
SYMPOSIUMRESPIRATORY MEDICINE
LUNG CANCER

thepractitioner.co.uk

20

November 2011 – 255 (1745):19-22

supportive care and follow-up
•patients with small cell lung cancer
(SCLC) are offered the most effective
treatment
•patients are referred early for
endobronchial treatment when appropriate

While improvements in these largely
secondary care areas are essential, there
are potentially more important and more
difficult challenges for primary and
integrated care. Almost three quarters of
patients with lung cancer have advanced
disease at presentation,6 and many of
these have had symptoms for many
months. Early diagnosis, awareness of
warning symptoms and prompt referral
are therefore major healthcare priorities.

In its original guidance in 2005, NICE
stated that the public needs to be better
informed of the symptoms and signs of
lung cancer, through co-ordinated
campaigning to raise awareness and that
it was important to ensure that patients
have the best chance of early diagnosis
by prompt attention to warning
symptoms. 

The 2007 Cancer Reform Strategy7

included recommendations for early
diagnosis and awareness, and
established the National Awareness and
Early Diagnosis Initiative (NAEDI). This is
a partnership between the Department
of Health, the National Cancer Action
Team, and Cancer Research UK. NAEDI
co-ordinates and provides support to
activities and research that promote the
earlier diagnosis of cancer.8

Late diagnosis in lung cancer is of

appropriate. If the chest X-ray is normal
but there is a high suspicion of lung
cancer the patient should still be referred
urgently (see box 1, left).

DIAGNOSIS AND STAGING
The new NICE guideline contains a
diagnostic and staging algorithm. This
was developed following a review of the
evidence for accuracy and safety of the
investigations combined with a detailed
cost-effectiveness analysis to determine
the best sequence. The starting point for
the respiratory physician is the clinical
assessment and CT scan. From then on
the principle is to choose investigations
that give the most information about
diagnosis and staging with least risk to
the patient.

In addition, as modern targeted
chemotherapy requires knowledge of
tumour subtype and markers that
predict response to chemotherapy,
diagnostic and staging samples must be
of sufficient quality for this purpose.

NON SMALL CELL LUNG
CANCER
Treatment with curative intent 
For treatment with curative intent to be
successful the fitness of the patient also
needs to be accurately assessed. Three
recent evidence-based guidelines, from
NICE,6 the BTS and the Society for
Cardiothoracic Surgery in Great Britain
and Ireland,10 and the ERS/ESTS,11

respectively, inform this approach. 
Stage and fitness need to be

considered together. More advanced
stage disease requires better fitness for
the more extensive surgery whereas
early stage disease may permit curative
treatment by lung-sparing surgery or
radiotherapy, see figure 1, p19. 

For fitness assessment a trimodality
approach is recommended. Risk should
be calculated for: 
•operative mortality, using risk scores 
• cardiovascular morbidity, with active
intervention if indicated 
•postoperative dyspnoea, assessed by
lung segment counting, lung function
and, if borderline, exercise testing 

To ensure that all patients have the
best chance of being offered curative
treatment, patients should be re-assessed
by the surgeon and/or radiation oncologist
after any optimisation (see figure 2, opposite).
Patients should be encouraged to stop
smoking, as this is known to reduce
postoperative complications, but surgery
should not be postponed. 

Surgery that minimises loss of lung
tissue is recommended, including
segmentectomy, or for more advanced
disease, bilobectomy (rather than

major concern and pilot projects in the
Midlands to raise public awareness
began in October 2011 with £1.5 million
funding. About 40% of rapid
access/two-week wait referrals for
suspected lung cancer have the
diagnosis confirmed, a proportion far
higher than for many other cancers.9

The updated NICE guidelines retain
the 2005 recommendations on
awareness, early diagnosis and referral,
see box 1, above, for referral criteria. There
are unpublished data that indicate wide
variations in the use of chest X-ray and
rates of rapid access referral. The
difficulty is that many other conditions
can cause some of the symptoms and
warning symptoms may recur. However,
if we are to improve outcomes in lung
cancer, more patients need to be sent for
chest X-ray and referred urgently, where

Box 1
Criteria for referral
Refer urgently for a chest X-ray when a patient presents with:
•haemoptysis or 
•any of the following unexplained or persistent (lasting >3 weeks) symptoms or signs:

►cough
►chest/shoulder pain
►dyspnoea
►hoarseness 
►weight loss
►chest signs
►finger clubbing
►features suggestive of metastasis from a lung cancer (e.g. in brain, bone, liver or skin)
►cervical/supraclavicular lymphadenopathy

Refer urgently to a member of the lung cancer multidisciplinary team, usually a chest physician,
in the following situations:
• if a chest X-ray or chest computed tomography (CT) scan suggests lung cancer (including
pleural effusion and slowly resolving consolidation)
• if the chest X-ray is normal but there is a high suspicion of lung cancer
•while awaiting the result of a chest X-ray*, if any of the following are present:

►persistent haemoptysis in smokers/ex-smokers older than 40 years
►signs of superior vena caval obstruction (swelling of the face/neck with fixed 
elevation of jugular venous pressure)
►stridor 

*chest X-ray may no longer be needed as patients will have a CT scan

Adapted from NICE CG121. Lung cancer: The diagnosis and treatment of lung cancer. NICE. London. 2011

‘If the chest X-ray
is normal but
there is a high
suspicion 
of lung cancer 
the patient
should still be
referred urgently’




