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Foreword

These are exciting times in lung cancer, with the development of a number of novel therapies that may
revolutionise treatment paradigms for the future. However, we should not lose sight of the fact that
thousands of lives could be saved if the standard of lung cancer care across the country achieved that of
the best-performing hospitals.

In December 2014, the Royal College of Physicians (RCP) was awarded the new contract to deliver the
National Lung Cancer Audit (NLCA) in England and Wales for the next 3-5 years. Working in partnership
with our key stakeholder organisations, we are determined to work together with lung cancer teams to
maintain excellent levels of engagement and to go even further to improve outcomes for patients.

| am delighted that we have been able to produce a report relating to patients seen in 2014, but | am
very aware that our first report is transitional in nature. Lung cancer teams and our partners at the
National Cancer Registration Service (NCRS) and the University of Nottingham have worked incredibly
hard to submit and analyse the data. It is testament to this hard work that we have near-complete
population coverage again this year. While there may have been a slight dip in data quality, this dataset
remains one of the most complete cancer datasets in the world. However, there is no room for
complacency. From the beginning of 2015, all lung cancer audit data in England will come to us via a
brand new route — the Cancer Outcomes and Services Dataset (COSD). We must ensure that this switch
does not negatively impact on data quality or distract us from our key aim of improving outcomes for
lung cancer patients. Indeed, the data presented in this report highlight that a number of organisations
still have work to do to achieve the audit standards that were set in 2014.

We have set new standards for 2016 onwards that are deliberately stretching, but also include new
measures to cover more areas of the diagnosis and treatment pathway. We are appointing a new clinical
co-lead with an interest in quality improvement, and plan to pilot a deep-dive audit function to help
trusts to achieve these new standards. Another exciting development is the opportunity to explore the
feasibility of collecting patient-reported outcomes as part of the audit for the first time.

Finally, | would like to acknowledge the outstanding contribution to the audit of Dr Mick Peake, who is
stepping down at the end of this year. Under his leadership over the last 10 years, the NLCA has set the

standard for cancer audits and | am confident that we can continue to do so over the next 10 years.

Dr lan Woolhouse
Senior clinical lead, National Lung Cancer Audit
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Executive summary

This report summarises the key findings from the 11th annual National Lung Cancer Audit (NLCA) for
patients diagnosed with lung cancer in England, Wales, Guernsey and Scotland in 2014. The purpose of
the audit is to review the quality of lung cancer care, to highlight areas for improvement and to reduce
variation in practice.

Lung cancer is the second most common cancer in the UK after breast cancer. In 2012, there were over
40,000 new cases of lung cancer in the UK and more than 35,000 people died from the condition.
Current survival rates for lung cancer are the second lowest out of 20 common cancers in England and
Wales."

The NLCA has been collecting data since 2005 and has become an exemplar of national cancer audit; it
currently forms part of the National Clinical Audit and Patient Outcomes Programme (NCAPOP)
commissioned by the Healthcare Quality Improvement Partnership (HQIP).

NLCA data have been widely disseminated though abstracts at national and international meetings and
in peer-reviewed publications. Local data have been used as a driver for local service improvement
projects. The data have also been used to underpin National Institute for Health and Care Excellence
(NICE) guidelines, to inform research protocols and to guide national service developments.

In late 2014, the contract for the NLCA was awarded to the Royal College of Physicians (RCP) and is now
delivered in partnership with a number of key stakeholders. The National Cancer Registration Service
(NCRS) at NHS England collects and processes the NLCA data for England through the Cancer Outcomes
and Services Dataset (COSD). This replaces the previous bespoke dataset submitted by trusts through a
web portal (LUCADA). The University of Nottingham, subcontracted through the RCP, provides the
analysis for England and Wales. Clinical leadership is provided by lung cancer experts recruited through
the Clinical Effectiveness and Evaluation Unit at the RCP.

The NLCA executive group is constituted by the Society for Cardiothoracic Surgery (SCTS), the Roy Castle
Lung Cancer Foundation representing lung cancer patients, the Welsh Lung Cancer Special Advisory
Group, the National Lung Cancer Forum for Nurses and the British Thoracic Oncology Group.

Overview of the results

To maximise a focus on data quality during this year of transition, organisations were asked to submit a
limited number of key data items for 2014. Trusts” in England were offered the opportunity to submit
their LUCADA data files for the NLCA via the NCRS, in order to supplement their COSD submissions.

Despite a transitional year, participation in the audit by lung cancer services in England, Guernsey,
Scotland and Wales has been outstanding, collectively contributing data on over 37,000 patients
diagnosed with the disease in 2014. It has proved more difficult than anticipated for the NLCA team to
collate data for trusts in England from both LUCADA and COSD submissions within the timeline of the
report. Therefore, for this annual report we include the 2014 results from 132 trusts that submitted
LUCADA data. Early in 2016, we will produce an online appendix for the remaining 19 trusts that
submitted COSD submissions only.

! CRUK, 2015: www.cancerresearchuk.org/health-professional/cancer-statistics/statistics-by-cancer-type/lung-
cancer [accessed November 2015].
% The term “trust’ has been used to refer to English organisations participating in the audit.

© Healthcare Quality Improvement Partnership 2015


http://www.cancerresearchuk.org/health-professional/cancer-statistics/statistics-by-cancer-type/lung-cancer
http://www.cancerresearchuk.org/health-professional/cancer-statistics/statistics-by-cancer-type/lung-cancer

National Lung Cancer Audit annual report 2015 (for the audit period 2014)

Scottish data are not submitted at an individual patient level and so ‘national’ results noted below
represent the overall picture across England, Wales and Guernsey.

Notwithstanding possible data quality issues relating both to non-participating English trusts and to data
quality issues in participating trusts, the results this year show a fall in a number of markers of clinical
quality of lung cancer services. There is room for improvement in a number of key areas where
organisations did not meet the measures recommended in the 2014 report.

2014 recommendation: Data completeness for key fields to exceed 85%.

2015 result: Overall recordings of key data items continue to be of a high standard: 89% of
submitted records included performance status and 92% included disease stage; 84% included
both items.

2014 recommendation: Maintain the level of 95% of patients submitted to the audit discussed at
a multidisciplinary team (MDT) meeting.
2015 result: 94% of cases submitted were recorded to have been discussed in an MDT meeting.

2014 recommendation: Pathological confirmation rates below 75% should be reviewed to
determine whether best practice is being followed.

