedical interventions 
alone will not be 
enough to bring an 
end to the epidemic. 
Vulnerability to HIV 
and limited access to 
health services are driven 
by persistent structural 
barriers, including 
stigma, discrimination, 
criminalisation and 
violence.

Collaboration between civil 
society and national 
institutions is key

If the history of the HIV epidemic has taught 
us one thing, this would be that a sustainable 
HIV response is only possible with concerted 
efforts of non-governmental organisations 

(NGOs) and communities from one side, and 
national governmental systems from the other. 
Communities and community-based organisations 
of gay men and other men who have sex with 
men (MSM) have vast experience with piloting 
successful interventions; however, rolling them out 
at a wider scale is only possible with legislative and 
financial support from governments.

Recent examples of this cooperation in the 
WHO European Region include the nationwide 
introduction of preventive measures such as pre-
exposure prophylaxis (PrEP) in France, Norway 
and Belgium, which has been advocated for by 
gay communities and is now funded by national 
health systems. In Ukraine, representatives of gay 
and MSM communities are equal partners in the 
National HIV Coordinating Council, which sets 
up strategies and directions for the national HIV 
response. In Georgia, the National Centre for 
Disease Control (NCDC) works hand in hand 
with community-based lesbian, gay, bisexual and 
transgender (LGBT) organisations, including 
Equal Movement and Tanadgoma, to tackle the 
alarming 22% HIV prevalence among MSM in 
the country. While NGOs work directly with 
communities to raise awareness and to mobilise 
and provide prevention and referral services, the 
NCDC ensures medical interventions including 
antiretroviral drugs for treatment and PrEP.

We need these good examples to be replicated 
throughout the whole region to defeat HIV by 
2020.

By Vitaly Djuma, Executive Director, Eurasian coalition on 
male Health
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Is there a prevention crisis?  

According to UNAIDS, 
the number of AIDS-
related deaths is 
reportedly the lowest 

this century, with fewer than 1 
million people dying each year 
from AIDS-related illnesses, 
thanks to sustained access to 
antiretroviral therapy. Three out 
of four people living with HIV 
now know their status—the first 
step to getting treatment. 

And now a record 21.7 million 
people are on treatment—a net 
increase of 2.3 million people 
since the end of 2016. The 
scale-up of access to treatment 
should not be taken for granted, 
though. In the next three years 
an additional 2.8 million people 
must be added each year, but 
there are no new commitments 
to increase resources, there is 
an acute shortage of health-
care workers and there is 

1. EU countries that have 
more capacity should 
help eastern and central 
European countries in 
providing evidence from 
research.

2. Existing vaccines 
against HPV don’t have 
a policy in Europe. It is 
a priority and we need 
to stress for merging 
these and call for a new 
vaccine. 

3. We need to have 
evidence of what works 
and what doesn’t. There’s 
a need for evidence based 
results and organised data 
sharing. 

4. More EU/EEA 
member states report 
that coverage and 
uptake of comprehensive 
prevention interventions 
are not reaching enough 
people to impact 
the number of new 
infections. Europe should 
expand the uptake of 
PrEP, the use of anti-

HIV drugs by at-risk, 
HIV-negative individuals 
to keep from becoming 
infected.

5. Policymakers should 
supporting testing and 
sustain efforts to identify 
HIV-positive individuals 
as soon as possible and 
offer them antiretroviral 
treatment. 

6. Europe should adopt 
an integrated, outcomes-
focused, and patient-
centred approach to 
long-term care.

7. There’s a need to 
improve retention in care 
for those who are HIV-
positive.

8. Organisations should 
increase awareness among 
risk groups and increase 
access for these people 
for health services to 
drive down better HIV 
outcomes.

9. Stigma has a harmful 
effect on everything from 

Policy recommendations

Delegates 2018

Scientific Director EMEA, Abbott Molecular; Europe 
Bureau Chief, AIDS Healthcare Foundation - AHF 
Europe; Europe Deputy Bureau Chief, AIDS Healthcare 
Foundation - AHF Europe; Senior Vice President 
Global Access, Cepheid; Policy Officer, European AIDS 
Treatment Group - EATG; Policy Officer, European 
Commission - DG SANTE; Director of North-North 
Cooperation, European & Developing Countries 
Clinical Trials Partnership (EDCTP); Executive Director, 
European & Developing Countries Clinical Trials 
Partnership (EDCTP); Assistant to MEP Daniele Viotti, 
European Parliament; Head of Division Communicable 
Diseases, Federal Office of Public Health; Chair of the 
Board, GAT; Executive Director, The Global Network 
of People Living with HIV (GNP+); Director of 
Programmes, Regional expert for Europe, The Global 
Network of People Living with HIV (GNP+); Chair, 
HivNorway; Representative, Hellenic Centre for Disease 
Control and Prevention; Representative, HIV Outcomes 
initiative; Researcher, Inserm; International HIV/AIDS 
Policy, Institute of Tropical Medicine Antwerp; Deputy 
Head Infectious Diseases Research Unit, Luxembourg 
Institute of Health, Department of Infection and 
Immunity; MEP, LGBTI Intergroup - European 
Parliament; Manager of GF HIV Program, National 
Center for Disease Control and Public Health; Member, 
NPS Italia Onlus; Advisor to the Vice Prime Minister of 
Ukraine, Office of the Prime Minister; Analyst, Public 
Health Agency of Sweden; Director Marketing, Strategic 
Accounts & Public Health EMEA, Qiagen; President, 
Qazaq association “Equal to Equal” ; Head of Infectious 
Diseases Departement and of Clinical Trials at ANRS, St-
Louis Hospital, ANRS and University of Paris Diderot; 
Chief Executive Officer, TZL Executive Director of 
Digital and Communications, Terrence Higgins Trust; 
Head of AIDS Reference Centre, University Hospital 
Erasme; Technical Officer, Unitaid; Associate Professor, 
University of Barcelona; Director, Global Strategic 
Projects UNAIDS 90-90-90, ViiV Healthcare; Senior 
Advisor, HIV/AIDS Department and Global Hepatitis 
Programme, World Health Organization; Technical 
officer, Joint TB, HIV and viral hepatitis programme 
Division of Health Emergencies & Communicable 
Diseases, World Health Organization Regional Office 
for Europe

continuing stigma and 
discrimination.

 There is a prevention 
crisis. The success in 
saving lives has not been 
matched with equal 
success in reducing new 
HIV infections. New 
HIV infections are not 
falling fast enough. 
HIV prevention services 
are not being provided 
on an adequate scale 
and with sufficient 
intensity and are not 
reaching the people who 
need them the most. 
Acceptance of condoms, 
voluntary medical 
male circumcision, 
preexposure prophylaxis, 
cash transfers must be 
increased rapidly and not 
be secondary prevention 
tools. And I await the day 
when there is a functional 
cure and a vaccine against 
HIV. Children are being 
left behind. 

The good news is that 
1.4 million new HIV 
infections have been 
averted since 2010, but 
I am distressed by the 
fact that, in 2017, 180 
000 children became 
infected with HIV, far 
from the 2018 target 
of eliminating new 
HIV infections among 
children. While the 
overall HIV treatment 
level is high, there is 
a huge injustice being 
committed against our 
children—only half of 
under-15s living with 
HIV were being treated 
last year. Stigma and 
discrimination still has 
terrible consequences. 

The very people who are 
meant to be protecting, 
supporting and healing 
people living with HIV 
often discriminate against 
the people who should 
be in their care, denying 
access to critical HIV 
services, resulting in 
more HIV infections 
and more deaths. It 
is the responsibility 

of the state to protect 
everyone. Human rights 
are universal—no one 
is excluded, not sex 3 
workers, gay men and 
other men who have sex 
with men, people who 
inject drugs, transgender 
people, prisoners or 
migrants. Bad laws 
that criminalize HIV 
transmission, sex work, 
personal drug use and 
sexual orientation or 
hinder access to services 
must go, and go now. 

Women and girls 
continue to be 
disproportionately 
affected. It is outrageous 
that one in three 
women worldwide has 
experienced physical or 
sexual violence. 

We must not let up our 
efforts to address and 
root out harassment, 
abuse and violence.
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Civil society relies on public 
funding to provide effective 
harm reduction services 

H arm reduction is not just about 
distributing syringes and needles or 
implementing other HIV prevention 
activities. It is about civil society 

peers becoming the most effective vehicle between 
people using drugs and health and social services. 
In order for harm-reduction services provided by 
civil society to be sustainable and effective, it is 
crucial to secure domestic funding and to have 
the cooperation of local authorities. This applies 
to testing and treating of HIV, TB and hepatitis, 
as well as to supporting employment and social 
integration of people who inject drugs.

Good examples from the European region include 
the Czech Republic and Estonia, who support a 
full package of services for people using drugs, and 
cities such as Riga (Latvia) and Porto (Portugal), 
which provide drug users with effective referral 
systems. In Portugal, for example, instead of 
imprisonment and punishment, the provision of 
comprehensive social support for people leads 
to HIV prevention and treatment as well as to 
reintegration in social life. This mix of non-
repressive drug policy and effective healthcaresaves 
costs for local communities. The Eurasian Harm 
Reduction Association (EHRA) is now trying to 
transfer the Portugal and Czech approaches to 
other countries in eastern Europe.

From 29 countries of central and eastern Europe 
and central Asia, members of EHRA are ready 
to collaborate with national and local authorities 
to make services available and protect rights. 
However, with the ongoing changes in the nature 
of the drug scene and the increasing use of new 
psychoactive substances, we also need to learn new 
ways for health and social services to meet the new 
needs of drug users and provide universal health 
coverage.

We are learning, for example, how to provide 
harm-reduction counselling online, how to build 
cooperation with ambulance and mental health 
specialists, and how to procure new distribution 
materials and drug tests to reduce health risks 
from using new drugs. From health and social 
authorities in countries we expect flexibility and 
understanding of people’s needs. We are willing to 
make everything possible to save lives.

By Ganna Dovbakh, Executive Director, EHRA

prevention to diagnosis 
and treatment. Therefore 
fighting stigma and 
discrimination against 
people living with HIV 
and key populations 
remains high on the 
agenda. 

10. We need to upscale 
involvement of the HIV 
community in priority 
setting at country level.

11. We should expand 
national monitoring 
of long-term care and 
outcomes, fund studies to 
provide information on 
the long-term health of 
people living with HIV 
and combat stigma and 
discrimination within 
health systems.

12. Besides prevention, 
testing and treatment, we 
need strong and visionary 
declarations, fully funded 
NGOs and a political 
will.

13. It is essential to 

continue working with 
partners across the HIV 
community to better 
understand and address 
the evolving medical and 
social challenges affecting 
PLHIV.

14. Finally, better 
education of patients, 
healthcare providers and 
policymakers is needed 
to inform them about 
the need for a continued 
investment at all levels.
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T he WHO 
European 
Region is 
the only 

region where rates of 
new HIV infections 
are increasing, with 
almost 80% of people 
newly diagnosed each 
year living in Eastern 
Europe and Central Asia 
(EECA). HIV continues 
to affect vulnerable 
keypopulations including 
people who inject drugs 
(PWID), men who have 
sex with men (MSM), 
transgender people, sex 
workers, prisoners and 
migrants. 

Of the newly diagnosed, 
over half (51%) are 
diagnosed with a CD4 
below 350 copies/
mL, meaning they 
were possiblyunaware 
of their infection and 
were diagnosed only 
after several years.1Late 
presentation can result 
inpotential risk of 
onward transmission, 
poorer long-term health 
outcomes due to delay 
in treatment and higher 

Behind the scenes at European testing week 

Ben
COLLINS
Co-chair, European
Testing Week

health care costs. 

Viral hepatitis B (HBV) 
and C (HCV) are also 
major health challenges 
in WHO Europe, 
affecting 15 million 
and 14 million people 
respectively. , Chronic 
HBV and HCVcan cause 
severe complications 
including cirrhosis 
and liver cancer.3,4 
Coinfection with viral 
hepatitis is common 
among people at risk 
ofand living with HIV 
due to common modes 
of transmission, through 
condomless sex and 
sharing of injecting 
equipment. 

European Testing Week

In 2013, European 
Testing Week (ETW) 
was launched by HIV in 
Europeand has grown 
into amultifaceted 
awareness campaign that 
encourages community, 
health care and policy 
organisations throughout 
Europe to unite for one 
week to increase HIV 
and hepatitis testing 

efforts and promote the 
benefits of earlier testing. 
During 23-30 November 
2018, more than 700 
organisations from across 
50 countries took part. 

ETW provides 
information, at both 
scientific and community 
levels, to support local 
and regional activities 
for safe and voluntary 
testing for all, especially 
key populations.  It 
has an active public 
online platform where 
partners register and 
use social media to 
promote their ETW-
related events, testing 
advocacy and interact 
with local/international 
communities.

There is no minimum 
participation requirement 
and the organisation 
coordinates their 
own activities. Novel 
and best practices are 
collected through an 
annual evaluation and 
showcased through the 
ETW website. Examples 
include outreach testing 
in unconventional 

settings (e.g. in bars, on 
the street, etc), lobbying 
with policy makers, 
engaging with local 
media, and training/
capacity building. 

ETW partners with the 
European Centre of 
Disease Prevention and 
Control and AIDS Map 
to create and maintain 
the European Test Finder, 
an online search engine, 
in 16 languages, where 
users find their nearest 
testing centre for HIV, 
hepatitis and sexually 
transmitted infections 
(STIs). The European 
Test Finder aims to 
increase visibility and 
access to testing services.

Impact of European 
Testing Week

In the yearly post-
ETW online survey, 
participants are asked 
to record their testing 
efforts, successes and 
challenges.

Over the past 3 
years (2015-2017)
participants have 
consistently reported a 
50% or more increase 
in HBV, HCV and/
or HIV testing during 
ETW compared to 
their average week with 
specific increases among 
key populations such 
as MSM and younger 
populations.In addition 
in 2017,participants 
reported increases in 
activities among people 
presenting with an 
STI (other than HIV), 
migrants originating 
from countries with 
generalised HIV/HBV/
HCV epidemics and 
people with indicator 
conditions for HIV. 

