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It has been postulated that this is
due to an excess of early deaths, 
with inequalities particularly in the 
0-3 month period post-diagnosis.1, 3
Delays in diagnosis are thought to
contribute to this problem. 

The key recommendations in the
updated SIGN guideline,6 published in
February 2014, focus mainly on
secondary care interventions but it is
clear that we also need to address
both patient and primary care factors
to try to improve the overall prognosis.

Howshould
diagnosis 
be confirmed?

Whatare the
treatment
approaches?
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Early diagnosis pivotal to
survival in lung cancer

Whenshould
GPs suspect
lung cancer?

LUNG CANCER IS THE
MOST COMMON CAUSE OF
CANCER DEATH, BOTH IN
THE UK AND WORLDWIDE. 

There has been little change in
survival over the past 20 years, with
increasing evidence that there are
disparities in outcomes between the
UK and other comparable healthcare
systems. The International Cancer
Benchmarking Project and the
EUROCARE groups highlighted the
UK as a country with one of the lowest
lung cancer survival rates.1-5 

» PRESENTATION
A recent study showed that 30% of
patients with lung cancer die within
the first 90 days and they have seen
their GP on average five times in the
four months before diagnosis,
suggesting there may be opportunities
to diagnose these patients earlier in
the disease process.

Further research has also indicated
that patients frequently present with
symptoms that are predictive of lung
cancer in the 4-12 months before
diagnosis.8 Many of these patients
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have underlying chronic respiratory
disease, which may initially be 
thought of as the cause of their
symptoms, so the challenge GPs face
is to identify and refer those at risk as
early as possible and to maintain a
high index of suspicion if symptoms
persist.

It has been proposed that

integration of risk-stratification tools
into GP software, taking into account
sociodemographic features in addition
to symptoms, may help to identify
those at high risk earlier and prompt
more timely investigation and referral
to secondary care.7

The SIGN guideline reiterates 
the importance of performing 
a chest X-ray in those in whom the
suspicion of lung cancer has been
raised and, furthermore, not to be
falsely reassured by a normal chest 
X-ray in a high-risk patient. 

Research performed as part of the
National Cancer Intelligence Network
Routes to Diagnosis project also
suggested that almost 40% of lung
cancer patients present via the
emergency route, and these patients
have a much lower one-year survival
rate.9

These findings prompted the recent
public awareness initiatives, including

the Be Clear on Cancer campaign,
which ran initially from May to June
2012, with a further initiative taking
place in March and April 2014. The
results from the initial campaign
showed an increase of around 30% in
two-week wait referrals for suspected
lung cancer, with more lung cancers
being diagnosed and a shift towards
earlier stage disease.

INVESTIGATIONS
The initial investigation of choice in
secondary care remains a computed
tomography (CT) scan of the chest
and abdomen, followed by PET-CT
scanning in those deemed suitable for
potentially curative (radical) treatment,
see figure 1, left. This is both to ensure
staging is as accurate as possible and
to direct diagnostic sampling. 

The key is to try to obtain the largest
diagnostic sample in the least invasive
way, which will also allow the patient
to be staged to the highest extent.
Good quality samples are essential to
allow subtyping and molecular
analysis, especially in light of the new
targeted systemic therapies for 
non-small cell lung cancer (NSCLC).

SMOKING CESSATION 
Smoking cessation may seem futile in
patients with a lung cancer diagnosis
but it remains key to highlight the
importance and offer support for
those wanting to stop. 

It is of particular significance in
those undergoing treatment with
curative intent, as it reduces the risk of
post-operative and systemic
treatment-related complications and
in addition reduces the chance of
cancer recurrence.10, 11

FIGURE 1
Early stage lung
cancer (T1aN0MO)
in the right upper
lobe: 
AA small opacity
with a spiculated
margin is seen on
the CT scan
B On the PET-CT
scan the lesion
shows intense
uptake of the 
18F-FDG tracer.
This patient is
potentially suitable
for radical treatment

‘Patients often
present with
symptoms
predictive of
lung cancer in
the 4-12 months
before diagnosis’

‘Maintain a high
index of suspicion
if symptoms
persist’

A

B

‘Do not be
falsely reassured
by a normal
chest X-ray in a
high-risk patient’
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but are still of good performance
status. 

