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OBJECTIVES

The Danish National Patient Registry
(DNPR) and the Danish Cancer
Registry (DCR) are key data sources
for registry-based cancer research.
This systematic review evaluates
studies assessing the quality of
cancer-related data in these registries
under their current data structures.

METHODS

PubMed and Embase were searched
on January 24, 2025 (PROSPERO:
CRD420251005952). Studies
validating DNPR or DCR cancer data
against a gold standard were included

and synthesized narratively.
| EEE——————

RESULTS

Follow us on
LinkedIn

l Studies screened (abstracts) (n = 915)

H Studies excluded (n = 830)

)

| Studies sought for retrieval (n = 85) Studies not retrieved (n = 0)

{

Studies assessed for eligibility (full-text) (n = 85)

E I Studies included in the review (n = 50)

Danish National Patient Registry

Cancer diagnosis, ICD-10 codes
Unknown primary type*
Treatment codes
Osteonecrosis of the jaw*|
Infections *

Danish Cancer Registry

Malignant melanoma*®

TNM, multiple cancer sites
Algorithms

Cancer recurrence

Distant metastasis

Active cancer
Osteonecrosis of the jaw*
Treatment lines - first*
Treatment lines - second *

Treatment lines - third*

CONCLUSION

The DNPR and DCR provide generally
high-quality data for many cancer
diagnoses, treatments, and outcomes,
supporting their use in register-based
research. Algorithmic approaches can
enhance utility, but several cancer-
related data elements remains
insufficiently validated.

Figure 2: Summary of PPVs from selected studies.
Asterisk denotes a single PPV estimate rather than a range.
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Global kvalitetssikring af IHC:
NordiQC'’s rolle i forbedret
kraeftdiagnostik og behandling
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Introduktion Alle kraeftdiagnoser stilles i patologiafdelingen, og
hgj diagnostisk preecision er afggrende for b&de malrettet
behandling og effektiv brug af sundhedsressourcer.
Immunhistokemi (IHC) er en hjgrnesten i moderne
kraeftdiagnostik, prognosevurdering og terapivalg, fordi
metoden hurtigt og omkostningseffektivt kan pdvise specifikke
vaevsmarkgrer (Figur 1).

Terapivalg Diagnostik
Immunhistokemi hjeelper

Immunhistokemi paviser
med at finde patienter

specifikke proteiner i vaev
og dermed understotte
med bedst E
scis sygdoms-
behandlingsrespons. a2 R e et

tumorklassifikation.

Prognosevurdering
Immunhistokemi identificerer markrer, der indikerer
sandsynligheden for sygdomsprogression

Figur 1. Immunhistokemiens rolle i medicin

Da [IHC-resultater er fglsomme over for variationer i
laboratoriepraksis, er omhyggelig kvalitetssikring ngdvendig for
at undgd fejl. Her udfylder det internationale eksterne
kvalitetssikringsprogram NordiQC (Nordic Immunohistochemical
Quality Control), lokaliseret p& Aalborg Universitetshospital, en
central rolle.

Denne proces muligggr en efterfglgende dataanalyse, der kan identificere centrale
protokol parametre for korrekte resultater.

Hvert laboratorium modtager personlig og malrettet feedback fra ekspertpanelet om,
hvordan deres IHC-analyser kan forbedres. Desuden offentligggres en rapport pa
NordiQCs hjemmeside, der indeholder de samlede resultater, dataanalysen,
almindelige faldgruber og de protokoller, der har fungeret bedst (Figur 3). Denne
&bne proces fremmer erfaringsudveksling, harmonisering og bidrager til at Igfte den
samlede faglige kvalitet.

Udsendelser af Indsendelse af Offentliggerelse af
ufarvede glasslides slides til NordiQC Dataanalyse rapport

4 il & F
Ex [ g

Udfgrelse af IHC Individuel feedback
med |aboratoriers
standardprotokoller

Figur 3. Arbejdsgang i NordiQC assessments

Ekspertvurdering

Formal Vi gnsker at belyse, hvordan NordiQC har forbedret
kvaliteten af IHC-analyser i patologilaboratorier globalt og
fremhaeve betydning af kvalitetssikringens rolle for preecis
kreeftdiagnostik og behandlingsvalg.

