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Cancer Dashboard for Portugal

Purpose and content

This report is a part of an international initiative aiming to facilitate the exchange of best practices in cancer care
among European countries. The core of the report is a dashboard for Portugal with an illustrative description of a
selected set of key indicators. Although a multitude of metrics is needed to fully describe the cancer control status
in Portugal, the selected indicators relate to outcomes, resources, and process metrics in all areas of cancer control.
The indicators benchmark the current status quo in Portugal against target values specified in the National Cancer
Control Strategy (NCCS 2030), targets set by international organizations, or the EU average.

The dashboard is intended to encourage the implementation of the NCCS 2030 in Portugal and other ongoing initiatives
to improve cancer control in the country. The description seeks to support Portuguese policymakers in the decision-
making and prioritization of initiatives in cancer care.
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Dashboard overview Portugal

Comparative Performance: Portugal vs. Benchmark

Benchmark Worse than benchmark Close Better than benchmark

Governance
o Nat1:onal cancer Plaﬂ EBCP 9 This chart benchmarks Portugal’s
e National cancer registry IARC O current performance in cancer care

. against the NCCS (preferably), EBCP,
Dlseasg burden " EAPC, IARC, ESMO, or the EU average.
e Survival rat?s . EU GRS O For each KPI, the directional triangles
e New cases (1nc1.dence) FU zg::gg . ‘ indicate whether Portugal's recent 5-
¢ Deaths (mortality) s 10 year trend shows improvement,
Economic burden stability, or decline.
e Health spending on cancer care EU average o
e  Productivity losses from cancer EU average
Prevention
e Health literacy (HL) Full HL O
e HPV vaccination NCCS a
Early detection
e Breast cancer screening NCCS .
e  Cervical cancer screening NCCS D
e Colorectal cancer screening NCCS
e Lung cancer screening NCCS Pilots for high-risk groups planned by the Ministry of Health in 2024.
e Early detection and cancer recurrence n/a Further efforts are needed to detect more cases in early stages and to provide more effective treatment in early stages.

Diagnosis and treatment

e Comprehensive cancer centers EBCP Access to CCCs is restricted to the three IPOs.

e  Multi-biomarker testing ESMO Challenges remain with full implementation of multi-biomarker testing.
e Availability* of new cancer medicines EU average

e Uptake of new cancer medicines EU average O

e Evidence-based treatment ESMO 3

Survivorship

e Palliative care services EAPC O

Legend: A Positive national trend, [> Stable national trend, v Negative national trend, |:| No data or not applicable

Notes: EBCP = Europe’s Beating Cancer Plan, NCCS = National Cancer Control Strategy (Estratégia Nacional de Luta Contra o Cancro), EAPC = European Association for Palliative Care, ESMO = European
Society for Medical Oncology, IARC = International Agency for Research on Cancer, KPI = key performance indicator, CCC = Comprehensive Cancer Center. n/a = not applicable. * Availability refers to both
the rate of reimbursement and the time to reimbursement.
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High-level recommendations

The number of cancer cases and cancer deaths in Portugal has witnessed consistent growth over recent
decades, contributing to a parallel escalation in the economic burden of cancer. While the survival rates
for cancer patients in Portugal typically surpass the EU average, numerous challenges persist. A recurring
issue is the unequal access to care experienced by patients, influenced by their socioeconomic status and
geographic location. The adoption of the National Cancer Control Strategy - Horizon 2030 (NCCS 2030) in
December 2023 signifies a significant stride in tackling these challenges and enhancing cancer care.

Governance and funding

v' Ensure full implementation of the NCCS 2030 through a collaborative effort by all health care
stakeholders and monitor the progress towards achieving the specified strategies and aims in
annual reports.

v/ Strengthen the funding for cancer care to support the planned actions in the NCCS 2030 and to
improve equal access to high-quality, evidence-based cancer care for all patients across the
country.

v' Enhance the accuracy and timeliness of data in the national cancer registry in order to be able
to use the data as a source to monitor and evaluate progress with the NCCS 2030.

Prevention

v" Promote health literacy through targeted strategies that allow to communicate effectively with
the less literate population.

v/ Facilitate the adoption and maintenance of healthy behaviors and lifestyles.

v' Support efforts to maintain the high HPV vaccination rates in girls and boys, and work towards
HPV elimination, considering implementing catch-up programs for boys and young men.

Early detection

v" Promote participation of the eligible population in all screening programs, focusing especially on
improving the literacy of people with low socioeconomic status and people living in regions with
lower participation rates.

v/ Expand the target age group of the breast cancer and the cervical cancer screening programs in
line with the 2022 recommendations by the Council of the European Union.

v Initiate the evaluation and implementation of new screening programs: lung, prostate and gastric.

Diagnosis and treatment

v" Improve the integration between primary care and hospital care, leveraging the ongoing NHS
reform as an opportunity to establish clear referral pathways for cancer patients and ensure more
equal access to comprehensive cancer centers.

v/ Set up next-generation sequencing (NGS) testing capabilities in NHS hospitals or improve
partnerships with private laboratories to ensure timely genomic testing and to facilitate the broad
introduction of personalized medicines.

v' Leverage the imminent application of the EU HTA regulation in 2025 as an opportunity to
streamline the national HTA process for cancer medicines.

v' Ensure adequate funding and a value-based framework for equitable access to innovative
treatments.

Survivorship

v Increase capacity in palliative care (facilities and personnel) to cater for the increasing number
of cancer patients.

v Improve the referral criteria for palliative care in line with the aims of the national Strategic Plan
for the Development of Palliative Care.
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Background

Cancer is the second-leading cause of death after cardiovascular diseases in men and women in Portugal and in the
EU (1). The high burden of cancer has triggered policy initiatives both at the European level and in Portugal. The
European Commission launched Europe’s Beating Cancer Plan (EBCP) in February 2021 (2). The plan is a key public
health initiative that sets out actions to support Member State’s efforts at every stage of the disease: from
prevention, early detection, diagnosis and treatment, to improve the quality of life for patients and survivors. The
plan includes 10 flagship initiatives and 32 supporting actions to be implemented over the coming years. In addition,
the EU Cancer Mission as part of the Horizon Europe research and innovation program 2021-2027 aims to “improve
the lives of more than 3 million people by 2030 through prevention, cure and for those affected by cancer including
their families, to live longer and better” (3). By joining efforts across Europe with citizens, stakeholders and Member
States, the EU Cancer Mission together with the EBCP hopes to provide a better understanding of cancer, allow for
earlier diagnosis and optimization of treatment, and improve cancer patients’ quality of life during and beyond their
cancer treatment.

National Cancer Control Strategy - Horizon 2030 (NCCS 2030)

In Portugal, the National Cancer Control Strategy - Horizon 2030 (NCCS, Estratégia Nacional de Luta contra o Cancro,
horizonte 2030) was adopted on December 27, 2023 (4). The NCCS 2030 is aligned with the United Nations 2030
Agenda for Sustainable Development and the EBCP of the European Commission. The main objectives of the NCCS
2030 are to reduce the incidence of potentially preventable cancers, improve patient survival and quality of life,
optimize strategies for early diagnosis, increase equity in access to healthcare, support the social and professional
reintegration of survivors and support for caregivers.

Placing the citizen at the center, the strategy defines specific objectives and actions structured around four pillars:

e Prevention - Tobacco consumption control; controlling excessive consumption of alcoholic beverages;
prevention of environmental and occupational exposure to carcinogens; promotion of healthy lifestyles
(focusing on overweight/obesity, food consumption, physical activity); prevention of cancer associated with
oncogenic viruses (HPV and hepatitis B and C).

e Early detection - Optimization of existing screening programs for breast, cervical, and colorectal cancer,
focusing, e.g., on improving information systems and program adherence and reducing inequalities in access
to these programs. Introduction of new screening programs in line with the recommendation by the Council
of the EU (lung, prostate and gastric). Focus on people with hereditary cancer (Lynch syndrome and BRCA1/2
mutations).

o Diagnosis and treatment - Improve quality of care, equity in access, and research. The NCCS recognizes
that healthcare resources are asymmetrically distributed in the country and institutions follow different
management models. To enhance the quality of care, the proposal is to establish a hospital referral network
of specialized cancer centers. To address inequities, adherence to the legal maximum waiting time for
surgery, radiation therapy and surgery shall be improved. Access to clinical trials and cancer research should
be promoted.

e Survivorship - Identify the needs of cancer survivors by implementing the measurement and monitoring of
morbidity, disability, and quality of life. Transpose EU directives regarding work-life balance for parents
and caregivers, and protection and equal access for patients and survivors to financial services, including
insurance.

The NCCS defines four levels of governance/responsibility for the implementation of the strategy, with the Ministry
of Health at the top level (4). The work with the strategy is coordinated by an Executive Committee led by the
Director of the National Program for Cancer. The Executive Committee will also coordinate with the National Health
Institute Dr. Ricardo Jorge (INSA) the publication of an annual report, to be presented to the Ministry of Health, with
the main results of the implementation of the strategy and operational challenges. The ambition to enhance cancer
care and patient outcomes until 2030 will likely require adequate resourcing enabled by a funding plan.

In the past decade, the governance of cancer care in Portugal has been supported by the adoption of several legal
acts that intend to reinforce access to cancer care and improve the quality of life of survivors. Four examples are
the following:

e The creation of reference centers for cancer (Ordinance no. 194/2014, September 3) aimed to improve and
concentrate the provision of cancer care, through the recognition of the positive relationship between
volume and quality of care provision. Reference centers for seven cancer types (rectal cancer, pancreatic
cancer, esophageal cancer, sarcomas, testicular cancer, eye cancer, pediatric cancer) were established.
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According to the NCCS 2030, the creation of reference centers did not translate into improvements in
compliance with the maximum guaranteed response times for surgery in these centers (4).

e The Guaranteed Maximum Response Times (TMRG) stipulates a maximum waiting time for the provision of
health care by the National Health Service (NHS, Servico Nacional de Satde) (Ordinance no. 153/2017, May
4); see section “Unmet need in access to health care” for more information. The TMRG ensures the right of
access for NHS users to different types of non-urgent health care, within a time considered clinically
adequate for their condition (5). However, according to the NCCS 2030, this legislation has not proven to be
fully adequate, specifically regarding maximum response times for treatment with radiation therapy and
cancer medicines (4).

e A law adopted in 2021 provides incentives to develop extra capacity for surgical activity. It establishes
financial payments to target specific types of surgery with longer waiting lists and waiting times exceeding
the waiting time guarantee (1).

e The “Right to be Forgotten” is a law that ensures equal access to financial services for cancer survivors (Law
no. 75/2021, November 18t%) applicable as of January 2022. It prevents people who have overcome serious
illness, such as cancer, are being discriminated against in their access to loans or insurances. No health
information regarding a previous cancer diagnosis may be collected by credit institutions or insures 10 years
after treatment completion for adults, and 5 years if the diagnosis occurred before the age of 21 (6).

