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Background  

The treatment of choice for early stage Non-Small Cell Lung Cancer (NSCLC) is surgical resection. 

Little is known about the short and long-term outcomes amongst very elderly patients. We sought to 

determine predictors of short and long-term survival amongst octogenarians undergoing curative-

intent resection for NSCLC in Victoria,Australia.  

Methods  

We retrospectively reviewed data from all patients aged≥80 who underwent curative-intent 

resection for NSCLC over 12 years (01/2005-12/2016) across five tertiary centres. We examined 

effect of age,stage of disease, extent of surgery and lung function on short and long-term survival.  

Results  

200 patients aged ≥80 underwent curative-intent resections. Mortality at 30 and 120 days was 2.9% 

and 5.9%,respectively. Increased early mortality was observed amongst those ≥ 83 years old, at 30 

days (6.8% vs. 0.8%,p=0.044) and 120 days (12.2% vs. 2.3%,p=0.0096). Early mortality was highest 

among patients ≥83 years requiring lobectomy, compared to sub-lobar resection at 120 days (17% vs 

3.8%,p=0.019). Long term survival was predicted by age and stage of disease. Amongst patients with 

stage I disease aged <83 years, lobectomy was associated with superior 5-year survival, compared to 

sub-lobar resection (83% vs 61% p=0.02). 

Conclusion  

In carefully selected elderly patients undergoing curative-intent resection of early stage NSCLC, both 

short and long-term outcomes appear consistent with younger historical cohorts. Early mortality was 
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associated with lobectomy in those with advanced age. Older patients undergoing lobectomy 

appeared to be at highest risk for early mortality, while younger patients with stage I disease 

undergoing at least lobectomy appear to have the best long-term survival.  

Introduction 

Lung cancer is the leading cause of cancer-specific mortality worldwide (1). It is typically a disease of 

the elderly and its management in older patients is of growing concern, particularly in the context of 

an increasingly geriatric population (2). Although complete resection with lobectomy and 

mediastinal lymph node dissection or sampling remains the treatment of choice for early stage Non-

small Cell Lung Cancer (NSCLC)(3) there is recent evidence to suggest that very elderly patients may 

be at significantly increased risk of peri-operative morbidity and mortality (4, 5). Currently published 

surgical outcomes in octogenarians vary considerably, with reported 5-year overall survival rates 

between 24-66% and peri-operative mortality rates ranging from 0-12.5% (5-7, 21).  

We present this cohort of octogenarians and nonagenarians who underwent curative-intent 

resection for NSCLC at five tertiary campuses in Melbourne, Australia. 

  

This article is protected by copyright. All rights reserved.



Methods 

 

Data sources 

We retrospectively examined prospectively-maintained single institution databases from five tertiary 

hospital campuses in Melbourne, Australia: The Royal Melbourne Hospital, St Vincent’s Hospital, 

Peter MacCallum Cancer Centre, Monash Medical Centre and The Austin Hospital. These included 

co-located private hospital services at those campuses. 

Participants 

We identified all patients aged 80 years or older (at the time of operation), who underwent curative-

intent resections of NSCLC between January 2005 and December 2016 at the aforementioned 

institutions. Patients with more than one primary tumour operated on at different time points were 

recorded as separate index cases. Patients with more than one primary tumour removed in one 

surgical episode were recorded as a single case. 

Data collection 

From the prospective databases, we recorded patient demographic, surgical and tumour factors. 

These included age, sex, lung function [forced expiratory volume in 1 second (FEV1), forced 

expiratory ratio (FER) and carbon monoxide diffusing capacity–lung (DLCO)], procedure type, 

pneumonectomy, bilobectomy, lobectomy or sub-lobar resection (i.e. segmentectomy, wedge 

resection), surgical access technique (i.e. video-assisted thoracoscopic (VATS) vs. open 

thoracotomy), Tumour, Node, Metastasis (TNM) stage (7th edition)(10), and histological type. 
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Where pathological data was missing, operative pathology reports were examined directly and 

staged according to the seventh lung cancer TNM staging system.  Lung function tests, where not 

available in the prospective databases, were retrieved from clinical information systems from the 

participating sites.  