I mere end 20 &r har NordiQC kvalitetssikret IHC-analyser.
Arbejdet, som i dag omfatter deltagelse af ca. 700 laboratorier
fra mere end 60 Ilande, har bidraget til forbedret
laboratoriekvalitet, styrket diagnostik, gget patientsikkerhed og
mere preaecis kraeftdiagnostik (Figur 2).
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Hospitaler
Forbedring af kvaliteten af
IHC-laboratorier pa diagnostisk kvalitet
ca. 700 hospitaler

\ \_ I mere end 60 lande. /

Patientsikkerhed Kraeftdiagnostik
@get sikkerhed og kvalitet for Forbedret nejagtighed og
& patienter. effektivitet i kraeftdiagnostik.
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Figur 2. NordiQC har i over 20 ar kvalitetssikret IHC-analyser;
aktuelt deltager >700 hospitaler fra > 60 lande.

Lande
Styrkelse af

Metoder NordiQC udsender veevsprgver, som laboratorierne
behandler ved at udfgre IHC-analyser baseret pd de protokoller,
de pa forhdnd har oplyst i detaljer til NordiQC.

Deltagerne returnerer deres IHC-analyser, som et internationalt
ekspertpanel herefter vurderer kvaliteten af og sammenligner
med de forventede resultater.

Resultater

Erfaringerne fra NordiQC viser, at regelmaessig ekstern evaluering og malrettet
feedback Igfter kvaliteten af IHC-analyser markant. N&r en markegr vurderes forste
gang, er andelen af tilfredsstillende resultater ofte lav, men stiger betydeligt i de
efterfglgende runder.

For de praediktive biomarkgrer

(rsterear ! ) gstrogenreceptor,  progesteronreceptor,

St ) HER2 og PD-L1, som anvendes til

brystkraeft, steg pass-raten fra ca. 50 % i

HeR2 ) ) forste kvalitetsrunde til henholdsvis 77 %,
[ ) ) 98 %, 92 % og 76 % i 2025 (Figur 4).

ou G"“’"g’g"“‘"“‘ % ) Det samme menster ses for diagnostiske

saT2 T ) y  markgrer. SATB2, anvendt ved tarm- og

5% ) 5% seggestokkreeft, gik fra 58 %

soxio ) ) tilfredsstillende resultater i fgrste runde i

as5% Com D 2020 til 75 % i naeste runde, mens

SOX10, anvendt ved melanom, gik fra 45
Figur 4. Udvikling i pass-rate vist med o4 i 2015 til 92 % i 2020 (Figur 4).

forskellige markgrer.

Den samlede pass-rate for nye og -~ ~
gentestede markgrer er ogsa steget over Bidrag til alle
tid, selv om der er udskiftning blandt de Gratis optimale
deltagende laboratorier og testede protokoller & faldgruber
markgrer. Dokumenteret erfaring og (web)

gget kvalitetsfokus har Igftet den i E'Igll'ug;;:‘:llmgsswem
gennemsnitlige pass-rate fra 71 % producenter om
(2003-2015, >30 000 preeparater) til 79 kvalitet

% (2017-2024, >40 000 przeparater). o pateter
NordiQC  bidrager bredt til b&ade Uddannelse
laboratorier og producenter gennem (kongresser, seminarer,
gratis adgang til information om workshops)
faldgruber og optimale protokoller pd @
hjemmesiden, teet dialog med

producenter om produktkvalitet og

kvalitetsforbedring samt fokus pa fit-for-
purpose IHC-tests og en opfordring til, at
produkter tilpasses andringer i den

\//\

kliniske kontekst. Programmet fungerer

samtidig som et tidligt varslingssystem

for tekniske og produktrelaterede fejl.

Hertil kommer undervisning i IHC; Ekstra bidrag til
kvalitet gennem foredrag pa brugere
internationale kongresser, seminarer og

workshops. Adgang til

For de deltagende laboratorier giver ggf_fjimems
programmet yderligere fordele i form af feejbacﬁ
adgang til NordiQC-assessments, Kontrol-atlas
personlig feedback til forbedring af \ J

konkrete IHC-assays samt adgang til et

kontrol-atlas (Figur 5). Figur 5. NordiQC bidrag

Konklusion

(=]

IHC er en teknisk kreevende analyse, som kraever ngje opmaerksomhed pé alle trin i arbejdsgangen. Erfaringerne fra NordiQC viser,
at struktureret kvalitetssikring med regelmaessige vurderinger, preecis feedback og Igbende metodejustering fgrer til malbare
forbedringer i kvaliteten af laboratoriernes IHC-analyser. Programmet har ikke blot haevet den tekniske standard, men sikrer ogsg,
at nye kliniske krav hurtigt omsaettes til praksis. Den brede internationale deltagelse gor det muligt at opdage og lgse bade lokale
og globale kvalitetsudfordringer. NordiQC demonstrerer dermed, hvordan et eksternt kvalitetssikringsprogram kan styrke
. diagnostisk praecision, gge patientsikkerheden og understgtte effektiv kreeftbehandling pa tvaers af hospitaler og landegraenser.

i i Download poster her!
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To examine the detection of prostate cancer in biopsy-naive men undergoing a first-time prostate MRI-procedure.

