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SESSION 1: SCREENING AND EARLY DETECTION 
Chairs: Prof. Drew Moghanaki and Ms Anne Fraser

Lung cancer is one of the most common cancers in New Zealand and the leading cause of cancer death, with around 1800 
Kiwis dying from this disease every year. Unfortunately, by the time of lung cancer diagnosis most people already have advanced 
disease with little chance of cure. Early detection of lung cancer is key to improving survival outcomes.

The Manchester Lung Health Check
Being scanned for cancer in a supermarket car park is undoubtedly an interesting concept, but recent trials of a mobile lung 
cancer screening service have proven popular and successful in Manchester in the UK. Dr Haval Balata, a pioneer in the 
development of Manchester Lung Health Programme, talked attendees through the community-based Manchester Lung Health 
Check, which aims to identify and screen hard-to-reach populations at high risk of lung cancer. Utilising mobile low-dose CT 
scanners, the programme targets ever-smokers aged 55-74 years who are registered with a participating GP. Participants 
undergo a thorough 20-minute Lung Health Check by an experienced respiratory nurse and, if appropriate, undergo a CT 
scan. Among the first 2541 patients screened, 4.3% were diagnosed with lung cancer, with 80% stage I + II, and 89% were 
offered curative intent treatment. At the time of screening, patients are also screened for CVD risk using the QRISK2 CVD risk 
calculation and for COPD via spirometry. At screening, patients are offered advice on tobacco addiction treatment by a specialist 
nurse. The programme is supported by the NHS and has now been extended to North and East Manchester. 

Te Oranga Pūkahukahu – a Māori-led lung cancer screening study
The incidence of lung cancer is over 3-fold higher for Māori than non-Māori and is a leading cause of cancer deaths. Lung 
cancer screening provides a substantial health gain opportunity for Māori, but it must be delivered equitably. Senior Māori health 
researcher Prof. Sue Crengle presented findings from Te Oranga Pūkahukahu, a Māori-led lung cancer screening study run by 
Auckland and Waitematā DHBs, and the University of Otago, that has shown that such screening in New Zealand would be cost-
effective. A preliminary survey of just over 500 Māori identified that while 99% may be willing to attend a lung cancer screening 
programme, around 30% were worried about being judged for being a smoker, were concerned that if they were diagnosed they 
couldn’t be cured, and that treatment may be worse than the disease itself. Most were comfortable with the idea of giving blood. 

The study, which aims to complete 514 CT scans, targets Māori aged 55-74 years classified as not ̀ never-smokers’ and aims to 
compare the effectiveness of primary care-led versus centralised invitation approaches. A total of 218 people have undergone 
risk assessment so far, with 105 (48.17%) eligible for a CT scan; 87 eligible but not contacted yet. Of those eligible, 94 (89.5%) 
consented to having a CT scan following shared decision-making. Feedback from participants has been very positive and they 
have been happy with their participation in the trial and pleased to see steps towards addressing long-standing issues of lung 
cancer among Māori. 

Lung health screening in the Midland region 
Prof. Ross Lawrenson, Professor of Population Health at the University of Waikato, explained that in the Midland region 
(Waikato, Bay of Plenty, Lakes and Tairawhiti DHBs) 32% of lung cancer patients are Māori and over 55% have stage IV disease 
at diagnosis versus 6.3% of non-Māori. The Midland region has seen a 20% increase in the number of lung cancer cases in 
the past 10 years. The highest proportion of lung cancer cases in Māori are in patients in the 55-74 age group, whereas in  
non-Māori they are in the over 75 age group; in fact, the incidence of lung cancer in Māori aged 50 years is the same as 
non-Māori aged 65 years. Less than 2.3% of Māori in the Midland region reported that they had never smoked. Most newly 
diagnosed lung cancer patients in the region are current/ex-smokers with a pack-year history of 30+. 

Mobile CT units have meant that those with the greatest need can be reached. The Hā Ora project funded by the HRC, and 
underpinned by a kaupapa Māori approach, aims at improving early diagnosis of lung cancer and addressing the equity gap for 
Māori and rural communities in the Midland region using a mobile two-stage lung screening approach.

Welcome   to this review of the New Zealand Lung Cancer Conference, which 
was organised by the Thoracic Society of Australia and New Zealand (TSANZ), and held in Auckland 30 June to 1 July, 2022.  
New Zealand and international experts delivered exciting and informative presentations on topics including screening and 
detection, treatment, and optimising outcomes in lung cancer. Key messages from their presentations are summarised. 
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Swapping CAT scans for DOG scans
Dr Cat Chang, Respiratory and Sleep Physician at Waikato Hospital, reiterated the need 
for a good lung cancer screening programme in New Zealand. Existing screening pathways 
are costly, have equity and access issues, and carry the risk of false-positive results and for 
further investigations when pulmonary nodules are detected. There have been a number 
of studies published on scent detection in lung cancer using dogs, but the sensitivity and 
specificity findings have varied widely. Such studies are subject to numerous methodological 
challenges. 

