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Gastric cancer is the fifth most common cancer globally. In Europe, no organised screening 

programme exists for its prevention. Vulnerable groups, such as migrants and people with low 

health literacy, are at increased risk due to limited healthcare access, lower screening participation, 

language barriers, socioeconomic challenges, and higher exposure to risk factors. However, 

reaching these populations and effectively communicating available information remains difficult. 

It is thus crucial to involve vulnerable groups from the outset of interventions. In collaboration 

with instructors from literacy and skills education centres, Thomas More co-developed focus 

group discussions on health literacy, prevention, and screening. These discussions, conducted with 

low health literacy migrant populations in 3 countries, assess motivations, risk perceptions, and 

intentions regarding gastric cancer screening. In addition, the sessions aim to enhance knowledge 

and understanding of health behaviours and screening invitations. This study is part of TOGAS, 

an EU4Health project that provides evidence-based insights for developing screening approaches 

and recommendations for gastric cancer guidelines.  
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1. Background 

In Europe, the absolute annual number of gastric cancer cases is increasing [1]. However, 

no organised gastric cancer screening programme exists in the European Union (EU). The 

EU4Health project TOGAS (‘Towards Gastric Cancer Screening Implementation in the European 

Union’) works in a consortium of 21 institutions in 12 member states of the EU and aims to 

contribute to reducing gastric cancer burden in Europe by improving early detection. To achieve 

that, in TOGAS the missing evidence-based knowledge is provided to further fuel designing, 

planning and implementing appropriate gastric cancer prevention across the EU. This study 

focuses on the beliefs, motivation, preferences, risk perception, and intention to participate in 

gastric cancer screening among cognitively and communicatively vulnerable groups.  

Gastric cancer is the fifth most common form of cancer worldwide [2]. Risk factors include 

genetic factors, behaviour (e.g. smoking, high salt intake, drinking alcohol), family history and 

being infected with Helicobacter pylori (H. pylori), which contributes to the highest proportion 

of cases [3], as around 90% of the most common type of gastric cancer is caused by H. pylori 

infection [4]. 

2. Focus groups 

To assess the beliefs, motivation, preferences, risk perception, and intention to participate in 

gastric cancer screening among cognitively and communicatively vulnerable groups, we 

conducted information sessions followed a week later by focus group discussions (FGD) with 

participants that we considered contextually vulnerable within this research setting. While 

categorical vulnerability designates vulnerability as an inherent characteristic of specific groups, 

contextual vulnerability emphasizes that individuals might become vulnerable due to a specific 

context or in certain circumstances [5]. This perspective aligns with our study context, where 

cognitive and communicative challenges of participants in combination with the complexity of 

health information can make individuals vulnerable in the specific setting of discussing screening 

for gastric cancer. Within this context, immigrants and people facing language barriers may also 

be considered cognitively or communicatively vulnerable. The FGDs took place in three different 

research settings: with migrant population in Belgium (Antwerp) and the Netherlands 

(Rotterdam), and with Roma population in Romania (Cluj County). The FGDs took place between 

29 April and 30 June 2025. 

2.1  Recruitment 

For the FGDs, we used convencience sampling in collaboration with language centres (in 

Belgium and the Netherlands) and community centres (in Romania). The FGDs were organised 

within the existing classes and community group settings, taking place during their regular 

meeting times and in their familiar spaces. Organising recruitment and data collection in these pre 

existing groups strengthened participation, fostered trust, and reduced individual barriers to taking 

part [6]. In Belgium, recruitment was done by Ligo, a network of centres for adult basic education 

in Flanders and Brussels targeting individuals with low literacy and language skills, and we jointly 

developed the visual materials and topic guide with their teachers using a co-research approach. 

The learners at Ligo are usually people with short school trajectories and low literacy both in 

Dutch and in their native language(s).  
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Information 

session (n) 

Focus group dis-

cussion (n) 

Both infor-

mation session 

and FGD (n) 

Total number of 

unique participants 

(n) 

Median 

age of 

unique 

partici-

pants 
 Total Total Total M F Total 

BE 45 51 41 29 26 55 43 

NL 28 28 28 8 20 28 40 

RO 36 36 36 9 27 36 48 

Total 109 115 105 37 46 119 43 

 

In the Netherlands, participants were recruited through Alsare, an educational organisation 

in Rotterdam providing Dutch language courses for adult migrants with limited language 

proficiency or as part of their obliged integration trajectory. To invite participants for our FGDs 

in Romania, we worked with the local public health department (Direcția de Sănătate Publică 

Cluj) and community mediators (Direcția Generală de Asistență Socială și Protecția Copilului 

Cluj) in urban and rural areas of Cluj County in Romania, namely in Câmpia Turzii, Turda, and 

the city of Cluj-Napoca. Participants of the FGDs in Romania did self-identify as belonging to 

the Roma community.  

In total, 11 information sessions and 11 FGDs were conducted in Belgium (4+4), the 

Netherlands (4+4) and Romania (3+3). In total, 105 individuals participated in both the 

information sessions and the focus groups (see Table 1). With these numbers we believed to have 

reached saturation, since at least 90% of themes of the research topic appeared to have been 

identified [7].  

2.2 Ethical approval and verbal informed consent 

Ethical approval for the study protocol was secured in Belgium from the Ethics Committee 

(EC) of the University Hospital Antwerp (29/7/2024, BUN B3002024000130), in the Netherlands 

from the EC of the Erasmus Medical Center (MEC-2025-0203), and in Romania from the EC of 

“Iuliu Haţieganu” University of Medicine and Pharmacy (Approval AVZ209/05.11.2024).  