METHODS

* Nationwide Danish cohort study (2018-2022) Ll

* Men aged 240 years with first-time prostate MRI | |77~ 777~ ;

e Classified as MRI-positive if biopsied within 30 days, go{F——————— [ e e
and MRI-negative if not F==——=" F=m—- e 1

* This was a proxy for the radiology report findings ]

e One-year cumulative incidence of prostate cancer
diagnosis in the Danish Prostate Cancer Registry,
repeated MRI, biopsy, and mortality were estimated
by MRI-status and PSA level, using the Aalen-
Johansen estimator. L

. 20+ i | MR ti
* High-grade cancer was assessed. s ’//::///‘1’ e
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RESULTS

* The cumulative incidence of prostate cancer was
higher in the MRI-positive compared to the MRI- Figure 1 — Prostate cancer incidenceafter MRI
negative men over the 730-day follow-up (Figure 1)
The cumulative incidence was increasing with higher
PSA levels in both groups (Figure 1) CONCLUSION
At 365 days, MRI-negative men had a lower . " .
cumulative incidence of repeated MRI (9.45, 95% Among bIOpsy_nalve men undergomg

Cl:8.61-10.33) compared to MRI-positive (20.51, 95% first-time prostate MRI, MRl-positive

Cl:17.92-23.23) I d

The biopsy incidence was 14.58 (95%Cl:13.66—15.54) status Strong y pre Icts prOState
among MRI-negative men cancer, even in men with low PSA.
Mortality was slightly higher in MRI-positive (1.14, In MRI—negative men with
95%Cl:0.82—1.58) than in MRI-negative men (0.83,
95%C1:0.60-1.14). PSA<4.0ug/l, prostate cancer risk

The crude risk of high-grade prostate cancer was remains low Suggesting continued
73.97% (95%Cl:70.93-77.02) in the MRI-negative men ¢

and 80.32% (95%CI:78.94-81.71) in the MRI-positive surveillance may be unnecessary.
men with prostate cancer

T T
30 60 365 730
Time in days since MRI

‘ PSAlevel -0019pgl —2039pgl —4099pg! —10.0-19.9 pgl — = 20 pgll
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A professionally led peer-to-peer
network for people with lived
experience of oesophagogastric cancer
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Aim and methods

The aim was to assess the reach, recruitment, and perceived relevance of
the network for patients and relatives.

Background

Patients who have undergone surgery for oesophageal or gastric (EG) cancer
often experience complex and long-term rehabilitation needs. In 2024, 143

patients underwent surgery for EG cancer at Copenhagen University Hospital, Participation was evaluated through attendance data.

Perceived benefits were evaluated through two online questionnaires
midway (May 2024) and at the end (December 2024).

Rigshospitalet. That same year, a professionally led peer-to-peer network was
piloted as a collaboration between Rigshospitalet, the Danish Cancer Society,
and the Copenhagen Centre for Cancer and Health (CCCH).

The EG Patient Network - An Intersectoral Collaboration

Organizational framework

The network met monthly for two hours in the afternoon,

nine times in total. It included thematic sessions led by
health professionals, a social worker, or a psychologist
with opportunities for peer exchange. Themes included
surgery and post-operative effects, meals and nutrition,

unpredictability and psychological reactions. Participants
could join on a rolling basis and participate as many times
as they wished.

Results

Participation

e 44 individuals participated: 33 patients and 11 relatives.

e Among patients, 67% (n=22) were men; among relatives,
73% (n=8) were female partners.

e 30-50% reported coming from outside of the municipality
of Copenhagen.

Perceived benefits
Response rates of questionnaires were 88% (n=21) and
77% (n=20), respectively.

Proportion responding high/very high degree:

The network makes me feel less alone with challenges (n=14)
The network has provided me with more knowledge (n=15)

Conclusion

o A professionally led peer-to-peer network can address
unmet rehabilitation needs following EG cancer surgery.

o Intersectoral collaboration enabled a broad regional reach
and a comprehensive programme.

RIGSHOSPITALET

o Contact and information to pa-
tients from Region Zealand and
the Capital Region of Denmark.

o Clinical presentations at
network sessions.

e Presence of nurse(s) at
network sessions.

