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Foreword  
 

 

 

 

 
Dear Sir/Madam,  

 
It has been a year since the publication of the first edition of the orientation paper òLung 

Cancer Mission 2024ð2034ó ð a joint initiative of clinical experts, scientific societies and 

patient organizations, which became the foundation for setting strateg ic directions for the 

development of lung cancer treatment in Poland. Today, when presenting an updated version 

of the document, marked by a sense of responsibility, we summarize the changes that have 

taken place in recent months and identify the most urge nt needs and specific solutions that 

can realistically improve the efficiency of diagnostics, treatment and patient management.  

 
The past 12 months have brought about significant progress, but also highlighted the scale 

of the challenges that still lie ahead. The most important ones include: the need to drive 

the percentage of early diagnoses, including, but not limited to by implementing a low -

dose computed tomography (LDCT) screening program into the basket of guaranteed 

healthcare services, streamlining the process and securing financing for comprehensive 

predictive diagnostics, as well as implementing a model of competen ce center s in Poland 

ð Lung Cancer Units. These are the three strategic pillars that should shape the countryõs 

policy concerning combating lung cancer for the years to come.  

 
This update to the Lung Cancer Mission 2024ð2034 provides not only a progress overview, but 

also an in-depth analysis of new areas ð from the role of patient rehabilitation to the 

importance of psycho -oncological, dietary and coordinated management. The do cument also 

includes new expert comments from fields such as thoracic surgery, psycho -oncology, 

molecular diagnostics and nursing care.  

 
I believe that the presented òroadmapó will not only help better understand the current 

systemic challenges, but also to inspire the implementation of consistent solutions that will 

translate into a shorter diagnostic and therapeutic journey, better quality of treatment 

and longer life for patients . 

 
Thank you to everyone who contributed to drafting the document ð experts, representatives 

of patient organizations, health care institutions and partners. It is through our joint 

commitment that we can realistically shape the future of oncology in the area  of lung cancer 

in Poland. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
PROF. DR HAB. N. MED. 

RODRYG RAMLAU 

President of the Polish 

Lung Cancer Group 

Director of the Oncology 

Institute and Head of 

the Oncology Teaching 

Department at the Karol 

Marcinkowski Medical 

University in Poznaś 



 
 

 
 

 
 

 

Foreword  
 

 

 

 

 
Dear Sir/Madam,  

 
Lung cancer remains one of the biggest challenges in modern oncology, but recent years have 

brought about more and more reasons for optimism. We are witnessing real changes, both in 

terms of an increase in the importance of advanced predictive diagnostics,  as well as access 

to modern treatment methods. The B.6 drug program is gradually being expanded to include 

more innovative molecularly targeted therapies and immunotherapies with proven 

efficacy, including as part of perioperative treatment , which is beco ming the new standard 

of care in selected patient groups. This is a major step toward improving treatment 

outcomes. 

 
It is also encouraging to see progress in the works to implement the Lung Cancer Units 

model - specialized centers that provide patients with comprehensive, coordinated 

interdisciplinary management. However, we are still waiting for their formal introduction 

into the system. Their operation has the potential to fundamentally improve the quality of 

diagnostics, reduce the time to treatment initiation, and ensure consistency of clinical 

management in accordance with current medical knowledge.  

 
We are also hopeful to see the announcement of the inclusion of a low -dose computed 

tomography (LDCT) screening program into the basket of guaranteed healthcare services. 

This is a strategic decision that could save thousands of lives by detecting cancer at its early, 

curable stages. 

 

The update of the òLung Cancer Mission 2024ð2034ó document shows that changes in Poland 

are moving in a good direction ð more and more decisions are systemic, long -term and 

evidence-based. This paper summarizes the progress made over recent months, identif ies key 

challenges, as well as presents specific recommendations and solutions, from prevention and 

diagnosis to rehabilitation and psycho -oncological support.  

 
I believe that thanks to the consistent cooperation of the expert community, public 

administration bodies, patient organizations and system partners, in the coming years Poland 

can become a country where lung cancer will more and more often be detected ear lier and 

treated effectively.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
PROF. DR HAB. N. MED. 

DARIUSZ M. KOWALSKI 

Secretary General of the 

Polish Lung Cancer Group 

Head of the 

Conservative Department 

at the Pulmonary and 

Thoracic Cancer 

Teaching Department, 

National Institute of 

Oncology at the National 

Research Institute in 

Warsaw 



 
 

 
 

 
 

 

Foreword  
 

 

 

 

 
Dear Sir/Madam,  

 
Advances in diagnostics, treatment and care organization result in improved prognosis and 

quality of life for patients. Efforts to increase the rate of early detection of lung cancer 

are particularly important, allowing radical management to be implemented with curative 

intent.  

 
A low-dose computed tomography (LDCT) screening program , which allows for detecting 

cancer in its earliest, asymptomatic stages, is of great importance in this context. 

Undoubtedly, a pilot project for the program that has been implemented in recent years has 

proven its effectiveness - the key now is to introduce it into the basket of guaranteed 

healthcare services and ensure its continued funding and prevalence nationwide . Only a 

nationwide, well -organized and well -funded screening program can bring long -term 

improvements in lung cancer survival rates in Polan d. 

 
Modern minimally invasive surgical techniques, including robotic surgery , are becoming 

increasingly important and forming an indispensable part of treatment at many centers 

around the world. Robotics in thoracic surgery is not only about technological prestige, but 

above all real clinical benefits ð greater surgical precision, lower complication risk, shorter 

hospitalization time and faster recovery for the patient. However, its dissemination requires 

adequate systemic support ð proper pricing of procedures  and their reimbursement, so that 

modern treatments are available at reference centers throughout the country.  

 
In the coming years, the development of robotic surgery, the integration of screening 

programs and further strengthening predictive diagnostics should become key elements of 

the national strategy against lung cancer. I believe that the consistent implement ation of 

these measures, supported by the implementation of the Lung Cancer Units  model, will 

allow to achieve real improvements in treatment outcomes and bring us closer to the 

standards of the best European centers.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
PROF. DR HAB. N. MED. 

TADEUSZ ORĠOWSKI 

Vice President of the 

Polish Lung Cancer 

Group, Head of the 

Surgery Teaching 

Department at the 

Institute of 

Tuberculosis and Lung 

Diseases in Warsaw 

Polish Thoracic Surgeons 

Club 
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Comment 

 

 

On behalf of the International Association for the Study of 

Lung Cancer (IASLC), it is an honor to contribute this 

foreword to the updated Mission Lung Cancer 2024ð2034 

report. The Polish Lung Cancer Group has produced a 

rigorous, forward -looking strategic  plan grounded in 

evidence, driven by collaboration, and aligned with global 

best practices in thoracic oncology. It reflects not only the 

significant progress made across Poland in recent years but 

also the clarity and ambition required to transform lung 

cancer outcomes over the next decade.  

 
IASLC has been privileged to partner closely with leaders in 

Poland through our Health Systems Project on Biomarker 

Testing, which examines diagnostic pathways and identifies 

opportunities to strengthen predictive testing in India, 

Poland, and the United States. Through site visits, 

workflow mapping, and cross -country comparison, the 

project has affirmed a core principle of modern cancer 

care: comprehensive, timely biomarker testing is essential 

to ensuring that patients receive the right treatment at the 

right time. The insights from Poland ñits clinical 

excellence, multidisciplinary engagement, and 

commitment to improvement ñhave contributed 

meaningfully to the global framework now being finalized.  

 
The Polish Lung Cancer Groupõs Mission Lung Cancer 2024ð

2034 

embraces these priorities with precision.  Its focus on 

expanding LDCT screening, strengthening molecular 

diagnostics, implementing multidisciplinary Lung Cancer 

Units, and improving coordination across the full patient 

journey aligns closely with IASLCõs global strategic pillars. 

Equally important is the reportõs attention to areas often 

underrecognized in national cancer plans: rehabilitation, 

psycho-oncology, oncology nursing, nutritional support, 

and the critical role of patient organizations.  

 

Polandõs leadership is evident. The country has expanded 

access to innovative therapies, strengthened thoracic 

surgery capabilities, and increased the use of predictive 

diagnostics. he next stepñoutlined so clearly in this 

reportñis to integrate these adva nces into a cohesive 

system that ensures consistent, equitable, and timely care 

for all patients with lung cancer.  

 

IASLC applauds the Polish Lung Cancer Group and its 

partners for their vision, dedication, and evidence -based 

approach. Mission Lung Cancer 2024ð2034 is more than a 

document; it is a practical roadmap that will guide 

meaningful progress in prevention, earl y detection, 

diagnostics, treatment, and survivorship.  

 

We look forward to continued collaboration as Po - land 

advances this work and contributes to improving lung 

cancer outcomes worldwide.  

 
 
 
 
 

 

 

 

 
MATT YEINGST 

Chief Development Officer  

International Association for the Study of Lung Cancer (IASLC) 
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Comment 

 

 

Another LUNG CANCER MISSION (2025 update) paper is 

important because it identifies courses of action that are 

of great significance for improving the prognosis of patients 

diagnosed with lung cancer. Recommendations include 

improving the efficiency of prim ary prevention (reducing 

exposure to tobacco smoke) and secondary prevention 

(conducting a nationwide population -based early lung 

cancer detection program), diagnostics (accelerating 

diagnosis and identification of clinical and molecular 

characteristics in  thoracic cancer cases), as well as 

ensuring that decisions concerning treatment are taken by 

multispecialty teams, along with exploiting the possibilities 

offered by combined management (especially in early and 

locally advanced stages). 

 
Modern treatment of patients diagnosed with lung cancer 

and other primary thoracic cancers relies heavily on the use 

of molecularly targeted drugs and immune checkpoint 

inhibitors, while the benefits of these methods are best 

seen in advanced and early-stage patients.  

Regardless of the unchallenged advances made within the 

scope of identifying the causes and studying the course of 

lung cancer, along with new treatment options, the 

prognosis for patients remains unsatisfactory, due to, 

among other factors, the inadequaci es of the healthcare 

system and the inadequate use of currently available 

methods of diagnosis and treatment. Funding limitations 

for anti -cancer management are prominent among the 

systemic barriers. An early lung cancer detection program 

and a system of competence centers for thoracic cancer are 

also still not in place.  

 
All of  the issues mentioned are of interest to the Lung 

Cancer Mission. I encourage everyone to read the following 

paper. I hope that readers of this document will also 

include decision-makers. 

 

 
PROF. DR HAB. N. MED. MACIEJ KRZAKOWSKI 

President of the Polish Society of Clinical Oncology, 

National Consultant in Clinical Oncology Head of the 

Pulmonary and Thoracic Cancer Teaching Department 

Attorney for the Director for Postgraduate Education 

National Oncology Institute ð National Research Institute 

in Warsaw 
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Comment 

 

 

Lung malignancies continue to be a leading problem in 

terms of the incidence and number of cancer deaths in our 

country. Another challenge is the persistently high rate of 

smokers in Poland (with an increased proportion of women) 

and the insufficient effec tiveness of anti -tobacco 

prevention and of the activities promoting such prevention 

at all levels of state healthcare and social policy.  

 
The good news is that analyses indicate a gradual (yet too 

modest) improvement in the survival rate of lung cancer 

patients diagnosed between 2013 and 2019, which is 

probably related to the introduction and broad availability 

of effective systemic therapie s for lung cancer patients.  

Unfortunately, lung cancer diagnosis still takes too long on 

average, is fragmented and fails to provide full accessibility 

to molecular testing.  

 
The hope for improving this situation may lie in the 

announced implementation of Lung Cancer Units, which are 

an essential component of oncological care advocated in 

the assumptions for the National Oncology Strategy. A low -

dose computed tomography screening program for high-risk 

groups should be introduced simultaneously into the 

screening standard. 

 
PROF. DR HAB. N. MED. PIOTR RUTKOWSKI 

President of the Polish Society of Oncology Chairperson of 

the Medical Research Agency Council Chairperson of the 

Health Ministerõs National Oncology Strategy Team 

Attorney for the Director of the National Oncology and 

Clinical Trials Strategy  

National Oncology Institute ð National Research Institute in 

Warsaw 
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Comment 

 

 

Surgical treatment of early -stage lung cancer patients still 

remains the most effective treatment option. Since surgical 

treatment of lung cancer patients has been centralized at 

thoracic centers in Poland, combined with significant 

funding increases in recent years and the activity of the 

entire community of thoracic surgeons, the level of Polish 

thoracic surgery, based on the available data, should be 

considered very high. As a result of the rapid development 

of minimally invasive video -assisted thoracoscopic surgery 

(VATS), currently more than 50% nationwide, and in the 

leading centers with the most experience, more than 80% 

of anatomical lung resections for oncological reasons are 

performed using minimally invasive techniques. These 

figures place Polish thoracic surgery among the leading 

European countries. 

 
Unfortunately, despite these impressive results, 

unmatched among other surgically treated cancers 

(prostate cancer, colorectal cancer), we are still waiting 

for the inclusion of Robotic -Assisted Thoracic Surgery 

(RATS) into the thoracic surgery services basket. Efforts to 

secure this addition have been undertaken by the thoracic 

surgery community for three years. Hopefully, the inclusion 

of this initiative into the òLung Cancer Mission 2024ð2034ó 

project will result in a quick and positive conclusion to the  

process. 

 
 

We have high hopes for the planned implementation of a 

low-dose computed tomography lung cancer screening 

program. This program should ensure that more patients 

are diagnosed at an early stage of the disease, where 

surgical treatment using minimally invasive methods, 

including robotics, is the optimal course of manage ment. 

This percentage, currently reaching approximately 20% of 

patients with newly diagnosed lung cancer in Poland, is far 

too low.  

 

Finally, I want to mention the importance of optimizing 

perioperative care for patients confirmed eligible for 

surgical lung cancer treatment within the framework of the 

ERAS (enhanced recovery after surgery) guidelines, a 

contemporary comprehensive formul a for perioperative 

care focused on improving patient outcomes. This protocol 

is more and more often introduced into clinical practice at 

thoracic surgery centers in Poland. Unfortunately, such an 

important element of optimal patient preparation prior to 

elective procedures at an ERAS clinic, often also called pre -

rehabilitation, is still not reimbursed in any way by the 

system. 

 
In conclusion, I would like to emphasize that implementing 

the above-mentioned initiatives as soon as possible is the 

only way to maintain a high standard of surgical treatment 

for lung cancer patients in Poland.  

 

 

 
PROF. DR HAB. N. MED. CEZARY PIWKOWSKI 

President of the Polish Society of Cardiothoracic Surgeons, 

Head of the of Thoracic Surgery Department,  

Wielkopolskie Center of Pulmonology and Thoracic Surgery 



13  LUNG CANCER MISSION 2024ð2034  

 

 

 

Comment 

 

 

Over the recent years, oncology has undergone an 

unprecedented transformation. Cancer treatment is no 

longer based solely on well -known methods such as 

chemotherapy, radiation therapy or surgery. More and 

more often doctors rely on modern therapies that wo rk 

extremely precisely, targeting cancer cells directly. This 

approach is referred to as molecularly targeted treatment.  

 
Genetic diagnostics has had a huge impact on this 

development. By using advanced techniques for studying 

DNA and RNA, we are able to understand more and more 

about which genetic changes lead to cancer and which of 

the cancerõs òweak pointsó can be exploited during 

treatment. This is the reason behind referring to the 21st 

century as the era of genomics and personalized medicine 

ð therapies tailored to the individual patient, their genes 

and the nature of the underlying disease.  

 
Current progress in molecular biology is extremely 

dynamic. New technologies emerge every year, allowing to 

diagnose cancers faster, more accurately and at an earlier 

stage. 

This development is particularly evident in oncological 

genetic diagnostics: tests that used to take weeks can now 

be done in a matter of days, sometimes even hours.  

 
However the key factor for reaping the benefits of modern 

methods is speed. The shorter the time between the 

moment when disease is suspected and the genetic test 

result arrives, the sooner optimal treatment can be 

implemented. That is why it is so important to e nsure that 

not only the analysis process is efficient, but also that the 

entire material circulation ð from sample collection to its 

delivery to the laboratory ð is as efficient as possible. 

Changes need to be introduced into the system in parallel 

to enable the financing of modern molecular biology 

technologies so that modern genetic testing can be 

implemented.  

 
The LUNG CANCER MISSION (2025 update) paper provides 

an extensive discussion of various aspects of lung cancer 

diagnosis and treatment, emphasizing the very important 

role of genetic diagnostics in this type of cancer.  

 
DR N. MED. ANDRZEJ TYSAROWSKI 

President of the Polish Personalized Medicine Coalition  

Head of the Cancer Genetic and Molecular Diagnostics Laboratory 

National Oncology Institute ð National Research Institute 

in Warsaw 

Medical Laboratory Genetics Voivodship Consultant 
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Comment 

 

 

Lung cancer diagnosis is a difficult and challenging moment 

in the lives of patients and their loved ones, both in medical 

and psychological terms. Patients need to face not only the 

signs and symptoms of their disease, along with treatment 

effects, but al so tremendous anxiety, feelings of 

insecurity, lowered mood or loss of security. In such 

situations, psycho-oncological support becomes extremely 

important to help the patient navigate a new reality and 

adapt to it, tame emotions and get actively involved in the 

treatment process.  

