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These lines of enquiry aim to
identify some key aspects that
reflect the quality of local lung
cancer services. The indicators
chosen are taken from the
National Lung Cancer Audit
(using the English LUCADA
database as the source of data).
We have chosen indicators that
are more of process than direct
outcomes at this stage since they
are amongst the most robust of
the data that we have. Data is
provided from the National Lung
Cancer Audit 2011(patients who
were first seen for their lung
cancer in 2010). This Report is
available on the NHS Information
Centre website: www.ic.nhs.uk.
In 2010, all trusts and Cancer
Networks in England involved
in the diagnosis and treatment
of lung cancer participated in
the NLCA. The audit collected
data on 38,057 patients in Great
Britain and Northern Ireland
for the audit period (30,566 for
England alone), representing
approximately 93 per cent of the
expected number of new lung
cancer cases, which is thought
to represent almost all cases
of lung cancer presenting to
secondary care.
NB: Please note the indicators
for 2012 – 2013 remain the
same as those for the previous
year, pending the possible
future development of Service
Profiles and integration of
Clinical Lines of Enquiry.
However, the 2012 – 2013 data
additionally include indications
of Case-Mix adjustments.
Please see Appendix A for
further explanation and
guidance on interpretation of
the Case-Mix adjusted data.
1.The percentage of expected
cases on whom data is
collected
This refers to data collected

for the National Lung Cancer
Audit (NLCA) for patients first
seen in 2010. The ‘expected’
case number has been derived
from historical cancer registry
data on local incidence which
has then been discussed with
individual trusts and networks in
order to arrive at denominators
that reflect, as accurately as we
are able, the expected number
of cases of lung cancer and
mesothelioma in those areas
per year. In order to allow for the
ongoing monitoring of activity
performance and outcomes
regular data collection with a
high level of completeness is
an essential pre-requisite. We
have chosen not to use the
completeness of particular data
fields at this stage, simply the
proportion of the population
on which any data is collected.
Since such ‘expected’ numbers
will never be entirely accurate
and will fluctuate year on year,
we would expect to see all trusts
exceeding 80% of their expected
populations.
2. The % histological
confirmation rate
The only certain way to make
a diagnosis of lung cancer
or mesothelioma is to obtain
a tissue sample (biopsy or
cytology). However, a proportion
of patients with these cancers are
too unfit for any kind of invasive
biopsy procedures and thus
would also be unfit for any form
of radical therapy. Thus it is not
uncommon for an MDT to decide
that it is not in the patient’s best
interest to pursue this and to
make the diagnosis on ‘clinical’
(usually CT-based) grounds
alone. There is no internationally
agreed ‘benchmark’ for this
Histological Confirmation Rate
(HCR) (indeed many countries
only report on cases which are
biopsy proven) but it is clear
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that the UK falls well below
international levels and that there
is wide variation within the UK.
Histological confirmation rates
are 80% or above in the majority
of the larger specialist centres in
the UK, teams whose HCR falls
below the National average rate
of 76% should seriously look at
their diagnostic practices.
3. The percentage having
active treatment
This refers to the percentage
of all cases who have received
either surgery, radiotherapy,
chemotherapy or a combination
of these treatments. It does
not include those patients
only receiving palliative or
supportive care. Again, there is
no international standard with
which to establish a benchmark,
but we know that the mean figure
of 58% for the UK in 2010 is low
compared to many countries
and that there is wide variation
within the UK. Many of the major
centres are achieving rates of
75 – 80%, and these data are
not changed to any significant
extent by case mix adjustment.
Certainly all trusts and networks
with active treatment rates below
the national average of 58%
should review both their practice
and ensure that treatment data is
being reliably collected.
4. The percentage undergoing
surgical resection (all cases
excluding Mesothelioma &
confirmed Small Cell Lung
Cancer)
Surgical resection provides the
only realistic method of securing
long term survival for the vast
majority of lung cancer patients.
The UK rate of 13.7% is well
below almost all internationally
reported rates and there are
huge variations in rates across
the UK. Case-mix adjusted data

