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Mount Vernon Cancer Network has a population of 1.3m residents. It encompasses NHS Hertfordshire, NHS Luton and 
southern part of NHS Bedfordshire and Provider Trusts: East & North Hertfordshire NHS Trust, West Hertfordshire NHS Trust 
as well as Luton and Dunstable NHS Foundation Trust.

In line with the Cancer Reform Strategy3 recommendations, Mount Vernon Cancer Network and its constituent Lung Cancer Tumour 
Site Specialised Group (TSSG) have reviewed various sources of information since 2008 to ascertain where the network was ranked in 
terms of outcomes and aspects of service delivery. These sources included:

1. eAtlas2 survival data

2. Cancer Commissioning Tool kit4

3. National Lung Cancer Audit5

These indicated that the network was in the 4th quartile for certain measures and highlighted the need for further in-depth review of 
information pertaining to lung cancer service provision such as diagnoses rates, staging and active treatment rates.5,6

Working with the local cancer registry, Eastern Cancer Registration and Information Centre (ECRIC). The network has been able to 
review more up to date data for the registered lung cancer population over the time period 2007 to 2008.

Mount Vernon Cancer Network has a lower than average incidence rate of 51.8 per 
100,000,1 and is ranked as 24th in terms of networks ordered according to the highest number of 
new cases with the primary cancer located in either the trachea, bronchus and lung (C33-34). 

A review of relative survival rates in lung cancer indicates that Mount Vernon Cancer Network has a 
lower than average rate of 24.8%,2 and is ranked in the 4th quartile when compared to the other 
30 English Cancer Networks.

Approach
Information about process and clinical measures is available from different data sources7,8 and 
often referring to different time periods. The Lung Cancer TSSG worked closely with its local 
cancer registry ECRIC to review more up to date and complete information. The intention was 
to review survival rates and also correlate this with process measures that impact the lung cancer 
patient care pathway. Working with ECRIC, enabled comparisons to be done between Mount 
Vernon Cancer Network and the rest of the East of England.9

  -  ECRIC is the regional cancer registry covering the 5.6 million population of the East of 
England: collects and collates information from over 20 data sources;

  -  registers all malignant and selected benign tumours diagnosed in the region;
  -  follows each patient from diagnosis, through the patient pathway, and for their lifetime.
Cases registered by ECRIC include data on:
  -  patient demographics;
  - site, behaviour, morphology and stage of tumour;
  - treatment, including details of surgery, radiotherapy and chemotherapy;
  - hospitals where treated;
  - causes of death (both cancer and non-cancer deaths).
This study used survival analysis by Kaplan Meier and Cox methods.

Lung cancer survival (2007/08 diagnoses)

Discussion
• Mount Vernon Cancer Network was found to have a significantly lower 1-year survival rate than 
the rest of the East of England after adjustment for age at diagnosis, stage, grade and deprivation. 
A similar finding was established with 1-year conditional on 3-month survival. These differences 
between the Network and rest of the East of England could indicate that late diagnoses was not 
the only factor explaining the differences as active treatment rates had a key role to play here when 
looking at the impact on survival

• A review of the distribution of diagnosis by stage indicated that there was a higher proportion 
of patients at Mount Vernon Cancer Network (around a third) did not have staging information 
available. Stages 1 to 4 follow the current TNM approach for staging in lung cancer. But the 
registry also records two additional stages which have included in the stage marked as ’Unknown/
Unclassified’ (U): Stage 6 – insufficient information to stage the tumour; Stage X – tumour site was 
classified as bronchus or lung unspecified (ICD10 site code C34.9)

• Mount Vernon Cancer Network has a lower proportion of histological and higher proportion of 
clinical diagnoses than the rest of the East of England. This additional insight into basis of diagnosis 
does provide a more complete picture than that recorded in the National Lung Cancer Audit (for 
2008, the histological diagnosis rate for the Network is 73.1%).10

• A review of the proportion of non-small cell lung cancer (NSCLC) to small cell lung cancer to 
unclassified or other types of lung cancer indicated that Mount Vernon Cancer Network has lower 
proportion of NSCLC and higher proportion of unclassified/other types when compared to the rest 
of the East of England.

• Active treatment is classified as surgery, radiotherapy or chemotherapy. Mount Vernon Cancer 
Network has a lower rate of active treatment when compared to the rest of the East of England. 
The 2008 National Lung Cancer Audit data would complement this analysis further as the 
distribution of active treatment is provided by age, stage and performance status.11

• Reasons as to why no active treatment was given was further ascertained by the local registry 
ECRIC by reviewing medical notes. Mount Vernon Cancer Network classified a high proportion 
of cancers as unfit to treat/watch & wait/palliative care when compared to the rest of the East of 
England.

• In comparison, Mount Vernon Cancer Network had lower treatment rates (except for surgery of all 
stages and all lung cancers) than the rest of the East of England. With slightly higher surgery rates 
being observed for the Network, this raised questions around the distribution of surgery across the 
stages. 

First indications point to:
  -  despite having higher overall surgery rates in the Network, there are lower rates in Stage 1 

and 2 NSCLC
  -  surgery was also being conducted in both Mount Vernon Cancer Network and the rest of the 

East of England in patients either with insufficient staging information to record the stage or 
categorised as bronchus or lung unspecified making it difficult to derive the relevant stage. 
Within the sector of patients with unknown or unclassified staging, the Network did seem to 
have a higher surgery rate than the rest of the East of England

  -  It would seem prudent for a more detailed audit to be conducted around staging and surgery 
rates, namely, understand the decision making process by clinicians which results in the 
unknown/unclassified stage being derived from this audit of the registered lung cancer 
population by ECRIC.

