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Abstract

Background: To assess clinico-pathological profile of lung cancer. Materials
and Methods: Sixty- eight patients of lung cancer of both genders were
included. Parameters such as smoking history, symptoms and signs,
radiographic findings, histopathology type of lung cancer was recorded. 18 F-
Fluorodeoxy glucose positron emission tomography scan (FDG—PET) of
whole body and magnetic resonance imaging (MRI) of brain was done for
disease staging. Wherever appropriate pleural fluid, loco regional or distant
lymph node sampling for cell block was done. Result: Out of 68 patients,
males comprise 40 (58.8%) and females 28 (41.2%). Smoking history was
positive in 54. Symptoms observed were fever in 50, cough in 54, hemoptysis
in 12, chest pain in 30, dysponea in 26, hoarseness of voice in 8, SVC
obstruction in 7 and loss of weight and appetite in 23. Site was bilateral in 29,
right lung in 15 and left lung in 24. Radiological presentation was mass in 20,
collapse-consolidation in 32, pleural effusion in 2 and combined presentation
in 14 cases. The difference was significant (P< 0.05). Histological type of lung
cancer was adenocarcinoma in 13, squamous cell carcinoma in 34, large cell
carcinoma in 12, small cell carcinoma in 5 and undifferentiated carcinoma in 4
cases. A significant difference was observed (P< 0.05). Disease staging found
tobelAin2,IBin1, Ilin4, HAin3,11Bin2, lllin1, IIIAin6, IlIB in 5,
IHIC in 5, IV in 26, IVA in 9 and IVB in 4. A significant difference was
observed (P< 0.05). Conclusion: Smoking is the major risk factor in the
causation of lung cancer. Common symptoms observed were cough, fever and
chest pain. Common histological type of lung cancer seen was squamous cell
carcinoma and adenocarcinoma.

INTRODUCTION

Among all the new cancers detected annually lung
cancer accounts 18 lakh cases. Smoking culture and
regional variations influences the epidemiological
and pathological trend of lung cancer. Squamous
cell carcinoma once predominant cell type is now
found below adenocarcinoma in occurrence in
western and most Asian countries.™

Lung cancer is believed to be the most common
fatal neoplastic disease in the world today. It is
responsible for 28% of all the cancer related
deaths.l? In the developed countries, incidence and
mortality from lung cancer in females is rising,
whereas it is declining in males. Lung cancer is
responsible for approximately one million deaths
per year at present, and it is estimated to rise to three
million per year by the year 2010.E!

Progressive survival extension and increasing
cigarette smoking has led to a numerical rise of
patients with primary lung cancer in India. It is in
accordance with the epidemiological data from

western countries, which shows rising prevalence of
the disease in Indian population.’¥) Smoking is the
cause for more than 85% of the bronchogenic
carcinoma cases. Vegetable and fruit intake are
protective factors for lung cancer, whereas animal
food and dairy products are known to have
predisposing effect on the cancer. Urban air
pollutant including indoor air pollution is a known
risk factor for lung cancer.®! Considering this, we
planned present study to assess clinico-pathological
profile of lung cancer.

MATERIALS AND METHODS

After considering the utility of the study and
obtaining approval from ethical review committee
of the institute, we selected sixty- eight patients of
lung cancer of both genders. All were informed
regarding the study and their written consent was
obtained.

Demographic data such as name, age, gender etc.
was recorded. Parameters such as smoking history,
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symptoms and signs, radiographic findings,
histopathology type of lung cancer and clinical
staging of lung cancer was recorded. 18 F-
Fluorodeoxy glucose positron emission tomography
scan (FDG—PET) of whole body and magnetic
resonance imaging (MRI) of brain was done for
disease staging. Wherever appropriate pleural fluid,
loco regional or distant lymph node sampling for
cell block was done. The results were compiled and
subjected for statistical analysis using Mann
Whitney U test. P value less than 0.05 was set
significant.

RESULTS

Out of 68 patients, males comprise 40 (58.8%) and
females 28 (41.2%). [Table 1]

Smoking history was positive in 54. Symptoms
observed were fever in 50, cough in 54, hemoptysis

in 12, chest pain in 30, dysponea in 26, hoarseness
of voice in 8, SVC obstruction in 7 and loss of
weight and appetite in 23. Site was bilateral in 29,
right lung in 15 and left lung in 24. Radiological
presentation was mass in 20, collapse-consolidation
in 32, pleural effusion in 2 and combined
presentation in 14 cases. The difference was
significant (P< 0.05) [Table 2].

Histological type of lung cancer was
adenocarcinoma in 13, squamous cell carcinoma in
34, large cell carcinoma in 12, small cell carcinoma
in 5 and undifferentiated carcinoma in 4 cases. A
significant difference was observed (P< 0.05)
[Table 3].

Disease staging found to be IAin 2, IBin 1, Il in 4,
HAin 3, 1IBin2, llin 1, NIAin 6, IIIBin5, IIIC
in5, IV in 26, IVA in 9 and IVB in 4. A significant
difference was observed (P< 0.05) [Table 4].

Table 1: Patients distribution.

