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ABSTRACT
Background: Early mortality is a major deterrent to oncologic management, often preventing delivery
of therapy or leading to administration of treatment that offers limited benefit from aggressive inter-
ventions. Due to more recent progress in therapeutic options for stage IV non-small cell lung cancer
(NSCLC) patients, identifying those at high risk of early mortality (within 30 days) could have implica-
tions for treatment selection. Because early mortality following diagnosis of metastatic non-small cell
lung cancer (NSCLC) is not well-characterized, this investigation evaluated national trends and predic-
tors thereof.
Material and methods: The National Cancer Database was queried for cases of pathologically con-
firmed metastatic NSCLC with complete vital status and clinical information, diagnosed between 2006
and 2014. Multivariable logistic regression ascertained factors associated with 30-day mortality.
Results: Of 346,681 patients, 45,861 (13%) experienced early mortality over the past decade, which
remained relatively constant over time. Predictors of early mortality included advancing age (>65
years), male gender, Caucasian race, non-private insurance, lower income, greater comorbidities, resi-
dence in metropolitan and/or lesser-educated areas, treatment at community centers, patients with no
prior history of cancer and regional differences (p< .01 for all). Early mortality was highest in patients
older than 80 years with multiple comorbidities (29%). The majority of patients (71%) who died within
30 days did not receive any therapy.
Conclusions: A fair proportion of NSCLC patients experience early mortality, which has not decreased
over time. The majority of patients with early mortality do not receive treatment. Prognostic factors
for early mortality should be considered during initial evaluation and subsequent follow-up of these
patients. Doing so may impact systemic treatment selection by medical oncologists, management of
(oligo)metastatic disease by radiation and surgical oncologists and cost-effective administration of
these therapies in the stage IV NSCLC population.
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Introduction

Non-small cell lung cancer (NSCLC) is associated with a rela-
tively poor prognosis, not only owing to the high cancer-
related mortality, but also from smoking- and age-related
comorbidities [1–3]. Approximately 60% of all NSCLC patients
present with metastatic disease at diagnosis [4]. Traditionally,
systemic chemotherapy was the treatment of choice for
these patients. In the more recent era however, molecular
testing has become standard in patients with advanced or
metastatic disease [5]. The addition of newer targeted agents
for various mutations including epidermal growth factor
receptor (EGFR), anaplastic lymphoma kinase (ALK), ROS1,
and BRAF has led to a modest improvement in survival for
stage IV NSCLC patients [6–8]. Further, PD-L1 testing to
evaluate the role of immunotherapy has also become stand-
ard in these patients [9]. Last, recent data suggest further

improvement in progression-free survival (PFS) and overall
survival (OS) with the addition of stereotactic body radiation
therapy (SBRT) in stage IV NSCLC patients with oligometa-
static disease [10–12].

The recent paradigm shift has led to more aggressive
treatment than the historical approach based on palliative
chemotherapy. In light of this progress in therapeutic options
for stage IV patients, identifying those at high risk of early
mortality could have implications for treatment selection, as
a minority of patients may not necessarily benefit from
aggressive therapy. Better patient risk stratification is needed
to differentiate those at high risk for early mortality com-
pared to those who are not, as these individuals will benefit
more from aggressive treatment, given 79–89% of NSCLC
subjects who die within a year of diagnosis do so from dis-
ease (rather than comorbidities) [1,3].
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Currently, there are very limited data predicting early mor-
tality in patients diagnosed with stage IV NSCLC. With recent
randomized data described above suggesting additional local
modalities with systemic therapy improve OS, the expect-
ation is more aggressive therapies will be offered to this
cohort of patients. To help guide clinicians in properly select-
ing those who would benefit more from aggressive therapy
versus best supportive care or systemic treatment alone, this
study evaluates trends in early (30-day) mortality in the past
decade, as well as predictors thereof, for patients diagnosed
with upfront stage IV NSCLC in the USA.