2015 result: 69% of cases submitted were recorded to have a pathological confirmation of their
cancer.

2014 recommendation: At least 80% of patients are seen by a lung cancer nurse specialist (LCNS).
2015 result: 78% of patients were recorded to have seen a specialist nurse (although 13% of cases
were missing this information).

2014 recommendation: Active anticancer treatment rates below the England and Wales average
of 60% should be reviewed.
2015 result: 58% of patients were recorded to have had anticancer treatment.

2014 recommendation: Chemotherapy rates for small-cell lung cancer (SCLC) below the England
and Wales average of 70% should be reviewed.
2015 result: 68% of patients with SCLC were recorded to have had chemotherapy.

2014 recommendation: Chemotherapy rates for good performance status (PS 0-1) stage IlIB/IV
non-small-cell lung cancer (NSCLC) below the England and Wales average of 60% should be
reviewed.

2015 result: 58% of patients with good PS and stage 11I1B/IV NSCLC were recorded to have had
chemotherapy.

Outlier process
There are four treatment measures shown as unadjusted and adjusted in the report; for the latter we
have not provided confidence intervals, but have used red/amber/green (RAG)-rated icons to indicate

the significance.

As not all trusts in England have been included in the data analysis for this report, a formal outlier
identification process has not been undertaken.

Survival data, population coverage and data field completeness rates will be available for organisations
to review online, and these should be considered when cross-referencing results.

© Healthcare Quality Improvement Partnership 2015
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Plans for 2016 onwards

We have updated the audit standards to included additional items relating to new diagnostic processes
and treatments; these can be found within the key recommendations section.

In early 2016, we will launch the second Lung Cancer Consultant Outcomes Publication (LCCOP) for data
on resection rates and survival after surgery for primary lung cancer in England between January and
December 2013.

LCCOP is an HQIP programme relevant to thoracic surgeons and it is a national and mandatory
programme for NHS hospitals in England. The report will be produced jointly by the NLCA and the SCTS.

In addition to routine lung cancer audit activity, with the full transition into COSD data in 2016, we plan
to pilot a ‘spotlight’ audit module for trusts in England to collect additional data items to allow them to
better understand and address potential undertreatment of their lung cancer patients. This will be in the
form of an online tool that will be targeted at trusts with poor performance or outcomes in a particular
area.

© Healthcare Quality Improvement Partnership 2015
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What do the data results mean for me?
Patients, their families and their carers should welcome the engagement of

clinical teams with the audit process, and the maintenance of high-quality data

submissions in this year of transition. However, they should be concerned that

significant variation still exists in the care delivered across different organisations.
For example, why is a cancer diagnosis pathologically confirmed in fewer than

60% of patients in 27 organisations?

NHS staff in lung cancer multidisciplinary teams should use the findings of this
report, alongside our more detailed online analyses and the ‘live’ data on

CancerStats, as a basis improving data quality, for clinical governance meetings

and for quality improvement initiatives. We promote the concept of a ‘clinical data
lead’ in every lung cancer multidisciplinary team — a person who understands the

data, how they are collected and how they align to the national context.

Hospital managers and chief executives should seek to understand and to
O challenge areas of poor performance identified in this report, and should discuss
m the findings with their clinical teams who know the strengths and weaknesses of
the service best. Such discussions can be key in unlocking barriers to

improvement.

Commissioners in England should use this report alongside the soon-to-be-

$ released National Service Specification, to understand areas of weakness in
provider hospitals and to ensure that the services they commission provide the
highest quality. For example, why do fewer than 70% of patients see a specialist

nurse in around 30 hospital trusts?

The NLCA project team should consider how to assist provider hospitals in using
J the weaknesses identified to drive effective and sustainable change. For example,
an online library of quality improvement success stories, or a network of clinicians

with quality improvement expertise might be useful resources.

10
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Key recommendations

We make a number of specific recommendations against which we will audit, analyse and report in the
next annual report. Our recommendations require change, as is true for all quality improvement (Ql).
Delivering that change is beyond the scope of this report, but we provide a toolkit
(www.rcplondon.ac.uk/nlca2015) to assist this process. In future, the NLCA plans to support
organisations to develop, implement and evaluate lung cancer Ql strategies using NLCA data.

Data completeness

Organisations should work to maintain or improve the quality of data submitted to the NLCA,
including detailed clinical data to allow the most accurate risk adjustment to be carried out.

a) Both performance status (PS) and stage should be recorded in at least 90% of cases.

b) The ‘reason for no anticancer treatment’ field of COSD should be completed in
100% of relevant patients.

c) For patients with stage I-Il and PS 0—1, completeness for FEV1 and FEV1% should

exceed 75%.
All MDTs should appoint a ‘clinical data lead’ with protected time to allow promotion of data
quality, governance and Ql (to be measured through future rounds of organisational audit).

Process of care

Pathological confirmation rates below 75% should be reviewed to determine whether best
practice is being followed and whether patients have effective access to the whole range of
biopsy techniques.

Non-small-cell lung cancer, not otherwise specified (NSCLC NOS) rates of more than 15%
should be reviewed to ensure that best practice histological diagnostic techniques including
immunohistochemistry are being followed, in order that patients receive appropriate
chemotherapy regimens.

At least 90% of patients are seen by an LCNS; at least 80% of patients should have an LCNS
present at the time of diagnosis.

For patients undergoing bronchoscopy, at least 95% should have a CT (computerised
tomography) scan prior to the procedure.

Treatment and outcome

10

MDTs with lower than expected surgical resection rates for NSCLC (below 16% or low odds
ratio after casemix adjustment) should perform detailed case-note review to determine why
each resectable patient did not receive an operation, including whether a section opinion
was offered to borderline fit patients.

MDTs with lower than expected active anticancer treatment rates (below 60% or low odds
ratio after casemix adjustment) should perform detailed case-note review to determine why
patients with good PS did not receive active anticancer treatment.

MDTs with lower than expected chemotherapy rates for SCLC (below 70% or low odds ratio
after casemix adjustment) should perform detailed case-note review to determine why each
SCLC patient did not receive chemotherapy.

MDTs with lower than expected chemotherapy rates for good PS (0-1) stage I11B/IV NSCLC
(below 60% or low odds ratio after casemix adjustment) should perform detailed case-note
review to determine why each advanced NSCLC patient with good PS did not receive
chemotherapy.

