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Preface
Lung cancer is the most frequent type of malignancy and the leading cause of cancer-related deaths 
in the whole world. According to data of the Ministry of Health from 2012, it is the cancer type seen 
most commonly in men and the fifth most commonly seen cancer type in women in Turkey and it is 
estimated that 30,000 new cases are diagnosed every year. 

Apart from the disease burden for the society, lung cancer also has an economic burden. Early 
diagnosis and treatment is very significant in the battle with the disease. Most important of these 
is to be protected against the disease. It is important to raise disease awareness in the society to 
ensure this. This requires defining well the risk factors involved in the emergence of lung cancer and 
preventing those which are possible to be prevented. It is essential to continue with the support 
given for encouraging people to stop smoking and with the precautions taken for banning smoking 
and to eliminate the environmental exposures for protection against lung cancer. For this purpose, it 
is extremely important to raise awareness of the whole society, primarily population under risk, and 
attract the attention of healthcare professionals to the issue 

Multidisciplinary approach is the most effective method in the battle with lung cancer that is accepted 
widely in the world. Popularizing this approach also in our country is a prerequisite for prolongation 
of survival and high quality of life.

It is extremely important for our country to ensure provision of treatment applications in line with the 
international treatment guidelines and to increase compliance and adaptation with these guidelines.

Lung Cancer Road Map has been prepared with the cooperation of non-governmental organizations 
with the purpose of determining what to be done for protection, early diagnosis and effective 
treatment by reviewing the current status of lung cancer in the world and in our country. It is our 
primary wish that the findings and recommendations in this road map would contribute to the battle 
against lung cancer. 

We would like to thank everyone who has contributed to this study.

Prof. Dr. Ahmet Özet Prof. Dr. Arzu Yorgancıoğlu
Chairman of the Board of Directors of Turkish Society of Medical Oncology Chairman of the Board of Directors  of Turkish Thoracic Society

 

Prof. Dr. İsmail Çelik Prof. Dr. Rıza Çetingöz
Chairman of the Board of Directors of Turkish Immuno-Oncology Society Chairman of the Board of Directors of Turkish Lung Cancer Society
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Abbreviations
ACCP : American College of Chest Physicians

ALK : Anaplastic lymphoma kinase gene

DALY : Disability of Adjusted Life Years

LDCT : Low-dose computerized tomography

WHO : World Health Organization

EGFR : Epidermal growth factor receptor gene

KRAS : Kirsten rat sarcoma 2 viral oncogene homolog

GATS : Global adult tobacco survey 

MET : Mesenchymal-epithelial transition

NCCN : National Comprehensive Cancer Network

NHS : National Health Service

ROS-1 : ROS proto-oncogene 1, receptor tyrosine kinase

PS : Passive smoking

SSI : Social Security Institution

TurkStat : Turkish Statistical Institute

TKİ :  Tyrosine kinase inhibitors
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1. The Situation of Lung Cancer in the World and in Turkey

1.1. Epidemiology of Lung Cancer in the World
Lung cancer is the most frequent type of malignancy worldwide and the leading cause of cancer-
related deaths. The World Health Organization (WHO) reported that lung cancer comprised 12.9% of 
all malignancies worldwide with 1.8 million new cases in total in 2012 (1).

Lung cancer is the most frequent malignancy in men worldwide (1.2 million new cases annually, 
16.7% in all cancer types). The expected incidence rates in women are usually lower (583,000 new 
cases annually, 8.7% in all cancer types) (1). 

Lung cancer incidences for men and women in 2012 are shown in Figure 1 and Figure 2.

Figure 1.  Incidence of lung cancer in men worldwide in 2012, in 100,000

 [http://globocan.iarc.fr/Pages/fact_sheets_cancer.aspx?cancer=lung]

Figure 2. Incidence of lung cancer in women worldwide in 2012, in 100,000

 [http://globocan.iarc.fr/Pages/fact_sheets_cancer.aspx?cancer=lung]
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Lung cancer is an important public health issue not just because it is a common type of cancer 
but also because of the burden of mortality it causes. Again, according to WHO data, lung cancer is 
responsible for 1 in every 5 cancer-related deaths and constitutes the highest rate among cancer-
related deaths in the world (1.59 million deaths, 19.4% of all cancer-related deaths in total) (1).

