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Abstract P195 Figure 1

2009 in the Trust demonstrated that patients with lung cancer had
both the highest rate of unscheduled admissions and the greatest
number of inpatient bed days compared with other cancer sites. In
2010, there were 220 new cases of lung cancer diagnosed across the
Trust. We reviewed the records of all patients admitted to the Trust
with a coded diagnosis of lung cancer retrospectively. This did not
include those patients seen in A&E and discharged. Cases were
recorded as known (diagnosed prior to that admission and known to
the service), or new (diagnosed on or as a result of that admission).
Results In 2010 there were 110 admissions overall with lung
cancer. 34 patients (16.4%) had their lung cancer diagnosed as a
consequence of that admission. 26/34 (76%) presented on the
general medical take; the remainder to Care of the Elderly team as
they were =80. At diagnosis, the majority were ECOG perform-
ance status 3/4, thereby precluding any active cancer treatment. 29
patients (85%) were diagnosed with metastatic disease at presen-
tation. One quarter of those diagnosed on that admission died,
with a median survival of 8 days. The mortality at 30 days was
50%; 23/34 (68%) had died within 6 months of the admission.
Only two patients (6%) survived 1 year. Access to specialist
palliative care and palliative treatments such as radiotherapy/
chemotherapy/stent insertion was good.

Conclusions Patients diagnosed on an acute admission with lung
cancer generally present with advanced disease and poor perform-
ance status. Treatment options are limited and the overall survival is
very poor. This leaves little time for patients and their families to
come to terms with their condition and affects where patients may
die. This data has been used to inform local awareness projects in
both the primary and secondary care community. As a result, a
novel rapid access clinic has been established for newly presenting
patients to enable swift diagnosis and where possible an alternative
to admission.

REFERENCE
1. NCIN: Routes to Diagnosis. 2010. http://www.ncin.org.uk/databriefings.

Thorax December 2011 Vol 66 Suppl 4

P196 THE COST EFFECTIVENESS OF PET SCANS IN THE RADICAL
TREATMENT OF LUNG CANCER PATIENTS IN A DISTRICT
GENERAL HOSPITAL

doi:10.1136/thoraxjnl-2011-201054¢.196

C Wotton, K Allen, V Masani. Royal United Hospital, Bath, UK

Introduction and Objectives This retrospective study compares the
cost of PET scans with the cost of surgical intervention; for patients
with lung cancer suitable for radical therapy.

Methods The number of patients referred for PET scans by our lung
Multidisciplinary Team (MDT) in 2010 was identified from our lung
cancer database. All patients’ management plans were reviewed via
our electronic lung cancer database (Somerset Cancer Registry), and
copies of MDT and clinic letters. The cost of PET scans, lobectomy and
mediastinoscopy were provided by our thoracic surgery tertiary centre,
the Bristol Royal Infirmary, as follows; PET scan £850, uncomplicated
lobectomy £6000, uncomplicated mediastinoscopy £2000.

Results In 2010 the lung MDT referred 84 patients for PET scans (see
Abstract P196 table 1). 52 scans were requested with the intention of
referring patients for radical treatment. Of these 52 scans, 22 patients
had their lung cancer upstaged following PET scan (three increased
tumour staging, nine increased nodal staging, and 10 identified distal
metastases). 26 patients had unchanged staging on PET scan compared
with CT scan. Four patients required further imaging. The total cost
of PET scans was 52X £850=£44200. As a result of upstaging on PET
scan, 22 patients were not referred for radical surgery (lobectomy)
with the potential cost saving of 22X£6000=£132 000. Furthermore,
in view of PET scan activity identified in mediastinal nodes, nine
patients were not referred for mediastinoscopy with the potential cost
saving of 9x£2000=£18 000. Therefore the total potential cost saving
after accounting for PET scan expenditure was £105 800.

