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Executive summary

The over-arching theme for this fifth EAPM conference,  
under the auspices of the Maltese Presidency of the  
European Union, was lung-cancer screening. 

The conference, entitled ‘Innovation, Guidelines and  
Screening: The Case of Lung Cancer’ took a close look at 
lung-cancer screening, although its general subject matter 
was much broader, focusing on many of the issues that affect 
personalised medicine today.

A core working group (consisting of certain conference  
speakers) has been set up to develop the issues arising in this 
report. This is in order to drive forward and implement the 
outcomes into policy recommendations at EU, national and 
local level.  

To support this common effort, a white paper will  
be published in the coming months in coincert with a  
consensus document setting out the mechanisms and  
rationale for implementation.

Meanwhile, this report has been set out in a narrative style  
so as to more easily capture the diversity of presentations 
and discussions.

Within the EU, lung cancer is the biggest killer of all cancers, 
responsible for almost 270,000 annual deaths (some 21%).

From a preventative point of view it is, at the very least,  
surprising that the biggest cancer killer of all does not have  
a solid set of screening guidelines across Europe.

This conference looked to address that substantial issue.

Doctors need to quickly identify high quality, trustworthy 
clinical practice guidelines, in order to improve decision  
making for the benefit of their patients. 

Meanwhile, research has shown that patient-centred care 
models are cost-effective and lead to better outcomes and  
patient satisfaction. 

Generally speaking, preventative measures need to be 
boosted across Europe, whether through better information 
for patients, bigger screening programmes and improved 
diagnostic tools that are available to all citizens regardless of 
where they live and their financial status. 

There is therefore a need for more guidelines in screening 
for lung cancer. There is also a need for agreement and  
coordination across the European Union’s Member States.

More than 130 high-level delegates and speakers attended 
the event, all under no illusions that healthcare is, in fact,  
one of the biggest challenges facing Europe today, and can 
only be improved with the agreement, cooperation and  
coordination of all stakeholders.

Key to the conference were how healthcare is governed in 
the EU and what influence, in effect, Brussels can and does 
have, bearing in mind that much of the areas of health come 
under Member State competence.

New, up-to-date guidelines (on screening and more) would 
be one way forward, given that they potentially have less 
rigidity and therefore more flexibility (within strict standards 
of safety and ethics, of course). 

The Alliance and its many stakeholders believe that without 
screening and early detection of lung cancer (and other  
diseases), much of the incredible medical science being  
developed will struggle to fulfil all of its potential when it 
comes to saving lives and improving the quality of lives.
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Alastair Kent, of Genetic Alliance UK and session chair,  
welcomed attendees to EAPM’s fifth annual conference,  
emphasising that science is delivering a better understand-
ing of the basic mechanisms leading to cancer, while creating 
the opportunity to intervene at the molecular level.

At the same time, Alastair said, EU healthcare systems  
are struggling under the weight of an ageing population  
and increased co-morbidities at a time when resources are  
constrained.

Alastair asked: ‘How do we meet the challenge of being in 
a world of financial constraints, when we have to meet the 
legitimate concerns of patients and their families facing the 
challenge of cancer?’ Whatever Europe does should be done 
quickly, equitably and sustainably, he said, before passing the 
microphone to EAPM executive director Denis Horgan.

Denis spoke about the excellent research in Europe and 
great plans for improving patient outcomes, but said that the 
key was turning these plans into reality. Briefly covering many 
issues debated at previous EAPM conferences, he added that 
all stakeholders know what the barriers are to embedding 
personalised medicine into European healthcare, but that it is 
necessary to focus on the enablers and the opportunities.

He pointed out that while the example of guidelines and 
screening in lung cancer was being used at this conference, 
the Alliance is a multi-disease organisation with many  
stakeholders from diverse areas. We all want to go in the 
same direction, so how can we capitalise on the goodwill and 
expertise to do this? Translating knowledge and innovation 
is a big challenge. We need to bring the knowledge more 
efficiently and quickly into healthcare systems, he said. 

“We aim to shape policy going forward,” Denis added.

Peter Kapitein, of Inspire2Live, said that screening is for  
citizens, not for patients. After the screening, he said, of 
course you might be a patient. Healthcare is organised in a 
way that we only think of patients, but Peter said that in  
his home country of The Netherlands, only one-out-of-ten  
referrals are diagnosed with cancer.