A major challenge is 

the lack of political and 
government engagement 
in European Testing 
Week

One in eight participants 
in the evaluations 
conducted over the past 
4 years consistently 
identify lack of political 
and government support 
as a major challenge. 
Shortage of funds is also 
reported particularly 
by community 
organisations. 

ETW has also 
developed materials to 
support advocacy and 
collaborations with 
policy makers and in 
2017, supported a joint 
statement by aboration 
to ensure access to 
safe, confidential and 
voluntary HIV and 
hepatitis testing for key 
populations and all. 

With increasing focus 
on joint efforts to 
encourage integrated 
testing and prevention 
efforts, particularly 
through the EU-funded 
INTEGRATE Joint 
Action and the new 
ECDC public health 
guidanceon integrated 
testing for HBV/HCV/
HIV, ETW aims to 
continue supporting 
combined testing efforts 
to increase and promote 
testing strategies that 
reduce late diagnosis 
andare culturally sensitive 
to  key populations 
and reduce stigma and 
discrimination. 

ETW is keen to work with 
government institutions 

toadopt a public health and 
evidence-based approach to 

HIV and hepatitis testing. 
Government institutions can 

sign up for ETW at testing 
week.eu.

Valerie
DELPECH
Co-chair, European
Testing Week

healthcare Towards a zero HIV strategy
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Time is running out to reach UK’s 
vision of getting to zero

W e are at a pivotal 
moment for the HIV 
epidemic in the UK. 
For the first time, we 

have in our reach the opportunity to 
end new HIV infections. That’s why, 
for this World AIDS Day, our focus at 
Terrence Higgins Trust was ‘Zero HIV’. 
We need to see the UK commit to the 
ambitious but achievable aim of zero 
new HIV transmissions and the end of 
HIV-related stigma. 

Because we won’t do one without the 
other. 

In the UK, we are making great progress 
– we have seen new HIV infections 
reduce by 28% since 2015, driven by 
a 31% decline in new diagnoses in 
gay and bisexual men. London as a 
city has seen a 44% reduction in new 
diagnoses in that group and now have 
met the UNAIDS 90-90-90 targets, 
which means 90% of people living with 
HIV are diagnosed; 90% of those are 
on treatment; and 90% of those on 
treatment have an undetectable viral 
load, which means they can’t pass on 
HIV.

We know what we have to do to end 
HIV in most groups and combination 
prevention is key. At Terrence Higgins 
Trust we have been at the forefront of 
piloting innovative testing programmes 
including HIV self-testing, where you 
test at home and get a result within 15 
minutes, and distributing HIV tests 
through ‘click and collect’ delivery –like 
picking up any other product you buy 
online. Our aim is to fully normalise 
HIV testing. 

We also work hard to utilise both 
digital and face to face opportunities 
to reach communities most affected 
by HIV. For example, our national 
prevention programme uses the most 
up to date social marketing evidence 
to target health promotion messages 
using social media. While across the 
UK, organisations arereaching out to 
communities at greater risk of HIV, in 
churches, bars and at football matches.

HIV treatment is a huge success story. 
We now have the robust evidence to 
say that people living with HIV and 
on effective treatment can’t pass it on – 
which is instrumental when it comes to 
both preventing new transmissions and 

Ian
GREEN
Chief Executive

eliminating HIV stigma. 

That’s why we launched 
our Can’t Pass It On 
campaign – explaining 
in clear, simple 
language this incredible 
breakthrough.

But it’s not ‘job done’ 
in the UK. Progress is 
not equitable, with some 
areas of the UK and some 
groups seeing slower 
progress in ending new 
HIV infections. Similarly, 
new outbreaks – 
including in people who 
inject drugs in areas of 
Scotland –are continuing. 

Disappointingly, despite 
the potential to ‘get to 
zero’, no UK country has 
committed to actually 
doing it. 90-90-90 is still 
the goal – but that is 
likely to be achieved in 
the UK in the next year 
or so and isn’t ambitious 
enough.

There is no national 
strategy in England 
setting out what needs 
to happen and who is 
responsible, despite being 
the country in the UK 
which sees by far the 
highest number of new 
HIV diagnoses.

A mainstay of HIV 
testing in the UK remains 
sexual health clinics. In 
England, demand has 
risen 13% – while the 
budget is being cut by a 
quarter. 

Austerity and cuts by 
national governmentare 
having a direct impact on 
the potential to end HIV. 
Similarly, in Wales, some 
areas are still without 
a sexual health service, 
meaning long journeys 
to access basic HIV 
prevention interventions.

Pre-Exposure Prophylaxis 
(PrEP) is a pill you can 
take to prevent HIV 
and a game-changer as 
we work towards zero. 
However, despite being 
almost 100% effective 
when taken as prescribed 
and being far cheaper 
than a lifetime of HIV 
treatment, PrEP isn’t 
universally available 
in England. Instead, 
it’s provided through a 
capped three-year trial 
and at least one person 
who was denied access 
has now tested positive 
for HIV. In Wales, we are 
seeing high numbers of 
individuals decline PrEP, 

while in Scotlandthere 
are waiting lists in some 
areas.

Information is key. 

We and our partners have 
been pushing to make sex 
education compulsory 
in all schools. In Wales 
and England, the 
governments have now 
made this commitment. 
But there is a way to go 
until all schools provide 
the quality education 
on HIV and sexual 
health needed to protect 
themselves and others 
from HIV transmission. 

We have the opportunity 
to end HIV transmissions 
in the UK, but are we 
doing everything to 
get there? No –because 
HIV has gone down the 
priority list.That’s why 
the very real worry is that 
the incredible progress 
that has been made is at 
risk of being undone. 

And why we must 
urgently see UK 
countries commit 
to ending new HIV 
infections, produce clear 
national strategies on 
how they are going to 
get there, and invest in 
HIV and sexual health 
services so that this can 
be achieved.

We want to see the UK 
be the first country to 
get to zero HIV – but we 
need action. 

We need to 
see the UK 

commit to the 
ambitious but 

achievable aim 
of zero new HIV 

transmissions 
and the end 

of HIV-related 
stigma.
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Europe should start
preparing for PrEP

In October, 2018 
the EPIC research 
team from New 
South Wales, 

Australia, reported a 
substantial reduction 
in new HIV infections 
at population level 
following the rapid 
roll-out of pre-exposure 
prophylaxis (PrEP). 
PrEP differs from post-
exposure prophylaxis 
– taking anti-HIV 
medicines after a risk of 
exposure to HIV – as 
the drugs are taken in 
anticipation of risk. 
Currently there is only 
one combination of anti-
HIV medicines licensed 
for use as PrEP: tenofovir 
disoproxil combined with 
emtricitabine. However, 
this combination is 
available from several 
manufacturers.

The HIV epidemic in 
many European countries 
resembles the Australian 
epidemic. New infections 
acquired in-country 
are concentrated 
geographically and by 
acquisition group, with 
men who have sex with 
men (MSM) living 
in large conurbations 
most affected. Australia 
has achieved a higher 
level of testing than 
Europe in MSM, 
following successful 
testing campaigns and 
an immediate offer 
of treatment so that 
individuals are non-
infectious within a few 
months. In spite of this, 
the rate of new infections 
in MSM has been 
constant for several years 
in New South Wales.

In this setting, PrEP 
was able to reduce 
the new infectionsat 
populationlevel by50% 
in the gay suburbs of 

Prof Sheena
McCORMACK
Professor of Clinical 
Epidemiology; MRC 
Clinical Trials Unit

The HIV epidemic 
in many European 
countries 
resembles 
the Australian 
epidemic. New 
infections acquired 
in-country are 
concentrated 
geographically 
and by acquisition 
group, with men 
who have sex 
with men (MSM) 
living in large 
conurbations 
most affected. 
Australia has 
achieved a higher 
level of testing 
than Europe in 
MSM, following 
successful testing 
campaigns and an 
immediate offer of 
treatment.

Sydney and rural New 
South Wales. There 
was little impact on 
the non-gay suburbs of 
New South Wales for 
reasons that are not fully 
understood.Similar gains 
have been seen in the UK 
with the introduction of 
informal PrEP through 
self-purchase, particularly 
in London where testing 
and treatment were 
already at a high level 
and the epidemic in 
MSM was driven largely 
by individuals who had 
recently acquired HIV 
and believed themselves 
to be HIV negative.

As long ago as April, 

2015 the European 
Centre for Disease 
Prevention and Control 
(ECDC) advised 
European Union member 
states to consider 
integrating PrEP in 
their existing HIV 
prevention package 
for those most at risk, 
starting with MSM. This 
followed the results of 
the PROUD and Ipergay 
studies, conducted in 
MSM in England and 
France respectively. 
Both observed an 
86% reduction in 
HIV infections within 
the studies, and zero 
infections in individuals 

taking PrEP at the time 
of likely exposure. 

Although these studies 
provided robust support 
for the biological 
effectiveness of PrEP, 
there was residual 
scepticism about the 
population benefit 
amongst public 
health practitioners. 
Nonetheless, efforts to 
integrate PrEP began 
with France leading the 
way in January, 2016 and 
implementing a national 
programme. 

Norway followed, and 
then Belgium, but other 
countries waited until 
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Europe should start
preparing for PrEP

Fig 1: PreP implementation in Europe

HIV is paying 
no attention 
to Brexit and 

has no respect 
for borders – 

getting to zero 
HIV infections 
that could be 
prevented in 

Europe is a 
shared goal that 
should unite us

they could purchase 
the generic drug at 
considerably reduced 
prices, and most have 
yet to offer PrEP in their 
national HIV prevention 
package, so progress has 
been slow. The cost of the 
drug has been the largest 
obstacle and the range in 
prices that governments 
are currently paying (€50 
to €428 for 30 pills) is 
frankly shocking. Where 
and how to deliver PrEP 
is also cited as a barrier, 
and there is little sense 
of urgency in countries 
where the number of new 
HIV infections each year 
is low in comparison to 

the burden from other 
diseases. 

Whilst governments 
delay, there has been 
substantial informal PrEP 
use through self-purchase 
from online pharmaciesto 
fill the gap,but this 
includes individuals who 
have had no tests and 
do not know their HIV 
status.

Now that we know 
there is a substantial 
population benefit, it 
is time for EU member 
states with epidemic 
patterns similar to New 
South Wales to shake off 
their apathy and embrace 
PrEP. Why? Because 

HIV requires a life-time 
of treatment and is an 
infection associated 
with co-morbidities 
including cardiovascular 
disease, diabetes, other 
infections such as TB and 
hepatitis, and depression. 
Furthermore, HIV 
impacts the young with 
high rates of acquisition 
observed in MSM under 
25 years of age. Other 
groups that are affected 
by HIV include people 
who inject drugs and 
those in socio-sexual 
networks that include 
individuals who have 
migrated from countries 
where HIV is common. 

These two groups may 
also benefit from PrEP, 
but the more pressing 
needs are adequate 
services for needle 
exchange and opiate 
substitution therapy for 
people who inject drugs, 
and more generally to 
increase HIV testing and 
the offer of immediate 
treatment.

With this in mind, there 
are a number of steps 
EU governmentscould 
take to accelerate efforts 
to control HIV, as we 
have the tools to achieve 
this in Europe. Firstly 
to make the necessary 
legislative changes to 
enable self-testing for 
HIV,nurse-prescribing, 
and treatment for 
undocumented 
immigrants living 

with HIV. Secondly 
to put in place a more 
equitable pricing for 
drugs and vaccines used 
for prevention as these 
are funded from public 
health budgets which 
have limited funding.

HIV has no respect 
for borders – getting 
to zero HIV infections 
that could be prevented 
in Europe is therefore 
a shared goal. We have 
the tools and it is the 
right thing to do – the 
Australians have shown 
us how effective a 
partnership between civil 
society, politicians and 
healthcareproviders can 
be, so let us follow suit in 
Europe.
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T he nature 
of the HIV 
epidemic has 
changed. As 

a result of advances in 
antiretroviral therapy 
(ART), HIV need no 
longer be a fatal disease. 
For people living with 
HIV (PLHIV) who are 
diagnosed early and 
receive effective ART to 
suppress viral replication, 
HIV has become a 
chronic condition, with 
lifespan approaching 
those of the general 
population. However, a 
long life expectancy is 
not the same as living in 
good health and with a 
good quality of life. The 
evidence is that for many 
PLHIV this is currently 
not the case.

The HIV Outcomes 
multi-stakeholder 
initiativearose out of 
a shared recognition 
among leading HIV 
experts that a new 
perspective is required 
that recognises HIV to 

be a long-term condition, 
but one which poses very 
specific health and well-
being challenges. These 
challenges include but are 
not limited to: 

• An increased risk of 
developing a range of 
other health conditions 
(comorbidities);  

• Reduced quality of 
life due to the impact 
of long-term treatment, 
drug side- effects, and 
multiple comorbidities; 
and 

• Stigma and 
discrimination, both 
within the health 
system and outside of 
it, which  can in turn 
result in mental health 
conditions, social 
isolation and loneliness.

European health systems 
need to develop effective, 
lifelong approaches to 
the treatment and care of 
PLHIV. In some health 
systems, such action is 
already being taken. 

However, further 
work is needed to 
upscale, coordinate 
and mainstream those 
actions. Best practices 
should be shared and 
disseminated not only 
among HIV specialists, 
but also to contribute to 
wider debates about the 
management of complex 
conditions.

To this end, the HIV 
Outcomes initiative 
developed a series of 
recommendations: 
“A New Perspective 
on HIV: Long-term 
Health, Well-Being, and 
Chronic Care”, which 
aim to inform and inspire 
the development and 
adoption of such new 
approaches and policies. 
The recommendations 
are the outcome of a 
year-long collaborative 
process to capture the 
perspectives and expertise 
of people living with 

HIV, clinicians, public 
health professionals, 
and the wider HIV 
community. 

