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60 Second Summary
Lung cancer is the leading cause 
of cancer deaths in Ireland and 
represents approximately 20% of all 
cancer mortality. The prognosis for 
lung cancer remains poor, despite 
recent advances, with a one-year 
survival of 37% and a 5-year 
survival of 13%.

The NCCP set up Rapid Access 
Lung Clinics (RALC) in 2009 in an 
effort to improve the standard of 
care for lung cancer in Ireland.

In Ireland, the standard pathway 
for RALC patients to obtain a CT 
is that an order is placed by the 
respiratory physician after the 
patient has undergone assessment 
in the RALC.

We performed a retrospective 
review of our institution’s Lung 
Cancer Database and identified all 
RALC first attendances from 2012-
2018. We assessed the timing of CT 
as well as CT imaging findings.

The results of our study highlight 
the important role of CT imaging in 
the RALC pathway. CT Thorax was 
essential in distinguishing cancer 
from non-cancer pathology, as well 
as determining tumour staging and 
aiding biopsy planning.

Whether or not lung cancer 
screening with CT will be adopted 
in Ireland will be a matter of debate 
in the coming years and finding the 
correct target population, in whom 
screening will be both cost-effective 
and acceptable should be one of 
our highest priorities.

The arrival of the Covid-19 
pandemic has brought many 
challenges and has transformed the 
delivery of healthcare worldwide. 
An important consideration, is the 
overlapping symptoms of lung 
cancer and Covid-19.

Introduction

Lung cancer is the leading cause 
of cancer deaths in Ireland and 
represents approximately 20% of 
all cancer mortality.1 The prognosis 
for lung cancer remains poor, 
despite recent advances, with a 
one-year survival of 37% and a 
5-year survival of 13%.2,3 This is 
mainly due to the fact that the 
disease presents late, with two 
thirds of new lung cancer cases 
in Ireland diagnosed at stage III 
or greater.4 The National Cancer 
Control Programme (NCCP) was 
established in 2007 in response 
to the second National Cancer 
Strategy ‘A Strategy for Cancer 
Control in Ireland 2006’, with the 
aim of improving outcomes for 
cancer patients.5 The delivery of 
cancer care was subsequently 
reorganised into eight cancer 
centres, and this successfully 
resulted in improved five year 
survival rates in patients treated 
in those dedicated centres, when 
compared to patients treated in 
other centres.6 Improved early 
detection and surgical intervention 
have also contributed to the 
better survival rates over the 
last decade. Despite this, the 
prognosis for lung cancer remains 
poor, and ongoing efforts in these 
areas are needed in order to see 
continued improvements in patient 
outcomes. In addition, we must 

focus on minimising delays in the 
diagnosis and staging process of 
lung cancer.7,8

The NCCP set up Rapid Access 
Lung Clinics (RALC) in 2009 in an 
effort to improve the standard of 
care for lung cancer in Ireland.5 
The RALC provides access to 
respiratory specialists as well as 
rapid diagnostics including CT and 
Bronchoscopy. This facilitates the 
early assessment of patients with 
clinical suspicion for lung cancer, 
reduces multiple hospital visits 
and patienty anxiety and shortens 
the time period to diagnosis.  The 
current indications for referral 
to the RALC are an abnormal 
chest x-ray suggestive of lung 
cancer or red flag respiratory 
symptoms, such as haemoptysis, 
which may be present even with 
a normal appearing chest x-ray. 
Most patients are referred by 
their general practitioner (GP). 
Patients may also be referred 
by a Radiologist (in conjunction 
with GP), or another hospital 
based clinician, e.g. from the 
Emergency Department.9 Patients 
identified with malignancy are 
brought forward for discussion 
at the weekly thoracic oncology 
multidisciplinary meeting. A central 
Key Performance Indicator (KPI) 
for the RALC is that all patients 
referred are seen within 10 working 
days and the most recent data 

from the NCCP suggests that 
99% of patients are seen with 15 
working days.10

Approximately a quarter of first 
presentations of lung cancer 
occur as emergency cases and 
generally in these situations the 
disease is already at an advanced 
stage. This can be attributed to a 
lack of awareness in the general 
population regarding the potential 
significance of sinister symptoms 
(such as persistent cough, 
haemoptysis and weight loss). 
Unfortunately in these cases there 
is often minimal or no curative 
potential, and treatment options 
are palliative in nature. Improved 
public awareness and education 
regarding the symptoms of lung 
cancer is needed to facilitate 
earlier presentation to the relevant 
services and in turn, this will  
lead to an increased chance of 
curative treatment.11