Dr Chang and colleagues from the Scent Detection Research Group are undertaking a study 
using saliva and breath samples from patients attending a respiratory clinic, with the aim 
of developing a reproducible and non-biased detection system for the evaluation of these 
samples by scent dogs. To date, over 1000 saliva and breath samples have been obtained 
and several dogs have been trained for the detection of lung cancer using these samples, 
with breath outperforming saliva in the rate of accuracy. Blind testing, simulating a real-world 
screening process, has demonstrated promising findings. The advantages of using dogs for 
lung cancer screening are that they are fast, portable, inexpensive, socially acceptable, do 
not involve radiation, and can be used for repeat “scans”. 

SESSION 2: TREATMENT OF EARLY-STAGE LUNG CANCER 
Chair: Dr Louis Lao

Segmentectomy versus lobectomy for small peripheral 
lung adenocarcinoma 
Lobectomy for T1 N0 non-small cell lung cancer (NSCLC) was adopted as the gold standard 
following the findings of a US study published in 1995. A recent Japanese study published 
in The Lancet reports that segmentectomy confers a 5-year survival benefit compared with 
lobectomy in patients with T1a NSCLC, with the authors suggesting that segmentectomy 
should be considered the new gold standard treatment for this group. Mr Peter Alison, 
Consultant Cardiothoracic Surgeon at Auckland City Hospital, cautions that the Japanese 
study is the only one to date to claim at least equivalent outcomes of segmentectomy versus 
lobectomy, that there may be inherent bias in the trial design and interpretation, and that the 
surgical techniques undertaken are potentially difficult to replicate. He concluded that the 
two procedures have similar early/late outcomes for survival and morbidity and functionality, 
and that the findings of nodal involvement in 6% of peripheral low-grade adenocarcinomas 
reinforce the importance of adequate nodal examination for staging. 

When SBRT might not be safer than surgery 
Evidence for the efficacy of surgery (pneumonectomy) in NSCLC is well established. 
Stereotactic body radiation therapy (SBRT) provides an alternative to high-risk surgery for 
patients with lung cancer and as alternative to lobectomy for tumours ≤3 cm, with promising 
OS findings in RCTs. More recently MRI-guided SBRT has improved the delivery of SBRT to 
lung cancer tumours. While SBRT is less invasive than surgery, Prof. Drew Moghanaki, 
Chief of Thoracic Oncology in the UCLA Department of Radiation Oncology, explains 
that SBRT can result in injury to critical structures near the mediastinum including the 
oesophagus, can cause scars obscuring future surveillance, and that some complications 
have been fatal. Thus, upfront surgery is likely a better option when lung tumours are near 
mediastinal structures.

Current adjuvant therapies for early-stage lung cancer 
The absolute survival advantage for adjuvant chemotherapy in lung cancer has been shown 
to be only 9% at 5 years in stage IB to IIIA disease and is considered to be of limited 
benefit in this group of patients. Dr Gareth Rivalland, a medical oncologist working in 
Auckland and specialising in cancers of the lung, melanoma and brain, explained that 
while first-generation targeted therapies such as gefitinib (a TKI) did not improve survival 
outcomes for patients with EGFR-mutated NSCLC, adjuvant osimertinib (a third-generation 
TKI) showed very promising findings of an 83% reduced risk of lung cancer returning over 
3 years in the ADAURA trial. Osimertinib is now approved by the FDA for this indication. 
Recent adjuvant immunotherapy trials in resected NSCLC have demonstrated conflicting 
findings but there appears to be a trend towards OS improvement with atezolizumab in 
the PD-L1 TC ≥1% stage II-IIIA population in the IMpower010 trial. Dr Rivalland suggests 
that maybe adjuvant immunotherapy could be standard of care, but that there are a lot of 
questions still to answer. He explained that neoadjuvant therapy is a promising area but 
the OS benefit is only 5% at 8 years with chemotherapy alone. Early trials of nivolumab as 
neoadjuvant therapy in lung cancer support the benefits of early treatment. The concept of 
combining chemotherapy and immunotherapy for treatment of locally advanced potentially 
resectable stage IIIA to IIIB NSCLC was investigated in the phase II NADIM trial which 
showed a complete or major response in 52.6% of nivolumab plus chemotherapy recipients 
versus 13.8% of chemotherapy recipients, with an OS at 36 months of 81.9%. The phase III  
CheckMate-816 trial supports these findings. Neoadjuvant therapy does carry risks, such 
as tumour progression and toxicity that may prevent or delay curative surgery. A number of 
neoadjuvant therapy studies in lung cancer are underway and the early data are extremely 
exciting. 

