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Breaking the silence about women’s cancers
Ovarian, uterine, cervical, and other gynaecological cancers are among 

the most prevalent cancers affecting women in Europe and worldwide. 

Despite this, such cancers often receive less attention than they deserve 

from the public and policymakers. 

A key challenge is the general lack 

of awareness about the subtle 

symptoms of these types of can-

cer, which is often compounded by 

social stigma and reluctance to seek 

medical advice out of feelings of  

shame or embarrassment. To address  

these concerns, it is important to 

foster a proactive and positive dia-

logue around women’s cancers. 

By increasing awareness, enhan-

cing screening and prevention, and 

highlighting the latest advances in 

treatment modalities, we can signi- 

ficantly improve women’s health ca- 

re, survival, and quality of life across  

Europe and around the world.
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Facing the challenge together

Gynaecological cancers include common cancers of ovary/fallopian tubes, the womb (uterus,  

endometrium),  and cervix, as well as rare cancers such as those affecting the vulva and vagina. 

In some countries, gynaecological cancer care also includes the management of breast cancer. As the 

leading European professional gynaecological cancer society, the European Society of Gynaecological 

Oncology (ESGO) shares the goal of patient groups to help and support women living with gynaeco-

logical cancers to obtain accurate, reliable, and timely information about their diseases, to understand 

treatment options, and to have access to the best possible care. 

ESGO has established the European Network of Gynaecological Cancer Advocacy Groups (ENGAGe) to 

provide a platform for patient groups to share and exchange information, to stimulate the creation of 

new advocacy groups where there is a national and local need, and to join forces at the European level 

when appropriate. Progress and policy change can often only be achieved with a united voice across 

specific diseases: this is why facing the challenges together is so important. Furthermore, ESGO 

and ENGAGe have initiated a project to involve patient representatives in the design and implementa- 

tion of clinical trials, to ensure that patients’ perspectives are integrated into every aspect of the studies.

Closing the gap

Over the past decade, there have been many advancements in the diagnosis and treatment of certain 

cancers. However, women’s cancers and rare malignancies often receive little attention in the areas of 

science, research, investmentand health policy. When it comes to these diseases, there remains a signifi-

cant gap between what we know and what we do across the world and throughout Europe, especially 

regarding less common cancers. 

Clinical guidelines continue to be critical in improving the care of gynaecological cancers, but the indi-

vidual patient must always be the focus of the multidisciplinary and multiprofessional team. Treatment 

decisions are influenced by the stage, the grade, and—increasingly—the genetic and molecu-

lar biological characteristics of a woman’s cancer. The opinion of the woman being treated should 

always be considered, and the patient–doctor relationship is a critical source of information as well as 

reassurance. 

ESGO and ENGAGE are working intensively to develop European guidelines based on the results of 

recent research projects; however there are continuing inequalities both between and within European  

countries in relation to cancer risk, detection, treatment, and follow-up care. We all agree that we 

must improve the outcomes of women’s gynaecological cancers in Europe and worldwide. We must 

ensure that the proven benefits of cervical cancer screening and gender-neutral HPV vaccination 

are extended to all countries, as well as that every woman with ovarian cancer is referred to a  

specialized treatment centre. To reduce disparities in cancer care, efforts are ongoing to address  

inequalities both within and between European countries, ensuring equal access to advanced screenings 

and treatments. 
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Knowledge and awareness

Ongoing research is critical to enhancing our understanding of how to effectively diagnose, treat, and 

follow up on each type of gynaecological malignancy, especially with the increasing availability of tar-

geted therapies and novel treatments. The role of patients in this process is evolving; their involve-

ment in clinical trials and in understanding the barriers to research participation are key areas of focus. 

Patient organisations provide invaluable insights into disease impact, treatment efficacy, and quality of 

life, making their contributions vital for researchers and policymakers in shaping healthcare priorities and 

treatment recommendations. Moreover, educating patients and the general public about the health 

benefits of quitting tobacco, maintaining a healthy weight, and engaging in regular physical 

activity is increasingly recognized as essential for not only managing cancer but also for overall health 

and quality of life.

Education and resources

The molecular characterisation of tumours has advanced significantly, leading to a more precise catego-

rization of ovarian and endometrial (womb) cancers into subtypes, each requiring tailored treatments 

and associated with varying outcomes. This progression highlights the necessity for certified gynaecolo-

gical cancer centres, with specialised training and accredited programmes for professionals and institu-

tions treating patients with such types of cancer. 