He advised against falling ‘into the trap’ of the results of 
breast cancer and prostate cancer screening. There are a lot 
of false-positives and over-treatment. “Let’s not make that 
mistake,” he said. “We can do much better” and make it as 
cheap, and simple, as possible for every citizen.

Mary Baker, past president of the European Brain Council, 
spoke about the cost of brain disease across Europe and  
said that much of the pressure and the cost was revealed to 
be on society. We have to look at the European society as a 
whole, she said.

The challenges include the fact that the longer we live, the 
more chronic diseases and illnesses we acquire. “Good health 
is just an incomplete diagnosis,” Mary said.

The illness of Europe is co-morbidity, which represents a 
huge challenge. But another key challenge is that it takes six 
young working people paying tax to sustain one pensioner. 
No country has six-to-one. The challenge is enormous.

What are we doing to prevent our young people  
sleepwalking towards illnesses that will have enormous 
repercussions on their lives, families and healthcare systems? 
The focus should be on prevention, prevention, prevention.

Mary finished by emphasising that “the health of the nation 
is the wealth of the nation,” adding that costs should be 
regarded as an investment in the health and, thus, wealth of 
a country.

Lambert Van Nistelrooij, Member of the European  
Parliament and a long-time supporter of EAPM, told the  
conference that ‘the elephant in the library is Brexit’.  
Healthcare played an enormous role in the debate prior to 
the Brexit vote. The argument that there would be more 
money for the NHS after leaving the EU led to fake news and 
populism, he said, adding that he regrets what happened but 
it remains a fact.

Europe has excellent science and innovation, but funding 
in the 28 Member States is different and the EU needs higher 
value in education and social and medical areas. The biggest 
value we have is our people. The most important thing is the 
empowerment of the people, the patients.

Lambert asked whether Europe is still able to deliver  
the educated people to handle new technologies, such as  
artificial intelligence and big data, or is this now more for the 
Chinese and other societies? Can we educate our people to 
be leaders in the world, not followers?

“You are great!” he told the audience.

Maggie de Block, the Belgian health minister, explained  
in her keynote address that cancer is one of the most  
deadly diseases within the European Union. 

She referred to the European Guide on Quality  
Improvement in Comprehensive Cancer Control, published in 
February 2017, and presented by the Maltese presidency. 

The minister said that the figures are devastating: “In 
2012 alone, 2.6 million European Union citizens were newly 
diagnosed with some form of cancer and the estimated total 
number of cancer deaths in the EU in 2012 was 1.26 million. 
Given today's incidence rates, we expect that 1-in-3 men and 



1-in-4 women in the European Union will be directly affected 
by cancer before reaching 75 years of age.” 

The minister went on to explain that the economic point of 
view confirms the dramatic impact. Cancer cost EU Member 
States a total of 126 billion euro in 2009, she said, mainly in 
terms of healthcare expenditure (51 billion euro) and lost 
productivity due to early death and sick days (42.6 billion 
euro and 9.43 billion euro respectively). 

Such a burden asks for intensive efforts both in prevention 
and the therapeutic arena.

An important European milestone to encourage Member 
States to organise cancer prevention, is the Council  
Recommendation of December 2003 on cancer screening. 
This document states that efforts should be taken to  
encourage citizens to take part in and to have access to  
cancer screening programmes. 

The minister pointed out that worldwide, each year, more 
than 1.8 million new cases of lung cancer are being reported. 
Some 22 % (more than 400,000) of these cases occur in  
Europe. She said that the best way to reduce this high  
incidence is primary prevention or targeting tobacco  
consumpion. Nevertheless, some advocate secondary  
prevention as well and, more specifically, actively screening 
for lung cancer in a population-based programme.

She said that apart from external factors and exposure, 
we now know that cancer is caused by errors in the genetic 
material in the cell. More and more, genetic mutations are 

playing a role in characterising the type of cancer and in 
deciding about the therapeutic solutions for the patients - 
personalised or precision medicine.

The minister told delegates that she wanted to  
emphasise that prevention and treatment are mutually 
important to overcome the burden of cancer that affects 
European citizens, pointing out that the conference venue, 
the Solvay Library, was named after Ernest and Alfred Solvay, 
who were two major Belgian industrialists who contributed 
to the fact that we can offer patients who are affected by 
cancer better outcomes for the future.

