Model of quality care provision  for Adolescent and Young Adult  (AYA) cancer patients in the European Union: 
	
Component and subcomponent  
	Identified effective approaches

	1. Overarching components

	1.1: Age range

	Aligning with international common practice by using 15-39 as default but maintaining flexibility in the age range applied based on the needs of the population, and disease prevalence and characteristics, rather than enforcing hard cut-off points. 
Balancing a broader overall age range (e.g. 15-39) for inclusivity with narrower sub-ranges (e.g. 15-24) to accommodate the heterogeneity of needs within the larger age bracket.
Application of sub-ranges based on developmental/psychosocial, biological/epidemiological, and practical considerations, including alignment with previous research.

	1.2: Access and Equity

	System-level strategies can support consistent care across regions and institutions, including national policies, clinical guidelines and care pathways.
Multi-disciplinary teams (MDTs - paediatric and adult oncology specialists) and the use of centralised/dedicated specialist services or established network of centres can support continuity and quality of care
Appointing specific contact points can help AYA patients to navigate complex systems, and can also be used to monitor and signpost to support for socioeconomic issues.
Recommended measures to reduce geographical disparities and to ensure inclusive, patient-centred care are detailed, but little is AYA specific.

	1.3: Quality improvement, data and monitoring

	Guidelines should be developed by experts who are well-versed in the needs of the AYA community and should draw on a comprehensive evidence review and/or adaptation of existing evidence-based guidelines as well as consultation with relevant stakeholders. 
Where research is insufficient to reach evidence-based guidelines, expert consensus should be utilised. 
Where available and confirmed as best practice and of added value, European evidence-based guidelines should be adopted and incorporated into national policy. 
Developing practical tools can support implementation of guidelines.


	2. Clinical components

	2.1: Age-appropriate cancer care provision across stages 
 
	Increasing awareness among healthcare professionals, patients, their families and the general public about cancer risks, signs and symptoms in people in the AYA age range
Newly diagnosed AYA patients should be managed through multi-disciplinary teams (MDTs, including paediatric and adult oncologists) to ensure age-appropriate, accurate and comprehensive diagnostic assessments as well as psychosocial and oncofertility support requirements.
Developing clear, AYA-specific pathways of care including referral pathways to specialist services and within networks.
Adapting care to the distinct intersection of biological vulnerabilities (development stage, tumour profiles, age stratification), developmental transitions and psychosocial challenges faced by AYAs.
Addressing biological considerations such as oncofertility, late effects and toxicity profiles early, with timely counselling and screening. 
Transitioning from paediatric to adult care, and through the stages should be structured and supported to avoid disruption (see also Transitions).

	[bookmark: _Hlk212025280]2.2: Oncofertility

	Holding oncofertility discussions and counselling as early as possible after diagnosis and before cancer treatment
Continuing oncofertility care during and after cancer treatment, including periodic follow ups.
Ensuring universal access to fertility preservation services for all AYA cancer patients
Ensuring oncofertility care addresses psychological and emotional impacts of fertility issues.
Including reproductive health specialists within AYA MDTs.
Providing transparent information about the logistics and costs of available Fertility Preservation (FP) options
Implementing initiatives to cover or reduce the cost of FP

	2.3: Transitions (from paediatric to adult and across stages of care into survivorship)
	Creating specialised, integrated environments for AYA cancer patients 
MDBTs/MDTs (with both paediatric and adult oncologists) to define and manage treatment plans in younger age ranges
Using a dedicated care coordinator to support continuity of care, including in the transition to survivorship
Taking a planned and gradual approach to transitioning between paediatric and adult services, particularly for survivorship.


	2.4: Centralised and coordinated specialised AYA care 
	Providing integrated, multidisciplinary care that bridges the traditional divide between paediatric and adult oncology.

	2.5: Multi-disciplinary teams (MDTs)

	Using structured multi-disciplinary teams(MDTs)/multidisciplinary tumour boards (MDTBs) as the backbone of communication and decision-making in AYA cancer care.
Core team to include: 
· Medical, radiation and surgical oncologists 
· Haematologists
· Pathologists 
· Radiologists 
However, the team should be flexible in composition to meet patient needs.
· Supported by a wide range of professionals to provide age-specific care to AYAs encompassing developmental, educational, sexuality, psychosocial (including body image) and fertility needs.


	2.6: Age-specialised healthcare staff training
	· Ensuring professionals involved in providing cancer care for AYA patients have specialised knowledge and training that reflect the biological, developmental and psychosocial complexity of this population
· Ensuring professionals work in MDTs (as above). 

	2.7: Voice and choice 

	· Ensuring shared decision-making, particularly in fertility preservation (FP) and treatment planning, where patient autonomy and informed consent are essential.
· Ensuring the involvement of parents / carers, friends and partners in decision making is informed by the level preferred by the AYA patient.
· Utilising feedback mechanisms to further ensure that care reflects lived experience.  
· Draft guidelines should be reviewed by relevant stakeholders including experts and patient representatives to ensure their perspectives are incorporated and to support dissemination and implementation.

	3. Research and clinical trials

	3.1: Research and clinical trials: 
	Prioritising research in the following areas: 
· biological and causal mechanisms 
· survivorship and Long-Term Follow Up (LTFU)
· psychosocial care and patient-centred outcomes
· treatment optimisation and de-escalation
· patient involvement and equity
· data, care models and service provision
· innovation and education.
Involving AYA patients in setting research priorities
Taking action to increase inclusion and access to AYA-specific clinical trials, with a focus on co-production. 

	4. Non-clinical components

	4.1: Psychosocial support

	Integrating a proactive, personalised and multidisciplinary service across the care continuum
Actively offering holistic, age-appropriate care to AYA patients encompassing clinical support; physical and lifestyle support; information and communication about diagnosis, treatment, potential life and survivorship; developmental identity and support to address the impact of cancer on patients’ sense of self; social and peer interaction; practical and socio-economic support.
Providing survivorship and transitional care post-treatment to manage fear of recurrence, difficulties with societal reintegration and the long-term psychological and physical effects of cancer.
Providing support through mixed modalities, which may include individual therapy with psycho-oncology specialists, strengthening family communication and adaptation, and offering peer support groups

	4.2: Social and financial participation 

	Appointing a designated contact person to guide the patient, monitor socioeconomic issues and coordinate support
Collaboration between the healthcare team and educational institutions to develop individualised learning plans and arrangements.
Integrating financial and socioeconomic issues throughout care stages.
Proactively providing AYAs with information about various peer support options, such as support groups, online communities, camps and retreats
Implementing the “right to be forgotten”, to help ensure fair access to financial services without discrimination based on their cancer history

	4.3: Carers and family 

	Providing a comprehensive support programme for caregivers and families of AYA cancer patients and survivors that addresses their informational, psychosocial and practical needs throughout the entire cancer journey.
Involving the family unit in care planning and shared decision-making, as guided by the AYA patient’s preferences and ensuring a balance with the AYA’s developing autonomy.
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