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From Precision Cancer Medicine collaborative 
approach, to Comprehensive Cancer Care Networks 

Comprehensive Cancer Infrastructure - North of Portugal - CCINP

3,7
million Cancer incidence

NORTHERN REGION OF PORTUGAL

EXPANSION INTO SPECIALIZED NETWORKS

Multidisciplinary teams come together to provide state-of-the-art care, 

advance scientific discovery, and cultivate specialized expertise, guided by 

the three foundational pillars of the CCINP

Improved patient outcome More efficient cancer care provision

Cancer Research
and Innovation

Patient Care

Education and
Training

CCINP FOUNDATIONAL PILLARS

VISION

Ensure that oncological care provided in the Northern Region is:

High-quality care Optimization of healthcare 
resources

Equitable Standardized Best-known
clinical practices

PRECISION CANCER MEDICINE

Molecular Screening Therapeutic Decision Personalized Treatment

Lung Cancer
CCCN

Colorectal Cancer
CCCN

A collaborative and unified approach in Oncology

Goal: 

Structured Phases: 

 Identify and refer patients who may benefit from targeted therapies, 

especially in cases where conventional treatment options have been 

exhausted

After completing the PCM process, patients remain under the guidance of 

their oncologist for continued follow-up care at their referral institution

CCINP

CCINP
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• The centralization of HPV-based cervical cancer screening (for women aged 34–64 years)
at the Regional Laboratory for Cancer Prevention of ISPRO started in the Tuscany region of
Italy in 2013 and reached the coverage of all the 12 centres (100% of the Tuscany Local
Health Units), subsequently extended to primary PAP test also (for women aged 25-33
years).

• The HPV-based indicators recorded good performance (increased compliance vs. the Pap-
based programme) with a substantial decrease in waiting times from sampling to test
reporting, confirming that the centralization strategy in a laboratory with long experience
in this field promotes efficiency and quality of the screening process.

• A similar model is then proposed for the colorectal cancer screening programme in
Tuscany with the centralization at ISPRO not only of the laboratory tests (FIT, fecael
immunochemical test) but also of invitation management and the communication of the
test results, as defined by Tuscany Region Resolution n.957 of August 2024.

• Centralization will allow for standardized process management across the Region,
resulting in greater equity, ensuring the highest quality standards, optimizing resources
and costs, and above all improving overall participation in this screening programme.

• The second level assessments are decentralized in both screening programmes.

Sani C, Bisanzi S, Picozzi G, Soldo C, Tanini T, Amunni G, Turi A, Tanzini M, Mantellini P, Gusinu R, 
Dei S, Belvedere K.

Oncological network, Prevention and Research Institute (ISPRO), Florence, Italy

Implementation of a centralized HPV-based cervical cancer screening 
programme in Tuscany as a model for colorectal cancer screening

centralization in the same area

https://www.ispro.toscana.it/

Centralization of HPV testing concluded in 2020

Centralization of Pap testing concluded in 2024

Centralization of FIT testing:
Started in January 2024; will be concluded in 2026

cervical cancer
screening 

colorectal
cancer
screening 

~120,000 HPV tests per year

~60,000 Pap tests per year~60,000 Pap tests per year

~60,000 Pap tests per year

~ 275,000 FIT per year

segreteria.direzione@ispro.toscana.it
c.sani@ispro.toscana.it
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Prostate cancer (PCa) is the most common solid malignancy in European men. The distressing prognoses and the tremendous
resources needed to cope with this health issue could exhaust health systems. Long-term observations have shown that screening
is effective in lowering mortality. Therefore the EU Commission has recommended that member states start screening, but there
is no optimal method.

The EAU led PRAISE-U Consortium is testing a new adaptive algorithm for PCa screening and LSCOPH is one of five screening
centres in Europe testing in an environment where there is no infrastructure for PCa screening and a high opportunistic screening
rate.

PRAISE-U Poland

First impressions from Polish branch of PRAISE-U – novel organized prostate cancer

screening protocol
Krzysztof Tupikowski, Katarzyna Hodyra-Stefaniak, Monika Litwin, Agata Nosol, Krzysztof Noga, Dawid Błaszczyk, Monika Złotkiewicz, Joanna 

Dołowy, Paweł Zawadzki, Adam Maciejczyk & PRAISE-U Consortium

Lower Silesian Oncology, Pulmonology and Hematology Center, Wroclaw, Poland

INTRODUCTION 

A model screening center in Wroclaw
(Lower Sielsia, Poland) was developed
outside hospital premises to lower the stress
for participants.

.

CONCLUSION
Letter Invitations Ineffective: Traditional mail invitations for screening show low 
effectiveness in countries like Poland
Alternative Methods Needed: Telephone calls, mobile screening units, and other 
personalized approaches are essential to improve participation
Barriers to Response: High opportunistic testing, low health literacy, transportation 
challenges, and electronic exclusion significantly reduce engagement
PRAISE-U Project Impact: First initiative to present raw data for evidence-based 
conclusions and support development of a national screening plan

52,000 invitations per post to men aged 50-69, only 3397 (6.5%)
responded for PSA testing (left). Mobile unit response (right)

PSA and biopsy results in age groups

CS – clinically significant

The PRAISE-U algorithm

Age groups Overall 50-59 60-69 
Participants 3397 1398 1999 
Mean PSA 2.24 2.30 2.20 
Median PSA 1.21 0.97 1.38 
Biopsies No 90 (2.64%) 13 77 
Cancer + 67 (1.97%) 9 58 
Cancer CS 27 (0.79%) 4 23 
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Chairman: steven.devleeschouwer@uzleuven.be 

KU LEUVEN & UZ LEUVEN
UNITED AGAINST CANCER

FROM BENCH TO BED, AND BACK
LATEST REALISATIONS

PARTNERSHIPS

• webinars, weekly seminars
• annual scientific conference
• immuno-onco training

• valorisation
• seed funding
• event organisation

• communication & 
fundraising office

• (inter)national
representation

SUPPORT FOR OUR MEMBERS

TRADITION OF EXCELLENCE

Contact usFind us on

> 36K oncological
patients per year

> 170 research groups

>20 multidisciplinary
focus groups~ 1,000 oncology

publications per year
(of which 25% impact factor >10)

A COMPREHENSIVE CANCER CENTER 
BRIDGING SCIENTIFIC DISCOVERY AND CLINICAL EXCELLENCE IN BELGIUM

Director of Research: johan.vanlint@kuleuven.be

26 oncological care 
pathwaysMost innovative university

#1 (EU & Europe) | #7 (world) 

Spatial
multi-omics

for
personalized

medicine

Data analysis 
& integration

platform

Multi-tumor 
clinical trial 

platform

AI-Oncology 
Accelerator

Brain tumor 
research hub

Leuven 
Epigenetics

club

Video’s, 
podcast & 

seminars for
patients & 

kids

Oncological 
revalidation

Onco patient
panel

…

Manager: evy.lobbestael@kuleuven.be

World’s best hospital
#15 (EU) | #40 (world)

World university ranking 
#3 (EU) | #46 (world)
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The Oncological Institute of Moldova is the only public medical institution in the country,
specialized in the prevention, diagnosis, and treatment of cancer. We provide patients with
access to modern technologies, multidisciplinary teams, and comprehensive care — from early
detection to treatment and rehabilitation.

PREVENTION AND SCREENING
The Oncological Institute of Moldova carries out national awareness
campaigns on the early detection of breast cancer and colorectal screening,
offering the chance for early diagnosis andmore effective treatment.

MODERN DIAGNOSIS
Advanced investigations (MRI with anesthesia, CT, SPECT-CT, genetic and
morpho-pathological diagnostics) ensure an accurate evaluation, while the
therapeutic decision is taken by the Multidisciplinary Oncology Board (MOB).

COMPREHENSIVE TREATMENT
Patients benefit from modern oncologic surgery, radiotherapy with advanced
accelerators, and chemotherapy in accordance with international guidelines,
including treatment for malignant hematologic diseases.

CONTINUOUS SUPPORT AND CARE
We provide comprehensive support through psychological counseling,
palliative care, and rehabilitation programs to assist patients and their families
throughout the entire course of treatment.

European Projects for the 
Development of Oncology in 

the Republic of Moldova

30 Testemiţanu street, Chişinău, Moldova 2025
email: anticamera@onco.md; web: www.onco.md; tel/fax: + 373 733363

CONTACT US
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Building a Sustainable Comprehensive Cancer Centre in Greece: 
Challenges and Opportunities

Challenges
• Structured data documentation and registry integration 

still missing

• Limited T infrastructure to support digitalization

• Public-sector funding shortages, heavy workloads, and 
limited protected time for clinicians hinder innovation 
and quality improvement

• Ensuring effective integration of the Comprehensive 
Cancer Center within Greece’s National Health System is 
complex

• Delays in administrative processes

Opportunities

• Existing expertise in gynecologic oncology can serve as 
flagship program for integrated care pathways

• Affiliation with the National and Kapodistrian University of 
Athens provides access to high-level research expertise 
and training programs

• Aligning with EUnetCCC standards and collaborations 
with accredited centers can raise quality, visibility, and 
patient trust

Alexandra Hospital is the leading hospital in an administrative entity that encompasses also, Elena Venizelou Hospital and
Spiliopouleion. This allows providing a complete cancer care from cancer screening and early diagnosis up to cancer
treatment surgical, medical, radiotherapy, radioligand therapies and to palliative care. The Department of Clinical
Therapeutics delivers comprehensive care across nearly the full spectrum of malignancies, including breast,
gynecological, genitourinary, gastrointestinal, and thoracic cancers, as well as hematological diseases such as multiple
myeloma, lymphomas and leukemias.

The hospital’s organizational structure allows coordination across medical, surgical, laboratory, and psychosocial
departments to ensure holistic, patient-centered care.
Multidisciplinary collaboration: Weekly tumor boards bring together Medical oncologists, adiation Oncologists,
Gynecologists, General Surgeons Urologists, Pathologists, adiologists, and nursing staff for treatment planning and case
reviews.
Integrated clinical pathways: Shared care protocols are applied across departments for the diagnosis, treatment, and
follow-up of gynecological cancers, aligned with ESGO and ESMO standards.
Supportive care integration: Psychological, nutritional, and social support services are available through the hospital’s
Social Work and Dietetics departments, ensuring comprehensive patient management.

Background

Outlooks
1 . Completion of the CCC structure and alignment with EUnetCCC certification requirements. 2. Enhanced collaboration 
between the Ministry of Health, 1 st YPE, and participating centers. 3. Gradual integration of digital registries and outcome-
based evaluation mechanism. 4. Positioning Greece as an active contributor in shaping the European model for 
comprehensive cancer care.

To establish Alexandra Hospital as a national reference point for 
comprehensive, patient-centered cancer care, fully integrated 
within the European network of Comprehensive Cancer Centres.

Aim

Michael Liontos, Theodora Papadopoulou, Morena Bazelli, Alexandra Stavropoulou, Dimitrios Haidopoulos, Nikolaos Thomakos, Kalliroi Goula,                                
George Pissakas, Athanasios Chalazonitis, Andreas Pambanos, Argiro Vezirgianni, Basiliki Markasioti, Dimitrios Valsamidis, Ourania Todoulou,                                         

Anastasia Vourvouli, Elpiniki Tavianatou, Theodora Psaltopoulou, Meletios-Athanasios Dimopoulos 
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French national multidisciplinary tumor board improves the 
management and survival of patients with cancer of unknown primary

Célia Dupain1, N. Jacquin2,3, A. Latouche4,5, Z. Nevière6, P. Gestraud7, A. Hamza8,9, K. Nedara1, V. Cockenpot10, J. Selves11, Y. Allory10, L. Chanas12, M. 
Milder12, I. Soubeyran13, H. Blons14, A. Patrikidou15, A. de Bernardi16, J. Masliah-Planchon8, O. Mariani17, E. Rouleau18, F. Escande19, S. Boyault20, P. 

Saintigny20, F. de Fraipont21, P. Blanc22, J. Wong8, C. Tlemsani23, I. Guillou1,  J. Flavius1, N. Fuentealba1, M.Kamal1,  I. Bièche8,9, N. Servant7, C. Le 
Tourneau1,4, S. Watson2,24

1: Department of Drug Development and Innovation (D3i), Institut Curie, Paris, France; 2: Department of medical oncology, Institut Curie, Paris, France; 3: Department of medical oncology, Institut Godinot, Reims, France; 4: INSERM U1331, Institut Curie, Saint-Cloud,
France and Paris-Saclay University, Paris, France; 5: Conservatoire national des arts et metiers, Paris, France; 6: Department of medical oncology, Centre François Baclesse, Caen, France; 7: INSERM U1331, Curie CoreTech Bioinformatics (CUBIC), Institut Curie Research
Center, Mines ParisTech, Paris, France; 8: Department of genetics, Institut Curie, Paris, France; 9: INSERM U1016, CNRS UMR8104, Université Paris Cité, CARPEM, Institut Cochin, Paris, France; 10: Department of pathology, Institut Curie, Paris France; 11: Department of
Pathology, Institut Universitaire du Cancer Oncopole University Hospital of Toulouse, 31059 Toulouse, France; Université Toulouse III-Paul Sabatier, F-31000 Toulouse, France; 12: Data Office, Institut Curie, Paris, France; 13: Department of pathology, Institut Bergonié,
Bordeaux, France; 14: Institut du cancer Paris Carpem, APHP. Centre, Department of Biology, Pharmacogenomics and Molecular oncology unit, Hôpital Européen Georges Pompidou, Paris France; 15: Department of Cancer Medicine, Gustave Roussy Cancer Center,
Université Paris-Saclay, Villejuif, France; 16: Department of medical oncology, Centre Léon Bérard, Lyon, France; 17: Center of Biological Ressources, Institut Curie, Paris, France; 18: Biology and Pathology department, Cancer Genetic Service, Gustave Roussy Cancer
Center, U981, Université Paris-Saclay, Villejuif, France; 19: CHRU Lille, Lille, France; 20: Department of Translationnal Research and Innovation, Centre de Recherche en Cancérologie de Lyon CRCL, INSERM U1052, CNRS UMR 5286, Centre Léon Bérard, UCBL1, Lyon,
France; 21: CHU Grenoble, France; 22: Laboratoire SeqOIA, France; 23: Department of medical oncology, Hôpital Cochin, APHP Centre, Université Paris Cité, Paris, France; 24: INSERM U1339 CNRS UMR3666, PSL Research University, Institut Curie Research Center,
Paris, France

Recent clinical trials have shown that molecularly-guided
treatments (MGT) can improve survival in patients with
cancers of unknown primary (CUP). However, the
feasibility and clinical benefit of MGT for CUP in a real-life
setting remain uncertain. In France, a national
multidisciplinary tumor board dedicated to patients with
CUP (CUP_MTB) was created in 2020, with the aims of
coordinating pathological and molecular diagnostic
analyses and providing a centralized expertise for
therapeutic orientation. Patient and tumor characteristics,
treatments and outcomes are collected prospectively.
This study reports the diagnostic and therapeutic impact
of all patients discussed in CUP_MTB between July 2020
and December 2023.
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setting,setting,setting,setting, enablesenablesenablesenables accessaccessaccessaccess totototo MGTMGTMGTMGT andandandand resultsresultsresultsresults inininin prolongedprolongedprolongedprolonged survivalsurvivalsurvivalsurvival forforforfor aaaa largelargelargelarge proportionproportionproportionproportion ofofofof CUPCUPCUPCUP
patientspatientspatientspatients.... ThisThisThisThis studystudystudystudy highlightshighlightshighlightshighlights thethethethe benefitsbenefitsbenefitsbenefits ofofofof dedicateddedicateddedicateddedicated MTBMTBMTBMTB andandandand referencereferencereferencereference centerscenterscenterscenters totototo improveimproveimproveimprove thethethethe
mmmmaaaannnnaaaaggggeeeemmmmeeeennnntttt ooooffff CCCCUUUUPPPP....



This was a multicenter retrospective study with
prospective follow-up. Pts and tumors characteristics,
pathological data issued from clinical files, genomic
analyses including WGS, WES and transcriptome
performed on the two PFMG2025 (French Genomic
Medecine Plan 2025) national sequencing laboratories,
multidisciplinary tumor board (MTB) conclusions, and
follow-up after MTB were collected.

246246246246 CUPCUPCUPCUP patientspatientspatientspatients were referred to CUP_MTB (124 females and 122 men); 187 (76%) underwent pathological and molecular
characterizations as recommended by the MTB. TumorTumorTumorTumor profilingprofilingprofilingprofiling enabledenabledenabledenabled thethethethe identificationidentificationidentificationidentification ofofofof aaaa putativeputativeputativeputative tissuetissuetissuetissue ofofofof originoriginoriginorigin (TOO)(TOO)(TOO)(TOO) inininin
130130130130////187187187187 ((((70707070%%%%)))) patientspatientspatientspatients.... 149 (61%) patients received a treatment based on MTB recommendation. 111111111111////149149149149 ((((74747474....5555%%%%)))) patientspatientspatientspatients
receivedreceivedreceivedreceived MTBMTBMTBMTB----orientedorientedorientedoriented treatmenttreatmenttreatmenttreatment ((((MTBMTBMTBMTB----OTOTOTOT. 38 (25.5%) patients for whom no MTB-OT could be recommended were treated with
empiric treatment according to international guidelines. The median overall survival (mOS) of patients treated with MTB-OT was
18.6 months, compared to 11.0 months in patients with empiric treatment (HR=0.61 [0.38-0.98], p=0.04).

sarah.watson@curie.fr
celia.dupain@curie.fr



FigureFigureFigureFigure 2222::::Diagnostic orientations of CUP_MTB.
A) Suspected tissue of origin (TOO) before CUP_MTB and associated final
TOO assigned following CUP_MTB evaluation. B) Final diagnostic
orientations (final TOO) assigned following CUP_MTB evaluation
according to metastatic sites identified at initial diagnosis.