1.2. Epidemiology of Lung Cancer in Turkey
Lung cancer is among the most prevalent cancers leading to death in our country as in the whole 
world. According to the 2012 data of Ministry of Health Cancer Department, lung cancer is the most 
prevalent cancer type in the whole population and in men in our country and it has the fifth place 
in women. It makes up 21.8% of all cancers in men, and 4.9% of all cancers in women. The incidence 
rate of lung cancer in Turkey standardized by age is 60.4 in 100,000 in men, and 9.3 in 100,000 in 
women (2). The incidence of lung cancer has been found higher in the western region than in other 
regions. (2) (Figure 3).

Figure 3. Incidence of lung cancer in Turkey by region (in 100,000)

Turkey’s lung cancer map project; Turkish Thoracic Society, Lung and Pleural Malignancies Study Group. Prognostic factors affecting 
survival in cases with lung cancer [A Lung Cancer Mapping Project in Turkey (LCMPT)]. Abstract Number 852840. ERS 2013.

In the project called “Turkey’s lung cancer map” carried out by Turkish Thoracic Society in 2009, it 
was calculated that 29, 314 new lung cancer cases occur each year in Turkey. 80.7% of lung cancers 
are non-small cell lung cancer (NSCLC), 16.4% are small cell lung cancer (SCLC) and 2.9% are other 
subtypes. Incidence rate is increases with age both in men and in women. According to the results of 
this study, the mean age of patients who get lung cancer is 60 and 90.4% of these patients are men. 
The most frequently diagnosed type is non-squamous type, while adenocarcinoma is diagnosed most 
frequently in the young population below 45 years of age and in women. The greatest majority of the 
cases (47%) are in the metastatic stage at diagnosis, while 37% are in local advanced stage and only 
16% are diagnosed at the operable stage (3). 

When mortality data associated with lung cancer in Turkey are evaluated, cancer is the second leading 
cause of mortality preceded by cardiovascular system diseases. The most common cause of death 
among cancers is lung cancer.
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According to 2013 data of the Ministry of Health, 41,129 patients diagnosed with lung cancer referred 
to healthcare institutions and according to the mortality statistics of Turkish Statistical Institute 
(TurkStat), 22,158 lung cancer patients died in 2013. New cases make up 2/3 (66%) of all cases, and 
44% of all cases died in 2013 (Figure 4)1

Figure 4. Incidence pool of lung cancer in Turkey in 2013  

Died patients
22.158

New cases
33.218

Total cases
50.627

(TUİK, Sedat altın*, Edhem ünver*, Hasan ölmez* 2013 yılı akciğer kanserli hastalarımızın illere göre dağılımı ve akciğer kanserine bağlı 
ölümlerin illere göre dağılımı sözel sunum 3- ulusal akciğer kanserleri kongresi 2015, 12-15 mart 2015, Antalya)

1.3. Molecular Epidemiology
Molecular epidemiology became the focus point in treatment planning for finding the driver mutations leading 

to lung cancer and developing specific treatments directed at these. New treatment strategies rest upon 

specific molecular changes and bio-indicators and patients are given the chance to make use of a personalized 

treatment approach. Main bio-indicators are as follows: EGFR (Epidermal growth factor receptor gene), ALK 

(anaplastic lymphoma kinase gene), MET (Mesenchymal-epithelial transition), ROS-1 (ROS proto-oncogene 1, 

receptor tyrosine kinase) and KRAS (Kirsten rat sarcoma 2 viral oncogene homolog) (4).

According to a research conducted at Istanbul University, Cerrahpaşa Medical Faculty in Turkey, EGFR was 

positive in 16.1%, ALK 6.1% and KRAS was positive in 30.3% of the cases (5).

1.4. Socioeconomic Burden of Lung Cancer 
Diagnosis and treatment of cancer require high medical technology and this causes the pressure on 
healthcare expenditures and community resources to increase. According to 2014 report of WHO, 
19.4% of cancer-related deaths occur due to lung cancer and lung cancer makes up 0.8% of the 
global disease burden (6).

Lung cancer results in costs worth 106.4 million €, 3.35 billion € of this being direct costs in the 
European Union countries (Table 1) (7). The costs of lung cancer is similar to the costs of other chronic 
lung diseases.