Role of CT Scanning in the RALC

Referral to the RALC expedites 
time to patient review, however the 
time to diagnosis and treatment 
are often prolonged. This is 
often due to delays in accessing 
investigations such as CT Thorax, 
which are mandatory in lung 
cancer diagnosis. In Ireland, 
the standard pathway for RALC 
patients to obtain a CT is that an 
order is placed by the respiratory 
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physician after the patient has 
undergone assessment in the 
RALC. In cases where the referral 
is considered particularly high 
risk (i.e. definite mass on CXR) 
the CT is ordered following review 
of the RALC referral and prior to 
RALC assessment. A number of 
dedicated CT slots are available 
to the coordinator who receives 
the referral. The aim is for patients 
to be seen in the RALC within 
10 days of referral, in keeping 
with NCCP guidelines, and this is 
regardless of whether or not CT 
has already been obtained.10

In the UK, the National Optimal 
Lung Cancer Pathway (NOLCP) 
published by the Lung Clinical 
Expert group in 2017 suggests that 
if a patient has an abnormal chest 
x-ray or high clinical suspicion 
of lung cancer from their GP, 
the maximum wait to CT Thorax 
should be 3 days.12 Some National 
Health Service (NHS) initiatives 
such as the Rapid Access to 
Pulmonary Investigation (RAPID) 
programme, have prioritised next 
day access to CT scanning. This 
has reduced time from GP referral 
to clinic review with a fully reported 
scan to just 4 days. As a result, 
delayed diagnosis has almost been 
eliminated, and 14 day and 21 
day multidisciplinary team (MDT) 
discussion targets have improved 
by 44% and 72% respectively.13 

‘CT First’ Study in Beaumont 
Hospital

Although time to assessment in 
the RALC in Ireland is broadly in 
line with NCCP guidelines8, timely 
access to a reported CT Thorax 
and its impact on time to diagnosis 
and completed staging, essential 
for MDT decision making, has not 
been evaluated. In a recent study 
carried out in Beaumont Hospital, 
we investigated the impact of 
timing of CT scan following  
referral to the RALC on time to 
diagnosis for patients with lung 
cancer and whether a ‘CT first’ 
approach to RALC review should 
be the aim for all appropriately 
referred patients.  Our findings 
were recently published in the Irish 
Medical Journal.14 

We performed a retrospective 
review of our institution’s Lung 
Cancer Database and identified 
all RALC first attendances from 
2012-2018. We assessed the 
timing of CT as well as CT imaging 
findings. We found a total of 2372 
first attendances during this time 
period, of whom 91% had a CT 
Thorax as part of their evaluation. 
866 patients (37%) were 
diagnosed with lung cancer and all 
of these patients had an abnormal 
CT. 1290 patients (54%) did not 
have lung cancer after a CT scan 
and clinical work up. We found that 
of the patients diagnosed with  

lung cancer, 34% had their CT 
scan after RALC review. The time 
to diagnosis was longer in those 
who had a post RALC CT (34.5 
versus 21 days). We therefore 
concluded that CT scanning plays 
a crucial role in the RALC pathway, 
and that initial delays in obtaining 
CT can result in delayed time  
to diagnosis.14

The results of our study highlight 
the important role of CT imaging in 
the RALC pathway. CT Thorax was 
essential in distinguishing cancer 
from non-cancer pathology, as 
well as determining tumour staging 
and aiding biopsy planning. Every 
patient that received a diagnosis 
of lung cancer within our centre 
had a CT Thorax as part of their 
evaluation and it was always 
abnormal in lung cancer cases. 
We found that initial delays in 
obtaining CT imaging can result in 
significant delays in overall time to 
diagnosis and thus lead to delays 
in treatment initiation.14

