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Abstract

Background and Aim

Waiting times for patients with lymphoma have been
reported across the United Kingdom since 2005.
Lymphoma however, is not a single disease but a wide
spectrum of lymphoid tumours that range from the most
malignant to the most indolent, from highly curable to
incurable. We now question the value of the current
system that reports lymphoma waiting time on a quarterly
basis and makes no allowance for the different types of
lymphoma.

Method

Four hundred and sixty nine cases of lymphoma were
registered in the west of Scotland in 2004. Complete
datasets were available on 428. Patient demographic
data, subtypes of lymphoma, biopsy site and referral
urgency data were linked to the waiting times analysis for
2004 for the three major lymphoma subtypes, Hodgkin
Lymphoma (HL), Diffuse Large B Cell (DLBC) and
follicular Non Hodgkin Lymphoma (NHL).

Results

Patients with HL were younger, more likely to receive
urgent referral and have a diagnosis made from neck
node biopsy than the other two groups. Patients with
DLBC NHL however had the shortest interval between
presentation and the start of treatment and were
subsequently more likely to receive treatment within 62
days than patients with either follicular NHL (p<0.001) or
HL (p<0.05).

Conclusion

Lymphoma subtype is a major factor determining the rate
of progress from presentation to the start of treatment,
hence the waiting time.

Their value however requires consistency in the way data is
collected and similarity between those clinical cases for which
any particular waiting time is generated.

The United Kingdom (UK) standard for cancer and lymphoma
waiting times requires that the maximum wait from urgent
referral to treatment for all cancers should be two months
(equivalent to less than 63 days).2,3 Waiting times for patients
with lymphoma have been reported quarterly across the UK
since 2005.

Lymphoma

Blood cancer is the fifth major cancer and accounts for 7% of
UK cancers.4 Lymphoma is the most common and accounts for
approximately 50% of the total. The term lymphoma covers a
wide range of related blood cancers, which share a common
origin in malignant lymphocytes. They may be subdivided on
histological appearance as either Hodgkin lymphoma (HL) or
non Hodgkin lymphoma (NHL). Patients with HL represent
approximately 15-20% of all cases of lymphoma.5 Cases of
NHL may be further subdivided on morphological features and
grade of malignancy. Although there are 48 different types of
NHL the largest two subgroups are high grade Diffuse Large B
Cell (DLBC) NHL which represents approximately 40% of cases6

and low grade follicular NHL which represents about 25% of
cases. The number of patients with lymphoma is rapidly
growing and it is predicted that the incidence of NHL will
increase 71.4% over the next 20 years.7

There are important clinical differences between these
lymphomas. HL is generally recognised to occur in two age
peaks, one that affects adolescents and young adults with a
second peak in later life. Adults and elderly patients are,
however, approximately five times more likely to develop NHL
than HL. Although most lymphomas present with painless
lymphadenopathy, between 30 and 40% of cases of NHL have
an extranodal origin.6 Chemotherapy (+/- radiotherapy) can
achieve high rates of cure for both HL8 and DLBC NHL,9

whereas follicular lymphoma is generally regarded as
incurable.10 It is then often appropriate to adopt a ‘watch and
wait’ policy before introducing chemotherapy, as follicular NHL
is an indolent disease characterised by multiple relapses and
progressive resistance to chemotherapy.11

We have examined the referral pattern, age, use of neck node
biopsy for diagnosis and waiting times for patients presenting
with lymphoma in the west of Scotland in 2004. We examine
the value of the current system that reports a quarterly, all-
inclusive lymphoma waiting time that makes no allowance for
the different types of lymphoma.

Introduction

Waiting times are perhaps the most widely publicised measure
of health service performance. They receive extensive media
attention, are widely available for general public inspection and
comment, and carry considerable political importance.1
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Materials and Methods

National Lymphoma Dataset for Scotland

The west of Scotland has 2.7m residents and contains almost
60% of the Scottish population. The National Lymphoma
Dataset for Scotland has been approved by the Scottish Blood
Cancer Group and includes details on referral pathway,
pathology, prognostic features, disease extent, site of
diagnostic biopsy and patient demographics. The West of
Scotland Blood Cancer Managed Clinical Network (MCN) has
collected the national dataset on all patients registered with
lymphoma in the region since January 2004.

In 2004, 469 cases of lymphoma were registered and 428
complete datasets collected. Patient demographic data,
subtypes of lymphoma, use of neck node biopsy for diagnosis
and referral urgency data were linked to the waiting times
analysis for 2004 for the three major lymphoma subtypes, HL,
DLBC and follicular NHL.

Waiting Times Analysis

Urgent referral, as reported in the national analysis of waiting
times and used in this analysis, includes those patients with
urgent referral from their general practitioner (GP) and those
referred acutely to hospital (including self-referrals) as either
surgical or medical emergencies. All other referrals represent
non-urgent GP referrals, patients already under review, identified
at screening or diagnosed with lymphoma as an incidental
finding. The waiting time was calculated as the interval in days
between referral and either the start of treatment or decision to
‘watch and wait’.