 
Current modern oncology is based on a holistic approach 

that perceives the patient not only through the lens of the 

disease and the need for treatment, but also as a person 

with an individual history, emotions, values, needs and 

social relationships. The c ornerstone for this is a 

multidisciplinary team that includes physicians of various 

specialties, nurses, a psycho-oncologist, a physiotherapist, 

a nutritionist, a medical caregiver, a social worker and 

often a clergyman or an occupational therapist. Each 

member of the team has a specific, complementary role 

and together they create a space for comprehensive 

patient care. A psycho -oncologist has a particularly 

important function and should accompany the patient at 

every stage of treatment: from diagnostic te sting, through 

the diagnosis itself, therapeutic decision -making, up to the 

stage of recovery and adaptation to life after the disease. 

Psychological assistance is needed both during the 

consultation meeting, hospitalization and in specialty 

outpatient cli nics, such as oncology outpatient clinics, 

wherever the patient experiences difficult emotions, stress 

and anxiety.  

Modern oncology treatment in Poland is more and more 

often provided within the framework of secondary 

outpatient care, which should integrate medical and 

psychological care with rehabilitation in a single facility. 

Such an arrangement promotes better coord ination of 

activities, a smooth flow of information and most 

importantly, bestowing a sense of safety upon the patient.  

 
However, it should be noted that psycho -oncology is not 

only about supporting the patient and their relatives. It also 

provides important support for the medical team, who are 

confronted with human suffering, uncertainty and the 

limitations of therapy on a  daily basis. Working in oncology 

places an enormous emotional burden on doctors, nurses 

and other members of the treatment team. The psycho -

oncologist, who is part of the team, has a dual role here. 

On the one hand, they support the patient in coping with  

the disease; on the other hand, they support medical 

personnel, helping them to maintain emotional balance, 

communicate with patients and cope with professional 

stress. Through their professional activities, they 

participate in team meetings, they can sup port team 

members in difficult situations, deliver training, provide 

crisis intervention or workshops to reinforce resilience.  

 
Modern oncology understands that professional patient 

care also involves caring for those who provide that care. 

Integrated psycho-oncology support helps build a culture of 

cooperation, empathy and understanding, which translates 

not only into staff well -being, but most importantly into 

the quality of patient care. In conclusion, psycho -

oncological support is an indispensable part of 

comprehensive therapy for lung cancer patients.  

 

 

 

 
DR N. ZDR. SEBASTIAN ARTUR ZDOŚCZYK 

President of the Polish Society of Psychooncology 
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Comment 

 

 

The area of lung cancer prevention, diagnostics and 

treatment requires improvements and cooperation 

between primary health care and specialty care facilities, 

which will result in improved treatment outcomes and 

greater patient comfort. It is also a matter  of better 

organization and better screening particiaption rates.  

 
Primary care physicians are often the first point of contact 

for patients, which means that their ability to identify signs 

and symptoms can significantly affect early diagnosis and 

treatment initiation. This also creates an opportunity to 

implement preven tion programs, as well as to encourage 

participation and refer to programs provided by specialty 

entities, such as LDCT. 

 
Currently patients are often exposed to the lack of system 

coordination in the diagnostic and therapeutic process,  

which may lead to treatment delays and, consequently, 

significantly impacts survival times and possibility of a 

cure. Improving communication and coordination between 

different levels of healthcare is key to shortening the 

patient journey and ensuring that  patients have access to 

appropriate therapies in a timely manner.  

 

It should also be noted that in the course of oncological 

treatment the patient also uses services provided as part of 

primary health care and rules should be set up for this 

cooperation through the creation of guidelines for such 

aspects as check-ups, vaccinations, as well as education on 

the ability to recognize and treat the most common adverse 

reactions. An opportunity to conduct doctor -to-doctor 

consultations, created as part of the system (using the 

existing e-consultation framework), is essential.  

 
It is also important to create standards of post -treatment 

care and rules for referring a patient who completed 

oncology treatment for follow -up care at the primary 

healthcare facility, including a description of 

recommendations for the primary healthcare team and 

additional funding for such care to cover, among other 

things, follow -up examinations.  

 
Providing coordination for oncology care at the system level 

will benefit everyone, including, above all, the patient.  

 

 
PROF. DR HAB. N. MED. AGNIESZKA MASTALERZ-MIGAS 

National Consultant in Family Medicine Board President of 

the Polish Society of Family Medicine Head of the Family 

Medicine Chair and Department at the Medical University of 

Wroclaw 

Editor-in-chief of the òPrimary Care Physicianó (Lekarz POZ) 
journal.  
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Comment 

 

 

Lung cancer is the most common cause of cancer deaths in 

men and women, mainly due to late diagnosis. Randomized 

clinical trials have unequivocally demonstrated that 

screening based on low-dose computed tomography (LDCT) 

among smokers can detect lung cancer at an early stage, 

when surgical treatment is most effective.  

 
As the radiology community, we are very pleased with the 

announcement concerning the introduction of a 

population -based early detection program for lung cancer. 

The first screening examinations in Poland were carried out 

17 years ago at a few selected academic centers. 

Prevention is an area of medicine where well -planned and 

consistently implemented systemic measures can 

realistically reduce mortality over a relatively short period 

of time. At the same time, we are aware that the 

implementation of this prog ram will involve new challenges 

not only for us radiologists or electroradiologists, but all 

healthcare professionals involved in further diagnosis and 

qualification, especially from centers that have not 

conducted pilot projects.  

 
In order for  screening to be effective, it must not be 

òpopulation-based in name onlyó but actually available to 

and acceptable for the intended target group.  

This implies the need to implement targeted educational 

activities, work more closely with family doctors and other 

stakeholders, and create a system that ensures a 

sufficiently high level of participation in the first and 

subsequent rounds of LDCT. 

 
Equally important is a data infrastructure (platform) that 

enables standardized data collection, integration and 

analysis of information from the entire screening journey. 

The central registry should include epidemiological data, 

clinical history (includin g pack-years), LDCT findings, 

further diagnostics (e.g. biopsies) and treatment, as well 

as specific quality indicators. Uniform, high -quality data is 

essential to evaluate the effectiveness of a screening 

program. 

 

Decision-supporting tools for radiologists, such as CAD 

(Computer Aided Diagnosis), volumetric assessment 

algorithms or models based on artificial intelligence are 

playing an increasingly important role in computed 

tomography laboratories. They can increas e efficiency, 

standardize imaging reports and reduce interpretive 

variability or false positives. However, they require careful 

validation, regular quality monitoring and proper 

implementation in clinical practice. The Polish Medical 

Radiology Society provides training to prepare radiologists 

and residents for getting involved in lung cancer screening.  

 

 
PROF. DR HAB. N. MED. EDYTA SZUROWSKA 

Former President of the Polish Medical Radiology Society 

Head of the 2nd Radiology 

Laboratory Medical University o f 

Gdaśsk Head of the Radiology 

Laboratory University Clinical  

Center 
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Comment 

 

 

The development of minimally invasive techniques and 

systemic treatment, including immunotherapy, is a huge 

advance in lung cancer treatment and brings new hope for 

many patients. Immunotherapy is revolutionizing cancer 

treatment, but its unique toxicity p rofile is forcing changes 

in multidisciplinary teams involving nurses. Patient 

education is key to identifying and treating side effects 

associated with modern treatments. Patients must not be 

burdened with the entire responsibility for self -monitoring.  

 
Effective management of nursing resources is key to 

providing quality care to lung cancer patients. As demand 

for nursing services increases with the widespread use of 

targeted therapies and immunotherapies, there is an 

urgent need to make advice provided by an oncology nurse 

a standard part of the treatment process.  

Improving patientsõ access to care provided by oncology 

nursing specialists will significantly improve patient 

outcomes and their quality of life. Such a change could 

serve as a catalyst for patient access to evidence -based 

professional nursing. An oncology patient should be able to 

receive care as part of primary healthcare and secondary 

outpatient care, where a specialist nurse could provide 

education on the skills necessary to recognize and minimize 

the most common adverse effects, as well as monitor the  

course of therapy for such events. The current healthcare 

model in Poland does not guarantee patients equal access 

to specialized oncology nurses services. 

 
Systemic changes are needed to guarantee equal access 

to specialized oncology nurse services for patients. 

Therefore, the introduction of oncology nursing advice as 

part of secondary outpatient care remains important . 

 

 

 
DR N. MED. JANINA KSIŋŰEK 

President of the Field Branch of the Polish Oncology Nursing 

Society in Gdaśsk 

Institute of Nursing and Obstetrics, Surgical Nursing Laboratory, 

Medical University of Gdaśsk 
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Comment 

 

 

The òLung Cancer Mission 2024ð2034ó report is the first 

such comprehensive document pointint out the most 

important factors determining the current situation in 

Poland for this type of cancer. I find it particularly valuable 

to highlight the challenges fac ed by primary and secondary 

lung cancer prevention. Despite fairly widespread 

knowledge of the cause-and-effect relationship between 

smoking and lung cancer, people are still not spurred to 

reflect on their own health.  

 
The report presents a wide range of recommendations for 

specific actions that can significantly change the 

perception of lung cancer in Poland.  

Given that smoking tobacco is still the most important risk 

factor for lung cancer, the scope of primary prevention 

tasks outlined in the Report in terms of both education and 

treatment from tobacco dependence is impressive.  

 
Recommendations should also emphasize efforts to drive 

participation rates among doctors, nurses, psychologists in 

training courses on the diagnostics and treatment of 

nicotine dependence, funded by the National Health 

Program, and the fact that fiscal too ls (price of cigarettes) 

are very effective in reducing smoking prevalence. 

Congratulations to the Authors!  

 

 

 
PROF. DR HAB. N. MED. JOANNA DIDKOWSKA 

Head of the Epidemiology and Primary Cancer Prevention 

Laboratory and the National Cancer Registry, National 

Oncology Institute ð National Research Institute in Warsaw 
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Comment 

 

 

Lung cancer remains one of the most dangerous forms of 

cancer in both men and women, due not only to the 

widespread smoking habit, but also to late diagnosis.  

 
The vast majority of patients receive a diagnosis when the 

neoplastic process is advanced and treatment options are 

limited.  

 

An additional problem is the imperfect organization of the 

healthcare system, the lack of an established and clear 

diagnostic pathway, not only for the patient, but also for 

the primary healthcare physician.  

 
Unlike other cancers, such as breast, colorectal or prostate 

cancer, diagnosing patients with suspected lung cancer is 

more varied, requiring multi -center cooperation and 

involvement of physicians from different specialties. Lack 

of proper coordination of the diagnostic and therapeutic 

process, as well as the lack of clearly outlined management 

stages significantly affect treatment delay.  

 

In addition, pathomorphological evaluation of material 

collected from patients with suspected lung cancer in units 

located outside the hospital structure, lacking experience 

in diagnosing thoracic cancers, lacking adequate diagnostic 

facilities, and withou t the opportunity to participate in 

multidisciplinary team (MDT) meetings often affects the 

quality of the diagnosis. The pathomorphological diagnosis 

is not comprehensive, does not include assessment of 

predictive factors (immunohistochemical evaluation o f PD-

L1 protein expression), and the material is not qualified nor 

submitted for molecular testing.  

 
òLung Cancer Mission 2024ð2034ó is the result of the 

involvement of specialists from various fields who deal with 

the diagnosis and treatment of lung cancer patients and 

who are best qualified to notice the existing barriers to 

improving diagnostic and the rapeutic outcomes.  

 
I hope that the presented document will become a 

òmilestoneó in the process of improving the care provided 

to lung cancer patients and will affect the treatment 

outcomes and the patientsõ quality of life. 

 

 

 
PROF. DR HAB. N. MED. RENATA LANGFORT 

President of the Polish Society of Pathologists. 

Head of the Pathomorphology Laboratory,  

National Tuberculosis and Lung Diseases Research Institute in 
Warsaw 
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An area that undoubtedly requires improvement and 

cooperation is, above all, the journey of lung cancer 

patients so that they would be referred to centers that 

offer comprehensive genetic diagnostics to enable the 

planning of optimal treatment in the short est possible 

time. The availability of comprehensive NGS genetic 

diagnostics for lung cancer patients also needs to be 

improved.  

 
 

Improved accessibility to genetic diagnostics is linked to 

the systematic revision of the amount of funding provided 

by the National Health Fund for testing in connection with 

the accumulated knowledge of molecular markers and the 

expanding panel of geneti c variants that need to be tested 

in order to optimally qualify patients for personalized 

treatment. Support for personnel training at medical 

diagnostic laboratories, who perform oncogenetics testing, 

is equally important.  

 

 

 
DR HAB. N. MED. IZABELA ĠACZNAŚSKA 

Cancer Molecular Diagnostics Laboratory, 

Lower Silesian Center for Oncology, Pulmonology and 

Hematology Polish Society of Human Genetics 

 

 
DR HAB. N. MED. ARTUR KOWALIK, PROF. UJK 

Molecular Diagnostics Laboratory, 

Genetic Engineering Laboratory,  

Ťwiőtokrzyskie Oncology Centre in Kielce, Medical 

Biology Laboratory, Institute of Biology, Jan 

Kochanowski University of Kielce, Polish Society of 

Human Genetics 
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Comment 

 

 

Cancer, in particular lung cancer, is prioritized as a health 

problem in the strategic documents of the European Union 

and Poland. 

 
EUõs goal in its efforts related to fighting cancer should be 

to increase the 5 -year survival rate of patients diagnosed 

with cancer. It is assumed that approximately 40% of cancer 

cases in the EU are preventable; one should bear in mind 

that prevention is  more effective than any treatment and 

constitutes the most cost -effective long -term strategy for 

cancer control.  

 

Europeõs Beating Cancer Plan was unveiled in February 

2021 and is the EUõs response to the growing challenges and 

changes in cancer control, representing political 

commitment to take any and all possible measures in the 

fight against cancer. It supports me mber statesõ efforts to 

prevent cancer and ensure a high quality of life for 

oncology patients, cancer survivors, their families and 

caregivers. 

 
In the context of lung cancer, special attention is paid to 

identifying high -risk profiles, starting with tobacco smokers 

and former heavy smokers. 

Member States should further research how to reach and 

invite the target group ð addicted smokers. The National 

Recovery and Resilience Plan (NRRP) is a policy document 

that provides funding for structural reforms and 

investments in oncology care. In the c ase of lung cancer, it 

can significantly affect the provision of infrastructure 

funding in comprehensive Lung Cancer Units. 

 
The National Transformation Plan indicates that the most 

important risk factor responsible for the loss of the highest 

number of healthy life years for men and women is smoking 

(approx. 5,700 DALYs per 100,000 population), which is also 

the leading cause of lung cancer.  

 
The most important goal of the National Cancer Strategy is 

to increase the number of people surviving five years after 

completing cancer therapy and to reduce the incidence of 

cancer, including lung cancer. Patientsõ quality of life 

during and after cancer  treatment is also expected to 

improve.  

 

 

 
DR JERZY GRYGLEWICZ 

Healthcare expert,  

Lecturer and MBA Project Leader at the Lazarski University  

in Warsaw and expert of Center of Value Based Healthcare  
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In recent years, huge breakthroughs have been made in 

both the diagnostics and treatment of lung cancer. More 

and more modern, effective therapies are emerging every 

year ð both molecularly targeted therapies and 

immunotherapies ð with the B.6  

drug program gradually being expanded to include them. 

Unfortunately, still too few patients have a real chance to 

take advantage of these opportunities. The problem is no 

longer strictly about the lack of access to drugs, but rather 

quite significant dela ys in diagnostics, failure to perform 

the full range of predictive tests and, as a result,  

too few patients qualified for treatment in time.  

 
Clinical data show that more than half of lung cancer cases 

in Poland are diagnosed at an advanced stage, when the 

chances of radical treatment are minimal. Meanwhile, we 

have a tool that could change this ð an early lung cancer 

detection program relying o n low-dose computed 

tomography (LDCT). The pilot program has confirmed the 

effectiveness of this approach, but we are still waiting for 

it to become a nationwide prevention program. This should 

become a priority ð just like mammography in breast cancer 

or colonoscopy in colorectal cancer. Early detection of the 

disease simply means better chances for a cure.  

 
Another problem lies with molecular and 

immunohistochemical diagnostics ð still insufficiently fast, 

lacking coordination and evenly spread access in different 

regions of the country.  

Meanwhile, the choice of optimal treatment and the 

patientõs eligibility for personalized treatment depend on 

it. Without a full panel of molecular tests, the patient is 

òblindlyó assigned to treatment, often depriving them of 

the benefits stemming from th e use of modern drugs that 

could add entire years to their survival.  

 

From the patientsõ perspective, one of the most painful 

problems is that the disease is progressing faster than the 

system. We have many cases in Poland in which patients 

are waiting for weeks to see their test results, while their 

cancer progresses. Sometimes a patient dies before being 

confirmed eligible for a specific treatment. This should not 

happen in the 21st century, considering what medicine has 

to offer.  

 
That is why it is so important to implement a 

comprehensive care model ð Lung Cancer Units. This means 

not only better coordination, but also actually shortening 

the diagnostic and therapeutic journey, improved quality 

of diagnosis, faster therapeutic deci sions and better 

treatment outcomes. In Western European countries, this 

model has brought about tangible benefits: patients have 

their dedicated coordinator, test results are discussed by a 

multidisciplinary team and the time from diagnosis to 

treatment i nitiation is reduced to just a few days.  

