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Background 

• There are more than 39,000 new cases of lung cancer 
 in the UK each year  

 

• Only about 5.5% of lung cancers are currently cured  

 

• About 90% of lung cancers are caused by smoking 
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Urgent referral for a chest x-ray 

• haemoptysis  
 
unexplained persistent (lasting more than three weeks) 
 
• Cough 
• chest and/or shoulder pain 
• dyspnoea 
• weight loss 
• chest signs 
• hoarseness 
• finger clubbing 
• features suggestive of metastasis from a lung cancer 
• cervical/supraclavicular lymphadenopathy 



• If a chest X-ray or CT scan suggests lung 
cancer (or is normal but lung cancer is still 
suspected), urgently refer the patient to a 
member of the lung cancer MDT (usually the 
chest physician 

 

• Refer while awaiting CXR 

▫ persistent haemoptysis smokers/ex over 40 

▫ signs SVCO 

▫ stridor 
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MDT (April 2010 – March 2011) 

 

Number of patients discussed at MDT 
223 

 

Total Number of lung cancer patients discussed at MDT 
 

197 



Gender Profile of Lung Cancer Patients Diagnosed 2010-11
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Age Profile of Lung Cancer Patients Treated 2010-11

0

10

20

30

40

50

60

70

Over 80 71-80 61-70 51-60 41-50 31-40 30 or

under

N
o

 o
f 

p
a
ti

e
n

ts



Diagnosis and staging 

 

• Offer all patients with known or suspected lung cancer a contrast-
enhanced chest CT scan 

 

• Chest CT should be performed before any biopsy procedure 

 

• Choose investigations that give the most information with least risk to 
the patient (Histology and Staging) 



Diagnosis and staging- 

sequence of investigations 
• Biopsy enlarged mediastinal nodes or other lesions in preference to the 

primary lesion if determination of stage affects treatment 

 

• Offer PET-CT, or EBUS-guided TBNA, or EUS-guided FNA, or non-
ultrasound-guided TBNA after CT showing an intermediate probability of 
mediastinal malignancy for patients potentially suitable for treatment with 
curative intent 

 

• Confirm negative results obtained by other tests by surgical staging if 
clinical suspicion remains high 

 



Peripheral primary  
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http://radiology.rsna.org/content/216/1/93/F4.small.gif


Central Primary Tumour  

 

 



Mediastinal Lymph Node 

Assessment 
• 1. PET-CT  

 

• 2. Bronchoscopy and TBNA 

 

• 3. EBUS-guided TBNA or EUS-guided FNA 

 

• 4. Mediastinoscopy 

 

 



1. PET CT 

• Is patient candidate for surgery? 

• Radical radiotherapy? 

• Radical combination therapy? 

• Limited N2 or 3 disease  (1-2 stations) 
unconfirmed pathologically and is fit for 
surgery? 



PET-CT 

• Up to 18% of patients considered resectable  on 
CT are upstaged by PET-CT 

 



PET Scans 

• Malignant cells increased metabolic rate, 
therefore take up more glucose 

• PET imaging uses the isotope fluorine-18 bound 
to a glucose analog to make fluorodeoxyglucose 
(FDG) 

• Give the isotope FDG and malignant cells will 
take up more of it 

 



PET & PET-CT:  Nodal Staging 

Why use fused images? 
• PET has poor spatial resolution (5mm) 

 Tumour extent and individual node groups poorly assessed 

 CT required for anatomic correlation 

• Combined PET-CT 
 ‘Fused’ images 

 Improved detection of nodal disease 

 Better delineation of metastatic disease 

 

 29 patients with nodal disease 

 Accuracy of PET-CT was  93% 

 CT alone   63% 

 PET alone   89% 
 Antoch et al., Radiology 229:526-533, 2003. 

 





PET & PET-CT : Brain Metastases 

• Normal brain has high glucose uptake, 

potentially masking metastases 

 

• Reported low sensitivity (68%).   

 

• Use CT with contrast or MRI. 



PET 

• False positives : other metabolically active 
conditions that produce nodules eg; granulomas 
or inflam lesions 

 

• False negatives: small tumours, those with low 
metabolic rates (carcinoid and broncho –
alveolar cell), high serum glucose levels (will 
compete for uptake into cells with FDG) 



2. Bronchoscopy and TBNA 
• Very safe (complication rate 0.3%)1 

• Good results in some hands 

• Can be done with minimal extra 
investment 

• Increases yield of routine diagnostic 
bronchoscopy 

1. Holty JE, Kuschner WG, Gould MK.  Thorax 2005;60:949-955 

 



What it’s for 
• Sampling peritracheobronchial lymph nodes 

and masses 

• Submucosal tumour 

• Necrotic tumours 



What it’s not  for 

• Ruling out lymph node metastases in 
potentially operable lung cancer 







Accessible lymph nodes 

• 2R and 2L (very difficult) 

• 4R and 4L 

• 7, 8 

• 10 and 11 R and L 







EBUS 

• Using ultrasound to visualise mediastinal lymph 
node stations 

 

• Real time node sampling 

 

 







3. EBUS  

The positives.... 
• Outpatient procedure 

• No GA (midazolam / fentanyl) 

• Majority of mediastinum can be accessed by a 
minimally invasive technique 

• Low complication rate 

• Samples in real time 

 



EBUS  

The Negatives 
• Can’t take a whole node, could miss the cancer 

 

• Stations 5,6,8,9 can’t sample 

 

• Sample the nodes that would give the highest 
stage first 

 

 



4. Mediastinoscopy 

• Confirm negative results from other tests by 
surgical staging if clinical suspicion still high 



Ultrasound and FNA neck nodes 

 

 

• 1. Staging information 

 

• 2. Minimally invasive 

 

• 3. Anticoagulation 

 

• 4. X ray or OP 



Histology 



Chart illustrates the descriptors from the 7th edition of the TNM staging system for lung 

cancer. 