The initiatives such as the NOLCP 
and RAPID programme in the 
NHS, have prioritised early CT 
scanning and have eliminated 
31-day diagnosis breaches 
as recommended by the NHS 
cancer plan for England.15  In 
some institutions the diagnostic 
timeframe has been shortened 
to 15 days.16 In the NOLCP 
programme, a CT on the same 

day/within 72 hours is arranged 
by the reporting radiologist in 
all cases of an abnormal or 
suspicious chest x-ray.12 Adoption 
of a similar process in Ireland 
would reduce time to diagnosis, 
reduce the number of unnecessary 
clinic appointments and would 
help to streamline rapid access 
services. Our experience would 
suggest that adherence to the 
agreed referral criteria to the RALC 
should not result in significant 
increase in CT demand but rather 
a shift in the timing of required 
CTs. Interestingly, we also found 
that of the patients seen in the 
RALC, only 7% had a normal CT 
scan. This highlights the important 
role of the RALC in the diagnosis 
of other significant respiratory 
conditions such as Bronchiectasis, 
Pulmonary Fibrosis as well as 
non-lung cancer malignancies 
for example Lymphoma. By 
introducing a rapid triage and 
CT evaluation system some of 
the high volume of non-cancer 
pathology that was seen in our 
study could be re-directed to other 
more specialised services.14

Lung Cancer Screening

Lung cancer screening has been 
shown to increase the number of 
early stage cases detected and 
reduce mortality in lung cancer.17,18 
The recent publication of the 
NELSON trial in the New England 
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Figure 1: Rapid Access Lung Clinic Referral Pathway9

Journal of Medicine (NEJM), earlier 
this year, found reduced lung 
cancer mortality with volume CT 
lung cancer screening.  The study 
was initiated in 2003 and aimed 
to establish whether low dose CT 
screening in high-risk subjects 
would lead to a reductionof ≥25% 
in lung cancer mortality. 15,792 
people, aged 50-74, who were 
high-risk former and current 
smokers were randomised in a 
1:1 ratio to either no screening 
(n= 7,892; control group) or to CT 
screening at prespecified intervals 
(n=7900; investigational arm). CT 
screening took place at baseline, 
after year 1, year 3 and after 5.5 
years. There was a minimum 
follow-up of 10 years until 31st 
December 2015. The results 
showed that volume CT screening 
led to lower-stage cancers being 
found at the time of diagnosis as 
well as more frequent eligibility 
for curative, mainly surgical, 
treatment. The overdiagnosis rate 
was estimated to be approximately 
10% for screening-detected cases 
at worst, and therefore the balance 
of overdiagnosis versus mortality 
was felt to be likely acceptable. 

The adherence to CT screening 
was high, with at least 87.6% of 
the male participants undergoing 
three screenings. Overall, CT 
scanning decreased mortality by 
24% in high-risk men and 33% in 
high-risk women over a 10-year 
period. The authors concluded 
that ‘in this trial involving high-
risk people, lung-cancer mortality 
was significantly lower among 
those who underwent volume CT 
screening than among those who 
underwent no screening.’18

Whether or not lung cancer 
screening with CT will be adopted 
in Ireland will be a matter of debate 
in the coming years and finding 
the correct target population, in 
whom screening will be both cost-
effective and acceptable should 
be one of our highest priorities. 
Concerns about efficiency and 
cost effectiveness of screening, 
particularly in resource limited 
settings has prevented their more 
widespread adoption, however, 
the evidence shows that low-dose 
CT screening has been effective in 
the earlier detection of lung cancer 
and has shown a strong mortality 

benefit. It is therefore likely to 
play a major role in future lung 
cancer care. Through low dose CT 
scanning in high risk populations, 
a RALC system that is designed 
around triaging early CT referrals 
rather than chest x-ray is therefore 
likely to complement and improve 
the efficiency of such programmes 
if implemented in Ireland.19