1 (Sedat altın*, Edhem ünver*, Hasan ölmez* 2013 yılı akciğer kanserli hastalarımızın illere göre dağılımı ve akciğer kanserine bağlı 
ölümlerin illere göre dağılımı sözel sunum 3- ulusal akciğer kanserleri kongresi 2015, March 12-15, 2015, Antalya).
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Table 1. Costs of respiratory diseases in the European Union countries

Direct costs 
(billion €)

Indirect costs 
(billion €)

Monetary value of 
DALY loss
(billion €)

Total Cost
(billion €)

COPD 23,3 25,1 93,0 141,4

Asthma 19,5 14,4 38,3 72,2

Lung cancer 3,35 NA 103,0 106,4

COPD: Chronic Obstructive Pulmonary Disease; DALY: Disability of Adjusted Life Years

Studies conducted both in Turkey or at an international level show that patients diagnosed with lung 
cancer live one year on average. In an article by Cakir Edis and Karlıkaya (8) titled ‘Cost of Lung Cancer 
in Turkey’, average direct cost per patient was calculated to be 5.480±4.088 USD, and direct medical 
costs of each year of life was calculated to be 18.058±25.775 USD in the analysis of 103 lung cancer 
cases in 2002.

Expenditure items for cancer patients are classified under the following titles: prevention, early 
diagnosis, diagnosis, treatment, post-treatment quality of life, survival and impact on mortality rates. 
Since 81% of the patients in our country can be diagnosed at stages as late as Stage III and IV, 
treatment expenditures make up the highest cost among these titles.

Recommendations about “The Situation of Lung Cancer in the World and in 
Turkey”

1. Conducting large scale epidemiological studies that cover Turkey as a whole in addition 
to regional research studies conducted in Turkey.

2. Planning of studies regarding the social burden of lung cancer and the social burden 
on caregivers and calculating and publishing the costs regarding this issue.

3. Making available SSI’s disease and cost figures relating to lung cancer and its subtypes 
for academic studies.

2. Lung Cancer Etiology and Risk Factors

2.1. Tobacco and Tobacco Products
Cigarettes and other tobacco products are among the leading causes of lung cancer. Less than 10% of 
lung cancer patients never smoked. According to the results of Global Adult Tobacco Survey (GATS), 
there was a significant decrease in tobacco use between the years 2008 (31.2%; 16 million) and 2012 
(27.1%; 14.8 million). This indicates a relative decrease by 13.4% in tobacco use (13.5% in men, 13.7% 
in women). There was a considerable fall in water pipe use in the same period (from 2.3% to 0.8%). 
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The battle should be continued without interruption and more 
exact precautions should be taken. It might be possible to see a 
decrease in the prevalence of diseases associated with smoking 
and lung cancer in Turkey in the future if this battle is continued 
with resolve.

It must be known that electronic cigarette would not be effective 
for quitting smoking and that it contains carcinogenic substances 
(9).

2.2. Environmental and Professional Risk Factors
Lung cancer risk increases by 37% in men, and 22% in women 
with passive smoking (PS).  

Radon gas increases lung cancer risk by 8-11%. A considerable 
part of the radon source at home (90%) is the soil and rocks at the 
foundation of the building.

Asbestos exposure increases lung cancer risk by 1.5-5.4%. Contact 
with asbestos usually occur in rural areas in Turkey.

Silica, to which people working in mines or underground are exposed, pesticides used against pests, 
heavy metals (nickel, cadmium, chromium), polycyclic aromatic hydrocarbons and chloromethyl ethers 
are other materials known to be carcinogenic (10).

2.3. Genetic Factors
Persons who have a history of lung cancer or development of lung cancer at an early age in their 
families, the risk of developing lung cancer doubles. In persons with a history of lung cancer in their 
first degree relatives who have never smoked, the risk of developing lung cancer is 2.7 times higher 
(11, 12, 13).

Recommendations on “Lung Cancer Etiology and Risk Factors”

1. Fight against tobacco and tobacco products has shown its effects over the years. 
Continuing the fight against tobacco and tobacco products, raising awareness on the 
part of the society and healthcare professionals.

2. Supporting the fight against tobacco and tobacco products with psychological 
consulting service.

3. Continuing with effective public service ads which would lead to change of habits in 
the society.

Normal cell

Cancer cell, thriving
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3. Screening Programs for Lung Cancer
Lung cancer is the leading cause of death among all cancer-related deaths in the whole world. Despite 
the state-of-the-art treatment methods, 86% of the patients lose their lives within five years. The 
survival possibility of those patients diagnosed at an early stage is about 70%. This possibility is quite 
low for those who are diagnosed at a later stage. Therefore, the world of science is exerting significant 
efforts to diagnose lung cancer at a “very early” stage, at which it does not cause any complaints yet and 

the individual does not feel the need to go to a doctor. Chest x-rays 
and/or pflegm analyses repeated yearly are known to have no role 
in preventing or decreasing deaths due to lung cancer or diagnoses 
made at a late stage. Persons with a high risk of developing lung 
cancer are defined as healthy individuals between the ages of 55-
74 years, who had at least smoked 30 package-years, but quitted 
less than 15 years ago in the “National Lung Screening Trial” 
conducted in the USA. In this study, yearly screenings were made with 
low-dose computerized tomography (LDCT) in healthy individuals for 
a period of 3 years, and the following were found:

 » The rate of lung cancer diagnosed at an early stage has increased,

 » The rate of lung cancer diagnosed at a late stage has decreased,

 » Through treatments applied in patients diagnosed with lung cancer during screening, death 

rates (mortality) associated with lung cancer decreased by 20%, 

 » Death rates associated with all causes decreased by 7% in the same patients.

These results apply for individuals with high risk for lung cancer. Screening programs aimed at 

diagnosing at an early stage along with smoking cessation programs are expected to give better 

results (14, 15). Lung cancer screening by LDCT has been included among screening programs for healthy 

individuals with high risk in the USA and Canada. In Turkey, however, lung cancer is not included among 

screening programs, and risk groups should be determined and cost-effectiveness studies should be 

conducted regarding this issue.

Recommendations on “Screening Programs for Lung Cancer”

1. Identifying the high-risk group for Lung cancer in Turkey.

2. Ensuring agreement on initiating a screening program for the high-risk group between 
related Professional associations and public institutions.

4. Diagnosis in Lung Cancer 

4.1. Diagnosis and Staging Algorithm
The algorithm for diagnosing and staging lung cancer summarized within the scope of NCCN (National 
Comprehensive Cancer Network) and ACCP (American College of Chest Physicians) guidelines is given in 
Figure 5 (16, 17).

   T Cell, activated (CD8+, cytotoxic)
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Figure 5. The algorithm for diagnosing and staging lung cancer

*  At least five samples should be taken in biopsies. Cell-block should be prepared in IIAs. 
Maximum effort should be made for determination of NSCLC subtypes.

** Mutation analysis: EGFR and ALK are recommended in cases with adenocarcinomas which 
are candidates for systemic therapy.

Staging

*  Non-invasive staging: PET-CT + Cranial MRI
*  Invasive mediastinal LAP staging in NSCLC cases which are considered to be operated: IIA 

accompanied by CT, EBUS, EUS, Mediastinoscopy, Mediastinotomy (the most appropriate for 
the case and least invasive method is preferred)

Non-small cell (NSCLC)*
• Unidentified subtype
• non-squamous NSCLC
• Squamous
• Adeno**
• Large cell
• Adeno-squamous

Small cell (SCLC)

Case with a mass detected on the chest x-ray

• Bronchoscopy*
• EBUS*
• Transthoracic IIa/bx*

•  Transthoracic IIa/bx*
•  Bronchoscopy (fluoroscopy, Radial probe 

EBUS, accompanied by Navigation)*
•  VATS
•  Thoracotomy

Thorax CT
(including Liver and suprarenal glands)

Central Tumor Peripheral Tumor

Histopathological examination*
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4.2. Problems Encountered in Diagnosis

4.2.1. The Importance of Multidisciplinary Approach in the Management of Lung Cancer
The approach recommended for the management of lung cancer in Europe and the US is 
multidisciplinary platforms. It has been demonstrated that multidisciplinary approach increases 
compliance with guidelines, makes treatment decisions better and improves survival periods in lung 
cancer (18, 19). European Respiratory Society and American Thoracic Society issued a report on the 
importance of multidisciplinary approach to lung cancer in 2013 (20). In this report, it was emphasized 
that clinics working on thoracic malignancies must have multidisciplinary clinics and boards, and it 
was recommended that the multidisciplinary tumor boards include chest diseases, chest surgery, 

medical oncology, radiation oncology, 
pathology, radiology, nuclear medicine 
as well as palliative care specialists. 
In addition, it was stated that it has 
become a requirement for centers to 
have multidisciplinary tumor boards 
for accreditation of lung cancer 
programs in the USA and in some 
European countries.

Turkish Thoracic Society conducted a 
Turkey-wide survey in 2009 to assess 
the prevalence and functioning of 

thorax malignancy councils (21). The survey was conducted in 47 centers (42 universities, 5 training 
hospitals), and it was found that the council for thorax malignancies met regularly at a rate of 70%. 