Two expert roundtables 
were held (December, 
2016 and June, 2017) to 
identify priority issues in 
relation to the long-term 
health and well-being of 
PLHIV. In September, 
2017 an expert workshop 
was used to develop 
and discuss draft 
recommendations.

The recommendations 
were then launched at 
the European Parliament 
on November 29th, 
2017with cross-party 
support from Members of 
the European Parliament 
(MEPs) Christofer 
Fjellner (European 
People’s Party, Sweden), 
Eva Kaili (Socialists and 
Democrats, Greece) 
and Gesine Meißner 
(Alliance of Liberals and 
Democrats for Europe, 
Germany). 

In a joint statement, the 
hosts said that: “Having 
addressed the issue of 
longevity, society now 
needs to help people 
with HIV to retain good 
health and lead rewarding 
lives. As representatives 
of the European 
Parliament’s leading 
political groups, we fully 
support the aims of this 
initiative.”

Delivering the keynote 
address at the November 
event, European Health 
Commissioner, Vytenis 
Andriukaitis, emphasised 
that while HIV need no 
longer be a fatal disease, 
it “still damages the lives 
of so many people, and 
causes not only much 
suffering and illness, 
but also discrimination 
and stigmatisation.” On 
the occasion of World 
AIDS Day 2017, the 
Commission called 
for increased efforts to 
improve long-term health 

outcomes for PLHIV.

IhorPerehinets of the 
Division of Health 
Systems and Public 
Health at WHO 
Europe said that 
broader health system 
reforms are needed 
to fully implement 
the HIV Outcomes 
recommendations. 

To address the challenges 
posed by long-term 
chronic disease and 
multi-morbidity, to 
which HIV Outcomes 
draws attention, 
progress is needed in 
the implementation of 
integrated care – an area 
where WHO provides 
advice and support to its 
member governments.

UNAIDS also 
participated in the 
launch. Peter Ghys, 
Director of the 
Strategic Information 
Department said that 
the recommendations 
are highly relevant 
to all countries, and 
particularly those that 
have already made 
progress with the 90-90-
90 targets.

The content of the 
recommendations, which 
should be reflected in 
any future national 
and European level 
HIV strategies, aim 
to complement other 
initiatives focusing 
on HIV prevention, 
diagnosis, and universal 
access to treatment and 
care, where significant 
efforts are still needed 
in many European 
countries.

It is the intention for 
the recommendations 
now to be disseminated 
at national level, with 
a view to identifying 
best practices as well as 
recurring challenges in 
improving both quality 
of care and quality of life 
for PLHIV.

a new perspective on hiv
Long-term health, well-being and chronic care

Having 
addressed 
the issue of 
longevity, 
society now 
needs to help 
people with 
HIV to retain 
good health 
and lead 
rewarding 
lives. 

Prof Jeffrey
V. LAZARUS
Associate Professor 

healthcare Towards a zero HIV strategy

www.governmentgazette.eu | 80

Government Gazette-December 18.indd   80 18/12/2018   14:51:36



a new perspective on hiv

Accurate blood 
screening and 
diagnostic test results 
are critical to patient 

care and safeguarding the blood 
supply. Since the first HIV 
test was developed at Abbott 
and licensed by the FDA  in 
1985, the risk of transfusion-
transmitted HIV infections 
has been reduced from 1 in 
90 in some US cities to 1 in 
2 million(Busch et al., 1991; 
Zou et al., 2010). However, 
with increased global travel, 
military deployments, and 
immigration, the geographical 
footprint of rare HIV-1 strains is 
expanding(Beloukas et al., 2016; 
Oster et al., 2017).

Profound genetic diversity is 
found amongst HIV strains, 
with two major types (1 and 
2) and HIV-1 consisting of 4 
groups (M, N, O, and P). The 
pandemic group M includes 
nine subtypes and currently 
96 circulating recombinant 
forms (CRFs).This extensive 
sequence heterogeneity is a 
challenge for the design of 
blood screening and diagnostic 
tests, which fundamentally rely 
upon sequence conservation.
Therefore, vigilant global 
surveillance of divergent HIV 
strains is an imperative first step 
to ensuring that all infections 
can be detected regardless of 
strain or geographic location.

The Abbott Global Surveillance 
Program (AGSP) is the most 
extensive viral surveillance 
program of its kind. The AGSP 
was established in 1995 after 
nearly a decade of previous 
research in HIV. Since then, 
the program has collected 
more than 67,000 clinical 
specimens from 40 different 
countries on six continents 
through collaborations with 
hospitals, research institutions, 

Protecting public health 
through the Abbott Global 
Surveillance Program 

blood banks, and public health 
agencies(Brennan et al., 2006). 
Characterisation of HIV and 
hepatitis viruses (eg, HCV, 
HBV) from these specimens has 
resulted in more than 5,000 new 
viral sequences and 85 peer-
reviewedpublications. These 
AGSP sequences and specimens 
serve as the foundation for the 
development of HIV and viral 
hepatitis assays that can tolerate 
viral diversity. Most notably, 
some of the rarest strains of 
HIV have been identified and 
sequenced through the AGSP 
including11/17 sequence-
confirmed Group N infections 
identified to date(Bodelle et al., 
2004; Rodgers et al., 2017b; 
Rodgers et al., 2018; Vallari 
et al., 2010; Yamaguchi et 
al., 2006a; Yamaguchi et al., 
2006b). Likewise, one of the 
two known Group P infections 
was discovered within the AGSP 
specimen library(Vallari et al., 
2011). Although the Abbott 
ARCHITECT HIV Combo 
Ag/Ab and RealTime HIV-1 
tests were designed prior to the 
discoveries of these divergent 
strains of HIV, both tests 
readily detected Groups N 
and P infections without any 
modification, illustrating the 
importance of a robust viral 
surveillance program for assay 
development (Rodgers et al., 
2018).

As the HIV pandemic continues 
to evolve, recombinant strains of 
HIV are becoming increasingly 
common (Beloukas et al., 2016; 
Oster et al., 2017). To accurately 
characterise the full depth of 
HIV genetic diversity, the AGSP 
has recently developed sensitive 
methods for generating full 
length genome sequences using 
next generation sequencing 
(NGS) technology (Berg et al., 
2015; Luk, 2015). 

By employing random hexamers 
or HIV-sequence specific primers 
to generate NGS libraries, 
complete genome sequencing 
has identified regions of 
recombination that would have 
otherwise been missed by sub-
genomic sequencing(Berg et al., 
2015; Luk, 2015; Rodgers et 
al., 2017a). Importantly, these 
are universal approaches that do 
not require a priori knowledge 
of the group or subtype of 
HIV in a sample, which makes 
them excellent tools for viral 
surveillance. 

High levels of viral diversity 
and co-infection have been 
encountered in AGSP studies 
conducted in Africa.In one 
AGSPstudy recently completed 
in South Cameroon, a hotspotfor 
newly emerging strains of HIV 
and HTLVwith the potential 
to spread globally due to the 
close proximity of humans 
to non-human primates, 
amongst 13,700 participants we 
identifieda diverse set of HIV 
infections: 7 HIVGroup M 
subtypes,25 Group O, 2 Group 
N, 12 CRFs and 27 unique 
recombinant forms (URFs)
(Rodgers et al., 2017b). 

Furthermore, a rare HBV AE 
recombinant was identified 
and the fifth known HTLV-
3 infection was confirmed. 
Importantly, all of the samples 
carrying these strains were 
detected by serological assays on 
the ARCHITECT instrument 
(Rodgers et al., 2017b). The 
characterisation of these 
emerging strains highlights the 
need for continued HIV/HBV/
HTLV surveillance to ensure 
diagnostic tests and research 
keep pace with viral evolution.

As the only diagnostic test 
manufacturer with such a unique 
long-standing and large-scale 
surveillance program, Abbott 
provides a vital tool to stay ahead 
of these dynamic viruses. 
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HIV healthcare and prevention in Norway under pressure

T he healthcare 
system in Norway 
is changing. The 
corporate model, 

a new financing system with 
tender and competitive bidding 
for medication has altered 
healthcare for people living 
with HIV(PLHIV) and HIV-
prevention.

HivNorway is an independent, 
national organisation committed 
to safeguarding the rights of 
people living with HIV as 
well as working to reduce the 
spread of HIV. We are the only 
organization in Norway working 
for the rights and interests of 
people living with HIV. 

We had a breakthrough when 
the new section 237 of the 
Penal Code was amended by the 
Norwegian Parliament in June, 
2017. The Act now clearly states 
that a person living with HIV 
that has taken adequate steps to 
prevent transmission, like using 
a condom or being on successful 
ART treatment, cannot be 
prosecuted. In summary, the 
new Act states:

• A person cannot be prosecuted 
if on successful ART treatment

• A person cannot be prosecuted 
if using condoms

• Oral sex is not seen as 
hazardous behaviour

• Consensual sex with a person 
living with HIV frees the person 
from criminal liability

• Exempted for punishment are 
also infections from sex workers 
and injecting drug users, as well 
astransmission from mother to 
child

The greatest breakthrough in the 
last few years in HIV prevention, 
PrEP - a pill a day for preventing 
HIV for people who are HIV 
negative- was also a political 
struggle in Norway. After years 
of lobbying,the Minister of 
Health finally approved PrEP 
for HIV prevention in Norway 
in 2016.

In 2018, we can see that 
changes made in the financing 
of healthcare are having 
anunforeseen and negative 
impacton both obtaining 
consultations and prescriptions 
for PrEP.At the largest sexual 
health clinic in Norway, 
Olafiaklinikken, there is 
now a waiting list for PrEP 
consultations. People are getting 
HIV while they wait for a 
prevention tool that works and 
is available. 

Over 200 people are waiting and 
estimated times for consultations 
are 8-12 months. The reason for 
this is simple, there is a way in 
to specialist care in hospitals, 
but there is no way out. The 
financing structure demands 
that all HIV medication is 
prescribed by a specialist 
doctor. Healthy patients that 
could easily get their PrEP 
consultation, prescription and 

follow-up from their general 
medical practitioner now have to 
go to a hospital to see a specialist 
doctor. 

Healthcare for PLHIV

Healthcare is now organised in a 
corporate model, where the four 
hospital regions receive funding 
from the state for medication, 
including HIV medication. 
To manage the procurement 
of medication, the hospital 
regions have made combined 
superstructure(Sykehusinnkjøp 
HF) to administrate the 
tenderpharma to the hospital 
regions.

In addition,prioritisation 
between patient groups has now 
been implemented. This means 
that PLHIV falls to the back of 
the line. We can also see these 
changes occurring for other 
chronic diagnoses. The argument 
being that we have a limited 
budget for healthcare and that 
we need to “all contribute” to 
lowering costs so that others can 
get healthcare. That is, PLHIV 
should show solidarity with 
others by accepting cheaper/
poorer treatment.

PLHIV are scared that 
they might have to change 
medication each year because 
of tender and competitive 
bidding on HIV medication. 
Both access to HIV medication 
and access to new developments 
in HIV medication are now 
uncertain. The criteria for 

what is a good combination 
for HIV treatment are vague, 
but it is clear that cheapest as 
possible HIV treatment within 
tolerable treatment regimens, 
is the norm for the future. The 
infection diseases doctors have 
for a decade told HIV patients 
that one pill a-day-regimes 
are preferable, and that they 
should have access to the newest 
and best treatment, now this 
principle is gone. 

Trapped in specialist 
healthcare for life

Both PLHIV and PrEP users 
are now trapped in specialised 
healthcare in Norway. The 
medication they use every 
dayhas to be prescribed by a 
specialised doctor at a hospital. 
In HivNorway’s opinion this is a 
use of specialised care that most 
of these patientsdo not need or 
do not want, and it is clearly a 
miss-useof public money. 

HivNorway hopes the 
Norwegian Health Minister 
and the Norwegian Parliament 
will change their decision and 
give prescription rights for HIV 
medication to general medical 
practitioners. 

They must also return the 
financing for HIV medication 
back to the state, andto stop 
the tender and competitive 
bidding that will put at risk HIV 
treatment as prevention, that is 
the greatest preventive measure 
for HIV.
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Looking at the 
epidemic across 
Europe today, 
the existing 

paradigm that focuses 
on viral load alone when 
considering effective HIV 
treatment doesn’t fully 
reflect today’s reality of 
living with HIV.

Tremendous progress has 
been made over the past 
30 years but the HIV 
landscape continues to 
evolve and alongside it, 
the needs of people living 
with HIV (PLHIV). 
With the “90-90-90” 
targets, UNAIDS set 
out to ensure that 90% 
of people living with 
HIV know their status, 
and 90% of those to be 
on treatment and 90% 
of those on treatment 
to achieve viral load 
suppression, as well as 
achieve zero stigma and 
discrimination.

However, we must 
recognize that while 
an undetectable viral 
load is indeed a crucial 
treatment milestone, it 
also should not be the 
end of the story.

Across 29 European 
countries, 60% of 
PLHIV were virally 
suppressed in 2016, 
so what other clinical 
and public health goals 
should be considered to 
ensure that those PLHIV 
live long and live well? 
In today’s Europe where 
viral suppression is one 
of the end-goals, some 
important health-related 
challenges for people 
with HIV remain. 

Some are familiar – 
treatment adherence 
and management of side 
effects–whilst new ones 
have emerged as life 
expectancy increases and 
health conditions relating 
to ageing has today 
become a reality for the 
majority of PLHIV across 
the region.

What may be missing 
both from the Global 
Health Sector Strategy 
and the HIV policy 
discourse is a vision 
informed by evidence, 
for what health systems 
should aim to accomplish 
concerning long-term 
care for all PLHIV. 

As the existing 
population of PLHIV 
increases and ages, 
treatment strategies will 
need to adapt to the 
realities of a lifetime of 
living with the virus, 
which includes managing 
and treating multiple 

co-morbidities as well 
as various psychosocial 
needs. If the current 
policy landscape adapts 
to address these diverse 
elements towards an 
inclusive approach 
to HIV care, this 
should lead to positive 
consequences for 
individuals, for the health 
system and for society.