© Healthcare Quality Improvement Partnership 2015
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Purpose and background

The NLCA was developed in response to the finding in the late 1990s that outcomes for lung cancer
patients in the UK lagged behind those in other westernised countries, and varied considerably between
organisations. The audit began collecting data nationally in 2005, and since then has become an
exemplar of national cancer audit.

The purpose of this document, the 11th NLCA annual report, is to summarise the key findings of the

audit for patients diagnosed with lung cancer across the UK in 2014. More extensive analyses of the

data, including casemix-adjusted data, in an electronic spreadsheet format will be available from the
RCP website at www.rcplondon.ac.uk/nlca2015.

Background to the audit

The NLCA is commissioned by the Healthcare Quality Improvement Partnership (HQIP) on behalf of NHS
England in response to the need for better information about the quality of lung cancer services and
care provided in England and Wales.

HQIP is led by a consortium of the Academy of Medical Royal Colleges, the Royal College of Nursing and
National Voices. Its aim is to promote quality improvement, and in particular to increase the impact that
clinical audit has on healthcare quality in England and Wales. HQIP holds the contract to manage and
develop the National Clinical Audit Programme, comprising more than 30 clinical audits that cover care
provided to people with a wide range of medical, surgical and mental health conditions. The programme
is funded by NHS England, the Welsh Government and, with some individual audits, also funded by the
Health Department of the Scottish Government, DHSSPS Northern Ireland and the Channel Islands.
www.hqip.org.uk

Until the end of 2014, the contract was held by the HSCIC. In 2014, HQIP opened a retendering process
to run the audit for the next 3-5 years. The contract was awarded to the RCP, which now works in
partnership with the NCRS, the Division of Epidemiology and Public Health at the University of
Nottingham, the National Lung Cancer Forum for Nurses (NLCFN), the Society for Cardiothoracic Surgery
(SCTS), the British Thoracic Oncology Group (BTOG), the Roy Castle Lung Cancer Foundation and the
Welsh Lung Cancer Special Advisory Group to deliver the audit (Appendix 3).

We have defined seven overarching questions that guide the data collection and reporting in the audit:

What are the What is the route to a
characteristics of patients diagnosis of lung cancer?

with newly diagnosed lung
cancer?

Does the patient receive a Does the patient receive Does the patient receive
complete pathological any specific anticancer surgical treatment, the
diagnosis allowing the most treatment? therapy most likely to
appropriate treatment? achieve disease cure?

Does the patient receive What is the overall survival
input from a specialist of the patient?

nurse?

12
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Dataset

The NLCA in England now uses the COSD as its primary data The aim of the NLCA is to

source (www.ncin.org.uk/collecting_and_using_data/ . .
data_collection/cosd). This is a revised generic cancer drive further im prove ments

registration dataset with additional clinical and pathology in Iung cancer care and
site-specific data items relevant to different tumour types. s

The COSD specifies the items to be submitted electronically outcomes by bri nging the
by service providers to the NCRS on a monthly basis. The standard of all |ung cancer
COSD also identifies the items that the NCRS will obtain from MDTs up to that of the best

other sources, such as cancer waiting times and the Office for
National Statistics. Dr lan Woolhouse

Historically, the NLCA used a bespoke dataset submitted through a web portal (known as LUCADA —
LUng CAncer DAta); although from the time of the introduction of the COSD in 2013, organisations
submitted data through both routes, the LUCADA dataset was considerably more complete. Following
transfer of the contract to the RCP, the web portal was shut down, and so as not to lose the opportunity
to use the LUCADA data collected through 2014, organisations were offered the opportunity, for this
year of transition only, to submit their LUCADA data to the NCRS; 132 of 151 English trusts submitted a
LUCADA data file (see below). Furthermore, the project team advised organisations to focus on a
restricted number of data items in order to maximise the quality of data on the most critical clinical
measures. We do appreciate that, in this time of transition, data quality has deteriorated somewhat and
individual organisations should take this into account in their response to the report findings.

For Wales, Scotland and Guernsey, the dataset and data transfer arrangements are unchanged. In
Wales, data are collected through the Cancer Network Information System Cymru (CANISC) and patient-
level data are submitted to the NLCA; likewise, in Guernsey, patient-level data are collected and
submitted to the analysis team. Scottish data are collected and analysed locally; thus summary, rather
than patient-level, data are submitted for inclusion in the report. It is for this reason that Scottish results
may appear separate in this report.

Reporting

This report covers patients with a diagnosis of cancer that has been classified with code C33—-C38 of the
10th edition of the World Health Organization International Classification of Disease (WHO ICD-10). We
have excluded mesothelioma (C45) from the main report, having published a mesothelioma-specific
report earlier in 2014; plans are underway to produce a similar report in 2017 and we encourage
organisations to continue to collect high-quality mesothelioma data in anticipation of this.

In contrast to previous years of the audit, when patients were assigned to a cohort based on the year in
which they were first seen in secondary care, we have moved to a cohort based on the year of diagnosis.
Details of care provided by individual organisations in this report are based on ‘place first seen’ in
secondary care; in the vast majority of cases, it represents the location of the MDT that coordinates the
investigation and treatment of the individual patient. As a result, some tertiary trusts in England may
appear to have little input into the care of lung cancer and to submit little data to the audit; however, on
the contrary, they often provide the most complex care for the most difficult-to-treat patients and
submit treatment data on behalf of other trusts.

Participation in the audit by lung cancer services in England, Guernsey, Scotland and Wales has been
outstanding, collectively contributing data on over 37,000 patients diagnosed with the disease in 2014.
Unfortunately, in this year of transition it has proved much more difficult than anticipated to bring
together the very different COSD and LUCADA data sources submitted from English trusts within the
necessary timeline for publication of this report. As a result, for the English data in this annual report,

13
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we have taken the decision to analyse and report on only the 132 (of 151) participating trusts that have
submitted a LUCADA data file. In due course, we will bring together all of the data and provide an
updated analysis online. This is in no way a reflection on the 19 trusts not included in this report that
submitted COSD data in good faith.

We report the results of the NLCA at national, strategic clinical Quality iS never an
netyvork (SCN) and trust or hea.Ith board levels. Overall . accident. It is always
national results, unless otherwise stated, represent analysis of . .

the combined patient-level data from England, Wales and the result of intelligent
Guernsey, as Scotland currently provides only summary data. effort.