National Cancer Registry

A national population-based cancer registry is an essential tool to monitor cancer incidence, mortality, and other
disease specific indicators. Cancer registry data help to inform decision makers in their strategies and efforts to
reduce the cancer burden. The International Agency for Research on Cancer (IARC) spearheads efforts to support
countries around the world to implement population-based cancer registries and provide relevant statistics, such as
survival rates to assess the effectiveness of cancer services (7, 8).

In 2018, the Portuguese National Cancer Registry (RON) was established through a merger of three existing regional
registries in continental Portugal, the Pediatric Cancer Registry, and the registries of the two autonomous regions
(9). Currently, the RON is linked to all public health institutions (primary health care and hospitals) in Portugal, and
to some private institutions (hospitals and laboratories) that have signed a sharing agreement with the registry.
Collected information includes patient identification, diagnosis, tumor characteristics, treatment, and follow-up,
including cancer staging, biomarkers, and treatment outcomes (10).

Despite the nationwide coverage, the RON is faced with several challenges. From a comparative perspective,
including recommendations from IARC mentioned above, the RON could be improved by addressing the following
aspects:

e Data accuracy: Although the RON has been integrated with other information systems, such as the death
certificate information system and the surgery registration list, full inter-operability has not been achieved
yet (11). Furthermore, the quality and accuracy of the data might be impaired by the lack of a standardized
system for clinicians to input data to the registry (10).

o Data openness and relevance: The RON has so far published three reports for the years 2018-2020 that
summarize top-level information on cancer incidence and mortality. However, the online database at the
RON’s website is not accessible to the public. The publicly available annual RON reports lack information
such as on survival rates, which would help to assess the quality of care; and information on the stage
distribution of new cancer cases, which would help to assess the effectiveness of screening programs and
awareness campaigns. Information on treatment patterns is not provided either. Sweden is a country of
reference on national quality registers for several tumor types that publicly report data on diagnostic
procedures and treatments used (12). In Germany, a federal law adopted in 2013 obliged all states to collect
additional clinical data in their population-based cancer registries as an active tool for monitoring and
improving the quality of cancer care, increasing transparency, and promoting health research (13). These
changes enable Germany to analyze detailed treatment patterns across the country.

e Timeliness of data: There is a considerable delay in the publication of the latest statistics on incidence by
the RON. For example, the annual report for 2020 was only published on December 28, 2023 (14). Sweden,
Finland, and Denmark are examples that publish nationwide cancer incidence statistics within 12 months
(15-17).

The aims in the NCCS 2030 for RON are to (i) create the first indicator for palliative medicine consultation, (ii) to
identify and propose measures to monitor the quality of life of adult and pediatric cancer patients and survivors until
2026, and to (iii) design a model for systematic, population-based assessment of the quality of life of adult and
pediatric cancer patients until 2026. Besides the new outcomes proposed, it is critical to identify specific strategies
to improve data accuracy, data openness, or reporting timelines of the RON (4).

IHE - The Swedish Institute for Health Economics




NHS reform

The NHS is currently undergoing a major reform (18). In 2024, all hospitals and primary care units within the NHS will
be integrated into local health units. A recently established management body - the NHS Executive Directorate - will
coordinate the operations of NHS health providers. The current restructuring of the NHS, with the dissolution of the
Regional Health Administrations (ARS) and the creation of Unidades de Saude Locais (ULS), required the transfer of
the coordination and management of the three population-based cancer screening programs for breast cancer,
cervical cancer, and colorectal cancer to the recently created "National Coordination Center for Population-Based
Screening Programs” (19). This newly created entity will be responsible for the coordination and implementation of
the national screening programs and will be under the direct supervision of the NHS Executive Directorate. It is
critical that this change is viewed as an opportunity for further evolution of early cancer diagnosis and treatment.

Structure of the dashboard

The structure of this report is based on the aims and pillars of the EBCP and the NCCS 2030. These plans define four
key pillars of cancer care - prevention, early detection, diagnosis & treatment, survivorship - as shown in the
figure below. They follow the entire disease pathway. Major objectives include reducing the risk of getting cancer
and improving survival and the quality of life of patients. Cross-cutting aims include reducing inequalities in access
to care (e.g., of different socioeconomic groups to screening) and supporting research and access to innovation to
be able to advance cancer care from the status quo.

Key pillars of cancer care and aims

Improve cancer survival
& quality of life

p- A A —
] LLi 1
Support Reduce
research & | | inequalities
access to in access to

Reduce cancer risk

innovation | perveNTION EARLY DIAGNOSIS & QUALITY OF care
DETECTION TREATMENT  LIFE OF CANCER
i PATIENTS AND
SURVIVORS

This report starts with a comprehensive description of the disease burden and the economic burden of cancer. It
emphasizes the role of investment in cancer care to achieve reductions in the disease burden, which will have a
positive impact on both patients and the economy.

Choice of indicators for the dashboard

For each pillar of the EBCP, several key indicators were selected. The proposed indicators are in alighment with the
NCCS 2030 as well as the EBCP.

e Prevention (2 indicators): Health literacy, human papillomavirus (HPV).

e Early detection (4 indicators + 1 case study): Screening for breast, cervical, colorectal, and lung cancer.
Case study on early detection and cancer recurrence of cervical and lung cancer.

o Diagnosis and treatment (5 indicators): Comprehensive cancer centers, multi-biomarker testing, availability
and uptake of new cancer medicines, evidence-based treatment.

e Survivorship (1 indicator): Palliative care services.

For each indicator, this report provides:

e General description of why this indicator is important and how it relates to the EBCP and the NCCS 2030
e Description of the current status in Portugal and comparison with other countries
e Recommendations for improvement

The sources of data and information used for the analysis are public and have been selected based on the original
list of indicators assembled by IHE for the European Cancer Pulse. For the comparison with other countries, this
report benchmarks Portugal against the EU average.
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Disease burden of cancer

In 2022, the estimated number of new cancer

Year 2022 EU-27

Portugal

cases was 66,600 in Portugal (20). The three most - -

g . Life expectancy at birth (years) 81.7 80.7
commonly diagnosed cancer types in men are | (source: Eurostat) : :
prostate, colorectal and lung cancer, and in New cancer cases (estimated) (Source: ECIS) 66,600 2,742,447
women they are breast, colorectal, and lung
cancer. They account for half of all cancer cases. | NeW cancer cases per 100,000 643 614

L . (estimated crude rate) (Source: ECIS)
Cancer incidence in Portugal has surpassed the EU
average in recent years, and it is predicted to Cancer deaths (estimated) (Source: ECIS) 33,503 1,292,600
continue to rise by 24%, driven by population | Cancer deaths per 100,000 324 289
aging until 2040. (estimated crude rate) (Source: ECIS)

The number of cancer deaths has been gradually increasing in both men and women in country, reaching over 28,000
in 2020 (21). In men, the mortality rate started to exceed the EU average around 2010 and has continued to rise since
then. In women, the gap in the mortality rate has almost converged to the EU average.

The 5-year survival rates (diagnosis period 2010-2014) in Portugal have been estimated to be just above the EU
average for the most common cancer types (breast, colon, lung, prostate, and stomach) (22). They were also
estimated to have improved compared to earlier periods in 2000-2004. However, no official survival rates by the RON

have been published so far.

Number of new cases in 2022, men

Colorectum
Prostate 17%
21%
Other

cancers 51%

Source: ECIS
New cancer cases per 100,000
inhabitants (crude rates)
1000
800 —————
600 / s====—-"
400
200
0
2008 2012 2018 2022 2025 2030 2035 2040
e POrtugal e=———FfU-27
Source: ECIS and IARC
5-year survival rates (2010-2014) for
the five most common cancer types
88%N 3o, 91%837%
61%860%
32%8. _.
-]
Breast Colon Lung Prostate Stomach

m Portugal mEU-27
Source: CONCORD-3

Number of new cases in 2022, women

Breast Colorectum
29% 15%
Other

cancers 50%

Source: ECIS

Cancer deaths per 100,000 inhabitants
(crude rates)

7_4
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Source: Eurostat

Leading causes of death (year 2020)

100%
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40%
20%
0%

27% 33%

23% 22%
Portugal EU-27

Other diseases
Source: Eurostat

m Cancer mCardiovascular diseases
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Economic burden of cancer

In Portugal, the overall economic burden of cancer amounted to €215 per capita in 2018 (23). Most of the burden is
caused by health care expenditure (45%) and by lost productivity of working-age patients (38%).

The economic burden of cancer consists of: Composition of the economic burden

of cancer in Portugal in 2018

Health care expenditure (direct costs):

e Resources of the healthcare system (medical
equipment, staff, medicines, etc.) funded
both by public and private sources

Costs of lost productivity (indirect costs):

e Productivity losses from sickness absence,
permanent incapacity/disability, and
premature mortality of working-age patients

Informal care costs:

e Value of the time forgone by relatives and
friends to provide unpaid care

m Health care
expenditure

m Costs of lost
productivity

Informal care
costs

Source: Hofmarcher et al. (2020)

The economic burden of cancer (excluding informal care costs for which no trend data are available) in Portugal is
estimated to have increased from €140 to €178 per capita from 2000 to 2018 (in 2018 prices). In a study by Lopes et
al. (2017) (24), the health expenditure on cancer care were estimated to be €867 million (based on price data from
2015 and 2016). This corresponds to around 5.4% of total health expenditure, which is below the EU-average of 6.2%.
The lower proportion of total health expenditure spent on cancer care partly explains why health spending on cancer
care in Portugal (€96 per capita, and €114 per capita after adjusting for purchasing power parity) was around half of
the EU average (€195 per capita) in 2018. In order to support the implementation of all planned actions in the NCCS
2030 and to improve equal access to high-quality cancer care for the growing number of cancer patients across the
country, continued investment in cancer care seems warranted and requires adequate resources.