There is increasing evidence supporting the notion that the outcomes for women’s cancer improve  

when treatment is provided by specialised teams in hospitals offering multidisciplinary  

approaches that combine surgical and medical expertise. High-quality care involves not only access 

to advanced therapies and radiotherapy equipment, but also the presence of skilled medical and health- 

care professionals, along with comprehensive rehabilitation and long-term follow-up.

Additionally, there is increasing emphasis on holistic care, where coping and support systems are inte-

gral and readily accessible to all patients and families. This type of care, which is delivered by healthcare 

professionals such as specialist support nurses and is made available within a reasonable distance of a 

patent’s home, includes optimal psychosocial support at all disease stages and during follow-up. Such 

developments reflect a growing recognition of the complex needs of gynaecological cancer patients and 

the importance of addressing their needs through a comprehensive, patient-centred approach.

On the broader public health front, we must also raise awareness that reducing the prevalence of 

obesity among women will not only improve general health but also lower the risk of uterine, breast, 

and other cancers. Reliable public and patient information and education are often lacking. Patients and 

families need easy access to accurate and understandable information in all languages—across a variety 

of media channels. Myths, misconceptions, and fake news must be dispelled to eradicate the 

stigma that is sometimes associated with gynaecological cancers.
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Patient advocacy and mobilising change

A shared advocacy agenda across gynaecological cancer patient groups will increase the attention of 

policymakers, help reveal inequalities, and give patients with gynaecological cancers higher priority on 

the European and global health agenda. Joint action will also afford patient groups the opportunity to 

synergise, to share best practices, and to improve knowledge of advocacy in patient organisations across 

specific diseases. 

ESGO aims to support patients through ENGAGe by providing a platform for dialogue and action on key 

issues concerning gynaecological cancers in Europe and around the world. 
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Ovarian cancer

For more detailed information on the causes, diagnosis, and treatment of ovarian 	

cancer, refer to the fact sheet developed by ENGAGe, which covers each of the gynae-	

cological cancers.

ENGAGe also developped a brochure on PARP inhibitors and their use in cancer treat-	

ment as well as a brochure on Genetic testing for women with cancer predisposing genes.

The ovaries are two oval-shaped glands located on either side of the uterus/womb and just below  

the opening of the fallopian tubes. They are responsible for producing eggs, or ‘ova’, and releasing  

the female sex hormones oestrogen and progesterone. 

According to the International Agency for Research on Cancer, approximately 66,693 women were  

diagnosed with ovarian cancer in 2020, with approximately 44,053 associated fatalities. In Europe,  

ovarian cancer ranks as the eighth most common type of the disease and the fifth leading cause of  

cancer-related deaths among women (6).

In 2022, Europe recorded the highest rates of ovarian cancer incidence and mortality worldwide (Figu- 

re 1) (5). These rates were notably higher in Central and Eastern Europe and lower in Southern Europe  (Fi- 

gure 2) (8). A little less than 40% of women in Europe remain alive five years after being diagnosed with 

ovarian cancer (Figure 3) (8). This survival rate is strongly influenced by the stage at which the cancer is 

detected, with advanced-stage diagnoses often having poorer outcomes. 

Ovarian cancer is a complex entity that encompasses a range of histological types, each responding 

differently to treatment. The most common type, high-grade serous ovarian cancer, is often treated 

effectively with complex cytoreductive surgery, chemotherapy, and targeted maintenance therapies.

It is also important to note the relationship between ovarian cancer, primary fallopian tube cancer, and 

primary peritoneal cancer. The fallopian tubes, which connect the ovaries to the womb, can also be a pri-

mary site for cancer. Although previously considered exceedingly rare (1% of all female genital cancers), 

recent research suggests a closer link between ovarian and fallopian tube cancers. Many cases previously 

classified as ovarian cancer are now understood to have originated in the fallopian tubes. Consequently, 

the approach to diagnosing and treating primary fallopian tube cancer aligns closely with that for ovari-

an cancer. Understanding this connection is vital to accurate diagnosis and effective treatment.

