
FIGURE 3
Early application of endobronchial treatment: This patient developed almost complete obstruction of the upper
trachea (below, left), with immediate relief from endobronchial electrocautery under local anaesthetic
bronchoscopy (below, right)
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Figure 2
Fitness assessment clinical pathway

Clinical fitness assessment (in parallel with diagnosis and stage)
Performance status, exercise tolerance, comorbidity evaluation, spirometry
and clinical and radiological stage

Treatment with palliative intent

Consider patients who are unfit
but with early stage for other
potentially curative treatments
(e.g. radiofrequency ablation)

Risk assessment
for surgery
including
assessment of risk
of postoperative
dyspnoea,
cardiovascular
complications and
mortality

Potentially suitable for treatment
with curative intent

Stage or fitness suggests
curative treatment not possible

Treatment with curative intent

See oncologist
specialising in thoracic
oncology for potentially
curative radiotherapy/
chemotherapy
(including stereotactic
body radiotherapy)

Re-assess after any
reversible elements
improved or further
staging tests

pneumonectomy which should be
avoided where possible). The latest
radiotherapy techniques such as
stereotactic body radiotherapy (SBRT)
that minimise dose to normal lung are
encouraged although research evidence
is not yet mature. Combination
treatment, where fitness allows, is also
encouraged as there is evidence that
outcomes are improved. Adjuvant
chemotherapy after surgery is
recommended if stage is N1 or later or
the primary tumour is ≥4cm diameter.

Chemotherapy
Chemotherapy for non small cell lung
cancer (NSCLC) was not part of the NICE
2011 guideline update as there are several
published technology appraisals: TA162
erlotinib,12 TA181 pemetrexed,13 and TA192
gefitinib.14 This area is likely to change in
the future, but currently platinum
doublets are offered with pemetrexed for
non-squamous tumours (epidermal
growth factor receptor (EGFR) mutation
–ve) and with gemcitabine, docetaxel,
vinorelbine or paclitaxel for squamous
tumours. Patients with non-squamous
EGFR +ve tumours are offered gefitinib.

SMALL CELL LUNG CANCER 
SCLC is an aggressive form of lung
cancer and can progress quickly,
reducing performance status and
making successful treatment less likely.
Thus one of the key recommendations is
to arrange an assessment by a thoracic
oncologist within one week of deciding
to recommend treatment. 

For the minority of patients with
limited stage disease (tumour can be
completely encompassed by a
radiotherapy volume) outcomes can be
remarkably good and so there are
recommendations for concurrent
chemoradiotherapy, where fitness allows.
Surgery should be considered where
tumours are ≤3cm diameter without
nodal disease. 

For all SCLC, prophylactic cranial
irradiation should be given where there is
no disease progression on first-line
treatment and second-line treatment
offered on progression, but there is
doubtful benefit of the latter if there has
been no response to first-line treatment.
NICE TA184 addresses the use of topotecan
for the treatment of relapsed SCLC.15

Endobronchial obstruction
Many patients have large airway
involvement and while this may respond
to chemotherapy and radiotherapy, it
may not, or may relapse, causing
distressing symptoms related to lobar
and pulmonary collapse. While the »
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