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I entered my first patient into a lung cancer clinical
trial in the late 1970s and my career has gradually
become more focused on this common condition
ever since. In the 1980s and 1990s there was a
widespread culture of nihilism in both the profes-
sional and research community about lung cancer.
Medical students (and therefore the GPs that many
of them became) were, if anything, taught only two
things that they carried into their professional life:
firstly, that because smoking was the ‘only’ cause,
it was a self-induced disease and, secondly, the out-
look was so bad with so few effective treatments
that the best advice to patients related to avoiding
the purchase of long playing records rather than
seeing an expert opinion and treatment.

However, over the last 15-20 years there has
been a huge transformation, with an upsurge of
interest in lung cancer; in the quality of care, of the
understanding of its basic biology, of the treatments
available and finally progress in survival rates. The
proportion of patients who survived 5 years from
diagnosis in England between 1991 and 1993 was
5%, but the most recent figures from the Office for
National Statistics show that, for patients diag-
nosed with lung cancer in 2011, 14% of men and
17.5% women will be alive 5 years after diagnosis.
This improvement is largely a result of more and
more patients receiving surgical and other radical
therapies.

There has also been an increasing recognition
of the vital role that primary care plays in the diag-
nosis and support of lung cancer patients, a change
which the PCRS has seen as very important in pro-
moting. Whilst there have been major improvements
in the options for treatment — especially better
surgery, stereotactic radiotherapy, combination
chemo-radiotherapy and the explosion of new sys-
temic therapies in the form of tyrosine kinase

inhibitors and immunotherapy — the overall progno-
sis at a population level remains poor, the major
reason for this being late diagnosis.

Well over 90% of patients with non-small cell
lung cancer diagnosed at stage IA and treated sur-
gically will be alive at 5 years, but by the time the tu-
mour is diagnosed at stage lIA the 5-year survival
rate halves to 46%. In the UK, by the time they reach
specialist care, almost two-thirds of patients will
have stage llIB or IV disease, the 5-year survival rate
for which is around 5%. The proportion of patients
diagnosed at stages | and Il has been increasing in
England in recent years, going from 19.5% in 2012
to 28% in 2017 (data from the National Lung Cancer
Audit), but this remains a lower proportion than that
seen in many other western countries and is likely
to be one of the main reasons why our survival rates
do not compare well at an international level.

Non-small cell lung cancer 5-year survival'
Stage 1A Stage IIA Stage llIB or IV
90% 46% 5%

So, apart from the discovery of some sort of
magic bullet, if earlier diagnosis is the key to improv-
ing our long-term survival rates, what do we need
to do and what part does the primary care commu-
nity (including commissioners) have in improving the
situation? The most important single step is to intro-
duce population-based screening for high-risk
patients using low-dose CT scanning. The evidence
for this is now overwhelming, though at the time of
writing we are still waiting to see the final results of
the European NELSON trial on which the UK’s Na-
tional Screening Committee will base its decision.

Screening, in various guises, is however, already
happening in parts of the UK, with large clinical trials



going on in London and Yorkshire and ‘Targeted Lung Health
Checks’ being funded by NHS England and rolled out in over 10
areas of the country.

Screening alone, however, will not solve all the issues and GPs
(and other members of the primary care community) need to have a
high index of suspicion and low threshold to refer patients. The 2015
NICE guidance on the urgent referral for suspected cancer (NG12,
updated in 2017) is significantly more evidence-based than previous
guidance and sets a threshold for referral at around 5%. The large
majority of lung cancer patents presenting with symptoms will have
an abnormal chest x-ray, so patients identified in that way should be
sent quickly for a chest x-ray and, if abnormal, the pathway to a local
rapid access lung cancer clinic is clear. However, these guidelines
are based heavily on smoking history and around 6,000 people in
England who have never smoked develop lung cancer each year, so
at least doing a chest x-ray in those with suspicious symptoms (par-
ticularly persistent cough) should be considered. The NICE guideline
for ‘Suspected cancer: recognition and referral’ recommends that
patients who are never smokers should be considered for referral if
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they present with two or more symptoms of lung cancer and, of
course, any incidence of unexplained haemoptysis in the over-40s
should be followed up as a priority irrespective of smoking status.