We approach this 
challenge at ViiV 
Healthcare by exploring 
innovative solutions, 
whether new medicines 
or advances in care, and 
move beyond the status 
quo to find new ways of 
navigating the challenges 
of the HIV epidemic. 
Taking a patient-centred 
and holistic view of the 
care, management and 
treatment of PLHIV in 
turn helps deliver better 
health-related outcomes. 

By working with 
partners across the HIV 
community to better 
understand and address 
the evolving medical 
and social challenges 
affecting PLHIV, we can 
support the provision of 
a new standard of care by 
identifying best practice 
in healthcare settings 
and enabling the sharing 
of those most relevant. 
Our work in this area 
shines a light on the gap 
between theory, policy 
and practice and develops 
evidence that can assist 
policymakersto take 
informed decisions to 
make the most efficient 
use of finite resources.

Quality of Life (QoL) is 
a key area to focus on as 
part of the current policy 
gap in HIV care.Investing 
in research is required 
to get better insights 
into the multiple-factors 
that affect QoL, to 
ensure care of PLHIV 
is optimized and 
measured beyond clinical 
outcomes. Through 
targeted initiatives, often 
in partnership with 

healthcare providers 
and PLHIV groups 
on the ground, ViiV 
Healthcare has supported 
the development of a 
validated scale to assess 
quality of life of PLHIV, 
the PozQoL (https://
www.ncbi.nlm.nih.gov/
pubmed/29678156). 

In addition, an 
innovative study in the 
US (RISE) gathers real 
world insights from 
PLHIV on the burden 
associated with HIV 
and its treatment, and 
assesses their health-
related quality of life 
through mobile devices. 
This aims to help 
healthcare workers and 
policymakersaddress the 
issues affecting people 
living with HIV today 
(https://clinicaltrials.
gov/ct2/show/
NCT03400293).

These studies explore 
challenges and 
opportunities to 
enhance the clinical care 
experience for PLHIV 
in relation to stigma and 
discrimination within the 
broader management of 
co-morbidities connected 
to ageing.

We call for 
policymakersand 
influencers to consider 
advocating for the update 
of health policies to 
include QoL measures for 
the management of HIV. 

By exploring and 
supporting the uptake 
of new tools and 
interventions as part 
of healthcare delivery, 
both the clinical and 
psychosocial issues can 
be addressed which will 
reduce the burden that 
chronic management 
of HIV has on health 
systems.

For more on ViiV 
Healthcare work in 
HIV visit: https://www.
viivhealthcare.com/
mapping-an-hiv-free-
future.aspx

Quality of Life – A realistic ambition for 
HIV care across Europe

Understanding, 
measuring 

and improving 
quality of life 

among people 
living with 
HIV is key 

to achieving 
the 90-90-90 

goals. Without 
it, millions 

of PLHIV will 
not be able to 

live their life 
to the fullest 

– healthy, 
connected and 
free of stigma.

Stephen
REA
Head of External Affairs 
and Communications

Dr. Graham Brown
Senior Research Fellow, 

Australian Research Centre 
in Sex Health and Society, 

La Trobe University
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Accessible HIV 
testing and 
early detection 
remains a 

challenge in Europe. 
Approximately half 
(51%) of diagnosis of 
HIV in 2016 in the 
European region was 
diagnosed at a late stage 
of infection. 

This not only means that 
those diagnosed will be 
starting treatment later, 
but the risk of onward 
transmission increases. 
Offering rapid testing 
in all settings, medical 
(including indicator 
disease testing) and 
community based,is 
a proven strategy to 
increasing people’s 

awareness of their HIV 
status.

Rapid testing in 
community based services 
is limited or non-existent 
in many European 
countries. 

Democratising testing 
by tailoring services, 
informed by the local 
epidemic context, and 
offering these services 
within the community is 
paramount to increasing 
early diagnosis. The 
AIDS Healthcare 
Foundation (AHF) 
Europe, is calling for 
governments to act now 
and develop policies 
and implement legal 
changes to be in line with 
international guidelines.

IAPAC ’s guidelines 
on the continuum 
of care(2015) 
recommendscommunity 
based testing in efforts to 
increase testing coverage.

The World Health 
Organisation in 
2015, recommended 
lay (non-medical) 
testers be utilised in 
community based 
testing, implementation 
of task shifting 
and increasing the 
acceptability of testing 
among key population 
groups. Despite 
these highly regarded 
recommendations 
published a number of 
years ago, little action 
has been taken within 
Europe.

AHF‘s Rapid Testing 
Program (RTP) model 
is an advocacy initiative 
used tobring accessible, 
convenient and free HIV 
testing to communities in 
39 countries around the 
world.

AHF Europe began 
the RTP in 2009 in 
Odessa, Ukraine, and 
now operates in eight 
European countries: 
Russia, Ukraine, Estonia, 
the Netherlands, Georgia, 
and in partnership in 
Greece (Positive Voice 

and the City of Athens), 
Lithunia (Demetra) and 
Portugal (GAT). 

Rapid testing can be 
done cost-efficiently and 
effectively on a wide 
sustainable scale to help 
people learn their HIV 
status and be linked to 
care. 

By the end of 2017, over 
one million rapid tests 
had been performed 
by AHF Europe and 
partners, with 4% zero-
positivity rate (over 41 
thousand cases), over 
66% of those with 
reactive results linked to 
care, and over 11 million 
condoms distributed.

Over 270,000 of the 
one million tests were 
performed in the EU. 
Using rapid testing in 
medicaland community 
based testing with lay 
testers was fundamental 
in achieving this 
milestone. Such 
initiatives like AHF 
Checkpoint Amsterdam 
can be effective for 
migrant populations. 

Using rapid HIV testing 
in community based 
settings with lay testers 
allows for successful 
targeted testing for key 
population groups.In 
2017, in the EU,almost 
55 thousand people were 
tested by AHF’s RTP, 
over 13 thousand (24%) 
people tested were MSM, 
and nearly four thousand 
(7%)were injecting drug 
users (IDUs). 

Among the 757 people 
that tested positive in 
the EU, 313 (41%) were 
MSM and 206 (27%) 
were IDUs. The targeted 
testing approach not 
only facilities a high find 
rate, but also shows how 
tailoring the approach to 
the local epidemic can 
reach the people most in 
need.

European Testing Week 
(ETW) serves as an 
example of the effective 
way to use the AHF RTP 

modelfor community 
based organisations that 
start, or are thinking of 
starting, HIV testing 
activities for their 
communities. ETW is 
an initiative that was 
launched by HIV in 
Europe in 2013 to help 
more people to become 
aware of their HIV 
status.

Between 2013 and 
2017, AHF supported 
28organisations, 11 EU 
(11 organisations) and 
five non-EU countries 
(17 organisations) during 
ETW. Over 26 thousand 
people were tested, with 
622 reactive results and 
a 1.6% zero-positivity 
rate in the EU and 3% 
positivity rate in non-EU 
countries. 

Rapid HIV testing in 
both EU and non-EU 
countries demonstrates a 
potential to reach people 
who have never been 
tested or those who know 
their status but are not 
in care. 

AHF Europe believes 
that cost-efficient and 
sustainable initiatives that 
aim at the promotion and 
delivery of testing can 
support countries with 
achieving the first step 
(HIV diagnosis) in the 
treatment continuum.

Without new policies to 
guide the implementation 
of the scale-up of rapid 
testing to all settings, 
a change of the legal 
environment to allow 
non-medical testers 
to test, changing the 
testing algorithm to use 
two rapid tests for HIV 
diagnosis, and the joint 
effort of all stakeholders 
involved, the dream to 
end the HIV epidemic in 
Europe will remain just a 
dream.

AHF Europe calls for rapid HIV testing 

Increasing 
HIV testing 
coverage in 
all settings 
is vital for 
Europe to have 
a significant 
impact in 
reducing new 
infections. 
AHF Europe’s 
Rapid testing 
approach 
demonstrates 
just how 
effective this 
can be.

Anna
ZAKOWICZ
Europe Deputy 
Bureau Chief

healthcare Towards a zero HIV strategy
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Sweden faces new challenges – how 
do we reach sustainable health?

Sweden was the 
first country 
in the world to 
reach UNAIDS’ 

ambitious 90-90-90 
target ahead of 2020. 
The UNAIDS target 
means that 90 percent 
of all people living with 
HIV should know their 
HIV status, 90 percent 
of all people with 
diagnosed HIV infection 
should receive sustained 
antiretroviral therapy, and 
90 percent of all people 
receiving antiretroviral 
therapy should have viral 
suppression.

However, while Sweden 
was successfully reaching 
these HIV treatment goals, 
new challenges within 
HIV have risen: ageing and 
quality of life for people 
living with HIV.

In Sweden, we have for 
the first time an ageing 
generation living with 
HIV. In fact, about 45% 
of people carrying the 
virus are 50 years old or 
older. With age, there is 
also an increasing risk of 
co-morbidities. Looking 
ahead to year 2030, 84% 
of those living with HIV 
will have at least one co-

Peter
MANEHALL
Ombudsman, 
HIV Sweden morbidity. 

The co-morbidities that are 
affecting those living with 
the virus include kidney 
disease, osteoporosis, 
cardiovascular disease, 
cancer, diabetes and 
depression. 

Why does this group 
of people have a higher 
likelihood of co-
morbidities? It is due to a 
variety of factors, including 
theHIV drugs taken for 
a long period of time to 
obtain viral suppression, 
the inflammation in the 
body due to HIV (even 
during treatment), lifestyle 
choices like alcohol 
consumption and smoking 
and, of course, ageing 
itself.

If Sweden stays vigilant, we 
have a golden opportunity 
to prevent many cases of 
co-morbidities. We can 
predict vulnerability to 
co-morbidities by, for 
example,looking at risk 
markers likelength of time 
with HIV infection, low 
level of CD4 and the use 
of certain HIV drugs, in 
combination with lifestyle.

Furthermore, in certain 
groups like the migrant 
population in Sweden, 
there is a fear to become 
left out of their social 
network and/or of losing 
their residence permit 
by disclosing that they 
are carrying HIV (this is 
not the case). This makes 
the migrant population 
a vulnerable group as the 
two factors mentionedcan 
greatly affect the 
possibilities for treatment.

In order to meet the 
challenges with ageing 
HIV patients and co-
morbidities, we need 
multidisciplinary and 
cross functional strategies 
that are focused on 
the risk markers. For 
instance, there is a need 
for geriatric specialists to 
cooperate with experts 
within infectious disease 

or primary care in charge 
of caring for elderly living 
with HIV. 

There is an obvious 
connection between 
ageing with co-morbidities 
and quality of life. But 
of course, quality of life 
is an issue for all people 
living with HIV, regardless 
of age. Stigma and 
discrimination are great 
factors of quality of life 
and they are unfortunately 
still a problem in Sweden. 
Almost all expert groups 
I have been part of have 
discussed the apparent 
lack of knowledge of HIV 
outside infectious disease 
clinics, mainly within 
Swedish primary care. 
This is a major problem 
as it contributes to 
discriminatory treatment 
of those living with HIV. 

This year, the European 
initiative HIV Outcomes 
is doing an evaluation of 
two EU member states, 
including Sweden. I 
am part of the “HIV 
Outcomes: The Status of 
HIV in Sweden” working 
group. The group’s 
initial reflections on the 
five European policy 
recommendations made 
by the European initiative 
in 2017were presented at 
a seminar at the European 
Parliament on November 
27th, 2018. A short 
summary:

1. Adopt an integrated, 
outcomes-focused, and 
patient-centred approach 
to long-term HIV care. 

Cross functional 
cooperation needs to be 
strengthened in Sweden 
between, for instance, 
primary care and geriatric 
care.

2. Expand national 
monitoring of long-term 
HIV care and outcomes 

The high quality Swedish 
InfCareHIV registry has 
decided to work on a 
fourth 90 target focused on 
improving quality of life 

for people living with HIV.

3. Fund cohort studies to 
provide information on the 
long-term health of people 
living with HIV. 

There is a significant 
interest in conducting 
cohort studies in Sweden 
and a vast amount of data 
is available through the 
InfCareHIV registry. 

However, national 
financing of efforts to 
combat HIV and other 
infectious disease has been 
reduced in Sweden in the 
past couple of years. 

It is therefore uncertain 
how the InfCareHIV-
cohort will be financed in 
the future.

4. Combat stigma and 
discrimination within 
health systems 

• There is a significant need 
for increased knowledge 
on the needs of people 
living with HIVwithin the 
Swedish health system, 
especially primary care, 
dentistry as well as county-
providedgeriatric and 
home care. A powerful, 
long-term, national 
initiative to minimising 
HIV stigma is needed. 

5. Upscale involvement of 
the HIV community in 
priority setting at country 
level 

• There is good 
involvement of 
organisations working with 
HIV on a national level 
in Sweden. However, on 
a regional level there is a 
need of involvement of 
people living with HIV to 
shape, plan and organise 
local healthcare. 

HIV Sweden is Sweden’s 
national rights and 
advocacy organisation for 
all people living with HIV 
and all those affected by 
HIV in Sweden. 

If Sweden stays 
vigilant, we 
have a golden 
opportunity 
to prevent 
many cases of 
co-morbidities. 
We can predict 
vulnerability to 
co-morbidities 
by, for 
example,looking 
at risk markers 
likelength 
of time with 
HIV infection, 
low level of 
CD4 and the 
use of certain 
HIV drugs, in 
combination 
with lifestyle.
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Are you making the most of your 
emotions? 

Emotions can 
be helpful, 
directing our 
attention 

to key features of the 
environment, fine-
tuning our thinking, 
and readying responses 
that help us achieve 
our goals. However, 
emotions also can be 
harmful, misdirecting our 
attention, compromising 
our thinking, and 
leading us to act in 
ways we later regret. 
Cultivating emotions 
that are helpful – and 
managing emotions that 
are harmful – is the job 
of emotion regulation. 