Standards and NICE guidelines John Ruskin

National guidelines produced by the National Institute for Health and Care Excellence (NICE) underpin
the approach to management of patients with lung cancer in England
(http://pathways.nice.org.uk/pathways/lung-cancer). NICE has produced a set of 15 quality standards
(QSs) intended to describe what a high-quality lung cancer service should deliver, although they stop
short of setting numerical standards. Similar standards exist in Scotland
(www.healthcareimprovementscotland.org/our_work/cancer_care_improvement/cancer_qpis.aspx).

Patients vary greatly in their disease profile, their fitness for investigation and treatment, and their own
preferences for their care. As a result, it is not always easy to interpret the results of individual
organisations. However, setting standards is an important driver of improvements in care; without
standards, we cannot know which organisations are doing well and we cannot learn from them;
similarly, we cannot know which organisations are performing poorly and we cannot try to help them.
Thus, we have produced standards that reflect NICE guidelines and QSs and that have a broad clinical
consensus, but we acknowledge that sometimes organisations will fall outside the ‘normal range’ for
good reason. Our standards are not designed to encourage clinicians to overinvestigate or overtreat
their patient. On the contrary, healthcare professionals must always act in the best interests of their
patients and a finding of this report, for example a lower-than-expected cancer treatment rate, should
not lead to a knee-jerk change in practice to treat more patients, but rather a more detailed analysis of
the data to understand why the differences exist.

In England, HQIP and the Care Quality Commission (CQC) are working to optimise the use of national
clinical audit (NCA) data for both quality assurance and Ql. The CQC aims to develop a robust
methodology underlying the use of NCA data to better inform its hospital inspections. Concurrently,
HQIP aims to develop a public-facing, online resource that provides a summarised list of key NCA data at
trust level.

The NLCA team will be participating in the first roll-out of the HQIP/CQC collaboration. Five key metrics
were agreed with the NLCA executive group for use in this project:
1 proportion of patients alive at 1 year
proportion of patients seen by LCNS
overall surgical resection rate
NSCLC chemotherapy rate (stage 1lIB/IV, PS 0-1)
SCLC chemotherapy rate.

u b WwWN

Once data flow to the CQC is established and the HQIP dashboard developed, data from each trust in
England will be submitted to the CQC/HQIP annually after publication of the annual report.

14
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Population coverage

In 2014 there were 30,765 patient records submitted from England,
2,219 from Wales, 43 from Guernsey and 4,382 from Scotland. 3 7 409
Although the numbers for England are lower than in previous years, )

this reflects the 19 trtfsts that.were not mclydgd in the f'maly5|s, as su bm itted cases
well as more general issues with data submissions relating to the

transition of the audit. These numbers are still estimated to represent | 2014
around 98% of the expected annual incidence and probably almost all

of those cases

presenting to secondary care (some cases are diagnosed and treated

in primary care, or are diagnosed only at a post-mortem), as has been the case for several years.
Figure 3 shows the annual trend in data submissions (England and Wales combined) over time.

Figure 1: Number of patient records submitted to the NLCA — England, Wales and Guernsey

England: cases submitted Wales: cases submitted Guernsey: cases submitted
n=30,765 n=2,219 n=43

Excluded from analysis Total cases submitted

n=3,001 n=33,027

e Missing age, gender

e Occult carcinoma

e Incorrect year of diagnosis

o Missing place first seen

e Mesothelioma (n=1,580) Included in analysis

n=30,026

Carcinoid NSCLC/carcinoid SCLC
n=270 (0.9%) n=26,461 (88.1%) n=3,295 (11.0%)
Other Confirmed NSCLC
n=8,820 (33.3%) n=17,641 (66.7%)

© Healthcare Quality Improvement Partnership 2015
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Figure 2: Number of patient records submitted to the NLCA — Scotland

Total cases submitted

n=4,382

|

|

SCLC
n=553

Excluded from this report n=3,680

Mesothelioma
n=149

All lung cases excluding SCLC
and mesothelioma

[
Confirmed NSCLC
n=2,431

Other
n=1,249

Figure 3: Numbers of cases submitted to the NLCA — England and Wales (2006—2014)

16

Number of cases

40,000
35,000
30,000
25,000
20,000
15,000
10,000

5,000

0

2006

2007

2008

2009 2010

2011 2012 2013 2014

Healthcare Quality Improvement Partnership 2015



Data field completeness

Data completeness for individual organisations is available
online this year. Overall recording of key data items
continues to be of a high standard; this year, 92% of
submitted records include stage and 89% include PS. These
figures represent a slight drop following progressive
improvements in previous years (Figure 4), although it should
be recognised that this is still a high level of completion
compared with other cancer audits. Nationally, 43
organisations failed to meet the target of 85% data
completeness for PS and 28 failed the target for stage.

December 2015

Cancer TNM stage
complete

Performance status

9% X

complete

Figure 4: PS and stage data completeness — England and Wales (2006-2014)

100

Completeness (%)
(=] o o

o

o
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B PS M Stage
8
6
4
2

2011 2012 2013 2014

The transition to the new audit arrangements has led to some deterioration in the quality of the data
from English trusts, not just for PS and stage, but possibly also in the recording of treatment data. For
this reason, organisations should take care to understand all aspects of their performance

(completeness, proportions and casemix-adjusted odds ratios) before coming to conclusions about

their lung cancer services.

© Healthcare Quality Improvement Partnership 2015
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Data submission for 2015 onwards

We recommend that organisations use the National Lung Cancer Audit improvement toolkit
(www.rcplondon.ac.uk/nlca2015) to improve their data submissions.

From the beginning of 2015, all data for the NLCA in England will be submitted via COSD; it will be
challenging for trusts to maintain their data completeness when transitioning to this system. The online
COSD portal, CancerStats, has also launched this year and is designed to collect all the reporting
products from the NCRS and the National Cancer Intelligence Network (NCIN) in one easy-to-find
location (N3 connection required).

. Data submission reports — have the data been received, have the data been received by the
deadline, is the file in the correct format?

. Data completeness reports focus on the data items on which the NLCA team are encouraging
teams to concentrate throughout 2015 and 2016.

o NLCA process and outcome reports are in development — these will provide further details on

key data items, such as the proportions of patients treated with surgery, chemotherapy or
radiotherapy.

Viewing CancerStats provides a way to ensure that the NCRS is accurately receiving the data that trusts
in England are submitting from local cancer systems. Further detail can be found via an N3 connection
at: nww.cancerstats.nhs.uk/users/sign_in.