The more difficult issue is how GPs handle what they perceive
as high-risk patients in whom the chest x-ray is normal. My view is
that GPs should have easy access to CT scans in this situation — a
mechanism that applies in many countries in Europe. It is relatively
easy to identify high-risk patients in terms of their being over the age
of 50, smokers or ex-smokers, particularly if they have evidence of
airflow limitation, so | would support a low threshold for doing a CT
scan in patients such as this.

We are living in a time of increasing opportunity for the early di-
agnosis and more effective treatment of this common cancer. GPs
and their colleagues in primary care have a vital role to play in trying
to identify patients as early as possible to ensure that patients have
access to the very best that the specialist lung cancer teams can
offer.
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Lung Cancer Diagnosis in Primary Care -

A GP perspective

Dr Daryl Freeman GP and Associate Clinical Director for Norfolk
Community Heath & Care

With the advent of newer treatments, it has never
been more important to get an earlier diagnosis of
lung cancer.

In primary care, lung cancer is rarely seen — GPs
see an average of one patient per year who is diag-
nosed with lung cancer." It is critical that all health-
care professionals including practice nurses and
allied healthcare professionals working in primary
care have an understanding and awareness of lung
cancer signs and symptoms and also are aware of
high risk groups (eg, smokers/COPD) in whom lung
cancer is more common.

Primary care professionals also need to be
aware of current screening programmes available in
some parts of the country (see Appendix 1 and sup-
port tools available to help in the identification of
high-risk patients and diagnosis of lung cancer).

| personally have seen the effects of late diag-
noses of lung cancer; my father and several of my

‘regular’ patients have contracted and died from the
disease.

The solution to earlier diagnosis inevitably lies in
primary care, as these are patients we may see in
the chronic respiratory disease clinics and when they
develop acute respiratory infections. We need to
address the following:

Maintaining a high index of suspicion in patients

at risk

e Recognising that patients at risk must be inves-
tigated as soon as their symptoms change — a
respiratory infection which is slow to clear, a
cough which is ‘different’, an odd pain in the
chest or lower neck. The older guidelines used
to suggest symptoms for 2-3 weeks; however
this has been removed to allow clinicians to
lower their threshold to arrange an urgent chest
X-ray.



e Recognising that the established red flags, whilst important, are
too often a sign of distant disease and understanding that we
have an important role in helping to identify disease earlier.

e Having prompt access to thoracic CT scans is an important step
in ensuring we have the tools in primary care to identify patients
with earlier disease and ensure prompt onward referral. At the
current time there are no specific recommendations on CT scan
investigations by general practitioners in investigating suspected
lung cancer. The guideline does highlight referral if there are con-
cerns even if the chest x-ray is normal, which fits in with a recent
review of the literature by Bradley et al (2019) which suggests
that 20-23% of lung cancers will not be seen on chest x-ray at
presentation.?

We also need to ensure that everyone in the primary healthcare team

is aware of the NICE guidance and importance of recognising what

may be vague signs in our high-risk patients. Patients attending with

a lower respiratory tract infection may not see the respiratory lead in

the practice as increasingly acute on-the-day problems are often

seen by advanced nurse practitioners, GPs, paramedic practitioners,

clinical pharmacists, etc. Educating all of our workforce is a priority.
| am sure all of us working in the community would support and

welcome an evidence-based national screening programme.

Identifying patients with lung cancer requires a raised
awareness of the signs and symptoms

The National Institute for Health and Care Excellence (NICE) guideline
for ‘Suspected cancer: recognition and referral’® recommends referral
in the instances shown in Table 1.

All patients should be referred to their local lung cancer urgent
referral service using the locally agreed methods of urgent referral to
ensure prompt assessment by the specialist MDT service.

The NICE guidance can be confusing for primary care as there
is one set of symptoms where an urgent chest x-ray is mandatory
and another where a chest x-ray ‘should be considered’.

The key here is recognition of the important symptoms and
prompt access to radiology and onward referral.

