
National Lung
Cancer Audit

National Lung  
Cancer Audit 2018 
Key findings for
patients and carers
Published November 2019

www.rcplondon.ac.uk


What does this booklet include?
This booklet provides a summary of key results from the 2018 
National Lung Cancer Audit (NLCA) annual report, which looked at 
patients who were diagnosed with lung cancer between 1 January 
and 31 December 2017. 

The results are based on data from 136 English NHS trusts and  
13 Welsh hospital sites. Full details of the findings can be found at  
www.rcplondon.ac.uk/nlca2018. 

The data in this booklet are based on patient-level information that is 
collected by the NHS as part of the care and support of patients with 
lung cancer. English NHS trusts submit patient data via the Cancer 
Outcomes and Services Dataset (COSD). 

These data are then sent to the National Cancer Registration and 
Analysis Service (NCRAS), which is part of Public Health England 
(PHE). At NCRAS, these data are combined with different datasets to 
make the information as complete as possible, to better analyse the 
patients’ entire pathway. 

The data are collated, maintained and quality assured by the NCRAS. 
In Wales, data are collected through the Cancer Network Information 
System Cymru (CaNISC), and an extract of the data is then submitted 
to the NLCA. If you would like to know more about how we collect 
and use your data, please visit www.nlcaaudit.co.uk/annualreport 
where you will find a diagram explaining the data collection process. 

This booklet specifically looks at how organisations performed in key 
areas of the patient pathway. It does not include information on the 
types of treatment or drugs that are available to patients with lung 
cancer. Results for each trust in England or hospital in Wales can be 
found here www.nlcaaudit.co.uk/Trusts.

Information 
on available 
treatments
This booklet touches on some of 
the treatment options that are 
available, such as chemotherapy, 
radiotherapy, targeted therapies 
and surgery. Further information 
on treatments can be obtained 
from a variety of sources, including:

Roy Castle Lung Cancer 
Foundation

0333 323 7200 
www.roycastle.org/how-we-help/
lung-cancer-information/  

We would like to thank Roy Castle 
Lung Cancer Foundation for 
working with us on this project, 
and their continued support in 
providing guidance and expertise 
for writing this booklet. 

The results in this booklet also include 29 cases from 
Guernsey and 68 from Jersey that contributed towards 
the work of the NLCA. We use the plural ‘these data’ 
because this term is considered to be an abbreviation 
of ‘datasets’.

In association with: Commissioned by:
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What is the NLCA?
The NLCA was developed after it was found that UK 
patients with lung cancer had worse outcomes than 
comparable countries that spend a similar amount 
on healthcare. There was also considerable variation 
between UK healthcare organisations.

The NLCA began to collect data on patients with lung 
cancer in 2004, in order to review the quality of lung 
cancer care and to identify areas for improvement 
and reduce variation in practice. We produce annual 
reports that analyse the NLCA results and set 
recommendations for clinical teams in England and 
Wales.

The NLCA strives to raise standards across all lung 
cancer clinical teams in order to improve treatment 
and outcomes for patients with lung cancer.

The NLCA is commissioned by the Healthcare Quality 
Improvement Partnership (HQIP) on behalf of NHS 
England and the Welsh government.

Foreword  
by Professor Paul Cosford,  
patient advocate

‘ You have lung cancer. It is treatable but not curable.’  
Not surprisingly I remember these words rather well. Being 
diagnosed with lung cancer, with or without the possibility 
of a cure, is a shock. You cannot think clearly, and you 
realise that your very existence is threatened.

At such a time you assume that the 
team looking after you can advise, and 
offer, the most appropriate treatment 
that gives the best prospect of cure 
or good quality of life for as long as 
possible. And that the most appropriate 
treatment will then be provided at 
high quality. That is the subject of this 
publication.

The NLCA defines standards of care that 
patients like me can reasonably expect 
and checks whether they are being 
met consistently throughout the NHS. 
As a doctor I know that meeting these 
standards is not always straightforward 
but that explicitly defining and checking 
services against them helps to achieve 
continuous improvements in quality.