Brain metastases
The brain is a common site of
metastasis in those with NSCLC,
particularly with the adenocarcinoma
subtype. Those with a solitary brain
metastasis should be offered resection
using radiosurgery or conventional
neurosurgery in the first instance,
followed by adjuvant radiotherapy, as
there is some evidence that this can
confer a survival benefit as long as the
extracranial disease is controlled.16, 17

SMALL CELL LUNG CANCER 
Because of the aggressive nature of
small cell lung cancer curative
treatment is rarely an option. 

Surgical resection may be
considered in those who have the
earliest stage disease (tumours ≤3 cm
with no nodal spread), but only once
they have been extensively staged,
with resection followed by adjuvant
chemotherapy. 

In all other patients the aim is to
commence chemotherapy as soon as
possible and to offer prophylactic
cranial irradiation to all who do not
progress following first-line treatment.

MONITORING AND FOLLOW-UP
The multidisciplinary team remains at
the centre of planning treatment and
co-ordinating management in those
with lung cancer. Hospital follow-up
should be continued while patients are
receiving treatment, complemented
by clinical nurse specialist input
alongside community support. 

All patients should also have access
to specialist palliative care teams as
studies have shown that patients with
palliative care input have improved
quality of life, improved symptom
control and fewer hospitalisations.18

(CHART), which has been shown to
confer a survival benefit compared
with conventional radiotherapy.13, 14 It
offers a similar radiation dose but is
given over 12 consecutive days rather
than the six weeks a conventional
regimen takes to complete. 

In addition those who have stage I
peripheral tumours who are not
suitable for surgery could be offered a
form of highly targeted radiotherapy
called stereotactic ablative
radiotherapy (SABR). 

Radiotherapy beams are focused
from many different positions around
the body, meeting at the tumour. This
means that the tumour receives a high
dose of radiation and the tissues
around it a relatively low dose, thus
lowering the risk of radiation
pneumonitis. 

Small studies suggest SABR may be
comparable to surgery in selected
patients but a larger trial is ongoing.15

Palliative radiotherapy retains its
place in the treatment of thoracic
symptoms (for example haemoptysis)
and bone metastases in the updated
SIGN guideline. 

Systemic anticancer therapy 
Molecular analysis and stratification of
tumour type is a rapidly changing area
and there are ever increasing numbers
of drugs targeting specific molecular
mutations under development. 

Currently testing for epidermal
growth factor receptor (EGFR)
mutations is recommended (after
initial tumour subtyping shows non-
squamous NSCLC) as tyrosine kinase
inhibitors are approved as first-line
therapy in those with advanced
NSCLC who have a sensitising
mutation. 

Those who are EGFR negative
should receive conventional platinum-
based regimens first line. 

Second-line chemotherapy, in the
form of docetaxel, erlotinib or
pemetrexed, may be offered to those
who progress after initial treatment

MANAGEMENT OF NON
SMALL CELL LUNG CANCER
Surgery
Surgery remains the initial treatment
option of choice for those with early
stage disease in NSCLC who are
deemed fit enough. However,
resection rates in the UK remain lower
than many other countries, with
inequalities in access to surgical
treatment still an issue in some areas. 

Recent research has shown that
patients first referred to a surgical
centre (as opposed to a hospital
without thoracic surgery on site) were
37% more likely to receive surgery. In
addition the largest centres operated
on 18% of patients first seen locally,
compared with only 12% of those
referred to them from peripheral
hospitals.12

As surgical resection offers the
greatest chance of cure it is important
to try to reduce this variation and
increase resection rates if we are to
improve the five-year survival.

