Symptoms and Reason for a Medical Visit in
Lung Cancer Patients
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ABSTRACT
Background: Patients with lung cancer usually present with symptoms at the time of diagnosis, but it is common that neither the doctor
nor the patient initially associate them with the possibility of a malignant tumour.
Objectives: The aim of our study is to analyse the symptoms of patients with lung cancer and the relationship with the personal
characteristics or the oncological disease.
Material and Methods: A retrospective study was conducted on all patients diagnosed with lung cancer in the Pontevedra Health Area
over a period of three years. The symptoms presented by the patient, the reason for the consultation and the agreement between both
or any factors associated with either of the two are analysed.
Results: Atotal of 358 patients, with a mean age of 68.7 years, and of whom 87% males, were included in the study. The most common
initial symptoms were, constitutional in 30.4% of the cases, cough in 20.9% of cases, and in third place was chest pain, which was
referred to by 12% of the patients. The most frequent reason for the consultation was dyspnea in 22.1% of patients, an incidental finding
in 15.4%, and haemoptysis in 12.8%. There was a moderate association (correlation coefficient = 0.495) between the initial symptoms
and the consulting symptom.
Conclusions: A high percentage of patients with lung cancer had symptoms associated with the tumour at the time of diagnosis, even
in early stage disease.
Keywords: Lung Neoplasms/diagnosis; Spain.

RESUMO
Contexto: A Os doentes com o diagnostico de cancro do pulmao estéo habitualmente sintomaticos no momento do diagnéstico, sendo
comum que o médico ou o doente ndo associem essa sintomatologia com a eventualidade de um tumor maligno.
Objectivos: Este estudo teve como objectivo a andlise dos sintomas de doentes com cancro do pulméao e sua relagdo com as carac-
teristicas pessoais ou com a doenga oncoldgica.
Material e Métodos: Foi levado a cabo um estudo retrospectivo englobando todos os doentes com o diagnéstico de cancro do pulméo
na Regido de Saude de Pontevedra (Espanha) ao longo de um periodo de trés anos. Sdo analisados os sintomas de apresentagéo do
doente, 0 motivo de consulta e a concordancia entre ambos ou com quaisquer factores correlacionados.
Resultados: Foram incluidos no estudo 358 doentes, com uma média etaria de 68,7 anos, sendo 87% dos doentes do sexo mascu-
lino. Os sintomas iniciais mais comuns foram sintomas constitucionais em 30,4% dos casos, tosse em 20,9% e dor toracica, descrita
por 12% dos doentes. O motivo de consulta mais frequente foi dispneia em 22,1% dos doentes, um achado acidental em 15,4% dos
doentes e hemoptise em 12,8%. Observou-se uma associagédo moderada (coeficiente de correlacédo = 0,495) entre os sintomas iniciais
e o motivo de consulta.
Conclusdes: Uma elevada percentagem de doentes com um diagndstico de cancro do pulmao apresentou sintomas associados com
o tumor no momento do diagnéstico, mesmo num estadio inicial da doenca.
Palavras-chave: Neoplasias do pulm&o/diagnéstico; Espanha.

INTRODUCTION

Lung cancer (LC) is usually diagnosed in the advance
phases of its natural history, with the majority of patients,
at the time of diagnosis, being in stages not amenable to
surgical treatment, with the subsequent poor prognosis.’

A lung nodule can have grown considerably, even with
spread outside the lung, before it may cause symptoms.!

The signs and symptoms of LC can be associated with
the different characteristics of the disease, such as the
growth of the primary tumour, intrathoracic or extrathoracic
metastatic spread, paraneoplastic syndromes, or the
constitutional effects of the cancer.?

The majority of patients with LC have symptoms when

Respiratory Department. Clinic University Hospital. Santiago de Compostela. Spain.
Clinical Documentation Department. Hospital of Pontevedra. Pontevedra. Spain.

Family Medicine Department. Hospital of Pontevedra. Pontevedra. Spain.
Emergency Department. Hospital do Salnes. Pontevedra. Spain.

O NGO RON =

©

Respiratory Department. Hospital of Pontevedra. Pontevedra. Spain.
10. Oncology Deparment. Clinic University Hospital. Santiago de Compostela. Spain.