 
There is great potential in Polish oncology, we have great 

specialists and increasingly better treatments. Now we 

need to do everything we can for the system to catch up to 

the progress made in medicine, so that the patient is not 

left alone between stages  of diagnosis and every patient 

has access to comprehensive, modern and fast care. In lung 

cancer, time really does matter.  

 

 

 

 
ALEKSANDRA WILK 

Director of the Lung Cancer 

Section TO SIŐ LECZY Foundation 
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From our organizationõs perspective, the biggest problem 

for lung cancer patients remains the long waiting time for 

test results, difficult access to specialists and flawed 

coordination of the diagnostic process. Patients point out a 

convoluted and poorly organized diagnostic journey, devoid 

of clear rules and information. Such a situation really 

reduces their chances of getting diagnosed quickly and 

initiating treatment, often meaning weeks or months of 

uncertainty, stress and anxiety.  

 
We focus on the diagnosis stage, because this is the starting 

point that is crucial to the patientõs further chances. Our 

research indicates that more than half of patients present 

to their primary care physician with symptoms that should 

already trigger o ncological vigilance ð prolonged cough, 

change in its nature, chest pain or shortness of breath. 

Unfortunately, the PCPs too rarely decide to refer patients 

for lung cancer diagnostics. Patients are treated 

symptomatically, and the time to appropriate refe rral 

increases significantly.  

This crucial moment should be shortened, and patients with 

suspected lung cancer should be referred as soon as 

possible to specialized centers that provide comprehensive 

diagnostics. All too often, the Oncological Diagnostics and 

Treatment Card (karta Diag nostyki i  Leczenia 

Onkologicznego, DiLO) is not issued in a timely manner or 

at all, delaying the initiation of a proper oncology pathway.  

 

The same pattern is repeated in the accounts of patients 

and their relatives ð confusion, lack of information and a 

sense of helplessness in the face of the system. Patients 

and their relatives need clear guidance and support from 

oncology coordinators to lead them through the stages of 

diagnosis and treatment. With each day of waiting for a 

result, each subsequent referral and distant test date, the 

disease progresses. An additional barrier, robbing the 

patients of the chance for modern treatment, is limit ed 

access to molecular diagnostics. Therefore, from our 

organizationõs perspective, the overriding goal remains to 

shorten and simplify the diagnostic pathway ð and this is 

where we are focusing our efforts today.  

 

 

 

 
ELŰBIETA KOZIK 

President of the PARS Oncology Movement Association 
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1.1. LUNG CANCER ROADMAP 2025  

overview of changes in lung cancer patient management 
 

 

 

 

Basic 

epidemiological 

data and indicators 

[1]  

 

Cancer 
incidence in 
Poland 

192,922 
Lung cancer 

incidence (C34)  

21,045 
Projected lung 
cancer incidence in 

2040 

even 

36,700 
Lung cancer deaths 
(C34) 

22,155 
Projected lung 

cancer deaths in 

2040 

even 

31,600 

 

 
Structure of primary diagnoses of 

C34, lung cancer  

Local stage ð approx. 20%.  

Regional stage ð approx. 35%.  

Generalized stage ð approx. 45%. 

 

22% of lung cancer deaths occur before age 65  

 

High lung cancer incidence (Poland 

compared to the EU) 

 

82.1/100,000 people [2]  
(EU average: 66.1/100,000) 

 

Very high lung cancer death 

rate (Poland compared to the 

EU) 
 

70,5/100,000 people [3]  
(EU average: 52/100,000) 

 

5-year age-standardized net survival rate of lung 

cancer patients [4]  
 

5-year age-standardized net survival rate for 

locoregional  

lung cancer  
 

5-year age-standardized net survival rate for metastatic 

cancer (generalized disease)  

SCLC 15% NSCLC 85% 

approx.20% 

33% 

5% 
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System of care for lung cancer patients  

 
 
 
 

 

 

Number of treated 
patients  

79,368 

Number of 
healthcare services 

provided  

 838,639 

Number of treated patients  

     69,180 

Number of healthcare 
services provided  

582,218 

 
In recent years, there has been a steady increase in the number of patients 

treated and services provided  

 

13% 6% 23% 15% 
 

 

In the last 2  years, the number of 
women treated for lung cancer 

increased by more than 13% (from 
31.7 thousand to 35.8 thousand), 
while for men the increase was 

about 6% (from 41.2  thousand to 
43.6 thousand) 

An increasing intensity of 

treatment is observed ð the 

number of services between 

2022 and 2024 increased by 

about 23% in women and 

about 15% in men  

2024 2025 (JanðSep) 
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2023 Almost 2.2 billion  

2024 Almost 2.6 billion  

2025 JanðSep Almost 2.2 billion  

 
 
 
 
 
 
 
 
 
 
 
 

 

 Hospitalizations  

90%of the total cost of 

care 

 SOC 

2.5%of the total cost of care  

  

 

 
Primary Care 

Primary care covered 34,335 

patients diagnosed with lung 

cancer, accounting for almost 

50% of all patients  who received 

NHF services for this indication in 

2024. 

SOC 

Secondary outpatient care (SOC) 

covered 58,286  patients and 

244,569  services  but the value 

of services amounted to only 

PLN 65.9  million, i.e. 

approximately 2.5% of the total 

cost of care.  

 
This indicates, among other 

things, low pricing of secondary 

outpatient care services and 

underutilization of this form of 

care in the process of 

coordinating diagnostics, 

treatment and follow -up of 

patients.  

V
a
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e
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HOSPITAL TREATMENT 

(HOSPITALIZATIONS) 

 
The largest share in the 

healthcare service structure is 

taken up by hospital treatment , 

which was provided to 

45,572  patients , accounting for 

approximately 78% of all people 

receiving healthcare services 

from the Polish National Health 

Fund related to a  diagnosis of 

lung cancer in 2024. 

 
In 2024, there were 

258,698  hospitalizations with 

a total value of PLN  2.37  billion , 

accounting for more than 90% of 

the total cost of care .  

 
PALLIATIVE CARE 

Palliative and hospice care 

benefited 15,810 patients , who 

received 219,881 services worth 

PLN 189.8 million .  

 
This represents the second most 

valuable category of services 

after hospital treatment . The 

data supports the fact that a 

significant percentage of lung 

cancer patients still end up in 

the system at an advanced stage 

of the disease .  



29  LUNG CANCER MISSION 2024ð2034  

 

 
 
 
 
 

 

 
 

Value of separately  

contracted services  

 

PLN 46 million 
 

2015 2024 
 

 
Therapeutic rehabilitation  

 

<400 patients 

per year  

 
PILOT 

PROGRAMS 

In 2024, 31,453  patients 

received healthcare services as 

part of pilot programs (including 

the early lung cancer LDCT 

detection program).  

 
The number of 80,315  services 

and the value of PLN  9.2  million 

indicate a relatively small 

financial scale, but high systemic 

importance.  

SEPARATELY 

CONTRACTED 

SERVICES 

The increase in the value of 

separately contracted services 

from PLN 17.6 million in 2015 to 

more than PLN 46 million in 

2024 reflects, among other 

things, the development of 

molecular testing, 

immunohistochemistry assays 

and diagnostic procedures in the 

area of lung cancer.  

 
A 70% increase in the number of 

services in a decade shows the 

increasing emphasis on 

predictive diagnostics .  

 
REHABILITATION 

Therapeutic rehabilitation 

covered less than 400  patients 

per year , and nursing services 

covered less than 100  patients .  

 
Reimbursement values in these 

categories are symbolic (less than 

PLN 1 million per year), 

confirming the lack of systemic 

approach to rehabilitation and 

supportive care in lung cancer. 

There is an apparent gap in 

supportive care and a lack of 

continuity after hospital 

treatment completion.  

 
 

 
PLN 17.6 million 
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IMAGING DIAGNOSTICS 

The number of patients referred for CT increased by about 30% between 2015 and 2024, and nearly 

doubled for PET, while the number of X -ray and ultrasound examinations fell by several dozen percent.  

This trend is confirmed by the growing use of modern, high -value imaging methods in accordance with 

modern oncology diagnostic standards. 

The problem is long waiting times for tests and results, and significant differences between regions of 

Poland. 

 

 

 
MOLECULAR DIAGNOSTICS 

The number of molecular tests performed for lung cancer diagnostics in 2019 ð2022 fluctuated 

around 35% of newly detected cases. 

More than 8,500  tests were performed in 2023  and more than 10,500 tests in 2024 (almost 

50% of newly diagnosed lung cancer cases). 

Nearly 60% of lung cancer cases are detected at an advanced stage, when systemic treatment 

should be considered, and molecular testing plays a key role in patient qualification process.  

 
 

 

The number of patients undergoing diagnostic tests under the drug program increased from 

1,024 in 2015 to 10,521 in 2024, and as many as 9,052 between January and August  2025.  

This means that in 2025 the number of diagnostic tests could exceed 13,000 (trend analysis).  

  
The value of testing reimbursements nationwide has increased by more than 70% between 

2022 and 2024 , demonstrating both the increasing funding of the National Health Fund and 

the effective implementation of the demands of the oncology community and the Lung Cancer 

Mission. 

More testing translates directly into better therapy matching and an increasing percentage of 

patients treated in the drug program.  

 
In 2022, the majority of molecular tests were single gene tests (e.g., EGFR, ALK, ROS1), 

whereas starting 2023,  NGS panels are performed increasingly often.  

Increasing the availability of next -generation sequencing significantly improves the efficiency 

of predictive diagnostics , shortens the treatment qualification time, and reduces the number 

of repeat tissue material collections.  
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Estimated molecular testing demand gap  

Tests/examinations completed  
 

2022 2023 2024 

 7,050   8,661   10,521  

 +49% within two years  

 

Estimated gap 

 
The number of molecular tests, 

including advanced NGS panels, is still 

too small nationally, too often tests 

are performed sequentially and wait 

times for results remain too long.  

If the need to test all patients with 

NSCLC is accepted: 

coverage å 10.5 thousand/18  thousand å 58% 

 
 
a gap of about 7,000 ð8,000 tests/year  

Testing mainly at an advanced stage 

 

~70ð75% NSCLC = 13ð14 thousand  

 
a gap of about 3,000 ð4,500 tests/year  

 

The National Health Fund does not 

reimburse innovative technologies 

and diagnostic tools in lung cancer: 

tests using liquid biopsy and circulating 

tumor DNA (ctDNA) in both inpatient 

and outpatient settings, tests from fresh 

material (peripheral blood/fluid biopsy) 

ordered from the outpatient level, 

comprehensive CGP genomic profiling 

by NGS as an isolated procedure, 

predictive immunohistochemical tests 

for PD-L1 protein expression.  

 
No data available on PD -L1 protein 

expression evaluation testing 

performed (immunohistochemistry 

assay) 

Despite the fact that PD -L1 protein 

expression evaluation is one of the key 

tests in the predictive diagnostics of 

lung cancer patients, determining the 

administration of immunotherapy, there 

is no official data (National Health Fund) 

on the number of pati ents who 

underwent this test, the number of 

services provided and their value due to 

the lack of separation of this procedure 

(no separate code).  

 
Up to 30% of the tissue material 

collected for testing is undiagnostic or 

inadequate , indicating the need for 

access to multigene genetic testing 

from liquid biopsy (ctDNA) in both 

inpatient and outpatient settings, a 

procedure that is not reimbursed.  

 

Despite a marked increase in the number 

of molecular tests performed, the real 

needs are still not being met. There is a 

shortage of at least 3,000 ð4,500 , and by 

full standards as many as 7,000ð8,000 

tests per year .  
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DRUG PROGRAM 

 
Between 2022 and 2025, the B.6 

drug program was updated 7  times, 

expanding the availability of 

therapies that comply with clinical 

guidelines.  

The B.6 drug program: 

Treatment of patients with lung 

cancer (C34) and pleural 

mesothelioma (C45) reached the 

second highest total 

reimbursement amount among all 

oncological drug programs in 2024, 

with NHF spending on the program 

amounting to nearly 

PLN 1.3  billion [5].  

Between 2015 and 2018, most of the 

drug program services were 

provided in the classic 

hospitalization mode. 
 

 
From 2019, there is a marked increase 

in the number of one -day 

hospitalizations , which have become 

the  primary form of providing 

treatment  

 

2019 2024 JanïAug 

2025 

1,899  8,253  7,512  

More than 4-fold growth in 5  years 

 

Increase in the number of patients  

The number of treated patients 

increased year after year. In 2019, 

there were about 3,300, and four 

years later in 2023 the number tripled, 

exceeding 10,000 patients, and in 

2024 there were more than 12,200 

patients treated. The growth of the 

number of pat ients treated as part of 

the drug program is on average about 

20ð25% per year. 

 
Increase in the number of active 

substances in the drug program and 

in perioperative treatment, 

including adjuvant treatment, 

subsequent lines and expansion of 

reimbursement indications.  

More than 50% of the active substances 

currently recommended by ESMO (18 

out of 35) are currently reimbursed.  

 
Slight increase in number of service 

providers  

2023 ð 109 service providers 

2024 ð 111 service providers 

The drug program is also 

increasingly shifting to a  one-day 

model  in line with European 

practice ð less invasive, more cost-

effective, and better suited to 

patientsõ needs. 
 

 
An increasing number of patients are 

being treated in an outpatient setting, 

from 304  patients in 2015 to 3,062 in 

2024 and as many as 3,005 between 

January and August 2025.  

 

 
The progressive implementation of 

molecular testing and 

immunohistochemistry assays can be 

observed as an eligibility condition for 

targeted treatment and 

immunotherapy.  

 

 
At the same time, this indicates the 

growing burden on pathomorphology 

and genetic diagnostics departments, 

which requires standardization and 

ensuring even regional access. 
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WAITING TIMES 

 

 

 

Kujawsko-Pomorskie 37 days Pomorskie 57 days 
 

Ġ·dzkie 46 days Warmiśsko-Mazurskie 57 days 
 

 

 
KEY SYSTEMIC ACTIONS 

NOTED DURING THE PAST YEAR 
 

 
Comprehensive oncological care for service recipients with lung cancer and other thoracic 

cancers. Assessment of the justification of qualifying a service as a guaranteed healthcare 

service. 

 

 
Qualification of the healthcare service òRobotic thoracic surgery for lung and other thoracic 

cancersó as a guaranteed healthcare service. 

 

Excessively long waiting times for diagnostic tests and test results  

Excessively long time from tissue specimen collection to treatment initiation  

Longest time  Shortest time  

Zachodniopomorskie 44 days Opolskie 57 days 

 
Issuance by the Agency for Health Technology Assessment and Tariff System (Agencja 
Oceny Technologii Medycznych i Taryfikacji, AOTMiT) of key positions on systemic and 

organizational solutions as a basis for their further procedure:  

 
Qualification of the healthcare service òEarly lung cancer detection program using 

low-dose computed tomography (LDCT) in persons with increased, defined riskó as a 

guaranteed healthcare service.  
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KEY SYSTEMIC ACTIONSNOTED DURING THE PAST YEAR 

 

 

 

 

 
SOLUTIONS NOT REALIZED IN 2025 

 

  

 
Comprehensive genomic profiling 

(CGP) and molecular (genetic) NGS 

testing  

from liquid biopsy (ctDNA) have not 
been reimbursed  

 

Accreditation of Pathology 

Diagnostic Units has not been 

renewed, which translates into 

the inability to bill 

pathomorphology tests, including, 

among others, the PD -L1 protein 
expression evaluation  

Reimbursement of further innovative therapies, including perioperative 

treatment with immunochemotherapy, preoperative and postoperative 

treatment with immunotherapy and molecularly targeted therapies, and 

expansion of indications.  

Extension of the LDCT lung cancer prevention program in its current form with 

the announcement of its inclusion into the healthcare services basket from 2026.  

Finalizing the final form of the Lung Cancer Units competency centers model; 

work is underway at the Ministry of Health on a regulation to implement it.  

 
A nationwide screening program 

funded by the National Health Fund 
has not been implemented  

 
Lung Cancer Units have not been 

implemented  
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1.2. Key current challenges and recommendations 

 

 
PROPHYLAXIS 

 

 
CHALLENGES 

A very high percentage of cigarette 

smokers, including a steadily 

increasing number of female 

smokers. 

Lack of a comprehensive anti -

smoking policy program in Poland.  

A negligible number of anti -smoking 

clinics funded by the National 

Health Fund. 

Underutilization of PCPs in smoking 

prevention as part of coordinated 

care.  

 
 
 
 
 
 

 

Low awareness of lung cancer risk 

among women. 

Low percentage of diagnoses at 

early stages that allow for radical 

treatment.  

 
RECOMMENDATIONS 

Establishing a network of 

comprehensive anti -smoking 

(smoker assistance) clinics, at least 

16, one in each voivodship.  

Conducting mandatory PCP training 

in anti -smoking counseling. 

Immediate implementation of the 

LDCT screening program for early 

detection of lung cancer in at -risk 

groups into the basket of 

healthcare services and its 

nationwide promotion (information 

campaign targeting men and 

women).  

Screening women for lung cancer 

risk during other screening tests, 

e.g., mammography, and referral 

for LDCT screening if necessary. 