Recent advances in ovarian cancer treatment have brought targeted therapies to the forefront, especially 

for patients with specific genetic profiles. Poly (ADP-ribose) polymerase inhibitors, commonly known as 

PARP inhibitors (such as olaparib, niraparib, and rucaparib), have become a game changer in managing 

high-grade ovarian cancer (9). These drugs are particularly effective in patients with BRCA mutations or 

other specific genetic conditions. They work by targeting cancer cells‘ ability to repair DNA, making the 

cells more susceptible to damage and death.



9© ENGAGe 2024  /  GYNAECOLOGICAL CANCERS IN EUROPE - Facts and figures 2024

Figure 1: Incidence and mortality rates of ovarian cancer by continent in women aged 0-85 in 2022, 
according to the World Health Organization (WHO) International Agency for Research on Cancer

Figure 2: Estimated incidence rates for ovarian cancer in Europe in 2022

Figure 3: Estimated Mortality Rates for Ovarian Cancer in Europe in 2022
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Endometrial cancer
The uterus, also known as the womb, is a key female reproductive organ where a baby develops during 

pregnancy. This hollow, muscular organ, connected to the cervix, comprises three distinct layers. The 

innermost layer, the endometrium, is primarily responsible for preparing to host a fertilized egg. In the 

absence of fertilization, the menstrual period occurs each month due to shedding of the superficial part 

of the endometrium.

While there are various uterine cancers, the majority originate in the endometrium‘s cells. These cancers, 

known as endometrial adenocarcinomas, develop from the lining of the womb (16). 

The terms ‘uterine cancer’ and ‘endometrial cancer’ are often used interchangeably. Traditionally,  

endometrial cancer was classified according to histologic features into type I (more common, lower-risk, 

oestrogen-driven) and type II (less common, more aggressive, non-oestrogen-driven). However, this clas-

sification method failed to fully capture the complexity of neoplasms. The World Health Organization 

and the International Federation of Gynaecology and Obstetrics (FIGO) have since developed classifica-

tions that include molecular features for more objective, reproducible categorization. This helps inform 

prognosis and guide treatment decisions (17,18). ESGO’s guidelines strongly call for the implementation 

of modern molecular pathology to more accurately describe a patient’s prognosis and to tailor therapy 

accordingly, including immunotherapy.  

Significant risk factors for endometrial cancer include family history, environmental factors, obesity, 

and genetic predisposition, which accounts for approximately 2–5% of endometrial cancers. The most  

common hereditary predisposition for endometrial cancer is Lynch syndrome, which also increases the 

risk of colorectal, ovarian, and other cancers. 

Endometrial cancers occur most frequently in high-income countries, with Europe ranking second 

among continents in the rates of both incidence and mortality in 2020 (Figure 4). In 2022, approxi-

mately 130,051 women in Europe were diagnosed with endometrial cancer, with 29,963 associated 

fatalities. Data from 2022 show that endometrial cancer‘s incidence is highest in central europe and 

mortality is highest in central and eastern europe (Figures 5–6). However, the outlook for women diag- 

nosed with endometrial cancer in Europe is relatively good, with nearly 80–85% surviving five years 

after diagnosis (5,7,19). 

For more detailed information on the causes, diagnosis, and treatment of endometrial 

cancer, refer to the fact sheet developed by ENGAGe, which covers each of the gynae-	

cological cancers.
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Figure 4: Incidence and mortality rates of endometrial cancer by continent in women aged 0-85 
in 2022, according to the World Health Organization (WHO) International Agency for Research on  
Cancer

Figure 5: Estimated incidence rates for endometrial cancer in Europe in 2022

Figure 6: Estimated Mortality Rates for endometrial Cancer in Europe in 2022
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Cervical cancer
The cervix is the lower part of the womb (uterus), extending into the upper part of the vagina. 

Cervical cancer is the second most common cancer among women aged 15–44 (3). The greatest  

incidence is observed in Central and Eastern Europe, where women have more than twice the risk of 

developing cervical cancer and more than three times the risk of dying from the disease compared  

with their Western European counterparts (Figure 7) (4,6).

According to the European Commission and the European Network of Cancer Registries, approximately 

30,447 women were diagnosed with cervical cancer in 2020, with approximately 13,437 associated  

fatalities. Among European women of all ages, cervical cancer ranks as the eleventh most common 

cancer, with a lifetime risk of 1 in 111 (1,2).