Ve

\

It was important to learn
that I'm not alone and that
others face similar issues.

It wasn't until | joined [the

network] that | realised | had
dumping syndrome. l've be-
come more informed overall.

THE DANISH CANCER SOCIETY

e Administration of the network,
including participant
registration.

e Promotion of the network via
the website and local cancer
counselling centres.

o Psychology-focused presenta-
tions and facilitation at network
sessions.

THE CCCH

e Coordinating role, including
responsibility for the program-
me, information materials, mo-
nitoring, and evaluation.

e Clinical and psychosocial
presentations and facilitation
at network sessions.

o Overall facilitation of network
sessions.

Having become better at
managing the long-term
effects and other challenges
following the surgery.

J

A28

I've found a forum where

| can talk about difficult
things without needing to
explain or apologise.

~N

J

I
—— P

Next steps

o After the pilot phase, the network became fully operational in
January 2025.

o As the network continues, focus will be on exploring relatives'
involvement, monitoring potential emotional strain in group

settings, and assessing preferences for online formats.

Pia Kofod Bjertrup
al43@kk.dk

kraeft.kk.dk

Read more about the netwok here




Real-World Healthcare Resource Utilisation in Patients With Higher-
Risk Myelodysplastic Syndrome During Azacitidine Treatment:

A Population-Based Cohort Study
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INTRODUCTION CONCLUSION

The hypomethylating agent azacitidine (AZA) is the most widely used first-line treatment for patients with This study highlights the substantial healthcare resource

higher-risk myelodysplastic syndromes (MDS) due to its survival benefits. Effective management of higher- utilisation for patients with higher-risk MDS receiving AZA. RBC
risk MDS requires addressing not only clinical outcomes but also the burden of healthcare resource utilisation o transfusion was the most common supportive care, followed by

(hospital admissions and transfusions), which remains poorly characterised. /" hospital admissions. Healthcare resource utilisation was highest

during the initial four treatment cycles. The findings highlight the

importance of considering these factors in treatment planning.

The study evaluates the healthcare resource utilisation (transfusions and This pilot study forms the groundwork for a nationwide analysis,

hospital admissions) for real-world patients with higher-risk MDS for up to which will be conducted in collaboration with all haematology

12 AZA cycles. departments, of patients with higher-risk MDS treated with AZA.

Created in BioRender.com

009\ We conducted a retrospective, population-based study of patients with higher-risk MDS who received AZA monotherapy between 1 January 2010 and 31 December 2022 in
lmlm\m\ the North Denmark Region.

ﬁ Patients were followed from initiation of AZA until death, or end of follow-up (March 1, 2024).

We collected clinical data, including red blood cell (RBC) and platelet transfusions and MDS-related hospital admissions, by detailed review of medical records from the
=/ initiation of AZA and up to 12 cycles or until discontinuation. For each cycle, we collected AZA dosing details, delays, blood counts, MDS-related hospital admissions, units of

RBC and platelet transfusions, and bone marrow blasts (if assessed).

I]Hl]u Response was assessed using IWG 2006 response criteria, overall survival (OS) and progression-free survival (PFS) were estimated by Kaplan Meier.

RESULTS

Q The cohort included 103 patients with a male predominance (60%), a median age at diagnosis of 72 years (IQR 66-75), and 61% were RBC transfusion dependent prior to

i

o
E)o

treatment.

57% did so before the sixth cycle.

The median OS was 12.8 months (95% CI, 10.0-17.2), and median PFS was 10.3 months (95% CI, 8.5-13.8). The cohort had an overall response rate of 36%, and 94% of

Lgf Patients received a median of 6 AZA cycles (IQR 3-11) with a median cycle length of 28 days (IQR 28-30). Within the 12 cycles, 81% of patients discontinued treatment and
L patients required supportive care during treatment.

™

@ Healthcare resource utilisation peaked during the first four cycles with transfusions and hospitalisations decreasing over time (Figure 7). Out of the entire patient cohort, 44%
required all three types of supportive care (Figure 2). Among patients who were dependent on RBC transfusions prior to treatment, 24% achieved independence.