Data completeness and quality are still key to the ongoing success
of the NLCA and we would encourage audit participants to view
their 2014 data completeness at:
www.rcplondon.ac.uk/nlca2015

18
© Healthcare Quality Improvement Partnership 2015


http://www.rcplondon.ac.uk/nlca2015
http://www.rcplondon.ac.uk/nlca2015

December 2015

Demographics

Analysis of the data submitted to the audit allows a detailed description of the population of patients
who are diagnosed with lung cancer. In this section, we provide information on the age of patients and
how this has changed over recent years. We also highlight the link between deprivation and lung cancer
by charting the numbers of cases by socio-economic status. Finally, we look at the influence of gender
on various factors.

Figure 5: Age at diagnosis (NSCLC) Figure 6: Age at diagnosis (SCLC)
1,200 180
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Age atdiagnosis (years) Age atdiagnosis (years)

NSCLC patients have a median age of 73 years at diagnosis, and SCLC patients have a median age of 69
years. Patients with carcinoid tend to be even younger at diagnosis, with a median age of 65 years.

© Healthcare Quality Improvement Partnership 2015
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Figure 7: Age at diagnosis by audit year (all lung cancers)
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The chart shows how there has been a progressive reduction in the number of younger patients with
lung cancer, perhaps reflecting trends in tobacco smoking. At the same time, more cases are diagnosed
in older patients, which reflects our ageing population as well as better access to diagnostic techniques
such as CT scanning.

Figure 8: Index of multiple deprivations (all lung cancers)

25%

20%
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10%
5%
0%

Q1 (least deprived) Q5 (most deprived)

Proportionately, more lung cancer patients come from the most socio-economically deprived parts of
society. This refects the link between higher rates of tobacco smoking in more socio-economically
deprived populations.

20
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Figure 9: Demographics according to gender (England only)

Females (46%)
Median age
PS0-1

Stage Il

Anticancer
treatment

Surgery

Chemotherapy

Radiotherapy
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25%

57%

16%

29%
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Males (54%)

Median age 73

PS0-1 46%

Stage I-lIl  21%
Anticancer o

treatment >8%

Surgery 13%
Chemotherapy 30%

Radiotherapy 30%
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Standards of care
Commentary on England

This has been a very challenging year for the NLCA in England. The changes to the infrastructure place
the audit in a good position to make really significant progress over the next 3-5 years, but it has taken
considerable time and effort to re-establish the clinical engagement, and to implement the new data
collection and data analysis methodologies. There is no doubt that this has affected the quality of the
2014 data, but in early 2015 there were fears that the 2014 data might never be collected, and so it is a
fantastic achievement on the part of many, many people in lung cancer MDTs, and in the audit team
itself, to have produced this report. Improving the quality of the data back to previous levels and
hopefully beyond will be a major focus for the coming year.

Emerging evidence from a variety of sources indicates a progressive improvement in outcomes for lung
cancer patients in England, from a 5-year survival rate of around 7% in the 1990s to a projected rate of
16% for patients diagnosed now. It is perhaps invidious to compare the clinical standards in this report
with those of previous years in view of the drop in data quality. That said, the data as presented show
more variation across the country, and a reduction in the proportion of patients getting pathological
confirmation of their diagnosis (fallen from 75.1% to 70.5%), overall active treatment (fallen from 60.2%
to 57.6%) and the various individual components of this since the previous audit. It is, however,
gratifying to see the improvements in the refinement of the pathological diagnosis when it occurs, with
the NSCLC NOS rate now standing at 12%.

We hope and expect that our next report in 2016 will re-establish the progressive improvement that we
have seen over recent years.

Dr Paul Beckett
Clinical lead, NLCA

Commentary on Wales

We are pleased to see that very high percentages of lung cancer patients have continued to have their
diagnosis and management discussed by an MDT (99.6%) and to be supported by an LCNS (88.0%).
Anticancer treatment was also good at 60.6%, and there was an increase in patients receiving surgery
(increasing from 10.9% in last year’s audit to 15.7% reported in this report). There has been an
encouraging increase from 56.4% to 61.1% in the numbers of fit patients with advanced NSCLC having
chemotherapy.

These findings will feed into the Welsh Government’s Lung Cancer Initiative, which has been selected as
a national priority for 2015/16 and 2016/17. They will also inform the second round of peer review of
lung cancer MDTs scheduled next year. Work is being planned from a public awareness campaign to
critical points through the primary and secondary care clinical pathway to improve outcomes and
experience for people with lung cancer in Wales. As part of this, GPs are undertaking significant event
audits of each new lung cancer patient and are being supported by excellent detailed epidemiology
provided by the Welsh Cancer Intelligence and Surveillance Unit.

Dr Jane Hanson

Lead adviser for cancer, Welsh Government

Prif gynghorydd cancer, Liwydraeth Cymru

Head of Cancer National Specialist Advisory Group Core Team, Public Health Wales
Pennaeth Tim Grwp Cynghori Arbenigol Cenedlaethol Cancer, lechyd Cyhoeddus Cymru

22
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Commentary on Scotland

The Scottish Government’s Better Cancer Care action plan published in 2008 included a commitment to
working with clinicians to develop quality indicators for cancer services. As a result of this, the National
Cancer Quality Steering Group was established to oversee the development of a small number of
national, tumour-specific quality performance indicators (QPIs). The QPIs were developed by clinical
staff across the three regional cancer networks in collaboration with the Information Services Division
(ISD), Healthcare Improvement Scotland, the Scottish Cancer Coalition and the Scottish Government.

The implementation and monitoring of these performance measures are underpinned by a national
governance framework that includes responsibility at health board level. The financial year to March
2014 was the first full year of QPI data collection and data were published in May 2015. There are areas
where the data are immediately comparable with data collected in England and Wales; however, there
are other areas where the data definitions differ and therefore any direct comparisons should be made
with caution. Where possible alighment of comparable data is indicated and where data definitions and
other differences pertain, it is important to refer to the detailed Scottish ISD National Dataset” and
Measurability® documents.

We all believe that data collection needs to be as close to real time as possible, and compared locally
and nationally with agreed standards in order to drive service improvement. We therefore welcome this
opportunity to showcase our data adjacent to data from England and Wales for comparison and
discussion. We are now into the second year of Scottish QPI data analysis and, after a third iteration,
there will be an opportunity to formally review QPls to ensure that they continue to be clinically
relevant and that they focus on those areas most important in delivering improvements to the quality of
patient care.

