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status (a measure of fitness)
deteriorates rapidly in some patients
and this is one of the strongest
predictors of survival, as strong as
cancer stage. 

Timed lung cancer pathways have
been adopted in England and the
National Optimal Lung Cancer Pathway
(NOLCP) is a major national priority. 
This shows how the time to treatment
can be reduced to 49 days, as there is
increasing evidence that faster pathways
improve outcomes (see figure 1, p23).13-15

Key points include urgent reporting of
chest X-rays suspicious for lung cancer,
with CT completed the same day or
within 72 hours, and subsequent review
in the fast track lung cancer clinic. CT
should be carried out with administration
of contrast and include the lower neck,
chest, liver and adrenals. The NOLCP
effectively provides GPs with access to
CT through locally agreed protocols. 

This procedure should also be
performed in patients in whom the
chest radiograph is normal but there is a
high suspicion of underlying
malignancy. Studies have indicated that
around 20-25% of patients with
confirmed lung cancer may have a chest
X-ray reported as normal.16-18 This figure
may be higher for early stage lung
cancers. 

Positron emission tomography-
computed tomography (PET-CT) is an
important staging investigation and is
recommended in those patients who
are deemed suitable for treatment with
curative intent. It is useful in assessing
mediastinal nodal involvement and has
a key role in detecting metastatic
disease, with a sensitivity of 93% and
specificity of 96%. Small studies have
suggested that PET-CT detects
unsuspected metastases in 6-36% of
cases.19-21 

The brain is a common site for
metastases in lung cancer and the
incidence of brain metastases is
reported to be around 10-20% at the
time of diagnosis.22-24 NICE updated the
2011 guidance in 2019 (NG122) to
include recommendations to image the
brain in all patients with stage II or IIIA
non-small cell lung cancer (NSCLC) who
are suitable for treatment with curative
intent and in all those who present with
clinical features suggestive of
intracranial pathology.25

In most patients potentially suitable
for treatment, a tissue diagnosis is
required to guide further management.
Minimally invasive techniques 
(for example, endoscopic procedures)
are generally preferred first, particularly
in those with advanced disease.

Table 1

NICE criteria for investigation and referral for suspected lung cancer8 

Direct referral using a suspected cancer pathway referral for an appointment
within two weeks:
•Chest X-ray findings that suggest lung cancer or 
•Aged 40 and over with unexplained haemoptysis

Offer an urgent chest X-ray (to be performed within two weeks) to assess for
lung cancer in people aged 40 and over if they have two or more of the
following unexplained symptoms, or if they have ever smoked and have one or
more of the following unexplained symptoms:
•Cough
•Fatigue
•Shortness of breath
•Chest pain
•Weight loss
•Loss of appetite

Consider an urgent chest X-ray (to be performed within two weeks) to assess
for lung cancer in people aged 40 and over with any of the following:
•Persistent or recurrent chest infection
•Finger clubbing
•Supraclavicular lymphadenopathy or persistent cervical lymphadenopathy
•Chest signs consistent with lung cancer
•Thrombocytosis

Safety netting recommendations:
•Ensure results of investigations are reviewed and acted upon
•Be aware of the possibility of false-negative chest X-rays
•Consider review of people at increased risk of cancer over an agreed timeframe
or a patient-initiated review if there are persistent, worsening or new symptoms
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recommendations about using
multivariable models. Table 1, above,
shows the recommendations for lung
cancer; it is important to remember that
NICE also includes safety netting
recommendations about false-negative
chest X-rays and ongoing or new
symptoms.8

LUNG CANCER SCREENING
The two largest randomised controlled
trials of low radiation dose computed
tomography (LDCT) screening have
shown a reduction in lung cancer
mortality. 

The National Lung Screening Trial
(NLST) which randomised 53,454
people in the United States to three
annual screens with LDCT or chest
radiography9 showed a 20% reduction
in lung cancer mortality in the LDCT arm
after six years. 

The NEderlands-Leuvens Longkanker
Screenings ONderzoek (NELSON) trial,
is the largest European randomised trial
with 15,422 subjects. Although publication
of the full results is still awaited, interim
results showed a 26% reduction in lung
cancer specific mortality in men and 
39-61% in women. Furthermore, two
smaller European trials also showed a

reduction in lung cancer mortality with
extended follow-up. 

The Multicentric Italian Lung
Detection (MILD) trial demonstrated a
39% reduction in lung cancer mortality
at ten years and the German Lung
Cancer Screening Intervention (LUSI)
showed a 26% reduction in mortality at
8.8 years’ follow-up.10,11 

Screening for lung cancer has been
endorsed in the United States since 2015
but most European countries were, until
recently, awaiting the publication of the
NELSON results before making final
recommendations. 

NHS England is funding ten pilot
projects on lung health checks that
include a low-dose CT for eligible
people.12 The intention is for this to be
rolled out nationally. In addition, there
are almost as many people who will
undergo LDCT as part of further pilots
or research trials. In this respect, England
is some way ahead of other parts of
Europe.

FASTER DIAGNOSIS AND
OPTIMAL PATHWAYS
There is mounting evidence that time to
diagnosis is important in lung cancer.
This may be because performance


