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Abstract

Background: This analysis presents the outcomes of the operations of the National Cancer Network (NCN) pilot
project in Lower Silesian Voivodeship, Poland, for lung cancer for the period of 2019-2021. The results concerning
measures of the quality of medical processes were analysed.

Methods: Twenty-one measures used to gauge the quality of oncological care for lung cancer were assessed. Data
collection and processing for the purpose of calculating the measures were carried out as part of the NCN pilot pro-
ject based on the Regulation of the Ministry of Health enacted on 13 December 2018. The measures were calculated
at the Voivodeship Coordination Center, and the data were derived from the centres included in the network in the
area of the analysed voivodeship.

Results: A total of 3,638 patients diagnosed with lung cancer were enrolled in the NCN pilot program during the
analysed period. For 3 measures, out of 21, target values were obtained. For 2 measures, the values differed signifi-
cantly from the assumed target value.

Conclusion: In our opinion, the NCN pilot study, as a test of the network’s functioning, meets the assumed goal.

The NCN assessment is based on, inter alia, analysis of the outcomes of oncological quality of care measures for

lung cancer, and facilitates monitoring of the quality of medical services provided and the identification of areas for
improvement. In addition, the pilot program, which will last until the end of 2022, will allow for further in-depth analy-
sis regarding the network's limitations before implementing the system on a national scale in Poland. This will be the
subject of further investigation.
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Introduction

Cancer has become one of the greatest challenges faced
by medicine in the twenty-first century. Increased aver-
age life expectancy and exposure to carcinogens are the
main factors related to the observed rise in the number
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Between 2015 and 2019, lung cancer accounted for 17%
and 9% of all cases of malignancy recorded in Poland in
men and women, respectively. Currently — it is first cause
of cancer deaths, both among men and women in Poland
and one of the most frequent cancers [1]. To quote data
concerning the projected epidemiology of lung cancer in
Poland, by 2030, the number of new cases is expected to
increase by 17% in men and 10% in women [2].

To improve treatment outcomes, in addition to high-qual-
ity medical services in the field of oncology, efficient coordi-
nation of diagnostic and therapeutic processes is necessary.

In early 2019, a pilot project for the National Cancer
Network (NCN) was launched in Poland, with the goal
of (among others) improving the coordination of treat-
ment and introducing a system to monitor the quality of
oncological procedures for the most common types of
cancer [3].

The pilot project covers four provinces: Lower Silesia
Province, Holy Cross Province, Pomerania Province, and
Podlasie Province, with a total population of 7.6 million
[4]. The aim of this paper is to present the initial results of
the NCN’s functioning in the scope of lung cancer diag-
nosis and treatemnt for Lower Silesia Province between
2019 and 2021.

Materials and methods

The pilot project for the Polish NCN is based on the Reg-
ulation of the Ministry of Health enacted on 13 December
2018; its goal is to assess the organisation and quality of
oncological care within an oncology network operating
in the provinces covered by the pilot project [3]. Patients
diagnosed with lung cancer, breast cancer, colorectal can-
cer, prostate cancer, and ovarian cancer were included. In
Lower Silesia Province, whose population is 2.9 million,
data concerning lung cancer have been reported since 1
February 2019. The pilot project was originally set to end
on 31 December 2021 [5]. However, under the Regulation
of the Ministry of Health enacted on 23 December 2021,
the pilot project has been extended until 31 December
2022 [6].

The network comprises a Regional Coordination Cen-
tre as well as first- and second-level support centres,
which cooperate in the scope of oncological care pro-
vided to patients covered by the pilot project.

In Lower Silesia Province (the subject of this analysis),
the Regional Coordination Centre’s role was entrusted
to the Wroclaw Comprehensive Cancer Centre in Wro-
claw as the centre with the highest capacity in terms of
medical personnel and the ability to provide comprehen-
sive oncological treatment (i.e.surgery, radiation therapy,
systemic treatment, palliative care, rehabilitation). Coor-
dination between the 15 centres included in the pilot
project and the coordination centre in Wroclaw within
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the oncology network created in Lower Silesia Province
became an additional aspect.