When asked, people 
often describe efforts 
to decrease negative 
emotions, especially 

anger, sadness, and 
anxiety. People also 
report trying to increase 
positive emotions, 
especially love, interest, 
and joy. Less frequently, 
people try to increase 
negative emotions (e.g., 
when being stern with 
a child), or decrease 
positive emotions (e.g., 
to avoid gloating after 
a hard-fought tennis 
match).

To see how one might 
make the most of one’s 
emotions, it is useful to 
first think about how 
emotions arise. Figure 
1 shows that emotions 
arise in situations that 
are attended to and 
appraised or evaluated 
as being relevant to 
one’s current goals. The 
responses generated by 
these unfolding appraisals 
involve changes in 
a person’s feelings, 
behaviors, and physiology 
(brain and body). Like 
many other responses a 
personmakes, emotional 
responses often change 
the situation that gave 
rise to the response in the 
first place. 

If the emotion is helpful, 
we are likely to let the 
emotion just run its 
course. However, if the 
emotion is unhelpful 
-because it is either the 
wrong type or intensity 
for a given situation-, 
we may try to alter it. 
Figure 2 distinguishes 
five families of emotion 
regulation strategies 
based on where in the 
emotion-generative 
process they have their 
primary impact. Because 
they operate at different 
stages in the “assembly” 
of an emotion, different 

strategies have quite 
different consequences. 
Although there is no 
single “appropriate” form 
of emotion regulation, 
some of these have more 
to recommend than 
others. The simple rule of 
thumb is that the earlier 
one can intervene, the 
more powerfully one can 
influence emotion.

Situation selection is the 
most forward-looking 
approach to emotion 
regulation. It involves 
actions that make it 
more likely one will 
end up in a situation 
that gives rise to the 
emotions one wants to 
have. Although is a very 
powerful strategy (for 
example, when avoiding a 
work function that would 
make one anxious) it can 
sometimes come at too 
steep a price in terms of 
other goals one may have 
(such as building new 
contacts at work).

Situation modification 
refers to directly 
modifying a situation so 
as to alter its emotional 
impact. A simple example 
would be changing where 
one is sitting at a party. 
Like situation selection, 
this strategy is very 
powerful, but cannot 
always be employed 
without compromising 
other valued goals.

Attentional deployment 
refers to directing 
attention within a given 
situation in order to 
influence one’s emotions. 
One example is 
distraction, whichfocuses 
attention elsewhere. 
This strategy is very 
effective, particularly, 
when emotions are 
intense. Here too there 

James
GROSS
Professor of 
Psychology

might be a tradeoff, 
because distraction may 
mean missing out on key 
information. 

Cognitive change refers 
to modifying how one 
appraises a situation so 
as to alter its emotional 
significance. This strategy 
has been found to be 
helpful in many contexts. 
For example, finding 
alternate ways of thinking 
about why a colleague 
might have rushed by one 
at work without saying 
hello (e.g., they were 
distracted, or running 
late for a meeting) might 
head off less helpful ways 
of thinking that could 
lead to unnecessary upset 
(e.g., they hate me). 
However, it is not always 
possible to come up with 
such alternative ways of 
thinking when they are 
needed.

Response modulation 
occurs late in the 
emotion-generative 
process, after emotional 
responses have already 
been initiated. One 
common form of 
response modulation is 
expressive suppression, 
in which a person tries to 
inhibit ongoing negative 
or positive emotion-
expressive behavior. 
Although this strategy is 
common it unfortunately 
tends to magnify rather 
than diminish one’s 
physiological responses 
without making one 
feel better. In fact, 
suppression has been 
shown to increase the 
blood pressure not only 
of the person who is 
suppressing, but also the 
person who is interacting 
with the suppressor.

So the next time you 

experience an emotion 
either at home or at 
work, give some thought 
to whether that emotion 
is likely to be helpful or 
harmful. If it seems likely 
to be harmful, recall 
that there are many ways 
to alter that emotion’s 
trajectory.

The belief that one’s 
emotions can be changed 
for the better has itself 
been shown to predict 
positive outcomes. And 
these outcomes become 
even better when that 
belief is coupled with the 
selection of more rather 
than less helpful forms of 
emotion regulation. 

Dr Gross is 
a leading 

researcher 
in the areas 
of emotion 

and emotion 
regulation, 

and editor of 
the Handbook 

of Emotion 
Regulation. He 

has received 
numerous 

teaching 
awards, 

including 
Stanford’s 

highest 
teaching award, 

the Walter J. 
Gores Award 

for Excellence 
in Teaching. His 

papers have 
been cited over 
100,000 times.
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Mark
BOWDEN

How you can use body language to 
appear more calm and confident

W orking life never 
ceases to be a cause 
of stress. Deadlines, 
responsibilities, the 

rigours of maintaining excellence 
and high performance, and just too 
many items to action are some of 
the pressures that can get us down 
and feeling tired, overworked, 
and stressed. All these emotions 
can knock our sense of confidence 
and our self-worth, making us feel 
small. So how can we use our body 
language to build ourselves big again, 
manage stress, feel more confident, 
become more calm and assertive and 
in so doing, always come across as 
trustworthy and credible? 

When we feel small and unconfident, 
our body language can often display 
these feelings to others, as we 
will often minimise our size and 
impact by displaying submissive 
expressions. Submissive body 
language is characterized by gestures 
that make us look like we are caving 
in, defensive, reclusive or indecisive 
— in short, body language that 
makes us look powerless. Submissive 
gestures show that we do not want 
to take the power position, nor do 
we want to be in control… when the 
reality may be entirely the opposite! 

Submissive body language may also 
have us making less noise. We take 
up as little nonverbal real estate 
as possible – be it physical, aural, 
or temporal. When we are more 
confident not only do we often take 

up more physical space but we also 
maximise the volume of the sounds 
that we make and the time we take 
up with all of this. In a meeting this 
will come across as “speaking up” 
or “getting our point through,” but 
of course at the overly confident or 
dominant end of the spectrum it 
can come across as “hogging the air 
space”. 

Naturally, context is key to all 
body language and so submissive 
body language can appear more 
extreme when seen in contrast to 
more dominant gestures that take 
up space, sound, and time. Some of 
these submissive gestures include: 
cringing, which looks smaller and 
non-threatening; head bowing; wide 
eyed innocent “startled” staring 
of the freeze, flight, fight, faint 
system; hunched shoulders of fear 
or passiveness; and even physical 
imbalance. 

Crossed, defensive postures can 
also trigger others into feeling 
you are submissive or indecisive. 
When you cross your body you 
hinder your ability to move, and 
therefore although you may feel 
less vulnerable, you may look to 
others and even feel in yourself more 
passive. Not a great position to be 
assertively negotiating from! 

Add to this the physical and 
psychological impact of always 
holding and staring down at our 
smartphones, and there is the 

opportunity to compound the effect 
of giving off passive or submissive 
body language. Body language expert 
and TED Talk sensation Amy Cuddy 
explains a correlation between the 
bad posture so many of us experience 
from using smartphones and the 
psychological damage and changes in 
behaviour that result from what she 
calls the iPosture. 

Citing studies that link depressed 
postures to lower self-esteem and 
mood, greater fear, and more negative 
verbal reactions to questions, Cuddy’s 
research finds that the “slouchy, 
collapsed position we take when using 
our phones actually makes us less 
assertive — less likely to stand up for 
ourselves when the situation calls for 
it,” and she recommends we counter 
these physical effects with exercises 
and stretches… or trips to the 
osteopath! The good news is that there 
are some things that we can quite 
simply and effectively do for ourselves. 

So with all the stress, overwork, 
pressure to be responsive and 
accompanying postures forcing you 
into looking and feeling submissive 
and non-assertive, let’s look at how 
you can counter these postures, assert 
yourself through your body language, 
help yourself regain your calm, shed 
the stress, and show colleagues and 
employers that you are capable, 
trustworthy and credible. Here are 
three top tips that you can do right 
now: 

Tracey
THOMSON
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Take Space 

Try taking up more physical space. 
First off, sit up straight. If you are 
at a table, move your chair back 6 
inches so you are showing off more 
of a physical presence to others 
at the table. Place your hands on 
the table so that you are taking up 
more territory as well. Place your 
smartphone on the table and push 
it away from you to take up even 
more territory and also to keep 
yourself from reaching for it and 
hiding away with it. You can even 
stand up sometimes when you are 
speaking or making important 
points. 

Torso Talk 

Place your hands in what we have 
trademarked the TruthPlane, the 
horizontal plane that extends 
180 degrees out of your navel 
area. Bringing the audience’s 
unconscious attention to this 
vulnerable area of your body 
makes them feel that you are 
very confident. By assuming this 
physicality, you will feel confident 
too! And by showing your palms 
open you will also feel more open 
and commanding while still giving 
a universally recognised ‘friendly’ 
gesture. 

Reveal Yourself 

Avoid having your hands at mouth 
level when speaking, for example 
when sitting at a table with your 

chin in your hands, often a physical 
symptom of feeling stress and 
pressure weighing us down and 
making us look more passive or 
submissive. We lip read more than 
we think, and when the picture of 
the words is taken away it becomes 
harder to verify the language. 

The audience will perceive or 
create negative feelings about your 
intentions — in the absence of 
information, we ‘make it up’ and 
always lean towards the negative 
to prepare for the worst when 
theorising about the inner thoughts 
of others. And by covering yourself 
up and minimising the space you 
take you may compound the feeling 
that you have nothing worth saying 
in the first place! 

Given that we can often judge 
our own feelings and worth from 
the context of others’ reactions to 
us, it is quite instinctual for us to 
unconsciously read others’ body 
language in order to form theories 
as to how they feel about us and 
so how we are. But yet most of 
us stand little more than a 50/50 
chance of reading others right. 

We will mostly err on the side of a 
cautious, negative reading of their 
judgements about us — better to 
be safe than sorry. And of course 
when we ourselves are feeling a 
little stressed, low or anxious, our 
judgements of others will mirror 
this and skew the accuracy. So by 

concentrating on controlling your 
own body language rather than 
looking at others’ for validation, 
not only will you start to trust 
yourself more around your own 
confidence but also win the trust 
and confidence of others. 

About the authors: 

Mark Bowden and Tracey 
Thomson are co-authors of 
TRUTH & LIES What People 
are Really Thinking, a fresh, 
insightful, myth-busting guide to 
reading body language in the post-
digital age. Mark Bowden is voted 
#1 Body Language Professional 
worldwide, and as a thought leader 
in nonverbal communication 
is sought after internationally 
for his keynote speeches and 
communications training through 
his organization TRUTHPLANE. 
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Winning Body Language. 
Tracey Thomson as Co-Founder 
of TRUTHPLANE advises 
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and body language. Her 
background directing and training 
performers internationally in the 
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her unique insights into human 
behaviour.
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Although bladder cancer is the fifth most common cancer in the 
European Union, resource provision including funding for research 
and reimbursement has not kept pace with other forms of cancer. 

The European Union has been successful in supporting member 
states in the development of screening programmes supplemented 
with guidelines for breast, cervical and colorectal cancer. However, 
bladder cancer, being the second most frequent malignancy of the 
urinary tract after prostate cancer, it yet remains outside of health 
policy priorities, with awareness levels being still quite low. 

Statistics show that up to half of all people diagnosed with bladder 
cancer in Europe, will die within five years. Only an estimated 1 in 
10 patients with metastatic bladder cancer in Europe survive, and 
this rate has not significantly changed in nearly a decade.   

Though it has one of the highest lifetime treatment costs per patient 
of all cancers, bladder cancer care accounts for only 3% of all cancer 
cost in the European Union. Moreover, there are enormous differences 
in the money that is actually spent on treating bladder cancer, ranging 
between 8 euros in Bulgaria and 93 euros in Luxemburg.

Measuring the value of care 

Reducing risk factors 

Prof. Hein 
van POPPEL
Adjunct Secretary 
General for Education

Zenichi
IHARA
Health Economics 
Manager

Dr Peter
SOLLEDER
Executive Director,
New Applications

Ashok 
K. GUPTA
VP, IO Clinical 

EAU’s viewpoint to manage bladder cancer in 
Europe

How do we ensure an accelerated improvement in 
bladder cancer management? 

OPAL1® PDD – a flexible visualization with 
IMAGE1 S™ to support urologists

The promise of immuno-oncology in 
bladder cancer

What’s inside
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iCPS BLADDER CANCER EUROPE 2018

How can we re-prioritise our efforts towards 
tackling Europe’s most neglected cancer? 

Bladder cancer is the sixth 
most common cancer in 
the EU, but it has long 
been under-prioritised 

and overlooked relative to the 
impact it has on patients. A wide 
range of challenges face those with 
the disease, including delayed 
diagnosis, a lack of awareness 
among GPs and a protracted and 
complex pathway for patients to 
navigate. 

The International Centre for 
Parliamentary Studies brought 
together policymakers and 
healthcare experts in the field 
to explore these issues, and 
who put forward a number of 
recommendations for how to 
address some of these concerns at 
the European level. 

We call on policymakers to 
ensure, as soon as possible, that 
all women and men with bladder 
cancer in Europe are better 
diagnosed and treated by specialist 
multidisciplinary teams that 
work to deliver superior care and 
quality of life.  

Here’s what Europe should do in 
order to initiate the change:  

1. It is important for us to ensure 
that at the European level, bladder 
cancer discourse is being heard. 
We should partner in coordinated 
efforts to bring bladder cancer 
higher up the EU agenda in the 
hope of improved treatment 
outcomes for all bladder cancer 
patients in Europe.

2. Early recognition of symptoms 
and prevention will play a crucial 
role in the management of 
bladder cancer. Urologists and 
other experts must be educated 
to identify risk factors and early 
symptoms so that patients stand a 
better chance of having access to 
the right cancer treatment.

3. The awareness of bladder 
cancer is still low in Europe. 
Despite its prevalence, specific 
aspects of the disease are often 
overlooked. A public campaign 
is recommended to increase 
awareness not just at the patient 
level, but with their family doctors 
and healthcare practitioners about 

healthcare State of Bladder Cancer policy in Europe

specific symptoms. 