4.2.2. Reasons for Diagnosing at an Advanced Stage
The diagnoses for lung cancer are usually made at a late stage, thus the survivals are also lower 
compared to other cancers and are about one year. In 2009, 83.6% of the newly diagnosed cases were 
diagnosed histopathologically, while 12.4% were diagnosed only by radiological methods, and lung 
cancer was stated as the cause of death in the death reports of 4.0% (22).

In a study conducted by Yurdakul et al. (23), a delay of diagnosis was found in 62.6% of 1,016 patients. 
Delays of 50 days before referral to a hospital and 88 days after referral, a total of 131 days was 
reported. Referral delay (62 days) constitutes an important part of this, and diagnosis delay is 20 
days and treatment delay is 24 days . Among reasons for delay before referral comes ignoring the 
complaints at the first place.

4.2.3. Standardization with Diagnostic Tools
It is observed in our country that diagnostic equipment is not homogenously distributed and 
effectively used; bronchoscope used in an effective way only in half of 81 provinces. Although there 
are differences as to the number of patients with cancer in our country, it was found that lung cancer 
patients were diagnosed and treated at a higher rate in metropolitan areas. In 2014, 77% of the 
patients diagnosed with and treated for lung cancer were able to receive diagnosis and treatment in 
the province they reside in.
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Recommendations on “Diagnosis in Lung Cancer”

1. Expressing the significance of multidisciplinary approach in all conventions, workshops 
and meetings.

2. Ensuring that an agreement is reached on popularizing the multidisciplinary approach 
countrywide between related professional associations and the Ministry of Health.

3. Ensuring that the relevant professional associations make applications to relevant 
public institutions for homogenous availability and use of diagnostic tools 
countrywide.

5. Therapeutic Approaches in Lung Cancer

5.1. Non-Small Cell Lung Cancer Treatment
Treatment of non-small cell lung cancer changes according to the stage of disease. The main treatment 
method in Stage I and Stage II is surgery. 4 cycles of adjuvant cisplatin based chemotherapy is 
recommended for Stage II patients following surgery. In Stage I disease, however, chemotherapy may 
be recommended following surgery if there are high-risk factors. In stage III disease, called as the 
locally advanced stage, the main treatment method is to apply concurrent chemo-radiotherapy. In 
selected cases of stage III patients, surgery may be added to therapy. The main treatment method 
is systemic treatment in stage IV disease and the therapeutic choice is individualized according to 
histological subtype and the mutations detected in the tumor. If necessary, radiotherapy or surgical 
treatment may be applied, albeit for palliative purposes, along with systemic treatment in selected 
Stage IV cases. 

5.2. Problems Encountered in Treatment
The main objective in the treatment of patients with NSCLC is to prolong survival and to improve 
quality of life. Key factors that affect the initial treatment choice in advanced stage NSCLC are as 
follows: General well-being and performance of patients, concurrent conditions, localization and 
spread of disease, presence of symptoms indicating metastasis, squamous and non-squamous 
histology, presence of targetable mutation (EGFR, ALK, ROS1 etc.).

The most important hindrance to “Personalized treatment” is the inability to collect tissue samples 
at a sufficient quality. Tissues that would be sufficient for immunohistochemistry and molecular 
analyses must be collected before treatment.

Guidelines suggest concurrent analysis of EFGR mutation and ALK rearrangement regardless of gender, 
history of smoking, race and other clinical factors in all patients with advanced stage carcinoma. 
This recommendation includes all mixed tumors with an adenocarcinoma component. If the tissue 
to be tested is a resection material without an adenocarcinoma component, these molecular tests 
are not required. However, if the tumor tissue is represented by a limited material such as biopsy or 
cytology, since the adenocarcinoma component cannot be ruled out definitely, molecular tests may be 
conducted taking into account the clinical particulars (young, never smoked, etc.) although squamous 
cell carcinoma has a histology of small cell carcinoma.
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5.2.1. If There Are No Targetable Mutations

First Line Treatment
Platinum based systemic chemotherapy is used. Combination chemotherapy improves survival when 
compared to supportive treatment or single-agent therapy. Cisplatin based regimens are more effective 
than non-platinum or carboplatin based regimens. However, cisplatin is less preferred since it causes 
more non-hematological toxicity. Optimum platinum-based chemotherapy period is 4-6 cycles. 

Pemetrexed-based regimens should only be used in non-squamous histology. Addition of bevacizumab 
to platinum-based therapy prolongs survival in non-squamous histology. 

Maintenance Therapy

In the first line therapy, maintenance therapy given to progression-free patients following 4-6 cycles 
of platinum based combination chemotherapy prolongs survival.  