The centres that form the network in the given province
were selected on the basis of quality and organisational cri-
teria, such as the lowest number of procedures performed
per year or resources in terms of staff and equipment.

One of the NCN’s primary goals is to introduce a sys-
tem to monitor the quality of oncological care. For this
purpose, registers specific for particular types of cancer
were created, and a list of 46 indicators for monitoring the
analysed processes was compiled. Twenty-one of these
indicators were used to examine the quality of oncologi-
cal care for lung cancer. Table 1 describes all indicators
employed in the Polish National Oncology Network.

To ensure a uniform standard of calculations for all
indicators, indicator assessment sheets were proposed;
these sheets contain data concerning the process to
which a given indicator applies, instructions for calcu-
lating the indicator, and sources of data and target value
(PROQUAL Management Institute). Table 2 provides an
example of an indicator assessment sheet.

The Regional Coordination Centre is the unit respon-
sible for calculating the indicators on the basis of clinical
(qualitative) and settlement (quantitative) data. These data
come from the centres participating in the pilot project
in the given province and from the National Health Fund
and are stored in a central data warehouse. A uniform
electronic format for inputting the data makes it possible
to quickly filter the data to calculate specific indicators.

The results are published quarterly. Graphical presenta-
tions of the calculated indicators are cumulative quarter-
to-quarter and can be accessed through a web application
(Oncoindiv3.0).

In the presented results, we decided to focus on three
indicators that achieved the expected values and two
indicators with results significantly below standards.

Results
Over the course of the pilot project, in Lower Silesia
Province, 3,638 patients—2,161 (59%) men and 1,477
(41%) women—with a diagnosis of lung cancer were
included between 2019 and 2021. Patients over 60 were
the most numerous group among both men and women,
with 1,891 (87%) and 1,267 (85%), respectively included.
Of the total number of patients, 420 (12%) were reported
by the Regional Coordination Centre (the Wroclaw Com-
prehensive Cancer Centre), 2,649 (73%) by the Lower
Silesia Centre for Pulmonary Diseases in Wroclaw, and
569 (15%) by other centres in Lower Silesia Province.
Expected values were obtained for three indicators. For
‘Percentage of patients who required hospitalisation due
to complications following radiation therapy for cancer,
a result of 0% was obtained. For ‘Percentage of diagnostic
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Table 1 List of indicators employed in the Polish National Oncology Network

Indicator  Description

F_0° Multidisciplinary tumour boards assess the completeness of the diagnostics

F_1 The percentage of deaths within one year from the diagnosis of a malignant neoplasm, correlated to tumour stage

F 2 The percentage of deaths within 30 days from the date of surgery, correlated to tumour stage

F 3 Percentage of deaths within 30 days from the end of chemotherapy, correlated to tumour stage

F_4 Percentage of deaths within 30 days from the end of palliative radiotherapy, correlated to tumour stage

F_5 Percentage of patients requiring hospitalisation due to complications after surgical treatment

F 6 Percentage of patients requiring hospitalisation due to complications after radiotherapy

F_7 Percentage of patients requiring hospitalisation due to complications after systemic treatment

F_8 Percentage of patients who received chemotherapy during inpatient hospitalisation

F_9 Percentage of stage lll and IV cancer patients

F_10 Assessment of the completeness of a pathological exam

F_11.1 Percentage of patients with genetic and molecular testing for predictive factors (colorectal cancer)

F_11_2 Percentage of patients with genetic and molecular testing for predictive factors (lung cancer)

F_11.3 Percentage of patients with genetic and molecular testing for predictive factors; immunohistochemistry only (breast cancer)

F_11_4 Percentage of patients with genetic and molecular testing for predictive factors (breast cancer)

F_11_5 Percentage of patients with genetic and molecular testing for predictive factors; FISH only (breast cancer)