Recebido: 24 de Junho de 2013 - Aceite: 11 de Margo de 2014 | Copyright © Ordem dos Médicos 2014

Thoracic Surgery Department. Clinic University Hospital. Santiago de Compostela. Spain.
Radiology Department. University of Santiago de Compostela. Santiago de Compostela. Spain.
Internal Medicine Department. Clinic University Hospital. Santiago de Compostela. Spain.

Nursery Department. University of Santiago de Compostela. Santiago de Compostela. Spain.



MReis
Realce
AUTHORS FULL NAME:
FRANCISCO-JAVIER GONZALEZ-BARCALA
JOSE-ANTONIO FALAGAN
JOSE-MARIA GARCIA-PRIM
LUIS VALDES
JOSE-MARTIN CARREIRA
ANTONIO POSE
JUAN-CARLOS CANIVE
DIANA ANTON
MARIA-TERESA GARCIA-SANZ
AMALIA PUGA
ENRIQUE TEMES
RAFAEL LOPEZ-LOPEZ


MReis
Realce
 
francisco.javier.gonzalez.barcala@sergas.es  20:40 (há 19 horas) 
  
  
 
para mim 
      
Dear Miguel Reis,
I send to you the documents.
-The author´s full name
-The copyright form signed by all authors.
-A scanned copy of 2 pages, where there are 4 minor mistakes in numbers (according to table 3)
-72.2% instead of 75% (this one 2 times)
-66.7% instead of 68%
-64.3% instead of 69%
Kind regards



>
z
=]
%)
o]
o)
&
)
Z
>
2

they are diagnosed, but, given that the signs and symptoms
of LC are common and unspecific, often in the context of
other comorbidities like smoking, it is common that neither
the patient nor the doctor associate them with the likelihood
of tumour disease.?® Furthermore, LC symptoms are much
more frequently associated with benign diseases.*

There also seems to be insufficient data on this
population. In a study conducted on an Australian population,
clinical signs and symptoms suggestive of LC were present,
but less than one-third of this population recognised them as
suggestive of LC, even in cases associated with smoking.®

An improved knowledge of the symptoms of LC would
help in achieving a diagnosis in the less advanced phases
of the disease.

Given that LC symptoms are frequently confused with
other ilinesses, they should be considered depending on the
clinical epidemiological context, such as smoking history or
changes in the characteristics of chronic symptoms. These
clinical features are often nonspecific and insidious in their
onset, and furthermore they are more usually attributable to
benign causes often results in further delay in diagnosis.
The aim of our study is to analyse the symptomatology of
patients with lung cancer, the reason for consulting, and the
relationship of these with personal characteristics or the
oncological disease.

MATERIAL AND METHODS:

A retrospective, observational study was conducted
that included all patients with a current diagnosis of LC in
the Pontevedra Hospital Complex (CHOP) Health Area, an
area that covers a population of 307 916 inhabitants.

Patients diagnosed in the period of the study (between 1
June 2005 and 31 May 2008) were identified from the data
provided by the Medical Records Department of the CHOP.
Those patients with a histocytology confirmation of LC
were included. Additionally, patients without a histocytology
diagnosis were also included, if the clinical-radiological
characteristics were compatible in conditions where other
diagnoses were reasonably excluded.®

The variables recorded on each patient included,
age, sex, smoking habits, comorbidity, functional state,
diagnostic method, histology type, stage, treatment type,
and survival.

To identify the initial symptom and the symptom
prompting the consultation, in the doubtful cases, the history
was reviewed by two of the authors who are specialists in
pulmonology, internal medicine, oncology, thoracic surgery
and radiology, identifying by consensus which symptom
would be the initial one and which would be the symptom
prompting the consultation.

The histological classification was carried out according
to the World Health Organisation 1982 guidelines.” The TMN
tumour staging was performed based on that proposed by
Mountain,® which is accepted by the The Spanish Society of
Chest Diseases and Thoracic Surgery (Sociedad Espafiola
de Neumologia y Cirugia Toracica).®

Two groups were formed, based on age - younger or

older than 70 years of age, the median age of our population.
The study was approved by the Ethics Committee of Galicia.

Statistical Analysis

The categorical variables are expressed using
frequencies and percentages.

The Chi-squared test was used for the comparison of
the categorical variables.

The Cramer V statistic was used to analyse the
correlation between variables.

A value of p < 0.05 was considered significant.

The analysis was made using the SPSS 15.0 statistics
package.