Covid-19 considerations

The arrival of the Covid-19 
pandemic has brought many 
challenges and has transformed 
the delivery of healthcare 
worldwide. An important 
consideration is the overlapping 
symptoms of lung cancer and 
Covid-19.  Shortness of breath 
or a persistent cough may not 
represent infection with the 
virus but rather could signify 
an underlying malignancy and 
it is important that there is an 
awareness of this both amongst 

the general population as well 
as those working in the frontline 
of healthcare. The pandemic 
brings with it the associated 
challenges of maintaining delivery 
of services and has impacted on 
cancer care.20 Access to basic 
investigations such as walk-in 
chest x-ray are more restricted 
than previously. Patients with 
respiratory symptoms may have 
more limited access to primary 
care for referral and may be 
required to undergo several 
Covid-19 swabs and periods of 
isolation, before deemed suitable 
for an in-person consultation. 
Many patients are self-isolating 
and avoiding hospitals due to 
fear of contracting the virus and 
fear of overloading the healthcare 
system.20 A greater awareness 
of the red-flag symptoms of lung 
cancer is needed in the general 
population, particularly facing  
into the winter months and a 
prolonged pandemic.  

GENERAL RECOMMENDATIONS

A patient who presents with symptoms suggestive of lung cancer should be referred 
to a team specialising in the management of lung cancer. To make a referral, send 
(preferably FAX) a National Lung Cancer Rapid Access Service Referral Form 
or submit an electronic referral form via Healthlink (www.healthlink.ie). Electronic 
referral systems are currently under development. Additional referral forms 
can be obtained by phoning the National Cancer Control Programme at (01) 8287100 
or logging onto www.cancercontrol.hse.ie 

GPs should refer any patient they consider to have a high likelihood of lung cancer.

Patient sent for CXR

(see Table 1 indications for urgent CXR)

Refer to Rapid Access Service 
(patient informed by GP)

Refer to Rapid Access if 
haemoptysis or other concerning/ 

persistent symptoms 
(patient informed by GP) Team contacts GP with offer of 

appointment & to request  
referral details 

(patient informed by GP)Notes: In certain hospitals, radiology may trigger referral to a rapid access service but this should not be assumed. 
In general, you (the GP) will be asked to inform the patient that they are being referred to the service.

LUNG CANCER RAPID ACCESS SERVICES

Beaumont Hospital, PO Box 1297, D 9    Tel: (01) 8092544 Fax:  (01) 7974780

Cork University Hospital, Wilton, Cork Tel: (021) 4920189 Fax:  (021) 4922391

Galway University Hospitals, Galway  To open in mid 2010 

Mater University Hospital, D7  Tel: (01) 8032644/8032295 Fax:  (01) 8034036

Mid Western Regional Hospital, Dooradoyle, Limerick   To open in mid 2010 

St. James’s Hospital, D 8 Tel: (01) 4162196 Fax:  (01) 4103549

St. Vincent’s University Hospital, D 4 Tel: (01) 221 3702 Fax:  (01) 221 3576

Waterford Regional Hospital, Dunmore Road, Waterford  Tel: (051) 848988 Fax:  (051) 848844

REFERRAL PATHWAY

GP reviews patient

Patient fit for discharge but signs/
symptoms/radiology suggestive of 

lung cancer

Emergency referral  
e.g. stridor, SVC obstruction, 

respiratory distress

Patient discharged and referred to 
Rapid Access Service  

(patient informed by hospital staff)

CXR normal

Report to GP

CXR suspicious for lung cancer

Radiologist notifies  
lung cancer team

(written report sent to GP)
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Flexible scheduling for your 2L  
non-small cell lung cancer patients*1-3

*A study examined the exposure-response relationship between TECENTRIQ’s efficacy and 
safety in patients with non-small cell lung cancer using data from pooled Phase I and III studies 
in non-small cell lung cancer and urothelial carcinoma. Population pharmacokinetic-simulated 
exposures for the 1680mg Q4W were compared with the previously approved 1200mg Q3W. 
The results from the study support the interchangeable use of 1200mg Q3W and 1680mg Q4W 
dosing regimens for atezolizumab, as they are anticipated to demonstrate comparable efficacy 
and safety profiles while offering patients greater flexibility and convenience in their treatment.1 

Every 3 weeks: Fixed dose  
1200 mg IV (1 vial)2

Every 4 weeks: Fixed dose  
1680 mg IV (2 x 840 mg vials)3

Tailor TECENTRIQ to your patients’ needs1-3

OR


