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Lung Cancer in Ireland

it

2,693 new cases per Ranking 3rd among 1,894 lung cancer
year (2017-2019) most common deaths per year
cancers (2017-2019)

Makes up 20.5% of all cancer deaths

Ranking Ist among most common
invasive cancer deaths
e
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Projection For Lung Cancer Incidence 2020-2045
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Stage At Diagnosis Matters!

cases diagnosed 2014-2018 and percent by 5-year net survival & 95%Cl, by stage

stage at diagnosis

unstaged 9%
stage IV~ 39%
stagelll  22%
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Low Dose CT Thorax As Lung Cancer Screening Tool...
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The Evidence For LDCT in Lung Cancer Screening
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Lung Cancer Screening Leads to Reduced Mortality...

NLST

« 53,454 patients in US

. LDCT vs CXR

« Screeningatyear1,2,3

« 55-74vyears

« 230 pack years smoking

*  Current/former smoker (<15yr)

«  Scan positivity rate 24.2%
. 1% cancer detection (57% early stage)

« 20% | lung cancer mortality
«  6.7% | all cause mortality

Nelson

- 15,789 patients in Netherlands/Belgium
«  LDCT vs no screening

« Screening atyear 1, 3,5.5

« 50-74years

215 pack years smoking

*  Current/former smoker (<10yr)

«  Scan positivity rate 6%
*  0.9% cancer detection (70% early stage)

24% | lung cancer mortality (33% in females)
*  Not powered to show change in all cause mortality
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Potential Harms of Screening and Concerns

* False positives

« Incidental findings
«  Overdiagnosis

* Radiation exposure
« Patient distress

« Cost effectiveness

* Lack of
participation/barriers to
access

Any screening programme has potential benefits and harms. For lung cancer
Q screening, if 1000 eligible individuals are screened 3 times, it is estimated that:
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Thanks to screening,
2222 3 will not die from
lung cancer
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4 cancers would
never have caused
the person harm
(overdiagnosis)

13 will need an
invasive procedure
to rule out lung cancer
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Robbins et al, Lancet Respiratory Medicine, 2019
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The Impact of Social Deprivation on Lung Ca Incidence & Mortality
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Community Based Mobile Lung Health Units

Targeted Lung
Health Check

Programme
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M et h o d S !nv“::eo;sq‘; C based, mobile ; units

* Ever
smokers

Cardio-
vascular
risk

Tobacco
dependency

Research

Lung cancer
risk

N v
High risk Low risk
PLCOm2012n0Race = discharge
21.5% PLCO,2012n0Race <1:5%
-> CT screen
[
v
Cancer detected Indeterminate No cancer
- RAPID Hub early CT (3m) Remain in screening
- Treatment
Next round CT
screening
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Pilot Lung Cancer Screening Programme in Ireland.

Participant countries
= 11 ==
|
Austria Belgium Croatia
Czechia Estonia France
- — ]

|
Germany Greece Hungary
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Ireland Italy Netherlands
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Poland Romania Spain

One of the main problems with lung cancer is stigma. We need a change in how
we relate to people suffering from lung cancer, from a societal point or view.
The SOLACE project can really change that and lift the stigma for patients.

Ivica Belina, Croatia, president of Coalition of Association in Healthcare
representing patients, member of the SOLACE Stakeholder Advisory Group

HEALTH

Irish lung cancer screening
pilot to get underway

The pilot will involve targeting more deprived communities where
smoking and lung cancer rates tend to be higher

DANIEL MURRAY | APRIL 13,2023 HEALTH

Irish Cancer Society says lung
screenings ‘imperative’ as pilot
to be launched

The Business Post revealed last week that a lung cancer screening
pilot would soon get underway under the authority of the Royal
College of Surgeons Ireland (RCSI) as part of a wider European
Union-funded lung screening programme

DANIEL MURRAY | APRIL 18,2023
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The Future For Lung Cancer Screening...

« National Lung cancer screening programme (not included in current National
Cancer Strategy)

* Incorporation of artificial intelligence and biomarkers

~
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When to Refer...

Targeted Lung INHS |
Health Check University Hospitals
Programme of North Midlands

NHS Trust

Signs and symptoms of lung cancer

If you are experiencing any of these symptoms speak to your doctor. It's probably nothing
to worry about but if it is lung cancer, getting it diagnosed early could save your life.

i ¥ ¢ ¢

Persistent Repeat chest Finger-clubbing  Unexplained weight/  Breathlessness
cough infections appetite loss
®. O e N
‘ g (\p
Chestand/or  Unexplained tiredness Coughing up Change in long term Hoarseness of
shoulder pain or lack of energy blood cough or a cough that voice
gets worse

Targeted Lung Health Checks Stoke
www.uhnm.nhs.ulk/our-services/lung-health-checks
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CASES

65-74

yrs
36%

Median age group=70-74

Tobacco and Genetics
second hand smoke (your family history may

reveal genetic risk)

Air pollution

Radiation therapy

(treatment for previous cancer)

-\ Toxic workp|ace

chemicals
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Routes to Lung Cancer Diagnosis

« Rapid access lung clinic = 50%
«  Emergency presentation = 15%

« QOfther

-

& Beacon Hospital
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Rapid Access Lung Clinic

Table 1: Indications for Urgent Chest X-ray’

CXR false negative in >20% of
patients ultimately diagnosed
with lung cancer!