In Portugal, there is no systematic collection and monitoring of health expenditure on cancer care. As a result, there
is a lack of information about how efficiently money is being spent on cancer care in relation to patient outcomes.
For instance, the current financing model for hospitals via the state budget is not adapted or correlated to the costs
of medicines (25), which constitute a large share of cancer care expenditure in Portugal (31.5%), according to Lopes
et al. (2017) (24).

Health care expenditure (2020) and Economic burden of cancer in €
cancer care expenditure (2018) per capita (2018 prices)

PT I 10.6% of GDp  Jource: Eurostat, €200

Hofmarcher et al.
(2020)

EU I 10.9% of GDP £ €150 77 [l &
85 85 82
€100
PT N 5.4% of health expenditure 9%
€50 n B
EU I 6.2% of health expenditure 55
€0

€ per capita

PT I <96 per capita 2000 2005 2010 2015 2018
€195 per m Costs of lost productivity mHealth care expenditure
EU _ capita Source: Hofmarcher et al. (2020)

Cancer care Cancer care Health care
expenditure expenditure expenditure

The costs of lost productivity of cancer patients were stable at around €80 per capita between 2000 and 2018 (in
2018 prices). After adjusting for purchasing power parity, the cost of lost productivity in 2018 amounted to €97 per
capita. The stagnation of these costs despite a continued increase in the number of cancer cases is a positive sign
and a consequence of the increasing survival rates in Portugal. In the EU, the costs of lost productivity even declined
by 14% from €154 to €133 between 2000 and 2018. The reductions in these losses represent the monetary benefits
for the economy from investing in cancer care leading to improved survival rates (23).
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Unmet need in access to health care

At the EU level, unmet need in access to health care is monitored through the European Health Interview Survey
(EHIS) and the EU statistics on income and living conditions (EU-SILC) survey (26)." According to the latest data from
the EHIS (2019) for persons aged 15 years and older, 40% people in Portugal reported an unmet need for health care
due to reasons of finances, distance/transport, and/or waiting lists (27). This is well above the EU average of 26%.
Delayed access to health care due to long waiting lists was the most common reason for an unmet need in Portugal,
closely followed by financial reasons.

Unmet needs for health care

Regarding financial reasons for unmet need in access to o
: s by specific reason, 2019

health care, out-of-pocket payments (OOP) constitute a 50%

burden for citizens. Portugal is one of few EU countries Financial reasons, distance or
where the public share of overall health expenditure has i3 transportation, waiting list
decreased over the last two decades (between 2000 and 30% @Financial reasons

2021) (28). In 2021, OOP constituted 29% of overall health 20%

expenditure in Portugal, much higher than the EU average 1gy : Distance or transportation

of 15% (29). The majority of the OOP is related to 0%

spending on outpatient care services. Portugal  EU @Waiting list

iti 3 average Source: Eurostat
In terms of long waiting lists, the Portuguese Health

Regulatory Entity (ERS) monitors waiting times within primary and secondary care and compares regions with a
benchmark value of guaranteed maximum response times stipulated in the TMRG legislation (5). A summary of
waiting times relevant for oncology patients from the latest report by the ERS (year 2022) is provided below.

Waiting time to specialists (non-cancer specific)

At the end of 2022, there were around 600,000 people waiting for their first appointment with a specialist,
of which 47% have had a waiting time longer than the legal limit (this limit varies by priority level: high
priority = 30 days, medium priority = 60 days, normal priority = 120 days).

Waiting time to first consultation with an oncologist

appointment with an oncologist. 70% of these patients were waiting longer than the legal limit (priority

& At the end of 2022, 1,258 patients with suspicion or confirmation of cancer were waiting for their first
level: deferred urgency = 0 days, high priority = 7 days, priority = 15 days, normal priority = 30 days).

Waiting time for surgery in oncology

which were given a higher level of priority. 6,923 patients were awaiting surgery in the oncology area and

24% of them already exceeded the legal limit (priority level: deferred urgency = 72 hours after surgical
indication, high priority = 15 days, priority = 45 days, normal priority = 60 days). According to statistics from
2022, around 40% of patients scheduled for prostatectomy were on the waiting list for more than 90 days (30).

/ Out of the surgeries performed at the end of 2022, only 37% were given normal priority as compared to 56%

According to the OECD, a contributing factor to the difficulties in adhering to the guaranteed maximum response
times may be the lack of human resources (specifically medical oncologists and medical physicists) in NHS hospitals
and their unequal geographical distribution across the country (10, 31).

Prolonged waiting times are also a considerable problem for accessing palliative care in Portugal. The National
Palliative Care Network (RNCP) outlines the government’s responsibility in matters of palliative care which involves
early and timely intervention in the course of chronic, complex or life-limiting diseases (32). At the end of 2021, the
NHS had operational Palliative Care (PC) teams in all but two hospitals and local PC teams in all districts. However,
access to PC teams has been reported not to be equal across all levels of care (hospital, primary health care and PC
networks) (32). A study by Marques et al. (2023) evaluated the existing PC strategies and concluded that the current
model that separates PC from other forms of health care makes it inadequate to adapt to different local settings and
that there is evidence of inefficient service coordination (33).

" The EU-SILC measures the unmet need as a proportion of the whole population studies whereas the EHIS only includes those who had a need of health
care (19).

IHE - The Swedish Institute for Health Economics



Prevention
Health literacy

Background

e The World Health Organization (WHO) indicates that 30-50% of new cancer cases are theoretically preventable,
because they are caused by modifiable risk factors (34). The awareness of major risk factors - such as smoking,
obesity, alcohol consumption, UV radiation from the sun - is therefore a key step towards changing the behavior
of people and enticing them to adopt a healthy lifestyle. The European Code Against Cancer includes 12 actions
that individual citizens can take to help prevent cancer (35).

At the political level, the EBCP includes the aim of making at least 80% of the EU population aware of the
European Code Against Cancer by 2025 (2). The NCCS 2030 includes aims to address several major risk factors
(smoking, alcohol, overweight/obesity, food consumption, physical activity, etc.), and it specifically mentions
the objective to promote health literacy among adolescents and young people, particularly at basic school level,
regarding the risks of consuming tobacco products, new nicotine products and electronic cigarettes (4).

Health literacy is a concept that has gained an increasing interest at an international level (36). It has been
defined as the cognitive and social skills that allow individuals to gain access to, understand and use information
to promote and maintain good health (37). Low levels of health literacy are associated with poor comprehension
of medical and health information, low compliance with screening protocols, low adherence to treatment, and
low overall health (38, 39).

Current status in Portugal

e The European Health Literacy Population Survey 2019-2021 (HLS19) measures health literacy in the general
population in Portugal and 12 other EU countries (study sample of around 1000-3600 people per country) (40).
According to this survey, the health literacy level in Portugal higher than the EU average. However, there is still
a gap in ensuring full health literacy among the entire population in Portugal. In the figure below, three survey
questions relating to health prevention (“preventive health literacy”) illustrate these differences.

Proportion of individuals answering "fairly difficult” to "very difficult” on
questions related to health prevention

Full health literacy: 0%

To judge if information on unhealthy habits such as smoking,
low physical activity, or drinking too much, is reliable?
m Portugal mEU average

To understand advice concerning your health from family and
friends?

To decide how you can protect yourself from illness using
information from the mass media?

Source: European Health Literacy Population Survey 2019-2021 (HLS19) 0% 10% 20% 30% 40% 50%

e A study commissioned by the Directorate-General of Health in Portugal in 2020-2021 used a version of the HLS19
which also included optional modules on digital health literacy of the general population (n=1525). Overall, 5%
were classified as having an excellent level of general health literacy, 65% a sufficient level, 22% a “problematic
understanding”, and 8% an inadequate level. However, for organizational health literacy (i.e., the ability for
people to navigate, understand, and use information and services to take care of their health (41), the
prevalence levels of “problematic understanding” and “inadequate level” were much higher (65% combined);
and the same was found for digital health literacy (53% combined) (42). A more recent Portuguese study
highlighted that older age, low socio-economic status, low education level, and low perceived health were all
factors that were associated with a low level of health literacy (43).

Recommendations

o Improve the health literacy of citizens and cancer patients by making health information more accessible, easier
to understand and act on. Use the European Code Against Cancer as a guide to focus on major cancer-related
risk factors.

e Conduct an assessment of current health literacy-enhancing procedures, such as the creation of patient materials
and staff training, and involve patient advocacy groups in this review process.

e Adapt information materials to population groups that are more likely to have a low level of health literacy (e.g.,
elderly people, people with a low socioeconomic status).
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Prevention
Vaccination against human papillomavirus (HPV)

Background

e HPVis a group of sexually transmitted viruses that causes around 2.5% of all cancers in women and men in Europe
(44). Vaccination against HPV became initially available in the EU in 2006. It has been found to be an effective
and cost-effective intervention to prevent cervical cancer and other types of HPV-related cancers, including
cancers of the vulva and vagina (44). According to the WHO, the primary approach should be to vaccinate girls
and boys around age 9-14, just before puberty and the start of sexual activity (45). There is additional value in
vaccinating older teenagers and young adults, at least up to the age of 26 because it can protect against a new
infection or re-infection and block transmission to a new partner (44).

e In Portugal, HPV vaccination was introduced in the national immunization program in 2008 for girls aged 13, with
a catch-up program for girls until 17. In 2017, vaccination was anticipated for girls aged 10 (46). In 2020,
vaccination was extended to boys aged 10. A national consensus paper with recommendations on vaccination,
including also special population groups, was published by the Portuguese Society of Gynecology in 2017 (47).

e The EBCP includes the aim of a 90% HPV vaccine coverage rate (VCR) of girls in the EU and to significantly
increase the VCR in boys by 2030 (2). The NCCS 2030 has the objective to maintain the VCR of children born after
2009 at values above 90% until 2030 (4). A proposal by the European Commission for a Council recommendation
on vaccine-preventable cancers from 2024 emphasizes the importance of targeted catch-up campaigns for young
adults and targeting ‘disadvantaged groups’, such as migrants, asylum seekers and refugees, displaced persons
from Ukraine, Roma, persons with disabilities, and LGBTIQ people (48).

