
rates vary between 55–65% and since 2013, 467 patients have
been contacted with 265 patients participating. A database stores
all HNA activity. This includes individual overall numerical score
for distress (0–10), a breakdown of categories of need including
physical, emotional, practical, social and spiritual. It also records
specific aspects of distress within each category and where speci-
fied the top four aspects of need.
Results Of the 265 respondents, 196 (74%) recorded physical
problems, 145 (54%) recorded emotional issues with worry, fear,
sadness and depression sited as the top four aspects. In addition
63 (24%) reported practical problems e.g. money and transport,
53 (20%) family problems, and 32 (12%) spiritual concerns.
Overall tiredness, breathing, getting around and worry are the
top four needs recorded by our patients. Of all patients screened
to date a third score Distress above 5, these patients are priori-
tised for a nurse led clinic.
Conclusion Through screening issues often not disclosed in doc-
tor led clinics are identified and addressed leading to involvement
of other professionals and services. Screening patients away from
the clinical setting enables greater disclosure, prevents bias or
influence on scoring and allows complex needs that might go
undetected to be explored. The process enables care to be patient
focused and proactive in managing complex needs before crisis
events occur.

REFERENCE
1 Brennan J, et al. Refinement of the distress management problem list as the basis

for a holistic therapeutic conversation among UK patients with cancer. Psycho-
Oncology 2012;21:1346–56.

P102 THE LIVERPOOL HEALTHY LUNG PROJECT – SEEKING
OUT EARLY STAGE LUNG CANCER

1MJ Ledson, 2S Grundy, 3E Gaynor, 3R Arvanitis, 3M Timoney, 4J Field. 1Liverpool Heart and
Chest Hospital, Liverpool, UK; 2Aintree Hospital, Liverpool, UK; 3Liverpool Clinical
Commissioning Group, Liverpool, UK; 4Liverpool University, Liverpool, UK

10.1136/thoraxjnl-2016-209333.245

Liverpool has one of the highest respiratory morbidity rates in
England, with double the lung cancer incidence, particularly in
lower socioeconomic groups. To tackle this health inequality in
February 2016 in conjunction with Liverpool CCG, the primary
care sector, public health and Liverpool University we com-
menced the 3-year £3.3M Liverpool Healthy Lung Project. The
project has 2 sequential phases.
Phase 1 By means of a series of coordinated focused public
engagement events throughout the city, starting in areas with
higher lung cancer incidence, this aims to promote positive mes-
sages around lung health, and address the fear and fatalism sur-
rounding lung cancer.
Phase 2 All individuals between the ages of 58–70 who have
COPD, have smoked, or are asbestos exposed are invited to a
face to face lung health check conducted by an experienced respi-
ratory nurse. Positive lifestyle messages are promoted and a 5-
year personal lung cancer risk calculated (www.MyLungRisk.org
using LLPv2 risk model). Those who trigger the 5% threshold
are offered a low dose thoracic CT scan.

The community healthy lung events attracted 1346 interac-
tions and 462 individuals completed spirometry. 90 (19%) of
these tests were abnormal which triggered a consultation in pri-
mary care.

Abstract P101 Table 1 Breakdown of specific physical problems
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Projections suggest 34,000 patients will be eligible for phase
2: in the first 12 weeks, in Picton Ward (eligible population
2471) 896 (36%) individuals booked to attend the lung health
check, where 230 (31%) triggered the offer of a CT. To date 138
scans have been reported: 24 (17%), had significant findings, of
which 9 (6%) require a 3 month and 3 (2%) 12 month repeat
scan for nodules. Two individuals had confirmed cancer (both
resected), with 2 further cases currently being worked up.

Of 406 patients (45%) without previously diagnosed COPD,
180 (44%) had abnormal spirometry, and have gone on to fur-
ther diagnostics.

The complete Picton Ward data will be presented at the
conference.

This innovative project is already improving access to respira-
tory healthcare in a deprived area of Liverpool, and should
improve outcomes for lung cancer in this disadvantaged popula-
tion. The project has been adopted by the national ACE
program.