SESSION 3: LUNG CANCER: WHERE ARE WE AT IN AOTEAROA, AND HOW SHOULD WE BEST MEASURE IT? 
Chair: Dr Paul Dawkins

Clinical Quality Registries: Using data to drive 
improvement in lung cancer care 
Prof. Rob Stirling, from Monash University in Melbourne, discussed the use of data to drive 
improvement in lung cancer care. In Australia, a national Clinical Quality Registry has been 
developed and provides an opportunity to support individuals, organisations and populations 
by identifying opportunities for improvement. Clinical Quality Registries capture data which is 
not available from administrative data sets. The Victorian Lung Cancer Registry, established 
in 2011, reports on 22 different quality improvement performance indicators to hospitals 
and institutions; see here. Analysis of data from the Victorian Lung Cancer registry helps 
to identify institutions that are outliers and could benefit from improvement measures. 
For example, findings from the registry on the proportion of patients receiving supportive 
care screening have varied widely, and have enabled targeted improvement measures in 
this domain at institutions where patients are not as likely to receive such care. Reducing 
unwarranted clinical variation is critical in the context of value-based healthcare. 

Data from the registry have revealed that only 61.3% of new lung cancer cases are 
discussed in multidisciplinary meetings (MDMs), a concerning finding, given the 25% 
reduction in mortality with MDM presentation identified from the registry data. Interestingly, 
the data also showed benefit of treatment for lung cancer in the 80+ age group with  
stage III-IV disease, but that clinicians may be too nihilistic with this age group having a 
76% reduced odds of receiving active cancer treatment. Having a geriatrician on the MDM 
may be beneficial. Registry data have also demonstrated a substantive increase in the use 
of guideline concordant treatment (GCT) for NSCLC (associated with a 68% reduction in the 
HR for death) and a substantive decrease in the use of non-GCT between 2016 and 2021. 
The Victorian Lung Cancer Service redesign project which targeted quality improvement in 
five Victorian hospitals enhanced timeliness of cancer care and improved local data service 
capabilities. The development of an Australian and New Zealand Lung Cancer Clinical 
Quality Registry is underway, with a protocol paper due to be published. 

Prof. Rob Stirling discussed the 60-30-10 Challenge, which describes the observation that 
approx. 60% of patients receive guideline-concordant treatment, approx. 30% receive care 
which is largely of low value, and that approx. 10% receive care that causes harm. 

Time spent reading this publication has been approved for CNE by The 
College of Nurses Aotearoa (NZ) for RNs and NPs. For more information on 
how to claim CNE hours please CLICK HERE.

This Research Review has been endorsed by The Royal New Zealand 
College of General Practitioners (RNZCGP) and has been approved for up to 
1 CME credit for the General Practice Educational Programme (GPEP) and 
Continuing Professional Development (CPD) purposes. You can record your 
CME credits in your RNZCGP Dashboard
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LUCAP: Opportunities for national databases 
In both Australia and New Zealand there are clear inequities and unwarranted variations 
in lung cancer care and outcomes across institutions and regions and a clear and 
urgent need for improvement. Prof. Fraser Brims, Consultant Respiratory Physician at  
Sir Charles Gairdner Hospital and Director of Early Years Clinical Skills at Curtin University 
Medical School, explained that a lung cancer clinical quality data platform (LUCAP) could 
transform lung cancer care in Australia and New Zealand, and provide a platform for 
innovative research. As an example of the potential benefits of such a programme, the UK 
National Lung Cancer Audit established in 2005/6 has led to significant improvements in 
care and outcomes for patients. One of the key features identified by the audit was the 
inadequate number of thoracic surgeons available and this was subsequently rectified. 

Prof. Brims emphasised that the Australian and New Zealand LUCAP approach must have 
clear aims and good and clear data reporting with facilitation for interaction with the data. 
Support from the lung cancer community is essential. Reports should be benchmarked 
against institutional, regional, national, and international data. Reports should be built 
around clear domains of clinical quality indicators including equity, timeliness, safety, 
and effectiveness. Clinical data should be collected from the time of diagnosis and as 
real time as possible. Institutions and clinicians need to have a sense of accountability 
and responsibility for the data and performance; the reports will be publically available. 
In the next 6 months, an e-Delphi consensus will be undertaken with Australian and  

New Zealand clinicians in order to determine what standards should be upheld. Cultural 
change is needed by clinicians and policy makers. Prof. Brims emphasised that it is 
unacceptable for any patient in 2022 to not have access to MDT care. 