Primary care healthcare professionals need support in recognis-
ing the often vague symptoms suggestive of lung cancer (fatigue,
increased breathlessness, loss of appetite) and must be aware of the
access they have to radiology and onward referral pathways to their
local lung cancer service.
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Table 1 NICE recommendations for referral for
patients with suspected lung cancer

assessment)

The guideline recommends urgent referral (without chest
x-ray) for people over the age of 40 years with unexplained
haemoptysis

Patients should be referred for an Patients should be
urgent chest x-ray (to be performed considered for urgent
within 2 weeks) if... referral for chest x-ray
(within 2 weeks)
e Aged40and | ¢ Have ever e Aged 40 and over
over smoked
v * Present with any of
e Present with e Aged 40 and the following red
2 or more over flag symptoms
unexplained * Present with e Persistent or
comimon 1 or more recurrent chest
t
R unexplained infection
e Cough common . .
. symptoms ¢ Finger clubbing
e Fatigue )
« Cough e Supraclavicular
e Shortness of lymphadenopathy or
breath e Fatigue persistent cervical
lymphadenopath
e Chest pain e Shortness of ymp pathy
. breath e Chest signs
* Weightloss e Chest pain consistent with lung
e Appetite loss P cancer
* Weight loss ¢ Thrombocytosis
e Appetite loss

Clinicians who may not be respiratory experts in the practice are
often the first contact clinicians: they may be advanced nurse prac-
titioners, paramedic practitioners or clinical pharmacists, so raising
awareness of the red flag signs in this group of clinicians is key to
earlier diagnosis.
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Multi-agency support for early x:
diagnosis of lung cancer
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Dr Kathryn Whitmore Early Diagnosis Officer m
(Cancer Outcomes), Policy and Information,

Cancer Research UK

Cancer Research UK’s determination to help improve the picture for lung cancer is reflected in our
research strategy, which highlights lung cancer as a disease of unmet need, and in our policy and
information activity across prevention, early diagnosis and treatment, because reducing the burden of

lung cancer and improving the outlook for patients requires action on a range of fronts.

From a research perspective, a major investment
has been made in the TRACERXx Lung Study, which
is using cutting edge methods to collect compre-
hensive clinical and genomic data on hundreds of
patients diagnosed with non-small lung cancer,
from the point of diagnosis and throughout their
treatment. The study aims to generate more under-
standing about the biology of lung cancer and how
it can change, and to pave the way for more tar-
geted treatments in the future (see https://science-
blog.cancerresearchuk.org/2019/03/20/the-immun

e-system-preys-on-growing-lung-cancers-forcing-
them-to-evolve-to-survive/).

In terms of prevention, tobacco exposure re-
mains the single biggest risk factor for lung cancer,
and our efforts to influence Government to achieve
a smoke-free future and investment in evidence-
based smoking cessation services continues. We
have also developed some guidance on very brief
advice for smoking cessation for GPs and others
working in primary care, and our network of facilita-
tors can offer training on this too. While efforts to
reduce the damage caused by tobacco are crucial,
it is also important to remember that there are thou-
sands of patients diagnosed with lung cancer each
year who have never smoked, and research efforts
to understand much more about this are needed.
For further information, see https://www.cancerre-
searchuk.org/health-professional/awareness-and-
prevention/smoking-cessation

When it comes to early diagnosis, there has
been a lot of interest over the years in exploring the
potential of doing low-dose CT scans in people
identified as being at increased risk. A major Euro-
pean trial (NELSON) presented results showing a

reduction in lung cancer mortality in those who had
had the scans, and a peer-reviewed publication of
this study is eagerly awaited so that it can feed into
formal decision-making processes in the UK. In the
meantime, the NHS in England has launched the
lung health check programme, which involves lung
screening projects in 10 cancer alliances. It is vital
that these projects are well supported and con-
ducted to a high standard, with robust evaluation
and opportunities for research (see https://science-
blog.cancerresearchuk.org/2018/12/04/lung-can-
cer-screening-part-1-the-benefits-and-harms-accor
ding-to-clinical-trials/).

It is important to remember that, even if a deci-
sion to roll out lung health checks/lung screening is
made in the UK, not everyone will be eligible for the
lung health check, and not everyone who has a lung
health check will reach the risk threshold for a low-
dose CT scan. So it is important that both the public
and health professionals remain alert to the possi-
bility of lung cancer.