Statistical Analysis

For statistical analysis Mann Whitney U-Test was used to
compare medians and ranges, chi-square test to compare
referral urgency and ability to meet waiting times targets.

Results

Lymphoma Subtype

Pathological diagnosis was available on 456 out of 469
lymphoma cases. Seventy three (16%) were HL and 383 (84%)
were NHL. Of the NHL, there were 104 (27%) follicular and 170
(44%) DLBC. Of these cases, we had complete data on 64 HL,
80 follicular and 136 DLBC.

Lymphoma Subtype and Patient Age

Patients with HL were significantly younger (median 45 years)
than patients with NHL (median 68 years, p<0.001). Patients
with follicular NHL were slightly younger than patients with DLBC
NHL (63 years vs 71 years, p <0.01).

Lymphoma Subtype and Urgency of Referral

Patients with either HL or DLBC were significantly more likely to
receive urgent referral (51/64, 80% and 105/136, 77%,
respectively) than patients with follicular NHL (45/80, 56%, p
<0.05). Table I.

Lymphoma Subtype and Diagnostic Neck Node Biopsy

Neck node biopsy was the chosen site for primary diagnosis in
34% (95/280) of cases. This differed between the three subtypes

with 23% (31/136) of DLBC NHL, 35% (28/80) of follicular NHL
and 58% (37/64) HL. Diagnostic neck node biopsy was
significantly more common in HL than in either follicular
(p<0.01) or DLBC (p<0.001) NHL.

Urgency of Referral and Waiting Time

Urgent referral was associated with reduced median waiting
time for patients with DLBC NHL (37 days versus 68 days, p
<0.001). The waiting time for patients with follicular NHL or HL
was not significantly influenced by urgent referral when
compared with other forms of referral (72 days versus 91 days
NS) and (60 days versus 90 days, NS) Table I.

Table I. Comparison of Nature of Referral and Waiting Time
for Patients with HL, FL NHL and DLBC NHL.

Lymphoma Subtype and Waiting Time

Patients with DLBC NHL had the shortest median wait and were
significantly more likely to receive treatment within 62 days (44
days, 89/136, 65%) than patients with follicular NHL (80 days,
25/80, 31%, p< 0.001) or HL (65 days, 30/64, 47%, p<0.05).
Indeed patients with DLBC NHL who did not receive urgent
referral were still as likely to be treated within 62 days of referral
(12/31, 39%) as patients with follicular NHL who received urgent
referral (16/45, 36%). Despite a high percentage of urgent
referrals (80%), only 47% of patients with HL started treatment
within 62 days. Table I, Figure 1.

Figure 1.
Percentage of Patients Treated Within 62 Days of Referral
by Lymphoma Subtype and Nature of Referral
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Discussion

This study has directly compared the earliest stages in medical
care pathways for patients with the three most common forms
of lymphoma. It has shown significant differences with respect
to patient age at presentation, referral pattern, the use of
diagnostic neck node biopsy and the time taken to start
treatment for patients with HL, DLBC NHL and follicular NHL.

The patient data collected for the complete year, 2004, was
analysed in relation to the three main subtypes of lymphoma.
National quarterly reporting, with small patient numbers in the
various regions of the UK, makes no allowance for the different
types of lymphoma.

Neck nodes are readily accessible to surgical biopsy and the
introduction of neck lump clinics to facilitate diagnosis was the
focus of NICE guidance to improve outcomes in haematological
cancer.4 Patients with HL were most readily diagnosed from
neck node biopsy (p<0.001), were significantly younger than
patients with NHL (p<0.001), and had the highest number of
urgent referrals (80%). These features however did not
inevitably shorten the median wait (65 days) to start treatment
and only 47% of HL patients commenced treatment within 62
days of referral. Neck lump clinics were not well established in
the west of Scotland in 2004 and it may be that their introduction
since 2004 will improve this figure.

Patients with DLBC NHL were significantly older than patients
with follicular NHL (p<0.01) and HL (p<0.001), least likely to
have diagnostic neck node biopsy, yet had the shortest wait to
start treatment (44 days). They were also significantly more
likely to receive treatment within 62 days of referral than either
follicular NHL (p<0.001) or HL (p<0.05). It is then clear that
the type of lymphoma rather than the patient age, referral
pattern or diagnostic biopsy site is the major factor that
influences clinicians to start treatment.

A huge financial and manpower effort is required to generate
cancer waiting times.1 With particular regard to lymphoma this
effort is set to rise markedly in line with the predicted 71.4%
increase in the incidence of NHL in the next 20 years.7 This
analysis of lymphoma patients presenting in the west of
Scotland during 2004 suggests that this effort is not well
founded and that the present system for reporting lymphoma
waiting times across the UK, one that makes no distinction for
lymphoma subtype, has at best perhaps only limited value.

We would support a new system to report separately on these
three major lymphoma types. In order to achieve adequate
patient numbers we would suggest that the basis for lymphoma
waiting time reporting should be annual rather than quarterly.
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