Te Aho o Te Kahu and the CanShare programme 
Dr John Fountain, Manager of Data, Monitoring and Reporting (DMR) at Te Aho o Te 
Kahu, the Cancer Control Agency, discussed the agency’s CanShare programme. The 
intention of CanShare, a clinically led, standards-based programme, is the sharing of 
cancer-related information throughout the national healthcare system to support decision-
making at the place and time of patient care and thus is for clinical real-time use not 
just data collection. The programme has been set up so that the data collected are 
relevant, accurate, timely and sharable with the health sector, MDMs, individuals, and 
researchers etc. Currently there are around 200 healthcare professionals contributing to 
the programme and CanShare is currently being integrated with Hira (formerly the National 
Health Information Platform).

Current and planned data sources for CanShare include radiation oncology (ROC), medical 
oncology (ACT-NOW), structured pathology, surgical reporting, patient-reported measures, 
and radiology reporting. Health registries involved include the New Zealand Cancer Registry 
and the New Zealand Children’s Cancer Registry, and National Screening Units (bowel, 
cervical and breast cancer), and there a number of other registries to be investigated.

SESSION 4: PRE-HABILITATION FOR OPTIMISATION OF OUTCOMES 
Chair: Ms Anne Fraser

Pre-habilitation for optimisation of outcomes 
There is growing international evidence for the benefit of optimisation of lung cancer 
patients prior to surgery or radiotherapy. Ms Pippa Labuc, thoracic oncology specialist 
occupational therapist at the Peter MacCallum Cancer Centre in Melbourne, discussed 
pre-habilitation and what is required for a successful pre-habilitation programme.  
She explained that while treatments are improving OS in patients with lung cancer, 
this often comes at the cost of decreased quality of life due to treatment side effects.  
Pre-habilitation, which is relatively new in the cancer setting, is a process on the continuum 
of care that occurs between the time of cancer diagnosis and the beginning of acute 
treatment, and includes physical and psychological assessments that establish a baseline 
functional level, identifies impairments, and provides targeted interventions that improve 
a patient’s health to reduce the incidence and severity of current and future impairments. 
Pre-habilitation aims to reduce length of stay, reduce hospital costs, enhance recovery 
following treatment, reduce post treatment complications, and improve long-term patient 
outcomes including nutritional and functional status, quality of life, cardiorespiratory fitness, 
and neuro-cognitive function. In thoracic oncology, pre-habilitation has proven to improve 
cardiopulmonary exercise capacity, reduce fatigue and post-operative complications, 
optimise social supports and determinants, and optimise mental health. 

The Macmillan Cancer Support Guidelines (available here) provide a comprehensive 
guide to pre-habilitation for people with cancer. The guidelines recommend that for  
pre-habilitation to be most effective, it should be delivered by a multimodal (exercise, 

nutrition and psychological interventions), collaborative and multidisciplinary approach.  
Ms Labuc explained that screening patients for pre-habilitation should be undertaken 
as early as possible and via an MDT approach to identify specific needs and triage to 
appropriate pathways. Screening also allows for teachable moments, for example to 
promote health behaviour change, and to set expectations about intervention, discharge 
and recovery, to identify comorbidities and frailty, to assess nutritional status, psychological 
status, and to promote smoking cessation or alcohol consumption modification. Once 
identified, specific needs can be targeted. Ms Labuc pointed out that pre-habilitation 
should also focus on interventions that foster coping skills and promote self-efficacy, so 
that patients feel that they are more in control. 

A/Prof. Morten Quist, a physiotherapist clinician researcher from the University of 
Copenhagen, explained the `Multiple-Hit’ hypothesis that cancer treatment is usually 
undertaken in aging people already experiencing deconditioning and comorbid disease 
with the additive effects of surgery, radiation, chemotherapy and hormone therapy 
further reducing their exercise tolerance. He presented findings of a meta-analysis of  
10 RCTs involving 676 patients with NSCLC undertaking pre-operative physical training 
programmes. The analysis showed improvements in dyspnoea, 6-minute walking distance 
and VO2 peak that were associated with reductions in post-operative hospitalisation, and 
post-operative pulmonary complications. A series of pre- and post-operative aerobic 
conditioning studies were presented which showed benefits in aerobic fitness and muscle 
strength, with additional benefits in mental health among patients with lung cancer.