F_11_6 Percentage of patients with genetic and molecular testing for predictive factors (ovarian cancer)

F_11_7 Percentage of patients with genetic and molecular testing for predictive factors; immunohistochemistry only (DCIS)

F_11_8 Percentage of patients with genetic and molecular testing for predictive factors (DCIS)

F_12.1 The percentage of surgical procedures performed with minimally invasive surgery (colorectal cancer)

F 12 2 The percentage of surgical procedures performed with minimally invasive surgery (lung cancer)

F_12.3 The percentage of surgical procedures performed with minimally invasive surgery (ovarian cancer)

F_12_4 The percentage of surgical procedures performed with minimally invasive surgery (prostate cancer)

F_13 Median time elapsed from the date of registration of the patient for a diagnostic (imaging or pathomorphological) exam to the date of obtaining
the result of this exam

F_14 Percentage of repeated diagnostic tests over a 6-week period (computed tomography, endoscopy, biopsy, pathomorphological assessment,
molecular assessment), shown for each participating centre by tumour type and test type

F_15 Percentage of repeated surgical treatments fordiagnoses other thanbreast cancer

F_16 Percentage of patients with rectal cancer who received preoperative radiotherapy

F_17 Proportion of postoperative histopathology assessment in patients with colorectal cancer with at least 12 lymph nodes assessed

F_18 The rate of anastomotic leakage in colon and rectal cancer

F_19 Assessment of the number of lymph nodes removed during prostatectomy

F_20 The percentage of pelvic lymphadenectomy performedaccording to anatomical ranges

F_21 Amounts of positive postoperative margins after prostatectomy

F_22 Percentage of patients with suspected lung cancer consulted by a pulmonologist within 14 working days from the date of registering the referral
with the service provider

F_23 The proportion of patients with mediastinal lymphadenopathy greater than 10 mm who underwent EBUS-TBNA

F_24 The proportion of patients with suspected lung cancer and pleural effusion diagnosed with fluid aetiology

F_25 The proportion of patients with stage Il non-small-cell lung cancerwho received concurrent chemoradiotherapy

F_26 The proportion of ovarian cancer patients treated with primary optimal or suboptimal cytoreduction (no residual mass or <1 cm)

F_27 The proportion of patients with ovarian cancer who received neoadjuvant chemotherapy

F_28 Percentage of patients with ovarian cancer who underwent exploratory laparotomy

F_29 The proportion of patients with non-infiltrating breast neoplasms not larger than 2 cm in diameter (excluding patients with BRCAT and BRCA2 mutations)
undergoing breast-conserving therapy

F_30 The proportion of patients with infiltrative breast neoplasm not exceeding 3 cm in diameter (total size, including the DCIS component; after excluding patients
with BRCA1 and BRCA2 mutations) undergoing breast-conserving treatment

F_31 Percentage of diagnostic tests requiring redescription orreverification of the material over a 6-week period (computedtomography, pathomorpho-
logical assessment, molecular assessment),shown for each participating centre by tumour type and test type

F_32 Percentage of DCIS breast patients with no axillary lymphadenectomy

F_33 The proportion of patients with invasive breast neoplasm withoutlymph node metastases (pNO) without axillary lymphadenectomy

F_34 Percentage of patients with ER-positive and PR-positive infiltrating breast cancer who received hormone therapy

F_35 The percentage of patients with inflammatory or locally advanced, unresectable breast cancer

? bold in the text measures used for evaluating lung cancer patients
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Table 3 Alist of lung cancer indicators with the obtained results in years 2019-2021