Europe ranks fourth in incidence and fifth in mortality worldwide for cervical cancer, compared with 

other continents (Figure 8) (5). On average, more than 60% of women in Europe survive five years after 

a cervical cancer diagnosis (1). However, survival varies, with lower rates in Bulgaria, Latvia, Malta, and 

Poland (below 60%) and higher rates in Austria, Belgium, Croatia, Denmark, Finland, the Netherlands, 

Slovenia and Sweden. around 70%) (Figure 9) (1,6).

Infection with human papillomavirus (HPV), particularly high-risk types such as HPV16 and HPV18, is 

the primary risk factor for cervical cancer. HPV vaccination and screening methods have proven highly 

effective in preventing cervical cancer. Furthermore, all initiatives for quitting smoking should be intensi-

fied to improve women’s health, including the risk for developing cervical dysplasia and cervical cancer. 

In 2020, for the first time in the history of the World Health Organisation (WHO), the World Health  

Assembly (WHA) adopted a comprehensive global strategy to eliminate cervical cancer. The unanimously 

agreed upon resolution WHA 73.2 urges all WHO member states — every country in the world — to 

implement nationally the WHO blueprint of the global cervical cancer strategy and to adopt its asso- 

ciated goals and targets.

For more detailed information on the causes, diagnosis, and treatment of cervical cancer, 

refer to the fact sheet developed by ENGAGe, which covers each of the gynaecological 

cancers.
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Figure 7: Estimated incidence rates for cervical cancer in Europe in 2022

Figure 8: Incidence and mortality rates of cervical cancer by continent in women aged 0-85 in 2022, 
according to the World Health Organization (WHO) International Agency for Research on Cancer

Figure 9: Estimated Mortality Rates for cervical Cancer in Europe in 2022
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Vulvar cancer
The vulva consists of several external organs, including the labia majora (outer lips), labia minora (inner 

lips), and clitoris, as well as the opening of the vagina and the urethra (the tube leading from the  

bladder). 

Vulvar cancer is relatively rare, accounting for approximately 4% of all genital cancers in women (10). It 

is crucial to distinguish vulvar cancer from vaginal cancer, as both are distinct yet related to the female 

genital area.

Historically viewed as a cancer affecting post-menopausal women, vulvar cancer has seen a shift in age 

of onset. Recent years have marked a decline in the mean age of diagnosis, largely due to an uptick 

in HPV infections globally. Women over 65 years old remain the most vulnerable to developing vulvar 

cancer. However, an increase in cases among younger women is becoming evident, potentially linked to 

rising rates of HPV infection and tobacco use (11,12).

In 2022, Europe ranks second in vulvar cancer incidence and mortality compared with other continents 

(Figure 10) (5). In 2020, the Global Cancer Observatory and the International Agency for Research on 

Cancer reported 16,506 new cases of primary vulvar cancer in Europe, with 6,503 associated fatalities (5,7).  

Geographically, the risk varies across Europe, with higher incidence rates in Eastern and Northern  

countries compared with Western and Southern in 2022 (Figure 11). 

A 2017 epidemiological study spanning 13 high-income countries revealed a notable 14% rise in vulvar 

cancer incidence overall. This increase, however, was not uniform across all age groups. Women under 

60 experienced a 38% increase in incidence, while no significant change was observed in women over 

60 (13).

The prognosis of vulvar cancer varies by stage. For early-stage diagnoses, more than 80% of women are 

expected to survive beyond five years. However, when analysing survival for all disease stages together, 

almost 60% of patients with vulvar cancer are expected to remain alive five years after diagnosis (Figu- 

re 12) (14). 
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Figure 10: Incidence and mortality rates of vulvar cancer by continent in women aged 0-85 in 2022, 
according to the World Health Organization (WHO) International Agency for Research on Cancer

Figure 11: Estimated incidence rates for vulvar cancer in Europe in 2022

Figure 12: Estimated Mortality Rates for vulvar Cancer in Europe in 2022
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Vaginal cancer
The vagina is a muscular passage linking the cervix (neck of the uterus) to the vulva (external genitals). 

Primary vaginal cancer, a rare type of the disease that develops in the vagina, accounts for less than 

1–2% of all genital cancers in women (15). 

Vaginal cancer is often linked to the human papillomavirus (HPV) and other risk factors such as smoking, 

as well as to immunosuppression (decreased immunity states that can be attributed to certain diseases 

or drug-induced). This type of cancer is typically more common among older, postmenopausal women, 

but its incidence is rising in younger women due to HPV infections (15).