P103 APPLES AND PEARS? A COMPARISON OF TWO
SOURCES OF LUNG CANCER DATA IN ENGLAND

1A Khakwani, 1R Hubbard, 2R Jack, 2N Wood, 2S Vernon, 3P Beckett, 3N Navani,
3S Harden, 3R Dickinson, 3I Woolhouse. 1University of Nottingham, UK; 2National Cancer
Registration Service, UK; 3Royal College of Physicians, London, UK
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Introduction In 2014, the contract to deliver the National Lung
Cancer Audit (NLCA) was awarded to the Royal College of
Physicians. Data were previously submitted using a bespoke data-
set (LUCADA), but will now be submitted via the nationally man-
dated Cancer Outcome and Services Dataset (COSD) and linked
to additional cancer registry datasets. For patients diagnosed in
2014, NLCA data were submitted using LUCADA for 132 of 151
English trusts. Trusts also submitted data via COSD and registry
data were produced by the National Cancer Registration Analysis
Service (NCRAS), providing the opportunity to compare both
datasets for data completeness and reliability.
Methods We have linked the LUCADA and cancer registration
datasets at patient level and assessed completeness of key patient
variables including age, sex, stage, performance status and patho-
logical confirmation, as well as recording/dates of treatment
received. We assessed the inter-rater/data agreement of these vari-
ables using Cohen’s kappa statistics (k). Finally, we carried out a
qualitative assessment on a subset of cases to explore reasons
why patients were represented in one dataset but not the other.
Results There were 26,001 patients in both datasets (94% of
LUCADA data) with more in the registry dataset and not
LUCADA than vice versa. Recorded sex and age were highly con-
gruent, as was trust first seen which was the same in 96%. 56%
of the patients had the same date of diagnosis, 74% were ± 7
days and 86% were ± 14 days of each other. The cancer registry
data had a larger proportion of patients with missing PS (27% vs
11%) with agreement on PS (where available) being 97%
(k = 0.91). Agreement on stage was 94% (k = 0.81). Agreement
for surgery, chemotherapy and radiotherapy was 0.86, 0.88 and
0.77 respectively. Details of the qualitative work and trust first
seen algorithms will be provided in the presentation.
Conclusion Results suggest that cancer registry data accurately
describe key patient features. Compared with LUCADA, the
national cancer registry:

. identified more patients

. has a higher proportion pathological confirmation

. identified more patients with surgery, chemotherapy and
radiotherapy

. has a higher proportion of missing data for PS which could
be due to data entry transition

P104 RESULTS OF THE FIRST ANALYSIS OF NATIONAL LUNG
CANCER AUDIT DATA BASED ON CANCER
REGISTRATION DATA

1P Beckett, 2A Khakwani, 2R Hubbard, 3S Vernon, 3R Jack, 3N Wood, 3B Plewa,
4N McAndrew, 1R Dickinson, 1N Navani, 1S Harden, 1I Woolhouse. 1Royal College of
Physicians, London, UK; 2University of Nottingham, UK; 3National Cancer Registration
Service, UK; 4Wrexham Maelor Hospital, UK
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Introduction The National Lung Cancer Audit (NLCA) has col-
lected data for over 10 years, but in early 2015 a transition to
using the Cancer Outcomes and Services Dataset (COSD) and
cancer registration was begun and has now entirely superseded
the legacy LUCADA dataset. An online portal (CancerStats) has

Abstract P103 Table 1

Key Variables Cancer registry

database n (%)

LUCADA

database n (%)

Agreement

%

Kappa

(k)

Sex

Female 11990 (46) 11987 (46)

Male 14011 (54) 14014 (54) 99% 0.99

Age

<65 6032 (23) 6025 (23)

65–80 14249 (55) 14242 (55)

>80 5720 (22) 5734 (22) 99% 0.99

Pathology

Confirmed

No 6341 (24) 7664 (29)

Yes 19660 (76) 18337 (71) 89% 0.73

Lung Cancer

Type

Small Cell 2975 (11) 2958 (11)

Carcinoid 189 (1) 234 (1)

Non-small cell 22837 (88) 22809 (88) 97% 0.87

Performance

Status

0 3816 (15) 4278 (16)

1 6550 (25) 7869 (30)

2 4025 (15) 5109 (20)

3 3553 (14) 4527 (17)

4 1152 (4) 1424 (5) 97% 0.91†‡

Missing 6905 (27) 2794 (11) 83% 0.57†

Stage

IA 2976 (8) 2226 (9)

IB 2296 (6) 1714 (7)

IIA 1405 (4) 1087 (4)

IIB 1236 (4) 1025 (4)

IIIA 3981 (11) 3330 (13)

IIIB 2844 (8) 2470 (9)

IV 16758 (47) 12258 (47) 96% 0.90†‡

Missing 4022 (11) 1891 (7) 94% 0.81†

† Weighted Kappa k
‡ Excluding missing data
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