Current status in Portugal

e The HPV VCR for girls in Portugal has been the highest in the EU over the past decade. In 2022, 94% of all girls
by age 15 were fully vaccinated (49). This is well above the EU average and Portugal is the only country in the
EU already reaching the EBCP aim of 90%. In addition, Portugal topped the list of the HPV VCR for boys with 80%
in 2022 among EU countries with available data (49).

e According to a study by the European Commission, Portugal is the EU country with the highest reported vaccine
confidence among the general population (50). In this study, vaccine confidence was measured by the
population’s opinion on vaccines’ safety, importance, effectiveness, and compatibility with one’s beliefs. A
consistent high trust in the public health system is likely a major reason why the HPV vaccination program has
been and continues to be very successful in Portugal.

HPV vaccination coverage of girls HPV vaccination coverage of boys,
by age 15, last dose received, 2022 last dose received, 2022
100% Source: WHO 100% Source: WHO
(] 0
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40%
S 20% I I
20% 0% ...
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Notes: The definitions of HPV VCR for girls and boys used in the figures above are not identical (see Appendix for more information). An EU average is not presented for the
HPV VCR for boys because many countries do not yet report vaccination data due to the recent inclusion of boys in the national vaccination programs.

Recommendations

e Continue current efforts to maintain the HPV vaccination rate in girls above 90% and explore measures to
achieve an equally high HPV VCR in boys as in girls.

e Consider catch-up vaccination for boys and young men, until the age of 26, who did not get vaccinated before
the vaccine program was extended for boys in 2020.

e  Work towards HPV elimination by extending the vaccination program to vulnerable groups, such as people
living with HIV, MSM (men who have sex with men), and women with precancerous cervical lesions to reduce
the recurrence of disease.
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Early detection

Breast cancer screening

Background

e Breast cancer screening allows to detect a tumor as early as possible when it is still small and amenable to
curative treatment (51). In early disease stages, survival rates are highest and treatment costs lowest (52).

e The EBCP includes the aim to invite 90% of the target population in each country for breast cancer screening by
2025 (2). Moreover, the updated screening recommendation by the Council of the EU from 2022 states that breast
cancer screening with mammography should be conducted in women aged 45-74 years (previously 50-69 years),
with women aged 45-49 screened every 2 or 3 years, women aged 50-69 screened every 2 years, and women
aged 70-74 screened every 3 years (53, 54).

e In Portugal, the breast cancer screening program targets women aged 50-69 to be screened with mammography
every 2 years (55). The NCCS 2030 includes the objective to reach 100% geographical coverage (per primary
health care unit), 95% population coverage (actively invited target population), and a participation rate of above
65% among eligible women by 2030 (4).

Current status in Portugal

e Before the creation of the "National Coordination Center for Population-Based Screening Programs” as part of
the ongoing NHS reform in 2024 (19), the Regional Health Administrations (ARS) were responsible for the
identification of eligible women and for providing this information to external entities which run the scheduling
and performed the test. These entities are the Portuguese League Against Cancer (LPCC) (in continental Portugal
with the exception of the Algarve region) and the Oncology Association of Algarve in the Algarve Region (56). In
the Autonomous Regions, the breast screening program is managed by the local health systems and executed by
public entities. The primary tests are carried out in mobile units or fixed screening units (56).

e According to the Directorate General of Health, the geographical coverage of the breast cancer screening

program reached 100% in continental Portugal and the Autonomous Regions in 2022 (56). 98% of the eligible

population was invited to a mammography in 2022. The participation rate was 51% in 2022, which was below the

NCCS 2030 target and continued a declining trend observed since 2019 when the participation was at 65% (56).

According to self-reported data from 2019, 81% of women aged 50-69 had undergone mammography within less

than two years, similar to the level in 2014 (84%), and higher than the EU average of 65% (57). Furthermore, self-

reported screening rates in 2019 did not vary noticeably by education level (81% for women with lower education)
and urbanization status (83% for women living in rural areas). However, a study by Quintal et al. (2023) that used
self-reported data from the Portuguese Health Interview Survey in 2019 found that the screening rate varied

between 86% in the North region and 71% in the Algarve region (55).

e The availability of mammography machines in Portugal (1.2 machines per 100,000 inhabitants) was lower than
the EU average in 2021. However, the data from Portugal might be underestimated as they only cover machines
in hospitals and not among ambulatory care providers. A limited availability of mammography machines may
result in longer waiting times for screening appointments, and for women with symptoms of breast cancer who
need a mammography for diagnostic confirmation.

Screening participation rate in 2019 Number of mammography machines per

(self-reported breast examination by x-ray within 100,000 inhabitants in 2021
the last 2 years of women aged 50-69)

100% 81% : 5 Numbers for Portugal 2.1
65% 2 are underestimated 2
----- Sl ———— = 1.2
N . |
., 1R
0% 0
Portugal EU average Portugal EU average
Source: Eurostat Source: Eurostat

Recommendations

e Expand the target age group of the screening program from 50-69 to 45-74 years in line with the latest
recommendation by the Council of the EU. This expansion would increase the eligible population by around 49%
or 0.75 million women, requiring planning for more mammography machines and healthcare professionals.
Analyze and promote the standardization of successful methodologies for invitation across the country and
explore why certain regions (e.g. Algarve region) have lower participation rates.

Monitor changes in the participation rate following the implementation of the new invitation standard, which
involves sending an SMS or a letter with the date and the health unit that a woman should go to be screened.
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Early detection

Cervical cancer screening

Background

e Cervical cancer screening allows to detect a cancer before the onset of symptoms or even earlier in its pre-
stages. In early disease stages, survival rates are highest and treatment costs lowest (58, 59). The screening used
to be done with a Pap smear test every three years. The discovery of HPV as the cause of cervical cancer has led
to the development of HPV DNA-based tests as a screening method (45).

The EBCP includes the aim to invite 90% of the target population in each country for cervical cancer screening
by 2025 (2). Moreover, the updated screening recommendation by the Council of the EU from 2022 states that
countries should use HPV tests and screen women aged 30-65 at an interval of five years or more (53).

In Portugal, the cervical cancer screening program targets women aged 25-60 to be screened with an HPV test
every 5 years (55). The NCCS 2030 includes the objective to reach 100% geographical coverage (per primary
health care unit), 95% population coverage (actively invited target population), and a participation rate of above
65% among eligible women by 2030 (4).

Current status in Portugal

e Before the creation of the "National Coordination Center for Population-Based Screening Programs" as part of
the ongoing NHS reform in 2024 (19), the Regional Health Administrations (ARS) identified eligible women, who
were called to participate in the screening program by their family physician (56). For women not assigned to a
family physician, the Director of the Clinical Council of the primary health center cluster handles the invitations.
In the Azores, the Azores Oncology Center (COA) manages this process (56).
According to the Directorate General of Health, the geographical coverage (per primary health care unit) of the
cervical cancer screening program was 100% in continental Portugal and 91% in the Azores in 2022 (56). 64% of
the eligible population was invited to a screening in 2022, which was the highest value since 2017 but still below
the NCCS 2030 target. Among the invited women, the participation rate was 94%, which was as high as in 2021
and higher than in previous years (56). Approximately 1.7 million people in continental Portugal are not assigned
to a general practitioner (family physician) (60), and it is unclear to what extent they get an invitation to get
screened. According to a study (n=764 in 2017-2018) by Teixeira et al. (2022), 60% of eligible women, who
reported not to have been screened, had received no screening invitation (61). The same study found that
another barrier to access cervical cancer screening was a low level of health literacy.

e According to self-reported data from 2019, 67% of women aged 20-69 had a screening within the last 3 years,
similar to the level in 2014 (71%), and slightly below the EU average of 71% (62). A study by Quintal et al. (2023),
which used self-reported data from the Portuguese Health Interview Survey in 2019, found considerable
geographical differences in the screening rate (87% in the North region and 54% in the Azores) (55). In the same
study, screening rates were found to be higher among women with a higher socioeconomic status, with the
inequalities being most pronounced in the Azores, Madeira, Lisbon and to a lesser extent in the North region.

Screening participation rate in 2019 Screening participation rate in 2019
(self-reported cervical smear test within the (self-reported cervical smear test within the last 3
last 3 years of women aged 20-60) years or HPV test within the last 5 years in the
North region of women aged 25-64)
100%
NCCS i
80% 67% |aim: -65%| /1% o :
_____ e —_———— Lisbon Metropolitan Area
607% Central :
40% Algarve :
Madeira :
N 3
20% Al:ntejo EA >§5C%S aim
O% Zores 1
Portugal EU average , 0% 20% 40% 60% 80% 100%
Source:Eurostat Source: Quintal et al.

Recommendations

e Adjust the target age group of the screening program from 25-60 to 30-65 years in line with the latest
recommendation by the Council of the EU. Consider adapting ages and screening intervals to a woman’s risk
based on her HPV vaccination history. Ensure that invitations for screening are sent out to all eligible women.

e Explore the possibility of introducing HPV self-sampling kits to improve participation among non-responders to

screening invitations.