ID Measure N Expected value Obtained values (year)
2019 2020 2021
F_0° Multidisciplinary tumourboards assess the com- 10,793 0% 8% 5% 5%
pleteness of the diagnostics®
F_1 The percentage of deaths within one year from the 505 0% 11% 1 4% 1 4%
diagnosis of a malignant neoplasm, correlated to 330 112% 11'15% I1'14%
tumour stage 1310 I11% 11130% 11137%
1273 IV 29% V'51% IV'59%
F 2 The percentage of deaths within 30 days from the 362 0% | 0% 1 0% 10,3%
date of surgery, correlated to tumour stage 201 11 0% 110% 11'1%
545 11 0% 11119 111 2%
492 IV 0% IV 5% IV 6%
F 3 Percentage of deaths within 30 days from the end of 71 0% | 0% | 4% | 3%
chemotherapy, correlated to tumour stage 139 110% 11 4% 11 4%
740 111 6% In11% 1112%
665 IV 14% IV 20% IV 21%
F 4 Percentage of deaths within 30 days from the end of 7 0% |- [- | 28%°
palliative radiotherapy, correlated to tumour stage 17 II- I 0% 110%
108 I110% I15% 1113%
198 IV 25% IV 21% IV 22%
F_5 Percentage of patients requiring hospitalisation due 2205 0% 1% 1% 5%
to complications after surgical treatment
F_6 Percentage of patients requiring hospitalisation due 50 0% 1 0% 1 0% 1 0%
to complications after radiotherapy 56 I 0% 11 0% 11 0%
316 111 0% 1110% I110%
265 IV 0% IV 0% IV 0%
F_7 Percentage of patients requiring hospitalisation due 1748 0% 30d5% 30 d4% 30d2%
to complications after systemic treatment (after 30, 1748 60 d5% 60 d4% 60 d2%
60, 90 days) 1748 90 d5% 90 d4% 90 d2%
F 8 Percentage of patients who received chemotherapy 8818 20%¢ WHO 0-284% WHO 0-2 74% WHO 0-2 54%
during inpatient hospitalisation (according to the 156 WHO 3-49%  WHO 3-485% WHO 3-4 79%
WHO ECOG)
F_9 Percentage of stage lll and IV cancer patients 2417 0% I1135% 11137% I1137%
2417 IV 32% IV 35% IV 36%
F_10  Assessment of the completeness of a pathological ~ 2167 0% initial initial initial
exam 1857 0% diagnostics0%  diagnostics0% diagnostics0%
in-depth 0% in-depth 0,5% diagnostics in-depth 0,3%
diagnostics diagnostics
F_11_2 Percentage of patients with genetic and molecular 225 100% 111 33% 111 40% 11l 35%
testing for predictive factors (lung cancer)® 211 100% IV 77% IV 59% IV 59%
F_12_2 The percentage of surgical procedures performed 724 100% 44% 49% 58%
with minimally invasive surgery (lung cancer)
F_13 Median time elapsed from the date of registration of N/A 0 days (d) PET-CT7d PET-CT12d PET-CT 24 d
the patient for a diagnostic (imaging or pathomor- H/P7d H/P18d H/P14d

phological) exam to the date of obtaining the result
of this exam?®

F_14 Percentage of repeated diagnostic tests over a 3103 0% CT 0% CT 0% CT 0%
6-week period (computed tomography, endoscopy, 1423 Biopsy 0% Biopsy 0% Biopsy 0%
biopsy, pathomorphological assessment, molecular 194 MolecularN/A  Molecular0% Molecular0%
assessment), shown for each participating centre by 1092 Endoscopy0%  Endoscopy0% Endoscopy 0%
tumour type and test type 3822 H/P 0% H/P 0% H/P 0,05%
F_15 Percentage of repeated surgical treatments for 2205 0% 2% 2% 6%
diagnoses other than breast cancer
F_22t Percentage of patients with suspected lung cancer ~ 62 100% N/A 87% 92%

consulted by a pulmonologist within 14 working
days from the date of registering the referral with
the service provider