100

90

52% | |

40 RBC transfusion Rlsser
transfusion

30
78% received RBC
transfusions in the

I I first cycle ’
0 1 bl ik
1. 2. 3. 4. 5. 6. 9. 10. ]

28% were
73 8. hospitalised =3 times

Proportion (%)

N
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3

Number at risk 103 94 83 73 64 56 45 43 36 29 27 22 ‘

Azacitidine cycles
mRBC transfusion  mPlatelet transfusion Hospitalisation % .
- Created in BioRender.com
Figure 1: Healthcare resource utilisation for 12 azacitidine cycles Figure 2: The distribution of supportive care for the entire cohort
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Patientoplevelser af at have forlob
i flere afdelinger - Koordination af
hudkraeftbehandling
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1: PlastikkKirurgisk Afdeling Z, Odense Universitetshospital
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Baggrund

a

Incidens af hudkraeft i Danmark
* Basalcellekarcinom (BCC) og pladecellekarcinom (SCC) er de
hyppigste former for kreeft i Danmark. .
* 20% af den danske befolkning vil opleve mindst ét tilfeelde. T***i
» Forekomsten er primeert hos personer over 65 ar, grundet at risikoen
for udvikling af BCC og SCC stiger med alderen.

Diagnostik & behandling
« Diagnostik og initial behandling foregar i almen praksis og hos
privatpraktiserende dermatologer.
* Tumorens placering, storrelse og sveerhedsgrad bestemmer
behandlingsstedet:
o Almen praksis i primeersektoren.
o Privatpraktiserende plastikkirurger og dermatologer.
o Plastikkirurgiske afdelinger.
o Dermatologiske afdelinger.
o Onkologiske afdelinger.

Begrundelse for studie
« Stigende tendens til flere samtidige hudkreefttilfeelde hos patienter.
« Multidisciplinger vurdering pa tveers af primzer- og sekundeersektoren
samt hospitaler.
¢ Manglende viden om patienters oplevelse af at navigere i
overlappende forlgb.

Formal
« Kortleegning af antal patienter i samtidige behandlingsforlgb.
» Design af et Kvalitativt studie for at forsta patientenes oplevelser,

behov og preeferencer gennem interviews.
N

Risiko for at udvikle BCC & SCC

e
§
S

[ 4
Research Unit for

PLASTIC SURGERY

Forste del af studiet - Populations identifikation:

« Kvantitativt studie.

« Registerbaseret kohortestudie, sammenholder data fra:
o Cancerregisteret + Patologiregisteret + Landspatientregisteret.

« Patienter diagnosticeret med BCC eller SCC i 2019, som har samtidige

behandlingsforlpb pa danske hospitaler.
o Samtidige forlgb = 2 eller flere parallelle hospitalskontakter i
samme tidsperiode relateret til behandling af hudkreeft.

Anden del af studiet - Afdaekning af patientoplevelser:

« Kvalitativt studie.

« Interviewstudie baseret pa semitstrukturerede enkeltinterviews af 12-
15 patienters oplevelser af at veere patient i overlappende forlgb pa
tveers af afdelinger pa Odense Universitetshospital.

o Enkeltinterview » malgruppens alder m.m. taget i betragtning.
o Interviewguide - Semistruktureret.
* Analyse
o Transskribering, kodning & tematisering, som sker gennem en
iterativ proces, inspireret af den hermeneutiske analysemetode
med fokus pa meningsfortolkning.

Resultater

Ll

Forste del af studiet » Populations identifikation:

Patienter m. . a 5 Patienter med
. Patienter behandlet pa et dansk hospital
diagnosen (n 0g %) overlapende

BCC/SCC (n) forlgb (n)

Type af
Hudkraeft

Anden del af studiet - Afdaekning af patientoplevelser:
« Udvikling af interviewguide, patientrekruttering m.m. er under
udarbejdelse.




Fremtidens kraeftkirurgi: Individualiserede behandlingsforlgb baseret pa
fysisk risikostratificering

Anders Borg Andersen’, Anne-Sofie Vibaek Eisum’, Pernille Braendstrup', Clara Bender?, Simon Lebech Cichosz? Tommy Kjzergaard Nielsen'
(1) Nyre- og Urinvejskirurgisk afdeling, Aalborg Universitetshospital (2) Dept. of Health Science and Technology, Aalborg Universitet