Identify and address barriers in regions with below-average screening rates (Azores, Alentejo, Madeira).
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Early detection

Colorectal cancer screening

Background

e Colorectal cancer (CRC) is to a large extent curable if diagnosed early and if appropriate treatment is provided
(63). Treatment costs are also lowest in early stages of the disease (59, 64). There are multiple CRC screening
methods, including stool-based tests (fecal immunochemical test, FIT; guaiac fecal occult blood test, gFOBT;
multitarget stool DNA test), blood-based tests, and imaging-based tests (colonoscopy, computed tomography
colonography, colon capsule, flexible sigmoidoscopy) (65).

e The EBCP includes the aim to invite 90% of the target population in each country for CRC screening by 2025 (2).
Moreover, the updated screening recommendation by the Council of the EU from 2022 confirmed the previous
screening recommendation for CRC in all people aged 50-74 years, and it established FIT as the preferred triage
test for referring individuals for follow-up colonoscopy (53). Quality guidelines from 2012 note that the screening
interval with FIT should not exceed three years (66).

e In Portugal, the CRC screening program targets men and women aged 50-74 to be screened with a FIT test every
two years. Madeira was the last region to switch from an opportunistic to an organized program in 2022 (55).
The NCCS 2030 includes the objective to reach 100% geographical coverage (per primary health care unit), 95%
population coverage (actively invited target population), and a participation rate of above 65% among eligible
people by 2030 (4).

Current status in Portugal

e Before the creation of the "National Coordination Center for Population-Based Screening Programs" as part of
the ongoing NHS reform in 2024 (19), the identification and invitation of the eligible individuals was performed
by the Regional Health Administrations (ARS) (56). In the Azores, the Azores Oncology Center (COA) is responsible
for this process. Test kits are usually sent to people’s homes unless a person has indicated their unavailability
for screening. Alternatively, eligible individuals can obtain test kits from their primary care center. Individuals
perform the stool test at home and return the kit to either their primary care health unit or directly to the
laboratory conducting the FIT. The tests were conducted in the public health laboratories of each ARS or COA.
If the FIT test yields a positive result, the person is invited for a colonoscopy.

According to the Directorate General of Health, the geographical coverage (per primary health care unit) of the

CRC screening program was 100% in continental Portugal and 90% in the Azores in 2022 (56). 33% of the eligible

population was invited to a screening in 2022, which was the highest value since 2017 but far below the NCCS

2030 target. Among the invited people, the participation rate was 41%, which was lower than in 2021 (51%) but

higher than in 2019 (32%) (56). The more recent implementation of the CRC screening program in all regions

might explain why CRC screening participation rates are lower than for the other screening programs (55).

e According to self-reported data from 2019, 42% of people aged 50-74 years had a screening within the last 2
years, higher than the level in 2014 (36%), and above the EU average of 33% (67). However, large geographical
differences exist as highlighted in a study by Quintal et al. (2023), which found that the screening rate ranged
from 25% in Alentejo to 52% in the North region (55). (see Appendix 2 for additional information)

Screening participation rate in 2019 Screening participation rate in 2019
(self-reported stool test within the last 2 years of (self-reported stool test within the last 2 years of
people aged 50-74 years) people aged 50-74)
0 1
o North E——— :
80% NCCS aim: >65% Lisbon Metropolitan Area :
gy Sooo—ecoooooooooooooooooooooo | Madeira  n—— i
L)
i 42% 33% Algarve m— : NCCS aim:
40% Azores mE— (< >65%
20% . Central — i
: 1
0% Alentejo n— :
Portugal EU average 0% 20% 40% 60% 80% 100%
Source: Eurostat Source: Quintal et al. (2023)

Recommendations

e Run countrywide campaigns to raise awareness of the benefits of participating in CRC screening.
e Identify and address barriers in regions with below-average screening rates (Azores, Central, Alentejo).
e Facilitate participation by sending out invitation letters along with test kits by default to all eligible people.
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Early detection

Lung cancer screening

Background

e Lung cancer is the leading cause of cancer death among men in Portugal and the EU (20). Detection at earlier
stages results in higher survival rates and lower treatment costs (59, 68).
Due to the mild and non-specific symptoms of lung cancer in early stages, more than 50% of the cases are
diagnosed at a metastatic stage in Portugal (25, 69, 70). Results from several randomized-controlled trials show
that targeted screening, of former and current heavy smokers, with low-dose computed tomography (LDCT)
results in an extensive shift of patients to an earlier stage at detection and reduction in mortality (71). Lung
cancer screening with LDCT has the possibility to reduce lung cancer mortality by at least 20% (72). The number
needed to be screened to avoid one cancer death has been estimated to be around 130-220 individuals, which is
considerably lower than for breast cancer (645-1724 individuals) (71).
The updated screening recommendation by the Council of the EU from 2022 states that countries should explore
the feasibility and effectiveness of LDCT to screen individuals at high risk for lung cancer, including heavy
smokers and ex-smokers, and link screening with primary and secondary prevention approaches (53).
Furthermore, EU countries are also encouraged to conduct research on how to reach and invite the target group,
as population registries do not contain information on people’s past and current smoking behavior. To facilitate
this, a large EU project (SOLACE funded under the EU4Health Program) is ongoing in multiple EU countries,
aiming to support the implementation of and optimization of LDCT screening programs (72).
e At present, Croatia is the only EU country that has started to roll out a national lung cancer screening program
since 2020 (73). Other countries, such as Czechia and Poland, have initiated pilot programs (73, 74).

Current status in Portugal

e Late diagnosis of lung cancer is a reality recognized as a challenge in Portugal by stakeholders (see Appendix 2
for more details) (75).

e The NCCS 2030 includes the objective of ensuring the operationalization of the Council recommendations on
screening, which includes lung cancer screening (4). This includes drafting new screening standards and an
evaluation of the effectiveness and cost-effectiveness of the screening program.

e The approved State Budget for 2024 intents to broaden the screening programs to include lung cancer, gastric
cancer, and prostate cancer (76). The Ministry of Health plans to launch pilot projects to screen for lung cancer
in high-risk groups in certain communities in the first half of 2024 (77). These projects are supported by advocacy
groups such as Pulmonale (Portuguese Association for the Fight Against Lung Cancer) (78).

Key considerations

e The International Association for the Study of Lung Cancer (IASLC) has assembled the following list of factors to
consider for a successful implementation of a lung cancer screening program (71):

Clear definition of roles between national, regional or local levels in terms of decision-making,
organization, and deployment of screening, with centralized monitoring of data and a national
(el iE)l«-Il protocol guiding all implementation

Opportunities for the involvement of relevant professional societies and patient organizations
in decision-making on lung cancer screening

Comprehensive data management system, covering all aspects of the program

) Full interoperability between screening program and health data systems to capture outcomes
INIUENCIIE for all screening attendees and ensure regular updating of invitation database
Widespread information campaign conveying appropriate, accessible information about
screening through all possible channels
Comprehensive workforce planning to ensure sufficient personnel to perform scans and
follow-up care

Health Training and accreditation criteria are defined for all imaging personnel and applied in all
workforce participating screening centers

Full engagement of primary care physicians, with appropriate training in place

Screening program fully integrated into multidisciplinary care pathways

Service Preemptive addressing of any deficits along the lung cancer pathway that may result in
delays in diagnosis and access to care

Full integration of lung cancer screening program with an existing smoking cessation
program

delivery
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Early detection

Case study on early detection and cancer recurrence

Background

The detection of cancer in an early stage - when the tumor is still small and has not spread across the body - provides
the best chances for survival, provided effective treatment is received after the diagnosis (2). However, even patients
who are diagnosed at an early stage are by no means guaranteed to survive their disease (79). In addition, treating
cancer in early stages is associated with significantly lower costs, both direct and indirect costs (59, 80).

The initial treatment of early-stage cancers usually involves surgery to remove the tumor, followed (but sometimes
also preceded) by radiation therapy and/or cancer medicines for a limited period of time. However, after the initial
treatment is completed and a patient is declared cancer-free, the cancer may come back (called “recurrence” or
“relapse”). Cancer recurrence is relatively common after completing initial treatment and up to 5 years after
diagnosis (81). The importance of “treating better” in early-stage cancer has recently received new impetus by the
regulatory approval of several immunotherapies and target therapies in multiple cancer types. Clinical trials of these
medicines have demonstrated their ability to reduce the risk of cancer recurrence and improve overall survival (79).

This section aims to illustrate the importance of earlier detection further and the need for more effective treatments
in earlier stages. Cervical and lung cancer are used here as examples.

A target literature search was conducted to find relevant data for the following parameters of cervical and lung
cancer that are relevant to the Portuguese context:

1. Stage distribution at diagnosis

2. Survival rate by stage at diagnosis

3. Treatment costs by stage at diagnosis

4. Recurrence rate and treatment costs of recurrence

Results: Cervical cancer

Data on the stage distribution of cervical cancer at

diagnosis was not available for Portugal. Instead, data Stage distribution of cervical cancer
from the Swedish cancer registry was used (82). The stage at diagnosis

distribution presented here is based on cases detected in

2012-2020 from all regions in Sweden (n = 5,595). It shows 63%

that most patients (63%) are diagnosed in stage |, whereas
only 7% are diagnosed in stage IV. It is likely that the stage
distribution at diagnosis in Portugal has more patients in
stage IlI-1V since screening rates in Sweden are higher (around 88% as compared to 67% in Portugal, based on self-
reported data in 2019) (62).

I I =l =V

Source: Swedish cancer registry

With regards to survival by stage at diagnosis, data from

the Office of National Statistics in the UK was used (83). 5-year net survival of
The data are based on cases diagnosed in 2013-2017. As cervical cancer by stage
the figure illustrates, the 5-year net survival is highest in 95% Source: UK cancer registry
stage | (95%) and gradually decreases to 15% in stage IV. 70%
40%

Data on treatment costs by disease stage were based on a 15%
publication by McGarvey et al. (2022) (59). This study was L
used to estimate the percentage increase in costs by stage | " " v
relative to stage |. The study is based on patients

diagnosed between 2016-2020 in the US (n = 1,866). Median annual costs (total and cancer-specific costs?) were
reported for each stage during the first year after diagnosis. As the figure below illustrates, the total costs increase

2 Total costs were defined as any costs among patients diagnosed with cancer, while cancer-specific costs, a subset of the total
costs, required the presence of an ICD-9-CM or ICD-10-CM diagnosis code of the cancer type of interest.
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by stage and are substantially higher for stage Il (almost a 3-fold increase compared to stage I) and for stages Ill and
IV (a 5-fold and almost 9-fold increase, respectively).