Table 1 - Main characteristics of study patients: descriptive data

n (%)
Gender
Male 313 (87.4)
Female 45 (12.6)
Age
< 50 years-old 21 (5.9)
50-59 years-old 59 (16.5)
60-69 years-old 96 (26.8)
70-79 years-old 121 (33.8)
= 80 years-old 61 (17.0)
Smoking
Never smoker 63 (17.6)
Former smoker 155 (43.3)
Current smoker 140 (39.1)
Charlson index
0 89 (24.9)
1 100 (27.9)
2 72 (20.1)
23 97 (27.1)
ECOG
0 37 (10.3)
1 197 (55.0)
2 88 (24.6)
3 24 (6.7)
4 12 (3.4)
Histology type
Clinical radiological 46 (12.8)
Small cell 46 (12.8)
Squamous cell 126 (35.2)
Adenocarcinoma 85 (23.7)
Large cell 14 (3.9)
Other 51 (11.6)
TNM stage
I-A 7 (2.0)
I-B 25 (7.0)
II-A 5(1.4)
II-B 4(1.1)
I-A 34 (9.6)
I-B 105 (29.5)
1Y 176 (49.2)

n: number of patients; ECOG: Escala Eastern Cooperative Oncology Group.



RESULTS

A total of 358 patients were finally included, 87% males,
and with a mean age of 68.7 years, with 82% being smokers
or ex-smokers (Table 1).

The most frequent initial symptom were constitutional
symptoms in 29.9% of cases, followed by cough in 20.9%
of cases, and in third place was chest pain, which was
mentioned by 12% of the patients (Table 2.A).

On analysing the symptoms that led to the patient
consulting, the most frequent was dyspnea in 22.1%
of them, followed by the incidental finding in 14.8%, and
haemoptysis in 12.8% (Table 2.B).

The correlation between the initial symptom and the
consulting symptom was moderate, with a correlation
coefficient of 0.495. When considering only those symptoms
present in more than 5% of the patients, those that most
frequently coincided with the consulting symptom were,
haemoptysis (in 75% of cases), dyspnea in 69% of the
patients, and neurological symptoms in 68% (Table 3).

No differences were seen in the initial symptom or the
consulting symptom as regards the distribution by gender.
Dyspnea was the most common consulting reason for both
sexes. The most frequent initial symptom in males were
constitutional symptoms, and in females it was cough (Data
not shown).

There were no significant differences in the analysis by
histology result or by stages, neither in the initial symptom
nor in the symptom that led to the medical consultation
(Data not shown).

However, significant differences were observed
depending on age, in both the first symptom and in the one
that led to the medical consultation.

The most frequent initial symptom were constitutional
symptoms in both age groups, but its incidence clearly
increased with age (23% of those under 70 years and 38%
in the older group). The second most frequent symptom was
cough (22% in the younger group, and 20% in those over 70
years). Chest pain and neurological symptoms were much
more frequent in the younger group (p = .000) (Table 4).

On analysing the consulting symptoms, 21% of the
younger group consulted due dyspnea, and this was
presented as an incidental finding in 16% of patients. The

Table 2A - Initial symptom

most frequent consulting reason in the older group was still
dyspnea (23% of cases), but the second most frequent was
haemoptysis, which led to the consultation in 16% of the
patients (p = 0.010) (Table 5).

DISCUSSION

The symptomatology of cancer in general, and LC in
particular, appears to be under-estimated in medical practice,
as mentioned by some authors.’® Some likely causes are
put forward, such as too much emphasis on population
screening programs, nihilistic attitudes on the benefits of
identifying these symptoms, or it is considered that the
diagnosis requires complex complementary examinations,
minimising the importance of the symptomatology.

Even so, some authors have identified symptoms,
such as dyspnea or haemoptysis, which are significantly
associated with LC, especially in favourable epidemiological
contexts, as would be long-term smoking, or the association
with other symptoms common in patients with this type of
tumour 4113

Other studies suggested that a greater awareness
by the general population and family doctors of the signs
and symptoms of LC could improve the prognosis of the
disease, although the design of these studies does not
allow definitive conclusions to be drawn on this.''®

Constitutional symptoms, cough, and chest pain are
the most common initial symptoms in our patients, which is
similar to that in other populations, although there are some
differences between the various series. #1621

In our study, only 5.9% of the patients were asymptomatic
at the time of diagnosis, although there was an incidental
diagnosis in 14.8% of cases, since although having
symptoms associated with the tumour, these were not the
reason for consulting. There is a wide variation between the
different populations in the proportion of those diagnosed
incidentally. Looking at countries like ours, it can vary
between the 7% reported in Swedish or Italian studies,?*?
to up to 21% in an English population.?