All four nations of the UK have delivered at least
one national public awareness campaign focused
on lung cancer, but there has been much variation
in how often these have run and what sort of invest-
ment they have had available. Sustained public
awareness targeted to those most in need and
complemented by information and support for
primary care is an important part of our efforts to
improve outcomes.

Once patients have been diagnosed with lung
cancer, access to optimal treatment is key. Audits
pointing to unwarranted variation have been impor-
tant for driving change, but there is more to be done.
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Macmillan Cancer Support

MACMILLAN
CANCER SUPPORT

Sophia Nicola Primary Care Advisor,
Macmillan Cancer Support

Macmillan recognises the vital role that primary care professionals play in diagnosing lung cancer
early. With this in mind, Macmillan has worked with our 200-strong primary care community across
the UK to develop a wealth of tools and resources to support primary care professionals in this
area. As local primary care cancer leads, our Macmillan GPs regularly deliver education and train-
ing to colleagues within primary care which extends to emerging roles such as social prescribers.

GPs are vital to the early diagnosis of cancer; how-
ever, recognising the signs and symptoms of lung
cancer can be difficult, particularly as the average
GP may only see one new case of lung cancer a
year.! To support with this, Macmillan has developed
a NICE endorsed summary of the NG12 guidance
for ‘Suspected cancer: recognition and referral’.
Our Rapid Referral Guidelines (https://www.macmil-
lan.org.uk/_images/rapid-referral-toolkit-desktop-
2019_tcm9-354239.pdf) can be accessed online
or can be ordered as a hard copy for free from
Be.Macmillan (https://be.macmillan.org.uk/be/p-
23666-rapid-referral-guidelines.aspx) and includes
accompanying notes with supporting guidance de-
veloped by GPs for GPs.

Building on the work of Professors Julia Hippis-
ley-Cox and Willie Hamilton, Macmillan has also
worked with the main GP [T providers to integrate a
Cancer Decision Support (CDS) tool into each of the
main GP [T systems, with lung cancer being one of
the sites included in this tool. The CDS tool uses
evidence-based algorithms (QCancer and eRAT) to
identify patients who may be at a low risk — but not
no risk — of cancer. Through the use of an alert and
symptom checker function, this integrated tool
encourages primary care professionals to ‘think can-
cer’ in patients with a positive predictive value risk
of 2% or more as identified by the tool. Further
information on the CDS tool can be accessed from
https://www.macmillan.org.uk/about-us/health-pro-
fessionals/programmes-and-services/prevention-
early-diagnosis-programme/cancer-decision-suppo
rt-tool.html.

There is no national screening programme for
lung cancer, but there is increasing evidence that tar-

geting health checks at high-risk individuals can lead
to more cancers being diagnosed at an earlier stage.
A pilot in Manchester funded by Macmillan carried
out 2,500 checks with those at highest risk receiving
low-dose CT scans. Of these, 42 cancers were
diagnosed, with the majority (80%) being early stage
and 90% being offered potentially curative treat-
ment.2 NHS England are now running further pilots,
with primary care being an essential partner in iden-
tifying those at risk.

Emerging treatments for lung cancer provide
another vital role for primary care professionals
in supporting patients through treatment and
managing potential consequences. Oncological
immunotherapy harnesses a person’s own immune
system to target malignant cells. Either alone or
in combination with conventional treatments,
immunotherapy can significantly improve patient
outcomes with non-small cell lung cancer along with
other cancers. These therapies are often better tol-
erated than conventional treatments with a different
toxicity profile. It is important in primary care for us
to be aware of these newer treatments that our
patients may be receiving and the potential
improved outcomes, and also the different side
effects they produce. These are highlighted in a
produced by Macmillan and UKONS
(https://www.macmillan.org.uk/_images/oncology-
treatment-toxicity-risk-assesment-tool_tcm9-
317392.pdf).

tool
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Roy Castle Lung Cancer
Foundation - Saving ‘Bills’

Paula Chadwick Chief Executive

ROY CASTLE
LUNG CANCER

FOUNDATION

| remember when we first met Bill Simpson, one of the people whose lung cancer was detected
early through our lung health check in Nottingham, he said something that still echoes in my ears:
“If  hadn’t gone for that scan, | could have been dead in a year’s time.”