Cervical cancer treatment costs
during the first year after diagnosis relative to stage |
Source: McGarvey et al.
| Baseline (median)
Il 265%
[ e 501%

IV I 374%

The prognosis of cervical cancer patients who experience a recurrence after initial treatment in the early-stage
setting is poor, especially if the recurrence is metastatic as it is usually considered incurable (84). A nationwide
Danish study (n=1,523, cases from 2005-2013) of stage | (IA1 to 1B1) patients found a 5-year recurrence rate of 6%
(85). This shows that even in the very early disease stages, more effective treatments are still needed to prevent
recurrence. A single-center study in France (n=239, cases from 1999-2018) of patients initially diagnosed in stage |-
(IA1-11A1) reported a relapse-free survival of 87% after 5 years (i.e., the other 13% experienced recurrence or death)
(86). This study also found that recurrence rates were higher in cases with bigger tumor sizes (i.e., more advanced
cases) at initial diagnosis. A small study by Moreira et al. (2020) for Portugal conducted a retrospective analysis of
cervical cancer patients with a recurrence, using data from the Algarve University Hospital Center (n=48 with a
recurrence in 2016-2018) (87). The study found that a median of 15 months elapsed between the end of initial
treatment and recurrence and that patients with more advanced disease seemed to recur sooner. Studies that have
investigated the economic burden of recurrent cervical cancer are scarce. Available studies on treatment costs often
group patients with recurrence together with those that have newly diagnosed metastatic disease (88, 89). No cost
studies comparing early-stage patients with and without recurrence could be identified, but the general cost pattern
may be similar to that of lung cancer described further below.

In summary, to what extent the current cervical cancer screening program in Portugal is able to prevent diagnosis in
later stages is challenging to interpret without Portuguese data on the stage distribution. Similarly, survival data by
stage would be needed to understand the effectiveness of current treatments. Nevertheless, the data gathered in
this section clearly show the benefit of detecting cervical cancer in earlier stages in order to improve patient
outcomes and reduce treatment costs. In addition, more effective treatments are needed in the early-stage setting
to prevent recurrence and subsequent clinical and economic burden after the initial treatment.

Results: Lung cancer

Data on the stage distribution of lung cancer at diagnosis o

in Portugal is limited to four publications (69, 90-92). Stage distribution of ll{ng cancer

Soares et al. (year 2020-2021) have published stage (NSCLC subtype) at diagnsosis

distribution at diagnosis for NSCLC3 and SCLC, of which the _
o .. 12% 26% 56%

former is illustrated here (by combining data from 2

publications) (90, 92). The data show that most patients | N omil mv

were diagnosed at late stages IlI-IV (26% and 56%

respectively). For SCLC, the results are similar but with an

even larger proportion of patients diagnosed in stage IV
(73%) (91).

Source: Soares et al.

5-year net survival of

. L : lung cancer by stage
In terms of survival, a recent publication by Guerreiro et

al. (2023) estimated 5-year survival by stage based on data 67% Source: Guerreiro et al.
from four population-based cancer registries covering the 42%

whole country of Portugal (year 2009-2011, n=11,523) (94). 13%

Survival is highly dependent on the disease stage at _L
diagnosis (67% in stage | and only 2% in stage IV). This | " " v

indicates a high unmet need for patients to be treated
better in all stages of the disease, as even stage | is far from the 100% goal.

3 Approximately 85% of all lung cancer cases are non-small cell lung cancer (NSCLC) and the remaining 15% are small cell lung cancer
(SCLC) (93).
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Data on treatment costs by disease stage for lung cancer in the Portuguese setting are scarce. Instead, cost estimates
from the study by McGarvey et al. (2022) were used (same study as for cervical cancer above), which included patients
diagnosed between 2016-2020 in the US (n = 3,459) (59). Median costs during the first year after diagnosis are lowest
for stage |. Costs increase substantially for stages Ill and IV (3-fold and 7-fold, respectively), showing a similar trend
as for cervical cancer. Other studies also found a similar cost pattern for lung cancer (95, 96).

Lung cancer treatment costs
during the first year after diagnosis relative to stage |

. . Source: McGarvey et al.
| Baseline (median)

Il 126%
I R 317%
IV I 72.3%

No Portuguese study was found that reported recurrence rates or treatment costs due to the recurrence of lung
cancer after initial treatment in the early-stage setting. One study from Italy by Cortinovis et al. (2023) reported
recurrence rates and the economic burden for NSCLC diagnosed in stage IlI-IlIA (based on data from 2015-2021, n=458)
(97). In this study, 42% of patients had a recurrence (with either loco-regional spread or metastatic spread) within
one year after initial treatment, the median time to recurrence was 20.5 months, and after 5 years 63% of all patients
had a recurrence, as shown in the left-hand graph below. This can be related to the 5-year net survival of 42% in
stage Il and 13% in stage lll in Portugal (94). The results are similar to findings from a recent systematic literature
review and meta-analysis of international NSCLC studies that found a recurrence-free survival* rate of 81% in stage
I, 50% in stage Il, and 34% in stage lll after 5 years (81). The Italian study also investigated the resource use and
treatment costs (from a healthcare perspective with mean costs over two years after surgery) associated with
recurrence. Compared to NSCLC patients with no recurrence, patients with loco-regional and metastatic recurrence
had almost twice as high treatment costs (84% and 106%, respectively), as shown in the right-hand graph below. Most
of the cost differences were driven by an increased use of cancer medicines to treat the recurrence.

Probability of having a recurrence Treatment costs from recurrence
with stage II-IlIA NSCLC at diagnosis relative to no recurrence in NSCLC
100% (stage II-1IlA at diagnosis, 2 years after surgery)
80% 63%
60% 42% no recurrence  Baseline
40%

20% loco-regional recurrence ||| EGNRGTTEIEG 3+
0%
0 1 2 3 4 5 metastatic recurrence || GGG 10

Years after initial treatment o
Source: Cortinovis Source: Cortinovis et al.

Another study by Andreas et al. (2018) evaluated the economic burden of stage IB-IlIA NSCLC patients who had surgery
as initial treatment in France, Germany, and the UK based on data from 2009-2012 (n=831). Compared to patients
who remained disease free after surgery and after adjuvant therapy, the healthcare costs of recurrent patients from
all countries combined was 272% higher loco-regional recurrence and 354% higher for metastatic recurrence (98).

In summary, without a national screening program for lung cancer or improved earlier detection of symptoms in
primary care in Portugal, a large proportion of patients will be diagnosed in later stages, where the survival prognosis
is poor and treatment costs are high. First results from the national screening program for lung cancer in Croatia
show that in the first round of 27,000 CT scans, 47% of the cases were diagnosed in stage I-Il (72, 99). The proportion
of patients diagnosed with stage I-1l is expected to increase in the coming years, because the first round catches all
pre-existing tumors in the population. Overall, this demonstrates the feasibility of a national lung cancer screening
program to improve patient outcomes. Nevertheless, even if more cases can be detected early in stages I-Il, there is
still a need for more effective treatments to prevent recurrence, as the Portuguese survival rates in these stages are
currently far from 100%.

“ Time from end of treatment until there is evidence of cancer recurrence or until death.
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Diagnosis and treatment
Comprehensive cancer centers

Background

e A comprehensive cancer center (CCC) is characterized by its organizational quality, multidisciplinarity, and
integration of research into clinical care (translational research) (100). Patients diagnosed and treated in
specialized cancer centers (including, but not limited to, CCC) generally have better access to advanced
diagnostics and therapies as well as clinical trials, which results in better outcomes than of patients treated in
general hospitals (101).

e There is no universal definition of a CCC. The Organisation of European Cancer Institutes (OECI) facilitates the
development of accrediting CCCs around the world by means of quality standards which represent the European
consensus for evaluating the performance of cancer centers (100). However, since the OECI accreditation system
is voluntary and countries might also rely on other national accreditation systems, country comparisons of the
number of CCCs are not possible to evaluate using the definition by the OECI.

e The EBCP states that by 2030, 90% of eligible patients should have access to national CCCs linked through a new
EU Network of CCCs with the purpose of facilitating the uptake of quality-assured diagnosis and treatment. The
EU Network of CCCs will be established by the year of 2025 with the aim of increasing cross-border collaboration
in quality-assured diagnosis and treatment processes (2).

e According to the NCCS 2030, the implementation of a multidisciplinary team meeting prior to the first treatment
for >85% of cancer patients by 2030 is a priority (4). The clinical management of >90% of cancer patients should
be carried out in certified oncology units by 2030. In addition, the Oncology Reference Network (RRO) between
NHS hospitals should be established to integrate cancer care and to ensure equal access by 2026.

Current status in Portugal

e Based on the voluntary OECI accreditation system, Portugal has one CCC, the
Instituto Portugués de Oncologia do Porto Francisco Gentil, E.P.E. (IPO-Porto),
and two cancer centers®: Instituto Portugués de Oncologia de Lisboa Francisco "g,‘;i‘{;;:gj‘,‘,i‘fg de
Gentil, E.P.E. (IPO-Lisboa) and Instituto Portugués de Oncologia de Coimbra
Francisco Gentil, E.P.E. (IPO-Coimbra). This limits access of patients living in B i Oncologia de
Southern Portugal and the Azores and Madeira.

e In the NCCS 2030, CCCs are referred to as specialized reference centers. DR . oncologis ce
Designated reference centers for seven cancer types exist (rectal cancer, @ LECikcoontil
pancreatic cancer, esophageal cancer, sarcomas, testicular cancer, eye
cancer, pediatric cancer). Their purpose is to integrate skills, formalize and
train multidisciplinary teams, and improve the hospital referral pathway.
However, according to the NCCS 2030, the establishment of these designated
reference centers did not lead to an improvement in compliance with the maximum legal response times for
oncology surgery, and currently the referral pathways for cancer patients are far from optimal to ensure efficient
and timely access to care (4).

Recommendations

e Improve the integration of different levels of care (primary care, secondary care, tertiary care) and referral
pathways for newly diagnosed patients in accordance with the strategies and aims in the NCCS 2030.

e Ensure more equal geographical access to comprehensive cancer centers as well as specialized reference centers
and try to reduce the access inequalities.

e Mandate the use of multidisciplinary team meetings prior to the first treatment of >85% of cancer patients by
2030, in line with the aims of the NCCS.