SESSION 5: CHALLENGES FACING TREATMENT PROVIDERS IN LUNG CANCER 
Chair: Dr Chris Lewis

Assisted dying in New Zealand
Dr Laura Chapman, Director of Clinical Training and a General Physician at Waitemata 
Health, and the Deputy Head of Programme for Auckland Medical School, discussed the 
End of Life Choice Act 2019 and the relief that the passing of this bill has given to patients 
with a terminal illness at the end of their life and their loved ones. The Act, which came 
into force on 7 November 2021, uses the term `assisted dying’ to refer to both euthanasia 
and assisted suicide. Dr Chapman explained the role of Resident Medical Officers (RMOs). 
The Act is clear that the person requesting assisted dying must be the one to raise it first 
and not the clinician. When a patient expresses their wish for assisted dying, specific and 
well-documented protocols are followed, with approval requiring input from an Attending 
Medical Practitioner (AMP; ≥third-year resident), an Independent Medical Practitioner 
(Annual Practicing Certificate ≥5 years), and if deemed necessary, a psychiatrist. The role 
of the RMO in assisted dying covers a wide spectrum and this is not particularly defined 
by the Act 

Dr Chapman explained that if a clinician does not wish to assist a patient to die, they could 
explain that they lack the skills or experience and connect them with a willing doctor, 
while respecting the patient’s wishes. The Support and Consultation for End of Life in  
New Zealand (SCENZ) is the statutory body for assisted dying in New Zealand and holds a 
list of willing doctors. 

To be eligible for assisted dying in New Zealand, a person must meet all of the following 
criteria:

•	 Be aged 18 years or older
•	 Be a citizen or permanent resident of New Zealand
•	 Suffer from a terminal illness likely to end life within 6 months
•	 Be in an advanced state of irreversible decline in physical capability*
•	 Experience unbearable suffering that cannot be relieved in a manner that the person 

considers tolerable*
•	 Be able to make an informed decision about assisted dying.

*Not further defined in the Act

http://www.researchreview.co.nz
https://www.macmillan.org.uk/healthcare-professionals/news-and-resources/guides/principles-and-guidance-for-prehabilitation
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SESSION 6: MOLECULAR TESTING IN NON-SMALL CELL CANCER 
Chair: Dr Laird Cameron 

Molecular testing in NSCLC: International standards 
and New Zealand experience
Prof. Mark McKeage, a Professor and Physician-Scientist at the University of Auckland, 
as well as Co-Director of the Auckland Cancer Society Research Centre, explained that 
molecular testing in NSCLC is important for selecting treatment, assessing prognosis and 
addressing inequities. He suggested that if implemented successfully, hundreds of patients 
could benefit from biomarker-directed lung cancer treatment each year in New Zealand. 
However, international testing guidelines which suggest testing for biomarkers including 
EGFR, ALK, KRAS, ROS-1, BRAF, NTRK1/2/3, MET ex14 skipping, RET, and PD-L1 seem 
impractical because universal testing of all eligible patients is unachievable. 

In New Zealand testing is generally limited to EGFR and ALK, because available therapies 
target these mutations. Data collected from the northern region of New Zealand have shown 
EGFR testing rates in NSCLC of approximately 70%, suggesting that there may be 30% 
of patients who are unable to access the benefits of biomarker-directed therapy. Evidence 
from northern New Zealand suggests age-standardised incidence rates of EGFR mutation-
positive lung cancer of 3.2, 6.4, 11.0 and 10.6 per 100,000 person-years in New Zealand 
Europeans, Māori, Pacific peoples, and Asians, respectively. Prof. McKeage presented a 
mutation prediction model nomogram in development which is based on clinical features 
that appears to fairly accurately predict the presence of the EGFR mutation.

Molecular testing in NSCLC: Pathologist perspective 
Dr Nicky Kingston, a pathologist at Auckland Hospital, explained that in New Zealand 
we are currently reflex testing non-squamous NSCLC for EGFR and ALK, with ALK IHC 
preferred over ALK FISH. She added that depending on the PCR panel used for EGFR 
testing, other biomarkers will be captured. For example, OncoFOCUS also tests for KRAS, 
BRAF, NRAS and KIT, while the IGENZ panel also tests for KRAS, BRAF and ERBB2.  
As testing requirements are likely to increase with new treatments being funded, we need 
to consider how we are going to manage this. Will multiple single-gene testing be used or 
will next-generation sequencing (NGS) be adopted? More and more will be required from 
small amounts of tissue so we will need a collaborative approach with consideration for 
type of biopsy, sharing clinical information with the pathologist, and adopting methods to 
conserve tissue.

Circulating tumour DNA – Applications in lung cancer 
Dr Malinda Itchins, a Thoracic Medical Oncologist at Royal Northshore Hospital, Sydney, 
discussed the emerging role of liquid biopsy in lung cancer for the detection of circulating 
tumour DNA (ctDNA) in the blood. Liquid biopsy allows for minimally invasive sampling 
of tumour cellular debris and can provide similar, or even superior, genomic alteration 
detection rates compared to tissue sampling – the results are also faster! Liquid biopsy 
is also useful in parallel with tissue sampling or in patients with inadequate or infeasible 
tissue biopsy. Treatment outcomes are similar with tumour positive versus plasma positive 
findings. The International Association for the Study of Lung Cancer (IASLC) recommends 
the use of liquid biopsy as standard of care in progressing advanced patients to targeted 
therapy. Unfortunately, the cost of testing remains a barrier in Australia and New Zealand.

