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QPI: Route to Diagnosis remained largely unchanged between periods (45.0% versus 44.8% following EP).

© A retrc.)spectlve, populatlor\-level , |rT1pr.oveme.nt efforts, Partlcularly for After age-adjustment, inequities persisted, with higher proportions of diagnoses following EP among Pacific
analysis was conducted using routinely district OUtIIer‘?’ ana relnforce the need and Maori (58.2% and 47.2% respectively), compared with Asian (42.9%), and European/other (41.2%), and
collected national administrative for strengthening early diagnosis through those living in more deprived areas (38.1% least deprived versus 49.1% most deprived). EP diagnosis was
datasets. primary care, reducing cost barriers, and strongly associated with advanced SEER stage (64.8% distant versus 6.1% localised) and varied by district

resourcing Maori- and Pacific-led services. (34.9%—51.8%).

* The cohort comprised 9,567 individuals Table 1. Demographic characteristics of people diagnosed QPI: Curative surgical resection for NSCLC increased slightly between periods (16.7% versus 18.9%), despite
with a new primary lung cancer with lung cancer in New zealand, 2019__2022 system disruptions, including the COVID-19 pandemic. After age-adjustment, Maori had the lowest
diagnosis between 1 January 2019 and Feoplewithiungeance’ proportion receiving resection (16.8%) compared with Pacific (19.2%), European/other (20.0%), and Asian
31 December 2022. Sl o 567 0o (24.4%). Disparities by deprivation and rurality persisted, with substantial district variation (11.4%—25.3%).

s Loes . QPI: One-year overall survival (OS) improved between periods (41.8% to 46.7%). After age adjustment,
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ethm.C'ty’ SOC|9econom|c deprivation, :/Ie:Ie 4,633 48.4 periods (5.9% versus 5.6%). After age adjustment, the highest proportion receiving SACT near death was in
rurality, and disease extent. Z:"‘":u — e >0 Asians (10.8%), compared with European/other (7.0%), Pacific (7.4%), and Maori (7.5%). Proportions were
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