F_23 The proportion of patients with mediastinal lym- 217 100% 44% 60% 67%
phadenopathy greaterthan 10 mm who underwent
EBUS-TBNA
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Table 3 (continued)
ID Measure N Expected value Obtained values (year)
2019 2020 2021
F_24t  The proportion of patients with suspected lung 25 100% N/A 4% 8%
cancer and pleural effusion diagnosed with fluid
aetiology
F_25% The proportion of patients with stage lll non-small- 516 100% 3% 1% 6%
cell lung cancer who received concurrent chemora-
diotherapy
F_31 Percentage of diagnostic tests requiring redescrip- 3103 0% CT 0% CT 0% CT 0%
tion or reverification of the material over a 6-week 194 Molecular0%  Molecular0% Molecular 0%
period (computed tomography, pathomorphologi- 3822 H/P 0% H/P 0% H/P 0%

cal assessment, molecular assessment), shown for
each participating centre by tumour type and test
type

N Number of patients included
H/P Histopathology
CT Computed tomography

@ Summary data for all diagnoses (lung, breast, prostate, colorectal, and ovarian cancer)

b2 patients met the criteria for the measure among 7 patients enrolled
€ Number of chemotherapy procedures

420% or less

€Il and IV clinical stages

T Indicator for elimination from the NCN

* Indicator requiring modification

procedures repeated within a 6-week period (computed
tomography, endoscopy, biopsy, pathological analy-
sis, molecular analysis); the desired value of 0% was also
obtained for the assessed diagnostic procedures, except
for pathological analysis, for which a value of 0.05% was
derived. The last indicator for which the outcome was con-
sistent with the expected value specified in the indicator
assessment sheet was ‘Percentage of diagnostic procedures
thatrequired reimpression or reassessment of material
within a 6-week period; with a value of 0% obtained for
computed tomography, pathological analysis, and molecu-
lar analysis.

For the two indicators, the obtained values were sig-
nificantly different from the expected values of 100%.
For ‘Percentage of patients with suspected lung cancer
and pleural effusion in whom aetiology of the effusion
was identified; this aetiology was identified in only 8%
of patients. For ‘Percentage of patients with stage 3 non-
small-cell lung cancer who received concurrent chemora-
diotherapy; the final outcome was 6%.

A list of all indicators discussed in this analysis,
together with the obtained results, is shown in Table 3.

Discussion

One of the network’s main goals is to introduce indica-
tors specific to particular disease entities for use in moni-
toring the quality of services provided within oncological

care. The proposed system is rooted in a mechanism that
enables constant improvement under a plan-do-check-
act (PDCA) cycle.

The data suggest a correlation between the quality of
the medical process, its organisation, and the therapeutic
effect [7-10]. Moreover, an idea of quality indicators in
oncology is introduced in different areas of cancer care
[11-13]. Until now, Poland has had no unified system
for managing a large database containing data on cancer
patients, which would make it possible to use such data
to calculate indicators related to outcomes and internal
processes, i.e. the quality of individual hospitals that pro-
vide oncological care. The pilot project for the network is
meant to test the functioning of specially designed data
warehouses, the quality of data stored in these ware-
houses, the process of collecting the data, and the flow of
data between individual components in the network.

When the NCN was being designed, emphasis was
placed on creating a unified data structure for all centres
participating in the pilot project and on automating pro-
cesses (e.g.the calculation of individual indicators) to the
greatest extent possible. This was done to facilitate and
accelerate data processing. In addition, these assump-
tions meant that the obtained results could be expected
to be reliable and transparent and to enable easy compar-
ison between centres or provinces.

The purpose of monitoring oncological care processes is
to identify areas that require an increase in quality level or
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that should be maintained at a specified satisfactory level.
Our analysis showed that the results obtained through the
NCN indeed identified such areas. Of the 21 indicators,
two were at an unsatisfactory level compared to values
specified as target values. For ‘Percentage of patients with
stage 3 non-small-cell lung cancer who received concur-
rent chemoradiotherapy; the obtained result was only 6%.
Similar analyses conducted in other European countries
revealed a higher percentage of administration of this treat-
ment regimen [14, 15]. Such low results in our province
may be related to the different structures of patients with
stage 3 cancer included in our analysis. It is possible that
the vast majority of patients were stage 3B and 3C patients,
who are more commonly qualified for sequential chemora-
diotherapy. However, the definition of the indicator failed
to differentiate between stages 3A, 3B, and 3C. Another
reason for the unsatisfactory outcome may have been
organisational or logistical obstacles. Even in Wroclaw,
the capital of the province, hospitals that provide systemic
treatment for lung cancer patients and the facilities that
provide radiation therapy are located in different parts of
the city, which could have affected the choice of treatment
regimen and led to a preference for sequential therapy. It
is also possible that there was a methodological error that
affected the reliability of the findings. Further studies are
needed to either confirm the above reasoning or to identify
other factors that influence the result obtained for the indi-
cator in question. Such internal analysis is currently being
conducted by the Regional Coordination Centre.