Expanding the scope of 

occupational medicine 

examinations to include referral for 

lung X-ray and chest LDCT. 
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DIAGNOSTICS 

 
RECOMMENDATIONS 

Standardization of imaging 

examination descriptions and 

quality control of examinations.  

Implementation of the obligation to 

issue a simultaneous (conditional) 

referral for molecular testing 

together with a referral for 

pathomorphological testing.  

Reimbursement of key procedures 

in predictive diagnostics: ctDNA 

and CGP NGS testing. 

Resuming the Pathology Diagnostic 

Unit accreditation process and 

increasing the number of certified 

pathomorphology departments.  

Providing the PD-L1 protein 

evaluation test with a dedicated 

code in the basket of healthcare 

services to monitor the number of 

tests performed and the 

effectiveness of the diagnostics.  

Changing the criteria for funding 

the PD-L1 predictive factor test by 

providing the ability to bill the test 

to centers without a certified 

pathomorphology laboratory.  

Providing funding mechanisms for 

comprehensive predictive testing, 

e.g., through the use of funds from 

the Medical Fund.  

 
CHALLENGES 

Fragmentation, delays in 

diagnostics and often failure to 

perform comprehensive tests, 

preventing proper qualification for 

treatment.  

Long waiting times for imaging 

testing and results.  

Too few predictive tests ordered 

for NSCLC patients, still too few 

advanced NGS tests. 

Lack of reimbursement for 

comprehensive genomic profiling 

and liquid ctDNA biopsy in inpatient 

and outpatient settings.  

Lack of data on the number of PD -

L1 protein evaluation tests 

performed (no separate code in the 

NHF basket). 

Suspension of the accreditation 

process for Pathology Diagnostic 

Units (PDUs). 

Problems with funding PD-L1 

predictive factor testing.  
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TREATMENT 

 

 
CHALLENGES 

Treatment waiting times are 

lengthening, and the percentage of 

patients who started treatment 

within 63 days has dropped.  

Immunotherapy and targeted 

therapy are used about 50% less 

frequently in Poland than 

recommended by the European 

Society for Medical Oncology. 

Failure to take advantage of drug 

program opportunities ð too few 

patients included in the program 

among those likely to benefit from 

innovative treatment (contributed 

to by delays in diagnosis, failure to 

perform a full panel of predictive 

tests, fragment ation of the 

treatment process and lack of 

coordination, staff shortages, lack 

of knowledge of specialists about 

current reimbursable treatment 

options).  

Many therapies recommended by 

ESMO are still not reimbursed in the 

drug program, there are apparent 

gaps in access to treatment for 

narrow groups of patients, among 

others.  

Low use of robotic surgery in 

thoracic surgery and lack of 

separate pricing for VATS and RATS 

procedures. 

 
RECOMMENDATIONS 

Improving coordination of the 

diagnostic and therapeutic process 

between centers and specialists 

within the National Oncology 

Network, basing treatment on 

Multidisciplinary Teams (MDTs) and 

implementing Lung Cancer Units.  

 
Training of thoracic surgery 

specialists in the area of current 

diagnostic and treatment standards 

(due to new perioperative 

treatment options).  

 
Providing each oncology center 

with real access to an oncology care 

coordinator and standardize the 

tasks and competencies of 

coordinators.  

 
Introducing solutions to promote 

treatment in outpatient settings 

with reduced use of hospitalization 

(e.g. appropriate pricing of these 

procedures).  

 
Introducing a system for evaluating 

and rewarding the quality of the 

effects of diagnostic and 

therapeutic procedures.  

 
Funding for comprehensive 

rehabilitation (including 

prehabilitation) of thoracic cancer 

patients.  

 

Reimbursing more innovative 

therapies with proven efficacy ð 

filling gaps in treatment.  

 

Pricing and reimbursing VATS and 

RATS (minimally invasive surgery) 

surgical procedures. 
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ORGANIZATION AND FUNDING 

 

 

 

 
CHALLENGES 

Lack of full funding for predictive 

testing, key to treatment 

qualification.  

Lack of funding for molecular 

testing from liquid biopsy, which is 

applicable when tissue material is 

undiagnostic (up to 30% of cases). 

Lack of Lung Cancer Units and 

mechanisms to reward the quality 

of treatment according to 

standards. 

The diagnostic and therapeutic 

management recommendations 

issued in 2024 are too general and 

do not include an up -to-date 

predictive diagnostic pathway 

(molecular and 

immunohistochemical testing).  

 
RECOMMENDATIONS 

Improving treatment efficiency and 

spending effectiveness through 

optimal funding and use of 

predictive diagnostics (avoiding the 

administration of ineffective 

therapies and improving survival 

rates).  

Immediate implementation of the 

Lung Cancer Units model to ensure 

coordination and 

comprehensiveness of care for lung 

cancer patients.  

Updating diagnostic and 

therapeutic recommendations in 

lung cancer.  

Making treatment finances 

dependent on performing 

predictive tests in accordance with 

standards. 
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1.3. Lung Cancer Mission ɬ Joint Declaration of Scientific Societies and Organizations 

 
In May 2024, a group of experts representing various disciplinary specialties signed a joint orientation declaration to 

address the health, social and economic impact of the increasing lung cancer incidence and excess mortality in Poland.  

 
 
 
 
 

 

 

 

DECLARATION  

LUNG CANCER MISSION 2024ɬ2034 

3ÏÌɯ×ÜÙ×ÖÚÌɯÖÍɯÛÏÐÚɯɁ#ÌÊÓÈÙÈÛÐÖÕɂɯÐÚɯÛÖɯÊÖÜÕÛÌÙÈÊÛɯÛÏÌɯÕÌÎÈÛÐÝÌɯÏÌÈÓÛÏȮɯÚÖÊÐÈÓɯÈÕËɯÌÊÖÕÖÔÐÊɯÊÖÕÚÌØÜÌÕÊÌÚɯÖÍɯ

the increasing incidence and excess mortality of Polish women and men from lung cancer, the most common 

cause of death among cancer diseases in Poland. 

 
Poland is among the EU countries with the highest cancer mortality rates. The goal of the joint effort is to 

reduce the lung cancer death rate from 24% to about 15% and to increase the 5 -year survival rate from 14% 

to at least 20% (for the entire populatio n of lung cancer patients) over the next 10 years.  

 
Tobacco smoke remains the main and modifiable risk factor, contributing to about two -thirds of cancer 

deaths in Poland. In this context, primary prevention efforts that reduce the percentage of smokers in the 

population cannot be overestimated. Health poli cy measures including education, legislation and fiscal policy 

should be promoted and supported, aiming to reduce tobacco initiation among children and adolescents as 

much as possible, as well as to gradually reduce the smoking rate in the adult population . 

 
The most pressing problems and challenges in oncology care for lung cancer patients in Poland include: 

fragmentation and dispersion of patient care among many centers, òpiecemealó performance of healthcare 

services, lack of rules for cooperation between pu lmonology, thoracic surgery and oncology centers, too long 

time for pathomorphological and molecular diagnostics, too long time from the start of the diagnostic 

process to treatment implementation, lack of comprehensive patient care and uniform standards o f 

management throughout the country. The prolongation of the diagnostic and therapeutic process is 

influenced by the transfer of patients between centers, multiple repetitions of diagnostic tests, long waiting 

times for certain tests and their results, and  lack of patient care coordination.  

 
Comprehensive and effective lung cancer patient care requires multidisciplinary cooperation and the 

development of solutions accepted by a wide range of experts involved in the process of diagnostics and 

treatment of this cancer, based on current clinical guidelines and epidemiological and scientific data.  
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SIGNATORIES TO THE DECLARATION 

 
Prof. dr hab. n. med. Rodryg Ramlau ð President of the Polish Lung Cancer Group 

Prof. dr hab. n. med. Dariusz M. Kowalski ð Secretary General of the Polish Lung Cancer Group 

Prof. dr hab. n. med. Tadeusz Orġowski ð Vice-President of the Polish Lung Cancer Group 

Prof. dr hab. n. med. Agnieszka Mastalerz -Migas ð President of the Polish Society of Family Medicine  

Prof. dr hab. n. med. Maciej Krzakowski ð President of the Polish Society of Clinical Oncology Prof. dr hab. 

n. med. Piotr Rutkowski ð President of the Polish Society of Oncology Prof. dr hab. n. med. Jacek Fijuth ð 

President of the Polish Society of Oncol ogical Radiation Therapy Prof. dr hab. n. med. Renata Langfort ð 

Former President of the Polish Society of Pathologists  

Prof. dr hab. n. med. Olga Haus ð President of the Polish Society of Human Genetics  

Prof. dr hab. n. med. Edyta Szurowska ð President of the Polish Medical Radiology Society  

Dr hab. n. med. Beata Jagielska ð Director of the National Oncology Institute of the National Research Institute  

Prof. dr hab. n. med. Joanna Didkowska ð Head of the NIO-PIB Department of Epidemiology and Primary Cancer 

Prevention, National Cancer Registry  

Prof. dr hab. n. med. Cezary Piwkowski ð President of the Polish Society of Cardiothoracic Surgeons Dr n. 

med. Maġgorzata Czajkowska-Malinowska ð President of the Polish Lung Association Aleksandra Wilk ð 

Director of the Lung Cancer Section, TO SIŐ LECZY Foundation  

Dr n. med. Andrzej Tysarowski ð President of the Polish Personalized Medicine Coalition  

Dr n. zdr. Sebastian Artur Zdośczyk ð President of the Polish Society of Psychooncology 

Dr n. med. Janusz Meder ð President of the Polish Oncology Union  

Dr n. med. Janina KsiŌűek ð Polish Oncology Nursing Society (President of the Field Branch in Gdaśsk) 

Elűbieta Kozik ð President of the PARS Oncology Movement Association 

 
Due to the above, the process of creating and implementing the LUNG CANCER MISSION involved 

representatives of the most important scientific societies and organizations that are essential 

for the proper functioning of oncological care for lung cancer patie nts.  

 
We believe that we should strive to improve the coordination and quality of care for lung cancer 

patients regardless of their place of residence or social status. This should translate into shorter 

diagnostic time and optimal therapy initiation time. The t arget patient care model should be 

Lung Cancer Units, where lung cancer diagnosis and treatment will be handled by specialized 

centers with extensive experience and a multidisciplinary team of specialists. Given the 

complexity of the diagnostic and therape utic process and the progress that is being made in this 

area (the emergence of new diagnostic and treatment methods), it is necessary to ensure the 

coordination and quality of diagnostic procedures, including imaging, endoscopic and biopsy 

procedures, as well as pathomorphological and molecular diagnostics.  

 
Warsaw, on 24 June 2024. 
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1.4. The world in the fight against cancer ɬ 
IASLC strategy for 2024ɬ2029 

 
The International Association for the Study of Lung Cancer 

(IASLC), of which the Polish Lung Cancer Group is a 

member, is the largest international organization of clinical 

experts in the prevention, diagnostics and treatment of 

lung cancer, which develops  standards and 

recommendations, educates medical professionals and 

promotes access to comprehensive, innovative care for 

lung cancer patients.  

 
IASLC decided to update the strategic plan, primarily due 

to rapid advances in lung cancer research, diagnostics and 

treatment options. As medical breakthroughs continue to 

change the landscape of lung cancer, IASLC has recognized 

the need to review its pr iorities and chart a course that 

addresses current trends, promotes accessibility and 

ultimately improves patient outcomes.  

 
The new strategy is based on the foundations of innovation, 

collaboration and a patient -centered approach. IASLC seeks 

to foster a global network of experts, researchers, 

healthcare professionals and patient advocates who work 

together to accelerate progre ss in preventing, diagnosing, 

treating and improving lung cancer survival. The vision 

includes not only a focus on medical breakthroughs, but 

also a commitment to reducing health disparities, 

increasing access to care and improving patientsõ quality of 

lif e. 

 
The IASLC strategy assumes that the overarching goal of its 

efforts is to òdefeat lung and other thoracic cancers 

worldwide in the 21st centuryó.  The strategic plan 

defined the main challenge as òovercoming inequalities in 

access to lung/thoracic cancer education, research and 

treatment worldwide.ó 

 
The strategic plan is based on three new organizational 

pillars: scientific collaboration, global education and 

promoting accessible multidisciplinary care.  

        Pillars of IASLC 2024ɬ2029 strategy [6] 

 
²{tj[bh¢! b!¦Yh²! SCIENTIFIC COMMUNITY 

GLOBALNA EDUKACJA GLOBAL EDUCATION 

twhah/W! 5h{¢Btb9WΣ 
MULTIDYSCYPLINARNEJ OPIEKI 

PROMOTING ACCESSIBLE 
MULTIDISCIPLINARY CARE 

a¦[¢L5¸{/¸t[Lb!wb! ²{tj_tw!/! MULTIDISCIPLINARY COLLABORATION 

²{t!w/L9 /½_hbYj² MEMBER SUPPORT 

D[h.![b9 ²_+/½9bL9 GLOBAL INCLUSION 

½!!bD!Àh²!bL9 5h t!/W9b¢j² COMMITMENT TO PATIENTS 

 

 
Pillar  1: Scientific collaboration  

The three outcomes that define the 

first pillar are:  

generating new scientific knowledge 

that influences care outcomes from a 

global perspective;  

facilitating the development of 

scientific research by increasing 

resources; 

inclusion, training and 

supporting researchers 

involved in lung cancer treatment.  

 
Pillar  2: Global education  

The three outcomes that define the 

second pillar are:  

expanding the availability  

and value of available knowledge;  

expanding IASLC educational offer; 

providing a sustainable centralized 

science repository.  
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The new IASLC strategic plan is expected to be the driving 

force that will shape the future of lung cancer research, 

advocacy and care. By focusing on innovation, cultivating 

collaboration, and putting patients at the center, IASLC 

aims to reduce the globa l burden of lung cancer and 

improve the lives of the growing number of people affected 

by the disease. 

 

 

1.5. Pillars of the Lung Cancer Mission and 

planned objectives in Poland to be 

achieved in 10 years 

 
Lung Cancer Mission 2024 is the orientation statement of 

the Polish Lung Cancer Group, which was created in a 

multidisciplinary collaboration with clinical experts and 

scientific societies. It is a response to the increasing 

incidence of lung cancer in Pol and and to the emergence of 

a number of breakthrough technologies in the diagnosis and 

treatment of lung cancer, which can contribute to a 

significant increase in the percentage of complete cures 

and improved survival rates, provided that access to 

screening is widespread, the patient journey is shorter and 

less convoluted, and the model of comprehensive patient 

care becomes the standard throughout the country.  

            Specific objectives include:  

 Deepening multidisciplinary collaboration in the 

care of patients with suspected and post -diagnosis 

lung cancer.  

 Reducing diagnostic time and 

accelerating the time to optimal 

therapy initiation.  

 Reducing the lung cancer death rate 

(maximum) over the next 10 years from 

24% to approx. 15%. 

 Increasing the 5 -year survival rate 

(maximum) over the next 10 years from 

14% to at least 20% (for the entire 

population of lung cancer patients).  

 
An in-depth analysis of the situation in the area of lung 

cancer in Poland, through the eyes of a group of domain 

experts, jointly mapping the most pressing barriers and 

challenges, as well as recommendations, intended to 

improve the coordination and quali ty of care for patients 

with lung cancer, regardless of their place of residence or 

social status. 

Pillar  3: Promoting accessible, 

multidisciplinary care  

Third pillar outcomes include:  

establishing 

multidisciplinary global 

standards for 

prevention, detection 

and treatment of  

thoracic malignancies;  

aligning and implementing global 

standards for regional and local 

equal access and timely care;  

providing assistance to 

government agencies, 

enabling them to 

effectively expand access 

to care and improve 

patient survival outcomes.  

The overarching goal of the Lung Cancer 

Mission is to counteract the negative health, 

social and economic consequences of the 

increasing incidence and excess mortality of 

Polish women and men from lung cancer, the 

most common cause of death among cancer 

diseases in Poland. 
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Pillars of the Lung Cancer Mission 2024ɬ2034 

 

 
INTER-ENVIRONMENTAL COLLABORATION 

 
Sustained inter -environmental collaboration to improve early detection rates and treatment outcomes of 

lung cancer patients in Poland, involving family physicians, thoracic surgeons, surgeons, clinical 

oncologists, radiation therapists, pulmonologists, pat homorphologists and diagnosticians, radiologists, 

psychologists and other specialists involved in the diagnostic and therapeutic process and the recovery 

process. An important role in this process is played by the patient, who should participate in the dec ision-

making process. 

 
MONITORING THE STATE OF CARE 

 
Monitoring the status of oncology care for lung cancer patients on a continuous basis with inter -

environmental cooperation (experts and patients) in dialogue with the Ministry of Health and other 

healthcare institutions to ensure systematic improvements in  the efficiency of care, to bridge local 

disparities in access and quality of care, and to respond efficiently to emerging problems/challenges in 

the organization and financing of care. Monitoring the effects of lung cancer treatment in Poland 

(incidence, deaths, survival, time to progression).  

 
COMPREHENSIVE CARE AND STANDARDS 

 

Implementing models of comprehensive care for lung cancer patients and standardizing standards of 

management, while individualizing therapy to allow translation of the ongoing tremendous progress in 

understanding lung cancer biology and the development of increasingly effective and precise diagnostic 

and therapeutic technologies, through effective models of patient care coordination and inter -center 

collaboration, based on mutually accepted principles and criteria. Providing affordable and easily 

accessible information to patients and their relatives about current diagnostic and therapeutic 

possibilities.  