5.2.2. If There Are Targetable Mutations 

Cases with positive driver mutation

Agents targeting EGFR mutation and ALK mutation have been demonstrated to be superior to 
chemotherapy in patients who have such mutations. Chemotherapy should not be given concurrently 
with EGFR TKI and ALK TKI. Therapy is continued until progression. In case of isolated progression 
during therapy, EGFR TKI and ALK TKI therapy may be continued until symptoms develop in case 
of asymptomatic progression. In case of symptomatic progression, the current therapy should be 
discontinued and second line therapy should be initiated. In patients with targetable mutation who 
were given TKI for this mutation in the first line therapy, 2rd and 3th generation TKIs should be used 
where applicable and systemic chemotherapy should be initiated.

5.2.3. Continuation of Therapy
Many patients with NSCLC progress after first line systemic therapy and require additional therapy. 
Treatment should be given immediately in such patients.
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Docetaxel, pemetrexed and erlotinib as second line therapy are standard options for patients who 
progress following platinum-based therapy without targetable mutation. 

The immuno-oncological therapeutic approach, a new therapy modality that prevents the tolerance 
of the immune system against tumor (anti PD-1 and anti PD-L1 monoclonal antibodies) has been 
shown to be superior to chemotherapy in terms of survival and adverse effect profile. In some patients 
responding to therapies, the response may be long-term unlike in the case of chemotherapies. These 
therapies are effective regardless of the histology.

5.3. Small Cell Lung Cancer Treatment  
Small Cell Lung Cancer is usually diagnosed as a metastatic disease. Except for a very early stage 
disease and diagnosis, surgery is not included among the treatment options unlike in the case of 
NSCLC. Main therapy method is chemotherapy and radiotherapy in stage I-III disease, systemic 
chemotherapy in stage IV and radiotherapy where necessary. 

Considering their efficacy and toxicity profiles, platinum containing combinations are preferred 
therapies. Etoposide + carboplatin/cisplatin are the most commonly used combinations. Irinotecan 
may also be an alternative instead of etoposide. 

The treatment at Stages I-III is to give concurrent chemotherapy as early as possible and the total 
number of chemotherapy cycles is 4. 4-6 cycles of chemotherapy is recommended to be given in 
Stage IV SCLC. 

Prophylactic cranial radiotherapy is recommended for all limited stage patients and extensive stage 
SCLC patients with tumor response. Thoracic radiotherapy is recommended for extensive-stage SCLC 
patients who respond well to chemotherapy but has residual disease in thorax.

5.4. Palliative Therapies
Lung cancer is still a significant health issue in our country as in the whole world due to its prevalence 
as well as the resulting physical, psychological, social and economic problems. 

Local and distant recurrences are common even in patients at an early stage. Quality of life of patients 
with marked complaints at the baseline or following recurrence is adversely affected. The main 
objective at this stage is increasing the quality of life by alleviating or eliminating the complaints 
caused by the disease. 

Palliative care aims at increasing the quality of life of patients who have a life-threatening disease and 
their relatives. The principles of palliative care include elimination or management of all symptoms, 
primarily pain, having no objective of speeding up or delaying death, integrating psycho-social and 
physical support programs together with therapy and ensuring that the patients lead an active life 
up to their last moments.

Palliative treatments in lung cancer aims at treating the symptoms caused by primary and metastatic 
tumors, applied cancer treatments and paraneoplastic diseases.

Palliative treatments may be applied from the start or at later stages of the diseases at which these 
therapies fail, at all 3 stages.

15
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Palliative treatments that may be 
applied at home or at healthcare 
institutions should be planned ahead 
as much as possible, and the patients 
and their relatives should be informed 
and trained about the treatment 
options.

Radiotherapy, surgery, chemotherapy 
and pharmacological treatments may 
be applied for palliative purposes in 
lung cancers.

Turkish Lung Cancer Society (TAKD) held the “Workshop on Palliative Care in Lung Cancer” in 
November 2013 (24). In this workshop, a report was prepared containing recommendations on issues 
of training of the society and the personnel, provision of personnel, building teams, nursing at home 
and hospice (support home) services etc., and it was shared with the related persons in order to 
establish palliative care and use it effectively in Turkey. 

223 1st line, 50 2nd and 3rd line palliative care units are planned to be established by the Ministry 
of Health until 2023 in our country.

Palliative treatment approaches that increase patients’ quality of life and relatively prolong life 
should be considered from the start of disease.