As a patient I have an even deeper 
understanding of how important this is.

This year’s audit shows many 
improvements in lung cancer care and 
that is very welcome. It also points to 
where further improvements can and 
should be made. I know that lung cancer 
teams throughout the country will look 
carefully at this publication and decide 
where their services can still improve. It 
is an essential tool to help us achieve 
outcomes that are among the best in 
the world.  

I warmly welcome this publication.

4 5



Foreword 
by Julia McAdam, lead lung  
cancer clinical nurse specialist

As a lung cancer clinical nurse specialist 
(CNS), I am delighted to introduce the 
third NLCA booklet for patients and 
carers. The lung cancer specialist nurses 
have contributed widely to the data 
submissions from hospitals in England 
and Wales, and engaged with the audit 
in greater depth than before.

The variation in patient outcomes 
between trusts continues; the specialist 
nursing workforce is also very varied 
across the UK. The caseload is 
increasing with more referrals through 
both the emergency and GP referral 
routes, and the roles and responsibilities 
of the lung CNS within individual trusts 
are changing each year.

The one constant message I hear 
through working with the National 
Lung Cancer Forum for Nurses (NLCFN) 
committee and members is the 
passion of the lung CNS workforce to 
improve the quality of the services that 
they provide, with the emphasis on 
supporting the patient through their 
cancer journey. 

A good patient experience is our primary 
concern; this involves providing good-
quality information and holistic support 
to the patient, their family and carers, 
with the aim of good-quality treatment 
choices at every stage.

The lung CNS is a key member of the 
multidisciplinary team and acts as 
the patient advocate when treatment 
options are considered. It is therefore 
paramount that every lung cancer 
patient has access to and the continued 
support of a knowledgeable and 
experienced lung CNS.

This booklet shows that the number of 
patients having access to a lung CNS 
has remained the same as last year (an 
average of 71%, although this is higher 
in Wales), which highlights the work to 
be done and investment to be made in 
the lung CNS workforce across the UK. 
The NLCFN is keen to support teams 
across the UK in finding new ways of 
working, maintaining clinical focus and 
improving the patient experience.

> data completeness

>  pathological confirmation 
in early stage and good 
performance status (PS) 
patients

>  surgery rates in all patients 
with non-small-cell lung cancer 
(NSCLC)

>  systemic anti-cancer 
treatment (SACT) rates in 
NSCLC, advanced stage and 
good PS patients

>  chemotherapy rates in 
patients with small-cell lung 
cancer (SCLC)

> curative treatment rates

> multimodality treatments

> specialist nursing

> 1-year survival.

Key findings and recommendations

The NLCA focuses on the 
following areas to assess 
lung cancer care:

The key findings in this booklet are taken 
from the 2018 NLCA annual report 
(published May 2019), which looked at 
patients diagnosed between 1 January 
and 31 December 2017. The results are 
measured against the recommendations 
that were set in the previous year’s 
annual report. 

Each section begins with the targets 
that were set for 2017, followed by 
the key findings from the 2017 audit. 
Where necessary, the booklet reviews 
the recommendations for the next audit 
period (of patients who were diagnosed 
in 2018), in order to enable continuous 
improvement.

151 39,205
organisations across England 

and Wales submitted data 
that contributed to  

this report

individual patients were 
diagnosed with lung cancer 

during the audit period

52%
of lung cancer  
occurs in men
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Data completeness

Key findingsGlossary

The NLCA relies on organisations providing accurate data so we can carry 
out the most accurate casemix adjustment. The following three data items 
help clinical teams to determine the best treatment for patients, which will 
ultimately improve their outcomes: PS; disease stage; and forced expiration 
volume in 1 second percentage (FEV1%) predicted.

In 2017, we made the following recommendations for data completeness:

> Both PS and disease stage should be recorded in at least 90% of cases.