Material and methods

The National Cancer Database (NCDB) is a joint project of
the Commission on Cancer (CoC) of the American College
of Surgeons and the American Cancer Society that consists
of information regarding tumor characteristics, patient demo-
graphics and patient survival for approximately 70% of the
U.S. population [13]. The data used in this study were
derived from a de-identified NCDB file. The American College
of Surgeons and the CoC have not verified and are neither
responsible for the analytic or statistical methodology
employed nor the conclusions drawn from these data. As all
patient information in the NCDB database is de-identified,
this study was exempt from Institutional Review
Board evaluation.

The NCDB Participant User File corresponding to non-
small cell lung cancer (2004–2014) was utilized for this inves-
tigation. Patients were excluded if there was no information
on follow-up and/or vital status, or if they were diagnosed
prior to 2006 as the purpose of the study was to evaluate
early mortality trends in the last 10 years. All non-metastatic
patients or those with unknown clinical stage were also
excluded leaving only those with clinical stage IV disease.
Because the goal of this work was to evaluate factors associ-
ated with early mortality, defined as death within 30 days of
NSCLC diagnosis, patients with missing clinical characteristics
(as coded by the NCDB) were also removed. Systemic ther-
apy, either chemotherapy or immunotherapy, was reported
based on the following coding: https://seer.cancer.gov/tools/
seerrx/. Receipt of radiation treatment was also included.
Surgery was defined as wedge resection or greater: http://
ncdbpuf.facs.org/content/surgery-primary-site-codes.
Institution type was classified as community cancer program
(more than 100 but fewer than 500 newly diagnosed cases
per year), comprehensive community cancer program (500 or
more newly diagnosed cancer cases each year), academic/
research program including National Cancer Institute (NCI)-
designated comprehensive cancer centers (participates in
postgraduate medical education and/or receives NCI level
funding, and treats more than 500 newly diagnosed cases
each year) and integrated network cancer program (organiza-
tion that owns, operates, leases or is part of a joint venture
with multiple facilities) (https://www.facs.org/quality-pro-
grams/cancer/coc/apply/categories). Patient comorbidities
were categorized as 0, 1, 2 or �3 according to
Charlson–Deyo (CD) comorbidity scores [14].

In accordance with the variables in NCDB files, informa-
tion collected on each patient broadly included demo-
graphic, clinical and treatment data. Sensitivity analyses were
performed for patients who were excluded and no statistic-
ally significant differences were seen in the group excluded
compared to those included for patient characteristics.
Statistical analysis was performed using SPSS V24.0 (SPSS Inc,
Chicago, IL, USA). Tests were two-sided, with a threshold of
p< .05 for statistical significance. First, clinical characteristics
of the overall cohort were tabulated; inter-group compari-
sons were made with the chi-squared test. Next, multivari-
able logistic regression analysis was performed to ascertain
factors independently associated with experiencing 30-day
mortality in all patients. Variables included in the multivari-
able model were selected a priori and based on clinical sig-
nificance. The Hosmer–Lemeshow test was used to check for
the goodness-of-fit of the regression models.

Subgroup analyses by age and comorbidity score were
performed and percentage of early mortality for each sub-
group out of the total number of patients in that subgroup
were calculated. A separate subgroup analysis was per-
formed for patients who underwent treatment.

Results

A patient selection diagram is illustrated in Figure 1. A total
of 364,681 patients were included, of whom 45,861 (13%)
subjects experienced early mortality. The majority of patients
who died within 30 days of diagnosis were 65 years and
older (72%) with multiple comorbidities (52%) (Table 1).
Treatment modalities for those dying within 30 days of diag-
nosis were the following: no treatment (71%), radiation alone
(19%) and systemic treatment alone (6%). Treatment modal-
ities for those alive longer than 30 days were the following:
systemic treatment and radiation (31%), systemic treatment
alone (29%), no treatment (20%) and radiation alone (18%)
(Table 1). The proportion of stage IV patients experiencing
30-day mortality has not appreciably changed with time over
the study period, ranging between 12 and 13%.