It's a statement that still gives me goose bumps, the
bluntness of it, and yet this has been the reality
for lung cancer; people living unbeknown with the
disease, the tumour growing undetected until there
is nothing that can be done.

But now, with the roll-out of targeted lung health
checks at 10 sites across England, there are going
to be more people like Bill. More people for whom
something can be done. More people whose lives
can be saved.

That is the possibility that lung health checks
bring and, we believe, if implemented properly, it will
have a major impact on lung cancer survival rates
and improve quality of life, as well as providing
further evidence to support a national screening
programme.

As a leading UK lung cancer charity, we are
pleased to be working with NHS England and the
10 pilot sites. Using our extensive experience in
community engagement, as well as learning gleaned
from our own lung health check in Nottingham, we
can provide marketing and community engagement
support to overcome some of the potential hurdles
that lie ahead.

Speaking with the pilot sites, similar problems
continue to arise: diverse populations, language
barriers, workforce and a general fear of lung cancer.

This nihilistic perception is something we have
encountered many times, and one we addressed as
part of our lung cancer awareness month campaign
last year, the assets of which, including an innovative
VR experience, now form part of our community
engagement toolkit.

The Face your Fear campaign was driven by
stories of people who had either benefited from an
early diagnosis or were living well with incurable lung
cancer. This is something we are aiming to replicate
for all the sites; local champions who have been
where the target audience are, experienced the
same apprehension and anxiety, but faced their fear
and have come out the other side.

Peer-to-peer encouragement can be much
more powerful and persuasive than primary care or
a charity explaining the benefits of attending. It could
be a particularly crucial tool for areas who are facing
a ‘mistrust’ of screening.

That said, primary care has a huge role to play
in making these health checks a success, and we
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Summary

Appendix

Know the symptoms and

Face Your Fear

are producing specific literature to assist GPs, nurses and support
staff in answering the common questions that could discourage
people from attending.

Because, ultimately, we need to come together to make these
pilot programmes as successful as possible. Then we have further
evidence to push for a national screening programme. We have the

evidence we need to save even more Bills.

https://www.roycastle.org/

Identifying lung cancer early is the only way we, as primary healthcare professionals, can start to
improve the hitherto terrible 5-year survival rates from this disease.

Maintaining a high index of suspicion alongside a
knowledge of the NICE guidance for the identifi-
cation and diagnosis of lung cancer is the optimal
way forward, and primary care networks should
ensure that the new tools mentioned above are
advertised and integrated into daily clinical
practice.

What to be aware of in respiratory
reviews - having a high index of
suspicion

e Smoking status

® Increasing shortness of breath

e A cough which is ‘different’

* Increased fatigue or malaise

¢ Respiratory infections which require more
than one course of antibiotics

e An ‘odd’ pain in the chest

e Asudden change in lung function
e They just ‘lookill’

e Finger clubbing

e Supraclavicular/cervical lymphadenopathy

Healthcare professionals who see patients with
respiratory disease on a regular basis (whether
in routine chronic clinics or as first contact
clinicians) should be directed to these tools and
encouraged to act as champions within their
own healthcare setting, increasing awareness
of the tools and other means of identifying
patients with lung cancer earlier.

Audit suggestions

e Patients seen for respiratory infections in
whom more than one antibiotic required

e Smokers over 40 years of age with
recorded visit for cough and known
recent weight loss

e Review of all diagnoses made in the last

12 months in a practice

o How many times had the patients
been seen by a member of the
primary healthcare team before
referral/chest x-ray was performed

o How many patients were diagnosed
at stage |

o How many patients were seen by the
lung cancer MDT within 2 weeks of

Lung Health Check Screening Programme Areas

e Blackburn with e Doncaster
Darwen e Halton
e  Blackpool e Hull
e Corby e Knowsley
e Luton

referral
Mansfield and e Southampton
Ashfield e Thameside &
Newcastle Glossop
Gateshead e Thurrock

North Kirklees

There are also other independently funded programmes in other parts of the UK including Nottingham,

Leeds, Manchester and London.