> FEV1% predicted should be recorded for at least 75% of patients.

Pathological confirmation or diagnosis is a diagnosis of cancer based on 
examination of tissue or fluid.

Surgical resection is an operation to remove abnormal tissues or organs. 
For lung cancer, this could be a whole lung, a lobe or a wedge. It can 
be performed as open surgery, keyhole surgery and even with robotic 
techniques.

Small-cell lung cancer (SCLC) is a subtype of lung cancer, making up 
around 10–15% of all lung cancers.

Non-small-cell lung cancer (NSCLC) is a group of types of lung cancer, 
which makes up 85–90% of all lung cancers. It includes squamous 
carcinoma and adenocarcinoma.

Lung cancer nurse specialists (LCNSs) are nurses who have expert 
knowledge and experience in lung cancer. They are often called the key 
worker: they form an important part of the team of healthcare professionals 
who provide support, information and advice during investigations, diagnosis 
and treatment.

Performance status (PS) – PS was 
recorded for 85% of patients in 
England and 98% in Wales.

Disease stage – 96% of patients 
had their disease stage recorded 
(99% in Wales); this is our highest ever 
achieved result for this measure.

FEV1% predicted – 62% of patients 
diagnosed in England had this 
measure of care recorded. In Wales, 
FEV1% predicted was recorded for 
90% of patients.

96%

64%

85%
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Recommendations for the 2018 audit period
>  We have increased the recommended level of data completeness for both PS 

and disease stage, which should be recorded in at least 95% of cases.

>  The recommendation for FEV1 and FEV1% remains the same as last year, and 
should be recorded in at least 75% of patients who have stage I–II disease and 
a PS of 0–1. This measure is lower because FEV1 and FEV1% are more difficult to 
obtain from hospital systems.

Glossary
Casemix adjustment is a statistical process of comparing the quality of care 
between organisations that takes into account important and measurable patient 
characteristics, eg age, sex, disease stage, social deprivation and general health.

Stage refers to the extent of the cancer, such as how large the tumour is and 
whether it has spread. Stage I indicates early-stage disease and stage IV is the 
most advanced stage.

FEV1 is a measurement of lung capacity to determine the health of a patient’s 
lungs. It measures the amount of air a patient can blow out of their lungs in 1 
second.

FEV1% predicted is a patient’s actual lung capacity compared with what would be 
expected for someone of their age, weight, gender and race.
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0
1

2
3

4

Fully active, able to carry on all 
pre-disease performance without 
restriction

Restricted in physically strenuous 
activity but ambulatory and able to 
carry out work of a light or sedentary 
nature, eg office work

Ambulatory and capable of all self-
care but unable to carry out any work 
activities; up and about more than 
50% of waking hours

Capable of only limited self-care; 
confined to bed or chair more 
than 50% of waking hours

Completely disabled, cannot 
carry on any self-care; totally 
confined to bed or chair

Performance status Why does PS matter?
Performance status (PS) is one of the most central factors in cancer 
care. It plays a role both in shaping prognosis and in determing the best 
treatment for a patient with cancer. PS is a score that estimates the 
patient’s ability to perform certain activities of daily living (ADLs) without 
the help of others. These ADLs include basic activities such as getting 
dressed, eating and bathing, as well as more complex activities such as 
cleaning the house and working a regular job.

There are many factors that can predict whether someone is likely 
to do well or poorly with their disease. Age, the stage of a cancer and 
other illnesses all affect prognosis, but PS is one of the most important 
variables. It is more important than a patient’s actual age in prediciting 
how a patient is likely to do. 
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Pathological confirmation Recommendations for the 2018 audit period
Lung cancer is usually diagnosed based on the findings of an X-ray/scan, and 
by finding cancer cells when examining tissue or fluid under a microscope. This 
is called a pathological confirmation. It is a more accurate way of providing a 
diagnosis and helps to determine the most appropriate form of treatment. 