Not all of the QPIs are achieved across all health boards. This confirms the aspirational nature of the QPI
targets and suggests that there are areas for improvement, particularly around surgical resection in
NSCLC, chemo or radiotherapy in limited-stage SCLC and systemic anticancer therapy in NSCLC. A
number of the more challenging QPls are not reported here, as there are no comparable data for other
areas of the UK. However, Scottish lung cancer data for all QPIs will continue to be analysed regionally
on an annual basis, and nationally on a 3-yearly basis in line with the national QPI governance process.
Health boards in Scotland will develop action/improvement plans in response to audit findings, and
progress against these plans will be monitored by regional cancer networks and Healthcare
Improvement Scotland. Regional networks will continue the close collaboration with the NLCA with a
view to identifying further comparable measures and aligning future reporting periods.

Colin Selby, clinical lead, SCAN Lung Group
John McPhelim, clinical lead, WoSCAN
Hardy Remmen, clinical lead, NoSCAN

3 www.gov.scot/Publications/2008/10/24140351/0
4 www.isdscotland.org/Health-Topics/Cancer/Cancer-Audit/docs/Lung/Lung_Cancer_QPI_Dataset_V2.4_FINAL.pdf
> www.isdscotland.org/Health-Topics/Cancer/Cancer-Audit/docs/Lung/Lung_Cancer_QPI_Measurability_v2.5_Final.pdf
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National performance measures

In December 2014, we published audit data on patients who were first seen in secondary care in 2013.
Based on these data, we made a number of recommendations; organisational performance against
these measures is detailed below. We have also indicated where these results align to NICE QSs. Results
for individual organisations can be found in the next section.

All hospitals, trusts and health boards should participate in this national audit,
should submit data on all patients presenting to secondary care diagnosed with
either lung cancer, and should complete all relevant data fields for each individual
patient.

RECOMMENDATION | Fortunately, even in this transition year, all secondary care organisations
in England, Wales, Scotland and Guernsey have contributed data to the
audit.

All hospitals, trusts and health boards are encouraged to submit validated data for
2 future rounds of organisational audit.

No organisational audit was carried out in 2014.

RECOMMENDATION

Data completeness for key fields should exceed 85% and for MDT completeness

3 should exceed 95%.

Nationally, 89% of submitted records included PS and 92% included disease stage.
84% of records included both of these data items. Overall, only just over 50% of
RECOMMENDATION | trusts achieved the target for PS and stage recording.

Data completeness for the comorbidity field should exceed 85%, and for patients

1 with stage I-1l and PS 0-1, completeness for FEV1 and FEV1% should exceed 75%.
Data collected in this transition year do not allow the analysis of this
measure.
RECOMMENDATION
Maintain the level of 95% of patients submitted to the audit being discussed at an
5 MDT meeting. ALIGNS TO NICE QS9
Nationally, 94% of cases submitted were recorded to have been discussed in an MDT

meeting. Overall, 51 trusts (approximately 35%) did not achieve this
RECOMMENDATION | standard.

24
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RECOMMENDATION
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RECOMMENDATION

8

RECOMMENDATION

9

RECOMMENDATION

December 2015

Pathological confirmation rates below 75% should be reviewed to determine
whether best practice is being followed and whether patients have access to the
whole range of biopsy techniques. ALIGNS TO NICE QS7

Nationally, 69% of cases submitted were recorded to have a pathological

confirmation of their cancer. Overall, 102 trusts (approximately 70%) did not achieve
this standard.

Non-small-cell lung cancer, not otherwise specified (NSCLC NOS) rates of more than
20% should be reviewed to ensure that best practice pathological diagnostic
techniques including immunohistochemistry are being followed, in order that
patients receive appropriate chemotherapy regimens. ALIGNS TO NICE QS7

Nationally, 12% of NSCLC cases submitted were recorded to have a SNOMED code of

M8046/3 (NSCLC NOS). Overall, 22 trusts (approximately 15%) did not achieve this
standard.

At least 80% of patients are seen by a lung cancer nurse specialist (LCNS); at least
80% of patients should have an LCNS present at the time of diagnosis (note that
these data are not available for Wales). ALIGNS TO NICE QS4

Nationally, 78% of patients were recorded to have seen a specialist nurse, although
data were missing in 13% of cases, so the true proportion may be higher. Overall, 51
trusts (approximately 35%) did not achieve this standard. We were unable to analyse
the proportion having an LCNS present at diagnosis.

For patients undergoing bronchoscopy, at least 95% should have a CT scan prior to
the procedure. ALIGNS TO NICE QS6

Data collected in this transition year do not allow the analysis of this
measure.

© Healthcare Quality Improvement Partnership 2015
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Surgical resection rates for NSCLC below the England and Wales average of 16%
should be reviewed. Furthermore, for early-stage disease, rates below 52% should

1 O be reviewed to ensure that patients on the margins of operability/resectability are
being offered access to specialist thoracic surgical expertise (including second

opinions). ALIGNS TO NICE QS8

RECOMMENDATION

Nationally, 15.4% of patients with NSCLC were recorded to have had a surgical

operation. Overall, 77 trusts (approximately 50%) did not achieve this standard. For

patients with early-stage disease, 43% were recorded to have had

surgery.

Active anticancer treatment rates below the England and Wales average of 60%
1 1 should be reviewed. ALIGNS TO NICE QS8-13

Nationally, 58% of patients were recorded to have had anticancer treatment
(surgery, chemotherapy or radiotherapy). Overall, 77 trusts (approximately 50%) did
RECOMMENDATION | not achieve this standard.

Chemotherapy rates for small-cell lung cancer below the England and Wales
1 2 average of 70% should be reviewed. ALIGNS TO NICE QS13
Nationally, 68% of patients with SCLC were recorded to have had chemotherapy.

Overall, 62 trusts (approximately 40%) did not achieve this standard.