INTRODUKTION FORMAL

Indfgrelsen af minimalt invasive robotkirurgiske teknikker har markant forandret det kirurgiske landskab og lgftet At undersgge om ambulante skrgbelighedstests,
patientforlgbene — selv ved kompleks kreeftkirurgi. Hvor &bne indgreb ofte medfgrer stgrre veevstraumer med leengere sdsom clinical frailty scale, hdndgrebsstyrketest og
hospitalsindleeggelser og @get risiko for postoperative komplikationer, muligggr robotassisteret kirurgi praecise og 30-sek rejse-saette-sig test afspejler patienternes
Fs)l;ztair;ct)‘;rrlme indgreb. Det har medfert faerre komplikationer, mindre smerte og en hurtigere rekonvalescens for mange faktiske fysiske kapacitet i hverdagene.
METODE
Projektet er godkendt af den regionale videnskabsetiske komité 1 1 Bl
og registreret i Region Nordjyllands forskningsoversigt. Y2 e
829 1930 1418 <14
| alt blev 23 patienter, planlagt til robotkirurgi for bleere- eller tl = 039 1930 BE <B
nyrebaekkenkreeft, prospektivt inkluderet i studiet. | perioden op 2 & 4049 1728 16 <l
til operationen bar deltagerne et smartwatch (Garmin Venu3), N - s 505 1526 914 <9
som dggnet rundt registrerede aktivitets- og sundhedsdata i S 6069 12 812 <8
hverdagen. Y = 7079 119 710 <7
80-89 107 69 <6
Som led i operationsforberedelserne blev patienterne desuden 290 107 69 <6
vurderet med Clinical Frailty Scale (CFS) og gennemfgrte bade #H - 1829 1930 1418 <1
handgrebsstyrketest (HGS) og 30-sekunders rejse-saette-sig 303 203 B8 <
test. S - 40-49 1929 1418 <14
1N 7 - 5059 1627 5 <l
P& baggrund af et kens- og aldersstratificeret nomogram’ blev ¢ I ool BBl ish
patienterne herefter klassificeret som potentielt skrgbelige eller 8 - 079 2 &l <7
ikke-skrgbelige pa baggrund af rejse-saette-sig testen. ‘ 8089 98 58 <5
>90 918 58 <5
1) Macfarlane DJ, Chou KL, Cheng YH, Chi 1. Validity and normative data for thirty-second chair stand test in elderly community-
GBI ETES A I AR RIS Clinical Frailty Scale (CFS) 30 sekunders rejse-szette-sig test
RESULTATER KONKLUSION
Skrobelighed Ingen skrobelighed Den 30-sekunders rejse-seette-sig
n=8 n=15 test fremstar som et enkelt og
Alder, &r 75 (68:84) 68 (45:80) anvend.ellgt redskab til |dent|ﬁka_t|on
af patienter med reduceret fysisk
BMI, kg/m? 26 (19:34) 26 (17:33) kapacitet.
30 sek. rejse-saette-sig test, antal 9 (0:12 17 (13:25
! 9 ( ) ( ) Datagrundlaget er dog begraenset og
Clinical frailty score, score 4 (2:6) 3 (2:6) utilstraekkeligt til at pavise statistisk
Handgrebs-styrke-test, k 31 (16:58 38 (22:60 sikre forskelle, hvorfor yderligere
9 ty 9 ( ) ( ) studier er ngdvendige for at afklare
Daglige antal skridt, antal 2723 (824:5848) 4424 (1454:11956) testens kliniske relevans i
Daglige gang distance, meter 3600 (562:8001) 6189 (2205:16316) Strat'ﬂce””gpearli?;'t‘?ﬂk"“rg's"e
Moderat el hgijt aktivitetsniveau, minutter 13 (2:26) 29 (1:97)
Sevnvarighed, timer 8 (6:10) 8 (7:10) Den heje patientaccept af
dataindsamling via wearable-
Heart rate variability, bbi 913 (735:1224) 827 (689:966) teknologi i eget hjem understgtter
() angiver data-range muligheden for at integrere denne

metode i fremtidige kliniske
Accepten af at baere smartwatch var hgj, idet forskningsprojekter og patientforlgb.
uret i gennemsnit blev anvendt i 95 % af

observationsperioden pa gennemsnitlig 7 dage

(2:14).

P& leengere sigt kan teknologien
potentielt fungere som supplement
til patientrapporterede resultatmal

(PROM) og bidrage til en mere
individualiseret postoperativ
opfglgning
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| alt blev 8/23 patienter (35 %) klassificeret som
potentielt skrgbelige pa baggrund af rejse-saette-
sig testen. Sammenlignet med ikke-skrgbelige
patienter var de skrgbelige i gennemsnit aeldre,
gik feerre daglige skridt, havde kortere daglig
gang-distance og tilbragte mindre tid i moderat
til hgj aktivitet. Derudover havde de hgjere heart-
rate-variability og kortere indlaeggelsesforlgb.

Der sas ingen forskelle i kgnsjusteret HGS eller
CFS.
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Implementering af rod-gul-gron-handlingsalgoritme
for optimering af kraeftforleb pa urologisk afdeling

Joachim Samsg Bavnhgj! « Henrik Weinreich? « Eva Damgaard? « Else-Marie Nielsen? « Christina Hounsgaard?
« Steffen Helmer Kristensen? « Anni Liitzen* . Vivi Pedersen!