Antoni Montserrat, who is the senior expert on cancer  
and rare diseases at DG Public Health in the European  
Commission, told attendees that the Commission was  
working on prevention, telling Member States ‘to do, to do, 
to do’ but said that, in terms of legislation, ‘you should never 
forget that the European Commission has no powers to  
implement health legislation’.

What the Commission can do under the treaties, Toni said, is 
to implement consumer protection legislation, such as in the 
field of tobacco and other risk factors.

He said it was not possible to include lung, and other,  
cancers in the 2003 Recommendation as there was a lack  
of consensus at the time. But the Commission has a  
consultative body to reopen the 2003 discussions,  
including Member States organisations, scientific societies 
and patient groups. Talks have started on the update of the 
Recommendation to possibly include lung cancer.
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He spoke about prevention, detection and the screening 
but what is needed, he said, is cross-border cooperation. A 
new joint action, between the Commission and Member 
States is about to get underway (after CanCon ended) as a 
50/50 initiative.

Toni said that he hopes that the initiatives will be  
accompanied by the ‘essential’ empowerment of patients.

Stefania Vallone, of Lung Cancer Europe (LuCE),  
highlighted the fact that lung cancer represents a global 
challenge, showing that there are 1.8 million new lung cancer 
cases each year and 1.6 million deaths. It has the highest 
mortality rate of any cancer in the EU, representing 20% of all 
cancer deaths (with a 13% survival rate).

It is rising in women, too, said Stefania.

Early detection is the most powerful strategy to reduce the 
risk of death, Stefania said, and five-year survival rates for  
NSCLC could be significantly higher (about 50%) if people 
were diagnosed at an early stage.

A study has shown that fewer than 4% of high-risk current 
and former smokers are screened for lung cancer yet  
screening is still controversial.

Stefania explained that there is a high false-positive rate, 
radiologists have a low-level of agreement in detecting and 
measuring the growth of nodules, there is uncertainty  
regarding cost-effectiveness, the interval between screenings 
is in dispute and most international screening programmes 
fail to provide parallel smoking-cessation measures.

More research is needed, to gather data and uncertainties 
should be explored further, Stefania told the conference, 
adding that more must be done to ensure improved  
diagnostic tools, increase awareness of symptoms and  
encourage fast access to treatment.

Stefania also highlighted the need, among other things, 
to promote smoking cessation policies, raise awareness and 
education and increase control measures to prevent  
air pollution.

Deepak Khanna, who is Senior Vice President and  
Regional President (EMEAC), MSD Oncology, spoke about 
how advances in screening, diagnosis, and treatment have 
reduced cancer mortality.

He said that cancer is a multi-stakeholder challenge.  
Managing cancer requires a political will and a public  
health strategy plus close collaboration between  

healthcare professionals, and evidence-based treatment 
pathways.

The challenge, he said, is that there was an increase in 
cancer incidence of 30% between 1995 and 2012 spurred 
by a growing and ageing population. This trend is likely to 
continue, putting greater budgetary pressure on healthcare 
systems, said Deepak.

However, in the same period, fewer people died of cancer 
thanks to advances in screening, diagnosis and treatment. We 
could even turn cancer into a chronic disease, he said.

Deepak went on to show that sustainability depends on the 
right balance of access, affordability and innovation. Indeed, 
OECD countries’ pharmaceutical policies seek to balance 
three broad objectives: make medicines accessible and 
affordable to patients; contain public spending growth, and; 
provide incentives for future innovation.

Step 1 is cancer diagnosis, Step 2 is biomarker analysis  
and this leads to Step 3 - the treatment decision. The latter 
involves the doctor and patient discussing the test results 
and deciding on treatment together.

Generally speaking, Deepak said healthcare providers  
need to be better educated in innovative medicines and 
treatments. Health literacy goes beyond just the citizens.

National screening programmes - the promise for  
future generations

John Field, professor of molecular oncology at the University 
of Liverpool, pointed out that there is, indeed, a global  
smoking epidemic and that annual deaths attributable to 
smoking are expected to rise to 10 million between  
2026-2036. He reiterated previous points that global lung 
cancer statistics show 1.8 million new cases in 2012.