The most frequent histological subtype of vaginal cancer is squamous cell carcinoma, followed by ade-

nocarcinoma. Melanomas, lymphomas, and sarcomas are more rare. The cancer usually starts at the top 

part of the vagina, with its spread depending on location (15).

In 2022, according to the Global Cancer Observatory and the International Agency for Research on  

Cancer, Europe ranked fifth in vaginal cancer incidence and fourth in mortality compared with other 

continents (Figure 13) (5). That same year, 2,947 women in Europe were diagnosed with the disease, 

with 1,267 associated fatalities (5,7). In Europe, the incidence and mortality of this type of cancer varies, 

being more common in Northern and Eastern Europe and less common in Southern Europe, possibly 

due to differences in the number of HPV infections and the availability of cervical screening programs 

(Figures 14-15) (6). 

Early diagnosis is crucial for survival from vaginal cancer, with a survival rate of 95% when detected 

early but significantly lower at advanced stages (15). Treatment often involves radiation therapy and  

brachytherapy, which are crucial for controlling the cancer, improving survival, and reducing side  

effects. Treatment should be individualized for each tumour.
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Figure 13: Incidence and mortality rates of vaginal cancer by continent in women aged 0-85 in 2022, 
according to the World Health Organization (WHO) International Agency for Research on Cancer

Figure 14: Estimated incidence rates for vaginal cancer in Europe in 2022

Figure 15: Estimated Mortality Rates for vaginal Cancer in Europe in 2022
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Breast cancer
Breast cancer, the most frequently diagnosed cancer in Europe, arises primarily in the breast‘s lobules 

(milk-producing glands) or ducts (channels for transporting milk to the nipples). Notably, more than 

80% of breast cancers now originate in the ducts. Less commonly, breast cancer can begin in stromal 

tissue, which includes the fatty and fibrous connective tissues of the breast. 

Europe ranks third in the world in terms of incidence and in terms of mortality for breast cancer (Figure 

16). In 2020, breast cancer accounted for 13.3% of all new cancer cases diagnosed and 28.7% of all 

new cancer in women in EU-27 countries, making it the most frequently occurring cancer. That same 

year, breast cancer accounted for an estimated 531,086 new cases and 141,765 associated fatalities, 

according to the European Commission and the European Network of Cancer Registries (5,7,20).

This malignancy predominantly affects women over 50 and more commonly appears in Northern and Wes-

tern Europe (Figure 17). Despite breast cancer’s prevalence, the survival rate has significantly improved, 

with more than 80% of women expected to survive five years after diagnosis, especially in Western Europe.  

This improvement is attributed to enhanced screening, early detection, and advanced treatments.  

Screening programs in Europe led to a 25–30% reduction in breast cancer mortality among women 

aged 50–74 (21). However, survival rates vary across Europe, reflecting differences in healthcare quality 

and access (Figure 18).

Current trends show a rising incidence of breast cancer, influenced by lifestyle factors like obesity 

and physical inactivity, but a declining mortality rate due to effective treatments and early detection  

strategies (22). 

ENGAGe does not focus on breast cancer in the scope of its activities. 
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Figure 17: Estimated incidence rates for Breast cancer in Europe in 2022

Figure 18: Estimated Mortality Rates for Breast Cancer in Europe in 2022

Figure 16: Incidence and mortality rates of Breast cancer by continent in women aged 0-85 in 2022, 
according to the World Health Organization (WHO) International Agency for Research on Cancer
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Family risk
All cancers, including gynaecological cancers, are caused by damages or changes (mutations) in our 

genes. Comprised of DNA, genes are present in every cell of our body and dictate the function of cells, 

including their growth and death. Genes act like on/off switches inside our cells. When a gene under-

goes a mutation, the instructions it provides to the cell can become altered, leading to abnormal cellular 

development. 

Mutations occur frequently in our cells. Each time a cell divides, there‘s a risk of an error in copying 

its DNA. Usually, our cells can detect and repair these errors, but sometimes they fail, passing on the 

mutations to new cells. Those cells with mutations due to DNA damage can become cancerous. Aging, 

environment, and lifestyle can alter our body’s repair mechanisms, resulting in the accumulation of  

mutations and increasing the risk of cancer (23).

Most gynaecological and other cancers are sporadic; that is, they occur by chance, influenced by 

both internal and external factors. However, a minority of women are more likely to develop 

cancer, including gynaecological cancers, because they have a familial or hereditary risk.