TTTTaaaabbbblllleeee    1111    ::::    PPPPaaaattttiiiieeeennnnttttssss    cccchhhhaaaarrrraaaacccctttteeeerrrriiiissssttttiiiiccccssss

A
Suspected tissue of 

origin
Final tissue of origin

B

FigureFigureFigureFigure 3333:::: TherapeuticTherapeuticTherapeuticTherapeutic orientationsorientationsorientationsorientations andandandand outcomeoutcomeoutcomeoutcome followingfollowingfollowingfollowing CUP_MTBCUP_MTBCUP_MTBCUP_MTB....
A) MTB recommendations and treatment received following
CUP_MTB. B) OS from CUP_MTB_2 (OS2) in the
CUP_therapeutic_population. C) OS2 in the
CUP_therapeutic_population according to the diagnostic impact of
CUP_MTB. D: OS2 in the CUP_treated_population according to
recommendation of MTB-oriented treatment (MTB-OT) or unspecific
treatment (UT). E: OS2 in the CUP_treated_population according to
recommendation of tissue-gnostic MTB-oriented treatment (TG-MTB-
OT), tissue-agnostic MTB-oriented treatment (TA-MTB-OT) or
unspecific treatment (UT).

Figure 1: Figure 1: Figure 1: Figure 1: Molecular landscape of CUPs. Molecular landscape of CUPs. Molecular landscape of CUPs. Molecular landscape of CUPs. 
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Patients characteristics n=246 %

Sex

Female 124 50

Male 122 50

Age at diagnosis (years)

Median 61

Range 18-90

Risk factors 

Past or active Smokers

Yes 113 46

No 120 49

Unknown 13 5

Alcohol use

Yes 43 17

No 188 76

Unknown 15 6

Personal history of cancer

Yes 60 24

No 185 75

Unknown 1 -

ECOG Performance Status at 
diagnosis

0 96 39

1 82 34

2 48 20

3 6 2

4 1 -

Unknown 13 5

Number of different metastatic sites per patient at 
diagnosis

Median 2

Range 1-7

Types of metastatic sites at diagnosis

Lymph nodes 150 61

Bones 89 36

Lungs 70 28

Liver 61 25

Peritoneal carcinomatosis 49 20

Brain 19 8

Patients characteristics n=246 %

Histological types

Undifferenciated Carcinoma 104 42

Adenocarcinoma 96 40

Squamous Cell Carcinoma 26 11

Others 20 8

Molecular analysis before 
NatCUPMTB

DNA sequencing 131 53

RNA sequencing 60 24

Prognostic group at diagnosis 
according to ESMO guidelines

Favourable 27 11

Unfavourable 219 89

TOO suspected before 
NatCUPMTB

No 116 47

Yes 130 53

Gastrointestinal 42 17

Lung 27 11

Breast 14 6

Kidney 12 5

Gynecological tract 11 4

Sarcoma 7 3

Urinary tract 4 2

Head and Neck 4 2

Skin 4 2

Prostate 2 1

Other 3 1

Number of previous treatment 
lines

0 73 30

1 108 44

2-3 56 23

>3 9 4

A

14



15

Poster nº 08 
Liquid Biopsy for non-invasive cancer detection and 

precision oncology programs
National Institute of Cancer Regina Elena (IFO/IRE), 

Italy

AVAILABLE SOON



• In Finland, cancer care delivery is centralised
mostly to five university hospitals, and national
and regional networks ensure access to high-
quality cancer care throughout the care
continuum.

• Basic-level cancer care is also provided in 
central hospitals.

• The national network is organised through a 
collaboration of the Finnish Cancer Centre 
(FICAN) the national coordination unit and five
regional cancer centres.

• FICAN aims to implement and coordinate
national policies and guidelines concerning
cancer prevention, diagnosis, treatment and 
rehabilitation through collaboration with
regional centres, while ensuring a research-
based foundation for policy and guideline
development.

• Each regional FICAN revolves around a 
university hospital:

• FICAN North near to Oulu University Hospital 
(OYS)

• FICAN East near to Kuopio University Hospital 
(KYS)

• FICAN Mid near to Tampere University Hospital 
(TAYS)

• FICAN West near to Turku University Hospital 
(TYKS)

• FICAN South near to Helsinki University Hospital 
(HUS CCC)

Mia Wallin

Cancer care strategy in Finland
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European initiatives, particularly the Innovative Partnership for Action Against Cancer (iPAAC) in 2019-2021 and the
CraNE Joint Action in 2022-2024, have established frameworks for developing comprehensive cancer care networks that
emphasize coordinated, evidence-based patient pathway. The poster presents Lower Silesian Oncology, Pulmonology, and
Haematology Center;s (LSCOPH) experience in implementing European standards throug participation in iPAAC and
CraNE Joint Actions, and our recent integration into the EUnetCCC project to advance comprehensive cancer care
delivery. At the same time, our center participated in other initiatives: the European Commission Initiative on Breast
Cancer (ECIBC) in 2022 and the Polish National Oncological Network pilot program (NON) in 2019-2023.

Lower Silesian Oncology, Pulmonology and Hematology
Center: 70 years of tradition and experience

Developing Patient Pathways in a regional oncological center within Comprehensive Cancer
Care Networks under iPAAC, CRANE and EUnetCCC - A Polish Perspective

Aleksandra Sztuder, Natalia Wiśniewska, Monika Litwin, Bartosz Kapturkiewicz, Iga Skrzypczyńska, Katarzyna Konat-Bąska, Dawid Błaszczyk, Kamila
Kępska, Robert Fabiański, Agata Nosol, Krzysztof Noga, Joanna Banach, Krzysztof Tupikowski, Rafał Matkowski, Marcin Ziętek, Marcin Jędryka, Marek
Bębenek, Ireneusz Pawlak, Adam Maciejczyk with Mulitidisciplinary Teams

Lower Silesian Oncology, Pulmonology and Hematology Center, Wroclaw, Poland

INTRODUCTION

The LSCOPH is the largest oncological center in the Lower Silesian Voivodeship, southwestern Poland, providing comprehensive cancer care to
approximately 9,000 newly diagnosed patients annually (primary cases). The implementation of European standards has enhanced care 
coordination, reduced diagnostic delays, and improved access to comprehensive oncological services for the regional population. 

The center has systematically adopted European best practices for
diagnostic-therapeutic pathways while addressing regional healthcare
challenges. For the first time, the patient pathway n includes both 
medical and organizational guidelines in a graphic compliant with the 
BPMN 2.0 standard. Individual blocks contain interactive forms and 
descriptive Standard Operating Procedures (SOPs). The locations of 
quality indicators (QIs) are also precisely marked.

CONCLUSION
Objective Evaluation: Quality indicators are the most reliable auditing tools
Unified Standards: evidence-based practices across certified centres
Quality benchmarking: measurable indicators for clinical excellence
Regular audits and updates drive continous developoment
Data-driven approach: promotes digitalisation and automated quality indicators

The whole process provided the Institution with an opportunity to rise to the occasion for re-certificationa in 
Colorectal Cancer and enviable support for upcoming certification in Urooncology. 

Implemented Standarized Patient Pathway for Colorectal Cancer

Wrocław Comprehensive Cancer Care Network: first two certificates
in Poland under IPAAC (2021) and CRANE (2024) Joint Actions

Quality Indicators Development Process in Colorectal (iPAAC, EUnetCCC) and Lung Cancer (CraNe)

2020 2021
55% 83%

2022 2023 2024
62% 86% 92%

2024 2025 2026
62% 70% ?

The duration of the CCCN joint actions allows for a development 
process, approximately 30% improvement in the quality of cancer 
care in both colorectal and lung cancer based on objective QIs!
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Cancer prevention continuum

THE INTEGRATED CANCER PREVENTION STRATEGY OF THE LÉON BÉRARD CANCER CENTER :
EXAMPLE OF CCC PREVENTION HUB 

France recorded 433,000 new cancer cases and 164,000 cancer deaths in 2022, 40% attributable to established
lifestyle and environment.
CLB has positioned cancer prevention as a strategic priority and core component of comprehensive cancer control,
combining preventive clinical practice, research, innovation, and education to strengthen the prevention continuum
from understanding to acting on cancer causes.

Fervers B, Cadoré AC, Margiotta V, Pérol O, Lasset C, Mouret-Bonzi M, Marijnen P, Heudel P, Blay JY

Evidence-based outreach activities,
interactive exhibitions, social media 
Virtual resources center: www.cancer-
environnement.fr > 1.5 M visitors/year 
Community-based programs (HPV,
environmental health, etc.) 

Create synergies to overcome current fragmentation
between the components of cancer prevention
Clinical-community partnerships to integrate population-
wide approaches with targeted prevention interventions
Participatory approaches to co-create interventions,
enhancing effectiveness, equity and accessibility
Ensure knowledge transfer and education

Research: Understanding and acting on cancer causes at all stages of the prevention continuum

Clinical Prevention Pathways 
during & after cancer treatment

Clinical Prevention Pathways 
for high risk populations

Cancer screening

Personalized physical activity
program and nutrition : on-site
and remote

Smoking cessation program 
On-site and teleconsultationContribute to national screening

programs
Referral center for high-risk groups
Specific screening in hereditary cancer
Participation in the experimentation
of lung cancer screening

The Leon Berard Cancer Center (CLB), a leading French Comprehensive Cancer Center
and member of the UNICANCER network, manages 13,000 new cancer patients and follows
43,000 patients annually. 2,000 person work at CLB (200 physicians, 600 researchers, 600
caregivers). CLB is a European reference in oncology and translational research. 
Smoke-free hospital since 1990, environmental management certified ISO 14001 since 2011.

The CLB’s experience illustrates how prevention can be integrated into the comprehensive mission of CCCs, as well
as how CCCs may contribute to bridging the current fragmentation between the cancer prevention components.
Cancer prevention requires strong intersectoral collaboration and partnerships with citizens, patients, policy makers,
and stakeholders outside the health care system.  

Digital & Community Engagement
for Health Promotion

Anchored in a leading cancer research ecosystem (CRCL (UMR Inserm 1052-CNRS 5286-CLB-Univ.Lyon 1; IARC), CLB’s 
cancer prevention research combines epidemiological and translational research on environmental and 
nutritional determinants and prevention strategies linking biological and epidemiological discoveries with behavioural and
contextual interventions. CLB coordinates the national cancer primary prevention research network CANCEPT, funded by INCa.

Personalized
cancer prevention in 
high-risk individuals 
(INTERCEPTION)
Prevention - risk 
assessment and lifestyle
counselling - for individuals
attending colonoscopy within
colorectal cancer screening
Cancer genetics consultations
Informal cancer caregivers
pathway

Fervers B et al. Cancer Prev Res (Phila). 2024. doi: 10.1158/1940-6207.CAPR-23-0386. 
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Nouvelle-Aquitaine : Population Catchment Area and Challenges

Multi-institution consortium NOVA : Organisation and Governance

Source : https://www.nouvelle-
aquitaine.ars.sante.fr/

NOVA Consortium : Origin and objectives

2021
Creation of the consortium by the 
3 Hospital-University Centers of NA

2023
Gradual integration of 
the affiliated members

Origin
 Established with the aim of enhancing hospital-university 

collaboration in Nouvelle-Aquitaine
 Response to challenges in referral care, prevention, innovation, 

and management

Initial objectives
• Pool their strengths and resources
• Coordinate efforts in specialized care and referral services
• Structure joint actions around prevention, education and 

innovation
• Enhance visibility both locally and within the framework of 

European projects

• CEO 
• Chair of the Medical 

Establishment Committee
• Dean of the faculty

• Administrator
• 3 Lead Directors NOVA
• Consortium coordinator

• 3 Lead Directors NOVA
• Consortium coordinator

• Project Manager
• Medical Advisors

General Assembly Board of Directors Follow-up meetings
Strategic committee and 
steering committee per 

projects

EVERY 3 MONTHS MONTHLY WEEKLY WEEKLY

NOVA Consortium : From concept to completion

Regional Health Data 
Warehouse, the largest in France

Aims to create collaborative 
interfaces—organizational, 

technical, and regulatory—to 
foster research partnerships and 
populate the Health Data Hub 

with a catalog of shareable 
data. 

France's first regional digital 
pathology platform

An eco-responsible digital 
heritage for AI, research, 

education, and the 
improvement of care pathways

Management Training 
Program for NOVA 

Practitioners

One initial training cycle over an 
academic year

Develop managerial skills
Provide opportunities for 

interaction among medical 
leaders

Strengthen collaborations

Health Data Hub eNOVAPath Management school
2022 2023 2023

The largest Region In France 
+ 84,000 Km2 [> small EU states]
6 million inhabitants 
37,000 new cancer cases / year

A heterogeneous territorial situations with 6.5% of the population affected by 
medical deserts « red zone » (compared to 3,3% in France). 

GOVERNANCE : NOVA launched its Regional Cancer Institute – IRCA NOVA - to coordinate excellence
and equity across the entire oncology care pathway and comply with EUNetCCC requirements

Strategic orientations

Ensure equitable access to high-quality care

Support and strengthen prevention and screening initiatives

Promote research excellence by leveraging network
expertise

Facilitate access to innovation

Foster health democracy and patient engagement

Enhance education and training in oncology in close partnerships
with the Universities of Bordeaux, Limoges, and Poitiers

Increase visibility and attractiveness

Develop the networkGovernance

At local level 
with all the regional / national actors 
including non-university hospitals, 
community and institutions

At European Level

Oct
2025

Dr Liora Brunel, Ms. Floriane Lenoir, Ms. Aurore Loxq, Ms. Cécile Beneux, M. Stéphane Michaud, Ms. Catherine Biasini, Dr Corinne Lamour, 
Dr Françoise Colombani, Dr Florent Huré Papaiconomou, Pr Nicolas Isambert, Pr Alain Ravaud, Pr Elise Deluche, Pr Pierre Dubus

MTD meetings : +63,000 reports discussed yearly 
~15,000 newly treated cases
+2000 ongoing clinical trials
24/7 care Access

Key figures 

Prevention Program and initiatives

• Network of Public Health facilitators
• Promoting tobacco-free hospital,
• Contributing to the redesign of the cancer 

screening center in Nouvelle-Aquitaine
• Impulsion INCa-program
• CAP-santé : therapeutic education platform

• SCAN VIR : Hepatits C screening program 
• SO-RISP : PI within INCa-accredited 

prevention research network ; 
• Hospital-based prevention innovation unit 

(alone in France) 
• Station [e]-Santé : digital health innovation 

hub dedicated to preventive care

Member of DARWIN-EU Network

Board of IRCA Directors : 
Medical and Scientific Director : Pr Pierre Dubus (CHU de Bordeaux) Contact point : 
Administrative Director : Ms. Aurore Loxq (CHU de Limoges) Dr Liora Brunel, Project Manager EUNetCCC/IRCA NOVA
Chief Nursing Officer : M. Stéphane Michaud (CHU de Poitiers) liora.brunel@chu-bordeaux.fr
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Bridging CCC and CCC Network Development: Coordinated Actions 
between Alexandra Hospital and Competent Authority

Background

To highlight how coordination between a pilot hospital and the regional 
Competent Authority supports effective governance, synchronization of 
work streams and,  acceleration of the EUnetCCC implementation in 
Greece.

Objective

Approach
• oint planning, goal setting, and decision-making 

between Alexandra Hospital and 1 st YPE
• egular coordination meetings to align CCC WP4  and 

CCCN WP9  ob ectives
• ntegration of strategic oversight YPE  with operational 

implementation hospital
• Development of shared decision-making mechanisms 

and transparent communication flows
• Creation of a mutual evaluation framework for progress 

and performance 
• Shared prioritization of quality assurance, collaboration 

and digital improvement

• Strengthen interoperability and digital data exchange with the 1 st YPE
• ormalize  a governance framework that supports both CCC and 

CCCN implementation nationally
• Develop oint training modules for governance, leadership and, 

sustainability
• Use the collaboration model as a reference for future CCCs and 

networks in Greece
• Continue monitoring outcomes to demonstrate the value of 

coordinated governance

Next Steps

Achievements

• Established a structured collaboration mechanism 
between the pilot site and the Competent Authority

• mproved coordination of workstreams between CCC and 
CCCN teams, leading to faster alignment of deliverables 

• ntroduced oint governance reporting to monitor 
implementation progress

• Enhanced visibility of Greece’s progress within the 
EUnetCCC network through coordinated communication

• Absence of predefined national governance models 
for pilot-authority collaboration

• Differences in institutional priorities, timelines and, 
administrative workflows

• Limited staff capacity for additional coordination 
and reporting duties 

• Need for consistent digital tools to enable real-time 
data exchange

• Bureaucratic complexity in synchronizing hospital 
and regional governance processes

• Variability in interpretation of EUnetCCC standards 
across administrative levels

Michael Liontos, Theodora Papadopoulou, Morena Bazelli, Alexandra Stavropoulou, Anastasia Mpalasopoulou, Emmanouela Zouroudi,                                      
Dimitrios Haidopoulos, Nikolaos Thomakos, Kalliroi Goula, George Pissakas, Athanasios Chalazonitis, Andreas Pambanos, Argiro Vezirgianni, Basiliki                                 

Markasioti, Dimitrios Valsamidis, Ourania Todoulou, Anastasia Vourvouli, Elpiniki Tavianatou, Theodora Psaltopoulou, Meletios-Athanasios Dimopoulos 

Challenges

Within the EUnetCCC framework, Alexandra Hospital participates in two parallel initiatives: the establishment of a Comprehensive
Cancer Centre (CCC) and the creation of a national network of CCCs for gynecological cancers. The 1st Health Region of Attica (1st

YPE) acts as the Competent Authority under the Ministry of Health, providing strategic direction and ensuring the governance and
operational processes align with EUnetCCC standards. 
The collaboration enables a dual focus: on local implementation and national sustainability
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Transcriptomic profiling revealed increased VEGF and its regulator HIF-1 expression in TP53-mutant cases (E), paralleled by
higher VEGF levels in BM plasma (F) compared to TP53-wt, with KD cells also showing increased VEGF production (G). Spatial
proteomic analyses of TP53 mutant BM sections (H) revealed that areas with elevated VEGF expression are enriched for T-cell
dysregulation markers, mainly related to Tregs and exhausted effector T cells. Finally, pharmacologic inhibition of VEGF
signalling in co-culture (I) partially reversed CD8 T-cell dysfunction and reduced Tregs induction, supporting a role for VEGF in
mediating immune suppression downstream of TP53 loss.