 

 

As part of the implementation of the Lung Cancer Mission, the Polish Lung Cancer Group will annually present the results 

of an audit of the situation in lung cancer care, with a view to the stated goals and short - and long-term recommendations, 

continuing to collaborate and consult with experts and decision -makers, in favor of increasing access, efficiency and 

quality of comprehensive oncology care.  

 



 

LUNG CANCER IN THE 
STATE STRATEGIC 
DOCUMENTS 

02 
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2.1. National Recovery and Resilience Plan 
(NRRP) 

 
The National Recovery and Resilience Plan (NRRP) is a 

policy document that sets out goals for rebuilding and 

building Polandõs socioeconomic resilience after the COVID-

19 pandemic crisis, as well as structural reforms and 

investments to achieve them. The d ocument forms the 

basis for applying for support from the European Recovery 

and Resilience Facility (RRF). The time horizon for the 

planõs implementation closes at the end of August 2026 and 

creates a potential opportunity for Polandõs healthcare 

system to receive around EUR 4.5 billion in funding.  

 
Within the framework of the NRRP in the area of  

healthcare, the implementation of the task called 

òEfficiency, accessibility and quality of the healthcare 

systemó is envisaged. 

 The document identifies milestones  (tasks to be 

completed for the EU funds to be transferred), including 

tasks in the area of oncology care : 

 

Milestone  

Ɂ3ÏÌɯÌÕÛÙàɯÐÕÛÖɯÍÖÙÊÌɯÖÍɯÛÏÌɯ-ÈÛÐÖÕÈÓɯ.ÕÊÖÓÖÎàɯ

Network Act [7] and relevant legislation 

establishing the rules of the network by 

introducing a new structure and a new model of 

oncology care management", which will ensure 

that all patients, regardless of where they 

live, receive oncology care based on the 

same diagnostic and therapeutic standards.  
 

 

The legal acts implementing the National Oncology 

Network are aimed at:  

 improving the organization of the oncology care system 

by providing patients with access to the highest quality 

diagnostic and therapeutic processes and 

comprehensive care along the entire òcare pathwayó in 

the areas of primary health care (podstawowa opi eka 

zdrowotna, POZ), secondary outpatient care 

(ambulatoryjna opieka specjalistyczna, AOS), hospital 

treatment and rehabilitation;  

 

 creating a new organizational structure and a new 

management model for oncology care, including 

monitoring centers;  

 improving the quality of life of patients during and 

after cancer treatment.  

 

 
Milestone  

Ɂ3ÏÌɯÌÕÛÙàɯÐÕÛÖɯÍÖÙÊÌɯÖÍɯÛÏÌɯÙÌÎÜÓÈÛÐÖÕɯÖÕɯ

the list of voivodship monitoring centers 

within the Cancer NetworkɁɯ[8]. The 

regulation provides for the establishment 

of voivodship monitoring centers, which 

are healthcare entities selected within 

the National Oncology Network in each of 

the 16 voivodships, specializing in 

oncology care, providing comprehensive 

oncology treat ment and monitoring, at 

SOLO III reference level. 
 
 
 

 
Milestone  

ɁEvaluation of the oncology care 

network "Report on the evaluation 

of the national oncology care 

network, including those 

containing indicators of the 

quality of oncology care.  

The final report on the National 

Oncology Network pilot program 

was published in 2023 [9]. 

According to current assumptions, 

the National Oncology Network as 

a systemic solution is to be 

implemented nationwide from 2025.  
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Recruitment will be based on 

categorization criteria and clear 

and transparent procedures. 

Investments in 

infrastructure or the purchase of 

medical equipment will contribute  

to improving the quality of care and 

ensuring comprehensive access to timely 

hospital care.  

 

 
 
 
 
 
 

 
The center categorization criteria are derived from:  

 coverage (including, among others, the population 

covered; healthcare services covered; the need to 

ensure access to care at the right time);  

 equity (including, among others, equity in the 

provision and use of healthcare services);  

 effectiveness; 

 quality of care;  

 availability of resources (including, among others, 

human and financial resources).  

 
The first call for proposals for hospitals 

(belonging to the National  Oncology 

Network) and cooperating outpatient 

care centers (AOS) for the purchase or 

modernization of equipment or for 

investment in infrastructure.  

Eligibility Criteria:  

 Only hospitals and Cooperative Centers qualified 

for the National Oncology Network that are part of 

the structures of these hospitals will be supported;  

 Selected investments, including those targeting 

outpatient care centers that cooperate with 

hospitals, cannot be supported by EU funds other 

than the RRF. 

 Support only covers the scope of activities related 

to the provision of health services financed by the 

National Health Fund and does not include 

commercial activities.  

 
From 17 October to 2  December 2024 the call for proposals 

for òDevelopment and modernization of infrastructure of 

tertiary care centers and other medical entitiesó is open. 

The call for proposals is carried out within the framework 

of the D1.1.1. investmen t of the NRRP [11].  

 
The NRRP also emphasized the role of the primary care 

physician , who should deal with all health problems, 

regardless of age, gender or any other characteristics of 

patients. The primary care physician should focus not only 

on the sick, but also on the healthy members of the 

population, to keep them from getting sick. The task of the 

primary care physician is to systematically carry out 

preventive and screening activities such as periodic 

examinations in healthy children and adults, assessment of 

risks in the workplace, residential environm ent, school, 

addiction counseling, preventive measures against 

infectious diseases and cancer.  

 
Milestone  

Ɂ3ÏÌɯÌÕÛÙàɯÐÕÛÖɯÍÖÙÊÌɯÖÍɯÛÏÌɯÈÊÛɯÖÕɯ

the list of criteria for qualifying 

hospitals for levels 

of oncology care security." 

The Regulation of the Minister of 

Health introduced a list of criteria 

based on which cancer hospitals 

are assigned to the various levels of 

oncology care security of the 

National Oncology Network [10].  
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Milestone  

Ɂ"ÈÓÓɯÍÖÙɯ×ÙÖ×ÖÚÈÓÚɯÍÖÙɯÏÖÚ×ÐÛÈÓÚɯ

(belonging to the National Oncology 

Network) and cooperating outpatient 

care centers (AOS)" 
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In addition, the measure titled òImproving the efficiency of 

the functioning of the healthcare system, availability and 

quality of healthcare services, especially in key areas due to 

epidemiological risks and civilization diseases and the 

demographic situation" identifies oncology among the 8 

medical fields that will be prioritized in the distribution of 

funds allocated for infrastructure investments.  

 

 

2.2. National Transformation Plan (NTP)  

 
The National Transformation Plan (NTP) was published by 

the Ministry of Health on 15  October 2021. It aims to 

strengthen healthcare resources and processes and improve 

the efficiency of public spending on healthcare services and 

investments in the health s ector, at the national and 

regional levels, considering the health needs of the 

population.  

 
The first National Transformation Plan was set by the 

Minister of Health for the period from 1  January 2022 to 

31 December 2026. The NTP is an implementation 

document that sets out specific measures to be taken to 

ensure that citizens and residents of the country have 

access to quality health services.  

 
As indicated in the document, cardiovascular diseases 

and cancers account for almost 75% of all deaths and 

more than 40% of DALYs (disability -adjusted life years) 

in Poland. The number of deaths, prevalence and 

incidence of cancer in Poland will increase u ntil 2028. 

Meanwhile, in the EU, these indicators are projected to 

trend downward (except for the number of deaths). In 

Poland in 2019, the dominant group of risk factors affecting 

DALYs and deaths were behavioral, or lifestyle -related, 

factors. They were responsible for the loss of about 49% of 

years lived in health and about 44% of deaths.  

The impact of behavioral risk factors on DALY loss in the EU 

was about 26% lower than in Poland. 

 
The risk factors responsible for the loss of the highest 

number of healthy life years for men and women 

combined are respectively:  

 

 tobacco smoking (about 5,700 DALYs per 

100,000 population),  

 high blood pressure [12] (about 4,200 DALYs per 

100,000 population),  

 high BMI [13] (about 4,100 DALYs per 100,000 

population),  

 
It should also be noted that other health risks are listed in 

the document, including, among others: alcohol intake, 

environmental pollution, occupational risks and low 

physical activity, which are factors that can affect the 

potential neoplastic disease i ncidence. 

 
The National Transformation Plan, among other things, 

recommended the following activities in the area of broadly 

defined preventive health care:  

 

 Strengthening the development of research activities 

and designing new public health solutions, 

particularly in changing the health habits and 

attitudes of Poles. Activities will be related to the 

implementation of the National Health Program 

(NHP) and the team dedicated to the development 

of epidemiological studies at the Agency for 

Medical Research (ABM). 

Expected results of the action: Implementation of 

an innovative and high -quality public health 

activities.  

 

 Development of a pilot and implementation of a 

health education model for schools and 

kindergartens, e.g. by introducing periodic 

educational meetings for elementary and 

secondary school students on promoting healthy 

lifestyles. Activities will be carried  out as part of 

the National Oncology Strategy (NSO) task: 

conducting a pilot as part of educational activities 

for cancer prevention and the formation of health -

promoting attitudes as part of health education in 

the school setting and the promotion of hea lthy 

lifestyles, as well as implementation of the 

Educational Health Program at Schools. 
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Expected results of the action: Increased 

awareness among children and adolescents 

concerning lifestyle improvements and reduction of 

the impact of lifestyle risk factors in younger age 

groups. 

 

 Public campaigns targeting men, breaking down 

barriers preventing active healthcare use, as well 

as campaigns targeting the public , encouraging 

them to get screened and activating their families 

in this regard. Campaigns will be implemented, 

among others, within the National Cancer Strategy 

tasks framework, i.e. the "I plan for a long life" 

campaign. 

Expected results of the action: Increased 

awareness of preventive healthcare and improved 

participation in preventive examinations 

(understood as an examination that is meant to 

potentially detect a disease at an early enough 

stage. 

 

 An amendment to the Regulation of the Minister of 

Health of 6  November 2013 on guaranteed 

healthcare services in the field of health programs 

(Polish Journal of Laws of 2020, item 2209) 

regarding treatment and prevention of 

nicotinism.  

Expected results of the action: Successively 

reducing the percentage of smokers and improving 

the effectiveness and accessibility of 

comprehensive anti-smoking counseling and 

treatment of nicotine dependence syndrome.  

 

 Creating system mechanisms to coordinate health 

promotion activities implemented at the district 

and municipal levels. Activities will be related to 

the development of assumptions for systemic 

changes in public health in Poland ð Regulation of 

the Ministe r of Health of 20  July 2021 on the 

establishment of a team for systemic changes in 

public health (Official Journal of the Ministry of 

Health, item  53). 

Expected results of the action: Improving the 

quality and relevance of the activities of public 

institutions (local and governmental) planning and 

implementing health -promoting policies 

(implemented under various regulations and 

financed from various sources).  

 
In addition, in terms of inpatient treatment, it was indicated 

that it is necessary:  

 

 In order to reduce excessive hospitalizations, which 

are the cause of unjustified costs, it is 

recommended to increase the availability of 

diagnostic tests in outpatient settings , 

particularly through regulations that favor the 

provision of these services in secondary outpatient 

care (e.g., adequate pricing of services, quality 

indicators).  

 It is necessary to continue the process of 

centralization and concentration of services in 

centers with adequate facilities and experience 

for rare diseases and other diseases requiring 

complex and comprehensive treatment .  

 At the same time, scheduled and one -day forms 

should be developed to secure the population in 

treatment services while optimizing costs.  

 Indicators of the quality of services provided should 

be used on a larger scale. These indicators should 

be analogous to those used in comparisons with 

other countries. It is also advisable to introduce 

indicators based on declarative measures from 

surveys completed by patients, assessing the 

procedures performed and the overall quality of 

services. The increase in the quality of services 

provided in hospital treatment should be further 

promoted, including by strengthening the role of 

accreditation in heal th care while ensuring that its 

standards are updated, implementing a system of 

reporting adverse events not based on blame, and 

giving more weight to the quality indicator in the 

algorithm for calculating contract amounts, and 

consequently increasing the role of paying for the 

quality of services.  
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2.3. Healthy Future.  

Strategy Framework for the Health 
System for 2021ɬ2027, with a 
perspective of up to 2030. 

 
The strategic document òHealthy Future. Strategy 

Framework for the Health System for 2021 ð2027, with a 

perspective of up to 2030" constitutes public policy within 

the meaning of the concept of the development 

management system of the Republic of Poland, 

implemented based on the Act on the Principles of 

Development Policy. The purpose of developing and 

implementing this strategic document is meeting the 

obligations of the Republic of Poland as a member of the 

European Union. In connection with the possibility of using 

EU funds for the implementation of certain activities under 

the cohesion policy funds, all member countries are 

required to meet the basic conditions for the perspective 

of 2021ð2027 in each area. 

 
The òHealthy Futureó document presents, among others, 

an analysis of the implementation of preventive 

examinations based on a report by the Supreme Audit 

Office:  

 

 Participation in cancer prevention programs is not 

high enough. According to a report following an 

audit by the Supreme Audit Office of preventive 

healthcare in 2012ð2015, educational campaigns 

related to these programs were not adequately 

effective.  

According to the Supreme Audit Office, the effects 

of prevention programs are also unsatisfactory  in 

relation to the funds spent on them. For example, 

between 2011 and 2016, more than PLN 1.1 billion 

was spent on the National Cancer Program (more 

than PLN 2.6 billion since its implementation in 

2006); however, none of the programõs main goals 

have been achieved. 

 The number of people participating in preventive 

examinations, including screening, has not 

increased; cancer detection has not improved 

either. According to the Supreme Audit Office 

report, this is due to, among other things, the lack 

of coordinated pati ent education, the lack of 

consistent secondary prevention system, and the 

difficulty in obtaining the Oncological Diagnostics 

and Treatment Cards for some patients.  

 

Due to the above, systemic measures are being taken to 

improve this situation. Since February  2020, the National 

Oncology Strategy (Narodowa Strategia Onkologiczna, 

NSO) has been in effect to organize comprehensive and 

coordinated oncology care in Poland. One of its five main 

goals is increasing the level of screening enrollment and 

improving the quality of screening.  

 
The òHealthy Future" document emphasizes that carrying 

out preventive activities brings short - or long-term tangible 

benefits to society in the form of improved health 

awareness of the population, improved health status of the 

population, increased detection of diseases at an early 

stage of development, reduced number of people with 

complications of diseases and permanent disability, 

reduced number of illnesses and deaths and reduced cost 

of treatment, as well as lower financial losses to the 

economy (sickness benefits, production losses).  

 
The recommendations of the aforementioned document 

mention, among others, the need for:  

 
 Updating and/or developing health 

programs/policies for key civilization diseases.  

 Promoting health and pro -health attitudes ð with a 

particular focus on activities for children, 

adolescents and the elderly, as well as mental 

health.  

 Intensive health education, including behavioral 

intervention programs in at -risk groups (obesity, 

stimulants, sedentary lifestyle, exposure to 

excessive stress). 

 Expanding the coverage of the preventive 

vaccination plan.  



50  DIRECTIONAL DOCUMENT  

 

 
 

 

 Implementing screening programs in high -risk 

groups. 

 Developing and promoting periodic preventive 

health checkups for adults implemented as part of 

primary healthcare.  

 Widespread coverage of service recipients over 40 

years of age with preventive laboratory 

diagnostics, under the program  

òPrevention 40 Plusó for the most common health 

problems. 

 Raising the role of secondary prevention (education 

of medical personnel).  

 Integrating the healthcare and social welfare 

systems to strengthen the commitment to health 

promotion at each social service supply place.  

 Strengthening and integrating mechanisms for 

identifying and monitoring the occurrence of health 

risks. 

 

 

2.4. National Oncology Strategy  

ɬ primary and secondary prevention  

 
The National Oncology Strategy (NSO) is a multi-year 

program for 2020ð2030 introducing comprehensive changes 

in Polish oncology. The strategy was adopted by the Council 

of Ministers in a resolution dated 4  February 2020 [14]. 

 
The most important goal of the National Oncology 

Strategy is to increase the number of people surviving 

five years after completing cancer therapy and to reduce 

the incidence of cancer. Patientsõ quality of life during 

and after cancer treatment is also expected to improve.  

 
The National Oncology Strategy guides the development of 

the oncology healthcare system, identifying 5  areas that 

are key to reversing unfavorable epidemiological trends, 

improving the effectiveness of oncology therapies and 

adapting system solutions to th e needs of cancer patients: 

investment in human resources, investment in education ð 

primary prevention, investment in the patient ð secondary 

prevention, investment in science and innovation and 

investment in the oncology care system.  

The following actions are planned for primary prevention:  

 
 educating children, adolescents and adult Poles on 

how to consciously take care of their health to 

reduce the risk of cancer,  

 promoting healthy nutrition and introducing 

solutions to reduce the use of tobacco products,  

 introducing free HPV vaccination for girls and boys,  

 modifying the program for the prevention of 

tobacco-related diseases (including chronic 

obstructive pulmonary disease (COPD)). 

 
In terms of secondary prevention, the following are planned:  

 
 measures to facilitate access to available screening 

tests, allowing for earlier cancer detection,  

 introducing new screening tests,  

 involving primary care and occupational health 

physicians (Prevention 40 Plus) in cancer detection.  