How do we actually identify lung-cancer sufferers? Through 
screening, he said. And, therefore, we need to work towards 
how we will implement this in the future.

John highlighted the USA Lung Cancer Screening Trial - a 
prospective, randomised trial comparing low-dose helical 
CT screening to chest x-ray screening, with the endpoint of 
lung-cancer specific mortality in high-risk participants.

Eligibility includes an age range of 55-74, a 30-pack year 
smoking history, and no prior lung cancer diagnosis or  
evidence of any other cancer within the preceding five years. 

It was shown that benefits included lung cancer deaths 
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averted and/or life-years gained, while potential harms 
included CT examinations, false-positive results (including 
those obtained from biopsy/surgery), over-diagnosed cases, 
and radiation-related deaths. 

John said that the political agenda has to be to reduce 
deaths from lung cancer in Europe, adding that NELSON and 
EU pooling will provide further evidence for the mortality 
advantage of CT screening and cost-effectiveness within the 
European healthcare systems.

Aad Van der Lugt, Erasmus MC, Rotterdam, and a  
representative of the European Society of Radiology, spoke 
about image-based screening, detection and interpretation 
and, as virtually everyone mentioned, false positives. 

Aad insisted that cancer screening is not a test, but an  
integrated process requiring, among other things,  
standardised image acquisition, standardised evaluation and 
reporting, computer-assisted evaluation and a lung-cancer 
screening registry complete with an imaging biobank. 

Aad also told delegates that the scope needed to be  
broadened and the effectiveness of screening needs to  
be increased.

Giovanni La Via, Member of the European Parliament, said 
that public health and the fight against cancer is always at 
the core of the political agenda, but that Parliament has very 
limited power in that regard.

Three European citizens die every minute from cancer, but 
the EU has worked on tobacco and smoking. He cited the  
tobacco directive, and said that he thought the work was 

good, but probably not the best. Europe, he said, is looking at 
risk models to identify people for screening.

He said that there is a need for new policies at European 
level, and we probably need a better health policy but  
the money available is not enough, certainly compared to 
Member State budgets.

Countries are not prepared to spend commonly more that 
1% of GDP. ‘If we want more, we have to put more together.'

The Parliament and Commission are legislators and are 
ready to do more, but the governments of the Member  
States are not ready. ‘We are blocked by the treaties (in 
health),’ he said.

If Member States want to improve the system, said  
Giovanni, they have to work on the governance and give 
more responsibility at the European level.

Walter Märzendorfer, president of diagnostic imaging,  
Siemens Healthineers, told attendees about the enabling  
factors for successful lung cancer screening. These are  
diagnostic accuracy, a minimal dose of radiation, acceptable 
cost and a standardisation of quality assurance training.

Innovation is key, said Walter, citing also diagnostic  
accuracy, dose efficiency to minimise exposure and, of 
course, the cost aspect. Collaboration is key to defining  
standards in personalised medicine, and one of the aims is 
lower false-positive results through new clinical algorithms.

Walter explained how lung-cancer screening can be made 
affordable on a broad scale with significant cost reductions. 

Peter Kapitein,  
Inspire2Live



He spoke about system learning and the optimisation of  
algorithms and suggested cloud-based solutions for  
standardising quality assurance training.

He insisted that technology is ready and that now it is time 
to act, thus making it available to patients.

Mary Baker said that Maggie de Block gave the biggest 
clue - the importance of gathering evidence to demonstrate 
the policy.

The cost of lung cancer is the cost to society. This is an  
enormous cost to the workforce. Deaths are irrelevant,  
they are no cost to the system. The cost is of lung cancer  
to Europe. 

If you can demonstrate how heavy it is and what it is  
sucking out - not only for the patient, but for the families  
and the loss of their work and brilliance - you take it to the 
policymakers and say “Can Europe afford this?”

Then we start screening because, at this point, everyone 
sees the relevance.

Peter Kapitein was equally blunt. He said you don’t need 
that much budget in Europe to change the rules and the 

regulations. Don’t forbid smoking, forbid the production and 
selling of tobacco. Then you don’t need screening.

Don’t be cowards, “you have the power to change things”, 
he told legislators.

Guidelines have to be made by patients, clinicians and  
regulators. Patients first. It must be done together.

