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Secondary prevention of colorectal cancer (CRC)
comprises two basic methodological approaches:
screening of sporadic CRC in asymptomatic patients
aged 50 years and over and surveillance (follow-up) of
groups at high risk for developing this disease. Both
methods seek early diagnosis and treatment, and
pose, in countries with high CRC prevalence, a major
challenge. The intended outcome is a decrease in dis-
ease-specific mortality. There is currently a major disc-
repancy in both approaches in the Czech Republic.

Population-based screening was introduced in
2000 based on the most widely used program fully
meeting the WHO criteria, i.e. the faecal occult blood
test (FOBT) and colonoscopy in FOBT-positive indivi-
duals. The test has become part of a free preventive
examination with the costs covered by health insu-
rance companies. A key role in the programme is
played by general practitioners and their nurses ado-
pting it as a result of the close cooperation between
the Societies of Gastroenterology and General Medi-
cine, particularly in terms of training of these workers.
The programme is being monitored by regional coor-
dinators of both societies and the CRC Screening
Committee, which is also evaluating the programme.
In 2005, a total of 951 cases of CRC were detected
exclusively by screening in the Czech Republic, with
endoscopic polypectomy as an important prophylac-
tic component of screening performed in 4,682 indi-
viduals. The Czech programme has been appreciated
highly by the international peer community (5,6,12).
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Sekundarni prevence kolorektalniho karcinomu (KR-
CA) zahrnuje dva zakladni metodické pfistupy: screen-
ing (depistaz) sporadického KR-CA u bezpfiznako-
vych jedincll od 50 let véku a dispenzarizaci (surveil-
lance, follow-up) vysokorizikovych skupin tohoto one-
mocneéni. Obé metody usiluji o ¢asnou diagnostiku
a terapii a pfedstavuji v zemich s vysokou prevalenci
KR-CA vyznamny problém. Jejich findlnim vystupem
je snizeni mortality na toto onemocnéni (disease-spe-
cific mortality). V Ceské republice je v sou¢asné dobé
vyrazna diskrepance v obou pfistupech. Populaéni
screening byl zaveden v roce 2000 pouzitim nejvice
rozSifeného programu, ktery pIné splfiuje kritéria Své-
tové zdravotnické organizace, tj. guajakovy test na
okultni krvaceni ve stolici (TOKS) a kolonoskopie
u TOKS-pozitivnich jedinct. Program byl v&lenén do
bezplatné preventivni prohlidky a naklady jsou hraze-
ny zdravotnimi pojistovnami. V tomto programu hraji
rozhodujici ulohu prakticti |ékafi a jejich zdravotni
sestry, ktefi pfijali tento program diky Uzké spolupraci
Gastroenterologické spole¢nosti a Spole¢nosti vseo-
becného Iékarstvi zejména v edukaci téchto pracovni-
kd. Program je monitorovan regionalnimi koordinatory
obou spole¢nosti a Komisi pro screening KR-CA,
ktera jej také vyhodnocuije. V roce 2005 bylo v Ceské
republice vyluéné diky screeningu zjisténo 951 KR-CA
a u 4682 osob byla provedena endoskopicka poly-
pektomie, kterd je vyznamnou profylaktickou soucasti
screeningu. Cesky program byl pfijat a ocenén mezi-
narodni odbornou komunitou (5,6,12).



The surveillance of high-risk CRC (Table 1) groups
involves some 20 — 25 % of patients with the disea-
se. However, compared with screening, the current
standard of surveillance of these individuals in the
Czech Republic is unsatisfactory both in professional
and organizational terms. At the same time, proper
inclusion of subjects into individuals groups is simple
and requires only good family and personal histories.
In this way, we will be able to distinguish sporadic
CRC (negative family and personal histories of the
disease) while beginning to suspect hereditary disea-
se (Table 1). Shortcomings in the implementation of
surveillance programmes include a non-uniform
scope, random implementation, different interpretati-
on, lack of monitoring, and evaluation.

The Czech guidelines for screening, diagnosis, and
treatment of CRC were published in 1999 (11) and
were based on individual reviews by specialists. As
regards surveillance programmes, the document has
not received adequate institutional support by profes-
sional societies and other partners in the healthcare
system. Conceivably, another limitation was the large
scope of issues covered. As a result, and to elimina-
te current drawbacks, we published a new draft sur-
veillance programme for high-risk CRC groups in
2005 (2,3). The draft is an extension to the 1999 gui-
delines drawing from 1997 and 2003 directives of the
American Association of Gastroenterology (8,9).