 
In terms of investment in innovations and the oncology 

care system, the following are planned:  

 
 increasing opportunities for oncology patients to 

participate in clinical trials,  

 facilitating access to innovative cancer therapies,  

 increasing the number of reimbursable drugs in 

oncology, 

 ensuring that all cancer patients receive the 

highest quality treatment,  

 increasing access to modern medical equipment,  

 improving the quality of life of cancer patients, 

including better access to various forms of 

rehabilitation,  

 support for the development of palliative and 

hospice care. 
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Reports on the implementation of the 

National Oncology Strategy for 2023  

 
In May 2024, the Ministry of Health presented a report on 

the implementation of the National Oncology Strategy for 

2023. In the field of primary prevention, the following tasks 

were realized, among others:  

 

 Developing comprehensive solutions for health 

education in the school setting and the promotion 

of healthy lifestyles, e.g. by developing an 

Educational Health Program at Schools, to 

strengthen this area of teaching in schools and raise 

the health competencies of children and 

adolescents. 

 Increasing the reach of social campaigns 

by standardizing and intensifying activities aimed 

at health education and promoting healthy 

lifestyles, in terms of: promoting physical activity 

and healthy nutritional choices, promoting 

tobacco-free living and raising awareness of the UV 

radiation effec ts.  

Establishment of Smoking Help Clinics, coordinating 

educational activities in the field of tobacco 

prevention as part of the National Smoking Help 

Network.  

 Introducing periodic examinations relating to the 

patientõs lifestyle, e.g. smoking, alcohol 

consumption, nutrition, physical activity.  

Conducting medical staff training (inpatient, 

primary care and occupational medicine)  

in primary prevention, especially in the treatment 

of tobacco dependence syndrome.  

 
In terms of secondary prevention, the following tasks were 

carried out:  

 
 Implementing incentive tools for occupational 

health teams to cover workers in high -risk groups 

for screening.  

 Introducing periodic examinations carried out in 

the framework of occupational medicine, 

considering the history of participation in 

preventive screening for breast cancer, colorectal 

cancer, cervical cancer, as well as tobacco 

diseases and lung cancer , and skin cancer 

(dermatoscopic examination).  

 

 Developing solutions to implement an obligation for 

primary healthcare teams to cover òlocaló 

populations of high -risk individuals with screening 

tests.  

 Developing solutions to involve Public Health 

Centers in actively inviting Poles for screening.  

 Using alternative forms of communication with the 

patient ð direct contact through electronic 

communication means, Internet Patient Account, 

social media, preventive call -centers, etc.  

 Conducting public campaigns and operating 

hotlines (NHF/oncology centers) aimed at raising 

awareness among Poles of the benefits of regular 

screening. 

 Conducting a lung cancer screening 

program and working to introduce 

public funding (NHF) for lung cancer 

and prostate cancer screening  in high-

risk groups. 

 

 

2.5. Screening program for lung cancer 
detection 

 
The lung cancer prevention program is implemented by the 

Ministry of Health, funded by the National Oncology 

Strategy (from 2021 to 2025), and consists of low dose 

computed tomography scans in a population at high risk for 

lung cancer. Individuals eligible for testing are the ones 

who are identified for the study by screening center 

physicians or primary care physicians and are qualified for 

testing.  
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Individuals eligible for testing are the ones who are 

identified for the study by screening center physicians or 

primary care physicians and are qualified for testing.  

 
Program objectives:  

 
 increasing the percentage of lung cancer cases 

detected in early stages by performing low -dose 

computed tomography (LDCT) examinations among 

the Program-covered population, increasing the 

cure rate (5 -year survival),  

 reducing lung cancer mortality,  

 reducing the cost of cancer treatment nationwide 

(treating cancers at earlier stages),  

 increasing access to LDCT for people at high risk for 

lung cancer.  

 
Eligibility Criteria:  

 
 people aged 55ð74: 

 whose tobacco consumption is greater than or 

equal to 20 pack-years and are active smokers, 

 whose tobacco consumption is greater than or 

equal to 20 pack-years and have quit smoking 

for no more than 15 years (referring to the last 

period of abstinence),  

 people aged 50ð74: 

 whose tobacco consumption is greater than or 

equal to 20 pack-years and are active smokers, 

 whose tobacco consumption is greater than or 

equal to 20 pack-years and have quit smoking 

for no more than 15 years (referring to the last 

period of abstinence),  and who have been 

diagnosed with one of the risk factors:  

 were exposed due to their occupation to silica, 

beryllium, nickel, chromium, cadmium, 

asbestos, arsenic compounds, diesel exhaust, 

coal combustion smoke, soot,  

 radon exposure, 

 have had lung cancer, lymphoma, cancer of the 

head and neck region, or smoking-dependent 

cancers, such as bladder cancer, kidney cancer, 

esophageal cancer, stomach cancer, 

 close family members (first -degree relatives) 

had lung cancer, 

 suffer from chronic obstructive pulmonary 

disease (COPD) or idiopathic pulmonary fibrosis 

(IPF) 

 
In 2023, screening was carried out under 31 contracts, 

concluded with entities selected as implementers in 2021 

and 2022, in the following voivodships: Lower Silesia, 

Lublin, Lubusz, Ġ·dů, Lesser Poland, Subcarpathian, 

Kuyavian-Pomeranian, Warmian-Masurian and West 

Pomeranian. A total of 16,028 LDCT lung examinations were 

performed in 2024.  

 

 
Moreover, it should be noted that the Mobile Low -Dose 

Computed Tomography Center has now been introduced 

into the programõs implementation [15], which is a concept 

under the SOLACE Project, an initiative of the European 

Respiratory Society and the European Society for Radiology. 

European consortia are formed by 33 centers from 15 

European countries. The Institute of Tuberculosis and Lung 

Diseases (Instytut Gruůlicy i Chor·b Pġuc, IGICHP) is the 

Polish partner of the SOLACE project. The goal of the 

project is to improve accessibility of the examination for 

at-risk individuals in communit ies located far from 

diagnostic centers. The LDCT Mobile Center will be directed 

to locations selected based on analysis of the results of the 

National Lung Cancer Early Detection Program. The project 

is funded by the EU4HEALTH program and co-financed by 

the Polish Ministry of Health.  

 
Preventive testing using LDCT under the 

National Oncology Strategy lasts until mid -

2025 (the program has been extended by 

the Ministry of Health). To date, a total of 

81,457 examinations have been conducted 

(as of 31  October  2024)  
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The screening program for early detection of lung cancer 

in at -risk groups using low-dose computed tomography 

(LDCT), so far implemented as part of the National Cancer 

Strategy (NSO), is expected to be included into the basket 

of guaranteed healthcare services in 2026 , according to 

the Health Ministryõs announcement (postponing the 

planned implementation by one year from 2025 to 2026). It 

will become a permanent, nationwide screening 

program , operating on par with existing screening for 

breast cancer (mammography), cervical cancer (cytology) 

and colorectal cancer (colonoscopy) that has been in place 

for years.  

 
The President of the Agency for Health Technology 

Assessment and Tariff System has issued a positive 

Recommendation No. 10/2020 of 30  November  2020 on 

recommended medical technologies, activities carried 

out within the framework of health policy programs and 

the conditions for implementation of these programs, 

regarding lung cancer detection [16]. The President of 

the Agency recommended that health policy programs 

conduct LDCT screening among individuals aged 55ð74, with 

a history of tobacco consumption of Ó30 pack-years and a 

period of tobacco abstinence  Ò15 years, conduct 

information and education activities directed at lung 

cancer prevention among those eligible for LDCT screening, 

and conduct lung cancer training for medical personnel.  

 
This is a key step for improving lung cancer outcomes in 

Poland, as early detection of the disease, at a stage when 

radical treatment is possible, directly translates into 

survival rates. Establishing the program in the guaranteed 

service system will ensure its financial stability, continuity 

of implementation and equality of access in all provinces. 

Currently the participation in LDCT testing varies 

significantly between regions, leading to inequalities in 

access to diagnosis and treatment and limiting the  

effectiveness of prevention efforts.  

 
A prerequisite for the success of the program is its 

widespread availability, the appropriate distribution of the 

centers implementing the tests, and an aggressive 

information and promotion campaign, targeting at -risk 

groups (people over 50, smokers or former smokers). 

It is also crucial to involve primary care physicians who can 

effectively identify those eligible for the program and refer 

them for examinations.  

 

A sustained, well -funded and widely promoted LDCT 

program is an investment that will dramatically improve 

early detection of lung cancer, reduce the number of cases 

diagnosed at an advanced stage and lower mortality from 

this cancer in the coming years.  

 

 

2.6. $ÜÙÖ×ÌÈÕɯ4ÕÐÖÕɀÚɯÙÌÊÖÔÔÌÕËÈÛÐÖÕÚ 
on reinforcing prevention and early 
detection of cancers, including lung 
cancers 

 
Malignant neoplasms are one of the European Commissionõs 

top public health priorities. On 16  February 2022, the 

European Parliament adopted the final report of the Special 

Committee on Beating Cancer (BECA). It indicated that 

Europeõs Beating Cancer Plan should realistically address 

the critical needs of patients currently requiring timely 

diagnosis and effective, innovative and affordable cancer 

treatment methods. At the same time, it should address 

the challenges of complications related to cancer and 

comorbidities, as well as the related care, at the same time 

addressing the legitimate expectations of the more than 

12 million cancer patients or cancer survivors and their 

families faced with returning to a  ònormal lifeó. 

 
EUõs goal in its efforts related to fighting cancer should 

be to increase the 5 -year survival rate of patients  

diagnosed with cancer. It is assumed that approximately 

40% of cancer cases in the EU are preventable ; one should 

bear in mind that prevention is more effective than any 

treatment and constitutes the most cost -effective long -

term strategy for cancer control.  
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Europeõs Beating Cancer Plan [17] was unveiled in 

February 2021 and is the EUõs response to the growing 

challenges and changes in cancer control, representing 

political commitment to take all  possible measures in the 

fight against cancer. It supports member statesõ efforts to 

prevent cancer and ensure a high quality of life for 

oncology patients, cancer survivors, their families and 

caregivers. The plan is based on a few key areas where the 

EU can contribute the most value:  

 prevention,  

 early detection,  

 diagnosis and treatment,  

 quality of life of oncology patients  

 and cancer survivors. 

One of the most important activities is early detection of 

neoplastic diseases through the European screening 

program. The plan also implies a  revision of the Councilõs 

2003 recommendation on cancer screening. 

 
Based on the scientific opinion of the Group of Chief 

Scientific Advisors, on 20 September 2022 the Commission 

presented a proposal for new cancer screening 

recommendations [18]. The annex to the aforementioned 

Council Recommendation contains technical specifications 

for the listed screening examinations for five types of 

cancer. 

 

 

 
 

 

Current recommendations for lung cancer are as follows:  

 
Considering the preliminary evidence for screening with use of low dose computed tomography, and 

the need for a  stepwise approach, countries should explore the feasibility and effectiveness of this 

program, for instance by using implementation studies. The program should integrate primary and 

secondary prevention approaches, starting with high-risk individuals.  

 
Special attention should be given to the identification and targeting of high-risk profiles, starting with 

tobacco smokers and ex-smokers who used to smoke heavily. Member States should further research 

how to reach and invite the target group ð addicted smokers. Furthermore, attention should be given 

to the identification and targeting  of other psychoactive substances and their risk profiles.  

 
Poland is one of the pioneers of LDCT-based screening and was one of the first countries to implement 

an LDCT-based screening program (pilot phase: 2021ð2024) with precise eligibility criteria. The lung 

cancer prevention program is to be funded by the Poli sh National Health Fund [NHF] as a guaranteed 

healthcare service starting in 2025.  
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3.1. Tobacco smoking ɬ main risk factor 
the development of lung cancer 

 
Tobacco smoking remains the most serious risk factor for 

lung cancer and one of the leading causes of preventable 

deaths worldwide. According to the latest Global Burden 

of Disease (GBD 2023) data, more than 8.7  million people 

die each year from diseases related to tobacco smoking, 

including approximately 1.3  million dying from passive 

exposure to tobacco smoke [19].  

 

In Poland, the consequences of tobacco smoking are 

particularly pronounced. Some 90% of lung cancer cases 

occur in people who currently smoke or have smoked in the 

past. Despite downward trends in the number of smokers 

over the past two decades, the scale of the problem 

remains alarming, especially among women and young 

adults. It is estimated that approximately 25 ð28% of adult 

Poles smoke cigarettes, and each year more than 

70,000  deaths are directly related to tobacco -induced 

diseases [20]. 

 

Mortality from lung cancers among men is still among the 

highest in Europe, but in recent years there has been an 

increase in cases among women due to the delayed 

effects of past increases in the number of smokers in this 

population.  

 

Consequently, mortality from lung cancer in women in 

2016 exceeded that from breast cancer  ð this phenomenon 

is confirmed e.g. by data from the Polish National Cancer 

Registry (NCR) from 2016: lung cancer accounted for 

approximately 17% of cancer deaths among women 

(breast cancer: 14%). The trend continues in subsequent 

years. 

3.2. Carcinogenicity of tobacco smoke and 
negative effects on public health and the 
economy 

 
Cigarette smoke contains more than 7,000  chemical 

substances, of which at least 70 are proven carcinogens . 

Most of them are formed because of high-temperature 

(370ð800ÁC) combustion processes. The International 

Agency for Research on Cancer (IARC) classifies tobacco 

smoke as a Group 1 carcinogen , meaning that its 

carcinogenic effects on humans are indisputable [22].  

 
Tobacco smoking has drastic consequences for public 

health . Not only does it cause the development of lung 

cancer, but also many other cancers: oral, pharyngeal, 

laryngeal, esophageal, bladder, kidney, pancreatic, 

gastric, colon, as well as cervical and breast cancers. 

However, the effects of smoking spread much beyond the 

field of oncology ð they affect virtually all organs and 

systems of the body. Tobacco smoke and the toxins it 

contains cause chronic inflammation, oxidative stress and 

vascular endothelia l damage, leading to the development 

of cardiovascular diseases  such as coronary artery disease, 

arterial hypertension, atherosclerosis and strokes. Smoking 

accounts for approximately 20% of all cardiovascular 

deaths  and the risk of death from ischemic heart disease is 

up to twice as high in smokers compared to non-smokers 

[23]. As regards respiratory diseases, the effects of smoking 

are equally destructive. Long -term exposure to tobacco 

smoke constitutes the main cause of chronic obstructive 

pulmonary dise ase (COPD), which entails irreversible 

damage to the airways and loss of pulmonary compliance. 

It is estimated that more than 2 million people  in Poland 

are living with COPD, most of whom are current or former 

smokers [24]. Smoking also significantly increases the risk 

of developing idiopathic pulmonary fibrosis , more 

frequent respiratory infections and a  more severe course of 

influenza or COVID-19. Adverse effects of smoking are also 

observed in the form of metabolic disorders and 

endocrine diseases ð smoking disrupts lipid metabolism, 

increases insulin resistance and the risk of developing 

type 2 diabetes. In women, it accelerates osteoporotic 

processes and worsens infertility treatment outcomes.  

Between 2000 and 2020, the percentage of 

female smokers in Poland has been declining 

at a slower rate than in men; high levels of 

smoking persist in some cohorts (especially in 

those aged 40ð59). Estimates for adult Polish 

women indicate that approximately  19ð24% 

of women currently smoke (depending on the 

survey and definitions); these percentages 

are much higher than the WHO targets [21].  
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Finally, tobacco smoking negatively affects 

healing processes, recovery and the 

effectiveness of oncological therapies ð both 

surgical and systemic. In patients with neoplastic 

diseases, continued smoking is associated with 

a higher risk of disease recurrence, 

postoperative complications and a  poorer 

response to immunotherapy and targeted 

treatment.  

The total impact of tobacco smoking on 

population health and the economy is enormous 

ð it includes not only an increase in morbidity 

and mortality from civilization diseases, but 

also reduced quality of life, increased sickness 

absenteeism and extremely hi gh indirect costs 

due to loss of labor productivity. Therefore, 

reducing tobacco and nicotine use and 

implementing effective dependence 

prevention and treatment strategies remains 

one of the most economically effective health 

measures that can realisticall y improve the 

health of the population and reduce pressure 

on the healthcare system.  

 
In 2022, the economic (direct and indirect) costs of 

tobacco smoking in Poland were estimated at more than 

PLN 40 billion per year , the vast majority of which are the 

costs of lost productivity and premature deaths [25].  

 

 

3.3. Alternative nicotine products ɬ a serious 
public health threat  

 
In recent years, the nicotine product market has undergone 

dynamic changes. Electronic cigarettes, tobacco heaters 

and nicotine sachets , often mistakenly perceived as 

òsaferó alternatives to traditional cigarettes, are gaining 

popularity.  