Generating alignment in the area of diagnosis:  
Development of guidelines

Session chair Ian Banks, of the European Men's Health 
Forum, said it’s the implementation of the guidelines that is 
very important, not only the guidelines themselves. 

He then turned to Giulia Veronesi, of the Humanitas  
Research Hospital in Milan, who has been involved in  
screening since the year 2000, and spoke about trials  
in Milan.

Giulia explained that at an advanced stage there is only a 
15% survival rate at five years whereas, with early detection, 
survival rates go up to 80% over the same period.

There is validation now, and Giulia said that she couldn’t  
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understand why the message is not getting across. It is  
impossible to argue with the value of results. We have data 
on safe screening, she added.

During her address she explained to the audience about 
topics including risk models, calcium scores, molecular  
diagnoses, targeted therapy plus robotic and radio-surgery.

A key message from Giulia was that politicians and  
governments have a responsibility to turn current and future 
knowledge into clinical practice and that everyone must 
work together to make it happen. We need an alliance of 
governments and politicians.

Medtronic’s Bronwyn Brophy - she is vice-president of 
Early Technologies, EMEA, and her team’s role is to scan new 
technologies - reminded the conference that lung cancer is 
the number one cause of all cancer-related death in the EU 
and that seven-out-of-eight patients diagnosed today would 
die within five years.

Bronwyn said that the perception is that smokers bring  
lung cancer upon themselves, adding that this is a very  
uncomfortable place to go. A lot of these patients don’t  
survive to tell the tale.

Being uncomfortable will force us to make changes, she 
told attendees. A lot of patients are coming in as emergency 
presentations. That means that patients go into their local 
A&E and, after a battery of tests, are told: “You have a month 
to live, go and get your affairs in order.”

She added that between 80-90% of lung cancer patients 
are smokers but, despite this, 25% of EU citizens still smoke. 
The economic burden is significant - €106 billion in direct and 
indirect costs.

Bronwyn reminded attendees that, at present, lung cancer 
is recognised late. Opportunities to improve survival are 
through earlier detection, accurate diagnosis, accurate  
localisation, and curative therapy.

Patient advocacy groups, surgeons, doctors, healthcare  
professionals and payers need to work together to change 
the big shame of cancer - lung cancer. Let this be a call to 
action so that Europe can truly change the future and the 
prognosis for patients with this deadly disease.

Jesper Holst Pedersen, of the University of Copenhagen 
in Denmark, zoomed in on the components of diagnostic 
guidelines for CT screening.

Jesper made it very clear that nobody deserves to get lung 
cancer, smoker or not.

Guidelines for CT screening, he said, include the question of 
selection criteria; specified technical details, a low radiation 
dose and an optimal screening interval; nodule management 
criteria, with high sensitivity and low false-positive levels; 
actions for incidental findings, and; quality control and  
standardised reporting.

He illustrated the National Comprehensive Cancer Network 
guidelines for lung-cancer screening, which include annual 

Bronwyn Brophy,  
VP Early Technologies, EMEA,  
Medtronic
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screening until the person is no longer a candidate for  
definitive treatment and risk stratification of high, moderate 
and low.

Jesper also spoke about recommendations from the  
European Society of Thoracic Surgeons (ESTS), regarding 
computed tomography screening for lung cancer in Europe.

He said that it is possible to establish safe protocols with 
sufficient sensitivity and specificity to warrant initiation of 
implementation processes and that there is an important 
role for the EU to endorse and/or prepare guidelines, while 
providing support and a collaborative structure.

The ESTS recommends the implementation of CT  
screening in Europe; participation of thoracic surgeons in 
CT screening programmes; training and clinical profile for 
surgeons participating in screening programmes; the use 
of minimally invasive thoracic surgery and other relevant 
surgical issues, and; associated elements of CT screening 
programmes - which means smoking cessation programmes, 
radiological interpretation, nodule evaluation algorithms and 
pathology reports.

Structured cooperation between health systems:  
The role of guidelines

Tit Albrecht, of the Institute of Public Health in Slovenia,  
explained the EU’s Joint Action on Cancer Control (CanCon) 
and described that its key issues were cancer screening, a  
comprehensive cancer control network, community cancer 
care and survivorship.