However, the fact that the diagnosis of LC was incidental
does not imply that the patient was asymptomatic, as shown
in our study. In a Swedish study, that clearly differentiated
between the symptoms of the patient and the consulting

Table 2B - Consulting symptom

Symptom n (%) Symptom n (%)
Constitutional syndrome 107 (29.9) Dyspnea 79 (22.1)
Cough 75 (20.9) Incidental 53 (14.8)
Thoracic pain 43 (12.0) Hemoptysis 46 (12.8)
Respiratory infection 24 (6.7) Thoracic pain 45 (12.6)
Neurologic symptoms 24 (6.7) Neurologic symptoms 38 (10.6)
Musculoskeletal pain 22 (6.1) Musculoskeletal pain 26 (7.3)
Incidental 21 (5.9) Constitutional syndrome 25 (7.0)
Hemoptysis 18 (5.0) Cough 12 (3.4)
Dyspnea 14 (3.9) Respiratory infection 10 (2.8)
Dysphonia 7 (2.0) Dysphonia 7 (2.0)
Other 3(0.9) Other 16 (4.7)
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Table 3 - Correlation between initial symptom and consulting symptom. Percentage of cases where initial symptom matches with consulting symptom.

INITIAL SYMPTOM
Constitutional . Respiratory Thoracic Musculoskeletal : Neurologic .
CONSULTING SYMPTOM Dyspnea syndrome Cough Hemoptysis i pain pain Incidental symptoms Dysphonia Total

Dyspnea n (%) 9 20 26 1 7 7 3 2 2 1 79
(64.3%) (18.7%) (34.7%) (5.6%) (29.2%) (16.3%) (13.6%) (9.5%) (8.3%) (14.3%) (22.1%)

Constitutional syndrome n (%) 1 18 4 0 0 0 0 2 0 0 25
(7.1%) (16.8%) (5.3%) (0%) (0%) (0%) (0%) (9.5%) (0%) (0%) (7.0%)

Cough n (%) 0 4 8 0 0 0 0 0 0 0 12
(0%) (3.7%) (10.7%) (0%) (0%) (0%) (0%) (0%) (0%) (0%) (3.4%)

Hemoptysis n (%) 0 7 9 13 3 10 0 2 1 1 46
(0%) (6.5%) (12.0%) (72.2%) (12.5%) (23.3%) (0%) (9.5%) (4.2%) (14.3%) (12.8%)

Respiratory infection n (%) 0 6 1 0 2 0 0 0 1 0 10
(0%) (5.6%) (1.3%) (0%) (8.3%) (0%) (0%) (0%) (4.2%) (0%) (2.8%)

Thoracic pain n (%) 1 8 12 2 3 17 2 0 0 0 45
(7.1%) (7.5%) (16.0%) (11.1%) (12.5%) (39.5%) (9.1%) (0%) (0%) (0%) (12.6%)

Musculoskeletal pain n (%) 1 10 1 0 1 0 12 0 1 0 26
(7.1%) (9.3%) (1.3%) (0%) (4.2%) (0%) (54.5%) (0%) (4.2%) (0%) (7.3%)

Neurologic symptoms n (%) 0 1 4 1 1 1 2 1 16 1 38
(0%) (10.3%) (5.3%) (5.6%) (4.2%) (2.3%) (9.1%) (4.8%) (66.7%) (14.3%) (10.6%)

Incidental n (%) 2 15 7 1 7 6 2 10 3 0 53
(14.3%) (14.0%) (9.3%) (5.6%) (29.2%) (14.0%) (9.1%) (47.6%) (12.5%) (0%) (14.8%)

Dysphonia n (%) 0 1 2 0 0 0 0 0 0 4 7
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reason that led to the cancer diagnosis, 7% incidental
diagnoses were reported, although almost 97% of the
patients had symptoms associated with LC at the time of
the diagnosis.?® Another recent Scottish study confirmed the
elevated frequency of symptoms in these patients before
the diagnosis, since 7% of them did not refer to symptoms,
but on being presented with a list of possible symptoms
associated with the disease, the majority of patients who
where said to be asymptomatic recognised some symptom
associated with LC, thus reducing the proportion of patients
with no symptoms to 1%.'®