RECOMMENDATION
+ + + + + +
el G G T R TG e T T
Chemotherapy rates for good PS (0-1) stage 11IB/IV NSCLC below the England and
1 3 Wales average of 60% should be reviewed. ALIGNS TO NICE QS12
Nationally, 58% of patients with good PS and stage I11B/IV NSCLC were recorded to

have had chemotherapy. Overall, 76 trusts (approximately 50%) did not
RECOMMENDATION | achieve this standard.
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Standards of care for individual organisations

Data on key process and outcome measures (‘headline indicators’) relating to the care of patients with
lung cancer in England, Wales and Guernsey are given in Table 1 by country, by SCN and by trust (key to
codes is given in Appendix 1). These indicators have been chosen to benchmark against the
recommendations made in the 2014 annual report, to align to national standards and guidelines, and to
reflect the overall standard of care provided to patients. Similar data for Scotland are shown in Table 2.

Interpretation of the data

In interpreting these figures, the population coverage and data field completeness must be considered
and can be cross-referenced using the online data tables. Furthermore, some of the results as presented
do not take into account the casemix of patients (for example, some organisations might legitimately
claim that lower treatment rates reflect an older population, or patients presenting with more advanced
disease) — where available, these unadjusted proportions should be evaluated alongside casemix-
adjusted results.

For unadjusted proportions, we present a colour coding in the tables to reflect performance by
organisations compared with the targets set in the 2014 annual report (2013 data) and local action plan.
For Scotland, performance against national quality improvement standards is shown.

For casemix-adjusted data, we present an odds ratio (OR) and colour code the result based on its
statistical significance. The confidence intervals for these will be available in the online reports.

The OR refers to the chance of a particular treatment or outcome happening after adjusting for casemix,
including performance status, stage and age, when compared with the national average.

For example, if your organisation has a resection rate of 16% with an OR of 0.64 (less than 1), this
suggests that your resection rate is lower than would be expected once the casemix of your patients has
been taken into account. The colour coding will indicate whether this is statistically significant or likely
to be a chance finding.

It is recommended that organisations perform local deep-dive audits into areas of lower performance to
try to understand the reasons for this.

Understanding variation

It is clear from these tables that there is considerable variation across organisations in the outputs
measured by the audit (notwithstanding earlier comments regarding casemix adjustment of the data).
This is apparent both at SCN and even more markedly at hospital level. In the latter case, some of the
more extreme variation is explained by low numbers of cases or low-quality data, so a useful way of
reporting the variation is the interquartile range (IQR), describing the range of values in the middle 50%.
These data are supplied at the bottom of each table.

© Healthcare Quality Improvement Partnership 2015
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Lung cancer nurse specialists

In 2014, access to LCNSs appears to have fallen. Of patients diagnosed in 2013, 84% were seen by an
LCNS, but in the 2014 cohort, only 78% were seen. Nine organisations report that fewer than 25% of
their patients see an LCNS, raising the possibility that data completeness may be an issue in these
organisations. Similarly, only 87% of cases have a clear ‘Yes’ or ‘No’ as to whether the patient was seen,
and it is likely that some of the remaining 13% of patients were in fact seen, suggesting that the overall
figure of 78% may be an underestimate.

As in previous years, we highlight the association between access to nurse specialists and receipt of
anticancer treatment (Figure 10). For example, in 2014, 63.6% of those who saw an LCNS received

anticancer treatment, compared with 24.6% of those who did not see a LCNS.

Figure 10: Proportion of patients receiving active treatment (%)

2014 2013 2012 2011 2010 2009 2008
Seen by LCNS 63.0 65.6 66.6 65.3 64.4 64.8 59.4
Not seen by LCNS 24.5 27.1 27.4 28.7 29.8 30.4 30.6
Data not recorded 48.2 354 39.7 44.8 44.8 52.6 51.0

The proportion of patients who should be seen by an LCNS continues to be a source of debate, with
some feeling that the bar is set too high. As a result, the NLCFN carried out a survey of its members in
2015, asking the question ‘Is it feasible to have a new indicator in the NLCA that 90% of patients should
be seen by a lung cancer specialist nurse?’. The responses were mixed, but 59% felt that it was feasible.
Overwhelmingly, however, nurses felt that setting a challenging target was a good way to encourage
investment in nursing expertise.

‘Due to the positive impact
that being seen by an LCNS has
on the patient journey, we
should all be striving to meet
this target as a minimum.’

| I
‘If we want to increase the ‘I think that 100% should be
number of LCNSs in the UK, seen by an LCNS but realise this
setting the bar at this level will No is not feasible. However, by
ensure that those 41% increasing the indicator level it
organisations who adhere to it ;:; may be that this will help us
will no longer have a single- . improve staffing and
handed CNS.’ strengthen our case.’
| |

‘In an ideal world, 90% of
patients should be seen by the
LCNS but with the current level

of staff this is not possible
unless more funding is agreed

for extra posts.”

© Healthcare Quality Improvement Partnership 2015
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Tertiary trusts

Most activity relating to lung cancer initial diagnosis in England occurs in the secondary care trusts,
which range from small district general hospitals to large teaching hospitals. Subsequent treatment
often takes place in the same trust or, for some smaller trusts, the patient may be transferred to
another secondary care organisation. Activity in these organisations is well represented by the audit, as
the analysis of cases by ‘place first seen’ allocates patients to the decision-making MDT.

However, there are several tertiary trusts (see table below) that do not provide diagnostic services and
which are therefore the ‘place first seen’ only rarely. These trusts do provide a very important treatment
service for patients in their local area, but also on a regional/national basis. In previous years, we have
recorded the numbers of patients treated in these organisations, but in this transition year, we have not
had access to the relevant activity data to allow this analysis. We hope to provide this in future rounds
of the audit.

Table 5: Tertiary trusts

Trust code Trust name

RBV The Christie NHS FT

REN The Clatterbridge Cancer Centre NHS FT

RGM Papworth Hospital NHS FT

RM2 University Hospital of South Manchester NHS FT
RPY The Royal Marsden NHS FT

RT3 Royal Brompton and Harefield NHS FT
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Appendix 2: Glossary

Adenocarcinoma

Anticancer treatment

(active treatment)

Benchmark

Biopsy

Bronchoscopy

Bronchial biopsy

Casemix

Casemix adjustment

Chemotherapy

Comorbidity

COsD

CT scan

Data completeness

Diagnosis

Health board

Hospital trust

Interquartile range

Lung cancer nurse
specialist (LCNS)