Biopsies are not appropriate in some frail patients, so pathological confirmation 
may not be possible. As such, our recommendation now just applies to patients 
with stage I/II disease and a good PS of 0–1.

In 2017 we set the following target:

>  Pathological confirmation rate for patients with stage I/II disease and PS 0–1 
should be at least 90%.

>  The proportion of patients with stage I/II disease and a PS of 0–1 with 
pathological confirmation of lung cancer should equal or be greater than 93%.

>  Multidisciplinary teams (MDTs) with a lower than expected pathological 
confirmation rate in this patient group should perform a detailed internal audit 
and ensure they have access to all the appropriate diagnostic procedures and 
processing techniques.

Both England and Wales just missed our target of 90%, with rates of 89% 
and 88% respectively, however there was considerable variation between 
organisations (excluding tertiary trusts).

Key findings

89%
pathological 
confirmation

in patients with stage 
1/2 and PS 0–1

Glossary
Multidisciplinary teams (MDTs) are groups of healthcare professionals (often 
from different organisations) who work in a coordinated manner for patient care. 
For lung cancer, MDTs include surgeons, physicians, oncologists, pathologists, 
radiologists and LCNSs.

Tertiary trusts are 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. Tertiary centres in the UK specialising in 
the treatment of lung cancer include:

> The Christie NHS Foundation Trust, Manchester

> The Clatterbridge Cancer Centre, Wirral

> Royal Papworth Hospital NHS Foundation Trust, Cambridge

> The Royal Marsden NHS Foundation Trust, London

> Royal Brompton and Harefield NHS Foundation Trust, London.
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Surgery rates in all NSCLC

Recommendations for the 2018 audit period

Historically, patients in the UK have been less likely to undergo surgery than those 
in other countries although the numbers have slowly increased. Disease stage, PS 
and lung function measurements (which we set standards for, see page 10) all help 
determine whether a patient should be offered surgery.

In 2017 we set the following target:

>  At least 17% of patients with confirmed or presumed NSCLC should undergo surgery.

>  MDTs with lower than expected surgical rates for NSCLC should perform an 
internal review to determine why patients who are suitable for surgery are not 
offered this treatment.

> At least 17% of patients with NSCLC should undergo surgery.

Key findings

18.4%
of patients with

underwent surgery
NSCLC

Patient story 
Tony Sledmore

Having retired in 2013 I was fit, healthy 
and enjoying life. In 2015 I developed 
a tickly cough. Following a GP visit and 
same-day X-ray I was asked back to 
my GPs the following day. I knew it was 
serious. There was a shadow on my lung 
and I was told it could be cancer. As a 
former smoker, having given up several 
years previously, I was shocked but not 
surprised.

A bronchoscopy confirmed I had 
non-small-cell adenocarcinoma and 
it was in a lymph node, which could 
rule out surgery. My consultant was 
keen for me to have surgery so I 
had a mediastinoscopy confirming 
nothing else was in the chest area or 
other lymph nodes. I had an upper 
lobe resection 6 weeks after my initial 
X-ray. I subsequently developed 
metatastic disease but was reassured 
by explanations about my disease and 
treatment options available.

Having a lung cancer nurse at my 
diagnosis appointments reassured me 
I had somebody within the NHS I could 
speak to about my disease, treatment 
and how I was feeling, and to signpost 
me to other services and resources. 
She has been great at helping with 
practical things such as helping with a 
hospital discharge, getting a nebuliser 
when I had a chest virus and answering 
questions about medical terminology.

Find out as much information as you 
can about your disease and treatment 
options. The lung cancer nurses can help 
with this. Question and challenge things 
to make sure you get the best possible 
treatment and outcomes. Be prepared 
before appointments and don’t be 
afraid to contact your lung cancer nurse 
with any further questions afterwards.