The criteria not further defined in the Act, are ultimately decided by the clinician assessing 
the patient and must take into account the patient’s clinical trajectory, personal definition 
and goals of care. Be mindful that prognostication is not an exact science, with research 
suggesting that 63% of predictions by physicians are overoptimistic and that survival 
is overestimated by a factor of 5.3. The Act has a number of issues that will ideally be 
addressed in the future. 

It is essential that lung cancer clinicians understand the reality for their patients and 
incorporate prognostication into all lung cancer MDMs. Dr Chapman believes that assisted 
dying care sits alongside palliative care and that they are not mutually exclusive. A major 
difficulty in supporting patients to access assisted dying is the fact that clinicians are not 
able to bring it up! She pointed out that the moral distress for the clinician of assisting an 
individual to die should not be underestimated. 

Maintaining wellness in lung cancer carers:  
Whose responsibility is it? 
Dr Jo Sinclair, an anaesthetist at Middlemore Hospital with a long-term interest in 
doctors’ health and wellbeing, works to improve the wellbeing of healthcare workers at 
an organisational level, and has been instrumental in bringing Schwartz Rounds to her 
organisation to further support staff and promote compassion in healthcare. A validated 
Mayo Clinic Well-Being survey undertaken by Dr Sinclair at Counties Manukau Health, 
revealed that approximately 70% of her anaesthetic colleagues had experienced symptoms 
of burn-out in the previous month, with high rates of anxiety and depression, with similar 
findings across other departments. Subsequent data reveal that over 40% of Senior Medical 
Officers at Counties Manukau are at risk for potentially serious personal and professional 
consequences.

Burn out in healthcare is bad for the individual, the organisation and for patient care. It is 
associated with decreases in job satisfaction, empathy and compassion. We are seeing 
higher rates of relationship breakdown, cardiovascular disease, anxiety and depression, 
and drug use and dependency. Rates of male and female physician suicide rate are 40% 
and 120% higher than the general population, respectively. The COVID-19 pandemic has 
added to the work load of healthcare professionals and significantly contributed to burn 
out. Rates of healthcare worker resignation are at an all-time high, leading to huge cost 
to the healthcare system. Investment in resources to address healthcare workers’ health 
and well-being will more than pay off financially. Dr Sinclair recommended attendees read 

a paper by Shanafelt and colleagues on physician well-being, published in 2021 (available 
here). The authors propose that we have moved from an era of distress, characterised by 
ignorance and neglect, to an era of awareness and insight, and must now commit to an era 
where healthcare professionals are seen as only human and they are encouraged to seek 
help when needed. The authors also stress that organisations must focus on the needs of 
all involved in healthcare and not just the patient. Dr Sinclair explains that improvements are 
everyone’s responsibility and that healthcare professionals should engage with leadership 
wherever possible to drive improvements in this space. She concluded that it is ok to not be 
ok and to find this work hard, and it is definitely ok to ask for support.

Inequity of lung cancer outcomes during the  
Covid pandemic 
A/Prof. Jason Gurney, an epidemiologist and Director of the Cancer and Chronic 
Conditions (C3) Research Group at the University of Otago, Wellington, explained that lung 
cancer is a leading cause of cancer death in Māori, with this group 30% more likely to die 
from this disease than non-Māori. Data collected from the start of the COVID-19 pandemic, 
show a 45% decrease in the number of cancer registrations in April 2020 compared with 
the same time in the previous year and this occurred across ethnic groups, but by the 
end of 2020 cancer registrations were at similar numbers to previous years. In the early 
stages of the pandemic, there was a large focus on ensuring that existing cancer inequities 
wouldn’t be exacerbated and while this was effective for most cancers it was not so for lung 
cancer, with disparities between Māori and non-Māori/non-pacific patients in lung cancer 
registration and bronchoscopy rates as a result of the COVID-19 pandemic. It is thought that 
the main reason for this disparity was a disruption to the pathway by which Māori tend to 
present; Māori are more likely to have their lung cancer diagnosed following an emergency 
presentation, and they are more likely to be hospitalised at which time incidental diagnoses 
can be made with a potential for lung cancer diagnoses. Both of those pathways were 
greatly disrupted during the early phase of the pandemic. Data from 2021 suggest that we 
are on the road to recovery with regard to these disparities. 