This year saw the publication of other guidelines for
the surveillance of patients after endoscopic polypec-
tomy (10) and curative CRC resection (7). These
documents are the first joint project of a US-Multi
Society Task Force and the American Cancer Socie-
ty. The documents are based on new knowledge, cli-
nical experience and view of opinion leaders. Coope-
ration of both institutions makes it possible for gast-
roenterologists and other professionals to adopt the
guidelines more readily. The guidelines were also
published in Czech journals (2) and we deem its inc-
lusion into the new Czech guidelines appropriate.

We hope the evidence obtained to date makes it
possible to discuss new Czech guidelines (recom-
mended procedure) for surveillance programmes for
high-risk CRC groups. This will no doubt require con-
sidering a number of facts affecting the outcome.
Surveillance programmes are an essentially inter-dis-
ciplinary issue whose development requires close
cooperation of individuals and peer societies capable
to listen one to the other and interested in reaching
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Dispenzarizace vysokorizikovych skupin KR-CA
(Tab. 1) se dotyka 20 — 25 % nemocnych touto cho-
robou. Ve srovhani se screeningem je v8ak sou€asna
uroveri dispenzarni pé&e o tyto osoby v Ceské repub-
lice neuspokojiva po strance odborné i organizaéni.
Pritom spravné zarazeni probandld do jednotlivych
skupin je jednoduché a vyzaduje pouze dobrou rodin-
nou a osobni anamnézu. Timto zpUusobem odliSime
sporadicky KR-CA (negativni rodinna a osobni ana-
mnéza této choroby) a mizeme pojmout podezfeni
na hereditarni formu onemocnéni (Tab. 1). Nedostat-
ky v realizaci dispenzarnich programu zahrnuji nejed-
notnou napln, nahodilou aplikaci, riznou interpretaci,
chybéjici monitoring a evaluaci.

Ceské doporuceni screeningu, diagnostiky a tera-
pie KR-CA bylo publikovano v roce 1999 (11) a opira-
lo se i o individudlni oponenturu pracovnikt jednotli-
vych odbornosti. Pokud jde o dispenzarni programy,
neziskal vSak tento dokument dostate¢nou institucio-
nalni podporu odbornych spole€nosti a dalSich part-
nerd v systému zdravotni péce. Pfekdzkou byl zfejmé
také velky rozsah jeho problematiky. K odstranéni
souc¢asnych nedostatkyd jsme proto publikovali v roce
2005 novy navrh dispenzarnich programu vysokorizi-
kovych skupin KR-CA (2,3). Tento navrh navazuje na
doporuceni z roku 1999 a opira se o smérnice Ame-
rické gastroenterologické asociace z roku 1997
a 2003 (8,9).

V letodnim roce byly publikovany dal&i smérnice
pro dispenzarizaci nemocnych po endoskopické
polypektomii (10) a po kurativni resekci KR-CA (7).
Tyto dokumenty jsou prvnim spole€nym projektem
multioborové expertni skupiny (US-Multi Society
Task Force) a Americké onkologické spole€nosti a
opiraji se o nové poznatky, klinické zkuSenosti
a nazory expertu. Spoluprace obou instituci vytvari
pfedpoklady pro snadnéjsi pfijeti smérnic gastroen-
terology i dalSimi odborniky. Doporuceni je rovnéz
publikovano v nasem odborném tisku (2) a jeho
zarazeni do nové Ceské smérnice povazujeme za
vhodné.

Domnivame se, Zze shromazdéné doklady umozniuji
realné jednani o nové ¢eské smérnici (doporu¢eném
postupu) dispenzarnich programl vysokorizikovych
skupin KR-CA. Tato ¢innost nezbytné vyzaduje
respektovat rfadu skuteCnosti, jez ovliviuji kone€ny
uCinek. Dispenzarni programy pfedstavuji vyrazné
interdisciplinarni tématiku a jejich tvorba vyZzaduje
Uzkou spolupraci jednotlivell i odbornych spole¢nos-
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consensus. It is only such an approach that will pave
the way to negotiations with representatives of exe-
cutive bodies, healthcare system authorities, and with
patients’ organizations. Implemented surveillance
programmes should be monitored and evaluated, and
any changes deemed necessary (based on the expe-
rience gained) should be recommended. One should
also note the guidelines cannot address all situations
occurring in everyday practice, with experts making
decisions based on their own experience and judg-
ment. It is recommended to adhere to a systematic
procedure (Table 2 - reference 1). It is only using
these approaches that the current situation with CRC
surveillance programmes in the Czech Republic can
be improved.