Multivariable logistic regression analysis was performed to
evaluate independent predictors associated with early mor-
tality (Table 2). Predictors associated with higher risk for early
mortality included advanced age (odds ratio [OR] 1.55; 95%
confidence interval [CI] 1.51–1.60), non-private insurance
including government-type (OR 1.28; 95% CI 1.24–1.32) and
uninsured (OR 1.25; 95% CI 1.20–1.31), higher comorbidity
scores (ORs 1.57–2.64) and treatment in the Midwest (OR
1.04; 95% CI 1.01–1.07), South (OR 1.09; 95% CI 1.05–1.12) or
Eastern states (OR 1.07; 95% CI 1.03–1.11) when compared to
the West (reference). Factors associated with a lower risk for
early mortality included female gender (OR 0.83; 95% CI
0.82–0.85), African-American (0.85; 95% CI 0.83–0.88) or
Other race (OR 0.71; 95% CI 0.66–0.75) when compared to
White race (reference), residence in urban (OR 0.91; 95% CI
0.89–0.94) or rural (OR 0.91; 95% CI 0.85–0.97) residence
when compared to metropolitan (reference), patients from
higher income counties (OR 0.89–0.93), those from counties
with higher rates of high-school graduates (OR 0.94; 95% CI
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0.90–0.98) and treatment at comprehensive community pro-
grams (OR 0.96; 95% CI 0.93–0.99), academic/research centers
(OR 0.77; 95% CI 0.75–0.80) or integrated cancer networks
(OR 0.91; 95% CI 0.88–0.95) when compared to community
cancer programs (reference). In addition to these differences,
patients with a prior history of cancer were less likely to die
within 30 days of diagnosis (OR 0.83; 95% CI 0.81–0.85).

Subgroup analyses of 30-day mortality were calculated by
age and comorbidity score. The cohort with the lowest rate
of early mortality were patients younger than 65 years old
with a comorbidity score of 0 (6855 out of 94,119 patients;
7.3%). Those patients older than 80 years with a comorbidity
score �2 (2076 out of 7183 patients; 28.9%) had the highest
rates of early mortality (Figure 2).

On subgroup analysis for patients who received treat-
ment, predictors for early mortality included older age (OR
1.15; 95% CI 1.05–1.27), higher comorbidity burden (ORs
1.65–2.53), treatment at a comprehensive community pro-
gram (OR 1.14; 95% CI 1.03–1.26), treatment in the Midwest
(OR 1.19; 95% CI 1.08–1.32), South (OR 1.22; 95% CI
1.11–1.36) or Eastern states (OR 1.17; 95% CI 1.04–1.33) when
compared to the West (reference) and adenocarcinoma hist-
ology (OR 1.20; 95% CI 1.10–1.31). Factors associated with a
lower risk for early mortality included female gender (OR
0.77; 95% CI 0.72–0.82), African-American (0.73; 95% CI
0.64–0.82) or Other race (OR 0.73; 95% CI 0.59–0.90) when
compared to White race (reference), treatment at academic/
research centers (OR 0.78; 95% CI 0.69–0.88). Patients again
with a prior history of cancer were less likely to die within 30

days of diagnosis (OR 0.83; 95% CI 0.76–0.90)
(Supplementary Table S1).

Discussion

The increasing implementation of multiple therapy options
including targeted agents, immunotherapy and local therapy
(SBRT, surgery) for stage IV NSCLC necessitates dedicated
investigations evaluating trends in early mortality and predic-
tors thereof. Using a large, contemporary national database
of NSCLC patients, we observed that a meaningful propor-
tion (13%) of metastatic NSCLC patients diagnosed in the
past decade experienced early mortality, which has unfortu-
nately not changed appreciably over time. Most of these
patients (71%) did not receive any treatment. There were
several prognostic factors for 30-day mortality, which should
be considered during initial clinical evaluation and subse-
quent follow-up of these patients. The strongest predictors
appeared to be age and comorbidity score. For patients
older than 80 years, with a Charlson comorbidity score of 2
or higher, 29% had early mortality, compared to the
younger, healthier newly diagnosed patient (7%). These
results have implications on the implementation of systemic
treatment options early at diagnosis, treatment of (oligo)me-
tastatic disease with radiation therapy and cost-effectiveness.