Vital status and, where relevant, date of death were determined based on review of institutional 

records, as well as submission of individual data to government based registries (Victorian Cancer 

Registry and data from the Registry of Births, Deaths and Marriages). Notification of cancer 

diagnoses and deaths to these databases is a statutory requirement. Where individuals were not 

identified in Registry databases, survival time was based on the most recent date of clinical review. 

Statistical analysis 

Categorical variables were presented as simple proportions and compared using Fisher’s exact test. 

Age was used as a continuous variable and dichotomized at the median and mean values. 

Continuous variables were expressed as median or mean ± standard deviation (SD), with the Mann-

Whitney test used to compare unpaired non-parametric continuous values.  Survival differences 

were determined by the Cox proportional hazards method. All reported confidence intervals are 

two-sided. A p-value of less than 0.05 was considered significant. All p-values reported excluded 

missing data. Survival analyses were performed using RStudio Version 1.0.143 for Intel Mac OS X 

10.12.5. 

Comparison with Australian Life Tables 

Using the Australian Bureau of Statistics life tables for Australia 2013-2015, the resected cohort were 

matched to the general population for the same sex, year of birth and age at time of surgery. A rate 
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table was generated with the expected annual death rate for the matching general population. The R 

function ‘survexp()’ function was used to create a survival hazard which could be superimposed, 

using the R function ‘lines()’, onto a survival curve for the studied cohort. 
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Results 

Demographics 

Two hundred patients were identified across the five sites, having 205 resections for NSCLC. The 

median and mean age of patients in our sample was 82 and 83 years at operation, respectively, and 

20% of the cohort (n=42) was ≥85. Only two patients were aged over 90 years. Males comprised 63% 

of the cohort. 

The majority of resections were lobectomies (59%) followed by sub-lobar resection (39%).  Sub-lobar 

resections included 45 wedge resections and 34 anatomical segmentectomies (inclusive of 

lingulectomies and any segment-sparing lobectomies). Three patients underwent bilobectomy and 

three underwent pneumonectomy. Analyses of lobectomy outcomes was performed with and 

without pneumonectomies and bilobectomies, which were only performed in patients < 83 years. 

Most patients had pathological stage I disease (66%), followed by stage II (22%) and stage III (12%). 

The most common histological type was adenocarcinoma (50%) followed by squamous cell 

carcinoma (39%) and other (11%). The median FER of the sample was 70% (±15.5), and median FEV1 

was 89% (+20). Amongst those requiring lobectomy, median FER and FEV1 were 70% and 92% 

respectively, as compared to 71% and 83% for those undergoing sub-lobar resection. FEV1 and FER 

values were not significantly different between patients undergoing sub-lobar resection and 

lobectomy (p=0.32 and 0.62, respectively). DLCO was likewise not significantly different between 

patients undergoing lobectomy and sub-lobar resection (data not presented). 

Early mortality  

Overall early mortality at 30 and 120 days was 2.9% (6/205), and 5.9% (12/205) respectively.  
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Early mortality was increased amongst those ≥ 83 years old at both 30 days (6.8% vs. 0.8%; p=0.044) 

and 120 days (12.2 vs. 2.3%; p=0.0096). Extent of resection (lobectomy vs sub-lobar) was non-

significantly associated with increased mortality at 30 days (4.8% vs 0%; p=0.13). Early mortality 

appeared highest amongst those ≥83 years requiring lobectomy, with 17% mortality at 120 days 

(p=0.019). 

Spirometry parameters and DLCO did not significantly impact early mortality (data not presented). 

Reduced lung function (FER<70) was not associated with increased early mortality at 30 and 120 

days (p= 0.094 and 0.467 respectively for lobectomy; p=1.0 and 0.290 respectively for sub-lobar 

resection).  

Long term survival  

Increased age and stage were independently associated with reduced 5-year survival (p=0.019 and 

p= 0.012, respectively). Median survival was 8.1 years, 5.4 years and 2.4 years for stage I, II and III 

disease, respectively (figure 1a). The respective 5-year survival rates were 60%, 49% and 20%. 

Extent of resection was not predictive of survival, regardless of whether pneumonectomies and 

bilobectomies were included with the lobectomy group or not (p=0.61 and 0.50, respectively). Of the 

patients with stage I NSCLC (n=135), neither extent of resection (lobectomy vs sub-lobar resection), 

nor spirometry parameters and DLCO (data not presented) were statistically linked to overall long 

term survival.  