A/Prof. Gurney explained that we can make a difference by providing Māori patients with 
best-practice care for their cancer and stage, by recognising that our Māori patients are 
different to our non-Māori patients, and by recognising that our system wasn’t really 
designed to work for Māori. He concluded that Māori patients need us to advocate for them 
and to break down barriers.
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SESSION 7: TREATMENT OF ADVANCED LUNG CANCER 
Chair: Dr Paul Dawkins

Beyond EGFR or ALK: Novel targets and effective 
therapies 
Prof. Ben Solomon, a medical oncologist at Peter MacCallum Cancer Centre in Melbourne, 
discussed recent advances in targeted therapy that have enabled the delivery of precision 
medicine for increasing numbers of patients with NSCLC. He explained that targets beyond 
EGFR and ALK are now demonstrably actionable, and that it is essential that lung cancer 
patients have adequate molecular testing to identify these targets, ideally with broad-panel 
RNA-based NGS. In Australia, therapies are approved for EGFR, ALK and ROS1 and it is 
essential that these are tested for. Prof. Solomon added that MET, RET, KRAS, BRAF, HER2 
and NTRK should also be tested as part of a larger panel with newer agents showing efficacy 
in these targets. More than half of all patients with lung adenocarcinoma will have potentially 
actionable molecular targets, with the frequency differing according to population. 
Unfortunately, access to testing and to drugs remains problematic in many countries around 
the world, including New Zealand and Australia. He concluded that it is essential that we find 
a way for patients to access appropriate testing and effective targeted therapies. 

Contemporary updates on radiation therapy for  
stage III and IV lung cancer 
Prof. Drew Moghanaki, Chief of Thoracic Oncology in the UCLA Department of Radiation 
Oncology, discussed precision radiation therapy in stage III and IV lung cancer. He explained 
that the diagnostic work-up in lung cancer can often be more complicated than treatment 
and emphasised the importance of the MDT and that this team should include the diagnostic 
experts (including a nuclear medicine physician if available), pulmonologists, thoracic 
surgeons, medical oncologists, and interventional radiologists. Importantly decisions 
and actions should be timely and the team should be on the same page when talking to 
the patient. Thoracic radiation therapy is more precise than ever before. Post-operative 
radiation is no longer routinely recommended after surgery for incidental lymph node-
positive disease. Findings from the double-blind, randomised controlled PACIFIC trial show 
a 5-year OS benefit of consolidation durvalumab in patients with unresectable stage III 
NSCLC, without disease progression after concurrent chemoradiotherapy in approximately 
43% of patients. In frail patients with locally advanced NSCLC who aren’t able to have 
chemotherapy, gentler courses of radiotherapy should be considered. Radiosurgery alone 
is appropriate for up to four brain metastases. Radiotherapy to oligometastatic lesions can 
help some patients live longer, but it’s difficult to predict which patients.

ASCO update 
Dr Laird Cameron, a medical oncologist at Auckland Hospital and Canopy Cancer Care, 
discussed key findings from the ASCO 2022 Lung Cancer Conference in the areas of 
immunotherapy, targeted therapy, and extensive-stage small cell lung cancer (SCLC).  
An FDA pooled analysis including 12 studies of single-agent immunotherapy (anti-PD-L1) 
with (n = 455) or without (n = 1298) chemotherapy in patients with advanced NSCLC 
with a PD-L1 score ≥50% found no significant benefit with combination therapy over 
single-agent therapy. Another FDA pooled analysis revealed that patients with NSCLC with 
the KRAS mutation have similar OS outcomes to those with KRAS wild-type NSCLC when 
treated with combination immunotherapy and chemotherapy upfront. Findings from the 
phase I/II KRYSTAL-1 trial show that adagrasib is well tolerated with promising efficacy 
in pre-treated patients with NSCLC harbouring the KRAS G12C mutation and a phase III 
study is underway. In extensive-stage SCLC, chemo-immunotherapy is standard of care, 
with the addition of the PD-L1 inhibitors atezolizumab or durvalumab to chemotherapy 
well established. ASTRUM-005, a phase III study of the anti-PD-1 monoclonal antibody 
serplulimab as first-line treatment of SCLC demonstrated a modest OS benefit of 
serplulimab plus chemotherapy over placebo plus chemotherapy. Dr Cameron believes that 
the benefit is only modest because we don’t have a biomarker in SCLC to identify which 
patients would benefit the most from the addition of immunotherapy. SKYSCRAPER-02,  
a randomised, double-blind, placebo-controlled study of tiragolumab (a TIGIT inhibitor) plus 
atezolizumab plus chemotherapy in untreated extensive-stage SCLC showed no benefit of 
adding a TIGIT inhibitor. 