The paradigm for stage IV NSCLC has rapidly changed
over the past few years with the advent of immunotherapy
[9] and molecularly targeted agents [15]. Additionally, within

National Cancer Database Query: Non-Small Cell Lung Cancer 
(n=1,393,232) 

Death Within 30 Days From Diagnosis 
(n=45,861) 

Non-Small Cell Lung Cancer Patients 
Diagnosed Between 2006-2014 

(n=1,057,480) 

Study population (treatment selection 
analysis) 

(n=364,681) 

Alive > 30 Days From Diagnosis 
(n=318,820) 

  Excluded:  
 Unknown follow-up and/or vital 
 status (n = 127,272) 
 Diagnosed prior to 2006                
 (n = 205,843) 
 Benign Disease (n=2,637) 

  Excluded:  
 Non-metastatic (n=610,051) 
 Missing county  demographics 
 (n=62,370) 
 Unknown race (n=10,962) 
 Unknown facility location or type 
 (n=9,416) 

Figure 1. Patient selection diagram.
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Table 1. Patient and treatment characteristics.

All patients
Alive > 30 days
from diagnosis

Death within 30 days
from diagnosis

Characteristics No. of patients (%) No. of patients (%) No. of patients (%)

Age
<65 140,553 (38.5) 127,716 (40.1) 12,837 (28.0)
�65 224,128 (61.5) 191,104 (59.9) 33,024 (72.0)

Gender
Male 201,012 (55.1) 173,665 (54.5) 27,347 (59.6)
Female 163,669 (44.9) 145,155 (45.5) 18,514 (40.4)

Race
White 308,098 (84.5) 268,323 (84.2) 39,775 (86.7)
African-American 44,595 (12.2) 39,552 (12.4) 5043 (11.0)
Others 11,988 (3.3) 10,945 (3.4) 1043 (2.3)

Insurance status
Private insurance/managed care 103,960 (28.5) 95,035 (29.8) 8925 (19.5)
Government 211,182 (57.9) 180,203 (56.5) 30,979 (67.5)
Uninsured 33,061 (9.1) 29,518 (9.3) 3543 (7.7)
Not otherwise specified 16,478 (4.5) 14,064 (4.4) 2414 (5.3)

Residence
Metropolitan 298,980 (82.0) 261,635 (82.1) 37,345 (81.4)
Urban 57,591 (15.8) 50,149 (15.7) 7442 (16.2)
Rural 8110 (2.2) 7036 (2.2) 1074 (2.3)

Median household income (USD)
< 38,000 76,090 (20.9) 65,771 (20.6) 10,319 (22.5)
38,000–47,999 92,490 (25.4) 80,449 (25.2) 12,041 (26.3)
48,000–62,999 97,577 (26.8) 85,359 (26.8) 12,218 (26.6)
63,000 þ 98,524 (27.0) 87,241 (27.4) 11,283 (24.6)

Percent without high school degree
� 21.0% 68,847 (18.9) 59,878 (18.8) 8969 (19.6)
13.0–20.9% 103,858 (28.5) 90,162 (28.3) 13,696 (29.9)
7.0–12.9% 119,264 (32.7) 104,430 (32.8) 14,834 (32.3)
<7.0% 72,712 (19.9) 64,350 (20.2) 8362 (18.2)

