
Sample size and statistical analysis 
 
We believed about two thirds of cases in our database would have a diagnosis of lung 
cancer. Based on information from the National Lung Cancer Audit, data completeness for 
our centre was about 80% for key fields, which were extracted directly from this database. 
Therefore it was reasonable to assume that 25% of records would be excluded due to 
incomplete data. The size of the database meant that we would have more than adequate 
power to detect differences in survival depending on the presence or absence of a symptom, 
if such a difference truly existed.  
 
A priori we had no information on the likely number of patients in each symptom group. 
However if we assumed an average of around 210 patients in each symptoms group and 
that the associated 1-year survivals were 25% and 37% respectively i.e. a hazard ratio of 
1.39, then with 210 cases per symptom group, we would have an 80% power to detect this 
association, if it truly exists, at the 2-sided 5% significance level. 
 
The primary outcome was overall survival time from first discussion at the MDT to death 
(from any cause), according to mode of presentation. For those still alive, survival was 
censored on 1st March 2011. 
 
Kaplan-Meier survival functions and curves were estimated for all 12 symptom groups and 
were compared using the Log-rank test.  According to Cancer Research UK statistics, lung 
cancer survival is higher in women than men, is higher when diagnosed below 40 years of 
age and higher when diagnosed at its earliest stage. A Cox-proportional hazards regression 
model was used to compare survival between the symptom groups with and without 
adjustment for potential confounding and known prognostic factors (age, sex and histology).  
Curves were compared using Log-rank tests with hazard ratios calculated and their 95% 
confidence intervals reported. 
 