Total- 68
Gender Male Female
Number (%) 40 (58.8%) 28 (41.2%)
Table 2: Assessment of parameters.
Parameters Variables Number P value
Smoking Yes 54 0.01
No 14
Symptoms Fever 50 0.72
Cough 54
Hemoptysis 12
Chest pain 30
Dysponea 26
Hoarseness of voice 8
SVC obstruction 7
Loss of weight and appetite 23
Site Bilateral 29 0.85
Right lung 15
Left lung 24
Radiological presentation Mass 20 0.02
Collapse-consolidation 32
Pleural effusion 2
Combined presentation 14
Table 3: Histological type of lung cancer
Histological type Number P value
Adenocarcinoma 13 0.01
Sguamous cell carcinoma 34
Large cell carcinoma 12
Small cell carcinoma 5
Undifferentiated carcinoma 4
Table 4: Disease staging
Disease staging Number P value
1A 2 0.01
1B 1
1l 4
1A 3
11B 2
11 1
1A 6
111B 5
1IC 5
\Y 26
IVA 9
VB 4
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DISCUSSION

In India, due to the wide prevalence of tuberculosis,
many lung cancer patients could be initially treated
otherwise.[®"1 However, lung cancer diagnosis is
favored given the age of the patient, history of
smoking, signs of superior vena cava obstruction,
mediastinal symptoms such as hoarseness of voice
and dysphagia.[®®] On examination, there could be
signs of collapse or mass, clubbing of nailbed and
other complications of lung cancer (both metastatic
and non-metastatic). The commonest radiological
finding in lung cancer includes mass with or without
collapse.'®1 We planned present study to assess
clinico-pathological profile of lung cancer.

Our results showed that out of 68 patients, males
comprise 40 (58.8%) and females 28 (41.2%). Jindal
S.K,12 opined that the cell type of cancer is largely
influenced by characteristics such as age, sex and
smoking habits. SCC tends to exclusively occur
among smokers and in males. In India, a larger
proportion of smokers are males and thus females
will have an inverse increase in AC. Age also
influences the cell type pattern, where-in SCLC
tends to occur among 40 years, SCC is common
among smokers and AC among non-smokers.
Smoking history was positive in 54. Symptoms
observed were fever in 50, cough in 54, hemoptysis
in 12, chest pain in 30, dysponea in 26, hoarseness
of voice in 8, SVC obstruction in 7 and loss of
weight and appetite in 23. Site was bilateral in 29,
right lung in 15 and left lung in 24. Radiological
presentation was mass in 20, collapse-consolidation
in 32, pleural effusion in 2 and combined
presentation in 14 cases. Rawat et al,[*®! evaluated
the clinico, a pathological profile of the lung cancer.
The study included 203 patients with confirmed
cases of lung cancer. Male to female ratio was 8.2:1.
The common age group being 40-60 years, 9.86% of
the patients were less than 40 years old age.
Smoking was found to be the main risk factor in
81.77% patients. The most frequent symptom was
cough (72.90%) followed by fever (58.12%). The
most common radiological presentation was mess
lesion (46.31%). The most common
histopathological type was squamous cell carcinoma
(SCC) (44.83%) followed by adenocarcinoma
(19.78%) and small cell lung carcinoma (SCLC)
(16.75%). The majority patients (73.29%) were
diagnosed in the later stages of the disease (Il B
and 1V).

Histological type of lung cancer was
adenocarcinoma in 13, squamous cell carcinoma in
34, large cell carcinoma in 12, small cell carcinoma
in 5 and undifferentiated carcinoma in 4 cases.
Jadhav et al,[**l enrolled 63 patients of lung cancer.
The disease showed 77.7% male predominance
(M:F 3.5:1) and 73% occurrence in smokers.
Majority of our patient (52.3%) aged greater than 60
years with an average age of 60.36 years. Productive

cough in 95.2% and tumour mass in 85.7% was the
common symptom and radiological presentation
respectively. Histologically adenocarcinoma was
seen in 66.67% of the patient and prevailed over
28.57% of  squamous cell carcinoma.
Adenocarcinoma of lung exceeds the decade old
prevalent squamous cell carcinoma.

Disease staging found to be IAin 2, IBin 1, Il in 4,
HAin3, IIBin2, Ilin1, [lIAin6, HIBin5, HIC
in 5, IV in 26, IVA in 9 and IVB in 4. Ramani et
al, [t studied the demographic and
clinicopathological profile of lung cancer patients
admitted to the oncology unit. Out of 1248 patients
diagnosed with lung cancer Adenocarcinoma (AC)
was detected among 70.4% of patients, Squamous
cell carcinoma (SCC) among 15.3% and small cell
lung cancer (SCLC) among 14.3% of lung cancer
admissions. Male to female ratio was 2.95:1. It was
found that the median age of lung cancer patients
was 61 years. >60% of lung cancer patients were
from the 51 - 70 years age-group. Across the three
types of cancers among the patients in Stage 3B to 4
strata, >35% received palliative chemotherapy and
>20% received palliative chemotherapy + radiation.

CONCLUSION

Smoking is the major risk factor in the causation of
lung cancer. Common symptoms observed were
cough, fever and chest pain. Common histological
type of lung cancer seen was squamous cell
carcinoma and adenocarcinoma.
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