We employed an informed-consent procedure that was adapted for this study to ensure 

genuine understanding and autonomy of all participants before participation. Most of the 

participants had a low literacy level and limited proficiency in Dutch and Romanian, making it 

challenging to draft an Informed Consent Form (ICF) in accessible and comprehensible language, 

as ICF's are generally drafted in language that is also difficult for the general population to 

comprehend [8]. To be able to include participants in an ethical and equitable way, we therefore 

opted for a verbal consent procedure for participants and a shortened written ICF signed by the 

teacher. Researchers were allowed to accept and audio-record participants’ verbal informed 

consent to participate and their approval to audio-record the FGDs. This was supplemented by the 

written consent from their teacher. The participants were informed that all sessions would be 

audio-recorded for accuracy, that their participation was entirely voluntary, and that they could 

withdraw from the study at any point. 

 

 

Table 1: Overview of participants for the information session and focus group discussions 
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3. Participants 

3.1 Belgium and the Netherlands 

 

Figure 1: Countries of origin of participants in Belgium and The Netherlands 

Belgium and the Netherlands have experienced similar migration patterns over the past 

decades. Among the 83 unique participants in Belgium and the Netherlands, a few countries of 

origin were especially prominent (see Figure 1).  Many participants of this study in Belgium and 

the Netherlands migrated from countries with a higher H. pylori prevalence and thus have a higher 

risk to develop gastric cancer [2,9,10]. Participants’ migration background is an important 

contextual factor in this study, as many participants not only come from countries with higher 

gastric cancer incidence rates, but also from countries with different health system structures. 

Research has shown that migrants also possess less system knowledge about existing cancer 

screening programmes in Belgium and the Netherlands [11,12]. These contextual differences 

shape their approaches to health information, preventive care, and screening programmes. 

Moreover, because of their limited proficiency in Dutch, they might have difficulty 

comprehending health information and are therefore communicatively vulnerable.  

3.2 Romania 

The Roma population makes up 8,32% of the Romanian population and has been 

officially recognised since 1991 [13]. However, significant social and economic inequalities 

persist. Only 39% of Roma have a yearly medical check-up compared to 71% of non-Roma in 

Romania. Moreover, 80% of Roma live at or below the poverty line, and 10% live in households 

without electricity [14]. According to ECRI, 68% of Roma live without tap water and 79% 

without a bathroom or toilet in their homes [15]. These structural disadvantages shape the 

everyday conditions in which Roma people must navigate health systems, thereby reinforcing 

social and economic vulnerability [5].  

4. Co-creation with teachers and community workers 

For the design and planning of the FGDs, we collaborated with Ligo Antwerp. We 

designed the research process in several phases. In an initial phase, we attended several classes at 

Ligo with the intended participants. This familiarization period allowed us to gain insight into the 
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topics covered in class, participants’ language proficiency and lesson pace, and the social and 

interactional dynamics of the classroom. By getting to know the learning environment and 

building relationships, we ensured that the FGD design was grounded in the lived context of the 

participants [16,17]. Building on these experiences and the design framework used in earlier 

research on breast cancer screening invitations among vulnerable women [18], Thomas More 

drafted the initial analytical structure and core questions for two sessions: an information session 

and a FGD on gastric cancer screening modalities.  

The Ligo teachers contributed their pedagogical and linguistic expertise by determining 

the appropriate language level that was set on A1-A2 Dutch (CEFR), drafting the session 

schedule, and providing substantive input on the visual materials. In addition, the content of the 

sessions was aligned with the socio-cultural part of the lessons by incorporating discussions about 

the healthcare system, lifestyle, and everyday health-related behaviours. During fieldwork, we 

iteratively refined the topic guide to better reflect the experiential health knowledge, behaviours, 

and everyday practices shared by participants.  

To ensure medical accuracy, we collaborated with a gastroenterologist from Erasmus MC, 

who reviewed the FGD materials for relevance, credibility, and clinical correctness. Based on this 

expert feedback and the revised visual materials, we incorporated the needed adaptations into the 

final versions of our FGD tools. In Romania, translation to A1-A2 Romanian and adaptation of 

the research material was done together with the local public health department and community 

mediators by a medical epidemiologist and a gastroenterologist, who also moderated the 

information session and the FGDs. 

4.1 Enhancing reciprocity 

To verify whether participants understood our explanations during the informed consent 

procedure, the informaton sessions and the FGDs, we employed the teach-back method, where 

participants are asked to explain information in their own words. This method is not only used for 

people with low health literacy, since in general a substantial part of medical information is 

quickly forgotten or remembered incorrectly [19]. The findings of all sessions were shared with 

participants, teachers and community workers to ensure reciprocity and accountability. It helped 

ensure transparency, recognise experiential knowledge, and strengthen trust, while also 

attempting to avoid extractive research practices in which communities contribute knowledge 

without seeing how it is used [16]. By also presenting the results at the project’s international 

conference on September 11, 2025, we aimed to contribute to a broader recognition of the 

importance of involving contextually vulnerable groups across multiple phases of research. 

 

This project has received funding from the European Union’s EU4Health programme under grant 

agreement No 101101252. Funded by the European Union. Views and opinions expressed are 

however those of the author(s) only and do not necessarily reflect those of the European Union or 

the European Health and Digital Executive Agency (HaDEA). Neither the European Union nor 

the granting authority can be held responsible for them. 
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