V. Salvestrini1, L. Rossi1, F. Zingarelli2, J. Vadakekolathu3, G. Verdeil4,5, B. Fiordi5, D. Forte2, S. Trabanelli5, R. J. Argüello6, C. Jandus5, S. Rutella3, A. Curti1
1IRCCS Azienda Ospedaliero-Universitaria di Bologna, Istituto di Ematologia “Seràgnoli”, Bologna IT; 2Department of Medical and Surgical Sciences (DIMEC), University of Bologna, Bologna IT; 3John van Geest Cancer Research Centre, Nottingham Trent University, Nottingham  UK;

4Departement of Oncology, UNIL-CHUV, University of Lausanne, Lausanne CH; 5Department of Pathology and Immunology, Faculty of Medicine, University of Geneva, Geneva CH; 6Aix Marseille Univ, CNRS, INSERM, CIML, Centre d'Immunologie de Marseille-Luminy, Marseille FR

TP53 Mutations Drive Metabolic Rewiring and Immune Dysfunction in 
Acute Myeloid Leukemia, Revealing Actionable Vulnerabilities

TP53-mutant Acute Myeloid Leukemia
(AML) defines a high-risk clinical entity
characterized by very poor outcomes.
Along with a well-known cell-intrinsic
chemoresistance, TP53-mutant AML is
associated with a profound remodeling of
the bone marrow (BM) immune
microenvironment, where chronic
inflammation coexists with immune T-cell
dysregulation and tolerance. In particular,
increased T-cell infiltration together with
heightened expression of immune
checkpoint molecules as well as
enrichment of regulatory and exhausted
lymphocyte subsets have been reported.
Despite recent insights, the mechanisms
underlying this immune dysregulation are
far from being elucidated.

BACKGROUND

AIM

• Assess the role of TP53 mutations in 
reshaping leukemia–immune interactions

• Define how immune–metabolic 
reprogramming drives inflammation and 
tolerance.

• Identify vulnerability points exploitable
for therapy

AIM

METHODS

AIMRESULTS
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ScRNA-seq revealed that TP53-mutant AML patients display a distinct metabolic profile (A) and metabolically inactive T cells
(B) compared to TP53-wt cases, suggesting altered metabolic crosstalk in the BM niche. TP53 knockdown in OCI-AML3 cells
reprogrammed metabolism (C) toward glycolysis at the expense of mitochondrial respiration, generating a glucose-depleted,
lactate-rich microenvironment that impaired T-cell activation. In co-culture (D), CD8 T cells showed reduced glucose uptake
and glycolysis, consistent with an exhausted phenotype, whereas regulatory T cells increased mitochondrial reliance,
supporting proliferation and suppressive phenotype.
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CONCLUSION

Valentina Salvestrini
e-mail: valentina.salvestrini@aosp.bo.it

CONTACT INFORMATION
TP53 loss reshapes AML immunity through integrated
metabolic and signalling changes that promote tolerance.
VEGF emerges as a key mediator of this process,
highlighting potential therapeutic targets to restore
immune competence in TP53-mutant AML

• Joint Action EUnetCCC
• Fabbri1905
• Bologna AIL
• Foundation Corrado and Bruno Maria 

Zaini Bologna

FUNDING

IMPACT

21



Background 
Cancer remains a leading cause of illness and death across Europe, requiring
coordinated, multidisciplinary approaches to ensure quality and equity in care
(1). The EUnetCCC initiative was created to improve cancer care coordination,
harmonize clinical practices, and strengthen collaboration among comprehensive
cancer centers across the EU.

In Spain, the Valencian Region Pilot Site, led by the Hospital Universitari i
Politecnic La Fe and IIS La Fe, serves as a model for integrated oncology care.
Through the Interdepartmental Health Group (ASI) structure, this pilot connects
multiple hospitals and health departments to deliver seamless cancer care, from
diagnosis to survivorship, while fostering innovation, research, and equitable
access to advance therapies.

Cancer Care Activity

Key indictors show the scope and complexity of cancer care delivered at HU La Fe,
integrating clinical, research, and advanced therapy services

J.L. Poveda Andrés, J.E. Megías Vericat, S. Matoses Jaen, R. Diranzo Año, J. C. Diarte Ortiz 

Advancing Cancer Care Coordination:
EUnetCCC Pilot in the Valencian Region Pilot Site

Figure 1. Geographic distribution of the Valencian Region Pilot, illustrating the 
catchment area (≈650,000 inhabitants) and its integration within the regional cancer 
network (total 5.3 million).

Figure 2. Summary of key cancer care indicators at HU La Fe Pilot Site (2024)

Reference Units and Specialized Services 

HU La Fe hosts 29 national reference CSUR centers and 27 hospital reference units 
(RU), including 8 dedicated to complex oncologic care, reflecting its role as a leading 
institution in specialized oncology services in Spain. 

Research and Innovation 
IIS La Fe internationalization:

• 43 European projects

• 14 in cancer, 4 coordinated by La Fe 

• Annual budget for cancer research: 
€35,035,294.13

• Percentage of publications in Q1 
journals: 48% 

• Cumulative publication score 11.56. 

Human Resources & Training
• 794 oncology professionals at HU La Fe 

• 1461 postgraduate students 

• 82 internal + 83 external residents 

Key Outcomes & Impact 
• Integration of cancer care across departments

• Enhanced access to genomic testing (NGS node at La Fe)

• Contribution to EU harmonization in oncology

• Pathway toward sustainable European cancer care networks

Conclusions & Future Steps 
• Ongoing data harmonization with other EUnetCCC sites 

• Evaluation of coordination metrics and patient outcomes

• Expansion toward national adoption

References
1. European Cancer Information Systems (ECIS). Cancer burden in Europe, 2023 estimates. 

European Comission, Joint Research Centre; 2023. Available from: 
https://ecis.jrc.ec.Europa.eu

Clinical & Research Infrastructure 

Figure 3. Clinical and technological infrastructure supporting the Valencian Region Pilot 
Site (IIS La Fe/HU La Fe).

This infrastructure strengthens La Fe´s role as a national and European reference 
in comprehensive cancer care, integrating innovation, research, and equitable 
access to advanced therapies. 

22



23

Poster nº 16
Gränby Project: decentralized, person-centred cancer 
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J.Trousdell, A.Al-Khunaizi, P. Sharma, L.Kennedy, L.McNamara, A.Smyth,
A.O’Hara, S.Coyne, J.Martin, S.Carr, J. Gaffney

An institutional experience of Open-Faced Immobilisation Masks in 
Head and Neck Radiotherapy at Galway University Hospital

Introduction
Head and Neck Cancers (HNC) has a prevalence of 
approximately 800 cases per year in Ireland, accounting for 
3.3% of all invasive cancers(excluding non-melanomatous 
skin cancers).  Approximately half of these patients receive 
radiotherapy treatment1.

Open-faced radiotherapy masks were introduced in Galway 
University Hospital in April 2025. This study aims to survey 
the patients’ experience of closed versus open faced masks 
during and following radiotherapy treatment.

Materials and methods
A seventeen-question survey was created in both paper 
and online formats, and included questions related to 
mask comfort, anxiety and mask stability. Surveys were 
completed either during or within three months of 
completion of treatment.
Data regarding inter-fraction translational moves, number 
of rescans, and number of reset-ups were collected by 
treating radiation therapists.

Results
Thirty-two patients were surveyed; sixteen from the 
closed-faced mask group and sixteen from the open-faced 
group.
Seventy-four percent of patients reported some degree of 
anxiety related to the mask.
Two-thirds of patients with increased mask-related anxiety 
had a closed face mask (8 closed vs. 4 open).
Sixty-two percent of patients who reported trouble 
breathing had a closed-face mask (8 closed vs. 5open). 
Most patients (78%) would prefer to use an open-faced 
mask if they were to undergo radiotherapy again.
The number of re-scans and re-sets are shown in table 1.

Conclusions
This patient survey has shown that radiotherapy face-masks 
remain a source of anxiety for patients undergoing HNC 
radiotherapy. The results suggest that this effect is greatest 
in patients with pre-existing anxiety.

Overall, our survey demonstrated that open-faced masks 
were the preferred immobilisation method for head and 
neck radiotherapy, reflecting greater patient acceptability 
and comfort without compromising treatment setup
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Discomfort
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Re-scans Re-sets/  No. 
of fractions 
(%) 

Open 0 14 / 417 (3%)

Closed 3 42 / 463 (9%) 

Table 1. The number of re-scans and re-sets

4
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BACKGROUND AND AIM
Regorafenib is a late-line option in metastatic CRC,
often overshadowed by its limited efficacy and
high toxicity. Yet, rare cases of deep and even
complete responses hint at untapped potential.
This study applies machine learning to
transcriptomic and genetic data to identify those
exceptional responders—aiming to turn
regorafenib into a precision tool rather than a last
resort.

RESULTS
The GLMNET model outperformed all other
algorithms (AUC = 0.79) and was used to calculate
a regorafenib response score (FIG 2). The model
was applied to a real-world cohort of >700
regorafenib-treated CRC patients (Caris Life
Sciences), showing signature-based stratification
with potential clinical relevance. Predicted
sensitive tumors (FIG 3) showed high proliferative
activity with upregulation of MYC, E2F, MAPK, and
PI3K pathways, increased ZNF441 and CCDC82
expression, elevated DNA synthesis and
mitotic/apoptotic proteins, higher tumor cell
fraction with reduced fibroblast/endothelial
infiltration, and Th2 cell enrichment. In contrast,
resistant tumors were marked by activation of TGF-
β, p53, EGFR, and hypoxia pathways, enrichment
of FAM131A, SH3BP1, and mutations in RBM33
and EXTL3, enhanced lipid metabolism and ECM
remodeling, and increased infiltration of memory
CD4+ T cells and NKT cells (FIG 4 + 5).

Abdel Hamid M., Amann A., Kocher F., Pammer L.M., Gruber R., Nocera F., Elliott A., 
Tymoszuk P., Riedl J.M., Huemer F., Doleschal B., Taghizadeh H., Seeber A. 

Development and validation of an transcriptomic- and genetic-based model for predicting regorafenib 
response in metastatic colorectal cancer

MATERIAL AND METHODS
In the CTRP2 screen, >700 cancer cell lines were 
treated with regorafenib. Sensitivity was 
quantified via AUC and binarized using medoid 
clustering (339 sensitive, 383 resistant). From 
these, 41 colorectal cell lines (COAD, READ, MACR) 
were selected for model training based on gene 
expression, mutation status (~2600 genes), and 
copy number losses. Four machine learning 
models (RF, GLMNET, SVM, GBM) were trained and 
evaluated via LOOCV (FIG 1). GLMNET achieved 
the best performance and was used for 
downstream analysis. Model predictions were 
validated in over 700 CRC patients (Caris Life 
Sciences) and compared with TCGA/CPTAC data. 

CONCLUSION
A transcriptomic and genomic model was 
developed to predict regorafenib sensitivity in 
colorectal cancer. Applied to a real-world cohort of 
treated patients, it identified distinct molecular 
subgroups consistent with treatment benefit. 
These results demonstrate the model’s potential to 
enable precision use of regorafenib in clinical 
practice.
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IN(side) Candiolo Cancer Institute

From Piedmont to International Partnerships

Leonardo Bertero – Federica Rossi
Contact: leonardo.bertero@ircc.it & federica.rossi@ircc.it

Candiolo Cancer Institute
Joining a network of excellence: 

FPO-IRCCS in EUNetCCC as an affiliated entity of Alleanza Contro il Cancro

Since 2013, the FPO has been accredited by the Ministry of Health as an Istituto di Ricovero e
Cura a Carattere Scientifico (IRCCS), or Scientific Institute for Research, Hospitalization and
Healthcare. These are public or private health institutions of national importance that integrate
highly specialized clinical care with biomedical research, with the goal of improving healthcare
through research, diagnosis, and treatment. The institute covers more than 56,000 square
meters, with nearly 48,000 square meters dedicated to clinical care and 8,500 to research.
Clinical services are provided by the FPO.

Founded on June 19, 1986, the Piedmont Foundation for Cancer
Research (FPRC) was established with the scope of creating an
institute exclusively dedicated to cancer research and care,
promoting cutting-edge scientific projects in oncology. The
Candiolo Cancer Institute, Piedmont Oncology Foundation
(FPO), began its activities in 1996 with the mission to integrate
clinical assistance and translational research to advance cancer
diagnosis and treatment.

The comprehensive outlook of Candiolo
Cancer Institute combines clinical,
research and educational activities with
the aim of constantly improving patients’
early and precise diagnosis, effective
treatment, and high-quality care to
achieve optimal patient outcomes.
Candiolo Cancer Institute serves more
than 35,000 patients yearly. Its team of
450+ healthcare professionals and
researchers carries out clinical and
research activities through 20
Multidisciplinary Teams (MDTs), following
modern standards of clinical synergy.

Since 2022, the Institute is recognized
as a Comprehensive Cancer Centre by
the Organisation of European Cancer
Institutes (OECI), confirming its
commitment to the highest European
standards in cancer care and research.
As a national and international
reference centre for the treatment of
numerous oncological diseases,

The Candiolo Cancer Institute is a high-level healthcare and research institution recognized as
an IRCCS and a Comprehensive Cancer Centre (CCC). Since 2016, the Institute has maintained a
Quality Management System focused on process effectiveness and patient satisfaction, achieving
ISO 9001:2015 certification. In 2022, the Institute also obtained ISO 45001:2018 certification for
occupational health and safety. The Transplant Centre, part of the Turin Metropolitan Transplant
Program, has been recognized as a centre of excellence by JACIE-FACT and the Italian National
Transplant Centre since July 2013. The Institute’s Technology Transfer Office promotes the
protection and valorisation of the scientific research. It focuses on oncology and biomedical
innovation through intellectual property management, patent analysis, licensing, and industrial
and academic collaborations. In 2023, the Institute received three Pink Badges, as a “woman-
friendly hospital”.

Our story & structure

Research, Healthcare, Education

Quality Excellence Through Integration of Care, Research, and Safety 

The Institute performs complex surgical procedures using
the innovative multiport and single port robotic technologies.
With cutting-edge imaging systems such as the SIGNA Artist
1.5T MRI and the Spectral CT 7500. Candiolo is one of the few
hospitals in Italy equipped with two Tomotherapy Radixact X9
systems, offering state-of-the-art precision radiotherapy for
cancer treatment. In its ever-evolving innovation spirit, the
new Biobank building will cover 3,000 square meters across
two floors, dedicated to the collection and preservation of
biological samples donated by patients.

Candiolo Cancer Institute, FPO-IRCCS
formally collaborates with leading
scientific institutions, including the
University of Turin and the Italian
Institute for Genomic Medicine

There are 15 laboratories in the Institute, including five specialized facilities, supporting cutting-
edge research. Over 1,700 publications were published in the past 10 years. In 2024, the
Institute conducted 258 clinical trials, ranging from early- to late-phase studies (of which 185
interventional trials) and encompassing both profit and non-profit initiatives in
medical/surgical/diagnostic areas leaded by clinician and nurses, , with over 1,758 newly enrolled
patients. The Institute also conducted 19 Phase I trials of which 9 first in human and served as
the promoter of 31 independent studies and one national registry, reinforcing its pivotal role in
clinical research advancement. The institute is equipped for CAR-T, cell therapies and
theragnostic. The institute includes several preclinical and translational research groups focusing
on the main tumour types under treatment. This clinical–preclinical interaction forms the
foundation of precision medicine, which represents the ultimate goal of modern oncology.

Innovation & Patient-Centeredness

At the Candiolo Cancer Institute, the patient lies at the heart
of everything we do. Our vision is to ensure that every
individual receives comprehensive, personalized, and human-
centred care, supported by cutting-edge research, advanced
technologies, and multidisciplinary collaboration. The Centre
proudly consults a Users' Board, representing patients and
caregivers, which provide feedback and suggestions to improve
the quality, accessibility, and human dimension of care. The
Institute also provides support services such as nutritionists

Since 2022, the Hospice at IRCCS Candiolo has been a serene home for palliative care, offering
compassionate, personalized support to patients no longer responding to specific treatments. A
dedicated multidisciplinary team, including palliative physicians, pain specialists, psychologists,
physiotherapists, nurses, and spiritual assistants, ensures holistic, patient-centred care.

The Candiolo Cancer Institute’s vision is rooted in delivering the highest standards of research
and patient care, strengthened through partnerships with cancer centers, institutions, and
networks at local, regional and international level. It has established collaboration with University
of Turin, University of Eastern Piedmont and is an active member of the Transplantation
Metropolitan Centre. The Institute has various global research partnerships among which in the
EU, USA, China, and others. Since 2008, the Institute has also been an active partner of the
Oncology Network of Piedmont and Aosta Valley (ROPVA), an integrated system of cancer care
that coordinates healthcare facilities across the two regions. Starting in 2016, it is a member of
Alleanza Contro il Cancro (ACC), the Italian national network of oncology IRCCSs. The Candiolo
Cancer Institute is a member of various European-funded projects, among which, the finalized
ProCancer-I project developing, and supporting a secure, cloud-based European imaging
infrastructure, the cooperation research project Torino-Lione (with Léon Bérard Centre - Lyon) and
the European Joint Action CCI4EU, aimed at strengthening the creation of a Comprehensive Cancer
Infrastructure.
Since 2024, and its affiliation with ACC,
Candiolo Cancer Institute has been a
committed member of the European Joint
Action EUNetCCC. In the Joint Action, it
contributes to the overall workpackages
with a key focus on WP6 (Capacity
Building) and WP7 (Governance). Candiolo
Cancer Institute is a CCC coordinator for
governance in WP6, shaping the standards
for capacity building and strengthening
aspiring centres in their processes to
become CCCs.
The Institute has supported the development of the WP6 standards and manuals, engaged in
online meetings and interviews as well as actively participating in WP6 Barcelona cooperating to
define strategies for standards implementation and quality improvement. The Candiolo Cancer
Institute is a dynamic actor in WP7, participating in meetings and workshops to define and support
the governance framework, membership rules, the network portal and review KPIs for governance
evaluation.