Since I developed the disease new 
treatments, drugs and clinical 
procedures have been introduced which 
have improved patient outcomes and 
should give hope to anyone diagnosed 
with the disease.
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A day in the life of a lung cancer clinical 
nurse specialist  
Julia McAdam
I was delighted to be asked to write this 
piece and then I realised there is no such 
thing as a typical day!

In every lung cancer team there are 
nurses from diverse backgrounds 
undertaking lots of different roles at 
different points of the pathway. The role 
is so varied, even between individual 
nurses and hospitals, but we all aim 
to support the patient whenever they 
need us. There are key moments that 
our support is imperative, and even 
we underestimate the impact we can 
have when providing information and 
support. I often meet my patients 
before diagnosis but when they know 
we suspect lung cancer. This is a time of 
great anxiety for them and their families 
so I speak with them and provide 
emotional support. 

Sometimes patients have multiple 
symptoms from problems that are not 
related to their lungs, and they can 
struggle to make decisions. 

I support the patients with decision-
making, help them understand their 
diagnosis, and manage their anxieties 
through education and information. 
I have a wide team of healthcare 
professionals to hand; physiotherapists 
help with breathlessness and 
occupational therapists help with 
equipment issues. Many patients worry 
about getting to hospital so I liaise with 
transport or ask the welfare team to 
explain available financial support. 

I often share patients’ tears of despair 
when bad news is broken. Tears of grief 
when a patient learns the life they 
expected will be shortened. Tears of 
sadness when the family don’t know 
what to say. Tears of celebration after 
response to treatment or a successful 
surgery.

My prediction for the future; tears of 
joy when we discharge patients to live 
beyond lung cancer.

  

Specialist nursing

Recommendations for the 2018 audit period

The lung cancer nurse specialist (LCNS) is a key member for the MDT. 
In 2017 we made the following recommendations:

> At least 90% of patients should be assessed by a LCNS.

> A LCNS should be present at the point of diagnosis in at least 80% of cases.

 >  Organisations should ensure their specialist nursing workforce staff levels are in 
keeping with those recommended in national commissioning guidance. They 
should also ensure the specialist nurses’ roles are appropriately clinically focused 
and there is sufficient administrative support. 

>  Specialist nurses should perform an internal audit to understand why more patients 
do not see a LCNS and to develop action plans to address the problems identified.

Overall, 71% of patients diagnosed in 2017 were assessed by a LCNS, a similar 
figure to those diagnosed in 2016. This misses our target of 90%.

We are only able to analyse the proportion of patients who had a LCNS present at 
the point of diagnosis for those diagnosed in England. At 58% this is steady with 
last year’s results and again falls short of our recommendation.

Key findings
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Systemic anti-cancer treatment rates in 
patients with NSCLC, stage IIIB/IV and  
PS 0–1

Recommendations for the 2018 audit period

Clinical trials have demonstrated that patients with advanced, and incurable, 
NSCLC can benefit from systemic anti-cancer treatment (SACT). This treatment 
can improve quality and length of life.

In 2017 we set the following recommendation:

>  At least 65% of patients with advanced NSCLC (stage IIIB/IV) and a good PS 
(0–1) should receive SACT.

For the 2018 audit, we have kept the target for 65% of patients with advanced 
stage NSCLC, and a good PS, to receive SACT.

MDTs should also review their approach to offering SACT to certain groups 
of patients, such as older patients or those with multiple health conditions 
(comorbidities), and how they explain risks and benefits of such treatment to 
patients, their friends and family. 

Trusts in England achieved a result of 66% and hospital sites in Wales 
achieved 56%. This is the first time the audit standard has been met in the 
overall population. This exciting news may reflect the increasing range of 
options for this particular patient group. 

Key findings

65%
of patients with 

advanced/good PS

recieved SACT

Glossary
Systemic anti-cancer treatment (SACT) is a group of cancer treatments given 
by mouth or injection, including chemotherapy, immunotherapy and biologic 
therapy. 

Chemotherapy refers to a set of medicines used in the treatment of cancer that 
can be given by mouth or by injection.