4. In many cases, there 
are significant delays 
in diagnosing bladder 
cancer in women. 
More needs to be done 
to raise awareness to 
help them spot the 
symptoms earlier, and the 
considerable misdiagnosis 
should be averted. 

5. We need to throw 
a spotlight on the role 
of oncology nurses in 
early diagnosis and 
effective treatment of 
bladder cancer. The 
EU should do more 
to increase awareness 
about the significant 
relation between patients 
and specialist oncology 
nurses. The EU should 
also ensure that a greater 

number of clinical 
nurse specialists (CNS) 
are available within 
multidisciplinary teams. 

6. Effective care 
requires a concerted, 
multidisciplinary 
approach. It is crucial to 
integrate the expertise of 
urologists, oncologists, 
radiation therapists, 
imaging experts and 
specialist nurses, and 
ensure equitable access 
to all patients diagnosed 
with bladder cancer 
across Europe. 

7. With smokers being 
up to four times more 
likely to contract 
bladder cancer, the EU 
needs to do more to 
raise awareness among 
these groups and reduce 

smoking rates.  

8. While other kinds of 
cancer including breast 
cancer, prostate cancer 
and colorectal cancer 
have national screening 
programmes in place 
to facilitate earlier 
detection, bladder cancer 
is often overlooked, 
predominantly because 
of the intrusive nature 
of available screening 
options. However, the 
EU should initiate 
screening for bladder 
cancer in high-risk 
groups such as those with 
occupational risks and a 
history of smoking, and 
continue to reduce and 
monitor the exposure to 
carcinogenic chemicals.

9. Research is essential 
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We should partner in coordinated efforts to bring bladder cancer higher up the 
EU agenda in the hope of improved treatment outcomes for all bladder cancer 
patients in Europe.

It is crucial to integrate the expertise of urologists, oncologists, radiation 
therapists, imaging experts and specialist nurses, and ensure equitable access to all 
patients diagnosed with bladder cancer across Europe. 

More needs to be done to raise awareness to help them spot the symptoms 
earlier, and the considerable misdiagnosis should be averted. 

The EU should initiate screening for bladder cancer in high-risk groups such as 
those with occupational risks and a history of smoking, and continue to reduce and 
monitor the exposure to carcinogenic chemicals.

The EU should stop the mono-disciplinary management of bladder cancer and 
opt for a patient-centric multidisciplinary approach and precision management.  

CALL FOR ACTION

in better understanding 
the risk factors and 
complexity of bladder 
cancer. The EU should 
support more research 
projects and help 
companies in identifying 
ways to support 
academics in their clinical 
research. As the economic 
burden of bladder cancer 
is high compared to 
other cancers, there is an 
urgent need to increase 
research on epigenetic 
factors, precision 
medicine and liquid 
biopsies. 

10. While there is an 
urgent need to develop 
revolutionary, simplified 
and cost-effective 
imaging devices to 
improve early diagnosis 
of bladder cancer, it is 

vital to make the best 
use of what we have at 
hand. It is important to 
provide equitable access 
and reduce the disparities 
in reimbursement. 
While payment schemes 
currently do not 
incentivise outcomes, the 
EU should address these 
intrinsic shortcomings 
within reimbursement 
and ensure that patients 
get access to the best 
therapies and treatment 
options.  

11. As accurate and 
sensitive detection of 
bladder cancer is critical 
to diagnose this deadly 
disease at an early stage, 
there is an urgent need 
for more translational 
research to identify new 
biomarkers and novel 
therapeutic targets. The 
EU should do more to 
help and support the 
genomic landscape and 
biomarker discovery. 

12. Effective 
multidisciplinary 
collaboration is 
imperative in order 
to implement existing 
knowledge, enable 
priority research, and 
reduce costs. The EU 
should stop the mono-
disciplinary management 
of bladder cancer and 
opt for a patient-centric 
multidisciplinary 
approach and precision 
management.  

13. As quality of 
life often decreases 
following a bladder 
cancer diagnosis and 
continues for a prolonged 
period in patients with 
metastatic disease and 
long-term survivors of 
muscle-invasive bladder 
cancer, the EU should 
do more to improve on 
the clinically relevant 
endpoints of survival 
and perk up the quality 
of life of patients 

fighting bladder cancer. 
Providing unified access 
to promising innovations 
remains crucial at an EU 
level.

14. The EU has 
been quite ambitious 
in supporting 
member states in the 
development of cancer 
screening programmes, 
supplemented with 
guidelines for breast, 
cervical and colorectal 
cancer. The European 
Parliament should do 
more to support the 
implementation of and 
endorse the clinical 
guidelines developed by 
the European Association 
of Urology. 

15. Treatments are often 
pushed into the market, 
without sufficient data. 
Collection of patient-
driven clinical data 
relating to bladder 
cancer is lacking at an 
EU level and we need 
to confront these issues. 
The EU should develop 
a more confidential way 
of recording clinical data 
and ensure sharing of 
best practice within the 
healthcare community. 

16. People diagnosed 
with bladder cancer 
face several challenges 
including the stigma 
associated with the 
disease, delayed diagnosis 
and equitable access to 
optimal diagnostic and 

treatment options. 

The EU should do 
more to reduce stigma 
associated with bladder 
cancer, increase the access 
to MRI and improve 
the quality of imaging 
options.
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Bladder cancer 
—that for 95% 
emerges from 
the epithelial 

lining of the urinary 
tract — is the 5th most 
expensive cancer on a 
global perspective and 
the most expensive cancer 
per patient.Seventy to 
80% of them are called 
non-muscleinvasive 
bladder cancers (more 
superficial), while 
20 to 30% invade in 
the muscular layer of 
the bladder and will 
potentially disseminate 
and kill the patient 
because of distant 
metastases(1).

Bladder cancer care 
accounts for 3% of 
all cancer cost in the 
European Union, but 
there are enormous 
differences in the money 
that is actually spent 
on treating bladder 
cancer (eight euros in 
Bulgaria and 93 euros 
in Luxemburg) (Leal et 
al, 2015). The relatively 
high cost of bladder 
cancer care is due to 
expensive procedures 
for diagnosis and 
follow-up (cystoscopies, 
transurethral 
resections, intra-vesical 
chemotherapy or 
immuno-therapy, surgery, 
chemotherapy and 
radiotherapy). 

Not only smoking 
but also professional 
exposure to toxic agents 
are responsible for the 
vast majority of, thus, 
avoidable bladder cancers 
and the European Union 
has identified a number 
of occupations and 
industries with a high 

EAU’s viewpoint to manage bladder cancer in Europe
Closing gaps and breaking barriers 

Prof. Hein 
van POPPEL
Adjunct Secretary 
General for Education

Continued funding for  awareness raising campaigns post -2020, including on 
the importance and the causes of  bladder cancer  
Strong enforcement of the EU rules on tobacco products 
Limit professional toxic exposure
Address the issue of screening in higher risk-groups through the EU Joint 
Action on cancer
Recognize occupational bladder cancers

What does the EAU expect from Europe 

Address the lack of funding for trials and translational   research by continuing 
to prioritize health in future funding for EU research framework programmes 
Endorse the EAU Guidelines on Non-muscle and Muscle  Invasive Bladder  
Cancer
Promote multi-disciplinary collaboration as the gold standard for care
Centralise bladder cancer care in expert centers

risk of bladder cancer 
amongst their workers.

In the last 25 years, 
bladder cancer mortality, 
in contrast with many 
other malignancies, 
has not decreased 
significantly. It is a 
reasonable assumption 
that groups at risk 
because of tobacco use 
or occupation should be 
screened for microscopic 
hematuria, followed 
by urine cytology and/
or endoscopy and 
ultrasound (3).

Nevertheless as compared 
to prostate cancer, 
bladder cancer is not very 
well known in the general 
population. 

Many international 
eminent people have 
been diagnosed with 
and treated for prostate 
cancer, while few bladder 
cancer patients are 
known in the media. 
Bladder cancer also 
targets lower social 
economic classes where 

smoking habits have 
hardly been influenced 
by the European anti-
tobacco campaigns. 

Moreover, the research 
funding for the different 
human cancers is about 
the lowest for bladder 
cancer, be it in the UK or 
the USA while five times 
more research funding is 
allocated to breast, lung 
and bowel cancer (4).

The European 
Association of Urology 
(EAU) has been 
extensively using their 
publications (European 
Urology and European 
Urology Focus) to 
demonstrate the impact 
of smoking and smoking 
cessation, and has 
significantly contributed 
to the Smoking Edition 
of European Files with 
the aim to decrease the 
consumption of tobacco 
in Europe (5). In 2016, 
the EAU assisted the 
European Cancer Patient 
Coalition (ECPC) in 

preparing and then 
launching the White 
Paper on Bladder Cancer 
at a meeting of the 
International Centre for 
Parliamentary Studies. 

The EAU has published 
the EAU Guidelines 
on the management of 
bladder cancer to assist 
medical professionals 
in the evidence based 
treatment. Expert panels 
on muscle invasive and 
non-muscle invasive 
bladder cancer included 
an international 
multidisciplinary group 
of urologists, radiation-
oncologists, medical-
oncologists, radiologists, 
pathologists, nurses and 
patients (6,7).

The EAU guidelines are 
considered worldwide 
as the best evidence 
based recommendations 
available today, and 
the guidelines on 
bladder cancer are 
endorsed by the national 
urological societies of 

the 28 European Union 
member states, by the 
American Society of 
Clinical Oncology 
(ASCO) and also by 
the national societies of 
China, Australia, India, 
Indonesia, Argentina, 
Columbia, Hong-Kong, 
Algeria, Malesia, New 
Zealand, Taiwan and 
Thailand. However, 
the dissemination of 
the guidelines and 
compliance with the 
guidelines in the delivery 
of care for patients with 
bladder cancer is still 
insufficient. There is a 
marked under-useof the 
guideline recommended 
care in a potentially 
curable cohort and the 
national societies must 
do more to make their 
members aware of, 
and to ensure the use 
of, guidelines in daily 
practice.

Next to our guidelines, 
the EAU has extensively 
invested in drafting 
and providing Patient 
Information, based on 
the guidelines, which can 
be seen as a translation 
of the guidelines into 
language that patients 
can easily understand. 
The patient information 
brochures have been 
translated into more 
than 17 languages and 
are available online 
for every healthcare 
provider or patient. 
Indeed every urological 
patient in Europe 
should have access to the 
highest quality patient 
information in the 
framework of patient-
centriccare.

Improving quality of 
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BLADDER CANCER BY THE NUMBERS
BLADDER CANCER IS THE 12TH MOST COMMONLY DIAGNOSED CANCER IN THE WORLD, 

WITH 549,000 NEW CASES DIAGNOSED AND ALMOST 200,000 DEATHS IN 2018.

WHAT IS BLADDER CANCER?
BLADDER CANCER IS A TYPE OF CANCER 

THAT BEGINS MOST OFTEN IN THE CELLS  

THAT LINE THE INSIDE OF THE BLADDER .  

MORE COMMON IN MEN 

THAN WOMEN.

X3
MEDIAN AGE

72 79
AT DIAGNOSIS AT DEATH

90%

%
OF BLADDER CANCERS CASES. 

SQUAMOUS CELL 

CARCINOMA

ADENOCARCINOMA

SMALL CELL CARCINOMA

SARCOMA

OTHER TYPES INCLUDE:TRANSITIONAL CELL CARCINOMA 

OR UROTHELIAL CARCINOMA ,  

ACCOUNTS FOR APPROXIMATELY

THE MAJORITY OF BLADDER CANCERS ARE DIAGNOSED 

AT AN EARLY STAGE, BUT RATES OF RECURRENCE AND 

PROGRESSION ARE HIGH;

78
UP TO

OF PATIENTS WILL EXPERIENCE 
RECURRENCE WITHIN 5 YEARS.

BLADDER CANCER “HOT SPOTS”
ESTIMATED NUMBERS OF ANNUAL NEW BLADDER CASES 

BY REGION (THOUSANDS)

EUROPE
191.1

CENTRAL 
AMERICA
2.7

SOUTH 
AMERICA

23.7

AFRICA
24.4

AUSTRALIA & 
NEW ZEALAND

3.6

NORTH AMERICA
91.7

ASIA

198.8

Source:  GLOBOCAN 2018
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STAGE II

STAGE II I

STAGE IV
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98%

88%

63%

46%

15%

5-YEAR SURVIVAL RATE
THE FIVE-YEAR SURVIVAL RATES VARY GLOBALLY, 

DEPENDING ON THE STAGE AND TYPE OF BLADDER 

CANCER.

COMMON BLADDER CANCER RISK FACTORS

WORKPLACE 

EXPOSURES

SMOKING RACE 

AND ETHNICITY

OLD AGE GENDER CHRONIC BLADDER 

IRRITATION AND INFECTIONS

FAMILY 

HISTORY

SIGNS & SYMPTOMS

PAIN OR BURNING 

DURING URINATION

FEELING AS IF YOU HAVE 

TO GO RIGHT AWAY, EVEN 

WHEN THE BLADDER 

IS NOT FULL

LOWER BACK PAIN

ON ONE SIDE

HAVING TO URINATE

MORE THAN USUAL

BLOOD 

IN THE URINE

BEING UNABLE

TO URINATE

TREATMENT OPTIONS
A PATIENT’S TREATMENT OPTIONS ARE LARGELY 

DEPENDENT ON THE STAGE OF DISEASE AND MAY 

INCLUDE:

SURGERY INTRAVESICALTHERAPY
(chemotherapy/
immunotherapy)

RADIATION
THERAPY

© 2018 Bristol-Myers Squibb Company
care for bladder cancer 
patients

The EAU will continue 
to work with the 
different national 
urological societies to 
further increase awareness 
of the importance and 
the causes of bladder 
cancer. We will continue 
to put our efforts in 
further dissemination 
of the guidelines on the 
management of bladder 
cancer for caregivers, 
as well as disseminate 
adequate information to 
patients and relatives. 
The EAU is heavily 
committed to further 
research on personalised/
precision medicine 
through collaboration 
with the European 
Alliance for Personalised 
Medicine (EAPM).