Table 1
High-risk groups of colorectal cancer

ti se schopnosti vzajemné si naslouchat a se zajmem
o vysledny konsenzus. Pouze tento postup muze
otevfit cestu k jednani se zastupci exekutivy, organy
systému zdravotni péCe a organizacemi nemocnych.
Dispenzarni programy zavedené do praxe je tfeba
monitorovat, vyhodnocovat a podle ziskanych zkuSe-
nosti doporucovat pfipadné zmény. Je nezbytné také
upozornit, ze smérnice nemulze postihnout vSechny
mozné situace v praxi pfichazejici a ze v individual-
nich pfipadech se odbornik rozhoduje podle své zku-
Senosti a osobni Uvahy. Pfi tvorbé nové smérnice se
doporucuje zachovat systematicky postup (Tab. 2 —
cit. 1). Jen t&mito cestami Ize zlepsit sou¢asnou situ-
aci v dispenzarnich programech KR-CA v Ceské
republice.

Tab. 1
Vysokorizikové skupiny kolorektalniho karcinomu

A family history of colorectal cancer or adenoma

Familial adenomatous polyposis

Hereditary non-polypous colorectal cancer (Lynch syndrome | and Il)
A personal history of colorectal cancer or adenoma

A personal history of idiopathic proctocolotis or Crohn’s colitis

Kolorektalni karcinom nebo adenom v rodinné anamnéze

Familiarni adenomova polypéza

Hereditarni nepolypdzni kolorektalni karcinom (Lynchiv syndrom | a Il)
Kolorektalni karcinom nebo adenom v osobni anamnéze

Idiopatické proktokolitida nebo Crohnova kolitida v osobni anamnéze

Table 2
Recommended algorithm for developing guidelines for
screening programmes for high-risk groups of colorectal cancer

Tab. 2
Doporucéeny postup pfi pfipravé smérnice pro dispenzarni
programy vysokorizikovych skupin kolorektalniho karcinomu

Literary research to identify relevant studies addressing the topic
Review of methods and results of individual studies

Emphasis is placed on controlled clinical trials while also evaluating
information from studies with different designs

The opinion leader is taken into account if such data are unavailable
Identification of the target patient populations

Discussions with representatives of public and state institutions
(representatives of executive authorities, legislative bodies, health
insurance companies and patients’ organizations)

Depending on its content, the draft document is made available to
other professional societies for review and endorsement

Publication of the document and its implementation

The document is intended for all those involved in the specialty
irrespective of their sub-specialty or nature of the healthcare facility

Evaluation of the impact of the document

Assessment of the document impact on the quality of care provided
to the patient

The document may require some modifications following its imple-
mentation

The document is to be implemented in the context of information
available of an individual patient

The document is to be revised and updated as necessary

Literarni reSerSe k vyhledani relevantnich studii na dané téma
Recenze metod a vysledkl jednotlivych studif

Dulraz se klade na kontrolované klinické studie, ale vyhodnocuiji se
také informace z praci, které maji jiny design

Pokud nejsou takova data k dispozici, bere se v ivahu navrh
experta

Urc¢eni cilovych skupin nemocnych

Jednani se zastupci verejnych a statnich instituci (zastupci exekuti-
vy, zdkonodarnych sbor(, zdravotnich pojistoven a organizaci
nemocnych)

Navrh dokumentu se poskytuje podle jejiho obsahu dal$im odbor-
nym spole¢nostem k recenzi a podpore

Publikace dokumentu a jeji zavedeni do praxe

Dokument je uréen vSem pracovnikiim oboru bez vztahu k jejich
uzsi specializaci nebo charakteru zafizeni

Vyhodnoceni u¢innosti dokumentu
Stanoveni vlivu dokumentu na kvalitu péc¢e o pacienta
Dokument muze vyzadovat po zavedeni do praxe Upravu

Dokument je tfeba aplikovat v kontextu s ostatnimi Udaji o individu-
alnim nemocném

Dokument je v pfipadé potreby revidovan a novelizovan
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