Its main deliverables, he said, include policy papers  
on a public health genomics approach to -omics in  
oncology, common European objectives for National Cancer 
Control Programmes, an impact evaluation system on the 
effectiveness of cancer prevention, enhancing the value of 
cancer care to assess prevention outcomes, and equity  
mainstreaming in cancer control in Europe. 

When it comes to developing guidelines and  
supporting patient pathways the emphasis is on building a 
collaboration with a continued process, the need to regularly 
update guidelines because of new findings, and elements 
such as effectiveness, the harm-benefit ratio and economic 
evaluations.

Spain’s Josep Borras asked ‘what is the perspective  
regarding lung cancer screening?’ explaining that Europe 
is still awaiting the results of the NELSON trial, there is a 
continuing lack of EU recommendations, over-diagnosis is a 
problem and what recommendations exist are inconsistent. 

He pointed out that bottlenecks exist due to the  
resources required from the healthcare service perspective, 
and the lack of a professional leaders’ consensus about  
criteria, including primary healthcare.

Josep highlighted a need to build consensus among  
stakeholders, and added that lung-cancer screening only 
makes sense within the framework of a cancer plan with  
primary prevention and healthcare measures included. 

He also pointed out that policy making involves taking into 
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account key problems such as resources required, other  
preventive activities in competition, and bottlenecks. 

For something feasible to be done now in the EU, said  
Josep, Europe must look at practical questions to implement 
a population-based screening programme, the identification 
of the population most at risk, their participation, the volume 
of nodules for biopsy and, of course, cost and impact on  
CT resources.

Securing patient access to better care through  
screening guidelines

Javier Zulueta Frances, the co-director of Lung Cancer 
Area, Clinica Universidad de Navarra, said that he has been 
involved in lung-cancer screening since 1999 and sees many 
late cancers that are devastating, and many citizens that 
come for screening where stage-one lung cancer is detected 
and the patient is cured.

Javier said that he’s biased but knows that screening works. 
We hear that we need more evidence, but the data is there -  
a vast amount. We do not need more evidence to get started 
today - if we had the money and we didn’t have the capacity 
problems.

He spoke about programmes that diagnosed 85% having 
stage-one lung cancer, with 80% ten-year survival rates.  
The medical profession said ‘no, thgere is too much 
over-treatment’. This was not the case, insisted Javier.

It is impossible, too expensive, to have another randomised 
controlled trial in this area, so Europe has to start thinking 
about that. The grade-one evidence is already there. We await 
the results of the NELSON trial, but we don’t need it. Europe 
already has the data.

Lung-cancer screening works, said Javier, and there is no 

need to wait for more data, 'we already have it'. There are 
many problems to work on, but we should not ask for  
more evidence.

Tony Ng, of King's College London, pointed out that early 
diagnosis and stratified treatment are, in fact, a continuum. 
He highlighted issues that may be challenges in the  
implementation of early detection of lung cancer, as well  
as enablers and potential in the area, which included  
inflammation imaging.

Tony suggested that regulators could provide support  
by encouraging a consortium-based multi-disciplinary  
approach. What is needed is the development of the  
infrastructure and legal, regulatory and educational  
environment for a sustainable healthcare system offering 
truly personalised medicine, prevention and wellness for  
EU citizens.

He also called for the development and integration of novel 
-omics, imaging and multi-level advanced, smart sensor 
technologies alongside the use of Big Data and deep data 
analytics.

Mina Gaga, who is president elect of the European  
Respiratory Society, gave a presentation with the title ‘Lung 
cancer diagnosis and care: Holistic, personalised, innovative 
and accessible’.

Again, as heard often, she reminded the delegates that  
lung cancer is the deadliest cancer, and that there are no 
early symptoms.

She added that the disease and its treatment not only 
threaten the patient, they affect breathing, the ability to live 
and function normally, while there are often comorbidities 
that further complicate delivery of care. 
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Early diagnosis, multi-disciplinary care, tumour boards and 
high-output centres are all associated with better outcomes, 
Mina said. 

The needs, when it comes to prevention, include: early  
diagnosis, through screening and easy/quick access to  
diagnostic facilities; multi-disciplinary care and a dedicated, 
organ-specific tumour team that includes healthcare  
providers able to manage the patient throughout the  
disease, knows the patient and takes into account not only 
the tumour but also the patient’s specific concerns and 
needs. A truly personalised approach, in fact.