Bladder cancer is 
not a disease that 
can be addressed by 
a mono-specialist 

healthcareprofessional 
(HCP). In the different 
stages of the disease, 
multi-disciplinary 
collaboration is 
absolutely mandatory 
which is most easily 
achievable by centralising 
care in expert bladder 
cancer centres (9). The 
EAU, together with 
the European Board of 
Urology has accredited a 
number of bladder cancer 
centres where the highest 
quality of patient care, 
education and research is 
guaranteed.

While some progress 
has been made in the 
treatment of bladder 
cancer by the use of neo-
adjuvant and adjuvant 
cytotoxic intravenous 
chemotherapy, there is 
today new hope since the 
advent of the immuno-
oncologic agents, the 
checkpoint inhibitors, 
that are less toxic and, 
when efficient, seem to 

provide a substantial 
survival benefit in our 
advanced bladder cancer 
population. 

In order to further 
strengthen our multi-
disciplinary efforts in the 
quality of care of bladder 
cancer patients, the EAU 
organises the European 
multidisciplinary meeting 
of urological cancers 
(EMUC) together with 
the European Society 
of Medical Oncology 
(ESMO), the European 
Society for Radiotherapy 
and Oncology (ESTRO), 
the European Society of 
Urogenital Radiology 
(ESUR) and The 
European Society of 
Pathology (ESUP). 

We are working together 
with the American 
Society of Clinical 
Oncology (ASCO) and 
have planned in the 
near future a consensus 
meeting on issues on 

muscle-invasive bladder 
cancer, where there is 
not enough evidence 
today to make reliable 
guidelines, together with 
the guidelines experts of 
ESMO. 

Together with the latter 
organization, the EAU 
will organise Bladder 
Cancer 18, an EAU 
Update on Bladder 
Cancer in summer 2018.
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How do we ensure an accelerated 
improvement in bladder cancer 
management? 

It was exciting to see the 
movement created three years 
ago has kept its momentum 
under the leadership of 

Prof van Poppel. The focus this 
year was on the lack of general 
awareness of bladder cancer as well 
as the opportunities, including 
utilising the latest knowledge and 
technologies, at both national 
and European levels to ensure 
healthcare systems can deliver 
better outcomes to patients. 
Participants included a range of 
diverse stakeholderswho represented 
their respective role, all vital for a 
consistent voice.Representing the 
medical deviceindustry, Olympus’ 
point was to ensure the effective 
implementation of existing means 
to fight the disease.

Awareness and prevention

The recommendationsdiscussed 
on the promotion of awareness, 
prevention and early detection 
of bladder cancer were tangible 
and actionable.This included, 
advocating for warning labels on 
cigarette packets, which today often 
only mentions the risk of respiratory 
and cardiovascular diseases – but 
not bladder cancer. Whilst, in 
terms of screening, it was agreed 
that it would bemore efficient to 
focuson high-risk populations such 
as those at occupational exposure 
to risk factors,including certain 
industrial chemicals. While policy 
decisions at the European level 
cannot impose theimplementation 
of these suggestions to the medical 
associations of each member 
state, policymakerscan receive a 
unanimous voice and put it on the 
agenda for discussions to increase 
the exposure of bladder cancer as a 
public health priority. 

Clinical guidelines and available 
technologies

Utilisation of available evidence and 
medical technologies, ie, ‘making 
the best out of what we have,’ 
should also be a focus to harvest the 
low-hanging fruits. 

Cystoscopy, which is an endoscopy 
procedure to look inside the 
bladder, is a decisive step to 
correctly diagnose the presence of 

the lesions. Endoscopic 
imaging is also a useful 
tool during minimally 
invasive surgery, since 
the resection of lesions, 
eg, non-muscle invasive 
bladder cancer, can be 
done through natural 
human orifices (urethra), 
ensuring the quick 
recovery of the patient. 
An additional feature 
toendoscopy is filtered 
light (eg,narrow-band 
imaging, or NBI) which 
enhances the vascular 
structure on the images 
with the push of a 
button, which leads to 
easier detection of the 
lesions compared with 
healthy tissue. NBI has 
shown to improve the 
detection rate during 
diagnosis, and when used 
in resection procedures, 
to reduce the recurrence 
of bladder cancer (1-3).
Medical technologies 
that contribute to early 
diagnosis and minimally 
invasive therapy are key to 
delivering improvement 
in patient and clinical 
outcomes, as well asthe 
reduction of overall 
healthcare costs. In this 
example, higher detection 
rate with NBI compared 
with conventional 
cystoscopy will initially 
lead to more patients 
with positive diagnosis. 
This means more patients 
will require surgical 
procedures; however, it 
isa minimallyinvasive 
procedure since they 
are detected earlier, and 
because NBI also reduces 
the recurrence of the 
disease, fewer patients 
will undergo successive 
surgeries. While the exact 
calculation of costs is 
geography- and case-
dependent, a back-of-the-
envelope calculation would 
suggestthat approximately 
€100-€200 may be saved 

per case in Western 
European countries, 
which is worth a deep-
dive. This calculation 
did not include further 
effects of later diagnosis 
and disease progression, 
includingpatient outcomes 
and costs due to complete 
removal of the bladder or 
chemotherapy. 

Regarding medical 
technologies, 
implementation factors 
such as the learning curve, 
compliance to the process, 
and expertise/experience 
make a difference. This is 
why, on top of awareness 
and endorsement, 
continuous training and 
feedbackarecrucial to 
ensure the delivery of 
the outcomes. Industry 
was explicitly mentioned 
during the roundtable as 
a driver of expert training. 
Olympus organises peer-
to-peer expert training 
across Europe with more 
than 150 participants 
yearly, which comes in 
addition to increasing the 
awareness at meetings and 
congresses. Engagement 
with relevant stakeholders 
must continue, including 
supporting medical staff 
such as nurses, and most 
importantly, dialogue with 
patients. 

Funding and 
reimbursement 

Finally, we need to 
think about incentives 
as a lever to drive and 
sustain thesechanges. 
For instance, there is a 
ten-fold difference in 
the reimbursement tariff 
of outpatient diagnostic 
cystoscopy in Western 
European countries, 
ranging from less than €50 
to more than €500 per 
case. The local situation 
needs to be considered for 
the actual price tag, but 

such variances might not 
be a consistent message to 
healthcare providers. The 
reimbursement system 
today is mainly a reactive 
mechanism tothe running 
costrather than a proactive 
direction toward better 
health outcomes. It should 
not be a retrospective 
compensation scheme 
for the costs incurred 
but an investment for 
better outcomes and costs 
saved. The overall budget 
impact can be calculated at 
country or account level, 
where incentivescan be 
thought of, for instance, in 
two ways: 1) bypromoting 
a certain procedure (eg, 
day-case surgery tariff 
being higher than the one 
with two days or more), 
and/or 2) as value-based 
related to the outcomes 
provided based on agreed 
outcome measures. 

Those of us involved 
should keep deliveringand 
pushing. 
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OPAL1® PDD – a flexible visualization 
with IMAGE1 S™ to support urologists

Fluorescence is a long 
known physical 
phenomenon that is 
becoming increasingly 

important in surgery as it offers the 
possibility to detect and identify 
structures in real-time which, 
importantly, are not visible under 
ordinary white light. Through the 
various target applications, ease of 
use and simple implementation 
in the operating theatre, surgeon 
technique and clinical outcomes 
are improving through widespread 
global use.Fluorescence imaging 
is based on the property of certain 
molecules to emit light after 
exposure to light of a particular 
wavelength. Fluorophores can 
be classified into two groups: 
endogenous and exogenous 
fluorophores. Endogenous 
fluorophores are, for example, 
structural proteins, Porphyrins, 
Lipids and Vitamins. Exogenous 
fluorophores are drugs that contain 
Cyanine dye, photosensitizers or 
molecular markers, eg, GFP.

PDD  allows detection of abnormal 
cellsof the urotheliumatat an early 
stage. Common applications for 
PDD, also known as Blue Light 
Cystoscopy (BLC), include the 
early detection of non-muscle 
invasive carcinoma of the bladder. 
A timely detection of tumours in 
early stages and full resection greatly 
improve the prospects for recovery.
Bladder cancer ranks as the ninth 
most common cancer worldwide 
with 430,000 new cases and more 
than 165,000 deaths annually. It 
has a high recurrence rate with 
an average of 60-80%, of which 
40-60% recurs within 2 years. 

Bladder cancer is a costly, 
potentially progressive 
disease for which patients 
have to undergo multiple 
cystoscopies due to the 
high risk of recurrence. 
There is an urgent need to 
improve both the diagnosis 
and the management of 
bladder cancer for the 
benefit of patients and 
healthcare systems alike. 
The OPAL1® technology 
for PDD allows improved 
visualisation of tumours in 
the bladder,especially small 
and flat lesions which are 
difficult to detect using 
white light cystoscopy.

The principle of tumour 
detection is based on 
the characteristicsof 
altered metabolic 
activity of malignant 
cells which results in the 
accumulation of 5-ALA 
metabolic products. 
5-ALA is an intracellular 
intermediate in the heme 
biosynthesis process, 
excess concentrations 
of 5-ALA lead to an 
increased accumulation of 
fluorescent protoporphyrin 
IX in tumour cells.
Hexaminolevulinate 
(Hexvix®/Cysview) leads to 
an increased accumulation 
of fluorescent 
protoporphyrin IX (PPIX) 
in the tumour cells. To 
achieve the detection of 
early malignant changes 
compared to healthy tissue, 
the PDD endoscopic 

system transmits blue light 
into the bladder. Abnormal 
cells are precisely 
distinguished through their 
typical pink/red colouring 
relative to the blue healthy 
surrounding tissue.

Compared to standard 
white light cystoscopy, 
BLC improves detection 
of non-muscle invasive 
bladder cancer especially 
Ta/T1 and CIS, and 
enables the complete 
removal of malignant cells 
that results in an improved 
diagnosis and management 
of bladder cancer and 
leads to increased benefit 
for both patients and the 
healthcare system.

KARL STORZ, in 
conjunction with 
University Hospital 
Grosshadern in Munich, 
developed the first 
equipment for PDD of 
bladder cancer as early 
as 1995. This improved 
technology is now used 
routinely in many clinics 
for bladder diagnostics. 
KARL STORZ thus set an 
important milestone in the 
early detection of bladder 
cancer. With PDD in 
FULL HD image quality, 
the camera platform 
IMAGE1 S™, which can be 
used for all specialties,and 
can easily be expanded to 
include PDD fluorescence 
imaging – this makes the 
system futureproof and 

ready for new technologies. 

Furthermore,KARL 
STORZ provides its 
customers with optimum 
support for medical 
training and further 
education. KARL STORZ 
believes that the use of 
simulators and virtual 
reality (VR) in medical 
training holds great 
potential in this area to 
acquire the technical skills 
required for minimally 
invasive surgery under 
standardised conditions, 
with tactile force feedback 
in a controlled and 
risk-free environment. 
KARL STORZ, therefore, 
offers VR simulators for 
urology (UroTrainer) 
including PDD, 
gynecology (GynTrainer) 
and arthroscopy 
(ArthroTrainer). They 
provide training in basic 
skills such as hand-
eye coordination and 
diagnostic tours as well 
as complete procedures 
such as, for example, 
transurethral resection of 
bladder tumours (TURB)
including the function of 
PDD or prostate resection 
(TURP).
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The promise of immuno-oncology in bladder cancer

Ashok 
K. GUPTA
VP, IO Clinical 
Development

Immuno-oncology 
(IO) – the science 
of stimulatingthe 
body’s immune 

system to recognise and 
respond totumours –is 
one of the most mising 
advancesincancer 
researchin recent years.
Unlike conventional 
therapies, IO 
medicinesdo not 
directly kill cancers, 
but use a variety of 
different mechanisms 
to educatethe body’s 
own immunesystem 
to identifyand destroy 
tumour cells. 

Thanks to research and 
regulatory approvals, 
immunotherapy is 
quickly becoming a 
mainstay of cancer 
treatment across multiple 
tumour types.Today, 
research into immune 
checkpoints and other 
immunosuppressive 
behaviours has 
helped contributeto a 
resurgence of interest 
in the development of 
diseaseand ability to elicit 
an immune response in 
bladder cancer as a target 
for these agents. 

Despite progress, the 
need has never been 
greater

Although bladder cancer 
was the fifth most 
common cancer in 2012 
inthe European Union, 
treatment research has 
not kept pace with other 
forms of cancer.Only 
an estimated 1 in 10 
patients with metastatic 
bladder cancer in Europe 
survive,and this rate has 
not significantly changed 
in nearly a decade.  

In recent years, 
however, different 
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immunotherapies have 
begun to show potential 
in improving survival 
rates over standard-
of-care chemotherapy 
in advanced disease.  
There are many factors 
that may impact a 
cancer’s response to IO 
medicines, and we are 
still uncovering new 
markers every day. In 
bladder cancer and 
other tumour types 
specifically, tumour 
mutational burden 
(TMB) – the number 
of mutations a tumour 
cell carries –  may be 
informative with regards 
to immunotherapy 
sensitivity. TMB is 
thought to result in an 
increased expression of 
neoantigens – antigens 
that specifically arise 
through mutations 
and are expressed by 
tumours. The presence 
of a greater number of 
neoantigensmay aid T 
cells in recognising the 
tumour and mounting 
an appropriate immune 
response to the cancer. 

Where we are today

Cancer can evade the 
immune system by 
tricking our bodies 
into not recognising 
tumour cells. Cancer 
does this by decreasing 
tumour-antigen 
presentation within 
our body,deactivating 
cytotoxic T cells(the cells 
in our body that kill 
cancerous and damaged 
cells), upregulating 
immune checkpoints, 
and maintaining an 
immunosuppressive 
tumour 
microenvironment – 
the area immediately 
surrounding the tumour, 

which contains both 
immune and cancer cells. 
This tricks our body 
into not activatingan 
immune response, despite 
the presence of tumour 
cells.1

Immune checkpoint 
inhibition, such 
as blockade of the 
programmed cell 
death-ligand 1 (PD-L1) 
pathway, iscurrently 
the most widely studied 
systemic immune-
based approach for the 
treatment of bladder 
cancer. 