Immunotherapy refers to systemic treatments that boost the immune system to 
fight cancer.

Biologic therapy is a set of medicines used in the treatment of cancer, often 
directed against a specific molecular target in the cancer.

Comorbidities are medical condition(s) or disease process(es) that are additional 
to the disease that is 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.

Palliative care (sometimes referred to as ‘supportive care’) refers to treatment 
that eases pain and improves quality of life.

NSCLC
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Curative-intent treatment rates Recommendations for the 2018 audit period
For years, the NLCA has encouraged increased surgical resection rates as, 
historically, this has been considered the best treatment for achieving a cure 
of NSCLC. The NLCA continues to believe that there is opportunity for further 
increased resection rates.

Recent advances in radiotherapy treatments mean that patients with very early-
stage NSCLC now have a viable second option to surgery. Stereotactic ablative 
body radiotherapy (SABR) is also known as stereotactic body radiotherapy (SBRT) 
and delivers higher doses to the tumour, and less to the surrounding tissues. 

As this treatment is relatively new we cannot know the long-term survival results 
but we anticipate results similar to surgery.

When referring to curative-intent treatment rate, we are looking at whether a 
patient received surgery or radical radiotherapy.

In 2017 we set the following recommendation:

>  At least 80% of patients with stage I–II NSCLC and PS 0–2 should receive either 
surgery or radical radiotherapy.

>  Overall, 80% of patients with NSCLC disease stage I–II and a PS of 0–2 should 
receive curative-intent treatment.

>  MDTs with lower than expected curative-intent treatment rates should perform 
detailed case-note reviews to determine why each patient in this cohort did not 
receive such treatment. This should include investigations into whether a second 
opinion was offered to borderline-fit patients and a review of how MDTs approach 
offering radical treatment to older patients and patients with comorbidities.

Overall, 81% of patients in this group received curative-intent treatment, which is 
similar to the 80.4% seen in patients diagnosed in 2016.

This rate is calculated for England as it uses data from the National Radiotherapy 
Dataset (RTDS) which collects information from English sites only.

Key findings

Multimodality treatment
From the RTDS we have also been able to analyse the rate of curative-intent 
treatments which used more than one method, for patients with stage III NSCLC. 

Overall, 34% of patients with stage IIIA and a good PS of 0–2 received 
multimodality treatment. This is an improvement on last year which saw a rate of 
31%. Of this cohort 46% are still only given palliative treatments or supportive care.

Overall, 42% of patients with stage I–III disease and a PS 0–2 received 
multimodality treatment. This is another improvement compared to those 
diagnosed in 2016, where the rate was 39%, but the rate of those receiving only 
palliative treatments or best supportive care is still high at 55%.

Glossary
Radiotherapy refers to the treatment of cancer using radiation, either internally or 
externally. It includes stereotactic ablative body radiotherapy (SABR), which is 
a modern radiotherapy delivery technique, designed to maximise the dose to the 
tumour and minimise side effects.

Case-note reviews provide an independent expert opinion on whether the 
management of a series of cases has met the relevant standards of care.

81% of patients with  
good PS and early  
stage NSCLC

recieved curative-intent treatment
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Chemotherapy rates in SCLC
SCLC is a particularly aggressive cancer and is often diagnosed at an advanced 
stage, so surgery is usually not an appropriate treatment option. Chemotherapy  
on the other hand can improve survival and quality of life.

In 2018 we set the following recommendation:

> At least 70% of patients with SCLC should receive chemotherapy.

Both England and Wales met or exceeded our 
target, with England achieving a rate of 70% 
and Wales a rate of 77%. This encouraging 
result demonstrates a 3% increase from 
patients who were diagnosed in 2016.

Key findings

1-year survival
We do not set a target for survival as we expect improvement in individual 
components of the patient pathway and increased treatment rates to translate 
into improved survival rates.

Due to timelines for analysis for the NLCA, the results for 1-year survival only 
includes patients diagnosed in January–September 2017.

