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Abstract P167 Table 1  Sub groups of patients stratified by age and 
performance status

Group 1 PS 0/1 & age<65, PS 0/1 & age 65–75, PS 2 & age<65

Group 2 PS 0/1 & age>75, PS 2 & age 65–75

Group 3 PS 2 & age>75, PS 3 & age<65, PS 3 & age 65–75

Group 4 PS 3 & age>75, PS 4 & age<65, PS 4 & age 65–75, PS 4 & age>75 

Abstract P167 Table 2  Survival within 6 months and 1 year for patients 
with pathological confirmation of lung cancer.

Survival Time Groups
Unadjusted HR 
(95% CI) Adjusted HR (95% CI)‡

6 months following 
diagnosis

1
2
3
4

0.81 (0.77 – 0.86)
0.86 (0.82 – 0.90)
1.04 (1.00 – 1.08)
1.14 (1.10 – 1.18)

0.81 (0.77 – 0.86)
0.84 (0.79 – 0.88)
0.93 (0.89 – 0.96)
0.98 (0.95 – 1.02)

1.09 (1.03 – 1.16)
1.01 (0.96 – 1.07)
1.05 (1.01 – 1.09)
1.05 (1.01 – 1.09)

1 year following 
diagnosis

1
2
3
4

0.96 (0.92 – 1.01)
0.93 (0.89 – 0.97)
1.10 (1.06 – 1.14)
1.17 (1.12 – 1.21)

0.93 (0.88 – 0.97)
0.89 (0.85 – 0.93)
0.99 (0.95 – 1.02)
1.02 (0.98 – 1.05)

1.10 (1.05 – 1.16)
1.02 (0.97 – 1.06)
1.10 (1.06 – 1.14)
1.07 (1.03 – 1.12)

‡Adjusted for sex, stage, socioeconomic status, Charlson Index, ethnicity, source of referral
Adjusted for chemotherapy in addition to other variables
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Introduction  Lung cancer is a major cause of mortality in the UK, 
with survival related to stage of disease at presentation. Better 
understanding of factors contributing to presentation delay might 
aid earlier identification and assessment of patients. Here we set out 
to characterise demographic features of the late presenting popula-
tion at an East London hospital.
Methods  Local lung cancer diagnoses between June 2005 and Novem-
ber 2011 (n=554) were retrospectively determined from the National 
Lung Cancer Audit database. Cases for whom staging information at 
diagnosis was available, were selected for study (n=460) and divided 
into those with early (stage I-IIIA, n=135) and late (stage IIIB-IV, 
n=325) disease. Socioeconomic quintiles based on patients’ postcodes 
were defined using the Income domain of the Index of Multiple Depri-
vation 2010. Data were analysed by logistic regression in SPSS.
Results  We found increasing age (ORs 0.95, 0.55, 0.58 for age 
groups <60, 60–69, 70–79 and ≥80 years respectively, p=0.027) to 
be associated with decreased risk of late presentation.

Male gender (OR=1.59, 95% CI 1.06–2.38, p=0.016) and emer-
gency presentation as opposed to community based referral to ser-
vices (OR=1.92, 95% CI 1.19–3.10, p=0.008) were associated with 
advanced stage disease at diagnosis.

Socioeconomic group was not found to contribute significantly 
to stage of disease at presentation.
Conclusion  We report that age, gender but not socioeconomic status 
are risk factors for late stage of lung cancer at diagnosis. These findings 
are in line with a recent large study of the East of England cancer reg-
istry (BJC 2012; 106:1068–1075). We extend that work to show a rela-
tionship between mode of presentation and disease stage at diagnosis, 
in keeping with national data indicating that emergency presentation 
is associated with poorer survival outcomes (NCIN 2010).

In summary, this study adds to the increasing evidence that 
patient factors are associated with potentially avoidable late stage 
presentations of lung cancer, reiterating the need for targeted health 
promotion activities to engage at risk patient groups.

P168

Further studies would be beneficial to ascertain the role of bronchos-
copy in the investigative pathway of lung cancer in patients with 
normal CT scan. 

Abstract P166 Table 1  Cross-Tabulation of CT and bronchoscopy 
results

Normal CT scan Non diagnostic CT scan

75 24

Bronchoscopy results

Neoplasia 0 0

Benign 12 10
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Introduction  The majority of people with lung cancer should 
have pathological confirmation of their diagnosis. The National 
Lung Cancer Audit (NLCA) recommends that NHS trusts obtain 
pathology (histology or cytology) for 75% of their lung cancer 
patients, however this figure was arbitrarily chosen and the optimal 
pathological confirmation rate is unknown.
The Aims  of this study were to provide a simple means of bench-
marking appropriate pathological confirmation rates by stratifying 
patients into groups, and whether obtaining pathology based on 
those groups is associated with a survival benefit.
Methods  Using the NLCA database, we calculated the proportion 
of patients with non-small cell and small cell lung cancer, first seen 
between 1st January 2004 and 31st December 2010, who had patho-
logical confirmation of their diagnosis. Using bivariate analysis, we 
identified the features which were most strongly associated with 
having pathology. We stratified our cohort according to these fea-
tures and developed 4 groups (Table 1) based on the percentage of 
pathology obtained by the majority of NHS trusts during the study 
period.
Results  We analysed data on 136,993 individuals. The median age 
at diagnosis was 72 years (IQR 64–79 years). Performance status 
(PS) and age were the features most strongly associated with hav-
ing a pathological diagnosis. Pathological confirmation was associ-
ated with a survival benefit at 6 months for patients in groups 1–3 
and at 1 year for patients in group 1 & 2 having adjusted for con-
founders (HR 0.93 & 0.89 respectively). This survival benefit was 
removed when adjusted for treatment with chemotherapy  
(Table 2).
Discussion  Stratifying by age and PS, is a simple means of bench-
marking pathological confirmation rates which is more appropriate 
than current recommendations. We have shown better survival at 
six months and one year for patients who had pathological confir-
mation of lung cancer in groups 1 and 2 (younger patients with 
better PS), even after adjusting for confounders. Much of this sur-
vival advantage was accounted for by adjusting for the use of che-
motherapy. We would suggest, therefore, that clinicians should aim 
to achieve a pathologically confirmed diagnosis in every patient in 
groups 1 & 2.
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