UyBico S J et al. Radiographics 2010;30:1163-1181 

©2010 by Radiological Society of North America 



Treatment - smoking cessation 

• Advise patients to stop smoking as soon as the diagnosis of lung 
cancer is suspected 

 

• Offer nicotine replacement therapy and other therapies 

 

• Do not postpone surgery to allow patients to stop smoking, but do 
inform them that smoking increases the risk of pulmonary 
complications after lung cancer surgery  



NSCLC - selection of patients  

for treatment with curative intent 

• Performance Status 

 

• Lung Function – FEV1 and a transfer factor 

 

• Cardiovascular function (CPET) 

 

• Consider using a risk score to estimate the risk of perioperative death 

 

 

 

 

 



Treatment with curative intent for patients with 

NSCLC 
 

 

•Input from thoracic surgeon and oncologist (MDT) 

 

•If suitable, offer patients a lobectomy as the treatment of first 
choice (VATS) 

 

•Consider radiotherapy with curative intent for patients with stage I, 
II or III NSCLC and good performance status 

 

•Offer the CHART regimen to patients with: 

•stage I or II NSCLC who are medically inoperable  

•stage IIIA or IIIB NSCLC who cannot or do not wish to have 
chemoradiotherapy  

 

 

 

 

 



EGFR mutation 

• Gefitinib (Iressa) is a selective inhibitor of 
epidermal growth factor receptor tyrosine kinase 
(EGFR-TK) which blocks the signal pathways 
involved in cell proliferation.  

 

• By blocking EGFR-TK, gefitinib helps to slow the 
growth and spread of the cancer  

 

• First line chemo in adenoCa expressing the 
mutation 



Treatment for patients with SCLC 
 

• Patients with SCLC should be assessed by a thoracic oncologist within 1 week 
of deciding to treat 

 

• Offer patients with limited-stage disease, cisplatin-based chemotherapy with: 

▫ concurrent radiotherapy if they are fit and their disease is encompassed in 
a radical radiotherapy volume, or 

▫ sequential radiotherapy if they are unfit for concurrent chemoradiotherapy 
but respond to chemotherapy 

 

• Consider surgery for patients with early-stage disease 

 

• Offer patients with extensive-stage disease platinum-based combination 
chemotherapy 

 

 





Palliative interventions  

and care 
•Supportive and palliative care should be provided by general 
and specialist palliative care providers and patients who may 
benefit from specialist palliative care should be referred without 
delay 

 

•Palliative radiotherapy and other treatments should be given as 
necessary 

 

•Patients with endobronchial obstruction should have rapid 
access to a team capable of providing interventional 
endobronchial treatments  

•   



Pleural disease and effusions 

• 1. Thoracic ultrasound 

 

• 2. Medical thoracoscopy 

 

• 3. Pleurx 



 



Endoscopic features of Malignant Mesotheliomas 

ΨDw!t9-[LY9Ψ  ASPECT 

PLEURAL THICKENING NODULES 









Trapped lung 



 

Indwelling pleural catheters ς 2 on market (Pleurx and Rocket)  





Trial PI NCRN 

endorsed 

trial 

ASWCS 

SSG trial 

Date 

started 

Total 

patients 

to date 

Estimated 

target total* 

Estimated end 

of recruitment 

Comments 

ET 

A multicentre, randomised, phase III trial of 

platinum-based chemotherapy versus non-

platinum chemotherapy, after ERCC1 

stratification, in patients with 

advanced/metastatic non-small cell lung 

cancer 

PJ Yes No Pending 

 

N/A 

 

4 per  month 

Approved , teleconf 

completed , awaiting 

site initiation 

 

FRAGMATIC 

A randomised phase III clinical trial 

investigating the effect of FRAGMin Added to 

standard Therapy In patients with lung 

Cancer 

PJ Yes Yes 

 

21 

 

36  

(18 per year) 

Recruitment ongoing 

Endorsement agreed  

SWAMP 

A prospective observational study examining 

the value of Integrated PET-CT, Dynamic 

MRI, Serum markers and Tissue Gene 

Expression studies in predicting the 

response of malignant pleural mesothelioma 

to chemotherapy with  

Pemetrexed and Cisplatin or Carboplatin 

PJ No No 

 

2 

Unknown Unknown 

Recruitment ongoing 

T- 

Collection and storage of tumour and blood 

samples from participants with lung cancer in 

the FRAGMATIC trial 

PJ Yes No 

 

1 

18 per year 

Awaiting recruitment 

TIME1 

The First Therapeutic Intervention in 

Malignant Effusion trial (TIME1),  A 2x2 

factorial trial to assess whether non-sterodial 

anti-inflammatory analgesics and small bore 

chest tubes are less painful than opiate 

analgesics and a large bore chest tubes in 

pleurodesis for malignant pleural effusion. 

JP Yes No 

 

54 

 

20 per year 

Recruitment ongoing 

TIME3 

Adjuvant Urokinase in the treatment of 

malignant pleural effusion 

JP Yes No 

 

1 

 

3 per year 

 

Unknown Recruitment ongoing 