 

 

 
 

 

paints formaldehyde 
corpse 

decomposition 
prevention  

1,3-butadiene 
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radioactive decay of 
radon 
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chemicals 
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Selected toxic substances in tobacco smoke [26] 

benzene beryllium arsenic 
petrol, pesticides  industrial waste  poisons, pesticides 

ethylene oxide benzopyrene
s 

chromium
 VI 

nickel and its 
compounds disinfectant industrial combustion, car fumes  anti -corrosion agents, wood preservatives

 chemical reactors  

Tobacco and nicotine dependence is 

a disease entity coded as F17 ð Mental and 

behavioral disorders due to use of tobacco 

in the International Classification of Diseases 

(ICD-10). It includes both physical nicotine 

dependence, as well as mental and 

behavioral components. The World Health 

Organization (WHO) highlights that nicotine 

dependence meets the criteria for a  chronic, 

recurrent disease that requires systemic 

treatment and support. Nicotine dependence 

treatment should include medical 

intervention, pharmacotherapy and 

behavioral support ð analogous to the 

treatment of other chronic diseases. 

Treatment of nicotine dependence is 

therefore a  key element in the prevention of 

tobacco-induced diseases, including lung 

cancer. 
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The greatest health risk factors in Poland [27] 
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The WHO Electronic Nicotine Delivery Systems: Evidence 

Update report of 2024 shows that these products still 

contain nicotine with a strong addictive potential and 

toxic substances , including formaldehyde, acrolein, heavy 

metals and ultrafine particles. Studies indicate that their 

long-term use leads to respiratory epithelial damage, 

lung dysfunction and airway inflammation , driving the 

risk of neoplastic, cardiovascular and respiratory diseases 

[28].  

 
Alternative nicotine products are also not indifferent to 

people diagnosed with lung cancer or other oncological 

diseases. Research performed in the USA and South Korea 

[29, 30] has shown that oncology patients who continue to 

use e-cigarettes or heated products have poorer 

treatment outcomes, are more likely to suffer from 

postoperative complications and have lower 

immunotherapy effectiveness . The effects of nicotine on 

the tumor microenvironment and immune functions may 

limit the effectiveness of anti -cancer treatments.  

 
Importantly, nicotine initiation among young people is 

more and more often observed through alternative 

products ð especially flavored e -cigarettes. According to 

the ECDC (European Centre for Disease Prevention and 

Control), more than 20% of students in Poland between the 

ages of 15 and 17 admitted to havin g used e-cigarettes in 

the past month, which poses a  real threat to public health 

and potentially reverses positive trends seen in smoking 

reduction.  

 

3.4. Smoking and the stigmatization of lung 
cancer patients 

 
In the publicõs view, lung cancer patients are often seen as 

responsible for their own cancer, due to its association with 

tobacco smoking [32]. Many cancers and other civilization 

diseases are the result of lifestyle and daily habits, but 

most often, lung  cancer patients are blamed for their 

choices (cigarette smoking).  

 

Many studies and compilations, both Polish and 

international, confirm the occurrence of patient 

stigmatization due to tobacco smoking and draw attention 

to its consequences. 

 
Specifically, a  study entitled Multilevel Opportunities to 

Address Lung Cancer Stigma across the Cancer Control 

Continuum [33] published in the Journal of Thoracic 

Oncology highlighted that in many countries, efforts to 

reduce the social acceptance of smoking have, admittedly, 

resulted in lower smoking rates (e.g., Finland, USA), but 

anti -nicotine campaigns have, in the long run, led to 

unintended òdemonizationó and stigmatization of patients.  
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With this in mind, physician -patient communication 

requires empathy and understanding of the fact that the 

patient is struggling with nicotine dependence. The 

negative emotions, depression and mental crisis that often 

follow a  cancer diagnosis can be escalated by the critical 

attitude of others, which translates into a  reduction in the 

patientõs motivation and commitment to the treatment 

process for both the underlying disease and the nicotine 

dependence itself.  

 
As part of the 2022 lung cancer patient opinion survey [34], 

the following findings were collected:  

 In most patients who smoked cigarettes before 

their cancer diagnosis, smoking was of 

a compulsive nature (daily) ð 87% of respondents. 

26% of respondents declared that they continued 

smoking cigarettes after a  lung cancer diagnosis. 

38% of respondents smoked a pack or more of 

cigarettes, while approximately 59% smoked 

between a few and a dozen or so cigarettes per 

day. 

 34% of patients declared that they had been the 

subject of stigmatization by others, including most 

often by medical personnel (64%), friends and 

acquaintances (40%), 

as well as strangers (36%) and family (34%). 

Stigmatization and condemnation most involved: 

perception of the patient as the person responsible 

for the disease (67%), comments made by medical 

personnel regarding the impact of smoking on the 

disease (45%) and statements that a patient who 

smoked should pay for their treatment themself 

(21%). 

 Half of the respondents had a feeling of guilt in 

relation to their illness. Patients indicated the 

following as the main causes behind their feeling of 

guilt: long time of tobacco smoking (63%), feeling 

that they could have taken better care of 

themselves (50%), as well as ignoring the 

symptoms, being blamed by others.  

 

 Approximately 14% of patients indicated that 

stigmatization has affected their decisions related 

to diagnosis and treatment. Most commonly, 

respondents indicated procrastination in initiating 

diagnostics (56%), procrastination in initiating 

treatment (13%) and failure to initiate diagnosis 

and treatment (13%).  

 Similarly, approximately 14% of patients indicated 

that the feeling of guilt affected their treatment 

decisions and, as a result, an overwhelming number 

of respondents delayed their decisions regarding 

treatment initiation (58%).  

 

 

3.5. Ɂ-ÐÊÖÛÐÕÌɯËÌ×ÌÕËÌÕÊÌɯÛÙÌÈÛÔÌÕÛɂɯ
guidelines ɬ 2022 Polish Experts Group 
recommendations 

 
A group of experts composed of:  

 prof. dr hab. n. med. Maġgorzata M. Baġa,  

 prof. dr hab. n. med. Piotr Jankowski,  

 prof. dr hab. n. med. Jacek Jassem,  

 mgr Magdalena Cedzyśska, 

 dr hab. n. med. Ġukasz Balwicki, 

 dr n. med. Maġgorzata Czajkowska-Malinowska, 

 dr n. med. Agnieszka Jankowska-Zduśczyk, 

 dr n. med. Dorota Lewandowska,  

 dr hab. n. med. Filip Mejza,  

 dr hab. n. med. Joanna Pazik,  

 dr hab. n. med. Elűbieta Puťciśska,             

dr n. med. Joanna ZajŌc, 

 mgr Jakub Szymaśski, 

 mgr Dorota Koryciśska 

has developed guidelines for the treatment of nicotine 

dependence in July 2022 [35].  

 
Among other things, the experts recommend:  

 Recording information on the use of tobacco 

products in each patientõs medical records, which 

is recommended to be updated upon each contact 

with the patient. Nicotine dependence is a  disease, 

therefore the management after its diagnosis, as 

included in m edical records, should be the same as 

for any other chronic disease.  
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All healthcare professionals should provide 

counselling with respect to tobacco smoking 

cessation to all smokers, including pregnant 

women. Scientific data from Cochrane systematic 

reviews, which include studies conducted in 

diverse populations, indicate that counselling of 

any intensity concerning the subject of cessation 

of smoking, provide d by a physician or nurse, was 

associated with a higher likelihood of smoking 

cessation when compared with no counselling or 

the usual care.  

Offering group counselling to all smokers except 

pregnant women.  

Offering telephone counselling to all smokers 

except pregnant women. Research data from 

a Cochrane systematic review indicate that 

additional proactive phone counselling (repeated 

contact) provided to people who contacted the 

helpline,  

compared to the control treatment (self -help 

materials, brief counselling), as well as proactive 

phone calls initiated to people who did not 

previously reach out to this helpline, on top of the 

self-help materials, minimal intervention, brief 

counselling, pharmacotherapy, financial 

incentives, compared to the same interventions 

other than telephone calls, increased the likelihood 

of smoking cessation within Ó6 months. 

Use of nicotine replacement therapy (NRT) in all 

smokers except pregnant women and use of NRT 

along with behavioral support in smoking pregnant 

women. A very important aspect of the use of NRT 

is the use of nicotine doses and administration 

route adequate to the strength of dependence and 

the number of cigarettes smoked.  

Use of bupropion or varenicline or cytisine in all 

smokers except pregnant women.  

Combining pharmacological treatment with 

behavioral support in all smokers.  

Regular training on nicotine dependence 

treatment for all healthcare professionals. The 

healthcare system should facilitate organizing and 

attending such training.  

For several years, certified training courses have 

been funded by the National Health Program and 

organized by the interdisciplinary team at the 

National Research Institute of Oncology in Warsaw.  

Reducing the cost of treating nicotine dependence 

for the patient ð public funding for the cost of 

anti -tobacco interventions.  

 
Although the recommendations have been published, they 

are yet to see large -scale practical implementation.  

 

 

3.8. Systemic actions to reduce 

tobacco and nicotine use in Poland 

 
Combating tobacco smoking is one of Polandõs key public 

health priorities and an integral part of international 

commitments under the World Health Organizationõs 

Framework Convention on Tobacco Control (WHO FCTC). 

However, despite the implementation of many legislative 

and educational measures, the effectiveness of national 

efforts to reduce tobacco use remains insufficient in 

relation to the scale of the problem.  

 

Anti -tobacco policies and their effectiveness  

 
Over the past two decades, Poland has introduced a  series 

of regulations meant to reduce tobacco consumption and 

protect non -smokers. Key activities include:  

 Ban on advertising and promoting 

tobacco products (in effect since 1999  

 Ban on smoking in public places (2010, 

with further amendments),  

 Introduction of pictorial warnings on 

packaging (2016), 
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 Approximation of regulations governing 

e-cigarettes and novelty products with 

those applicable to traditional 

cigarettes (EU directive implementation 

ð 2017), 

 Increasing excise duty applied to 

tobacco and nicotine products.  

 
While these measures led to a significant decline in the 

number of smokers in the first decade of the 21st century, 

the rate of this decline has slowed markedly in recent 

years. According to Eurobarometer 2024 , the percentage 

of adult Poles who smoke cigarettes (daily or occasionally) 

is approximately 27%, which is above the European Union 

average (23%). 

 
An additional problem is the increased use of alternative 

products ð especially e-cigarettes and nicotine sachets ð 

among adolescents and young adults, which poses a new 

challenge for dependence prevention.  

 

Support system for nicotine addicts ð 

organizational barriers  

 
Poland lacks a coherent nicotine dependence treatment 

system that would be funded by the Polish National Health 

Fund. According to a report by the National Institute of 

Public Health ð National Institute of Hygiene (2024), there 

are only three comprehensive tobacco dependence 

treatment outpatient clinics in the country ð in Warsaw, 

Gdansk and Zabrze ð offering behavioral and 

pharmacological therapy conducted by an interdisciplinary 

team (physician, psychologist, nurse, dietician). Many 

voivodeships do not operate even a single facility of this 

type.  

 
Moreover, there is no separate pricing of healthcare 

services provided by the Polish National Health Fund for 

nicotine dependence treatment, which results in these 

healthcare services not being commonly offered as part of 

primary health care or secondary outpatient care. In 

practice, patients can mostly rely on the Smoking Helpline 

(tel. 801 108 108) operated by the National Research 

Institute of Oncology or limited support as part of mental 

health outpatient clinics.  

 
In 2024, as part of the National Oncology Strategy, the 

òPrevention of Tobacco-induced Diseases, including COPDó 

program was continued, but its scope does not include 

dependence therapies, only education and screening 

activities.  

Despite growing public awareness and numerous 

educational activities, Poland is still below the WHOõs 

recommended level of advancement in terms of 

a comprehensive anti-tobacco policy. The lack of systemic 

funding for nicotine dependence treatment and the 

inadequate number of specialized outpatient clinics 

represents one of the most serious gaps in the countryõs 

public health system.  
 

 

 

3.6. Recommendations for  

organizational and systemic changes to 
reduce health consequences associated with 
smoking cigarettes 

 
Tobacco smoking remains the most important modifiable 

risk factor for lung cancer and one of the main public 

health challenges in Poland. Reducing its incidence is key 

not only to reducing the number of new lung cancer cases, 

but also to improving treatment outcomes, reducing 

respiratory and cardiovascular morbidity, and lowering the 

socioeconomic costs of tobacco-induced diseases. 

 

Despite legislative and educational advances in recent 

years, the effectiveness of national preventive and 

therapeutic measures is still insufficient . 

Integrating anti -nicotine efforts into the 

broader context of cancer and respiratory 

disease prevention ð including through LDCT 

programs and the Lung Cancer Units care 

model ð should become an integral part of the 

countryõs health strategy. Only this way will 

it be possible to permanently reduce the 

number of smokers and contain the epidemic 

of tobacco -induced diseases, which cost 

Poland the lives of more than 70  thousand 

citizens and billions of PLN in economic losses 

every year.  
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The smoking rate remains above the EU average, and access 

to specialized smoking cessation assistance is drastically 

limited.  

 
Therefore, an integrated approach is needed that would 

combine: 

 primary prevention and social education,  

 effective treatment of nicotine dependence as part of 

the guaranteed healthcare services system,  

 legal and fiscal regulations limiting the availability of 

nicotine products,  

 integration of anti -nicotine measures into the care 

provided to oncology and pulmonology patients.  

 

Directions for change:  

Increase the availability and 

effectiveness of nicotine dependence 

treatment programs, including 

reimbursement of pharmacological 

therapies and anti -nicotine 

counselling provided as part of 

primary healthcare. Ensure that all 

nicotine products, including e -

cigarettes and heated products, are 

subject to regulations and advertising 

restrictions.  

Develop programs and policies that 

limit the attractiveness and 

availability of nicotine products 

(including alternatives).  

Ensure full implementation of low 

dose computed tomography (LDCT) 

screening for high-risk groups and its 

promotion among both men and 

women. 

Patients with oncological diseases 

should be actively supported in 

complete cessation of nicotine use (of 

any nicotine products).  

Develop coordinated care at the 

primary healthcare level, including 

expansion of the competences of 

primary healthcare facilities in brief 

anti -nicotine intervention and training 

of medical personnel.  

Increase funding for social campaigns 

and prevention programs, especially 

those targeting adolescents and 

women. 

Reinforce control and enforcement 

measures concerning the sales ban for 

nicotine products, including 

alternative products, to minors.  

Increase taxation on all forms of 

nicotine (including novelty products 

and e-cigarettes) and allocate of 

a portion of the revenues derived from 

excise duty to fund nicotine treatment 

programs. 

Incorporate nicotine dependence 

treatment into the standard of care 

for patients with respiratory and 

oncological diseases. 
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4.1. Lung cancer patient care ð current status 

 
Lung cancer remains one of the most frequently diagnosed 

and deadliest cancers in Poland, posing a key challenge to 

the healthcare system. Every year, more than 21 thousand 

new cases of lung cancer  are diagnosed in our country, 

and the number of deaths remains at approximately 

22 thousand per year , accounting for nearly one-fifth of 

all cancer deaths . 

 
In recent years, we have seen gradual improvements in the 

organization, financing and quality of care provided to lung 

cancer patients. Implemented system -wide reforms ð such 

as the National Oncology Strategy, the oncology bundle, 

the National Oncology Network or the development of 

specialized organ units (including Breast Cancer Units) ð 

have set a new organizational standard for oncological care 

in Poland. As part of these activities, work on a  Lung 

Cancer Unit model, intended to enable comprehensive and 

coordinated care for lung cancer patients at specialized 

multidisciplinary centres, is entering its final stages. 

Particularly noteworthy is the fact that reimbursed access 

to innovative molecularly targeted and immunocompetent 

therapies is systematically expanding, both in early -stage 

and disseminated disease. 

Prevention and preventive measures  

 
For years, Poland has been implementing legislative and 

educational measures to reduce tobacco smoking ð a major 

risk factor for lung cancer ð which included introducing 

a ban on advertising tobacco products, a  ban on smoking in 

public places and tobacco-induced diseases prevention 

programs as part of primary healthcare.  

 
There is also a Smoking Helpline and local anti -nicotine 

initiatives. Despite these measures, the percentage of 

adult smokers in Poland remains among the highest in 

the European Union , which still generates a  huge health 

and economic burden.  

 
In the years 2021ð2025, a lung cancer screening with low -

dose computed tomography (LDCT) program  co-funded by 

the EU was implemented in Poland. This program has 

enabled tens of thousands of at -risk individuals to be 

screened and has shown effectiveness in increasing 

detection rates in the early stages of the disease.  

 

Work is currently underway to include the program in the 

basket of guaranteed healthcare services and ensure its 

permanent financing from the budget of the Polish 

National Health Fund . This is a step of strategic 

importance that can make a  real difference in improving 

population survival in the coming years.  

 

  

Sustained overall 

incidence rate, but 

increased morbidity 

among women 

Increased 

number of 

deaths 

High percentage of 

smoking men and 

women 

Good results of 

the early lung 

cancer LDCT 

detection 

program in the 

years 2021ð2025 

More than 70% of 

patients 

diagnosed at an 

advanced stage 

Long waiting times 

for imaging and 

predictive testing  

50% of patients 

with NSCLC do 

not undergo 

advanced 

molecular 

diagnostics; 

lack of 

reimbursement for 

No data in the 

system on the 

number of PD-

L1 protein 

expression 

evaluation 

assays 
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Diagnosis and patient pathway  

 
Early diagnostics remains a key factor in improving lung 

cancer treatment outcomes, but in Poland more than 70% 

of cases are still diagnosed at advanced stages (III -IV). In 

recent years, however, access to modern diagnostic 

methods ð computed tomography (LDCT, CT, PET -CT), 

endoscopic and pathomorphological examinations, as 

well as molecular (genetic) testing,  including next -

generation sequencing (NGS) and immunohistochemistry 

assays (PD-L1) ð has improved. Challenges continue to 

include uneven regional acce ss, lack of comprehensive 

coordination of diagnostics and excessive results waiting 

times, as well as lack of reimbursement for comprehensive 

molecular testing and liquid biopsy. A  positive change is the 

increase in the number of advanced molecular testing 

procedures performed in Poland.  