1L Kontor for Kvalitet, Patientsikkerhed og Registrering, Regionshospital Nordjylland, Hjerring, Danmark
’Nyre- og Urinvejskirurgisk Afdeling, Regionshospital Nordjylland, Hjerring, Danmark

3Billeddiagnostisk Afdeling, Regionshospital Nordjylland, Hjerring, Danmark

“Hospitalsledelsen, Regionshospital Nordjylland, Hjerring, Danmark

INTRODUKTION 'METODE

De danske kraeftpakker sikrer ensartet udredning og behandling bl.a. gennem Baselinedata blev indsamlet ved audit pa 82
standardforlgbstider, der er en faglig anbefaling for hvor hurtigt et patientjournaler fra november 2024. | alt 26 af de
kraeftudredningsforleb ber forlebe fra henvisning til behandling. For at 82 forleb fulgte ikke det udvalgte udredningsforlab
overholde forlgbstiderne, er det vigtigt at sundhedsadministrativt personale og blev derfor ekskluderet. Implementeringen
ved ngjagtigt, hvornar patienter skal bookes og hvilke handlemuligheder der startede d. 1. februar 2025 og indsatsen fulgtes

findes ved manglende ledige tider. | dette kvalitetsudviklingsprojekt manedligt til og med juli 2025.

implementerede vi pa en urologisk afdeling, en red-gul-gron-
handlingsalgoritme, der anviser sekretaerernes handlemuligheder, nar der

mangler ledige, hurtige tider til CT og kikkertundersggelse af blaeren.
O Sekretaer

booker
Efter implementering faldt varigheden fra henvisning til CT og cystoskopi. Far <6 7 >7
implementering (november 2024) tog det 20,5 og 18,5 dage (median og d_ d d Ledig tid
gennemsnit) fra henvisning til udfert CT og cystoskopi. Efter implementering, 2GS 258 aBc

i juli 2025, tog det 13 og 12 dage (median og gennemsnit) svarende til en

reduktion af median forlgbstid pa 37% (reduktion pa 7,5 dage).
Sekreteer fra
Urologien kontakter
<Median antaldage <Gennemsnit antal dage afsnitsleder pa
Billeddiagnostisk
20,5 Afdeling, som finder
‘ tid til patient inden
18,8 for 6 dage
& Mal = 16,5 dage
©
= 13 = > R
z 13 =6 U U Booket tid
— dage | 'dage || dage

11,7 12 &

Nov. 2024 Feb. 2025 Mar. 2025 Apr. 2025 Maj. 2025 Jun. 2025 Jul. 2025 Sekretar
orienterer
Figur 2: Figuren viser det median og gennemsnitlig antal dage fra patienten henvises i en :’Triiizgrl'g

kreeftpakke, til der er udfert og beskrevet CT-urografi og cystoskopi. Baseline er dannet pa 56
forleb i november 2024.

Figur 1: En red-gul-gren-handlingsalgoritmen for sekretaerer
pa en urologisk afdeling. Algoritmen viser sekretaerens
handlemuligheder for booking af patient ud fra tilgeengelige
CT-tider. Lignede algoritme blev implementeret for tider til
cystoskopi.

Red-gul-gren-handlingsalgoritmen anvendt i dette studie viste sig at veere et simpelt og effektivt redskab til at reducere varigheden af
kraeftudredningsforlgb. Handlingsalgoritmer og action-cards er hyppigt anvendt i kvalitets- og forbedringsprojekter og et velkendt veerktgj

i sundhedsveesenet, da det er enkelt og let at implementere. Dette studie viser, at det ogsa er seerdeles effektivt i sundhedsadministrative
processer, nar handlemulighederne er tydeligt beskrevet og aftalt af alle parter.

REGIONSHOSPITAL
NORDJYLLAND



Characteristics, treatment, and outcome of recurrent gastro-oesophageal adenocarcinoma after

perioperative chemotherapy and radical resection - a national longterm real-world follow-up.

Anders Christian Larsen'?, Susy Shim'3, Lene Baksgaard*, Per Pfeiffer5®, Marianne Nordsmark’:, Rasmus Brendum?®, Jan Reiter Sgrensen °, Anne Krejbjerg Motavaf' & Morten Ladekarl"?