Contrary to what would be expected, the presentation
in the asymptomatic phase, like an incidental finding, is not
significantly more frequent in the initial stages of LC. Even
in non-small cell lung cancer (NSCLC) the incidental finding
is slightly more frequent in extended disease than in limited

disease. In fact, the 6 incidentally diagnosed cases of
NSCLC were in stage IlI-B or IV (Data not shown). However,
other authors report differences in the symptoms by
stages. In one study with a Danish population, a significant
difference was observed between the symptomatology
between stages, with the presentation as asymptomatic
being most frequent in stage | (around 30% of the cases)
and haemoptysis in stage V.2 In a study by Chen et al
with a Texas-USA population, the proportion of incidental
diagnoses was significantly lower in the earlier stages than
in the advanced stages.?*

No differences were observed in the symptomatology,
either as regards the sex of the patient, or the tumour
histology.

Contradictory findings are observed in the literature. In
the Texas study, the epidermoid type was more frequently

Table 4 - Initial symptom, according to age (<70 years-old vs = 70 years-old)

Symptom <70 years-old 270 years-old Total
n (%) n (%) n (%)
Constitutional syndrome 40 (37) 67 (63) 107 (29.9)
Cough 39 (52) 36 (48) 75 (20.9)
Thoracic pain 28 (65) 15 (35) 43 (12.0)
Respiratory infection 6 (25) 18 (75) 24 (6.7)
Neurologic symptoms 18 (75) 6 (25) 24 (6.7)
Musculoskeletal pain 15 (68) 7 (32) 22 (6.1)
Incidental 13 (62) 8 (38) 21(5.9)
Hemoptysis 9 (50) 9 (50) 18 (5.0)
Dyspnea 4 (29) 10 (71) 14 (3.9)
Dysphonia 6 (86) 1(14) 7 (2.0)
p =0.000
Table 5 - Consulting symtpom, according to age (< 70 years-old vs = 70 years-old)
Symptom <70 years-old 270 years-old Total
n (%) n (%) n (%)
Dyspnea 38 (48) 41 (52) 79 (22.1)
Incidental 29 (55) 24 (45) 53 (14.8)
Hemoptysis 18 (39) 28 (61) 46 (12.8)
Thoracic pain 28 (62) 17 (38) 45 (12.6)
Neurologic symptoms 21 (55) 17 (45) 38 (10.6)
Musculoskeletal pain 10 (38) 16 (62) 26 (7.3)
Constitutional syndrome 7 (48) 18 (52) 25 (7.0)
Cough 9 (75) 3 (25) 12 (3.4)
Respiratory infection 2 (20) 8 (80) 10 (2.8)
Dysphonia 7 (100) 0(0) 7 (2.0)
p=0.010
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presented as asymptomatic than an adenocarcinoma.? On
the other hand, in a recent Spanish study, the differences
between the histology as regards the symptoms was
significant, with epidermoid and adenocarcinoma being
those that most frequently presented as an incidental
finding.?®

Discordant results have also been published as regards
the association between gender and symptoms. In the
study by Chen et al, as in our population, no differences
were observed in the symptomatology between men and
women,?* while in the study by Villamil et al there were
significant differences, with haemoptysis being much more
frequent in males, and dyspnea more frequent in females.?®

Age may determine the different expression of
symptoms, both in the start of the symptomatology and in
the consulting symptom. In this respect, the published works
agree with ours, showing significant differences between
those less than 70 years and those of a more advanced
age.?*? |n any case, the most frequent symptoms in each
age group are different among the works published, since
in our population the incidental finding was more frequent in
the lower age population, while in the studies by Chen et al
and Villamil et al the proportion of cases with an incidental
diagnosis increased with age.?*?°

On analysing the correlation between the initial symptom
and the symptom that led to the patient consulting, it was
observed that none of three most common coincided,
with the overall correlation being moderate. Haemoptysis,
dyspnea, and neurological symptoms were those that most
often led to the medical consultation when they were the
initial symptom of the patient. In our population, 75% of the
patients who had haemoptysis as the first sign of a tumour
ended up consulting for this reason, similar to that in other
populations.?’ On the other hand, when the initial symptom
was cough or symptoms compatible with a respiratory
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