Clinical Lines of Enquiry - Lung Briefing Sheet

shows that local differences in
factors such as age, performance
status, stage and deprivation
index, do not explain the bulk
of the variation in resection
rate. Many large centres are
achieving resection rates in the
upper teens or above and there
is evidence that the arrival of a
specialist thoracic surgeon in
a centre with a low rate often
results in a dramatic rise in the
proportion being operated upon.
MDTs with resection rates below
the national average should
review their criteria for fitness for
surgery and ensure that all those
patients with early stage disease
who are deemed medically
inoperable have been reviewed
by a specialist thoracic surgeon.

staging and treatment
decisions. In many cases the
actual treatment (particularly
surgery and radiotherapy)
takes place at another
trust, often a major cancer
centre. The way the data are
presented here do not allow
for the reliable assessment of
the activity or performance of
specialist treatment centres
in terms of the outcomes of
the entire patient population
that is referred to them for
treatment. Such analyses are
being undertaken and will be
presented in the future.

5. The percentage of small
cell cancer patients receiving
chemotherapy
Small cell lung cancer comprises
around 10% of all lung cancers
in England and is usually very
responsive to chemotherapy.
Although in the majority of cases
the disease has metastasised at
the time of diagnosis, significant
improvements in symptoms,
quality of life and medium-term
survival can be achieved with
chemotherapy (often combined
with radiotherapy). A proportion
of patients will either be too unfit
for such treatment or will refuse
it, but many centres in the UK
are achieving chemotherapy
rates of around 80%, whereas
the national average is only
65% with many units falling well
below this level. We believe that
around 80% of SCLC patients
should be fit for chemotherapy
in the UK population and, at the
very least, units whose treatment
rates are below the national
average should be systematically
reviewing their practice.
NB: The data in the annual
report and in the on-line
case-mix adjusted tables, is
presented by ‘place first seen’.
This is usually the trust where
the MDT is sited and which
makes the initial diagnostic,
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APPENDIX A
Case-mix explanatory notes
To broadly compare outcome measures (e.g. patients receiving active treatment) in a specific network/trust
with the whole LUCADA population for England and Wales, numbers and proportions have been presented
at network and trust level which can be directly compared to the relative numbers and proportions for
England and Wales overall.
For certain binary outcome measures, odds ratios have additionally been calculated which enable
comparisons to be made after adjusting for certain important factors, namely age, sex, socioeconomic
status, cancer stage and performance status as specified below*.
If we take the example of the number of patients in a network that have active treatment the unadjusted
odds ratio is the odds of active treatment in the specified network relative to the odds of active treatment in
the whole LUCADA population. [NB. Odds=Having Active treatment/Not having active treatment].
In the table, Network A has 1,081 cases - 649 with active treatment and 432 without active treatment. In
the whole LUCADA population of 32,347 cases there are 18,878 cases with active treatment and 13,469
without active treatment.

Had active
treatment

No active
treatment

Unadjusted Odds
Ratio

Adjusted Odds Ratio*
(95%CI)

Whole LUCADA
population cases

18,878

13,469

reference

reference

Network A cases

649

432

1.07

1.12 (0.96-1.38)

The unadjusted odds ratio for active treatment for Network A compared with the whole LUCADA population
is therefore 1.07 which is equal to (649/432)/(18878/13469). This can thus be calculated by hand using the
data presented.
After statistically adjusting the odds ratio for the specified factors*, however, it is 1.12 with a 95%
confidence interval of 0.96-1.38. If the confidence interval includes 1.00, this means that we are reasonably
confident that there is no statistically significant difference (at the 95% level) in active treatment between
Network A and the whole LUCADA population.
The unadjusted and adjusted odds ratios above were fairly similar. Where there are larger differences,
this broadly means that the distributions of the covariates (age, sex, stage, PS, and socioeconomic status
(Townsend quintile)) in the Network are more different from the distributions across the whole LUCADA
population (e.g. they may have a generally older population).
The odds ratios provided should be considered as only a broad guide of a network or trust’s placement. It is
always just as important to look at the raw numbers and proportions.
*Unless otherwise specified, co-variables in adjusted analyses are:

•
•
•
•
•

Age in 3 groups: <65, 65-80, >80
Sex as binary: M, F
Socioeconomic status (Townsend index quintile) in 6 groups: quintiles of Townsend score,
missing Townsend
Stage in 6 groups: <=II, IIIA, IIIB, >=IV/SCLC-extensive, SCLC-limited, missing/unknown/
uncertain
Performance status in 4 groups: 0-1, 2, 3-4, missing
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