Also required is a vigorous and continuous review of  
the new and old treatments and their true benefits. This  
will allow for prompt access but also sustainability of  
healthcare systems.

Mina also called for strong advocacy to change attitudes 
and ban smoking in public places, as well as strong  
smoking-cessation programmes.

She also called for effective screening programmes and 
advanced imaging technology plus biomarkers, accurate  
algorithms for the diagnosis and management of findings, 
plus disassociated screening and management costs.

Mina summed up by saying that prevention and early  
diagnosis are a necessity in terms of an otherwise incurable 
disease, and that screening programmes should be  
instituted.

Implementation at the European Level - The voice of 
Parliament

Nessa Childers, a Member of the European Parliament, said 
that she has a lot of faith in personalised medicine and spoke 
about the advances in genetics, the rise of Big Data and 
patients moving more-and-more towards the centre of their 
own treatments.

But advancements have brought problems, she said, 
because we’re living much longer, suffering from multiple 
diseases and there’s a cost to society and to the patients.

Many treatments are ‘blunt instruments’ and some drugs 
counteract others and are contra-indicated. Nessa also spoke 
about her native Ireland and the lack of access to screening 
for the public.

It is becoming obvious that we don’t know the  
commonalities between auto-immune and allergic  
conditions, she said, and 'we have to find them out'.

Genetic testing may tell us the likelihood of suffering  
certain diseases, but not everybody will want to know (or 
want their families to know), as they may not want to live a  
frightened life. 

Nessa asked how are health systems going to cope with 
screening programmes? Finance ministers are often in  
conflict with health ministers over lack of money.

She said: “In my opinion no one should smoke. I think  
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tobacco should be banned,” adding that she hopes Ireland 
will be the first country in Europe to ban tobacco completely.

Europe must have multi-disciplinary research going on at 
all kinds of levels and it should be encouraged by Parliament 
and the Commission.

James N'Dow, chairman of the Guidelines Office Board  
at EAU, said that all the politicians at the conference said that 
everything they actually want to do, they can’t. But we need 
to stand together, forget about our little silos, and say “Yes, 
we can do it”.

We need politicians to help us find solutions, he said, 
because there are solutions. The EAU has guidelines being 
disseminated across the world. Europe should have  
non-token patient involvement in everything.

Patients don’t just want the cancer out, they want to go 
back to their lives. The lives that they knew before they  
had cancer.

Everyone in the room should be committed to  
harmonisation of guidelines, James said, and forget about 
our own national self interest. We need big ambitions and big 
dreams and will hopefully achieve something great together.

Screening and mapping from other disease areas:  
Learning and sharing

Session chair Alastair Kent, of Genetic Alliance UK, handed 
over to Alojz Peterle, Member of the European Parliament, 

who explained that he was a former cancer patient and  
said he strongly believes in the potential of personalised 
medicine, but added that there is a great need for more  
collaboration to improve screening programmes.

He said we should always keep in mind the obligation to 
ensure citizens the highest healthcare standards possible.

Alojz said that the EU should put in place consensus-based 
guidelines that will allow Member States to set up quality- 
assured early detection programmes for lung cancer, while 
national screening bodies should be responsible for advice 
on policies and decision making.

Prevention should not be just a slogan but a strongly  
targeted policy, he said.

“We will not do 'more Europe' with less health,” he said,  
adding that more health involved a personalised approach.

James N'Dow then explained that EAU’s guidelines board 
exists to improve the care of urological patients worldwide.

Clinical practice guidelines are a highly influential tool 
across Europe for the improvement of clinical care, the  
harmonisation of healthcare provision, and the management 
of healthcare resources. 

He told attendees that the EAU’s guidelines are the most 
comprehensive continuously updated guidelines, available 
for urologists, produced by a dedicated office involving 
approximately 300 international experts (including patients), 
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and available in more than 30 languages and endorsed by 58 
national and scientific societies (and all 28 Member States).

China and Australia endorse the guidelines and next is to 
get the United States on board. But none of the countries use 
the guidelines as they should.

James said that in some Member States, up to four-out-of-
five patients do not receive evidence-based care for certain 
conditions, which leaves them at risk of poorer outcomes 
and unnecessary complications, while exposing healthcare 
systems to unnecessary costs. 

‘We must do better,’ was the message to the conference. 
And this meant that the ‘we’ also included the EU.