Abstract P196 Table 1 Reason for PET scan request

Reason for PET scan request Number of patients (total n=84)

Suitable for radical therapy 52
Pulmonary nodule assessment 26
Restaging after oncological therapy 4
Metastasis from extrathoracic malignancy 2

Conclusions The study demonstrates the cost effectiveness of
PET scanning in the radical treatment of lung cancer patients in a
district general hospital. Limitations of the study include an under-
estimation of the cost of surgery as some patients will develop post-
operative complications. Furthermore, the study has not included the
cost of palliative treatments provided to patients who were not
referred for radical treatment after PET scan. The study did not assess
the concurrent advantages of reduction in morbidity and mortality
for patients avoiding unnecessary surgical intervention.

P197 PET-FDG STAGING FOR LUNG CANCER: OUTCOME OF HIGH
UPTAKE FDG AT EXTRATHORACIC SITES

doi:10.1136/thoraxjnl-2011-201054¢.197

S Selvaraj, K Garbett, J McAdam, T R Naicker, K' S Srinivasan, H Moudgil. Princess
Royal Hospital, Telford, UK

Background Positron Emission Tomography (PET) scanning withF-
18 2-fluoro-2-deoxy-D-Glucose (FDG) is pivotal in staging lung
carcinoma where curative intent is proposed and increasingly is
being evaluated in measuring response to therapy as well as in
detecting recurrent disease. Staging nodal disease in the media-
stinum apart, PET has also been reported to improve the non-
invasive detection of unsuspected extra thoracic disease in upto 10%
and may alter management in up to 40% of cases [McLoud TC,
Cancer Imaging 2003]. The limited resolution of PET, however,
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results in subsequent investigations and to quantify this further we
have reviewed our experiences.

Methods Over a 2-year period to end 2010, 236 patients were
identified as investigated by PET scan after an initial discussion of all
lung cancer patients at multi-disciplinary meeting (MDT). Of these,
21 (11%) had high uptake FDG with potential evidence of extra
thoracic disease not previously identified. Mean (range) age for this
group was 69 (54—82) years with13 male and eight female.

Results Of the 21 patients, 13 included high uptake in the bowel with
two in each of breast, thyroid, and musculo-skeletal and one in stomach
and parotid. 4 patients were then not investigated further; these
included one where PET-FDG findings were ignored after further MDT
discussion, one was too unwell to investigate and died shortly there-
after, and two who refused further investigation. Of the remainder, 12
had high uptake FDG in the bowel but all were found to be benign after
subsequent investigation, and five confirmed malignant disease of which
two had thyroid cancer, two-breast cancer, and one had a prior history
of bowel cancer. Over this 2-year time period none of the initially PET
negative cases subsequently developed radiological malignancy.
Conclusion For extra thoracic disease, our experience with PET-FDG
potentially reports sensitivity and a negative predictive power of
100% with a specificity of 95% and a positive predictive value of
29%. Although among our cases 11% had the suggestion of positive
extra thoracic disease, the majority (71%) were then found to be
benign with a concentration particularly at bowel. Further work
will probably be needed to guide future investigation of potentially
false positive metabolic or inflammatory findings at this site, but
uptake at the other sites, potentially a concurrent primary malig-
nancy or metastases, cannot be ignored.

P198 IS THERE A ROLE FOR MRI CRANIAL IMAGING IN PATIENTS
WITH NON-SMALL CELL LUNG CANCER BEING
CONSIDERED FOR RADICAL TREATMENT?

doi:10.1136/thoraxjnl-2011-201054¢.198
D Laws, K Adeniji, N Ranaweera. Royal Bournemouth Hospital, Dorset, UK

Introduction Prior to undergoing radical treatment for Non-Small
Cell Lung cancer (NSCLC) it is important to have accurate staging
and exclude distal metastases to prevent patients undergoing futile
inappropriate treatment. Guidelines' have recommended consid-
eration of MRI or CT imaging of the brain, especially in stage III
disease. However, routine use in non-symptomatic patients has not
been studied, particularly in conjunction with PET-CT scanning. In
addition it is recognised that MRI is more likely to detect more and
smaller lesions than CT brain. Our local policy is to offer MRI
cranial imaging in all patients being considered for radical treatment
in conjunction with PET scanning. We present a retrospective
analysis of all these cases including follow-up and survival.

