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Clinical characteristics and risk factors affecting outcomes of elderly patients with
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Abstract: Objective To investigate the clinical features, treatment strategy and risk factors affecting the prognosis of elderly
patients with non-small cell lung cancer (NSCLC) complicated by chronic obstructive pulmonary disease (COPD). Methods
We retrospectively analyzed the data of elderly patietns (>60 years) with newly diagnosed NSCLC complicated by COPD at
the Geriatric Institution of General Hospital of PLA between January, 2000 and June, 2015. The clinical data collected included
history of smoking, pulmonary function test results, initial treatments, TNM stage, chief complaints, comorbidities and
laboratory tests. The Cox proportional hazards regression model was used to explore the prognostic factors in these patients.
Results A total of 200 NSCLC patients were reviewed, of which 107 (53.5% ) patients had the co-morbidity of COPD as
confirmed by spirometry using bronchodilator test. The median survival of the patients with NSCLC complicated by COPD
was 45.8 months with 1-, 3-, 5-, and 10-year survival rates of 80.4%, 55.4%, 41.0% and 20.0%, respectively. Stratification analysis
showed that patients with COPD Gold grades 1 and 2 had a significant longer median overall survival (51.7 and 43.1 months,
respectively) than those with grade 3/4 (16.9 months; P=0.020 and 0.043, respectively). Univariate and multivariate analyses
using Cox proportional hazards regression model showed that an older age, a higher Gold grade, advanced disease stage
(stages III and IV), squamous cell carcinoma, nonsurgical initial treatment, coughing and an elevated serum CEA level were
independent risk factors for shorter survival of the patients. Conclusion Multiple prognostic factors can affect the outcomes of
elderly patients with NSCLC complicated by COPD, and a higher COPD Gold grade that fails to respond to treatment within 3
months is the independent risk factor for survival of the patients.
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Tab.1 Demographic and clinical characteristics of the patients

Characteristics NSCLC-COPD Percentage
(n=107) (%)
Age (MeanxSD) 78.6+9.05
Age=75 years old
Yes 79 73.8
No 28 26.2
Gender
Male 103 96.3
Female 4 3.7
Smoking history
Yes 75 70.1
No 32 29.9
Smoking index
Pack-years
=20 63 58.9
<20 44 41.1
COPD Gold
1 48 44.9
2 39 36.4
3/4 20 18.7
Gold improvement
Yes 77 72.0
No 30 28.0
Chronic corpulmonale
Yes 22 20.6
No 85 79.4
ECOG PS Score
0~1 45 42.1
=2 62 57.9
TNM stage
I 57 53.3
I 3 2.8
I 29 27.1
v 18 16.8
Histologic subtype
Squamous cell carcinoma 31 29.0
Adenocarcinoma 49 45.8
NSCLC, NOS 17 15.9
Others 10 9.3
Initial treatment
Surgery 31 29.0
Radiation 32 29.9
Chemotherapy 11 10.3
EGFR-TKIs 16 15.0
BSC 17 15.9
Previous tumors
Yes 34 31.8
No 73 68.2

R2 FEREEBHIIRELLEL
Tab.2 Comparison of pulmonary functions among patients with NSCLC of different histological subtypes (Mean+SD)

2015 it WHO Jifi 48 43 5 A5 o, # oAy 44 S NSCLC-
NOS, 74 10 il HAth NSCLC 255 (K 4i 15 n=6, NJE
FE 9 n=4) o il D) & A0 5C 48 bR v, FEV1.0/FVC F1
FEV1.0%pred 4= 20 b4 TG 2 3% 25 = (P=0.401 5 P=
0.066) . 1fij FEV1 £ XHE FIl FV/C 4 X 2H PN 75 15 L 4
H, BiR9EE 5 NSCLC-NOS Heds 25 57 i 2 (4051 1.73+
0.57 vs 1.24+0.46, P=0.012;2.78+0.80 vs 2.11+0.58, P=
0.013,32),
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#120.0%.
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IR 3R, HLR 2 COX FU MBS [T 43T s < AR
K, ECOG PS=2, 5K Y FEVL 4 XHE A FVC 4 Xt
{8, B2 Gold 73 9% , 1677 31~ H P Gold A2l , 152
4 TNM 23030, s , A E TR AGIRYT , FURIER A%
W, P2 R G R A AR R I, A B R I, 5
SENATARL BRI CEATSHR, Y BB LAY
TR

IR FAIA COX ZIRNZR ST, KIAFIBHR
(#) FE ¥ Gold 434, 3797 34 H N Gold K3, TNM
AR TSIV 3, 8 , AEFAR IR GIRTT , EURER S
IR 125 1) LT CEA TR bR , X EAF A G
B (P<0.05) , N AT ARZH £ B AAE T AT S

Parameter SCC (n=31) Adeno.(n=49) NOS (n=17) Others (n=10) P

FEV1/FVC (%) 59.52+9.38 61.04+6.69 57.94+10.62 57.20+7.33 0.401
FEV1 (% pred) 74.13+23.28 75.31+17.93 60.00+21.31 70.90+22.52 0.066
FEV1 (L) 1.63+0.61 1.73+0.57 1.24+0.46 1.56+0.46 0.023
FVC (L) 2.69+0.82 2.78+0.80 2.11+0.58 2.73+0.71 0.022

SCC: Squamous cell carcinoma; Adeno: Adenocarcinoma; NOS: NSCLC, NOS.
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Tab.3 Univariate and multivariate analysis of prognostic factors for overall survival of the patients

Univariate analysis

Multivariate analysis

Variable
Hazard ratio 95% ClI P Hazard ratio 95% ClI P

Age gold 1.059 1.024-1.095 0.001 1.090 1.053-1.129 <0.001

1 Ref Ref

2 0.998 0.589-1.692 0.995 2.265 0.995-5.156 0.052

3/4 2.299 1.115-4.743 0.024 9.101 2.114-39.186 0.003
Gold improvement

Yes Ref Ref

No 2.471 1.0972-5.8434 0.006 3.851 1.073-6.242 0.0193
TNM stage

I Ref Ref

I 1.624 0.218-12.124 0.636 2.983 0.345-25.803 0.321

I 4.181 2.374-7.362 <0.001 4.595 2.486-8.493 <0.001

v 4.655 2.412-8.982 <0.001 7.815 3.652-16.725 <0.001
Histologic subtype

SCC Ref Ref

Adenocarcinoma 0.462 0.270-0.790 0.005 0.371 0.208-0.663 0.001

NSCLC, NOS 0.151 0.057-0.403 <0.001 0.163 0.060-0.444 <0.001

Others 0.616 0.249-1.528 0.296 1.651 0.598-4.563 0.334
Initial treatment

Surgery Ref Ref

Radiation 3.359 1.540-7.323 0.002 3.578 1.105-11.588 0.033

Chemotherapy 9.742 3.914-24.246 <0.001 4.159 1.060-16.314 0.041

EGFR-TKIs 3.775 1.578-9.032 0.003 2.930 0.743-11.546 0.125

BSC 4.295 1.816-10.157 0.001 4.124 1.013-16.798 0.048
Cough

No Ref Ref

Yes 1.938 1.027-3.657 0.041 2.944 1.492-5.810 0.002
CEA (ng/mL) 1.001 1.000-1.001 0.013 1.001 1.000-1.001 0.026
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