Increasing the number of patients qualified for con-
current treatment seems vital given the current indica-
tions for immunotherapy, which in this instance led to
an increase in the overall survival rate in patients who
received concurrent chemoradiotherapy [16, 17].

The second outcome, which fell significantly below the
set standard, was the very low percentage of lung cancer
patients with a diagnosis of pleural effusion at only 8%. Of
the 25 patients included in the assessment through this
indicator (‘Percentage of patients with suspected lung can-
cer and pleural effusion in whom aetiology of the effusion
was identified’), only 2 received such a diagnosis. However,
this indicator received negative opinions from experts who
approved it in Lower Silesia Province and will likely not be
included in the NCN after the pilot project ends.

One argument supporting the exclusion of this indicator
is its doubtful function in the clinical realm. Pleural effu-
sion is typically seen in palliative care patients, for whom
delaying symptomatic treatment due to commencement
of a pleural effusion diagnosis seems unacceptable.

Furthermore, the number of included patients for this
indicator was very low at only 25. The same was true
for ‘Percentage of patients with suspected lung cancer
seen by a pulmonary specialist within 14 working days
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of registering a referral with the health care provider’ at
only 62 patients. This may have been caused by incor-
rect design of the indicators and the lack of informa-
tion concerning the described event (such as being seen
by a pulmonary specialist) in the patient’s medical his-
tory, which makes it impossible to correctly assign the
patient within the indicator in question. This indicator
may also be rejected following the conclusion of the
pilot project according to the reasons stated above.

Analysis of the results obtained through the NCN for
our province also identified indicators that met their
target values or were very close. Two of these described
the patients’ condition. The first measured the share of
patients who required hospitalisation due to complica-
tions following the conclusion of radiation therapy for
cancer and had a value of 0% at the end of the assessed
period. The second evaluated the number of patients who
required hospitalisation due to complications following
systemic treatment. In this case, the data concerned the
periods of 30, 60, and 90 days after the assessed ther-
apy ended. A result of 2% was obtained for each period.
When compared to similar analyses, the obtained out-
comes may be regarded as indicating that the frequency
of complications requiring hospitalisation following non-
surgical treatment in our region is optimal [18, 19].

We believe, however, that the introduction of an addi-
tional indicator—which would make it possible to assess
the number of hospitalisations required during radiation
therapy administered primarily on an outpatient basis—
should be considered. Other new indicators could also be
included in the NCN, e.g. indicators evaluating aspects
related to immunotherapy or stereotactic radiation ther-
apy for lung cancer.

Another group of indicators that met the levels
expected under the assumptions of the NCN involves
diagnostic procedures. These indicators describe inter-
nal processes and the quality of specific procedures.
Therefore, the percentage of imaging, endoscopic, and
molecular procedures that required reimpression or
reassessment or were repeated within a 6 week-period
was 0%. This outcome reflects the high quality of initial
and follow-up diagnostic procedures for lung cancer
in centres that form a part of the NCN in the analysed
region of Poland.

It is worth referring to an analysis of tests performed
for genetic and molecular predictors in patients at clin-
ical stages 3 and 4 and the epidemiological structure of
this group of patients. Compared to the findings pre-
sented in that analysis, which cover the NCN’s period
of functioning between 2019 and 2020 in Lower Silesia
Province, the current study showed no significant dif-
ferences in the scope of the analysed aspects [20]. Only
the percentage of stage 3 patients who underwent an
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assessment of predictors decreased, from 40% at the
end of 2020 to 35% at the end of 2021.