3 According to the accreditation process by OECI, the criteria to be a certified a cancer center (CC) are lower than for a CCC. For instance, the annual
budget for cancer care, number of inpatient hospitals beds, and clinical staff requirements are lower (100).
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Diagnosis and treatment
Multi-biomarker testing

Background

e Biomarker testing is part of the diagnostic process of cancer care, which allows to identify the molecular
characteristics of the tumor and helps to select appropriate treatments.

e Testing with single biomarkers has been done for decades in certain cancer types (e.g., breast cancer). With
increasing knowledge of molecular targets, single-biomarker testing has become impractical in some cancer
types (e.g., lung cancer). Multi-biomarker testing, specifically with next-generation sequencing (NGS)
technology, tests for several biomarkers in parallel rather than sequentially. NGS testing is increasingly becoming
standard of care in several cancer types, thereby replacing or complementing single-biomarker testing (102).

e The EBCP’s flagship initiative “Cancer Diagnostic and Treatment for All” includes several action plans and
advocates the use of NGS (2). The overall intention is to improve cancer diagnosis and treatment through
personalized medicine and the use of the latest innovations in cancer care. The European Society for Medical
Oncology (ESMO) issued its first recommendation to use NGS in the treatment of advanced non-small cell lung
cancer (NSCLC), prostate cancer, ovarian cancer, and bile duct cancer in 2020 (103).

e The ENLLC 2030 has the objective to guarantee access to precision medicine, genomic medicine, predictive
medicine and pharmacogenomics techniques and practices in the Oncology Reference Network (RRO) until 2026
(4). It aims to collaborate in the implementation of the national strategy for genomic medicine and with hospitals
and academic laboratories involved in the GenomaPT consortium and the PT_MedGen project.

Current status in Portugal

e  Multi-biomarker testing has already been introduced in Portugal. IPO Porto, Coimbra, and Lisbon have the
capability to perform NGS testing in-house. In other hospitals treating cancer patients, biopsy samples may be
sent to external, private laboratories for analysis. Outsourcing of the testing has been reported to lead to delays
in the diagnostic process (25).

e There are no national guidelines for NGS testing. Recommendations from a Portuguese Expert Group published
in 2022 state that an NGS panel should be used to test non-squamous NSCLC, and it should not only include genes
with approved targeted therapies (ALK, BRAF, EGFR, MET, NTRK, RET, ROS1) but also genes with potentially
actionable genomic alterations (HER2 and KRAS) (104).

e According to an international study conducted in 2020, Estimated availability of multigene
Portugal had a high availability of multigene biomarker tests biomarker tests (NGS) in 2020
(above >90%), on par with the Nordic and Western European .

countries (105). However, in terms of actual use of NGS, the
same study reported that approximately 30% of all biopsies in
NSCLC were analyzed with NGS technology (105), indicating B high = >90%
rather low use, which was explained by the perceived high [ medium 75-90%, ¢
costs of the tests (105). W ow<75% £

e By contrast, a study conducted by ESMO in 2021 found that NGS éj}
was only “occasionally” available in Portugal, whereas single-
biomarker testing, such as immunohistochemistry, was
“always” available (106). In the same study, Portuguese
pathologists and medical oncologists stated that access to
biomarker testing is not equal across the country. Countries
with a higher access to NGS technology (e.g., Finland, Sweden) had policy initiatives for the implementation of
innovative molecular testing technologies, which was not the case in Portugal (106).

Recommendations

e Create a national strategy for precision medicine in oncology in line with the objectives in the NCCS 2030.

e Expand the diagnostic infrastructure in NHS hospitals or improve external partnerships with private laboratories
to perform NGS tests, with the aim to accelerate the genomic testing and pathological assessment and
consequently clinical decision on treatment.

e Ensure the use of NGS testing in cancer types as indicated by ESMO recommendations.
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Diagnosis and treatment
Availability of new cancer medicines

Background

e The local availability of new medicines is defined by the European Federation of Pharmaceutical Industries and
Associations (EFPIA) as the inclusion of a centrally approved medicine by the European Medicines Agency (EMA)
in the national/regional public reimbursement list (107). EFPIA publishes an annual report, the EFPIA WAIT
Indicator Survey, which monitors the local availability of recently approved medicines.

e The local availability of new cancer medicines with approval by the EMA differs considerably between EU
countries (107). Many causes for delays and unavailability of new medicines at the country level have been
identified across the EU (108), such as (i) limited public budgets for medicines, (ii) late company submission or
late start of the national pricing and reimbursement process, (iii) lack of clearly defined timelines for pricing
and reimbursement, (iv) the complexity of the health technology assessment (HTA) process.

e At the EU level, a revision of the EU pharmaceutical legislation is underway. One objective is to reduce country
differences in the availability of new medicines and to shorten the time from EMA approval until patient access
(109). In addition, the new EU HTA regulation will apply for cancer medicines and advanced therapy medicinal
products from January 12, 2025. This will entail a joint (cross-country) clinical assessment of the relative
effectiveness of new medicines (110).

e The NCCS 2030 aims for greater transparency and wants to publish the time for deciding on the reimbursement
of new cancer medicines until 2025 (4).

Current status in Portugal

e The reimbursement rate in Portugal for new cancer medicines (EMA approved in 2019-2022) was 73% at the
beginning of 2024 (107). This is above the EU average of 50%. Yet less than half of the reimbursed medicines in
Portugal had “full reimbursement” (43%), while the remaining ones had some limitations (57%). The time from
EMA approval to local reimbursement in Portugal was on average 794 days for cancer medicines reimbursed until
the beginning of 2024. This was 42% longer than the EU average (559 days) and the fifth longest delay among EU
countries with available data. The reimbursement time has remained rather constant in recent years.

e Infarmed is conducting the HTA of new medicines. Various reports have highlighted challenges that Infarmed is
facing in terms of resources and organization (111, 112), which might affect the assessment timelines. Shortages
of human resources and challenging working conditions lead to high rates of absenteeism and turnover (112).
Inefficiencies in the organization and weaknesses in information systems are delaying responses to applicants of
new technologies (111). Patient associations are very marginally involved in the assessment processes (113).

e HTA agencies across the EU apply different evidence requirements. For instance, it has been reported that
clinical endpoints, other than overall survival (0OS) and progression free survival (PFS), are less often accepted
in Portugal compared to Sweden (114). This could explain some of the reimbursement delays in Portugal.

Reimbursement rate Time to reimbursement
100% of novel cancer medicines 1000 of novel cancer medicines (days)
0
80% 800
60% | 53% 600 -
o B BBl o] o= g B G e )
20% 200
e Portugal ==EU average e Portugal ==EU average
0% 0
2020 2021 2022 2023 2024 2020 2021 2022 2023 2024

Recommendations

e Leverage the imminent application of the EU HTA regulation in 2025 as an opportunity to review the national
HTA process for cancer medicines. This could include a review of the evidence requirements (such as accepted
clinical endpoints) and to what extent the national clinical assessment can be replaced by the joint EU clinical
assessment of relative effectiveness.

e Ensure sufficient human resources at Infarmed to cope with the increasing number of assessments of new
medicines and optimize organizational structures to identify opportunities to accelerate the HTA process.

IHE - The Swedish Institute for Health Economics



Diagnosis and treatment
Uptake of new cancer medicines

Background

e Around 100 new cancer medicines have been approved by the EMA over the last decade. However, there are
considerable differences as to when and to what extent EU countries are able to ensure access to these new
treatments to all eligible patients (108, 115).

e Although the local reimbursement rate of new cancer medicines is one way to measure patient access in a

country (see the previous indicator), it is only an approximation and does not necessarily capture patient access

in terms of uptake (actual use). Nonetheless, cross-country comparisons of medicine uptake are challenging to
study, since most countries lack equivalent reporting of treatment use for different disease categories.

The NCCS 2030 aims to identify and propose criteria for analyzing equity of access to cancer medicines by cancer

type (4).

Current status in Portugal

e  Astudy by Hofmarcher et al. (2019) compared the uptake of new medicines in seven cancer types in the EU using
volume sales data in milligrams (116). Uptake of new cancer medicines (defined as a ratio between sales of
standard weekly doses per cancer-specific deaths) in Portugal was below the EU average in most cancer types.
For melanoma medicines, the uptake was 28% lower in comparison with the EU average, 36% lower for prostate
cancer medicines, and 50% lower for multiple myeloma medicines. The uptake in Portugal was only slightly above
the EU average in breast cancer (+5%) and lung cancer (+31%).

e Overall, wealthier EU countries (measured as GDP per capita) tend to have a higher uptake of new cancer

medicines compared to countries with lower GDP per capita (including Portugal) across all cancer types (116).

This can to some extent be related to the affordability of including new cancer treatments in the public

reimbursement systems (117).

Other general reasons for lower uptake of new cancer medicines relate to health system readiness and agility.

Uptake may be lower in countries where national clinical guidelines are not frequently updated, routine clinical

practices are only changed slowly, lack of reimbursement of the companion diagnostic (biomarker testing) of a

newly reimbursed medicine, lack of comprehensive cancer centers that can administer innovative types of

medicines (e.g., CAR T cell therapies). In Portugal, one additional issue hindering uptake in hospitals after a

positive national reimbursement decisions is bureaucracy (administrative burden) involved in the process of

acquiring the medicines (118), specifically the practice of additional assessment performed by each individual
hospital (by the Pharmacy and Therapeutic’s Commissions) after the national decision.

e The current financing model of hospitals via the state budget at average prices puts hospitals at a financial
disadvantage if they are more differentiated and use more innovative medicines, because the average prices are
below the prices of nhew medicines (119). This may slow down the uptake of hew medicines.

Uptake of new cancer medicines (volume uptake) in 2018
expressed as standard weekly doses per cancer-specific deaths
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Recommendations

e Ensure a solid framework and adequate funding for equitable access to new medicines in all oncology treatment
units once a new medicine is reimbursed. More specifically, improve the current financing model of hospitals via
the state budget, which is not adapted or correlated to the cost of medicines.