Indwelling pleural catheter-related infection –  
cause for concerns? 
Dr Elaine Yap, a Consultant Respiratory Physician at Middlemore Hospital, Auckland, 
discussed the advantages of indwelling pleural catheters (IPCs) over talc pleurodesis 
and reported that IPC infections are uncommon, occurring in 1-10% of patients. When 
infection does occur it usually occurs late, around 6-8 weeks after insertion. Infection 
is generally mild with low mortality rates. Infections usually respond well to antibiotics.  
Dr Yap cautioned against the removal of IPCs early as they provide and exit route for 
infected fluid and should only be removed if treatment of the infection fails. She added that 
IPC-related pleural infection carries the unexpected benefit of postinfectious pleurodesis 
and that chemotherapy with IPC in situ is not associated with an increased risk of infection.
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SESSION 8: LUNG CANCER IN AOTEAROA
Chair: Dr James Fingleton 

Nurse led nodule and follow-up clinic 
Ms Shirley Clover, a Clinical Nurse Specialist in lung cancer at Waitemata DHB, discussed 
the nurse led nodule and follow-up clinic. At Waitemata DHB in 2020-2021, there were 
331 outpatient appointments for evaluation of pulmonary nodules, equating to 28 clinic 
appointments per month. Around 20% of patients undergo surgical resection and close 
surveillance is required for survivors of lung cancer. Ms Clover explained that nurse-led 
clinics are feasible and cost-efficient, they are as effective as conventional medical follow-
up, patients report high satisfaction with this nurse-led model, and they will help streamline 
increased workload resulting from the proposed lung cancer screening project.

Lung cancer advocacy: The NZLF focus 
Mr Philip Hope, is the Chief Executive of Lung Foundation New Zealand (LFNZ), a non-
government organisation dedicated to increasing survival of lung cancer by helping patients 
navigate their cancer journey, while advocating for the needs of patients and families 
through an equity lens, to inform policy. This is so that NZ improves early detection of 
lung cancer, meets the standard of care treatment available in comparable countries, 
and speeds up the time lag to reimburse treatments. LFNZ delivers campaigns to raise 
awareness of risk factors and symptoms of lung cancer. LFNZ also provides a range of 
resources for patients and carers, including a peer support group on Facebook (Lung 
Cancer Patient Group NZ) where patients and carers can connect to share information and 
support. www.lungfoundation.org.nz

Follow-up and surveillance pathways 
Ms Anne Fraser, an Oncology Nurse Practitioner at Waitakere Health, discussed follow-up 
and surveillance pathways in lung cancer and the Kia Mataara (watching for lung cancer) 
study which aims to explore the effectiveness and safety of an alternative model for follow-
up of patients with advanced lung cancer. Investigations in initial phases of the study have 
revealed that during the COVID-19 pandemic patients found telehealth convenient for both 

themselves and whānau, with some citing advantages over in-person consultations. Seeking 
help during the COVID-19 telehealth clinics did not vary hugely from usual practice, and 
patient’s sense of independence grew, with them managing their own healthcare in ways 
they may not have prior to the pandemic. A Hui with stakeholders discussing what pathways 
in lung cancer might look like, identified the following key themes: patient- and whānau-
centred; existing clinical guidelines are based on expert opinion only; options for follow-up 
and surveillance – primary care, clinical nurse specialists, respiratory, medical oncology. 
The Primary Options for Acute Care (POAC) was suggested as a possible option for aiding 
primary care physicians to manage lung cancer patients in the community, as were the 
Healthcare Pathways. Patients are generally confident about alternative options for care that 
don’t involve hospital clinic visits. Stakeholder interviews are ongoing and input is welcome.

Cancer medicines availability analysis:  
Te Aho o Te Kahu 
Mr Simon Pointer, from Te Aho o Te Kahu (Cancer Control Agency), explained the agency 
often hears concerns from patients, their families, and clinicians about the gaps in funding for 
lung cancer medicines in New Zealand. An initial analysis undertaken by the agency using the 
ESMO-Magnitude of Benefit Scale (MCBS) and comparing the availability of funded agents 
for lung cancer in Australia and New Zealand has identified five gaps with substantial clinical 
benefit in lung cancer in New Zealand and other gaps of critical importance to individuals 
and these will be used to help inform their ongoing advice to Government on investment 
across the whole cancer control continuum. The report on these gaps has been welcomed 
by Pharmac and they have recently asked for proposals for immune checkpoint inhibitors for 
the treatment of locally advanced and metastatic NSCLC. Mr Pointer also explained that the 
recent Health Reforms provide a once-in-a-lifetime opportunity to radically improve cancer 
services and work is ongoing. He emphasised that the full benefits of cancer medicines can 
only be realised if the whole spectrum of cancer care is working well and equitably.
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