Recommendations on “Therapeutic Approaches in Lung Cancer”

1. Ensuring compliance with international guidelines in the treatment of Lung cancer in 
our country.

2. Ensuring that compassionate use is enabled by SSI and the Ministry of Health in order 
to make available new treatment options registered in the world to our customers in a 
more rapid manner.

3. Ensuring that tissues that would be sufficient for immunohistochemistry and molecular 
analyses are collected before treatment.

4. Dissemination of palliative care units in order to ensure increased quality of life of both 
patients and their relatives at the last stage of therapy.

6. Raising Awareness for Protection Against Lung Cancer

6.1. Raising Awareness of Healthcare Professionals
It is possible to reduce high morbidity and mortality rates of lung cancer through early diagnosis and 
treatment. Apart from chest diseases specialist and medical oncologists, who are directly taking care of 
lung cancer, physicians of other branches, should also be familiarized with the issue. Especially awareness 
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should be raised on the part of the first line physicians (family 
physicians, workplace physicians, practice physicians) to 
ensure that they refer the patients to centers where they 
can get diagnosis and treatment without any delay. For this 
purpose, attention of all healthcare professionals should be 
drawn to the issue via events such as on-the-job trainings, 
brochures, seminars, conventions, etc. 

6.2. Raising Awareness of the Society
In the battle against lung cancer, protection against the 
disease should be prioritized by making the risk factors 
known and preventing them. For this purpose, simple, 
comprehensible and effective mottos and public service 
ads should be communicated to large masses via mass media (newspapers, magazines, radio, 
television), social media and natural community leaders (headmen teachers, popular and trusted 
artists, successful businessmen etc.). Activities should be carried out with the objective of organizing 
events such as training conferences or brochure distribution in public areas (workplace, schools, large 
shopping malls, etc.). 

6.3. Cooperation with Professional Associations and Non-Governmental Organizations
Cooperation with non-governmental organizations, professional associations and organizations 
should be established, and the decisions to be made at the events to be held must be communicated 
to the executives of healthcare institutions and decision-making authorities.

6.4. Ensuring Cooperation with Healthcare Service Providers and Decision Makers
Efforts should be made for the cooperation of institutions and organizations providing healthcare 
services with public institutions and organizations making the legal regulations via required 
regulations (smoking ban, prevention of exposure to environmental pests etc.).

Recommendations on “Raising Awareness for Protection Against Lung Cancer”

1. Awareness Campaigns to be held by Lung Cancer Advocate Network, similar platforms 
and related professional associations for all stakeholders.

2. Carrying out Awareness Activities especially for healthcare professionals and first line 
healthcare service providers and supporting this line with educative materials.

3. Familiarity of physicians of branches other than chest diseases specialists and 
oncologists with the issue may be increased.
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7. Clinical Trials and Compassionate Use Programs

7.1. Situation of Clinical Trials in the World and in Turkey
Most clinical trials on lung cancer conducted in the world have the objective of evaluating the drugs 
used in therapy. Clinical trials provide real world data to be used in the evaluation of the efficacy and 
safety of therapies and information for comparing new drugs with the old ones and assist physicians.

It was reported in the Turkish Academy of Sciences (TÜBA) (25) national cancer policies workshop 
held in June 2014 that the trials registered at www.clinicaltrials.gov were almost a few, if any, in 
number. The share of Turkey in the clinical trials conducted in the world is 0.95%, while this rate 

is 2.7% for Israel. These figures show that clinical trials 
in our country are insufficient, and that it is necessary to 
allocate resources into the issue in financial terms and in 
terms of man power (28). It was stated that the studies 
are usually retrospective and no multidisciplinary, multi-
centered innovation studies are conducted that would turn 
into output. There is man power potential available for 
conducting studies; however, there is not much efficiency, 
since these personnel are expected to both provide 
healthcare service and give training, and studies are not 
encouraged, and the current legislation also complicates 
conducting research studies. 

7.2. Compassionate Use Programs and Access to Medications Before Registration
The term compassionate use is used to define ensuring access of patients who cannot be treated with 
registered drugs in severe diseases, to unregistered drugs at trial stage. Various programs are applied 
in the European Union countries, North America and Australia for this purpose (26).
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Guidelines on Compassionate Use Programs (27) brought into effect by T.R. Ministry of Health, Turkish 
Pharmaceuticals and Medical Devices Agency provides “a regulation ensuring that the company 
developing/providing the drug which is not registered in Turkey and is or is not registered in other countries 
provides this drug free of charge for humanitarian purposes to patients who suffer from a serious or urgent, 
or life-threatening disease and cannot be covered under clinical trials designed concerning this condition 
and whose treatment with the medicinal products available and approved/registered by the Ministry has 
failed”. The program is applied based on patient.