PD-L1 works to suppress 
the immune response 
against tumour cells; 
expressed on a variety 
of normal cells, it works 
normally by binding 
to programmed death 
1 (PD-1) to inhibit 
effector T-cell activity. 
Tumour cells hijack this 
mechanism byexpressing 
PD-L1 tofool T cells into 
thinking the tumour is 
a healthy cell, thereby 
evading an immune 
response. Blocking the 
binding of PD-1 to 
PD-L1 inhibits this 
immunosuppressive 
mechanism and helps 
re-activate T cells against 
the cancer. 

Where we’re going 
tomorrow

Beyond checkpoint 
inhibition, we can 
employ the immune 
system to fight cancer 
in a multitude of 
ways: by priming 
a new anti-tumour 
immune response, by 
strengthening an existing 
but weak immune 
response, or by reversing 
tumour suppression 
through removal of 
barriers to the immune 
response. Studies have 
shown that combining 
checkpoint inhibitors 
with chemotherapies, 
other small molecules, 
and even other 
immunotherapiesmay 
amplify results by 
overcoming multiple 

mechanisms of immune 
evasion and targeting 
non-redundant pathways. 
, , , 

Many targeted therapies 
also modulate the 
immune response (e.g., 
T-cell proliferation 
and responsiveness 
to tumour antigens), 
which makes them 
attractive candidates 
for combination 
with immunotherapy 
because of the potential 
for additive effects. 
In particular, small 
molecules such as EGFR, 
MEK, VEGFR and PARP 
inhibitors have properties 
that may enhance 
response to immune 
checkpoint inhibitors, 
such as anti–PD-L1.9

AstraZeneca’s 
commitment to 
immunotherapy 

By identifying novel 
immunotherapy targets 
and exploringtreatment 
approaches that 
combine different 
immunotherapies, each 
with a unique mechanism 
of action,we can deliver 
the next generation 
of precision medicine 
options for patients 
with bladder cancer.
AstraZeneca, together 
with its global biologics 
research and development 
arm, MedImmune, is 
committed to unlocking 
the potential of IO and 
is evaluating multiple 
therapiesfor their 
potential to deliver 
durable responses and 
improve survivalfor 
patients withbladder 
cancer. 
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advertorial 

View from outer space:
an approach for smarter decision making

Adrian
ZEVENBERGEN

S atellites view the 
Earth as a whole 
- collecting data 
without regard 

to political boundaries. 
In an ever-changing and 
uncertain world, very 
high resolution (VHR) 
satellite imagery is fast 
becoming a common tool 
to predict future threats, 
monitor development 
outcomes and minimise 
risk at all levels of 
government. As such, 
policy makers now need 
to be provided with 
more information than 
ever before and usually 
this information is time 
critical.

Information derived from 
optical satellite imagery 
provides a whole new 
way of looking at the 
world. As well as tabled 
data, VHR imagery can 
provide a 3D overview 
of the state of the Earth 
and allows you to see the 
current situation in near-
real-time, permitting 
optimised responses 
for the best possible 
outcome. It adds another 
level of detail that can 

serve numerous purposes 
and is an indispensable 
source of information 
gap filling.

Security Surveillance for 
Safer Borders

The power of VHR data 
lies in the detail. It can 
provide empirical answers 
to questions concerning 
multiple humanitarian 
and border security 
applications. Due to the 
resolution of the imagery, 
tents and cars can easily 
be identified from the sky 
allowing the movement 
of refugees to be 
monitored in addition to 
the mapping of displaced 
populations. 

The technology also 
provides more measured 
border security controls 
both at a domestic and 
international level. 
Oceans are large and 
ships are small however 
through the aid of 
satellite technology, 
policy makers knowledge 
of the entire ocean and 
not just coastal zones, 
can be significantly 
increased. The wide reach 

of the technology also 
means that no area of 
the ocean is unable to be 
captured. 

As a result, countries 
can reduce the number 
of illegal immigrants 
entering, reduce the 
death toll of human 
lives at seas and increase 
internal security 
within the country by 
preventing cross-border 
crime.

Agriculture Insights for 
Modern Frameworks

VHR imagery provides 
the opportunity for 
multispectral analysis 
to be conducted. With 
multispectral imagery, 
it is possible to extract 
additional information 
that the human eye fails 
to see. Too often the 
issue regarding the lack 
of basic information 
required for sustainable 
food security poses a 
threat to governments. 

Without up to date 
information on the types 
of crops, planting dates, 
soil conditions as well as 
water resources, it can be 
difficult for governments 
to make smart decisions 
regarding agriculture 
policy and planning.

Urban Planning for 
Smart Cities

Supporting sustainable 
growth taking into 
account the capacity 

of local infrastructure, 
any environmental 
barriers and without 
exceeding budget limits 
poses a major challenge 
to government. It is 
estimated that in less 
than 40 years, 70% of 
the world’s population 
will reside in cities and 
therefore policy makers 
need to be implementing 
smart solutions now in 
order to avoid future 
chaos. Such solutions can 
be beneficially enhanced 
with use of remote 
sensing applications. 
When combined with 
GIS software, satellite 
imagery plays a crucial 
role in applications such 
as land and materials 
classification, traffic 
flow management, 
smart utilities and 
energy efficiency, waste 
management and human 
population mapping. In 
addition, satellite data is 
fast and reliable and can 
be used to monitor the 
change of the city and 
predicting its growth.

A Digital World

Furthermore, satellite 
imagery is collected 
digitally which allows 
for fast delivery and 
unlike aerial imagery, 
there is no data loss 
during the scanning 
process. The data takes 
into account real time 
weather assessments to 
maximise the success 

of the collection and 
covers a larger ground 
area than possible with 
aerial imagery or drones. 
Additionally it offers 
logistical simplicity by 
cutting out the need 
for permits, air traffic 
control, equipment, 
pilots or personnel on the 
ground. This is especially 
important when the 
area of interest is in a 
crisis or conflict zone or 
the information is time 
sensitive.

About European Space 
Imaging

European Space 
Imaging is the leading 
supplier of very high 
resolution satellite 
imagery and derived 
services to customers in 
Europe, North Africa 
and the CIS countries. 
Established in 2002 
and based in Munich, 
Germany, they have 
been reliably supplying 
imagery and supporting 
EU earth observation 
programmes controlled 
by the EU Commission, 
European Space 
Agency, FRONTEX, 
Joint Research Centre, 
European Maritime 
Safety Agency (EMSA) 
and others for more than 
15 year 

Managing Director, 
European Space Imaging
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be in Brussels this Christmas

on food & wine
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W inter time in Brussels is 
the best time to make most 
of its culinary and drink 
culture. Belgian food, which 

might come across as a bit heavy during the 
summer months, now truly comes into its 
own. 

For a relaxed lunch before or after visiting 
the Christmas market, we love to stop at 
Café des Minimes, just off Sablon, which 
offers a lunch choice of 2 starters, 3 mains 
(fish, meat, vegetarian) and 1 delicious 
dessert. 

Tired from visiting the many Brussels 
museums? Then stop at Kwint which 
serves modern style dishes and overlooks 
the Grand Place. If however you are after 
a quick  bite then look out for Pistolet 
Original which serves a delicious range of 
Belgian ‘pistolets’, little round white breads 
sandwiches. 

During a cold wintery day, Belgian 
brasseries are perfect to enjoy a traditional 
Belgian dinner – we love Les Brassins to 
try out sausages and stoemp (mash with 
potatoes and a seasonal vegetable), nothing 
beats Vincent for classic steak and frites or 
Au Stekerlapatte for daring Brusselair dishes 
like bloempanch (black pudding pie). 

Game season is also in full swing. Michelin 
starred Bozar Brasserie serves pure seasonal 
bliss on a plate with game terrines. 
Brugmann is a must if you are looking for 
a New York inspired restaurant serving 
venison carpaccio. And Colonel is a must 
for every meat lover.  

If you are looking for something a bit 
lighter before the festive season starts, then 
head to Francois for exquisitely served 
seafood and fish dishes, Le Scheltema to 
combine a stroll through Grand Place with 
traditional croquettes des crevette (shrimp 
croquettes) or La Quincaillerie, which 
features a lovely oyster bar all through 
November and December (and is also 
celebrating 30 years of existence this year). 

No one does desserts better than Brussels. 
We are not even going to try to list all the 
chocolate shops which lure you during this 
period with gorgeous Advents calendars, 
creamy hot chocolates and box of pralines. 

With St. Nicolas – a big Belgian celebration 
– around the corner, everybody will be 
heading to Maison Dandoy for their 
speculoos biscuits. Hide away from 
the craziness of Christmas shopping in 
Patisserie Renard. Enjoy the most unusual 
and divine flavour combination, all packed 
into tiny choux, at Chouconut. 

But enough about food! Long and cold days 
call for warming and hearty beers or a glass 
of wine. For speciality Christmas beers we 
tend to try out local favourites like Moeder 
Lambic, A la MorteSubite or Monk all 
located within walking distance from Grand 
Place. 

Wine bars are the latest Brussels trend so 
we have listed 5 of our favourites on our 
blog which will take you through different 
communes of Brussels from 1170 to 1060. 

Andreea Gulacsi works and lives in 
Brussels, and keeps an expat food blog 

at www.onfoodandwine.com
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In this age of 
convenience, 
where people have 
grown accustomed 

to shop, bank and 
networkat the press of 
a key, heading to the 
poll on election day has 
lost some of its appeal.
Across the planet people 
are demanding more 
and better channels to 
participate in elections.

Technology is key 
if we are to get this 
increasingly complex and 
mobile electorate to vote. 
Well-designed technology 

can make elections more 
inclusive, efficient and 
transparent. Examples 
from theUnited States, 
Norwayand Estonia 
serve to prove the case in 
point. 

According to the U.S. 
Election Assistance 
Commission, the number 
of Americans who have 
voted early or sent an 
absentee or mail-in ballot 
has increased from some 
25 million in 2004 to 57 
million in 2016.Likewise, 
the number of early 
votersgrew from 10.2 
million in 2004 to 35 
million in 2018.Though 
the change in preferences 
has been rapid, it should 
not come as a surprise. 
Convenience has become 
a key decision driver for 
many of us. 

Offering multiple 
options to cast a ballotis 
the logical thing to do, 
yet, it carries significant 
implications for election 
administrators. More 
days of voting mean 
more days to protect 
ballot boxes; it implies 
managing poll workers 
for longer hours; it 
increases the cost of the 
overall process. 

Different voting methods 
running simultaneously 
led to some lengthy and 
cumbersome tallying 
processes during the 
U.S. elections held last 
November. It is fair 
to say that the record-
breaking turnout – the 
highest midterm turnout 
(49.3%) in more than 50 
years– and certain razor-
thin races helped spark 
all kinds of conspiracy 
theories and fraud 
accusations. 

But fake news aside, 
some Florida officials 
had a difficult time 
verifying signatures on 
provisional, absentee and 
military ballots vis a vis 
the ones on file. Mailed-
in ballots took longer to 
process as they depended 

on the efficiency of the 
problem-ridden postal 
service. In other words, 
the technologies (or 
lack-of-thereof ) used to 
facilitate the different 
voting methodsproved 
inefficient. 

Curiously enough, the 
signature is proving to 
be a pain point in voter 
enfranchisement. This 
method of identification 
continues to fall out of 
favour especially among 
younger people who 
are more likely to key 
in a password than put 
a pen to paper to sign. 
As a result, a report by 
Daniel Smith from the 
University of Florida 
found that younger 
voters were four times 
more likely to have their 
absentee ballots rejected 
than voters older than 
65.

Online voting could 
well help solve many of 
these challenges election 
management bodies are 
experiencing. Though 
not a silver bullet to 
solve all problems, online 
voting isshaping up to 
be an excellent substitute 
for other forms of remote 
voting.

A well-designed online 
voting system enables all 
voters to conveniently 
cast their ballots at any 
time and from anywhere. 
Votes cast online can be 
tallied on Election Day 
without delay. Issues 
with signatures for voter 
authentications simply 
become a thing of the 
past. 

Earlier this year, 
Norway conducted a 
referendum in Finnmark, 
the Northernmost 
province. Voters had the 
option to cast a ballot 
online or to head to a 
polling station to cast 
a traditional vote in 
paper. An overwhelming 
85% preferred to vote 
online again proving that 
convenience is king in 

today’s world. 

A recent study conducted 
by Robert Krimmer and 
othere xperts from the 
Tallinn University of 
Technology in Estonia 
suggests that online 
voting has increased voter 
turnout in the country 
by1.5% in local elections 
and 5% in national 
elections. Voting is 16 
times faster and is used 
by people of all ages. 
The studyalso concludes 
that online voting is 
considerably more cost-
effective than all other 
forms of voting available 
in Estonia. See the table. 

As poll authorities 
experiment on ways to 
stoke participation with 
an increasingly mobile 
and dispersed electorate, 
it is critical that voters 
are given secure and 
accessible alternatives to 
engage in democracy. 

It is time to modernise 
elections. 

Election participation in the age of convenience 

Technology 
is key if we 

are to get the 
increasingly 

complex 
and mobile 

electorate to 
vote

Samira 
SABA
Integrated Communications 
Director

Voting channel Cost per ballot

Early Voting in country centres € 5,07

Advance Voting in country centres € 6,24

Election Day Voting in country 
centres € 4,61

Advance Voting in polling stations € 20,41

Election Day Voting in polling 
stations € 4,37

I-Voting € 2,32

electoral technology
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Promoting Citizen Participation
in the Digital Era  

We help countries modernize their elections with
innovative technology solutions that increase transparency,
maximize security and make the overall process more inclusive.

Visit our website to learn more about our company. www.smartmatic.com
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MORE 
SOLUTIONS

MORE SATELLITES

Smarter policy making
with the world’s

best imagery

www.euspaceimaging.com
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