Amongst stage I patients, reduced 5-year survival was observed in patients aged ≥83 (figure 1b), and 

age as a continuous variable was also associated with poorer survival in univariate analysis 

(p=0.008).  Univariate analysis for stage I patients showed no association between the following 
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variables and overall survival: Campus, Sex, Extent of resection or Access technique (VATS versus 

open). As age was the only predictive variable in univariate analysis with a p-value < 0.10, no 

multivariate analysis was performed.  

Further analysis of stage I patients aged <83 years revealed superior long term survival amongst 

those undergoing lobectomy, as compared to sub-lobar resection (5 year survival 83% vs 61%; 

p=0.02; figure 1c). In this subgroup, there were no other variables predictive of outcome by 

univariate analysis, including age as a continuous variable. Multivariate analysis was performed using 

extent of resection and access technique (table 1), and this showed extent of resection persisting as 

the independent predictor (p=0.045) 

Comparison with Australian Life Tables 

The survival curve for the entire resected cohort was superimposed with the matched cohort from 

the Australian Bureau of Statistics 2013-2015 release. The curves completely overlapped until 7.5 

years post resection (5). According to the life tables, an Australian female aged 85 years at the 

midpoint of this study in 2011, had a median survival of 4.33 years and an expected 5-year survival 

probability of 45%. (figure 1d) 

  

This article is protected by copyright. All rights reserved.



Discussion  

We have examined outcomes in five tertiary centres for carefully selected octogenarian patients 

with early stage NSCLC. We have observed excellent short term outcomes in patients undergoing 

sub-lobar resection and lobectomy that is consistent with previously published cohorts. Those at 

highest risk of early mortality were patients aged ≥83 years requiring lobectomy, where 120-day 

mortality was 17%. Our findings regarding factors influencing short term and long term survival are 

otherwise consistent with previous studies (5, 11-13). 

Interestingly, the best long term survival was achieved amongst octogenarians aged <83 with stage I 

disease who underwent lobectomy. The very choice of sub-lobar resection may relate to co-

morbidity, which then competes with cancer as a risk factor for death. Therefore the lower survival 

rate may just reflect selection bias. 

Pathologic upstaging to Stage III disease was observed in 10% of patients, consistent with previous 

studies. We have only directly compared long-term outcomes among patients with Stage I NSCLC, as 

we did not have information regarding adjuvant therapy in patients with Stage II-III NSCLC, making 

interpretation of outcomes difficult in this group. Overall survival of Stage I NSCLC patients was 

superior for younger (<83 years) patients undergoing lobectomy, as compared to sub-lobar 

resection. Our findings provide significant reassurance that surgical management remains 

appropriate in carefully selected octogenarian patients with NSCLC. Concerningly, a recent large 

population based study from the UK that examined more than 10,000 cases of NSCLC (8% 

octogenarian, n=860), found the 90-day mortality in all octogenarians to be close to 11%, a figure 

much higher than that seen in our study and other smaller series (4). Consistent with our findings, 

this UK study found advanced age to be the most important predictor of early mortality, 
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independent of other demographic, tumour and comorbid factors (4). Other population-based 

studies have found significantly worse outcomes than smaller series, possibly related to hospital 

volume and patient selection (14). This cohort, whilst not population-based, is representative of the 

vast majority of lung cancer resections in the State of Victoria. 

A likely explanation for the lower mortality seen in our study and amongst other studies (5, 11-13), 

may include cautious patient selection. Our findings may indicate that selection processes in tertiary 

centres with dedicated thoracic oncology departments may be accurate in identification of patients 

at low risk of poor surgical outcomes, however this retrospective study is not able to elucidate any 

specific selection criteria to aid clinicians. We have not documented patient selection strategies at 

each centre, though our findings are reassuring that current assessment techniques are appropriate 

when selecting elderly patients for surgery. To optimize patient selection, a better understanding of 

risk factors for poor outcomes in the elderly is necessary, beyond the standard respiratory function 

tests. 