/—[ Background } ~N Frequent sites of recurrence} \
High-level evid of tr and of pati with relapse following curative multi-modal
therapy for gastro-esophageal adenocarcinoma is almost absent. Metastases

b /

a J N
In this retrospective audit, a total of 89 patients were identified with recurrence within 12 years from
surgery in a nationwide, consecutive cohort of 202 patients, radically resected after perioperative

chemotherapy (CTx) ad modum “MAGIC”. Patients were followed postoperatively without scheduled
investigations (follow-up “on demand”).

A 4

4[ Patient characteristics and prognostic analy J

Univariate OS analysis Multivariate OS analysis'9
Variable(®) HR 95%C1 P-value HR 95%Cl  P-value

PLumaL s

—

e 135

aone 1355

Male 70 Ref. = g
Female 18 142 (0.67-1.89) 067
e 2t recurrence [65 Cont. 88 1.02 (1.00-1.04) 0.04 101 (099103 029
B Esophagus/GEJ 75 Ref. 5 -
e . \
Gastric 13 146 (0.80-2.66) 021 )
e ke ; . Time to recurrence J
a2 0.89 (038-2.11) 0.80
ypT-stage at surgery 2 076 (0.32-1.84) 055
8 083 (0.29-2.41) 074 &
23 Ref. : g Ref. 5 s
T — 45 0.9 (0.57-1.61) 0.8 155 (086278 0.4
YpN-stag gery 13 0.88 (0.44-1.78) 071 154 (073327) 0.26
7 255 (1.07-6.05) 0.03 399 (15910.05) 0003
- 68 Ref. 2 = Ref. E E *
EERFEE D E 20 242 (1.43-4.10) 0.001 228 (083625 0.1
RD perioperative Continuous 88 0.99 (0.98-1.00) 0.057 101 (100103 043

platinum [80.5%]

Time from surgery to i g
Lt h o A Continuous. 88 099 (0.97-1.00) o1
G 3 Ref, - - Ref. - -
Humber ofsiies st Oligo 9 034 (0.16-0.74) 0.007 034 (0.150.76)  0.009
2+ a8 074 (0.47-1.16) 0.19 071 (0434.17) 048
) 13 Ref. - -
1 2 158 (0.78:3.18) 020
ESoCESCD 2 1 250 (1.09:5.77) 0.03 .
3 9 7.09 (279180)  <0.001
— No 39 Ref. - -
PITESTIGIBE(ERD) Yes 15 215 (1.14-4.05) 0.02
Alarming symptoms (1) Nane] 10 Ret. = -
g Any b 1.08 (0.56:2.10) 0.82
CTx 53 Ref. - - Ref. - - .
i et BSCE) 35 423 (2.66-6.72) <0.001 450 (262775  <0.001 o
Years from surgery |

a) median value in brackets. Numbers missing in parenthesis S
b) excluding oligomeastasts A
) including pallative RTx without CTx. Black: recurrence at mulple sites;
d) in 0 ‘except for ECOG PS and weight loss that were not included due to large Dark gray: oligo-recurrence;

Light

number of missing values.

G Ps, GEJ, junctional; HR,

BSC, oy, ECOG PS,
hazard rato; OS, overall survival; RD; relative dose of ntended dose: Ref., ) RTx, PY: Y. thological. \ / A

>

[ Survival according to treatment 1

()

Recurrence types and tr \ L J \
100
Single site (41) H Single metastasis/LR (9) H Resection (3) ‘ p <0.0001
075
z 5

2

o =
|3
3
H
@

Multiple sites (47) H Paliative treatment (85) RTx only (6) 025

=
000
3 7 3 5

B 3
Years from recurrence
Number of patients in parentheses. One patient diagnosed at autopsy was excluded. Altotal of 12 paients treated with CTx received also palliative RTx.
BSC, best supportive care; CTx, chemotherapy; RTx, radiotherapy.

Light gray: patients receiving palliative chemotherapy (N=53); black: patients receiving best

‘supportive care or palliative radiotherapy only (N=35).

Additional results } §

> Pleuroperitoneal were iated with very poor OS (P=0.02). In this unselected cohort with follow-up “on demand”, recurrence was a 99% fatal event.

91% of recurrences occurred within 3 years from surgery.
» Only 10% had a solitary recurrence. All three patients treated with curative intent at relapse Z u . u .w! 09y B X
60% of patients received palliative CTx. s
Efficacy of CTx at relapse after multi-modal treatment is most comparable to that of 2"-line palliative

> ORR of palliative chemotherapy was 35% (95%Cl 17-56%) and median PFS was 4.0 months treatment. |

relapsed again within 13 months.
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