The Candiolo Cancer Institute has always kept pace with the times, investing in advanced 
infrastructures, equipment, and technologies to ensure better diagnosis and patient care. 

The human biological samples, obtained from surgical procedures or biopsies, can be transformed
into organoids enabling the study of disease evolution and the testing of personalized therapies.
Liquid and tissue biopsy enables extensive gene panel exploration (500+ genes) by analysing
circulating tumour DNA to detect genetic mutations non–invasively. The Institute's Internal
Pharmacy has an automated system for the preparation of antineoplastic drugs. The Institute has
provided drug home delivery to patients in remote areas and outside region, also assisted in
telemedicine.

FIND US HERE (www.ircc.it)
TO KNOW MORE ABOUT CANDIOLO ISTITUTE AND CONNECT & PARTNER WITH US 

(IIGM), reaffirming its role as a centre of excellence in biomedical and clinical research

physiotherapists and psychologists to support families, caregivers and patients, in areas such as
sexual dysfunction and lifestyle habits. For example, the “Candiolo Cares” project, promoted by
the FPRC, offers patients activities and events designed to complement medical treatment.
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Introduction
• Pancreatic ductal adenocarcinoma is slowly rising in 

incidence and ~40 cases are diagnosed annually in 
Iceland. Despite extensive efforts in advancing 
treatment, prognosis has not improved substantially for 
pancreatic cancer in the last 20 years.

• Screening high-risk populations is recommended by 
several professional societies1-3 to increase early 
diagnosis. This includes individuals with a strong family 
history (fulfilling familial pancreatic cancer criteria) and 
individuals carrying pathogenic variants (such as in
STK11, CDKN2A, BRCA1/2, ATM, PALB2 and Lynch 
syndrome).

• Iceland has one Medical Genetics department at 
Landspitali that oversees all clinical genetic testing. 

• The clinical genetics department has permission to use 
a genealogy registry containing information on all living 
and deceased Icelanders dating back to late 1800s, in 
genetic counseling.

• The Icelandic Cancer Registry dating back to 1955 
provides information on cancer diagnoses, adding the 
information to pedigrees. 

Screening results
• Approximately 300 individuals have self-referred to 

the Genetics department in the last two years, and 
84 high-risk individuals have entered surveillance.

• Annual MRI pancreas is performed as well as a 
blood test, measuring glucose and creatinine along 
with a research blood test.

Sigurdis Haraldsdottir MD PhD1,2, Johanna Stefansdottir2, Stefan Haraldsson MD2, Halldor Benediktsson MD3,  
Kristin H Haraldsdottir MD1,2, Eirikur Briem PhD2, Vigdis F Stefansdottir CGC PhD2

1Faculty of Medicine, University of Iceland. 2Landspitali – The National University Hospital of Iceland. 
3The Icelandic Heart Association, Radiology

Precision health in action – a nationwide pancreatic 
cancer screening program in Iceland

Initiating pancreatic cancer screening

• In 2023, a public campaign was launched through 
Landspitali Genetics department to find individuals at 
an increased risk of pancreatic cancer due to family 
history or genetic carrier status. 

• All patients diagnosed with pancreatic cancer undergo 
genetic testing. 

• Iceland participates in an international screening study, 
PRECEDE.

Discussion
• No cases of pancreatic cancer were diagnosed in the 

first two years of the program. 

• This nation-wide high-risk screening effort is a good 
example of precision health, utilizing information 
regarding genetic variants and family history to inform 
screening procedures.

• Furthermore, it aligns with the governmenetal national 
goals of increasing individualized health care (precision 
health). 

n=84
Median age, range 58 (Q1:52, Q3: 65),  37-80
Gender

Males 43 (51%)
Females 41 (49%)

Criteria for screening
DNA damage repair genes* + family history 59 (70,3%)
CDK2NA 13  (15,5%)
STK11 1 (1,2%)
Familial pancreatic cancer 8 (9,5%)
Lynch syndrome + family history 3 (3,6%)

*2 BRCA1 carriers, 46 BRCA2 carriers, 9 ATM carriers, 1 BRIP1 carrier, 1 PALB2 carrier.

References:
1. Conroy T et al. Ann Oncol 34:987-1002, 2023. 
2. National Comprehensive Cancer Network: Genetic/Familial High-Risk Assessment: Breast, 
Ovarian, and Pancreatic. Plymouth Meeting, PA. 2025.
3. Goggins M et al. Gut 69:7-17, 2020.

Table 1: High-risk individual characteristics

27



INTRODUCTION - CONTEXT
• EUnetCCC Project Overview:

Building a European network of Comprehensive 
Cancer Centres with a unified certification 
framework.

• Role of the Institut de Cancérologie de 
l’Ouest (ICO):
Testing self-assessment tools and supporting 
capacity candidate centres.

CONCLUSION

The experience gained through these two work packages highlights the importance of 
collective engagement, structured evaluation, and capacity building to meet the 
challenges of quality and equity in cancer care.

S. Le Lann, Pr JS. Frenel, Dr R. Delva, Dr M. Le Blanc, B. Chambre-Clavel, J. Gautret, C. Boymond,
R. Charron-Bighetti, G. Mercusot, C. Le Manach,  Dr S. Larramendy, V. Joalland, Pr M. Campone

Affiliations : Institut de Cancérologie de l’Ouest, 44805 Saint Herblain, France

Participation of the ICO in the EUnetCCC Project :
Testing the European Certification Framework and Capacity Building

OBJECTIVES

• Test the EUCCC self-assessment prototype for 
relevance and adaptability.

• Provide methodological and strategic support to 
candidate centres.

• Promote mutual learning and strengthen local 
teams’ skills through shared practices and 
experiences.

• Contribute to a harmonized certified CCC network.

• 9 Field Test Centres

METHODS
• Structured, collaborative approach involving internal teams and thematic meetings.
• Use of the Helict platform for centralized data collection and progress monitoring.
• Participation in European workshops and exchanges with coordinators.
• Critical review of the certification guide and prioritization of standards.

RESULTS
• 322 Standards tested • 9 On-line workshops• 7 Domains assessed

1. Governance
2. Care
3. Research
4. Integration of 

Research and Care
5. Innovation
6. Prevention
7. Education & Training

86%83%
100%

87%85% 97% 100%

CORE Standards

CLASSICAL Standards

75% 76% 85% 85% 82% 78% 77%
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Improving Cancer Care Through Electronic Libraries: A Survey of 
Health Professionals’ Experiences with Ireland’s 

Systemic Anti-Cancer Therapy 
Regimen Library.

Margaret Triggs1, Grant Carroll1, Fabian Sweeney2, Clare Meaney1, Anne- Marie DeFrein1, Michaela Higgins3, Maccon Keane4, Amjad Hayat5, 
Patricia Heckmann1

The HSE National Cancer Control Programme (NCCP) develops national Systemic Anti-Cancer Therapy (SACT) Regimens to support safe, evidence-based and cost-

effective cancer treatment for Irish patients. These regimens are freely available on the NCCP website, and are developed under the guidance of consultants involved in the

treatment of patients with cancer with input from other healthcare professionals. The regimens also underpin the electronic order sets used in the National Cancer

Information System (NCIS). NCIS is a single electronic system used for the prescribing, preparation and administration of SACT in most Irish Public Hospitals providing

SACT services.

The NCCP National SACT regimens and NCIS standardise patient care, improve efficiency, allow data capture for research and service planning, encourage collaboration

and reduce errors. Standardisation in particular is a well-recognised process for improving patient safety and outcomes in health care and other industries, and is also

recognised as a key component for successful implementation of electronic health systems.

This study adopted a survey methodology (16 questions which included free text

responses) to explore the perceived value and utility of this e-library from the

perspective of health professionals delivering cancer care in Ireland.

INTRODUCTION

The aim of this study was to understand the utility and appropriateness of the

NCCP National SACT regimens from a clinical end user perspective.

AIMS METHODS

RESULTS

REFERENCES

This study represents the first formal analysis of the NCCP National SACT Regimens. The results demonstrate that clinical users regard the regimens as a useful resource 

that represents an appropriate use of healthcare resources and that supports healthcare providers in the delivery of high-quality care to patients. Several free text responses 

suggested that the regimens are currently strongly integrated into clinical workflows in practice.

Areas identified for improvement include clinical stakeholder engagement in governance and content development. 

DISCUSSION / CONCLUSIONS

230 complete responses were collected, comparable to similar studies. Respondents were from a range of disciplines with the predominate responders being nurses

(n=78), hospital pharmacists (n=73) and doctors (n=55). Other respondents included community pharmacists (n=12) and hospital pharmacy technicians (n=3). Survey

responses were subjected to descriptive statistics. Free text responses were analysed using an inductive qualitative content analysis approach by two authors.

95.6% of respondents were in strong agreement that the NCCP National SACT Regimens were a useful resource with 96.5% agreeing that their development is a

valuable use of resources. 98.2% also strongly agreed or agreed with statements that the regimens should remain publicly available to health professionals. 96.9% agreed

that SACT regimens should continue to be developed and provided at a national level- See Table 1

The following themes were derived from analysis of free text responses to the survey; Regimen Utility, Standardisation, Efficiency, Governance, Content and Supportive

Care. Overall, health professionals perceive the national SACT regimen library to be useful and valuable when delivering care, with respondents suggesting a high level of

integration into clinical work flows. However, uncertainty was observed regarding the governance structures that underpin the maintenance of the library.

Carroll G, Sweeney FF, Meaney C, et al. Improving cancer care through electronic libraries: A survey of health professionals’ experiences with Ireland’s systemic anti-cancer therapy regimen library. Journal of Oncology 
Pharmacy Practice. 2025;0(0). 
Leotsakos A, Zheng H, Croteau R, et al. Standardization in patient safety: the WHO High 5s project. Int J Qual Health Care. 2014 Apr;26(2):109–16.
Shulman LN, Miller RS, Ambinder EP, et al. Principles of Safe Practice Using an Oncology EHR System for Chemotherapy Ordering, Preparation, and Administration, Part 1 of 2. Journal of Oncology Practice. 2008 Jul;4(4):203.
Shulman LN, Miller RS, Ambinder EP, et al. Principles of Safe Practice Using an Oncology EHR System for Chemotherapy Ordering, Preparation, and Administration, Part 2 of 2. Journal of Oncology Practice. 2008 
Sep;4(5):254.
Loke LPY, Chen TYT, Lewis CR, et al. Quality and impact of eviQ Cancer Treatments Online (www.eviq.org.au): the medical oncologist’s perspective. Asia Pac J Clin Oncol. 2018 Apr;14(2):e203–10.

Contact details: margarettriggs@hse.ie

NCCP 
National SACT 
Regimens -
HSE.ie
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Karla Salas-Gama, Ena Niño de Guzman, Georgina Martinez, Magora Torres

Shared Decision-Making: from theory to practice

INTRODUCTION DEVELOPMENT OF A MODEL

Shared decision-making (SDM) is a collaborative 
process where patients and healthcare 
professionals make health decisions together, 
guided by the patient’s values and preferences.

Collaboration process and information exchange

WHEN TO PERFORM SDM?

STRONG 
RECOMMENDATION

1.Clear balance
• Benefits > risks
• Risks > benefits

2.High or moderate 
confidence in evidence 

findings

3.Patient preferences
• Almost everyone would 

choose the same option

MODEL IMPLEMENTATION 

WEAK 
RECOMMENDATION

1.Unclear balance
• Benefits = risks

2.Low or very low 
confidence in the 

findings of the 
evidence

3.Patient 
preferences

• Much variability

Since 2022 →→ 7 areas of our hospital
• Morbid obesity
• Advanced chronic kidney disease
• Multiple sclerosis
• Induction of labour
• Genetic risk of cancer
• Endometriosis
• Paediatrics (Primary Immunodeficiency)

Step 1. DEFINING THE DECISION
Proposal and approval by the Clinical Committee
Definition of the working group (patients, clinical leads 
and professionals)
Identification of decision points within the clinical 
pathway

Step 2. DEVELOPING THE SDM TOOL
Review of scientific evidence
Definition of the tool’s clinical content
Identification of values and preferences
Development of risk communication graphics

Step 3. CO-CREATION WITH PATIENTS
Conducting focus groups
Assessment of comprehension and readability
Final validation by the multidisciplinary team

Step 4. PROFESSIONAL TRAINING
Introduction to SDM concepts
How to use the decision aid
Communication skills

Step 5. IMPLEMENTING SDM IN CLINICAL 
PRACTICE AND EVALUATION
3 phases: Team and tool delivery; Option review and 
preference elicitation; SDM
Evaluation of decision and clinical outcomes

The team of the Quality and Clinical Practice Improvement Unit

Karla Salas 
karla.salas@vallhebron.cat

Georgina Martínez 
georgina.martinez@vallhebron.cat

Ena Pery Niño
enapery.ninodeguzman@vallhebron.cat
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Assoc. Prof. Mathilde Sengölge, MPH, PhD​, Assoc. Prof. Ansgar Weltermann, MD, Thomas Pichler

WP 9.1.2 Development of European Model for Regional Comprehensive Cancer Care Network (regional CCCN)

For more information: wp9eunetccc@krebsgesellschaft.de

First Results
(1) Developed an easily understandable definition and 
complementary visualisations of the significance of regional 
CCCNs to achieve a common understanding within EUnetCCC 
(see figure Models of CCCN). 
(2) Interviews performed with regional networks in 11 EU-
countries (Austria, Bulgaria, Estonia, France, Italy, Latvia, 
Lithuania, Norway, Poland, Portugal, Sweden):
• Nordic countries have regional networks for cancer care in 

the whole country with patient pathways, with governance
• Major key performance indicators tracked: most common, 

waiting times due to variability between regions
• No existing set of standards and outcomes/KPIs at country 

level found to date

Goal: to create a harmonized EU-model of regional CCCN to ensure regional access to high quality care according to the EU-flagship in all regions of the EU
Method: develop a maturity model for regional CCCNs (including set of standards and key performance indicators) based on the existing regional networks in EU 
member states to evaluate and improve regional cancer care quality within a network with as many cancer care providers and entities as possible at regional level 

In the EU, delivery of cancer services takes place at regional level, often independently from one another. The regional CCCN model promotes collaboration 
between the different healthcare providers in the region for improved quality cancer care close to home, with reduced inequalities.  

Collaboration is required between healthcare providers at regional level, as no 
provider is able to provide all services in a timely manner.

Start of a Regional CCCN - Example Fully matured Regional CCCN - Example

Development over time
according to standards and 

key performance indicators of 
regional CCCNs

Example for services provided (and not provided) by 2 different health care providers in a regional network 
for lung cancer. These providers work together to deliver all necessary quality assured services for their 
patients using a defined patient pathway. Our Tasks for 2025 -2028

• 2025-2026: Regional CCCN set of standards, quality 
criteria

• 2026-2027: Regional CCCN pilots in 3-6 sites in the EU

• Until Oct. 2028: 
• certification structure with regional CCCN auditor 

teams for EU countries
• coaching/consultation team for achieving progress 

based on maturity levels

33



B. Perić, MD, PhD 1; I. Oblak, MD, PhD 2; S. Tomšič, MD, PhD 3; A. Kocijančič 4; T. Čoga 4

PATIENT INCLUSION – Slovenian iniciative

We are launching a systematic approach for 
patients and the general public to build capacity 
and foster greater inclusion and communication 
of patients in the care pathway through EUnetCCC
structures.

Patient Council

The first advisory Oncology Patient Council of 
Slovenia was established on September 22, 2025. 

It comprises a president and nine (9) members, 
ensuring diversity in:
• geographic representation – across Slovenia
• age and gender groups – a range of 

demographics
• Personal experience of different cancer types –

including patients and family members

Operational Timetable: 

Patients with their experiences of illness and 
treatment, and their relatives, represent a 
valuable source of knowledge and insight into 
possible improvement of the quality of cancer 
care.

OUR GOAL
To achieve greater inclusion of patients in the 
care pathway through EUnetCCC structures.

#EUnetCCCSlovenia, #EUnetCCC

1 Assistant Professor, Department of Surgical Oncology, Institute of Oncology Ljubljana, 2 Associate Professor, Division of Radiotherapy, 
Institute of Oncology Ljubljana, 3 National Cancer Control Programme, Institute of Oncology Ljubljana 4 Department of Research and 
Education, Institute of Oncology Ljubljana

Institutions that are a 
part of Slovenian CCC 

pilot
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AIM: to develop a common pathway across various 
hospital settings in Romania and Moldova

Participants:
MedEuropa Bucuresti (Romania) 
Oncohelp Timisoara (Romania) 
Oncology Institute IMSP Chisinau (Moldova)
Ploiesti Municipal  Hospital (Romania)
Regional Institute of Oncology Iași (Romania)

Challenges – what was different?

• Patient population (Local coverage/Regional coverage/National 
coverage)

• Referral pathway (Private hospital/Regional Institute/County
hospital)

• Policy of pre-biopsy imaging assessments
• Reimbursement policies (Romania/Moldova)
• Timeframes for imaging (time to bone scan, etc), initial oncology

consultation, MDT presentation, start of treatment
• Access and manner of connection with supportive disciplines

(rehabilitation, psychooncology, nutrition, genetician)

What we decided: KPIs
• KPI1: % of patients with pelvic MRI before PC biopsy
• KPI2: % of patients with a pathology report that is in accordance with 

current guidelines for biopsy reporting (number of cores, left vs. right, 
diagram, etc.)