The 1-year survival rate across England and Wales and all stages of disease 
remains the same as the previous year.

The growing number of available treatment options, and the higher treatment 
rates seen in this round of audit, offers hope. 

To see a more significant increase in survival, there needs to be work to ensure 
more cases of lung cancer are diagnosed at an earlier stage. Currently, 57% of 
patients are diagnosed with advanced, and incurable, disease. At the time of 
publication, there are expectations for a number of trial screening projects to be 
funded and made available in England.

Recommendations for the 2018 audit period
>  MDTs with chemotherapy rates for SCLC lower than 70% should perform detailed 

case-note review to understand why each patient with SCLC did not receive 
chemotherapy.

>  All MDTs should review their patient pathways. This is so that systems are in place 
to deliver chemotherapy to patients with SCLC within 14 days (of pathological 
confirmation) in at least 80% of cases.

71%
of patients with  
SCLC recieved  
chemotherapy

Audit standard N/A 36% 40%

1-year survival 

37% 
compared with 

31% in 2010
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What do the results mean for me? 

Notes

The results presented here show higher rates of SACT across both patients with 
SCLC and NSCLC. Another encouraging result is the continued increased rate of 
surgical resections for patients with NSCLC. Both England and Wales exceeded 
the target set by the NLCA; this is an excellent result as, when appropriate, surgery 
offers the best chance of survival treatment for early stage lung cancer. As Tony 
writes in his patient story on page 17, there have been huge developments in 
lung cancer research and our results show that the lung cancer community are 
continuing to treat more patients with this disease.

In 2019, the NLCA will ask trusts in England to complete an in-depth audit of 
patients with a good PS and early-stage disease who did not receive surgery. 
Comparing results against those found in 2017, we hope to see an improvement. 
The results from this audit will be published in 2020.

The results from this year’s report also show that not enough patients are being 
seen by a LCNS. LCNSs have expert knowledge and experience in lung cancer and 
can offer:

> advice and support following diagnosis

> a full holistic assessment of needs and help to control symptoms

> up-to-date information about the lung cancer and its treatment

> assistance in contacting local and national cancer services and support groups

> emotional support

>  cooperation with other members of the MDT and other healthcare professionals 
to provide continuity of care

> information regarding benefit entitlement for cancer patients.

Roy Castle Lung Cancer Foundation is our key partner, and we work with them to 
ensure that patients continue to be at the centre of everything we do. The stigma 
surrounding lung cancer continues to affect patients. There is a popular perception 
that lung cancer only affects older patients with a history of smoking. However, 
anyone can get lung cancer. This means diagnosis can be delayed. Those under 50 
are more likely to be diagnosed at late stage when curative treatment is no longer 
an option. 

Roy Castle Lung Cancer Foundation continues to fight this stigma in their latest 
campaign Like Me. Initially focusing on women under 50, this campaign reminds 
us of the importance of symptom awareness and the need for earlier diagnosis of 
lung cancer, regardless of age or smoking status.

More details can be found at www.roycastle.org/campaign/like-me
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National Lung
Cancer Audit

Further information

For further information on the NLCA and to see our annual 
reports, please visit www.nlcaudit.co.uk/. 

You can follow us on Twitter: @RCP_NLCA

The NLCA regularly posts blog articles on different aspects 
of our work and what the team does. Stay up to date at 
www.nlcaudit.co.uk/Home/Blog. 

If you have any other specific queries about the work of 
the NLCA, please email us at NLCA@rcplondon.ac.uk.

Roy Castle Lung Cancer Foundation

Roy Castle Lung Cancer Foundation is the only charity for 
patients with lung cancer in the UK. It provides information 
for patients, their families and their carers. The foundation 
has many online resources and holds patient information 
days across the country. For more details please contact: 

0333 323 7200

www.roycastle.org

Royal College of Physicians
11 St Andrews Place
Regent’s Park
London NW1 4LE
Registered charity no 210508
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