Recommendations on “Clinical Trials and Compassionate Use Programs”

1. New medications for lung cancer may be included in compassionate use programs with 
the contributions of Turkish Pharmaceuticals and Medical Devices Agency. Therefore, 
patients may have access to new treatments at an earlier stage, and also physicians 
may be enabled to use medications at an early stage.

2. Approval processes of clinical trials on lung cancer may be prioritized both by the 
ethics committee and by Turkish Pharmaceuticals and Medical Devices Agency.
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1. Conducting large scale epidemiological studies that cover Turkey as a whole in addition 
to regional research studies conducted in Turkey.

2. Planning of studies regarding the social burden of lung cancer and the social burden 
on caregivers and calculating and publishing the costs regarding this issue.

3.	 Making	available	SSI’s	disease	and	cost	figures	relating	to	lung	cancer	and	its	subtypes	
for academic studies.

The Situation of Lung Cancer in the World and in Turkey

4. Fight against tobacco and tobacco products has shown its effects over the years. 
Continuing	the	fight	against	tobacco	and	tobacco	products,	raising	awareness	on	the	
part of the society and healthcare professionals.

5.	 Supporting	the	fight	against	tobacco	and	tobacco	products	with	psychological	
consulting service.

6. Continuing with effective public service ads which would lead to change of habits in 
the society.

Lung Cancer Etiology and Risk Factors

9.	 Expressing	the	significance	of	multidisciplinary	approach	in	all	conventions,	workshops	
and meetings.

10. Ensuring that an agreement is reached on popularizing the multidisciplinary approach 
countrywide between related professional associations and the Ministry of Health.

11. Ensuring that the relevant professional associations make applications to relevant 
public institutions for homogenous availability and use of diagnostic tools 
countrywide.

Diagnosis in Lung Cancer

7. Identifying the high-risk group for Lung cancer in Turkey.

8. Ensuring agreement on initiating a screening program for the high-risk group between 
related Professional associations and public institutions.

Screening Programs for Lung Cancer

8. Recommendations
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12. Ensuring compliance with international guidelines in the treatment of Lung cancer in 
our country.

13. Ensuring that compassionate use is enabled by SSI and the Ministry of Health in order 
to make available new treatment options registered in the world to our customers in a 
more rapid manner.

14.	 Ensuring	that	tissues	that	would	be	sufficient	for	immunohistochemistry	and	molecular	
analyses are collected before treatment.

15. Dissemination of palliative care units in order to ensure increased quality of life of 
both patients and their relatives at the last stage of therapy.

Therapeutic Approaches in Lung Cancer

16. Awareness Campaigns to be held by Lung Cancer Advocate Network, similar platforms 
and related professional associations for all stakeholders.

17.	 Carrying	out	Awareness	Activities	especially	for	healthcare	professionals	and	first	line	
healthcare service providers and supporting this line with educative materials.

18. Familiarity of physicians of branches other than chest diseases specialists and 
oncologists with the issue may be increased.

Raising Awareness for Protection Against Lung Cancer

19. New medications for lung cancer may be included in compassionate use programs with 
the contributions of Turkish Pharmaceuticals and Medical Devices Agency. Therefore, 
patients may have access to new treatments at an earlier stage, and also physicians 
may be enabled to use medications at an early stage.

20. Approval processes of clinical trials on lung cancer may be prioritized both by the 
ethics committee and by Turkish Pharmaceuticals and Medical Devices Agency.

Clinical Trials and Compassionate Use Programs
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Useful Links
Lung Cancer Europe http://www.lungcancereurope.eu/ 

American Lung Cancer http://www.lung.org

American cancer society http://www.cancer.org/cancer/lungcancer/index

World Health Organization http://www.who.int/en/

Global Lung Cancer Coalition http://www.lungcancercoalition.org/

Union for International Cancer Control http://www.uicc.org/

National Comprehensive Cancer Network http://www.nccn.org/

Turkish Society of Medical Oncology https://www.kanser.org/saglik/giris.html

Turkish Immuno-Oncology Society http://immuno-onkoloji.org/

Turkish Lung Cancer Society http://turkishlungcancer.org/anasayfa/index.php

Turkish Thoracic Society http://www.toraks.org.tr/halk/

Turkish Public Health Institute-Department of Cancer http://www.kanser.gov.tr
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