Charlson-Deyo comorbidity score
0 223,321 (61.2) 201,505 (63.2) 21,816 (47.6)
1 96,350 (26.4) 81,617 (25.6) 14,733 (32.1)
2 31,940 (8.8) 25,752 (8.1) 6188 (13.5)
3þ 13,070 (3.6) 9946 (3.1) 3124 (6.8)

Facility type
Community cancer program 44,662 (12.2) 38,367 (12.0) 6295 (13.7)
Comprehensive community cancer program 171,381 (47.0) 148,267 (46.5) 23,114 (50.4)
Academic/research (includes NCI) 109,390 (30.0) 98,048 (30.8) 11,342 (24.7)
Integrated network cancer program 39,248 (10.8) 34,138 (10.7) 5110 (11.1)

Facility Location
West 74,451 (20.4) 66,048 (20.7) 8403 (18.3)
Midwest 138,735 (38.0) 120,684 (37.9) 18,051 (39.4)
South 102,087 (28.0) 88,765 (27.8) 13,322 (29.0)
East 49,408 (13.5) 43,323 (13.6) 6085 (13.3)

Year of diagnosis
2006 30,848 (8.5) 26,978 (8.5) 3870 (8.4)
2007 31,979 (8.8) 28,090 (8.8) 3889 (8.5)
2008 36,551 (10.0) 32,058 (10.1) 4493 (9.8)
2009 38,576 (10.6) 33,914 (10.6) 4662 (10.2)
2010 43,543 (11.9) 37,798 (11.9) 5745 (12.5)
2011 43,808 (12.0) 38,089 (11.9) 5719 (12.5)
2012 45,455 (12.5) 39,645 (12.4) 5810 (12.7)
2013 46,902 (12.9) 40,967 (12.8) 5935 (12.9)
2014 47,019 (12.9) 41,281 (12.9) 5738 (12.5)

Histology
Squamous cell carcinoma 71,232 (19.5) 61,963 (19.4) 9269 (20.2)
Adenocarcinoma 214,779 (58.9) 189,561 (59.5) 25,218 (55.0)
Not otherwise specified 78,670 (21.6) 67,296 (21.1) 11,374 (24.8)

First cancer diagnosis in lifetime
Yes 293,296 (80.4) 255,808 (80.2) 37,488 (81.7)
No (has prior history of cancer) 71,385 (19.6) 63,012 (19.8) 8373 (18.3)

Treatment
None 95,132 (26.1) 62,440 (19.6) 32,692 (71.3)
Systemic treatment alone 93,705 (25.7) 91,056 (28.6) 2649 (5.8)
Radiation alone 64,612 (17.7) 56,049 (17.6) 8563 (18.7)
Surgery alone 1373 (0.4) 1277 (0.4) 96 (0.2)
Systemic treatment and radiation 100,331 (27.5) 99,193 (31.1) 1138 (2.5)
Radiation and surgery 760 (0.2) 756 (0.2) 4 (0.0)
Systemic treatment and surgery 1223 (0.3) 1220 (0.4) 3 (0.0)
Systemic treatment, radiation, surgery 1801 (0.5) 1798 (0.6) 3 (0.0)
Not otherwise specified 5744 (1.6) 5031 (1.6) 713 (1.6)

USD: United States Dollar; NCI: National Cancer Institute.
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this past year, multiple randomized trials suggest improved
PFS [11] and OS with the addition of SBRT in patients with
oligometastatic disease [12,16]. However, application of
newer targeted therapies including immunotherapy with
modalities including SBRT to clinical practice is notably prob-
lematic because stage IV NSCLC (even using per-protocol
inclusion criteria) is a highly heterogeneous disease. In other

words, not all patients eligible for inclusion in those random-
ized trials achieve a benefit to the same degree, and careful
patient selection – going beyond disease characteristics
alone – remains paramount to ensuring appropriate delivery
of aggressive oncologic care. For instance, despite the inclu-
sion criteria of KEYNOTE-024, immunotherapy is unlikely to
benefit stage IV patients with advanced age, poor

Table 2. Logistic regression analysis of predictors for 30 day mortality from time of diagnosis.