More and more thoracic surgery centers are implementing 

minimally invasive techniques (VATS, RATS) , including 

robotic surgery, which benefits both patients and the 

system through shorter hospitalizations, fewer 

complications and faster return to activity. However, 

solutions are still needed for reimbursement of robotic 

procedures and clarification of their pricing . 
 

 

 

 

 
Treatment and access to new therapies  

 

Between 2022 and 2025, access to lung cancer treatment 

in Poland has improved significantly. The B.6 drug program 

has been expanded several times to include new 

immunotherapeutic molecules and targeted  therapies , 

including combination therapies, in line with current 

guidelines (ESMO, Polish Society of Clinical Oncology). 

Access to perioperative treatment (neoadjuvant and 

adjuvant)  has also been increased, which is an important 

step toward a  personalized therapeutic approach and 

achieving a higher percentage of complete cures and 

increasing radical treatment options.  

 

Today, lung cancer treatment available in Poland covers 

a wide range of methods: surgery, radiation therapy, 

chemotherapy, chemoradiotherapy, immunotherapy, 

immunochemotherapy and molecularly targeted therapies.  

 
 

 
Organization of care and system challenges  

 
Despite significant progress, lung cancer patient care in 

Poland still needs further improvement. Outstanding 

challenges include:  

 lack of comprehensive Lung Cancer 

Units,  

 insufficient coordination between care levels 

(primary healthcare - secondary outpatient care - 

hospital),  

 regional differences in access to diagnostics and 

treatment,  

 excessively long waiting times for diagnostic  

test/examination results and treatment inclusion,  

Average time from material collection to 

molecular testing result:  

17ð21 days (ESMO target: Ò10 days) 

Lack of coordination 
of diagnostics and 
treatment of lung 

cancer patients ð no 

Lung Cancer Units 

Many new therapies 

included in the B.6 

drug program 

Despite the 

availability of 

reimbursed 

innovative therapies, 

there are still many 

patients who are not 

even considered for 

the drug program 

Lack of separate 

pricing for 

minimally invasive 

VATS and RATS 

procedures 

in thoracic 

surgery 

Between 2022 and 2025, the B.6 drug 

program was updated 7  times , extending 

access to the newest therapies in line with 

clinical guidelines. There are still regional 

differences in practical access to modern 

drugs. 

Approximately 30 ð40% of patients still do 

not have a complete molecular profile prior 

to the treatment initiation.  
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 failure to perform full predictive diagnostics 

(molecular testing, immunohistochemistry assays) 

justified by histopathological examination results,  

 lack of reimbursement for some of the necessary 

services, i.e. comprehensive genomic profiling or 

molecular testing using liquid biopsy.  

 
In parallel with improving the availability of therapies, it is 

necessary to increase investment in respiratory 

rehabilitation, psycho -oncological support and nutritional 

care ð areas that are still underfunded, despite their crucial 

importance to the pati entsõ quality of life and treatment 

effectiveness.  

 

 
In recent years, Poland has made measurable progress in 

the organization of lung cancer care ð especially in terms 

of access to modern therapies and molecular diagnostics. 

However, it still requires systematic efforts focused on 

ensuring early detection, e qualization of regional access 

and implementation of an integrated model of 

comprehensive care as part of Lung Cancer Units . Only this 

approach will bring treatment outcomes for Polish patients 

closer to the European average and improve long -term 

survival rates.  

4.2. Epidemiology and forecasts 

 
Compared to other European Union countries, Poland 

records a  moderate level of cancer morbidity ð below the 

EU average of 571.5  cases per 100  thousand people . 

 
However, the situation is far worse in terms of mortality 

from neoplastic diseases . According to the European 

Cancer Information System (ECIS) data for 2022, Poland 

had the highest cancer death rate in the entire European 

Union ð 330.5 per 100  thousand people , while the  

average for the EU countries was 264.3 per 100  thousand 

[36].  

 

Between 2012 and 2022 , the number of new cancer cases 

worldwide rose from approximately 14.1  million to 

approximately 20.0  million (an increase of approximately 

42%), and the number of deaths rose from approximately 

8.2 million to 9.7  million (an increase of approximately 

18%) [37]. According to projections by the International  

Agency for Research on Cancer (IARC), the number of new 

cases in Europe will increase by more than 20% by 2045 , 

while the number of deaths could rise by approximately 

32% (assuming no additional improvement factors in terms 

of prevention and treatment) [38].  
 

Since the mid-1960s, the number of cancer cases and 

deaths in the Polish population has increased 

approximately 2.5 -fold.  

Lack of funding for 

prehabilitation  

Lack of 

comprehensive 

support for lung 

cancer patients 

(psychological care, 

dietary care, 

rehabilitation)  

No dedicated 

funding secured 

for predictive 

diagnostics 

Problems with 
access to services 
ð gaps in the 
budget of the 

Polish National 
Health Fund, 

despite the fact 
that oncology 

procedures are 

Poland has seen a significant increase in both 

cancer incidence and death rates over the 

decades (a trend resulting from, among other 

things, an aging population and changes in 

exposure to risk factors). According to the 

Polish National Cancer Registry (NCR), more 

than 1.2  million people  in Poland have 

a neoplastic disease. More than 

192 thousand new cases of cancer were 

reported in 2023 . 
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Lung cancer incidence rate (per 100,000 inhabitants) in 

Europe in 2022 by sex and country [39] 
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Types and histological subtypes of lung cancer:  

 non-small cell cancer (NSCLC) 

ð accounts for approximately 85% of cases: 

 adenocarcinoma  ð approx. 45%. 

 squamous cell carcinoma  ð approx. 30%. 

 large cell carcinoma  ð approx. 5%. 

 unspecified cancer (NOS) ð approx. 5%. 

small cell cancer (SCLC) ð approx. 15% of cases, 

biologically and clinically distinct (more aggressive, 

metastasizing more quickly).  

 
Lung cancer accounts for 1/6 of cases among men, while 

among women, breast cancer with good prognosis is 

dominant (1/5 of cases). Factors contributing to the 

increased incidence rate primarily include the society aging 

process, tobacco smoking and air poll ution. Since 2000, 

the number of newly diagnosed lung cancer cases in men 

has decreased by 22%, while in women it has increased 

by 95%. Unfortunately, this is reflected in mortality, where 

lung cancer accounts for more deaths among women than 

breast cancer. However, lung cancers among men still 

accounts for approximately 60% of cases in terms of both 

morbidity and mortality.  
 

The small difference between the number of cases and 

deaths is due to the late diagnosis of cancer and reporting 

the actual metastasis site instead of the primary cancer as 

the cause of death on a  death certificate.  

 
In 2023, there were 192,922  new cases of cancer in 

Poland. Compared to the previous year, an increase of 

approximately 6% in the overall number of malignant 

neoplasm cases was recorded (over the years, the increase 

has remained at approximately 2% per year).  
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Lung cancer is the leading cause of deaths 

from neoplastic diseases in Poland: in 2023, 

22,155  people died from it, and 21,045 

heard the diagnosis . It accounts for 11% of 

all new cases and as much as 22% of cancer-

related deaths in the country [40].  
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Meanwhile, the number of new cases of malignant 

neoplasm of bronchus and lung (C34) diagnoses in 2023 

was 21,045  (an increase of 1.5% compared to 2022), 

including 12,254 among men and 8,791 among women  

(an increase of 4.1% compared to 2022). Diagnosis of 

mesothelioma of pleura, C45, was noted in 315  cases (an 

increase of 13% compared to the previous year), and 

diagnosis of malignant neoplasm of other and ill -defined 

sites in the respiratory system and in trathoracic organs, 

C39, was noted in 21 cases. 

 
Number of patients diagnosed with C34 in 2024 by age [41] 

 

Age group Number of cases  

0ð4 0 

5ð9 1 

10ð14 2 

15ð19 2 

20ð24 4 

25ð29 11 

30ð34 26 

35ð39 44 

40ð44 101 

45ð49 249 

50ð54 531 

55ð59 1249 

60ð64 2852 

65ð69 4971 

70ð74 5462 

75ð79 3303 

80ð84 1390 

85 and more 847 

 
The number of deaths in 2023 amounted to 22,155  for 

lung and bronchial cancers (an increase of 5.7% compared 

to 2022), including 13,553  deaths among men and 

8,602  among women (an increase of 8.6%). In the case of 

mesothelioma of pleura, the number of deaths was 305, 

and for malignant neoplasm of other and ill -defined sites in 

the respiratory system and intrathoracic organs it was 167.  

It should be noted that approximately 22% of 

lung cancer deaths occur before the age of 

65, i.e. in the productive age. Premature 

deaths in the professionally active population 

lead to significant economic and social costs, 

including the loss of working years and 

increased healthcare and nursing expenses. 
 

 
Number of patients diagnosed with C34 in 2024      

by voivodship [42] 
 

 
According to ECIS (European Cancer information System ), 

Poland has one of the highest incidence rates of tracheal, 

bronchial and lung cancers among all EU countries  in 2022 

[43]. The average incidence rate for tracheal, bronchial 

and lung cancer in EU countries was 66.1/100,000 people, 

while in Poland the rate was 24% higher ð 82.1/100,000. 

Poland also had the second highest death rate caused by 

tracheal, bronchial and lung cancer among all EU 

countries ð 70.5/100,000  people (EU average: 

52/100,000).  

Lung cancer remains the leading cause of 

cancer deaths among both men and women. 

Lung cancer (C34) incidence rate dynamics 

are growing more slowly than for all cancers 

combined, but death dynamics are 

significantly higher (especially in women), 

sustaining the unfavorable survival gap . 

 Region  Number of cases  

949 Zachodniopomorskie 

1798 Wielkopolskie 

846 

1090 

Ťwiőtokrzyskie 

Warmiśsko-Mazurskie 

2367 ŤlŌskie 

1411 Pomorskie 

448 

843 

510 

Opolskie 

Podkarpackie 

Podlaskie 

2902 Mazowieckie 

1210 Maġopolskie 

1592 Ġ·dzkie 

1250 

470 

Lubelskie 

Lubuskie 

1747 

1612 

DolnoťlŌskie 

Kujawsko-Pomorskie 
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The data confirms that, compared to the European Union 

average, higher mortality from lung cancer is maintained 

in Poland despite improved access to modern therapies 

(extensive drug program, immunotherapy, targeted 

therapies, perioperative treatment). This points to 

organizational deficiencies : excessively delayed 

diagnosis, unequal access to imaging and predictive 

diagnostics, as well as shortcomings in care coordination.  

 
Current epidemiological data is all the more alarming, as 

the incidence of lung cancer can be significantly reduced 

by modifying just one risk factor ð tobacco smoking ð that 

is, through an effective anti -tobacco policy. On the other 

hand, systemic changes  are consistently needed to 

improve survival rates: an increase in early diagnoses, 

improvements in the diagnostic process and organization 

of care, as well as further improvements in access to 

comprehensive diagnostics and innovative therapies.  

 

Structure of primary diagnoses of C34, lung cancer [45] 

 

Local stage Ñ 20% 

Regional stage Ñ 35% 

Generalized stage Ñ 45% 

Structure of cases and deaths among men in 2023 [44] 

 

Structure of cases among men 

Structure of cases and deaths among women in 2023 [43] 
 

Structure  of cases among women 
 

 

Structure  of deaths among men Structure  of deaths among women 
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Trends in overall morbidity and mortality from malignant neoplasms in Poland between 1980       

and 2022 by sex and age groups [46] 

 
Age: 0ð19 years Age: 20ð44 years 

 

20 

18 

16 

14 

12 

10 

8 

6 

4 

2 

0 

1972 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

1982 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

1992 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Year 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

2002 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

2012 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

2022 

160 

140 

120 

100 

80 

60 

40 

20 

0 

1972 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

1982 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

1992 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Year 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

2002 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

2012 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

2022 

 
Age: 45ð64 years Age: 65+ years 
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According to data from the Global Burden of Disease 

study [47], the most important risk factors leading to 

deaths from malignant lung neoplasms in Poland were:  

 tobacco smoking (60  deaths from tobacco 

smoking-induced lung cancer per 100  thousand 

population),  

 particulate matter in the air (12  deaths per 

100 thousand population),  

 residential asbestos exposure (9 deaths per 

100 thousand population),  

 high fasting blood glucose level (8  deaths per 

100 thousand population),  

 passive smoking (4 deaths per 100 thousand 

population), consuming small amounts of fruit 

(4 deaths per 100 thousand population), radon 

(3 deaths per 100 thousand population),  

     silica (2 deaths per 100 thousand population), 

indoor air pollution (1  death per 100 thousand 

population),  
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The greatest risk factor is tobacco (cigarette) 

smoking, and its impact is greater than all 

other risk factors combined.  
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In Poland, tobacco smoking is widespread with 

approximately 8  million adults  smoking, which 

significantly affects the citizensõ quality and length of life. 

Regular (daily) tobacco smoking is declared by 30.8% of 

Polish men and 27.1% of women . Poles start smoking 

early, smoke heavily (men ð 20 cigarettes per day, women 

ð 15) and for a long period of time (20  years on average). 

The following populations are especially eager to reach for 

cigarettes: low -educated, originating from poorer social 

strata, unemployed, as well as housewives. These groups 

most often bear the health -related and socioeconomic 

costs of smoking and require specialized, reimbursed 

treatment for tobacco dependence and tobacco -induced 

diseases. 

 
According to the analysis presented, a  positive correlation 

between the number of smokers and lung cancer 

morbidity is found in the following 13  voivodeships : 

DolnoťlŌskie, Kujawsko-Pomorskie, Lubelskie, Lubuskie, 

Ġ·dzkie, Maġopolskie, Mazowieckie, Podkarpackie, 

Podlaskie, ŤlŌskie, Warmiśsko-Mazurskie, Wielkopolskie 

and Zachodniopomorskie). A negative correlation is 

observed in 3 voivodeships: Opolskie, Pomorskie, 

Ťwiőtokrzyskie. 

 
Correlation between the percentage of smokers and lung cancer 

morbidity by voivodeship [49] 

 

       Percentage of smokers in European countries [48] 
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4.3. Survival rates 

 
Data from the European Cancer Inequalities Registry [50] 

indicate that the situation of oncology patients in Poland is 

worse than the European average: mortality from 

neoplastic diseases is 15% higher and improves slower than 

the average for EU countries, risk factors are at a  higher 

level, and screening pr ograms are less popular. 

 
Survival rates in patients with lung cancer remain low 

compared to most other cancer types.  

 

The results of the CONCORD-3 study [51] showed that the 

survival rate in Poland (in the analyzed period between 

2010 and 2014) was slightly lower than the EU average ð 14% 

compared to 15% [52]. 
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According to data from the National Cancer Registry, the 5 -

year age-standardized net survival rate for lung cancer 

patients reached 20% in 2021 compared to 15% in 2000. 1-

year survival rate recorded a  slight improvement from 40% 

in 2000 to 50% in 2021. 

1-, 2- and 5-year survival rates in lung cancer patients in Poland 

in between 2000 and 2021 [56] 
 

Age-standardized net survival for men+woman, all ages, all stages  

 

5-year survival rates in lung cancer patients [53] 

 

 

 
 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

Source: Didkowska et al. (2024) with data from the National Cancer Registry  

 

 

Locoregional lung cancer  
Age-standardized net survival for men+woman, all ages, all stages  

                                  5-year survival probability among men and women  
                                  diagnosed with lung cancer [54] 

 

5-year survival probability  
 

 

 

 
 

 

 
  

 
 
 
 
 
 
 
 
 
Source: Didkowska et al. (2024) with data from the National Cancer Registry  

 
Metastatic lung cancer  

Age-standardized net survival for men+woman, all ages, all stages  

Survival rates vary depending on the stage of lung cancer 

at the time of diagnosis. Data from the National Cancer 

Registry shows that 1-year and 5-year survival rates in lung 

cancer are highest if the tumor is diagnosed early, at the 

locoregional stage 

ð 67% and 33%, respectively (in 2021), and the lowest if the 

diagnosis is established at the metastatic stage ; 

ð 31% and 5%, respectively (in 2021). In the case of lung 

cancer of unknown stage at the time of diagnosis, the 1 -

year survival rate was 46% and the 5-year survival rate was 

21% in 2021 [55]. 

 

 

 

Source: Didkowska et al. (2024) with data from the National Cancer Registry  
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Range 
of years  

Sex Relative  Observed Standardized  

2000ð
2005 

Both 14.10 11.80 14.10 

2005ð
2010 

Both 15.90 13.50 15.90 

2010ð
2015 

Both 15.80 13.80 15.80 

 

females 

males 

total 

1-year survival 

3-year survival 

5-year survival 

1-year survival 

3-year survival 

5-year survival 

1-year survival 

3-year survival 

5-year survival 










































































































































