Explore alternative funding models (such as value-based healthcare approaches / managed entry agreements)
to ensure patient access to evidence-based, effective treatments.
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Diagnosis and treatment
Evidence-based treatment

Background

e Access to evidence-based, effective treatments is a key element of the EBCP (2). This is crucial to provide the
best possible care to patients and raises the likelihood of better outcomes.

The NCCS 2030 contains the objective to identify and propose criteria for monitoring the quality of access to
innovative medical therapy in the planned Oncology Reference Network (RRO) (4). One possible way to measure
the quality of care is to compare real-world treatment patterns in hospitals not only with each other but also
against a common benchmark derived from clinical guidelines.

Current status in Portugal

e A study by Hofmarcher et al. (2022), evaluated patient access to cancer medicines and evidence-based care
across Europe including Portugal (25). The study considered treatment patterns in advanced-stage NSCLC (“drug
treatment rates”). National treatment patterns were compared to an “optimal”, evidence-based treatment
standard based on guidelines by ESMO.¢
o Drug treatment rates in advanced-stage NSCLC were estimated to be 88% in Portugal in 2020, up from 70%

in 2018 and 62% in 2014 (25). This is above the approximate benchmark of 75% of what is recommended by
ESMO guidelines (assuming that 25% of patients are in too poor health to receive cancer medicines).

o Treatment patterns in Portugal deviated from ESMO guidelines. Most patients were estimated to have only
received chemotherapy (48%), whereas the optimal use of chemotherapy was almost only half as much (25%)
in 2020. The estimated use of targeted therapies was close to the benchmark. By contrast, the estimated
use of immunotherapy in Portugal was below the optimal use. Delayed reimbursement of immunotherapies,
lack of budget of hospitals for new medicines, and lack of biomarker testing to guide the appropriate use of
immunotherapies might be reasons for the observed deviations (25).

e In a recent study in Portugal, 61 physicians specialized in lung cancer treatment estimated perceived lag times
for diagnosis, staging and treatment. The majority of physicians (89%) stated they had started treatment before
available biomarkers results, at least at some point of their clinical practice (75). This is not in line with clinical
guidelines which mandate biomarker testing prior to treatment initiation.

Drug treatment rates in advanced non-small cell lung cancer (year 2020)

100%
Source: Hofmarcher et al. (2022)
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Recommendations

Improve the up-to-datedness of local clinical guidelines.

Ensure continuous training of medical staff to facilitate the inclusion of new medicines into routine clinical
practice.

e Increase the capacity to perform biomarker tests to inform treatment decisions around the use of innovative
cancer medicines.

6 In comparison with the indicator “Uptake of new cancer medicines”, this indicator measures access to all relevant - both old and new - cancer
medicines for a specific cancer type. It also relates the use of the medicines to an estimation of the total eligible number patients, whereas the former
only approximates patient numbers with the number of deaths.
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Survivorship
Palliative care services

Background

e Portugal has the third highest proportion of people aged Traditional palliative care

65 or older in the EU after Italy and Finland (120). This

results in a high and increasing demand for palliative ife-prolonging or curative treatment Palliat S o 2
; 1 symptoms and improve
care (PC) services. quality of life
e Cancer is the most frequent cause of need for PC among  biagnosis

life threatening or life-limiting health conditions (121). _Integrated palliative care
Within oncology, PC has traditionally had a strong focus
on the end-of-life-stage but more recent definitions
emphasize its relevance earlier in the disease pathway
(122).

e The availability of PC services in a country is one metric to assess the capacity and potential access to PC.
Another metric is the degree to which PC is integrated with the overall healthcare system (123). The European
Association for Palliative Care (EAPC) recommends two specialized PC services for every 100,000 inhabitants
(121).

e The NCCS 2030 includes the objective to provide PC team appointments to 50% of adult cancer patients who, at
the time of diagnosis, have a 2-year survival probability of less than 50% by 2030. The appointment should be
conducted within the first 6 months after the diagnosis (4).

Current status in Portugal

e Portugal’s Strategic Plan for the Development of Palliative Care (2021-2022), as well as other literature,
highlights that many people still do not have adequate access to PC despite improvements over the last decade
(33, 124). Reasons for inadequate coverage of PC services include inadequate funding and political prioritization,
lack of human resources and their adequate training and education, and geographical distance (33, 124).

e In 2019, the number of PC services (non-cancer specific) was 0.9 per 100,000 inhabitants in Portugal (121). This
is lower than the EU average of 1.1 PC services per 100,000 and far off the recommendation of 2 PC services per
100,000 by the EAPC. However, there has been a positive development in Portugal with the availability having
increased from 0.5 PC services per 100,000 in 2012 (125).

e Based on a voluntary ESMO accreditation system of cancer centers, a comparison of the integration of PC with
oncology care can be made. Currently, there are 7 ESMO Designated Centers of Integrated Oncology and Palliative
Care in Portugal (126). This translates to 0.68 centers per 100,000 inhabitants, which is above the EU average of
0.51 centers per 100,000 inhabitants. Since this accreditation system is voluntary, a comparison with other
countries should be made with caution. Overall, it is unclear whether the need for PC for cancer patients in
Portugal is met to a greater extent than in other EU countries.

ife-prolonging or curative treatment

Diagnosis

Palliative care services for adults Number of integrated oncology and
per 100,000 inhabitants, 2019 palliative care centers with ESMO
90 mmm———————————————— e source: EAPC accreditation per 1 million inhab., 2023
o 10 Source: ESMO
1.5 ‘ 0.68 o5
1.0 0.5 :
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Recommendations

e Expand and improve PC services in response to the growing elderly population, with a focus on accessible and
integrated care with treatment services to provide comprehensive support for cancer patients.

e Invest in and recruit PC professionals and ensure adequate training.

o Improve the referral criteria for PC as foreseen in the Strategic Plan for the Development of Palliative Care.
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Appendix: Methodology and sources for indicators

Prevention
Health literacy level

Data on HL for Portugal and EU member states were sources from the European
Health Literacy Population Survey 2019-2021 (HLS19) of M-POHL was used. The
average was calculated by excluding non-EU member states. 13 EU countries were
used to calculate the EU average.

HPV vaccination rate

Early detection
Breast cancer screening

Data for both graphs were sourced from the WHO’s immunization database for
Portugal and EU countries (49). 1%t graph. Data not available for Croatia, Czechia,
Greece, Poland, Romania, and Slovakia.

i) HPV vaccination program performance coverage: describes the vaccination
coverage according to the national schedule and the program’s eligibility criteria
for each calendar year. It represents the number of doses of HPV vaccines provided
in the calendar year as a fraction of the program'’s target population up to 14 years
of age. Note that most countries vaccinate a single cohort and current estimate
excludes the population aged 15 and above even if they were vaccinated in the
given calendar year.

ii) HPV vaccination coverage by age 15: represents the proportion of population
turning 15 in the reporting year that have been vaccinated against HPV at any time
between ages 9 to 14, at any time up to the calendar year in question. This
indicator is highly dependent on the consistency and quality of reporting from the
previous 5 years, as they accumulate the number of doses administered to a
specific birth cohort over time. This indicator allows to assess the population
protection level by age 15 through a standardized cohort-based measure,
independent of vaccination strategy, and in theory may allow for a better
comparison of vaccine coverage trends over time and across countries.

1t graph: Data sourced from Eurostat. Specification: Self-reported last breast
examination by X-ray among women; age 50-69 years; X-ray within “less than 2
years" (year 2019) for all EU member states (n=27)

2" graph: Data sourced from Eurostat. Specification: Devices for medical imaging:
Mammographs per 100,000 inhabitants (year 2020) for all EU member states (data
not available for Ireland, Hungary, Netherlands, and Finland)

Cervical cancer screening

1%t graph: Data sourced from Eurostat. Specification: Self-reported last cervical
smear test within 3 years among women aged 20-69 years (year 2019) for all EU
member states (n=27)

2" graph: Data sourced from a publication by Quintal et al. (2023) in table 1 by
summarizing category “<1 year” and >1 year”.

Colorectal cancer screening

1%t graph: Data sourced from Eurostat. Specification: Self-reported screening rate
within 2 years by age 50-74 years (year 2019)

2" graph: Data sourced from a publication by Quintal et al. (2023) in table 1 by
summarizing category “<1 year” and >1 year”.

Comprehensive cancer centers

Lung cancer screening NA
Diagnosis and treatment

NA

Multi-biomarker testing

In the publication by the International Quality Network for Pathology, the
European Cancer Patient Coalition, and European Federation of Pharmaceutical
Industries and Associations EFPIA, availability of multigene biomarker tests was
estimated based on a composite score of different NGS test technologies (i.e.,
hotspot / panel / comprehensive) within a given country and proportion of
laboratories offering any NGS modality in-house or through referral.

Availability of new cancer
medicines

15t and 2" graph: EFPIA Patients W.A.I.T. Indicator Surveys. Data refers to rate of
availability and time to availability of new cancer medicines. For most countries,
availability is the point at which products gain access to the reimbursement list.
The EFPIA data only refer to new medicines and not new indications of already
approved medicines. Data in 2020-2021 do not include Malta, Cyprus, Luxembourg.
Unweighted EU-average.

The year 2020 refers to EMA medicine approvals in 2015-2018.

The year 2021 refers to EMA medicine approvals in 2016-2019.

The year 2022 refers to EMA medicine approvals in 2017-2020.

The year 2023 refers to EMA medicine approvals in 2018-2021.

The year 2024 refers to EMA medicine approvals in 2019-2022.

Uptake of new cancer
medicines

Data sourced from a study by Hofmarcher et al. (2019) (116).

Evidence-based treatment

Survivorship
Palliative care services

Data sourced from a study by Hofmarcher et al. (2022) (25).
The aim of the study was to estimate country specific treatment rates and optimal
treatment rates for non-small cell lung cancer (NSCLC).

1%t graph: Report by the European Association for Palliative Care (EAPC) (121).
2" graph: Data sourced from ESMQ’s website (126).

IHE - The Swedish Institute for Health Economics
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