Lead clinician

MDT

a type of cancer arising from glandular tissue

a term used to define treatments for lung cancer that have an effect on the tumour
itself, not just on symptoms. In lung cancer patients, these are most often surgery,
chemotherapy, radiotherapy or a combination of these

a method of comparing processes and outcomes against standards

removal and examination of tissue, usually microscopic, to establish a precise
(pathological) diagnosis

a procedure for examining the airways by inserting an instrument (bronchoscope) into
the trachea and lungs, normally via the nose. Enables a bronchial biopsy to be taken

removal of a small piece of lung tissue during a bronchoscopy in order to make a
pathological diagnosis

refers to the different characteristics of patients seen in different hospitals (for example
age, sex, disease stage, social deprivation and general health). Knowledge of differing
casemix enables a more accurate method of comparing quality of care (casemix
adjustment)

a statistical method of comparing quality of care between organisations that takes into
account important and measurable patient characteristics

medicines used in the treatment of cancer that can be given by mouth or by injection

medical condition(s) or disease process(es) that are additional to the disease under
investigation (in this case, lung cancer). In the NLCA, this is recorded when a comorbidity
restricts the type of treatment that can be given for lung cancer

the Cancer Outcomes and Services Dataset (COSD) is the national standard for reporting
on cancer in the NHS in England. Trusts submit a data file to the National Cancer
Registration Service (NCRS) every month

the abbreviated term for computerised tomography. These tests produce detailed
images of the body using X-ray images that are enhanced by a computer

a measure of the standard of data submitted to the audit, in terms of both the number
of cases submitted and the data on each individual case

confirming the presence of the disease (see pathological diagnosis)

an organisation providing healthcare services in Scotland and Wales. A health board may
manage one or several hospitals within a region

an organisation providing secondary healthcare services in England. A hospital trust may
be made up of one or several hospitals within a region

the range of a particular variable excluding the highest quarter and lowest quarter of the
values recorded. Can be useful to give a sense of the spread of a set of data without
being affected by very high or very low results

A nurse specialising in care of people diagnosed with lung cancer or mesothelioma

Healthcare professional in a hospital taking overall responsibility for the services
provided for a specific disease area

multidisciplinary team; a group of healthcare professionals working in a coordinated
manner for patient care
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Mesothelioma
NLCA
Non-small-cell lung

cancer (NSCLC)

NOS

Operability

Pathological diagnosis

Performance status (PS)

Radiotherapy

Resectability

RCP

Secondary care

Small-cell lung cancer
(SCLC)

Squamous carcinoma
Staging/stage

Strategic Clinical
Network (SCN)

Surgical resection

Tertiary centres

52

cancer of the lining of the lung caused by exposure to asbestos
National Lung Cancer Audit

a group of types of lung cancer sharing certain characteristics, which makes up 85-90%
of all lung cancers. Includes squamous carcinoma and adenocarcinoma. See also small-
cell lung cancer

not otherwise specified. In the case of NSCLC histology, this implies that the pathological
diagnosis has not been subclassified to a particular cell type, eg squamous carcinoma,
adenocarcinoma etc

in the consideration of surgical treatment of a lung cancer, refers to patients’ ability to
cope with both the operation and the subsequent reduction of lung volume and
function. See also resectability

refers to a diagnosis of cancer based on pathological examination of a tissue (histology)
or fluid (cytology), as opposed to a diagnosis based on clinical assessment or non-
pathological investigation (eg CT scan)

a systematic method of recording the ability of an individual to undertake the tasks of
normal daily life compared with that of a healthy person

the treatment of cancer using radiation, which is most often delivered by X-ray beams
(external beam radiotherapy) but can be given internally (brachytherapy)

in the consideration of surgical treatment of a lung cancer, refers to the ability of the
surgeon to remove the tumour taking into account its location and stage. See also
operability

abbreviation for the Royal College of Physicians, the professional body of doctors
practising general medicine and its subspecialties

care provided by a hospital, as opposed to that provided in the community by a GP and
allied staff (primary care)

a type of lung cancer making up around 10-15% of all lung cancers. See also non-small-
cell lung cancer

a type of cancer arising from cells that line body cavities
the anatomical extent of a cancer

a system within the NHS to organise the integrated care of patients across a
geographical region

an operation to remove abnormal tissues or organs

hospitals that specialise in diagnosis and treatment of specific conditions, often handling
very complex cases. Other hospitals may refer patients to these centres for specialist
treatment
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Appendix 3: Partner organisations

Public Health
England

The National Cancer Registration
Service is run by Public Health
England and is responsible for
cancer registration that has
been an integral part of the
NHS for over 50 years.

The Welsh Lung Cancer Special
Advisory Group provides clinical
specialist advice on lung cancer
in Wales.

@Rﬂyﬂlcﬂ"egﬁ ‘ National Lung

of Physicians Cancer Audit

Our partners

The National Lung Cancer Forum
for Nurses (NLCFN) was

established in 1999 to provide

networking and support to
nurses specialising in the care
of people with lung cancer.

The British Thoracic Oncology
Group (BTOG) is a UK lung
cancer and mesothelioma
research group. BTOG aims to
improve the care of patients
with thoracic malignancies
through multidisciplinary
education and clinical and
scientific research,

Healthcare Quality Improvement Partnership 2015

The Roy Castle Lung Cancer
Foundation is a registered
charity in the UK that aims to
provide help and hope to
people affected by lung cancer.

December 2015

e

to the practice of thoracic
surgery; it is now the

thoracic surgery in Great
Britain and Ireland.

The Universityof
' | Nottingham

NSTED KAGIOM - CHIVA - MALASHA

The Division of Epidemiology and
Public Health at the University of
Nottingham employs researchers
working at the interface of clinical
practice and public health, in
disciplines including epidemiology,
statistics, economics, qualitative
methods, clinical science and
health policy.

The Society for Cardiothoracic
Surgery (SCTS) was founded in
1934 and was initially devoted

representative body for cardio-
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National Lung Cancer Audit annual report 2015 (for the audit period 2014)

2014 in review

participating
organisations

> -
patient .
records 1 6 2

submitted

surgical
treatment in
NSCLC

0 had contact
1 5 A) with a specialist nurse

10

anticancer recommendations
Q@ treatmentin for improvement

58% b,

*These totals include Scotland data.
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Health & care
oy information
you can trust

The Information Standard

Royal College of Physicians
11 St Andrews Place
Regent’s Park

London NW1 4LE

National Lung Cancer Audit
Clinical Effectiveness and Evaluation Unit

Email: nlca@rcplondon.ac.uk

www.rcplondon.ac.uk/nlca

Royal College National Lung
of Physicians Cancer Audit
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