Ideally the procedure of choice
should aim to minimise the amount of
lung tissue lost while still giving the
best chance of cure, for example
sleeve lobectomy in place of
pneumonectomy, in those in whom
clear resection margins can be
obtained. 

Video assisted thoracoscopy (VATS)
is a minimally invasive procedure with
a lower incidence of complications,
shorter inpatient stay and similar two-
and five-year survival figures to open
surgery. This may be offered to those
with stage 1 disease. 

Radiotherapy
In those who have early stage NSCLC
(stage I or stage II) who are either
medically inoperable or decline
surgery, radical radiotherapy would be
the next treatment of choice. This
should be delivered in the form of
continuous hyperfractionated
accelerated radiation therapy

»

‘The initial
investigation of
choice in
secondary care
remains a CT
scan of the chest
and abdomen’

‘Smoking
cessation is of
particular
significance in
those receiving
treatment with
curative intent’

‘Patients with
palliative care
input have
improved quality
of life and
symptom control
and fewer
hospitalisations’
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CONCLUSION
Effective communication with patients
and collaboration between healthcare
practitioners is essential to ensure that
we are able to manage patient
expectations and minimise delays in
the diagnostic and management
pathway. 

The challenge in primary care is to
identify those at highest risk early and
refer them promptly for further
investigation, while the priorities in
secondary care are to provide
universal access to the highest quality
evidence-based diagnostics and
management. 

Greater focus on early diagnosis
should allow us to improve survival
and ultimately reduce mortality.
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The UK has been highlighted, by the International Cancer
Benchmarking Project and the EUROCARE groups, as a
country with one of the lowest lung cancer survival rates.
It has been postulated that this is due to an excess of
early deaths, delays in diagnosis are thought to
contribute to this problem. A recent study showed that
30% of patients with lung cancer die within the first 90
days and they have seen their GP on average five times
in the four months before diagnosis, suggesting there
may be opportunities to diagnose these patients earlier
in the disease process. The challenge GPs face is to
identify and refer those at risk as early as possible and to
maintain a high index of suspicion if symptoms persist.

The SIGN guideline reiterates the importance of 
performing a chest X-ray in those in whom the suspicion
of lung cancer has been raised and, furthermore, not to
be falsely reassured by a normal chest X-ray in a high-risk
patient. The initial investigation of choice in secondary
care remains a computed tomography (CT) scan of the
chest and abdomen, followed by PET-CT scanning in
those deemed suitable for potentially curative treatment.
Good quality samples are essential to allow subtyping
and molecular analysis, especially in light of the new
targeted systemic therapies for non-small cell lung 
cancer (NSCLC). 

Smoking cessation reduces the risk of post-operative  
and systemic treatment-related complications and in
addition reduces the chance of cancer recurrence.
Surgery remains the initial treatment option of choice for
those with early stage disease in NSCLC who are deemed
fit enough. However, resection rates in the UK remain
lower than many other countries. The procedure of
choice should aim to minimise the amount of lung tissue
lost while still giving the best chance of cure.

Those who have early stage NSCLC (stage I or stage II) 
who are either medically inoperable or decline surgery
should be offered radical radiotherapy. Palliative
radiotherapy retains its place in the treatment of thoracic
symptoms (for example haemoptysis) and bone
metastases in the updated SIGN guideline. 

The brain is a common site of metastasis in those with 
NSCLC, particularly with the adenocarcinoma subtype.
Those with a solitary brain metastasis should be offered
resection using radiosurgery or conventional neurosurgery
in the first instance, followed by adjuvant radiotherapy.

Hospital follow-up should be continued while patients 
are receiving treatment, complemented by clinical nurse
specialist input alongside community support. All
patients should also have access to specialist palliative
care teams as studies have shown that patients with
palliative care input have improved quality of life,
improved symptom control and fewer hospitalisations.
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‘The challenge in
primary care is
to identify those
at highest risk
early and refer
them promptly
for further
investigation’