• KPI3: % of patients with geriatric screening and subsequent additional 
assessments (nutrition, psychology, CGA)

• KPI4: Time from diagnosis to start of treatment
• KPI5: % of metastatic PC patients treated on ADT alone
• KPI6: % of patients enrolled in clinical studies (academic or pharma-

initiated)
• KPI7: % of patients sent for a genetic assessement

What KPIs were NOT included
• % of new PC cases discussed in MDT
• % of PC cases discussed in MDT at progression
• % of patients with ecocardiography prior to ADT start
• % of patients with genetic testing
• % of patients assessed by means of PET/PSMA

Teodora Alexa-Stratulat

Unified patient pathways across hospitals in 
Romania & Moldova – prostate cancer
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7,000
patients  
diagnosed  
with cancer/year

21,500
multidisciplinary 
team  
meetings/year

53,500
IV chemotherapy  
sessions/year

19,000
oral treatments/
year

64
in-patient 
beds

7
supportive day 
care units

1,2 million  
inhabitants in Franche-Comté

Team and governance Harmonize practices and patient care

Guarantee access to research and innovation Training, prevention & awareness

Territorial cooperation
• Between 8 public and private hospitals

• General assembly (admin managers and chief medical officers)
• A common medical project
• Supported by the Regional Health Agency

University hospital expertise
• A single mobile medical team 

• 35 medical oncologists and organ specialists  
including 12 hospital practitioners with a PhD

• 15 haematologists
• 16 radiotherapy oncologists

1 multidisciplinary coordination support team

Equity
Reduce territorial health inequalities

> 90 % population  
can benefit (from RFCI)

Shared tools
• Chemotherapy prescription software (BPC®) since 2005
• Shared oncology record system since 2009
• 18 multidisciplinary consultation meetings by specialty/week since 2009
• ONCOTEL

ACCUEIL TÉLÉPHONIQUE RÉGIONAL DE CANCÉROLOGIE
(single phone number for patients and doctors) since 2013

Shared tools
• Supportive care: a key component of patient care pathway
• Care pathways tailored to specific cancer types

• Pancreatic, head & neck, breast, glioblastomas....

 21 days 
between diagnosis 
and treatment

 27 days 
(versus 42 days in France) 
between breast cancer surgery 
and strat of chemotherapy

Spotlight on

Coordination of 2 University Diplomas
• DU in Oncology
• DU in Adapted Physical Activity, Nutrition and Cancer
Training unit “Clinical Research” 
Faculty of Science and Technology of Besançon

Prevention
• Enchanced collaboration with community care structures
• Strengthened local and regional health actions

Taking part in “Impulsion” project
• Validated by 

Participation in several working groupsUnit of methodology and quality of life in oncology (UMQVC)

Inserm labelling (over 8 years)
• 4 publications in The Lancet Oncology 
• 1 in Journal of Clinical Oncology
Center certified as “Early Phase” CLIP2

 150 
clinical trials 
from Phase I to Phase IV

 700 
patients included/year

A joint clinical research team
• Patient enrollment across all healthcare facilities

This organisation guarantees high standard  
quality care and equitable access
Reduce geographic disparities  
in access to care

A faster-declining mortality rate
A study conducted by the Regional Health Observatory in 
2021 shows that mortality is declining in Franche-Comté.

Breast
26.1 / 100,000 
vs 29.3 in France1

Colorectal
20.8 / 100,000 
vs 22.9 in France1

Prostate
24.4 / 100,000 
vs 29.6 in France1

A regional organization promoting  
healthcare cost control in oncology.

30 %
lower treatment costs than  
in other French regions2

1. Standardized mortality rates

2. Report dated March 22, 2022,  
concerning the year 2020

ORGANIZATION

RESULTS

Scan this QR code 
to download the 
IRFC activity report 
(in French).

Doctors travel,  
not patients!

2008 Creation of the 
Health Cooperation Group for resources 

8 public and private hospitals

3 main objectives
• Federate
• Harmonise 
• Guarantee access

Same quality of care 
everywhere  
and for everyone!

CONTEXT

Centrehospitalier 
intercommunal 

de Haute-Comté
Pontarlier

Centrehospitalier 
Jura Sud

Lons-le-Saunier

Centrehospitalier 
LouisP asteur 

Dole

Groupehospitalier
de la Haute-Saône 

Vesoul
Hôpital Nord 

Franche-Comté 
Belfort-Montbéliard

CHU BesançonF ranche-Comté

CliniqueSaint-Vincent

Polycliniquede Franche-Comté 
Besançon

Regional Federative Cancer Institute of Franche-Comté
An innovative regional model in oncology

Q. Jacquinot, C. Querry, C. Borg, J. Boustani, E. Deconinck, E. Pidoux-Simonin
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Supporting European CCCs and CCCNs with 
structured patient pathway development

Utilising cancer-specific patient pathway templates is 
expected to:

1. Create a uniformly high level of quality cancer care

2. Shorten the development times of pathways

3. Simplify patient pathway development process

4. Improve evidence-based practice 

5. Increase re-usability of patient pathways

6. Increase the quality of pathways in practice

7. Contribute to internal dissemination of knowledge

Patient pathway templates available:

• Lung cancer

• Pancreatic cancer

• Colorectal cancer

• Prostate cancer

• Gynaecological cancers

Designing and managing patient pathways 
in a pathway repository and modelling tool

Martin Burwitz, Peggy Richter, Madita Schädlich, Hannes Schlieter

European Patient Pathway Repository

Example: Lung cancer 
patient pathway 

template (CraNE legacy)

Example: Colorectal 
cancer patient pathway 
template (iPAAC legacy)

The pathway templates will be updated 
or newly developed in EUnetCCC WP9.

• Pathway tool for the systematic and standardised 
creation, representation, management, and 
documentation of patient pathways and templates

• Prototype features:
• Search and browser verified European pathway templates
• Adapt pathway models to local, regional, national contexts
• Integrate quality indicators along the pathway
• Link references to pathway elements
• Structured exporting functionalities

• Status quo: testing the repository prototype with 
WP9 Comprehensive Cancer Cancer Network pilots

• Vision: Empowering a collaborative community to 
co-develop, refine, and share patient pathway 
templates - fostering harmonisation, innovation, 
and sustained quality improvement across regions

Modelling  patient pathways using a BPMN extension. Example: integrating quality indicators.

Patient pathway template gallery. Using existing templates to create own patient pathways. 

Dr. Peggy Richter
peggy.richter@tu-dresden.de

Research Group Digital Health

Patient pathway templates

Generic patient pathway template for a specific 
patient type representing best evidence 

Standard blueprint, 
guidance for 
adaptation

Evaluation, 
feedback, 

good practice 
examples

Template-based patient pathways in comprehensive cancer care
Adaptation of PP 
template to 
national, regional, 
and local 
conditions of the 
care network 
implementing the 
template

X

CCCN

Patient pathway
CCCN gallery

CCC

Patient pathway
CCC gallery

Patient pathway 
template repository

Patient pathway
template gallery

CCCN patient 
pathway galleries
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Discussion
Appropriate education and training allowing increased activities to be undertaken by  an APRT 
increases service efficiency and capacity by improving wait times and increasing patient 
throughput (Harnett et al. 2014).

70% of women undergoing VBT treatment suffer with anxiety related to fear and pain of the 
treatment (Park et al. 2022).

‘Task shifting’ facilitated staff to prioritise patient comfort meant , streamline workflow 

Local recurrence rates recorded, are in line with international data validating the effectiveness 
of the role and demonstrating that an RT led role is non-inferior in outcome of recurrence

Rhona Goodwin, Saolta Radiation Oncolgy Centre, Galway University Hospital

Advancing Practice: An Evaluation of efficiency and 
effectiveness of RT led Vaginal Vault Brachytherapy

Methodology
Identify 

purpose and 
key 

stakeholders 

Assess is this 
an 

evaluation? 
Is it 

required? Is 
it of value?

Plan aims 
and 

objectives , 
SMART ,type 

of data,  
resources 

Do collect 
and analyse 

data

Review and 
act on 

findings in 
inform 

decision 
making 

Situation Analysis

• Inefficiency of 
service 
delivery 

•Delayed 
referrals

•Delays in 
treatment 
delivery 

• Inefficient use 
of staff 

Inputs/activities 

•Education + 
Training 

•Time 
•Support of 

management
•Upskilling to 

facilitate role 
extension 

Outputs

• Efficient 
referral 
process

•Streamlined 
treatment 
process day 1

•Efficient use of 
staff 

Outcomes 

• Improved 
waiting times

•Improved day 
1 treatment 
times

• Effective  
outcome of 
recurrence  in 
line  with 
published data
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within best practice guidelines as per 
NCCN guidelines

Fig 3. The Logic Model

Fig 2. Evaluation Cycle
“NHS evaluation toolkit,” by NHS National Institute for Health Research

Time Before After 

Minimum 75 45

Maximum 150 90

Mean 91 59

Table 1. Time of day 1 procedure for ‘Before’ 
and ‘After’ groups in minutes

Background
Endometrial cancer is the most common gynaecological cancer, with 80% diagnosed as 
Stage 1. Vaginal brachytherapy (VBT) is endorsed for Stage 1 intermediate and high 
intermediate risk groups (Columbo et al. 2016). Its efficacy has been validated in pivotal trials 
(Nout et al. 2010; Creutzberg et al. 2000). 

The VBT treatment process is complex and time consuming due to multidisciplinary team 
input and consultant approval at numerous steps in the patient treatment workflow. 

A Radiation therapist dedicated to brachytherapy was upskilled to expand scope of practice. 
The role has been steadily expanding to encompass the 4 pillars of advanced practice, with 
the current candidate practicing with a high level of autonomy and complex decision making

Fig 1. Study Flow chart. Vaginal brachytherapy (VBT), 
Endometrial carcinoma (EC), Advanced practice radiation 
therapist (APRT)

One of the pivotal trials validating the role 
of VBT was the PORTEC 2 Trial. (Nout et 
al. 2010). The results of recurrence from 
our evaluation were comparable with 
PORTEC 2 with 0% and 1.8% isolated 
vaginal recurrence respectively and 
identical loco regional recurrence of 5%. 

www.hse.ie/changeguide

Fig.4 ‘Before’ and ‘after’ patient pathway demonstrating new streamlined 
process with changes implemented

Objectives
1.   Efficient referral : surgery to treatment    
2.   Efficient treatment : insertion/plan/ treat  
3.   Effectiveness of treatment : Local recurrence compared to international data 

Results

For more information contact 

Email: Rhona.goodwin@hse.ie
Phone : 091 54 2677

References:
https://doi.10.1093/annonc/mdv484
https://doi:10.1016/S0140-6736(09)62163-2
https://doi:10.1016/s0140-6736(00)02139-5
https://www.proquest.com/scholarly-
journals/roadmap-change-charting-course-
developmentnew/docview/1550880785/se-
2?accountid=12269
https://doi:10.1016/j.ejogrb.2020.02.011

CONCLUSION
An advanced practice Radiation Therapist led vaginal vault service, with learnt role extension, allows 
for efficient and effective service delivery with non- inferior outcomes of recurrence.
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• PILOT CONFIGURATION                          
BASQUE COUNTRY: Consortium-based CCC

Health Ministry of the Basque Government, Basque Health Service – Osakidetza, BIOEF – Basque Foundation for Health Innovation and Research
Contact e-mail: planifikazioa-osasuna@elkarlan.euskadi.eus

Basque Country Comprehensive Cancer Plan 2025–2030:
Towards a European-aligned, people-centred and innovation-driven oncology strategy

• METHODOLOGY: Plan development

MISSION
“Establish a comprehensive, participatory, sustainable and dynamic strategy to guide 

cancer actions based on excellence, scientific evidence and equity, generating value for 
Basque citizens in terms of better health outcomes”

Promote local and timely 
adaptation

Measure outcomes

Develop a shared vision

Think beyond health services

Engage citizens, patients, 
and professionals

1

6

52

3

Consider implementation from 
the very beginning

4

BASELINE 
YEAR

BASELINE SOURCEGENERAL INDICATORS

2019776,4 (men)
458,5 (women)

Basque Cancer RegistryCancer incidence rates in the Basque 
Country by type of cancer

2023322,0 (men)
154,2 (women)

Basque Mortality RegistryCancer mortality rate in the Basque 
Country by type of cancer

2015-20190.5751 (men)
0.6466 (women)

Basque Cancer and Mortality
Registries

Relative survival at 5 years of people 
diagnosed with cancer in the Basque 
Country, by type of cancer

202310,344 years (men)
7,745 years (women)

Basque Mortality RegistryPotential years of life lost by people who 
died of cancer in the Basque Country

2015-20190.8018 (men)
0.8093 (women)

Osakidetza Quality of life of cancer patients and 
survivors and their carers

TECHNICAL SECRETARIAT

STRATEGIC COMMITTEE 
19 PEOPLE

WORKSHOP
60 PEOPLE

WORKING GROUPS
156 PEOPLE

PATIENTS GROUP
7 PEOPLE

ASSOCIATIONS GROUP
8 ASSOCIATIONS

TIMELINE AND PEOPLE INVOLVED

STRATEGIC FRAMEWORK

Osakidetza
Strategic Plan 

2023– 2025

Basque Oncology
Plan 2018 – 2023

Health
Plan 2030

Strategic
Formulation

Strategic
Formulation

BENCHMARKING

• BASQUE COUNTRY COMPRENHENSIVE 
CANCER PLAN 2025-2030: Overview

Promote humanization, comprehensive
well-being, and active patient participation
in decision-making

Ensure an equitable and integrated
organizational model that guarantees
quality care through coordination across
all levels and adherence to European
standards

Implement policies and promote healthy
lifestyles to minimize exposure to risk
factors, following the guidelines of the
European Code Against Cancer

Strengthen evidence-based population
screening programs and use rapid
diagnostic pathways to reduce treatment
aggressiveness and improve survival rates

Apply a holistic and integrated model
encompassing early diagnosis and
innovative therapies through to survivor
follow-up and palliative care

Develop a management model focused
on collecting, monitoring and improving
health outcomes and system
sustainability, using strong information
systems

Strengthen research and innovation to
translate scientific advances into clinical
practice

PEOPLE, THE CORE OF THE BCCP

HEALTHCARE MODEL

PROMOTION & PREVENTION

EARLY DETECTION

COMPREHENSIVE CARE

HEALTH OUTCOMES

RESEARCH & INNOVATION

35
142

81

+200

PRIORITY AREAS

OBJECTIVES

ACTIONS

INDICATORS

PARTICIPANTS

7

GOVERNANCE 

G
ui

di
ng

 
Pr

in
ci

pl
es

 

DASHBOARD: General Impact Indicators and 74 Specific Indicators linked to the 7 Priority Areas

ORGANISATIONAL STRUCTURE: priorisation of actions, follow-up, monitoring 
and evaluation of the Plan

SCAN ME

BASQUE COUNTRY 
COMPREHENSIVE CANCER 

PLAN 2025-2030 
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Denmark’s National Cancer Plan V 
– A Better Life With and After Cancer

The Capital Region of Denmark and Lillebaelt Hospital, Region of Southern Denmark 

A Model for Modern Cancer Care
Since 2000, Danish cancer  
plans have been instrumental in 
improving cancer survival and  
ensuring uniform, high-quality, 
patient-centred care nationwide. 
Studies showed that there were 
large differences in quality and 
waiting times between hospitals.  
It created political and public  
pressure for action. 

National Cancer Plan V
In Denmark, the fifth National Cancer Plan recently was launched 

➜   A model that ties directly into hospitals’ cancer strategies and 
strongly supports patient pathways and patient involvement.

➜   It represents a modern approach to cancer care, integrating best 
practices, personalized medicine, and new technologies

The cancer plans intended to:
➜   Establish a national strategy for prevention, early diagnosis,  

treatment, rehabilitation, and research.

➜    Strengthen cooperation within the healthcare system. 

➜   Make cancer treatment more uniform, faster, and patient- 
centered across the entire country.

Facts
More people are  
diagnosed with cancer  
in Denmark compared  
to our Nordic neigh-
bours.

Lillebaelt Hospital is the patients’ hospital — guided by an ambitious vision to be a leading, specialized 
cancer hospital that always puts the patient first.
Through the Program Plan, the hospital strives to ensure the best possible care and treatment for patients 
and their families. The overarching purpose is to deliver top-level cancer treatment and to position  
Lillebaelt Hospital among the best cancer hospitals in the world.

Et bedre liv med  
og efter kræft 
Kræftplan V 

MAJ 2025 

Level of implementation Examples

National policy National guidelines & targets (2025-2028)

Regional governance Regional cancer steering groups

Clinical practice Late-effects clinics, rehabilitation,  
AI diagnostics

Local & community Rehabilitation, prevention, palliative care

Data & learning Real-time dashboards and quality audits

Four priorities 
1. Cancer patients’ quality of life must be increased
  Far more people are surviving cancer today. But more people are living with the 

consequences of the disease. Because cancer is a disease that leaves its mark 
both physically and mentally.

2. Cancer treatment must be tailored to the individual patient
  Cancer patients are different and have different needs and wishes for their 

treatment. Cancer efforts must take this into account.

3.  More good cancer-free years
  Prevention efforts must be strengthened to create a better framework for the  

health of children and young people. This applies to the use of tobacco and  
nicotine, tanning beds, alcohol and unhealthy foods.

4. The quality of cancer care must be developed and increased.
  – We must continue to be at the forefront of cancer. This requires a sustained  

focus on strengthening the quality of the treatment we offer patients.

Synergy with EUnetCCC
Cancer plan V directly supports EUnetCCC’s Comprehensive Cancer Centre  
framework and it demonstrates how a national cancer strategy can be transformed  
into measurable, patient-centred quality improvements.

