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LUNG CANCER


INTRODUCTION 

Lung cancer can start in the windpipe, the main airway or the lungs. It develops when there is uncontrolled growth of abnormal cells inside one or both lungs. These cells grow to form tumours. More than 8 out of 10 cases of lung cancer in the UK are caused by smoking. If you’re a smoker, quitting is the best thing you can do for your health. Passive smoking also increases the risk. Lung cancer is more common in older people and in people with previous chest problems or lung diseases such as emphysema. Other risk factors include exposure to radon gas, air pollution and chemicals in the workplace. A cancer that starts in the lung is called a primary lung cancer, while a cancer that starts in another part of the body and spreads to the lungs is called a secondary lung cancer. The stage of a cancer refers to its size and how far it has spread. Doctors look at the size of the tumour, whether it is in the lymph nodes and whether it has spread to another part of the body. A small cancer that is just in the lung is likely to be an early-stage cancer. One that has spread into the surrounding tissue or to another part of the body is an advanced cancer. Lung cancer is more common as you get older. Around 45 out of 100 people (around 45%) diagnosed with lung cancer in the UK are aged 75 and older.
In the UK each year:
· around 25,300 men are diagnosed
· around 23,300 women are diagnosed
More than 70 out of 100 (more than 70%) of lung cancer cases in the UK are caused by smoking.
Globally, In total, there will be approximately 1,918,030 cancer cases diagnosed, the equivalent of about 5250 new cases each day.






RESEARCH
PUBLIC HEALTH MEASURES AVAILABLE
In the United Kingdom (UK), more than two-thirds of lung cancer patients had advanced illness at the time of diagnosis, meaning that curative therapy is no longer an option. According to research of other cancer screening services and therapies, there are socioeconomic differences in the incidence of other cancers, and disparities in cancer treatment and screening service participation among other demographic sub-groups also occur. There is a public health need to raise lung cancer awareness, especially in societal segments where lung cancer incidence is normally high, in order to minimise the time between symptoms and presentation to primary care and to boost early lung cancer detection. General practise records although their validity has not yet been established, these sources of information may be helpful in determining the societal distribution of lung cancer as well as the present general practise diagnostic process for lung cancer.
The UK's general practise records are kept in a computerised longitudinal database called the Health Improvement Network (THIN). 
For records of cancer incidence as well as other diagnoses it has been shown to contain excellent quality data with a high degree of completeness and accuracy. 
The use of THIN for lung cancer research will rely on its degree of ascertainment and representativeness of lung cancer in the UK. THIN has not been completely utilised for lung cancer investigations. From January 1, 2000, through July 28, 2009, the end date for data collection, we identified all patients with a first documented diagnosis of lung cancer. (Read codes for lung cancer diagnosis are available upon request.) We next eliminated all patients with codes for mesothelioma. In order to estimate the genuine survival of lung cancer patients and prevent any survival bias that may result from prevalent cases, analysis was done using incident cases of the disease. We only included patients who had been registered with the clinic for at least a year prior receiving their initial diagnosis of lung cancer in order to guarantee that we had only incident cases. All patients in THIN general practises who provided data after January 1, 2000, and who had at least one year of data in the dataset, were included in the denominator for incidence analysis. The total number of new cases of lung cancer per 100,000 We discovered 12, 135 incident lung cancer cases that were reported in THIN between January 1, 2000, and July 28, 2009. Males made up 7, 184 instances of lung cancer while females made up 4, 951, or 59.2% and 40.8% of all cases, respectively. The median age at diagnosis of lung cancer was 72.6 years (Inter-quartile range. The average age of death from lung cancer was 73.8 years. Person-years at risk was used to generate incidence rates with 95% confidence intervals. 

THE KEY DETERMINATES/RISK FACTORS OF THE CHOSEN DISEASE

Each year, around 44,500 people are diagnosed with lung cancer in the UK. It is the third most common cancer in the UK, affecting mainly older people. The condition is rare among people aged under 40 and is most common in those aged 70-74.
Smoking is the main cause of lung cancer, accounting for most cases, although it can still develop in those who have never smoked. Primary lung cancer mostly comes in two different forms. As follows: More than 80% of lung cancer cases are non-small-cell; small-cell lung cancer is less prevalent and typically spreads more quickly than non-small-cell lung cancer. The suggested therapies depend on the type of lung cancer you have.
In the early stages of lung cancer, there are typically no warning signs or symptoms, although many patients later have symptoms like: a chronic cough blood in the coughing and ongoing breathlessness, unjustified fatigue and weight loss, a discomfort or aching when inhaling, coughing. Most of the time, lung cancer doesn't show any symptoms until it has metastasized—that is, spread to other organs or tissues within the body. 
The main risk factor for lung cancer is smoking cigarettes. More than 60 distinct hazardous chemicals, including those found in tobacco smoke, can cause cancer. 
These compounds have a history of causing cancer. The main risk factor for obtaining lung cancer is smoking cigarettes but using other tobacco products can significantly raise your chance of getting the disease as well as other cancers like oesophageal and oral cancer. These goods consist of; pipes and cigars tobacco chewing snuff.
Lung cancer may be identified by doctors using a variety of methods. Typically, the first test performed to identify lung cancer is a chest X-ray. On X-rays, many lung tumours appear as a white-grey mass. Chest X-rays can sometimes provide a definitive diagnosis, but not always, so you could be sent to a specialist.
Additional tests can be performed by a specialist to determine if you have lung cancer, what type it is, and the extent of its spread if you do. A chest X-ray is often followed by a CT scan. A CT scan produces precise pictures of the interior of your body using X-rays and a computer. If the CT scan findings reveal you have cancer at any site, a PET-CT scan may be performed.
Surgery to remove the damaged lung tissue is often advised if the illness is detected early and the malignant cells are contained to a limited region.
If your overall health makes surgery inappropriate, radiation to kill the malignant cells may be suggested instead.
Chemotherapy is often administered if the cancer has progressed too far for surgery or radiation to be helpful.
Approximately 1 in 20 persons with the syndrome live at least 10 years, and 1 in 3 people with the condition survive at least a year following their diagnosis.
The extent of the cancer's spread at the time of diagnosis, however, can have a significant impact on survival chances. A quick diagnosis can really help.

