
3PRIMARY CARE RESPIRATORY JOURNAL
www.thepcrj.org

Editorials

Lung cancer is one of the commonest cancers in the UK, with
39,000 new cases diagnosed each year – 1 in 7 of all cancers. It
causes 35,000 deaths annually,1 more than breast and prostate
cancer combined. Globally, large increases will occur in
developing countries such as China due to increased smoking
prevalence. Traditionally men have been more frequently affected
than women; however, in the last five years a decline in incidence
in males has been observed, whereas incidence rates in women
are increasing so that lung cancer has now overtaken breast
cancer as a cause of death in women.           

Overall, lung cancer has a very poor prognosis which sadly has
improved relatively little in the last 40 years. Only 21% of patients are
alive after one year and at five years a mere 9% are still surviving.2

Survival in the UK is three percentage points lower than the European
average and seven to 10 points lower than the USA. It has been
estimated that 3,500 lives could be saved each year if UK survival rates
were improved to be the best in Europe.3 Recent research has shown
that 39% of lung cancer patients first present as an emergency
admission to hospital and that these patients have a significantly
worse prognosis.4

There is also evidence of wide variation in the management and
outcomes of patients with lung cancer within the UK itself.5 The UK

National Lung Cancer Audit has shown that the proportion of patients
undergoing surgical treatment varies by a factor of about four
between various hospital multi-disciplinary teams (MDTs) throughout
the UK, and that most of this variation is not explained by case mix
variables. 

Studies looking for explanations as to why UK survival figures for
lung cancer are so poor have identified a number of contributory
causes. One of the main problems is that the vast majority of patients
do not present to specialist care until their disease has advanced to a
stage when it is essentially incurable. One study comparing excess
deaths between England, Norway and Sweden, demonstrated that
England had a higher proportion of excess deaths at five years in all
age groups but that the large percentage of these excess deaths could
be explained by deaths within three months of diagnosis.6 Since there
are no screening programmes in any of the three countries, the
implication has to be that patients with symptomatic lung cancer are
getting treatment earlier in Scandinavia. The public are poorly
informed about lung cancer symptoms7 and seem to have little idea
of the scale of risk of lung cancer from smoking. In a recent Scottish
study, the median time from the earliest reported symptom to
consultation was 99 days,8 and a questionnaire revealed that 75% of
participants had unrecognised symptoms of lung cancer. The presence
of COPD, which increases the risk of lung cancer up to five times,9

often delays diagnosis. Estimates suggest that the causes for delay
between first symptom and presentation to specialist care can be split
equally between patient-related and primary care-related issues.10

In order to increase public awareness about lung cancer, the UK
Department of Health funded a pilot, high profile media campaign in
the Midlands region of England for a 5-week period in October and
November 2011. This used the brand ‘Be Clear on Cancer’, and
encouraged people over 50 with a persistent cough, the commonest
symptom of lung cancer, to seek advice from their general practitioner
(GP). A national campaign followed in the summer of 2012 and the
results of these initiatives are awaited with interest.

In a further attempt to address these problems, a team of lung
cancer experts from primary and secondary care, representing the UK
Lung Cancer Coalition, has just published a new report in order to
define the “Dream Multidisciplinary Team for lung cancer”.11 This
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“Dream MDT” report highlights how primary care physicians can play
a vital role in the early diagnosis, referral and continuing care of lung
cancer patients. The report is intended to act as an aspirational
standard and as a focus for discussion, thereby helping deliver high
quality lung cancer care for all patients and (hopefully) improving
survival rates. Its aim is to describe the standard of care that we would
all want for ourselves or our families. 

Recommendations from the “Dream MDT” report that relate
specifically to primary care include:
• GPs could be better linked-in to the MDT, given that they are an

important point of contact and information for patients and carers 
• GPs should receive sufficient information from the hospital to

determine what has and has not been discussed with the patient
and carers, particularly treatments and prognosis. They will then
be more able to have meaningful discussions with patients and
carers 

• More time in consultations and copying patients into
correspondence would also be a worthwhile change to practice

• Reports of all chest x-rays and CT scans – where the possibility of
a diagnosis of lung cancer is raised – should be sent urgently both
to the referring clinician and to the lung cancer team, or should
automatically trigger a referral 

• Where the chest x-ray is suspicious of a lung tumour, a contrast-
enhanced CT scan of the chest, neck and upper abdomen should
be carried out and be available at the first clinic visit

• The interval between GP referral to first attendance in the
specialist clinic should be as short as possible – ideally no more
than a week 

• Patients should be told why they are being referred and be given
access to a clinical nurse specialist from the time of referral.11

Although a common cancer, most GPs will see only one to two
new cases of lung cancer a year. The symptoms are similar to many
other more common diseases.  Making a diagnosis is often not easy.
When symptoms such as haemoptysis occur there is often rapid
referral, but more non-specific symptoms of fatigue and weight loss
may not always alert to the possibility of lung cancer. The NICE 2011
lung cancer guideline update strongly supports the need for a prompt
chest x-ray with any symptoms suggesting lung cancer which have
persisted for more than three weeks.12 A chest x-ray will show
abnormalities in over 90% of patients with lung cancer but it is
important to remember that a normal x-ray does not exclude a
diagnosis of lung cancer and that if there is a high index of clinical
suspicion the patient should be referred quickly to the local chest
physician. It is also good practice to perform a chest x-ray on newly
diagnosed COPD patients, since there is much overlap in smoking
pathogenesis and symptoms. The recently published UK NICE Quality
Standards stress the importance of rapid referral for people reporting
one or more symptoms of lung cancer and emphasise the importance
of a multidisciplinary team approach to optimal care.13

The “Dream MDT” report also discusses GPs’ access to other
diagnostic tools such as computed tomography (CT) scanning and
suggests that this should be made easier. This may be an area that
local UK Clinical Commissioning Groups (CCGs) might negotiate if felt
desirable. Another important aspect of good general practice is the

‘significant’ or ‘serious event’ review process, whereby primary care
teams hold regular case discussions on newly diagnosed cancers,
particularly if the symptoms were unusual or where the patient had
first presented to hospital as an emergency.

It is clear that GPs and the wider primary care team have a vital
role to play in the earlier diagnosis of lung cancer and in the support
of patients and their families after diagnosis. Ultimately, there needs
to be better communication and interface between primary and
secondary care. Lung cancer patients deserve it, and GPs should
demand it. 
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