CASE: Lillebaelt Hospital  
– The Patient-centred Cancer Hospital 

We recognise you as a whole person

We respect that your time is valuable

We provide safety and care

We offer you accurate and personalised treatment 

We provide coherence in your treatment plan 

Specialist 
hospital

Emergency 
hospital

Cancer 
hospital

Patient safety 
& involvement

Leadership 
& flexibility

Education  
& research Partnerships

Highly competent and committed employees 
creating wellbeing and improvements

Quality & performance  
management

Digitalisation 
& communication

Healthy 
economy Innovation

Patient first

R
D
C
E

-
-
-
- 

results
decency
co-operation
excellence

Program Plan Initiatives

01
Equity in cancer

_____

02
Personalized medicine

_____

03
Accessible and timely diagnosis

treatment

_____

04
A good life with and after cancer

_____

05
Knowledge, technology, and 

leadership

Program Plan Initiatives Drivers

Continuous skills development

_____

Shared decision-making

_____

OECI-Accreditation

_____

Strong research environments and 
partnerships

_____

Strong program organization

Drivers

➜ ➜ ➜

Patient first

Program Plan Initiatives

Patient Care: Person-centered integrated pathways

Research: Data and innovation integration

Research Integration: Research is integrated into national strategies and hospitals’ 
development plans

Governance: National-regional-local accountability model

Prevention: Equal quality under and after cancer

Innovation: Digital tools for shared decision-making and follow-up care

Education & Training: Continuous competence development in modern cancer care
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RT

Major regional and/or
competence centers
Regional centers

Lithuania is a small member state in Eastern Europe, with a population of
2.89 million as of January 1, 2025. Cancer care services are provided at two
major cancer centers and three regional centers (Fig. 1). Although
accredited by OECI as a Cancer Center, the National Cancer Institute (NCI)

still lacked clinical services for certain rapidly advancing areas, such as
hematological malignancies, neuro-oncology, and pediatric cancers.
Moreover, being a small member state, accumulating enough research
volume to meet the requirements for a comprehensive cancer center was
impossible.

To implement Europe's Beating Cancer Plan and establish a national
Comprehensive Cancer Center (CCC), two major institutions providing
cancer services – Vilnius University Hospital Santaros Klinikos (VUH SK) and
the NCI – merged their clinical facilities. As a result, a comprehensive
cancer-dedicated structure – the National Cancer Center (NCC), Affiliate of
VUH SK – was formed, ensuring all diagnostics and treatment modalities for
all cancer types. The newly established entity enables autonomous
organization of oncology services, efficient translation of scientific
innovations into clinical practice, and collegial management of care
pathways.

In addition, NCC, Vilnius University (VU), and the NCI (retained its activities
as a cancer research hub), agreed to streamline forces, aiming at the
establishment of a national CCC, which was formalized through a joint
agreement (Fig. 2). Sustained collaboration across clinical, academic, and
research domains is ensured through the Cancer Research and Education
Council, coordinated by the NCC, NCI, and VU.

RT
SCT
CAR-T
BB
Mol
PET
Robotic
CC 

RT
SCT
BB
Mol
PET

RT
BB
Mol
Robotic

Fig. 1. Cancer care infrastructure in Lithuania.

RT – radiotherapy
SCT – stem cell transplantation
CAR-T – decentralized CAR-T cell manufacturing
BB – biobank infrastructure
Mol – molecular diagnostics
PET – positron emission tomography
Robotic – robotic surgery
CC – OECI Cancer Center

Results

Jelena Rascon, Marius Čiurlionis, Feliksas Jankevičius, Edita Baltruškevičienė, Renata Blackutė, Vilma Jeršovienė, Valdas Pečeliūnas.

Vilnius University Hospital Santaros Klinikos, National Cancer Center

Integration of Cancer Care Services: 
An In-Depth Case Study of the Lithuanian Strategies and Practices

A consistent upward trajectory has been observed in both newly diagnosed
cancer cases and the number of unique individuals treated for cancer each
year (Fig. 3). Increasing case volume goes along with improved survival and
long-term follow-up.

Gastrointestinal cancers are the most frequently treated type of cancer at 
the institution. Hematological malignancies and prostate cancer follow as 
major contributors to the oncological caseload.

In the past three years, a total of 163 clinical research studies were
conducted, including 76 academic studies and 87 commercially sponsored
studies. Among these, 101 were interventional trials. Over 3,000 patients
were enrolled, contributing to significant advancements in evidence-based
oncological care.

Decentralized autologous CD19 CAR-T cell manufacturing at the point-of-
care program was launched in June 2022. By November 2025, 71 patients
(70 adults and 1 child) with relapsed/refractory hematologic malignancies
benefited from CAR-T therapy (Fig. 6). The treatment is reimbursed by the
Lithuanian Health Insurance Fund. Cross-border patients are admitted under
the EU cross-border healthcare framework (E112 form).

Background and Implementation Pathway

NNCCII

VVUUHH SSKK

VVUU

HHOOTTCC

Comprehensive Cancer Center

NNCCCC

VVUUHH SSKK

VVUU

HHOOTTCC

NNCCII

NNCCCC

VVUULL  SSKK

VVUU

HHOOTTCC

NNI

Before 2025 Current situation 2027 situation

Fig. 2. Creation of a national Comprehensive Cancer Center. HOTC – Hematology, Oncology, and Transfusion
Medicine Center, NCC – National Cancer Center, NCI – National Cancer Institute, VU – Vilnius University, VUH
SK – Vilnius University Hospital Santaros Klinikos.

Fig. 3. Cancer volume
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Fig. 5. Clinical Research Activity according to cancer type.
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Fig. 6. Autologous CD19 CAR-T cell
manufacturing at point-of-care followed by
clinical infusion.

Melanoma and other skin 
cancers; 875; 15%

Breast cancer; 517; 9%

Lung cancer; 534; 9%

Urological cancer; 373; 
6%

Prostate; 431; 7%
Gastrointestinal cancers; 

1172; 20%

Gynaecological cancer; 
287; 5%

Head and neck cancer; 
48; 1%

Thyroid cancer; 136; 2%

Haematological 
malignancies; 1328; 22%

Neurooncology; 160; 3% Bone and soft tissue 
tumours; 77; 1%

Fig. 4. Distribution of cancer types
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Background

Results

Presented by Annelies Verbiest on behalf of FALCON. Contact: annelies.verbiest@uza.be; kimmo.porkka@helsinki.fi ; golozar@ohdsi.org ; reich@ohdsi.org
Collaborators: see oncology.ohdsi.org; www.ohdsi.org/2025showcase-422; ESMO 2025 1867P; ESMO 2025 2318P

FALCON – a novel high-quality cancer network for real-world evidence

Precision oncology requires timely and reliable real-world evidence (RWE)
But cancer RWE is challenging: 
✓ Cancer is complex
✓ Cancer is rare

Arterial hypertension

Bladder cancer Erdafitinib

➢ Histology Urothelial
➢ Topology Bladder
➢ Stage IV

➢ Biomarker FGFR-alteration
➢ Line After platinum & ICI
➢ Regimen Monotherapy

Perindopril 1M

< 20

✓ Data are fragmented
✓ Meaningful evidence requires detail & scale

DRUGDISEASE pt / yr EU

Methods
We established the Federated Alliance for Large-scale Cancer 
Observational Network (FALCON), a global initiative designed to enable 
high-quality, large-scale, timely oncology RWE generation.
• Federated Network: privacy-by-design, GDPR & EHDS compliant.
• OMOP Cancer Model: uniquely fit to model cancer trajectories
• Data Quality and Readiness label: partners undergo comprehensive 

oncology-specific data-quality assessment to ensure reliability and 
completeness & refine their quality

• Use Case–Driven Research: Network activities are guided by clinically 
relevant use cases, such as treatment pattern evaluation (FALCON-
Lung) and guideline adherence (FALCON-Bladder) 

• Open Science Infrastructure: Using open-source OHDSI tools and 
transparent analytic pipelines for reproducible, scalable evidence 
generation.

EU and countries across the world are struggling to establish a network of 
cancer centers with high-quality fit-for-purpose data that can be 
interrogated in a timely, privacy-preserving and reproducible fashion.

Conclusions
FALCON establishes a unique approach for high-quality 
cancer RWE, tackling several of Europe’s Beating Cancer 
plan’s challenges
• Scalable – >25 EU cancer centers
• Timely – 1 year for 1st study conception to delivery
• Privacy-by-design – GDPR compliant
• Data quality & fit-for-purpose label
• Reproducible – global data standard (OMOP-CDM), open-

source tools, transparent analytic pipelines

A Global Oncology RWE Network
• First large-scale federated oncology RWE network
• 40 data partners across 19 countries contributing standardized 

cancer data.

Diversity and Representativeness
• Academic hospitals, community centers, and national registries 

across 19 countries 
→ real-world differences in clinical practice and health systems

• EHR, oncology EHR, registry, and claims-based data
→ Combine clinical detail & population-level representativeness

This diversity enhances external validity of findings, supports cross-
system comparisons, and reveals how local policies, reimbursement, 
and care delivery shape treatment use and outcomes.

Data Readiness and Quality
• All partners completed oncology-specific readiness assessments, 

incl. disease coding, staging, treatment capture, and laboratory
• 53% demonstrated high readiness for key oncology domains
• Tailored “patches” were developed for identified data gaps.
• The readiness framework enabled partners to rapidly improve data 

quality and consistency

Use Case–Driven Prioritization and Refinement
• Creating a closed-loop process, where readiness informs feasibility 

and use cases drive targeted data improvement.

2.4%6%

Treated

0.7%
0.7%

0.6%
0.1%

0.3%

~600,000 bladder cancers RegimensMetastatic

Subnetwork 1 – FALCON-Lung
Compare geographic & temporal health system trends
Do patients achieve equitable access and meaningful outcomes?

Explore preliminary results through an interactive dashboard. Stratify 
by regimen, treatment line, site, age and sex. 
www.oncology.ohdsi.org/hus-nsclc/

Subnetwork 2 – FALCON-Bladder
Assess the relevance of, adherence to, 
generalizability of the clinical guidelines on 
metastatic bladder cancer 
& address unmet needs

We clearly need a network!
100 200 300 400 5000

patients

Site 1, Tertiary EHR 20

Falcon Bladder Network

578

420
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WP9 : Pathway to Excellence: Establishing a Certified Comprehensive 
Cancer Care Network for Gynecological Cancers in Greece
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Background
The EUnetCCC initiative aims to establish certified Comprehensive Cancer Centres and Networks CCCNs  across 
Europe to ensure equitable access to high-quality, multidisciplinary cancer care. n Greece, services for gynecological 
cancers remain fragmented, with limited coordination between hospitals and specialties. To address these gaps, 
Alexandra Hospital participates as a pilot site, adapting the EUnetCCC framework to develop a structured and certified 
network for gynecological cancer care.

To design and implement a certified CCCN for gynecological cancers 
in Greece, integrating existing clinical services and aligning them with 
EUnetCCC standards of quality and governance.

Objectives

More than 15% of Greek Gyn 
Cancer patients are diagnosed and 

treated in Alexandra Hospital

Approach
• Mapping of existing gynecologic oncology services Alexandra, Elena 

Venizelou, Spiliopoyleion Agia Eleni
• Multidisciplinary collaboration with our internal and external partners, 

under the supervision of our Competent Authority  1 st YPE
• Gap analysis using the draft EUnetCCC Set of Standards
• Development of SOPs 
• Creation of an Excel-based patient registry to support structured data 

collection

Challenges & Opportunities

Achievements to date
• Completion of partner matrix and implementation plan 
• Successful opening workshop with multidisciplinary 

participation
• Gap analysis finalized and translated into an actionable 

roadmap
• egistry for gynecologic oncology patients under 

development and shared as a good practice among pilot 
sites

Next steps
• Launch of coaching support M1
• Development and testing of the gynecologic patient 

pathway tool
• Self-assessment and preparation for internal audit and 

pre-audit activities
• ntegration of digital registry and SOP workflows into 

clinical routine

Progress Update

Challenges 
• Limited digital infrastructure and registry interoperability
• Missing standardized SOPs
• Time and staff limitations for additional coordination tasks

Opportunities 
• Strong academic affiliation with the National and 

Kapodistrian University of Athens NKUA
• irst pilot hospital in Greece to align CCC development with 

CCCN 
• Support through EU-wide coaching and knowledge exchange

Key message: 
Alexandra Hospital, in collaboration with the 1 st YPE, is leading 
Greece’s pilot effort to establish a certified Comprehensive Cancer 
Care Network, translating the EUnetCCC vision into sustainable, 
patient-centered practice.

Michael Liontos, Theodora Papadopoulou, Morena Bazelli, Alexandra Stavropoulou, Dimitrios Haidopoulos, Nikolaos Thomakos, Kalliroi Goula,                          
George Pissakas, Athanasios Chalazonitis, Andreas Pambanos, Argiro Vezirgianni, Basiliki Markasioti, Dimitrios Valsamidis, Ourania Todoulou,                                         

Anastasia Vourvouli, Elpiniki Tavianatou, Theodora Psaltopoulou, Meletios-Athanasios Dimopoulos 
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Our challenges       
• Small Member State (<3 million population): 

• Scale and critical mass
• Structural limitations in healthcare expertise
• Low clinical trials activity
• Limited human resources
• Complex cross-border coordination across systems (Greater Region)

• Oversight by different Ministries
• Data sharing and interoperability

Gaignaux A., and Goncharenko N., Institut National du Cancer

Organisation and Integration of 
Comprehensive Cancer Care in Small Member States

The Luxembourg Model

Luxembourg in a nutshell
• Small Member State: 

• Total land area = 2,586 km2

• Population = approx. 677,500 residents + 230,000 cross-border 
workers

• Cross-border care: ~45% of staff are cross-border workers
• Health coverage: Universal
• Cancer burden: approx. 3,000 new cancer cases annually
• National Cancer Plan ✓✓
• National cancer registry ✓✓

Cancer dashboard
Enables the monitoring of the quality of care 
and of patient outcomes

National guidelines and patient pathways
Standardise processes, formalise interfaces 
and promote equitable access to cancer care

Multidisciplinary tumour boards
Hospital-based tumour boards for high-
prevalence cancer types, and national 
tumour boards for rare, poor-prognosis 
cancers and complex cases

Towards an integrated comprehensive cancer care framework

From concept to implementation

Consortium-based approach 
Enables comprehensive coverage and 
functional integration

Framework collaboration agreement 
Foundation for institutional cooperation

Transversal governance – CCC Board
Streamlines processes, rationalises structures, 
and ensures coordination between institutions 
to deliver high-quality patient care

National designation of the CCC by the Ministry of Health and Social Security
Enables the CCC structure to receive formal endorsement from the national 
authority
Creation of a National Support Group
Establishes a project steering committee, overseeing the implementation of 
the CCC through Working Groups
Creation of thematic Working Groups
Establishes operational project teams to support implementation, formally 
endorsed by the respective institutions

• Scientific affiliation between LIH, Uni.lu, hospitals
• Connecting the wide range of cancer-related research
• Translational and clinical research → bench-to-bedside
• Integration of research and care

• Lung and gynaecological CCCNs
• High-quality care
• Integrated patient pathways
• Strong foundation for the coordinated 

mechanisms of the CCC

• 2020-2024 (extended to 2026)
• 8 Axis, 48 objectives
• Aligned with the objectives of the EBCP and 

the Cancer Mission
• High synergies with the CCC standards

Comprehensive Cancer Care 
Networks - CCCNs

Key national flagship initiatives

Nikolai Goncharenko – nikolai.goncharenko@inc.lu 
Amélie Gaignaux – amelie.gaignaux@inc.lu

www.institutcancer.lu 

Underlying principles

Coordination mechanisms
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CCC – Mecklenborg–Pommerania in Brief Ethical Issues in Personalized Cancer Care

Jörg Haier & CCC-MV Team

Ethical Challenges of Modern Cancer Care

Catchment area CCC-MV

CCC-MV in State of Mecklenborg - Pommerania

Large rural areas, only 4 larger cities

Lowest population density in Germany (1.57M) 

2 university hospitals building the CCC-MV

Lowest per capita income in Germany 
Low life expectancy compared to other areas in Germany

~60% of approx. 12,000 new cancer cases in state
treated at CCC-MV

Clinical Trial Platform

Easy-to-Read 
Information about

Regional Clinical Trials

Clinical Trial Dashboard

Easy-to-Read Versions 
of Research Results

Patient Researchers

Active Participation in 
Research Projects (eg. 