Conclusion
Cancer registry data held by ECRIC is population-based (n = 667 in 2008), while the National  Lung 
Cancer Audit (n = 540 in 2008) is treatment centre-based. 
Both sets of data seem to identify Mount Vernon Cancer Network as having notably poor survival, 
perhaps due to:
  -  low rates of histological diagnosis and staging;
  -  high proportions of unclassified tumour types;
  -  high proportions of untreated cases;
  -  low rates of chemotherapy, radiotherapy and surgery.
The value of such information only becomes apparent through discussions with the clinicians (TSSG 
– at their regular review meetings) and ongoing actions that fall out as a result of understanding the 
data. 
For the clinical community to utilise any information about process and clinical measures it needs 
to be viewed as complete and up to date to reflect clinical practice. This could really only happen 
by initiating the discussion with the TSSG through use of data in the public domain (e.g., survival 
rates from the NCIN and process measures from the National Lung Cancer Audit). Additionally, 
building upon this through detailed work by the local cancer registry to determine what information 
was held for similar measures. This analysis by the registry was found to complement information 
recorded in the National Audit, for example, treatment rates were very similar. Furthermore, work 
the of the registry also helped to ascertain more information as to why non-treatment decisions 
were made. 
The key conclusion is that the local registry’s involvement in the work of TSSG’s is 
paramount to the improvement of clinical outcomes, however, clinical engagement is 
essential to make any use/sense of the data published by a National Audit or derived from 
the local cancer registry records.

Current Actions
Short-term
  - The TSSG are reviewing the Network lung cancer treatment protocols.
  -  Clinicians are also conducting audits within their Trusts data to compare key measures (diagnosis/

treatment rates) at the 4-monthly lung TSSG meetings.
  -  Present this ongoing work as a case study to the June 2010 NCIN conference of how a Network 

TSSG utilises information to improve practice – this could form a templated process for other 
Networks to learn from.

  -  Continue to work closely with the registry – review more up to date data available online to 
clinicians.

  -  Utilise the Peer Review Measures (data completion; histological conformation rate; active 
treatment rates; surgical resection rates {all cases excluding Mesothelioma}; and small cell lung 
cancer chemotherapy rates)

Long-term
  -  Agreement for the Lung TSSG to take part in the current MDT pairing initiative (led by National 

Lung Cancer Audit team) – idea is to compare MDT decision making and share learning’s. 
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Cancer Network/Region One Year Crude Survival
One Year Survival Conditional 
on 3-month Survival

Percent One Year Survival (95% confidence limits)

Rest of East of England SHA 27.7 (26.4, 28.9) 45.6 (43.8, 47.4)

Mount Vernon Cancer Network

23.6 (21.4, 26.0) 42.5 (38.8, 46.1)

HR (compare with rest 
of East of England; 1.08 
(p=0.03)

HR (compare with rest of East 
of England; 1.10 (p=0.05)

Surgery rates across Stage (Rest of East of 
England SHA)

Did not have surgery Surgery

Stage Cases Proportion (%) Cases Proportion (%)
1 147 37.7% 243 62.3%
2 93 53.4% 81 46.6%
3 770 89.0% 95 11.0%
4 909 92.0% 79 8.0%
U 341 81.8% 76 18.2%

Surgery rates across Stage (Mount Vernon 
Cancer Network)

Did not have surgery Surgery

Stage Cases Proportion (%) Cases Proportion (%)
1 30 40.5% 44 59.5%
2 23 62.2% 14 37.8%
3 112 83.0% 23 17.0%
4 169 94.9% 9 5.1%
U 142 72.8% 53 27.2%

Surgery rates by stage

Type of active treatment Rest of East of England SHA Mount Vernon Cancer Network

Number 
Untreated

Number 
Treated

Percentage 
Treated

Number 
Untreated

Number 
Treated

Percentage 
Treated

Active treatment (surgery, radiotherapy or 
chemotherapy

2178 2893 57.0% 763 535 41.2%

Surgery All NSCLC 2260 574 20.3% 476 143 23.1%
Radiotherapy All Lung cancers 3213 1949 37.8% 1039 289 21.8%
Chemotherapy NSCLC Stages 3-4 1075 778 42.0% 243 70 22.4%
Chemotherapy Small Cell Lung Cancer 234 346 59.7% 83 67 44.7%

Reasons for No Active Treatment

Definition
Rest of East of 
England SHA

Rest of East of 
England SHA

Mount Vernon 
Cancer Network

Mount Vernon 
Cancer Network

Died before treatment was given 325 6.4% 57 4.4%

Refused treatment 105 2.1% 7 0.5%
Asymptomatic 48 0.9% 7 0.5%
Unfit to treat 1148 22.6% 439 33.8%
Death certificate only 0 0.0% 2 0.2%
Post Mortem only 128 2.5% 25 1.9%
Watch & Wait/Palliative Care 108 2.1% 91 7.0%
No Record of Treatment 316 6.2% 1356 10.4%
Total 5071 100.0% 1298 100.0%
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ICD = International Classification of Diseases; TNM = Tumour/lymph Nodes/Metastases; U = Unknown/Unclassified
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