A significant disproportion between the number of lung
cancer patients reported by individual centres is noticea-
ble. It stems from the specific nature of the organisation of
health care related to pulmonary diseases in Lower Silesia
Province. As many as 73% of patients included in the pilot
project for the NCN were reported by a single centre, the
Lower Silesia Centre for Pulmonary Diseases in Wroclaw.
This unit has been the primary centre for the treatment of
pulmonary diseases in our region for many years, which
explains the high number of patients reported by it among
those included in the pilot project.

From the perspective of the idea of the project, a suf-
ficiently high level of inclusion of patients in the net-
work is essential. Leaving patients out of the network
leads to results that may provide an inadequate picture
of the current situation as assessed by a particular indi-
cator. Likewise, consistent reporting of patients by the
same centre or within the same province is key with
respect to the reliability of the outcomes. In our analy-
sis, we noticed differences in the number of reported
clinical stage 3 patients for two indicators: the statis-
tical indicator that evaluated the percentage of stage
3 patients encompassed 890 patients, while the indi-
cator that assessed the share of patients in the same
stage who received concurrent chemoradiotherapy had
only 516 patients. The cause of this difference can be
traced to different definitions of indicators and crite-
ria for inclusion. It also seems likely that, simultane-
ously, there may have been errors in reporting caused
by imprecise information contained, e.g. in medical
histories of patients included in the pilot project or by
patients ‘escaping’ the NCN due to errors in the data
management process, which was not automated.

It is clear that working with such a large database con-
cerning cancer patients requires many years of observa-
tion. This condition allows us to assume that it will be
possible to correlate results obtained through the NCN
during its operation for individual types of malignancies
with direct treatment effects, expressed through a local
control group or the overall survival rate. Furthermore,
identifying such correlations will make it possible in the
future to modify specific steps of oncological care and
thus create conditions to improve the effectiveness of
cancer treatment in a given area. Adopting the NCN con-
cept into the Polish oncological care system would create
an opportunity.

At the moment, it is difficult to compare the outcomes
obtained and presented in this paper with the period
before the pilot project was implemented for the NCN,
as Poland had no similar system for quality assessment in
oncology in place.
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This paper presents findings on a selective basis, con-
centrating on the analysis of indicators related to lung
cancer diagnosis and treatment. Other components of
the NCN—such as the creation of the position of Coor-
dinator for Oncological Care; measurement of the level
of satisfaction with health care, assessed by the patient
using a dedicated survey; or standardisation of reports
from pathological and radiological exams—require fur-
ther, separate analyses.

The limitation of the presented work is the pilot nature
of the project. Errors in data reporting, incomplete data,
and elements of the NCN, such as the aforementioned
measures that do not fulfill the intended role, are some of
the limitations of the pilot.

We believe that the ongoing pilot project for the NCN,
understood as a platform for testing the NCN’s compo-
nents, will make it possible to identify significant limita-
tions; once these are eliminated, we can take advantage of
the potential stemming from coordinated and high-qual-
ity oncological care.

Conclusions

The pilot project for the NCN is an ambitious and inno-
vative for Poland as a whole, aimed at assessing the func-
tioning of a network of oncological centres and managing
data used to calculate quality indicators for oncological
care. The analysis shows the results of the operations of
the NCN in Lower Silesia Province for lung cancer. Fur-
ther examination of the NCN spanning its entire 3-year
period—including a focus on the shortcomings and
irregularities in its functioning with a view to eliminating
them in the future—will prove invaluable.

The NCN in Poland offers opportunities to improve
the quality of cancer care, including diagnostics and
treatment, and to select centers that meet the estab-
lished standards. In our opinion, this may translate into
an improvement in the results of oncological treatment
in the future.
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