IMAGINE, JA PCM)

OnkoHelfer

Training Program for
Patients, Supporters, 

Representatives

Governance

Patient Advisory Board
Patient Representatives

as Board Members

Strategic Highlights of our Center

Patient Participation and Centeredness in Cancer Research

Low availability of
certified cancer care 

structures according to
German National Cancer 
Plan (DKG certification)

3 Outcome- and implementation research (Living with and after cancer) with
special focus towards rural aeas

1 Preclinical cacner models for analysis of tumorassociated mechanisms
and development of personlized treatment strategies

2 Personalized cancer medicine (incl. molecular treatment stratification and
risik adapted primary-, secondary und tertiary prevention)

He
ad

 &
 N

ec
k 

Ca
cn

er
, C

NS
 C

an
ce

r,
He

m
at

ol
og

ica
l,

 M
al

ig
na

nc
ie

s
Ur

ol
og

ica
lT

um
or

s,
Sk

in
 C

an
ce

r

Outcome and Implementation Research as Part of Developmental Strategy

PRO - Unit Clinical trial support 
group

Oncological data 
management

Regional research 
partners

Population density

Ethics and
Decisional

Uncertainty

Patients & 
Social

Environment

Physicians
Other 

Healthcare
Professionals

Applicability of Evidence

Classical high-level evidence

Molecular-based high-throughput diagnostics

• High-throughput, genome- or –omics-based diagnostics induce a new level of decisional uncertainty, and
impaired applicability of evidence

• Potentially generating acceptance barriers and affecting informed consent management and shared-decision
making

European PCM-Ethics Trial – Basic Concept

Uncertainties related to PCM can create
acceptance barriers and challenge informed
consent processes consequently affecting shared
decision-making between clinicians and patients.
Understanding how patients, clinicians, and
molecular diagnosticians perceive and navigate
these emerging uncertainties is critical for
optimizing implementation of molecular tumor
boards (MTB), ensuring appropriate informed
consent management, and harmonizing precision
medicine practice across European health systems.
For a deeper understanding of these potential
barriers and creation of a scientific implementation
background for PCM we will conduct a pan-
European study on perception by various involved
stakeholders.
Objectives
Characterize and compare perceptions of
uncertainty in PCM across three key stakeholder
groups —patients, clinicians, and molecular
diagnostic professionals — involved in MTB
workflows at European university cancer centers.
Our goal is to include at least 5,000 participants in
50 institutions in 10 European countries.
Methods
Prospective, multicenter, cross-sectional survey
study. Structured and validated questionnaires
assess uncertainty perceptions across stakeholder
groups:
Contact & Study Participation
Director CCC-MV (Rostock): Prof. Jörg Haier
Mail: eu-projects@ccc-mv.de

Perception of Ethical Challenges Perspectives of Stakeholder Groups

Interest in Participation

This investigation is accompanying the Joint Actions 
EUnetCCC and JA PCM.
If your institution is interested in participation you can get
more information and contact details at our website:
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Introduction

Aiming to enhance timely access to cancer diagnostic services and improve the quality of
cancer care, Klaipeda University Hospital was the first in Lithuania to implement a cancer
case management approach for oncology patients in 2019. A dedicated patient pathway and
registration system — the “Green Corridor” — was established within the organization for
oncology diagnostics and treatment. In this model, patients are guided by specially trained
oncology case managers who provide continuous coordination, information, and support
from the initial suspicion to the start of specific treatment (see Figure 1). The model was
developed and recognized as a best practice, leading to its nationwide implementation in
2023. Since then, both the oncology case manager role and the “Green Corridor” model have
been formally integrated into the national healthcare legislation.
Figure 1. Conceptual framework of cancer case management in the “Green corridor”

Alvydas Česas¹, Jolanta Česienė¹ Samanta Šamrejienė¹
Klaipeda university hospital¹

Improving outcomes, embracing wholeness
Cancer case management in the “Green corridor”: a best practice example from Klaipeda

Conclusions

▪ Model application disparities across the
country

▪ Insufficient training programs for case
managers

Challenges for future development
▪ Low fiscal motivation for health

institutions
▪ Misperception of case manager’s role
▪ Cultural resistance

The implementation of the “Green Corridor” model has shown a variety of benefits across all 
levels — patient, clinician, and organization. The most important include improved patient 
experience, reduced oncologists’ workload, shorter waiting times for diagnostic procedures 
and specialist consultations, increased efficiency in resource allocation, and strengthened 
institutional collaboration to meet national targets.
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Roncella M*, Picozzi G, Soldo C, Tanini T, Amunni G, Turi A, Tanzini M, Mantellini P, Gusinu R, Belvedere K
*Breast Unit of Pisa Universitary Hospital

Oncological network, Prevention and Research Institute (ISPRO), Florence, Italy

The clinical breast network in The Tuscany region of Italy 

Context: The Tuscany Oncological Network coordinated by ISPRO (Oncological network, prevention and research institute, Florence) is active in Tuscany from 
2017 (Decision 74/2017). It has the role of coordinating all the activities in the prevention, diagnosis and care in the oncological field, conducted in the Tuscany 
healthcare system through the oncological departments with the aim to prevent, know, understand and to care cancer, giving citizens the opportunity to have 
homogeneous and high-quality care throughout the area.

• concepita come un insieme di 
servizi interdipendenti ed in 
relazione funzionale mediante 
connessioni e modalità di 
interazione fortemente 
strutturate.

organizzazione 
a rete”

• che si incentra 
principalmente su un 
coordinamento tecnico-
scientifico e sulla 
condivisione di percorsi 
diagnostico-terapeutici e 
assistenziali

“organizzazion
e in rete”

Premise: The European Parliament resolution on breast cancer in the European Union (2002/2279) states that every woman must have access 
to quality screening, treatment, and post-therapy care and calls for all women affected by breast carcinoma to have the right to be treated by 
an interdisciplinary team.
The Tuscany Region of Italy has hystorically adopted strategies for breast cancer cases management by healthcare facilities capable of 
providing assistance according to the quality standards required by the European Community and the Ministry of Health.
In particular, in 2014, the first guidelines for Healthcare Companies for the establishment of Breast Units were issued with the following 
requirements: integrated Single Unit, sufficient volume of cases handled, specialized staff, multidisciplinary approach, availability of all 
services, from genetics to prevention, to palliative care and follow-up, psychological support, data collection and auditing.

The clinical breast network: has been defined in the context of the Tuscany oncological network (decision n.268 4.03.2019), with the aim of coordinating all 
the structures and centres involved in the breast cancer path and the Breast Units in Tuscany. 
Tasks and functions: scientific evidence clearly shows that breast cancers treated in a specialized and multidisciplinary setting experience a significant increase 
in survival and an improvement in quality of life. For this reason, national and international guidelines discourage the treatment of these cancers outside of 
facilities with such characteristics that combine expertise and provide effective services through established diagnostic and therapeutic pathways. The 
European Parliament and the State-Regions Conference, in adopting these recommendations, indicate the need to centralize services that require defined 
minimum volumes and to standardize responses in specific areas through an effective reorganization of service provision.

which focuses mainly 
on technical-scientific 
coordination and on 
the sharing of 
diagnostic-therapeutic 
and care pathways

networked organization

network organization
conceived as a set of 
interdependent services 
and in functional relation 
through connections and 
highly structured modes 
of interaction.

The reorganization of the regional breast care network represents an opportunity to redefine and structure a more 
modern and current multidisciplinary approach to patients with breast cancer, preserving the guiding principles of 
Breast Units, adding organizational methods capable of creating structured and coordinated synergies among all 
network services present in the various hospitals and in the territory. It also includes implementing proposals for 
healthcare governance such as avoiding the spread of a few cases to many hospitals and a reorganization of skills.

Screening and early
detection

programmes

management of 
familial genetic risk

post-surgery 
rehabilitation

follow-up based on the 
regional reference 

pathway

diagnostic confirmation
investigations, 

therapeutic
interventions

This also allows for the monitoring of all interventions concerning breast cancers with appropriate tools, indicators, and reference standards relating to all 
phases of the process, both in terms of adequacy, appropriateness, efficiency, effectiveness, quality, and health outcomes related to the interventions 
performed. 

A regional clinical breast network model (Resolution No. 958 "Guidelines for regional clinical networks“) was 
introduced in 2018: it identifies the various services that are part of it and defines structured relationships 
among the different providers through a network governance system to support inter-organizational 
collaboration, thereby overcoming informal interaction methods based solely on interpersonal relationships 
between healthcare professionals. This model allows for the combination of the need to centralize surgical 
cases at facilities (Breast Units) that meet the required threshold volumes and encompass all competencies 
outlined in international, national, and regional guidance documents, with the advantage of making other types 
of services in the breast cancer prevention and care pathway (screening, chemo-radiotherapy treatment, 
rehabilitation, follow-up) available at other “nodes” of the network that offer greater proximity for patients. In 
this way, an integrated clinical-care pathway is structured, capable of providing each patient with active 
management at every stage of the pathway.

To ensure the necessary operational capability, the Tuscany regional network, composed now by 14 Breast Units is 
organized into three Large Area subnetworks. Each of them operates according to shared and homogeneous 
protocols, drafted in adherence to regional guidelines and contextualized with respect to the characteristics of the 
different nodes that compose it.

The network model allows breast care activities to be conducted within a single pathway that favors 
multidisciplinarity and ensures continuity of care across the various “nodes” of the oncology network and its 
departments beyond structural boundaries, provides comprehensive support, coordinated among the 
different structures and guarantees attention to quality of life and facilitation of patient access to necessary 
services.

https://www.ispro.toscana.it/ mail to: segreteria.direzione@ispro.toscana.it
ria.direzione@ispro.toscana.it
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BRCA1/2 population genetic screening: challenges and 
benefits

Z. Daneberga1, A. Irmejs1, A. Klujeva1, N. Krike1, E. E. Liepina1, K. Viksne1, R. Ciematnieks1, U. Lakuca1,         
K. Kiploka1, H. Hoberg-Vetti2, C. Bjorvatn3, I. Kononova4, E. Syundyukov4, I. Danovska4, A. Kalcenaua4,       
M. Mednis4, E. Pildegovica4, I. Lindenberga5, E. Miklasevics6, J. Gardovskis7

1Riga Stradins University, Institute of Oncology and Molecular Genetics, Riga, Latvia,
2Haukeland University Hospital, Bergen, Norway,
3Western Norway Familial Cancer Center, Haukeland University Hospital, Bergen, Norway,
4Longenesis Ltd, Riga, Latvia,
5E. Gulbis Laboratory, Riga, Latvia,
6Riga Stradins University, Department of Biology and Microbiology, Riga, Latvia,
7Riga Stradins University, Department of Surgery, Riga, Latvia.

INTRODUCTION
Approximately 80% of BRCA1/2 positive breast and ovarian cancers are
diagnosed at stages II-IV. Despite the availability of modern treatments,
the associated morbidity, mortality and costs remain significant.
Therefore, the identification of BRCA1/2 carriers in a presymptomatic stage
is an ultimate goal to improve the prognosis for individuals at risk of
hereditary breast and ovarian cancer.
The aim of this pilot study is to evaluate the feasibility of implementing a
BRCA1/2 population screening program in Latvia.

STUDY POPULATION
➢Age group 25 – 59, without cancer history
➢Invitation by e-mail or media campaign
➢Bias – preselected group

DIGITAL ENGAGEMENT TOOL

TESTING AND 
REPORTING

Personal 
information

Informed 
consent

Family cancer 
history

Pre-testing PHQ-9 
and GAD-7

Result 
communication

Post-testing PHQ-9 
and GAD-7

SAMPLE COLLECTION
➢Saliva collection
➢Closest regional laboratory

BRCA1
NM_007294.4

BRCA2
NM_000059.4

c.4035del c.658_659del

c.5266 dup c.8572C>T

c.5117G>A

8 PV/536 
tested

c.4675G>A

c.1371del

ex15del

RESULTS

3,438 invitations sent

49%  opened email

54% visited platform

From visitors 79% 
consented

67% saliva samples 
collected

Overall response rate  
14.26%

CHALLENGES AND BENIFITS
➢Screening engagement  response 

rate was low – testing new 
engagement approach, refined 
screening design.

➢Health literacy, digital literacy. 
Equal opportunities to participate, 
regardless of digital literacy, place 
of residence, social status, level of 
education should be considered.

➢Genetic testing results – VUS, 
incidental findings in validation 
(e.g. CHEK2 variant identification).

➢PHQ-9 and GAD-7 did not show 
significant difference pre- and post 
testing.

➢All detected PV carriers had 
affected 1st degree relative.

FUNDING
➢ LINDEX donation
➢ In-kind contribution from 

LONGENESIS and E. Gulbis 
laboratory 

➢ RSU-PAG-2024/1-0013

CONFLICTS OF INTEREST
All authors declare no conflicts of interest related to this pilot project.

536 saliva samples

BRCA1 and BRCA2 NGS

SNV and CNV analysis 
and validation

PV/LPV reported 
Face-to-face 
consultation

No pathogenic 
variants

Digital report

P01.126.B
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Gustave Roussy, The French and 
European Leader in Oncology 

Global Research with Societal 
Impact  

GUSTAVE ROUSSY
Integrated Model of Cancer Care, Research & Innovation

660000
beds / spaces
in 2024

2244,,000000
new cases referred in 2024

5522,,000000
patients seen in consultations
and/or hospitalised in 2024

44,,000000
Employees

including
11,,440000
people dedicated
to research

Including 447722
in paediatrics

in 2024
in paediatrics

including
2,644

Research Key Figures

1,200
publications

16
researchers among
the most cited in the world

11
technological 
platforms

Gustave Roussy Education: 
Transmitting Oncology Excellence

4,300 students
trained in 2024

university
diplomas in 202423

master classes
in 202414 1,400 participants

including 30% international

41
academics

Database of 400,000 patients
Artificial intelligence and data

1 Center 2 Research teams 2 Data science teams

Clinical Research

6,115
patients included

Over 500
patients in phases I and II

Patients by Our Side 

Patients-Carers Committee 
which operates on the scope of
care, research and education

1125
Partner patients and carers,
involved in the life and 
projects of Gustave Roussy

18 collaborative projects in 2024

Patient Experience Collective
which steers the patient
experience and partnership
projects

1
1

children’s committee

4 partnerships priority areas defined and monitored in 2024

Patient and Career space to
welcome, listen to and inform
both patients and carers

1

IHU PRISM : National Precision Center in 
Oncology label

Focus on 2028: New research building

Co-founded by Gustave Roussy, CentraleSupélec, Inserm, Unicancer and
Paris-Saclay University, this excellence centre aims to accelerate
innovation in precision medicine around 4 pillars:

43
exploratory and transitional
research teams in 2025

1,400
researchers and
research staff

13
exploratory and teams + 1
Clinical Research Department

9 University-Hospital
Research (RHU) led by 
RG leaders 3 Investments for the future

programme (PIA) cohorts
(CANTO, E3N, Coblance) 1 University-Hospital

Institute
(IHU PRISM)

350
staff 
members

586
active trials

Delivery summer 2028

33,000 Sqm

From 40 to 60 research teams

Building cost €190 M

1155 technological platforms

40 integrated programmes

Gustave Roussy is the first cancer center in France and in Europe, 
recognized as a world leader in the fight against cancer. Its ambition is clear: 
to improve the cure rate of cancer by 15% over the next 15 years. By 
concentrating the best talents and the latest innovations, Gustave Roussy is 
positioned among the best hospitals in the world in oncology according to the 
Newsweek 2026 ranking.

25 Scientists of 
international repute

10,000
Students enrolled on
the educational
platform in 2024

230
Teacher practitioners

Biology Modelling Clinic Patients
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The EAU membership is made up of Urologists, scientists, residents, nurses, patients -
over 19,000 members from 140 countries

The EAU guidelines office and expert panels systematically review research and assess
evidence quality to ensure transparent, reproducible guidance. Development follows
systematic review principles aligned with Cochrane and GRADE methodology.

Ellen Moyse, Sarah Collen, Susan Evans-Axelsson 

Introduction

EAU Guidelines and Evidence Development on Prostate Caner

Real-world data and PCa collaboration with UroEvidenceHub 

Following FAIR, interoperable access to both research and clinical data, the UEH supports high-quality evidence synthesis,
facilitates reproducible research, and strengthens the feedback loop between data, research, and clinical guidance.

UEH aims to collect and analyse data throughout the PCa patient pathway (screening – diagnosis – treatment – follow-up).
Through integration with the UroEvidence Hub and projects we are evolving guidelines toward a living model, informed by real-
world data and outcomes research. UEH integrates and harmonises datasets to the OMOP CDM, focusing on interoperability and
analytics. It connects research datasets, registries, and real-world clinical data.

Patients have a crucial role
in providing feedback on the
guidelines, including
benefit-risk, values, ideas
and preferences.

Data analytics

Organised screening

Prospective 
PCa registry

Clinical decision 
support

Patients involved from the beginning and throughout guideline 
development = better quality of care.

The EAU policy office
works to translate clinical
standards into
implementable frameworks
and political action at the
health-system and EU level.
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Background
In response to the urgent need for coordinated and high-quality
cancer care in Ukraine, the National Cancer Institute has launched a
series of initiatives aimed at strengthening multidisciplinary
collaboration, guideline-based decision-making, and standardized
patient pathways across the country. These activities are conducted
within the EuNetCCC framework, translating European principles of
comprehensive cancer care into practical, measurable
improvements.

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

MDT participation rate Documentation completeness

2024 (Baseline) 2025 (Post-implementation)

Yurii Kondratskyi, Andrii Horodetskyi, Mykyta Pepenin, Oleksii Dobrzhanskyi
email: mykyta.pepenin@unci.org.ua | phone: +380959448858

Advancing Comprehensive Cancer Care in 
Ukraine Under EUnetCCC Framework

Multidisciplinary Education and Clinical 
Integration
• Nationwide master classes dedicated to gastric, colorectal, 

thoracic, and urological cancers.

• Each event combines case-based MDT discussions, hands-on 
workshops, and scenario simulation for surgeons and 
oncologists. 

• Focus on real-time decision-making, emphasizing coordination 
between surgery, systemic therapy, and supportive care.

• Participants trained to document and evaluate MDT decisions 
according to EuNetCCC quality indicators (timeliness, 
completeness, adherence to evidence-based guidelines).

Number of regional cancer 
centers in collaboration

Physicians trained

76%

90%

63%

86%

Table 1. Quality & Performance Indicators

Standardized Patient Pathways
• Development of standardized patient pathways (SPPs) for high-

priority tumor types (gastric, colorectal, lung).

• SPPs define diagnostic timelines, MDT checkpoints, and 
measurable quality criteria-mirroring the EuNetCCC standards.

• Integration of SPPs into the electronic health record pilot at NCI 
to enable automated quality monitoring and benchmarking.

• The model serves as a blueprint for replication in regional 
centers and future CCCN development.

Picture 1. Master class dedicated to gastric cancer treatment, surgical day.

Picture 2. Collaborative MDT with Poltava regional cancer centre.

Conclusion
Through multidisciplinary master classes, consensus-based adaptation 
of European guidelines, and the creation of measurable patient 
pathways and quality indicators, the National Cancer Institute is 
building a sustainable foundation for evidence-based, networked, and 
quality-controlled cancer care. This initiative illustrates how 
education, standardization, and data-driven quality improvement can 
translate EuNetCCC principles into tangible national progress.
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Introduction and what is Arpego ?