The latter could help by the endorsement of high-quality 
international guidelines to raise the profile of the importance  
of guidelines in facilitating harmonisation, incentivising  
adherence to guideline recommendations, increasing  
funding for better implementation of existing knowledge, 
encouraging and investing in implementation research,  
and setting up a multi-disease framework for sharing of 
knowledge on guidelines development and impact  
assessment.

Karim Berkouk, who is deputy head of unit for non- 
communicable diseases and the challenge of healthy ageing 
at the European Commission, told the conference that  
Europe has invested some 2.1 billion euro on cancer research 
in general over the past ten years, and about 500 million on 
cancer prevention.

EU projects have addressed lifestyle changes, smoking 
cessation, risk factors, such as air pollution or second-hand 
smoking, and more.

The success of lung cancer screening, he said, depends  
on the development of sophisticated methods based on 
indisputable data. And personalised medicine can provide 
those means.

It can affect everything in the healthcare continuum from 
prevention and quality of life.

Collaboration, meanwhile, is a hallmark of all the work that 
his department does, partnering with many others, including 
Member States. Aligning efforts is key, Karim said. 

Marc Arbyn, of the Department of Epidemiology,  
Scientific Institute of Public Health in Brussels, told delegates 
that, these days, we have randomised trials in cervical cancer 
providing evidence. 

Screening can be done at longer intervals and we should, 
he said, only use validated assays.

Crucial is organised implementation according to  
guidelines, including monitoring of the process and the  
impact and quality assurance, and we need to bring to  
experts from many countries.

Jonny Hancox, who is head of medical analytics, EMEA, at 
the Intel Corporation, explained to the audience that data 
analytics and machine learning, while being well-established, 
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has limitations and that ‘deep learning’ has evolved from it. 

The latter, he said, learns which features are important and 
has produced what he called ‘super-human’ results. He also 
spoke of advances in imaging and recognition abilities.

Processing data is extremely time consuming and a lot of 
data is being generating, but without us getting the full  
benefit from it, Jonny said.

The Intel expert pointed out that there are also non- 
technological challenges in healthcare, such as regulatory 
approval barriers, a lack of trust in opaque algorithms and  
a lack of labelled data. 

Meanwhile, technical challenges exist in the form of the 
time and computation to train models, the rapidly changing 
technology landscape, the amount of the data, and the issue 
of linking and understanding the unstructured data that 
provide context to images and genetics.

Jonny posed the question of how technology can help, and 
how EAPM and its members can help. 

The first came in the way that technology can detect subtle 
features, eliminate the burden of ‘healthy/normal’ cases from 
screening and move from subjective towards objective  
stratification. The second involved stakeholders striving  
to raise awareness of the role of technology, encourage  
innovation, help to ensure the regulatory system works  
effectively, and foster a collaborative environment.

Conclusions

Denis Horgan, EAPM’s executive director, closed the  
conference. He thanked all participants, sponsors and staff 
and ran through what had been discussed by all speakers 

and attendees on the day.  How can we use changes to take 
healthcare forward, he said, quoting Alastair Kent saying  
that today we are in the perfect storm. Changing science,  
regulations, data and regulatory landscape.

He asked: 'How can we use innovation to take healthcare 
forwards? And what and where are the best practises? How 
can we align and pay for it all? Where can policymakers tie 
issues together?'

Denis mentioned that we have a volcano of ideas - lots of 
energy - with so many speakers and experts from different 
areas. Broad questions included the definition of ‘prevention’. 
What actually is 'prevention', 'prediction' and 'personalised'?

How can we implement what we have lready? What is  
the role of the patient? How can they work with other stake-
holders? And how do we implement guidelines globally?

Europe is already looking at risk prediction models to  
identify patients for screening, plus a determination of how 
many annual screening rounds is enough.

Yet it is clear than any further delay to the implementation 
of the best form of lung-cancer screening will mean many 
more unnecessary lives lost. Screening can help to ensure 
that surgery in lung cancer’s early stages can continue to be 
the most effective treatment for the disease.

Modern medicine is advancing swiftly and there are many 
areas trying to play catch up. Much can be achieved with  
consensus-based guidelines to ensure that effective  
screening can take place.

Parliament, the Commission and Member States have a 
major role to play in these processes, it is clear.
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