@.‘ Beacon Hospital



RALC Referral Pathway

REFERRAL PATHWAY

GP reviews patient
I

Emergency referral Pati
: . atient sent for Chest X-Ray (CXR
e.qg. stridor, SVC obstruction, HIOR)

respiratory distress

|
Y '

patient fit for discharge but CXR normal CXR supicious for lung cancer
signs/symptoms /radiology ‘, Tesrsesnsnaeen.
suggestive of lung cancer
Report to GP

Refer to Rapid Access Service if l

Patient discharged and referred haemoptysis or other concerning/ Refer to Rapid Access Service
to Rapid Access Service persistent symptoms (patient informed by GP)

(patient informed by hospital staff) (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.

18

(see Table 1 indications for urgent CXR)

Radiologist notifies
lung cancer team
(written report sent to GP)
Y
Team contacts GP with offer of
appointment & to request

referral details
(patient informed by GP)

P

- Beacon Hospital
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RALC Referral Pathway

REFERRAL PATHWAY

GP roeviowc nationt

SORULEARY  Beaumont Hospital, PO Box 1297, Dublin 9 Tel: (01) 809 3484

respirator

LUNG CANCER RAPID ACCESS SERVICES
Emergenc

Fax: (01) 809 3488

1

Cork University Hospital, Wilton, Cork Tel: (021) 492 0453 Fax: (021) 492 2391
Galway University Hospital Tel: (091) 542 234 Fax: (091) 542 092
BRI M2cer University Hospital, Dublin 7 Tel: (O1) 803 2644/2295  Fax: (01) 803 4036
MASMAlE  Mid Western Regional Hospital, Limerick  Tel: (061) 585 637 Fax: (061) 482572 &
v St. James’s Hospital, Dublin 8 Tel: (01) 416 2196 Fax: (01) 410 3549 GP)
Pali?Eleai;itgirE St. Vincent's University Hospital, Dublin 4 Tel: (01) 221 3702 Fax: (01) 221 3576
COELULE  Waterford Regional Hospital, Waterford Tel: (051) 848 988 Fax: (051) 848 844 offer of

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.

Juest

(patient informed by GP)

e Beacon Hospital
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( Individual with suspected NSCLC j

Contrast-enhanced CT of the chest (to include entire
liver) and PET

Penpheral lesion

[ Low suspicion of ] [ lntgqnediaw

or
Whole-body PET-CT
| Il
Stage Ib/ITa Stage 111 Stage IV
1
( Central lesion
High suspicion of N2/ High suspicion of
suspicion of N2/ N3 metastases

N2/N3 Nd

Discrete nodal
mass

Bulky nodal
disease

C

|

Assessment of risk and biopsy site
MDT discussion on Bronchoscopy + EBUS-TBNA % EUS- EBUS-TBNA £+ EUS- Biopsy of suspicious
best approach for EBUS-TBNA + EUS- FNA of suspicious FNA of suspicious metastasis (safest site
nodule work-up FNA of mediastinum Ilymph node mass if multiple)

l l

Surgical resection/
radxauon (scage llll)-

l Surgicil‘ "’i“'-'?_';q with ] Negative

i —
( = ) § =

{
\ sampling/dissection ) k

Positive immunotherapy, targeted
Additional biopsy )— therapy (stage IV).

Radlodn-rapyt l(; (stage
111); chemotherapy +

Diagnostics:

« CT chest/liver

« PET/CT

 MRI Brain

* Bronchoscopy

* Image guided
biopsy

« EBUS/EUS-FNA

Keogh, JTO, 2023
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New Drug Approvals in Lung Cancer: Immunotherapy

Chemotherapy

21

Low dose CT scan
Platioum-based Necadjnant Necadjuant
MW uam working group meta-analysis
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Godoy, Biomarker Research, 2023
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o The NEW ENGLAND
JOURNAL o MEDICINE
4 Perioperative Pembrolizumab
& for Early-Stage Non—Small-Cell Lung Cancer

H. Wakelee, M. Liberman, T. Kato, M. Tsuboi, S.-H. Lee, S. Gao, K.-N. Chen, C. Dooms, M. Majem, E. Eigendorff,
G.L. Martinengo, O. Bylicki, D. Rodriguez-Abreu, J.E. Chaft, S. Novello, J. Yang, S.M. Keller, A. Samkari,
and J.D. Spicer, for the KEYNOTE-671 Investigators™
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No. at risk Months
397 371 347 327 277 205 148 108 69 32 4 0
400 379 347 319 256 176 125 77 39 20 4 0

OS defined as time from randomization to death from any cause. * Significance boundary at IA2, one-sided P = 0.00543
Data cutoff date for IA2; July 10, 2023,
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Overall Survival, |1A2
Median Follow-Up: 36.6 months (range, 18.8-62.0)

Pts w/ Median
12-mo rate 24-mo rate 36-mo rate 48-mo rate Event (95% Cl), mo
100+ 87.6% Pembro arm 27.7% NR (NR-NR)
90+ 87 7% 79.0%
74.7% Placebo arm 36.0% 52.4 (45.7-NR)
80 *
70+
o\° 60"
8’ 50+
404 HR 0.72 (95% CI, 0.56-0.93)
304 one-sided P= 0.00517°
20
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0 6 12 18 24 30 36 42 48 54 60 66
No. at risk Months
397 371 347 327 277 205 148 108 69 32 4 0
400 379 347 319 256 176 125 77 39 20 4

OS defined as time from randomization to death from any cause. * Significance boundary at IA2, one-sided P = 0.00543
Data cutoff date for IA2; July 10, 2023,



New Drug Approvals in Lung Cancer: Targeted Therapy
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Guo, Cells, 2022
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