Although we found that octogenarians have some increased surgical risk compared to historical 

controls(4) this increase does not seem great enough to preclude surgery for NSCLC amongst highly 

selected elderly patients. Increases in morbidity and mortality in octogenarians may be expected 

due to declining physiological reserve and increased incidence of comorbidity and disability in this 

population (15, 16).  Today, Australian men and women aged 85 years can expect to live for a further 

6.2 and 7.2 years respectively which is more than 2 years greater than in the early 1990s (17, 18) . 

Consistent with this significantly increased life expectancy, lung cancer remains the most common 

cause of death in elderly patients who develop this diagnosis. Furthermore, it is important to 

consider the poor prognosis for patients with NSCLC that do not undergo any treatment. Estimated 
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5-year survival in patients with stage I NSCLC, who do not receive any form of treatment, has been 

shown to be as low as 7% (19), suggesting any treatment is beneficial even in very elderly patients 

(12, 20). We have demonstrated that the survival probability of the resected cohort is the same as 

the general population matched for age and sex at the time of surgery. Our interpretation of this 

somewhat surprising finding is that the individuals selected for surgery are fitter than the average 

matched population, and then surgery removes the medium to long term risk of cancer death. 

Finally we found that those ≥ 83 years had worse short and long term survival outcomes. The 

median age of octogenarians in our sample was 82.6 years, suggesting that it was primarily younger, 

and therefore potentially healthier, octogenarians that undergo surgery. Few studies have looked at 

whether there are significantly different outcomes in younger versus older octogenarians, but age 

over 85 years has previously been associated with increased 90-day mortality (4). Further research in 

this area is necessary to establish if this association holds true, as it might be that acceptable early 

mortality outcomes are only found in a younger subset of octogenarians.  

Patient selection is critical in this patient group, and future studies are required to examine specific 

selection processes to optimize therapeutic outcomes, especially with the advent of effective non-

invasive therapies such as stereotactic ablative body radiotherapy (SABR). However, the very 

patients that require lobectomy may be anatomically unsuitable for SABR and require conventional 

fractionated radiotherapy over 6 weeks, with its intendant increased morbidity (8-9). 

We are unable to determine the rate of ‘elective’ versus ‘compromise’ sub-lobar resection in the ≥83 

year group. However, given the more favourable outcome, it is possible that when anatomical 

factors and stage allow, sub-lobar resection should be considered the gold standard procedure in 

this group. 
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Limitations  

As already indicated our study had a number of limitations, in particular missing and unrecorded 

data as a result of the retrospective nature of the study and some data being unavailable in de-

identified databases. It is possible that for some variables our sample sizes might have been too 

small to determine statistically significant results. However our main finding regarding significantly 

elevated mortality in older subsets of octogenarians requiring extended resection were not 

compromised and therefore our findings provide important guidance to clinicians undertaking care 

of this subgroup. Future prospective studies are required to confirm our findings and to more 

accurately examine variables that may influence peri-operative morbidity and mortality. 

An advantage of our study over many previous case series was our multi-centre approach. Patients 

from multiple Melbourne hospitals were included in our sample, thereby giving a more 

representative view of the local octogenarian population. 

We do not have information regarding patients who were considered ineligible for resection of early 

stage NSCLC, specifically their performance status or co-morbidities. As patients were identified 

based on the retrospective pathological diagnosis of NSCLC, we were unable to assess the morbidity 

and mortality for patients submitted for surgery on the suspicion of NSCLC. A prospective study 

including this group would be valuable. There is likely a selection bias towards medically fitter 

patients, which we are unable to elucidate.  
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Conclusion  

In this highly selected group of octogenarian patients, short and long term outcomes in patient 

subsets following surgery were consistent with outcomes in younger cohorts, suggesting advanced 

age itself should not be a contraindication to curative-intent surgery amongst octogenarians with 

NSCLC. Older octogenarians undergoing lobectomy experienced high rates of 120-day mortality. 

More research into the effect of comorbidities and performance status on perioperative mortality in 

this subgroup is needed to select only the lowest operative risk patients for surgery. Younger 

octogenarians with stage I NSCLC undergoing lobectomy appear to have the best long term survival, 

comparable to that reported for much younger cohorts.  

Surgical resection remains an appropriate treatment for early stage NSCLC in carefully selected 

octogenarian patients. Further research into risk factors for poor outcomes in the very elderly is 

necessary to guide selection of appropriate octogenarian patients and to minimize peri-operative 

morbidity and mortality among this group. 
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