Method All patients discussed at lung cancer multi-disciplinary
meeting (MDT) who were considered suitable for radical treatment
were identified and offered PET-CT and MRI brain. Results of the
scans, treatment received and disease free survival data were collected.
Results There was data available on 115 cases. Eight were found to
have cerebral metastasis on MRI scanning. 6/8 (75%) had with lung
lesions of more than 3 cm and or a nodal status more than N>1 on
initial CT staging. All eight died within 6 months of diagnosis. 2/8
failed to meet criteria with one patient’s intracranial lesions prob-
ably due to co-existing breast cancer and the other refusing biopsy
and therefore may not have been NSCLC.

Conclusion Eight patients would have had radical treatment inap-
propriately if MRI brains had not been performed. Previous studies
suggest <10% pick up of cerebral metastases in non-symptomatic
patients pre-PET scanning era. Our series shows 7%. We therefore
suggest a cut-off from stage 1B —11A in the 7th TNM classification as
an indication to request a contrasted MRI brain as part of the staging
protocol with NSCLC where radical therapy is being contemplated.
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Abstract P198 Table 1 Showing stage and demographics

Parameter Data
Number of patients 115
Men 66
Women 49

Age (years)
Mean, (range) 70 (47—106)
Histological types
Adenocarcinoma 32
Squamous cell carcinoma 25
Undifferentiated/large cell 42
Unproven/not documented 16

Diameter of primary cancer (mm) Median, (IQR) [68 Patients >3 cm]

[47 Patients <3 cm]

32, (20—47)

CT stage

1A 19

>IA 86

Not documented 10
CT nodal stage

NO 63

=N1 44

NX/Not documented 8
Synchronous metastatic brain disease 8
REFERENCE
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P199 A STUDY OF SYMPTOMS AND PATHWAYS TO TREATMENT
IN LUNG CANCER PATIENTS

doi:10.1136/thoraxjnl-2011-201054¢.199

'U Dernedde, 2R Banham, %Z Tasigiannopoulos, 2T Roques, A Wilson, A Clark,
20 Martin. 'James Paget University Hospital, Great Yarmouth, UK: *Norfolk and
Norwich University Hospital, Norwich, UK; University of East Anglia, Norwich, UK

Introduction and Objectives Cancer targets promote shorter times
within secondary care. However, primary care delays may be longer.
Our aim was to study symptoms by asking patients themselves to
record their own and any perceived delays in their pathway to
treatment.

Methods 259 lung cancer patients were invited, at their first
oncology visit, to complete questionnaires derived from the EORTC
-LC13, including urgent and systemic symptoms and to date their
start to the nearest week, when they saw their GP, whether they
delayed doing so and why and how often they saw their GP before
being referred for CXR or to secondary care. The GP was also mailed.
Results Mean within-patient delay was 81 days (median 24). Mean
delay from seeing GP to MDT meeting was 115 days (median 70),
mean delay from MDT to oncology treatment was 25 days (median
15). 38% of patients admitted having delayed to see their GP.
Commonest reasons were worry, denial, being too busy or family
reasons. 38% patients were referred for CXR/to secondary care on
their first GP visit, 49% on 2nd—3rdvisit, 12% four visits or more.
Analysis of variance showed no relation between stage and time to
oncology. Initially, cough, dyspnoea, haemoptysis, chest pain, sputum
were present in 29%, 30%, 11%, 9% and 13% of patients respectively.
However, when patients were seen at oncology, these had risen to
76%, 78%, 30%, 41% and 61% respectively. Staging was available in
255 patients with stage I, I, IIl and IV as 6%, 8%, 40% and 46%
respectively. Systemic symptoms were frequent: asthenia 64%,
weight loss 60%, anorexia 47%, dry mouth 41% and altered taste
35%. Anorexia, xerostomia, altered taste, pain other than chest pain,
analgesic usage and dysphagia were each correlated with stage IV
rather than I-III tumours (all p<0.05).

Thorax December 2011 Vol 66 Suppl 4

"yBuAdoo Aq paloalold 1sanb Aq +20z ‘6 [udy Uo Jwod fwg xeloyy/:dny wouy papeojumod "TTOZ J8quaad Z Uo /6T 9vS0T0Z-TT0Z-ulxeloyy9sTT 0T Se paysiiand 1s1y :xeloy L


http://thorax.bmj.com/