Tasks : Centralize, organize, and optimize the search for
early-stage and innovative prospective cancer trials
(I,II,III) for adult patients with solid tumors, drawing on a
collaboration of professionals in western France.

Results of Arpego Network

JP Metges for ARPEGO NETWORK

Request for clinical trials by geographic location of the 
healthcare facility treating the patient 

Health Clinical Research referent Centers ARPEGO

Medical facilities resquesting a clinical trial for patients Area 
involved in Arpego Network.   

210 MD from 50 centers in 14 
French departments

HOW IT WORKS
Development of a medical data collection form (selection form) to identify patients who 
may be eligible for an open trial in western France.
This form has been posted online on the Breton Cancer Communication File (DCC*). 
Opening of the Breton DCC to oncologists and clinical research teams in the Pays-de-la-
Loire, Nouvelle Aquitaine, and Normandy regions
In practice, access to a link for 100 oncologists in western France on Tuesday at 1 p.m. 
who have the files presented for the Arpego staff meeting at 8 a.m. on Wednesday
Proposal of a trial or not for each case by the 100 oncologists
At 8 a.m., video conference staff meeting with teams (MD, Clinical nurses, clinical
research assistants from Brest, Nantes, Rennes, Caen, Poitiers (CHU and CRLCC) and 
CHP Saint Gregoire, and final proposal for each case
At 11 a.m., response to the requesting oncologist and the teams proposing a 
trialTranslated with DeepL.com (free version)

ARPEGO
Weekly meeting for finding together
potential clinical trial in the WEST of 

France

One 
Weekly 
virtual

meeting

ARPEGO : how to find together in the west of France the 
trial for each patient for solid tumors

10

51

85

129

119

43

1

6

25

71

119

117

44

150 100 50 0 50 100 150

15-25

26-35

36-45

46-55

56-65

66-74

75+

437 Women 383 Men

Demand by type of tumors

Years
Numbers of 

meeting
% clinical trials 

proposed

Numbers of files with at 
least on clinical trial 

proposed

Numbers of files without
any clinical trials proposedNumbers of files sent to 

ARPEGO Network

Number of files and percentages of proposed trials

Age pyramid of patients 

Western Medical Centers Number of medical cases sent
2021 2022 2023 2024

Private exercise centers
Private Hospitals - clinics and medical offices 179 243 261 286
Public Hospitals (FHF)and  ESPIC (Unicancer centers)
CHU (Angers, Brest, Nantes, Poitiers, Rennes) 111 133 163 117
CH 187 181 181 167
Unicancer (ICO Angers, ICO St Herblain, CEM Rennes, CFB Caën) 197 198 245 250
TOTAL 674 755 850 820

Arpego: proof of concept finding an innovative 
clinical trial in a large interregional area for each 

patient

TOGETHER WE ARE STRONGER !!!!!

Clinical trials poposed % by type of tumor
Specialities 2024 2023 2022
Digestive tract 46,53 46,94 49,27
Urology 13,29 9,64 11,65
Gynaecology 12,07 10,35 10,06
Breast cancer 11 7,2 7,41
Thoracic oncology 8,53 14,23 11,39
H&N cancer 4,36 4,82 3,17
Skin cancer 3,04 3,29 3,44
Neurooncology 1,09 0,82 1,45
Sarcoma 0,85 2,35 1,45
Unknown primary 0,24 0,2 0,66

Digestive Tract

Urology

Gynaecology

Thoracic cancer

Breast cancer

Skin cancer

Sarcoma

Neuro 
oncology

Unknown primary cancer

H&N 
cancer
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WP6 – Strengthening Capacities and Quality Improvement in EUCCC
Building capacities, shaping tomorrow's excellence

Task 6.1 Development of Assessment 
and Capacity Building Framework

Task 6.2 Strengthening capacity 
activities across the quality domains 
of the Set of Criteria and Standards

Task 6.3 Support for Implementation 
Strategies within CCCs in 

Unique Healthcare Environments

Task 6.4 Continuous Monitoring and 
Enhancement of Quality in CCCs

Objectives – developing peer learning activities and tools in 2025

Governance

Care

Research

Integration of Research and 
Care

Innovation

Prevention

Education and Training

Certified CCC experts per Domain (DKH and OECI)

Stage 4. Quality Improvement assessment and feedback

Stage 3. Partnering, mutual learning and access 
to key resources

Stage. 1 Preparatory process 
and maturity assessment

Stage 2. Candidate 
strategy setup

Maturity 
Model 

Readiness assessment
(RACCC-30)

Partnering gap-analysis 
with candidates

Needs analysis and goals 
definition based on:

Level of priority* (n=5)
• Preparatory Guideline
• 7-domain Guideline

Formal commitment of 
the candidate center

Tailored capacity-building 

Resources centre (portal)

3.2 Domain-based programs
✓Pairing & Teaming

Continuous Evaluation based on (1) Quality Improvement Indicators (QII) and (2) Maturity levels 
— Every 7-8 months (at least 3 times across the JA) —

Starting situation diagnosis

Adapted guidance 
(alignment with WP4)

3.1 Support the certification 
roll-out 

Peer-support of quality 
managers

3.3 Thematic activities 
(examples)

✓Resilience of advanced 
nursing roles 

✓ Small countries and 
inclusivity

✓Patient centeredness

Integrated framework with WP8 network activities

Feedback loops

WP6 Main Contact: Nacho Añón-Andrés, ianon@iconcologia.net; Task 6.1: Witold Szumowski, witold.szumowski@ue.wroc.pl; Task 6.2: Joan Prades, 
jprades@iconcologia.net; Task 6.3: Kadi-Liis Veiman: kadi-liis.veiman@ut.ee; Task 6.4:  Eva.Sandberg@rsyd.dk. 

Capacity Building activities

Domain specific

Transversal

Mutual learningToolbox

Teaming7 guidelines per domain

Preparatory guideline

Activity on patient 
centeredness

Pairing

Mentoring 
(cycle based)

Peer Support for 
Certification

Webinar on critical 
standards

Podcast on adoption 
challenges

Activity on advanced 
nursing roles

Activity on research and 
innovation

Activity on inclusivity
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Guidelines – improving efficiency and 
quality in implementation and impact 

Work Package 8 – Subtask 8.2.1

Objectives for Disseminating and Implementing Guidelines 

Collaboration 
Partners 

To improve quality 
and equity of 

European cancer 
care and research by 
increased and equal 

use of guidelines 

Explore the most 
effective way to 

implement, use and 
follow-up on guidelines

Strong patient focus 
and strengthening of 

patient representative 
and public involvement 

in planning, writing, 
implementation and 

follow-up

Stakeholders for 
collaboration

EUnetCCC
WP 2, 4, 5, 6, 7, 9

JANE-2, other JA´s

Medical Societies
 ESMO, ESTRO and others

Patient organisations 
ICPC, WECAN

Explore, establish, 
and harmonize 

guidelines SOP´s 
and KPI´s in CCC´s 

with pilot projects 
development

”It is not our task to create new Pan-European guidelines”

In early 2025 our task identified six priority areas and established six 
subgroups to address them. The activities of subgroup 1 and 2 have 
been completed, while work in subgroups 3-6 continues.

1. Mapping core group guidelines presentations and perform GAP analysis
2. Mapping of use of guidelines in countries not present in the core team

3. Elaborate on Guidelines Indicators to ensure standardization, consistency 
and effectiveness and to help measure how well the guidelines are 
adopted and their impact on healthcare outcomes

4. Establishing contacts with medical societies
5. Establishing contacts with patients’ organizations and advocate groups
6. Establishing contact with 4-6 CCC´s within the network to analyse their 

guidelines strategies and requirements for the efficiency of guidelines 
implementation.

Regular work meetings
• Lead team (weekly)
• Core group (bi-weekly) 
• Subgroups (bi-weekly)

Meeting series with participants 
• First Meeting: Background and introduction to 8.2.1 Guidelines

− June 18th, 2025 (Digital)
• Second meeting: Report on present status in Europe – Further dialogue of 

improvement Strategy
− When: October 7th 2025 at 3 – 4.30 pm (Digital)

• Third meeting: Workshop on implementation of decided strategy
− When: November 5th 2025 in Paris (FTF)

• Fourth meeting: Inspiration lectures on effective guideline implementation 
− When: December 2025 

• Fifth meeting: Workshop with patient organisations 
− When: To be decided

Key Activities Current Situation & The Goal 

Current situation
• At present big differences between countries

• Very different how Europe works with guidelines

• Many use ESMO and NCCN guidelines, but local guidelines are 
produced

• Multiprofessional groups but depends on which organisations that 
produces the guidelines

• Many countries have good examples of working nationally with 
guidelines

The GOAL
We are aiming for number 1 – Currently at number 3 

1. Common European Guidelines

2. National guidelines in all European Countries 
 - National authorities 
 - CCC-networks, WP 4 (CCI)
 - NGOs

3. Increased collaboration between CCCs across Europe
 - Development

- Implementation                  
 - Follow up 
 - Research

• CCC s within EUnetCCC

• Other subtask s within WP8

• Other WPs within EUnetCCC

• Medical societies 
− e.g ESMO, ESSO, ESTRO, EONS, national 

societies

• National Comprehensive Cancer Network

• Guidelines International Network 

• Patients’ organizations & advocate Groups:
− ICPC, WECAN

• Other Joint Actions

Stakeholder Collaboration 

Global collaboration
NCCN Guidelines Process – Nadeem R. Abu-Rustum, MD 
Memorial Sloan Kettering Cancer Centre, NY, USA

Curious about our work? Want to share your thoughts or explore collaboration? Please send us an e-mail and we will get back to you.

Task lead Claes Jönsson: claes.jonsson@vgregion.se Co Lead Cátia Faustino: catia.faustino@ipoporto.min-saude.pt Project manager Johanna Höstner: johanna.hostner@vgregion.se 
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Work Package 8 – subtask 8.2 Develop and Implement the EUCCC Network Activities 
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Task lead Kristin Austlid Taskén 
k.a.tasken@medisin.uio.no 

Project manager Ieva Ailte ievail@ous-hf.no
Co-lead Peeter Karihtala peeter.karihtala@hus.fi

Co-lead Mia Wallin mia.wallin@hus.fi

Our goal is to improve cancer care across Europe by fostering collaborations and
unlocking synergies in cancer research ecosystem

Work Package 8 – Task Cancer Research (WP8.2.3)

Unlocking Cancer Research 
Collaborations and Synergies

Network  

Webinars, courses, 
workshops, hackathons

Dynamic and sustainable

Digital platform 

Sharing information, calls 
for funding,  best 

practices, guidelines and 
SOPs

Active user contributions

Research twinnings

Staff and knowledge 
exchange, visits

Long lasting 
collaborations

Biobanking and 
biomarkers

Sample, data and code 
sharing  for expansion of 
cohorts and validation of 

research findings

New discoveries and 
faster implementation of 

research findings into 
clinic

Patient and public involvement in cancer research

Motivation and education of researchers, clinicians 
and patient representatives to strengthen 

collaborations

Increased relevance and quality

In 2025, WP8.2.3 launched a comprehensive survey to map the cancer research 
ecosystem across EUnetCCC. The primary goal was to uncover each institution’s unique 
strengths, pinpoint existing challenges, and identify barriers to progress. A key objective 
was also to determine the most pressing cancer-related topics that could benefit from 
international collaboration within the EUnetCCC network. Drawing on the insights 
gathered, WP8.2.3 will initiate collaborative networks and targeted events and activities 
centered on selected topics (cases) - prioritizing clinical-impact and research 
opportunities, with a patient-centered mindset.

• Case 1: How to succeed at de-escalation studies (2026)

• Case 2: Join forces to tackle treatment resistance

• Case 3: Functional precision medicine – from bench to bedside

• Case 4: Unleashing the potential of AI to transform cancer diagnostics and treatment guidance

Case 1
De-escalation

2026

De-escalation 
symposium

Why de-escalation and 
where are we now?

Improve the quality and 
increase the number of 
clinical De-escalation 

trials

Core group 
members 

and 
collaborators

De-escalation studies focus on reducing treatment intensity while ensuring the effectiveness of cancer therapies, ultimately enhancing patients' 
quality of life by minimizing side effects and toxicity. This symposium will delve into the critical challenges and necessary steps for initiating 
successful de-escalation trials. Our goal is to identify best practices that will ensure de-escalation is a viable option for patients who might 

benefit, by building inter-disciplinary networks.

In collaboration with

58



Tasks Precision Cancer Diagnostics and Secondary Use of Clinical Data 

Harmonise data practices, improve data readiness and 
facilitate transition of CCCs towards EHDS 

Enable secondary use of data for governance, cross-
border research and quality improvement 

Task 8.2.5 
Secondary Use of Clinical Data 

Data and Personnel Readiness 

Task 8.2.4 
Precision Cancer Diagnostics 

Advance harmonised and standardised use of 
molecular diagnostics across CCCs  

Ensure equal access to high-quality, state-of-the-art 
diagnostics and robust CDSS 

Molecular Tumour Boards 

MISSION 

IMPLEMENTATION STRATEGY 
COMMON APPROACH 

TARGETED ACTIVITIES 
Harmonisation and implementation 
• Provide template SOPs to harmonise MTB 

operations 
• Develop workflows for ring tests to support EQA 

of molecular diagnostics 
 

Regulatory alignment 
Operationalise JANE-2 recommendations within 
CCCs on:  
• Financing and reimbursement (HTA-R) frameworks 
• IVDR implementation frameworks 

Assessment of data readiness 
• Develop a comprehensive data catalogue to 

capture primary data with varying degrees of 
granularity and access complexity 

• Identify gaps in CCC data management 
infrastructure for primary data sources 
through data maturity assessments 

Improvement of data readiness 
Conduct feasibility studies to improve data 
maturity and promote secondary data use for: 
• Governance and benchmarking 
• Cross-border research collaborations 
• Quality improvements 

Collaboration with European and International Initiatives 
 
JANE2, JA-PCM, eCAN plus, ELBS, ESMO, IQNPath* 
QUANTUM, CANDLE, TEHDAS2, eCAN plus, UNCAN.Connect 
 
Promoting complementarity 

Patient Engagement 
 
Dedicated patient advisory group to ensure that our work is 
relevant and accessible to patients and caregivers  
 
Increased relevance and accountability 

Network Engagement and Capacity Building 
 
Webinar series: Dynamic and sustainable 
Peer learning visits: Promote excellence, sharing practical 
experience 
Educational seminar: Support early-career professionals 
Data summit: Connect CCC leaders and data professionals 

Collaborative Platform of EUnetCCC Portal 
 
Collection of best practices and self-paced learning modules 
Community forum for knowledge exchange and collaboration 
 
Active user contributions 

Network Creation 
Focusing on  
Molecular biologists and bioinformaticians 
Clinical data management professionals 

MTB 

CCC: Comprehensive Cancer Centre; CDSS: Clinical Decision Support System; EHDS: European Health Data Space; EQA: External Quality Assurance; HTA-R: Health Technology Assessment Regulation; IVDR: In Vitro Diagnostic Regulation; MTB: Molecular Tumour Board; SOPs: Standard Operating Procedures 
CANDLE: National CAncer data Node DeveLopErs; ELBS: European Liquid Biopsy Society; IQNPath: International Quality Network for Pathology; JANE2: Joint Action Networks of Expertise in Cancer 2; JA-PCM: Joint Action Precision Cancer Medicine; TEHDAS2: Towards European Health Data Space 2 
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Objectives

WP8 – Subtask 8.2.6

Building the European Clinical Trials Engine

Ensure Equitable Access to 
Clinical Trials for Patients in 

Europe

o Increase Patient awareness
and opportunities to 

participate in Clinical Trials

o Ensuring access to 
innovative therapies for all

Foster Cross-Border 
Collaboration & 

Knowledge-Exchange

o Promote sharing of expertise 
and best practices

o Facilitate drug- and patient
mobility

o Bridge basic, translational, 
and clinical research

Strengthen Europe as a 
Target Destination for 

Clinical Trials

o Accelerate patient 
enrolment and 

strengthening collaboration 
to align with both patient 

needs and sponsor 
requirements

Streamline Clinical Trial 
Management

o Reduce administrative and 
regulatory burdens

o Disseminating best practices 
and integrating efforts 

through a unified, 
collaborative platform

Core Group 
Members 

Key activities 2025 – 2026
Exchange Programs
Pair institutions and staff – trial coordinators, data managers, research nurses – 
to rotate between centers, learning best practices in trial set-up, monitoring, 
and reporting

Expert Groups
Launch thematic expert interactive online meetings to share challenges and 
discuss solutions; and later set up an Expert Q&A Platform to address real-world 
clinical trial questions

Patient Involvement
Strengthening patient empowerment through educational material, providing 
multimedia toolkits that explain trial design, informed consent, and co-creation 
opportunities

Industry & Stakeholder Engagement
Initiate round-tables with pharma, biotech, and academic sponsors to showcase 
EUnetCCC´s unified infrastructure

26 countries 53 Institutions:
27 Cancer Centers & Hospitals

11 CCCs
304 Person Months

Clinical Trial Resource Center
Develop a centralized platform to collect, structure, and share SOPs, guidelines, 
and best practices, supporting standardized trial processes across Europe

Please reach out to our Lead Team and let's connect! 

The Clinical Trial task goal is to ensure equal access for patients across Europe 

and to establish Europe as a leading destination for clinical trials

Task Goals:

On behalf of Karolinska:
Dina Dabaghie - dina.dabaghie@regionstockholm.se
Katarina Risbecker – katarina.risbecker@regionstockholm.se

On behalf of VHIO: Christina Stangl - christinastangl@vhio.net

On behalf of ULSSM: Marina Pavanello - marina.pavanello@ulssm.min-saude.pt
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–

 

and underpin the CCC’s ability to contribute to and benefit from the network activities of EUnetCCC.   

Launch the first ‘Governance’ network for CCC leaders

•
•
• –
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