Gynaecological cancers are more frequently linked to genetic factors than are other types of cancer (24). 

Of the families of genetic diseases, those most frequently encountered include hereditary breast and 

ovarian cancer, Lynch syndrome, Peutz-Jeghers syndrome, and Cowden syndrome.

Familial cancers

Cancer is familial when more cases than expected occur in a family but there is no clear pattern of  

inheritance and the disease occurs at around the average age of diagnosis. Familial cancers are probably 

caused by a combination of several hereditary genes and shared lifestyles.

Women in families with BRCA mutations are more likely to develop breast cancer and/or ova-

rian cancer if they have a mother, sister, or daughter with the disease, with the risk increasing 

with the number of affected relatives. However, even when several relatives are affected, most  

women will not experience familial breast and or ovarian cancer (25).

Hereditary cancers

Some cancers are caused by genetic changes we are born with, inherited from our parents. Individuals 

with hereditary genetic mutations have a higher risk of developing cancer, though it is not  

guaranteed. Hereditary cancer tends to occur more frequently and at a younger age compared with 

other types of cancer.

Factors suggesting that a woman may be at risk of hereditary cancer include: 

•	 several cancers of the same type on the same side of the family; 

•	 cancers occurring at young ages (usually less than 50 years); 

•	 cancers known to be associated with an inherited syndrome, including breast, ovarian uterine,  

bowel, and stomach cancers; and 

•	 several primary cancers (e.g., breast cancer occurring in both breasts at the same time). 
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About 5–10% of all cancers are inherited (26). 

There are several hereditary cancer syndromes associated with gynaecologic malignancies. The most 

common include hereditary breast and ovarian cancer, as well as Lynch, Peutz-Jeghers, Cowden, and 

Li-Fraumeni syndromes. These syndromes carry varying risks of developing breast, ovarian, and uterine 

malignancies (27). 

TWO TYPES OF GENETIC MUTATION ARE KNOWN TO INCREASE THE RISK OF INHERITED  

GYNAECOLOGICAL CANCERS: 

•	 Hereditary breast and ovarian cancer syndrome (HBOC) is the result of mutations in either the 

BRCA1 or BRCA2 genes. In cases of BRCA1 mutation, there is a cumulative breast cancer risk of 72% 

up to age 80 and a cumulative ovarian cancer risk of 44% up to age 80. In instances of BRCA2 mu-

tation, the cumulative risks are 69% for breast cancer and 17% for ovarian cancer (28).

•	 Hereditary non-polyposis colorectal cancer (HNPCC; also known as Lynch syndrome) is caused by 

a mutation in at least one of five genes: MLH1, MSH2, MSH6, PMS1, and PMS2. Women with Lynch 

syndrome may have a lifetime risk of up to 60% for endometrial cancer and up to 20% for ovarian 

cancer, as well as a high risk for colon cancer, depending on their underlying genetic mutations (29).

The decision to undergo genetic testing is never straightforward and requires professional consultation 

and risk evaluation. Genetic testing can identify the risk for each woman in an affected family; 

however, a positive test result may either reassure a woman or increase her anxiety. In cases of positive 

testing, tailored screening and risk-reducing interventions may be available.

CONCLUSION

For more information on genetic testing please consult the brochure on Genetic testing 

for patients with cancer predisposing genes.

This brochure summarizes the most recent epidemiologic data on gynaecological cancer. When comparing 

the data with that included in the 2018 ENGAGe brochure, one can see that significant progress has been 

made based on the activities of the European Network for Gynaecological Oncological Trial groups (ENGOT) 

and others. Despite this progress, however, we still identify areas for improvement. 

Cervical cancer can be fully eradicated by following WHO’s 90-70-90 recommendation, which calls for 90% 

of girls being fully vaccinated against HPV by age 15, 70% of women being screened with a high-performan-

ce test by age 35 and again by age 45, and 90% of women with pre-cancerous lesions being treated and 

90% of women with invasive cancer being managed (30). Prevention, detection, and adequate treatment are 

the keys to achieving the highest rate of cancer patient survival. 

Informed and educated patients know how to ask the right questions and, together with their clinician, can 

agree on the most appropriate courses of treatment. At ENGAGe, we want to improve the level of European 

patients’ access to information, education, and innovation. This brochure is one tool to help reach our goals.
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