SHORT TERM PUBLIC HEALTH CONSEQUENCES OF THE DISEASE IN A HEALTH AND SOCIAL CARE SETTING.
The State of Care report from the previous year was published as the nation dreaded a second wave of COVID-19 infections and fatalities. The success of the immunisation campaign this year has raised hopes that the virus will be managed, but this optimism comes with the understanding that COVID-19 will continue to have a significant impact on many facets of daily life, particularly the health and care system.
The system is still functioning, but it has taken a severe toll on many of the people who provide and receive care since the system is made up of people. The quality of care is impacted as winter draws closer because the crew is worn out and depleted from tackling the obstacles. They are unable to put forth more effort.
The system is still functioning, but it has taken a severe toll on many of the people who provide and receive care since the system is made up of people. 
The quality of care is impacted as winter draws closer because the crew is worn out and depleted from tackling the obstacles. 
They are at their limit and require assistance to function differently.
Damage has been done to those who rely on health and social services, including the man whose lung cancer went undiagnosed, the teenage girl whose mental health services were suspended, the boy with a learning disability whose mother was also his advocate, and the woman who contracted COVID-19 in the third trimester of pregnancy.
The government has now provided a welcome £5.4 billion investment to help address the numerous challenges facing the care system; however, it must be used to enable new ways of working that acknowledge the interdependency of all care settings, rather than just to support siloed approaches and fill the demand in acute care. 
Due to increased vacancy rates as social care companies struggle to recruit and keep employees, the £500 million allocated to help the adult social care workforce is more important than ever. 
Residential care providers' employee vacancy rates increased significantly from 6.0% in April 2021 to 10.2% in September 2021, according to monthly statistics from information supplied to CQC by those providers.
The key to improving access and quality of care for those who need social care as well as relieving pressure on the NHS by lowering emergency attendances and delayed discharges is increased social care stability. Short-term financing is presently available to assist with the release of patients who no longer require hospital care but may still need care services; this has improved patient flow and significantly impacted the capacity of some social care providers to remain in business.


LONG TERM PUBLIC HEALTH CONCEQUENCES OF THE DISEASE IN A HEALTH AND SOCIAL CARE SETTING

Primary prevention refers to collaborating with partners including the government, Public Health England, and local government to stop sickness or harm before it even happens in connection to the NHS Long Term Plan obligations. We want to make it simpler for consumers to choose healthy options, lowering their risk of illness, disease, and early death. Treatment that supports behaviour or lifestyle adjustments that are necessary to lengthen a person's healthy life expectancy is referred to as secondary prevention. For us, it entails specialised assistance for alcoholism, obesity, and tobacco addiction, along with therapy to lower the chance of developing chronic illnesses including cancer, cardiovascular disease, stroke, respiratory disease, and mental illness. With a specific focus on how we reduce the gap in inequality of health outcomes for individuals and communities in disadvantaged regions, these interventions are intended to target people who are at heightened risk of ill health due to their lifestyle—and other risk factors. By adhering to the NHS Long Term Plan commitment, we will assist the NHS in achieving its goal of providing NHS-funded tobacco dependence treatment to every patient admitted to a hospital (including physical and mental health sites) by 2023/24. All expecting moms who get prenatal care are included in this. We will also look at the best ways to assist partners of expectant mothers so that any new born infant returns to a smoke-free environment. By adhering to the NHS Long Term Plan commitment, we will assist the NHS in achieving its goal of providing NHS-funded tobacco dependence treatment to every patient admitted to a hospital (including physical and mental health sites) by 2023/24. All expecting moms who get prenatal care are included in this. We will also look at the best ways to assist partners of expectant mothers so that any new born infant returns to a smoke-free environment. See a patient experience from a nearby clinic where a similar initiative inspired the family as a whole to attempt quitting smoking and led to the successful delivery of a healthy new born boy. Patients who use higher risk outpatient services will also have the option of receiving treatment for cigarette dependence. For long-term users, this will also involve specialised learning disability and mental health services as both environments cater to those that are more inclined to smoke.

CONCLUSIONS 

When you get medical or social services, details about you and your health are recorded to aid in your care and treatment. Your medical records are typically referred to as this. Every organisation with whom you interact has its own records about you.
Demographic data is information that may be used to identify you. This comprises:
your name, birthdate, address, and phone number
Your NHS number ensures that all of your records are associated with you and you alone. Information concerning your treatment and care is referred to as health and care information. This comprises:
information on diseases, ailments, medications, and other therapies
records of your interactions with physicians and other health and care professionals
Combining these two. The Health and Social Care Information Centre is an alternative name for NHS Digital. The Health and Social Care Act of 2012 created us. Being a safe sanctuary for information on health and care is one of our special legal obligations.
The Secretary of State for Health and Social Care, NHS England, and others have the authority to direct us to gather and analyse data on particular subjects or to build up data collection systems. This enables them to assess things like whether policies are beneficial or whether medical procedures are most successful. These instructions are known as "directions."
We can also be instructed to gather information by the Care Quality Commission (CQC), National Institute for Health and Care Excellence (NICE), and NHS England (NHSE). They are referred to as "necessary requests."
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