Univariate Multivariate

Variables OR 95% CI OR 95% CI

Age
<65 1 1
�65 1.72 1.68–1.76 1.55 1.51–1.60

Gender
Male 1 1
Female 0.81 0.79–0.83 0.83 0.82–0.85

Race
White 1 1
African-American 0.86 0.83–0.89 0.85 0.83–0.88
Others 0.64 0.60–0.69 0.71 0.66–0.75

Insurance status
Private insurance/managed care 1 1
Government 1.83 1.79–1.88 1.28 1.24–1.32
Uninsured 1.28 1.23–1.33 1.25 1.20–1.31
Missing 1.83 1.74–1.92 1.91 1.82–2.01

Residence
Metropolitan 1 1
Urban 1.04 1.01–1.07 0.91 0.89–0.94
Rural 1.07 1.00–1.14 0.91 0.85–0.97

Median household income (USD)
<38,000 1 1
38,000–47,999 0.95 0.93–0.98 0.93 0.90–0.96
48,000–62,999 0.91 0.89–0.94 0.91 0.88–0.94
63,000 þ 0.82 0.80–0.85 0.89 0.85–0.92

Percent without high school degree
�21.0% 1 1
13.0–20.9% 1.01 0.99–1.04 1.03 1.00–1.06
7.0–12.9% 0.95 0.92–0.98 0.98 0.95–1.02
<7.0% 0.87 0.84–0.90 0.94 0.90–0.98

Charlson–Deyo comorbidity score
0 1 1
1 1.67 1.63–1.71 1.57 1.53–1.61
2 2.22 2.15–2.29 2.02 1.95–2.08
3þ 2.9 2.78–3.03 2.64 2.53–2.76

Facility type
Community cancer program 1 1
Comprehensive community cancer Program 0.95 0.92–0.98 0.96 0.93–0.99
Academic/research (includes NCI) 0.71 0.68–0.73 0.77 0.75–0.80
Integrated network cancer program 0.91 0.88–0.95 0.91 0.88–0.95

Facility location
West 1 1
Midwest 1.18 1.14–1.21 1.04 1.01–1.07
South 1.18 1.15–1.21 1.09 1.05–1.12
East 1.1 1.07–1.14 1.07 1.03–1.11

Year of diagnosis
2006 1 1
2007 0.97 0.92–1.01 0.97 0.92–1.01
2008 0.98 0.93–1.02 0.99 0.94–1.04
2009 0.96 0.92–1.00 0.98 0.94–1.03
2010 1.06 1.01–1.11 1.08 1.04–1.13
2011 1.05 1.00–1.09 1.07 1.03–1.12
2012 1.02 0.98–1.07 1.05 1.01–1.10
2013 1.01 0.97–1.06 1.05 1.00–1.09
2014 0.97 0.93–1.01 1 0.96–1.05

Histology
Squamous cell carcinoma 1 1
Adenocarcinoma 0.9 0.87–0.91 1.01 0.99–1.04
Not otherwise specified 1.13 1.10–1.16 1.26 1.22–1.30

First cancer diagnosis in lifetime
Yes 1 1
No (has prior history of cancer) 0.91 0.88–0.93 0.83 0.81–0.85

OR: Odds ratio; CI: confidence interval; USD: United States Dollar; NCI: National Cancer Institute.
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performance status and significant comorbidities to a clinic-
ally meaningful extent. Similarly, oligometastatic patients
should represent a distinct entity with distinct prognostic
factors worth consideration when delivering more aggressive
oncologic therapy [17,18]. To this extent, given the relatively
high rates of early mortality in stage IV NSCLC, the factors
predicting for early mortality in stage IV cases such as older
age and presence of multiple comorbidities should assist in
‘painting a clinical picture’ of patients who are at high risk of
dying shortly after diagnosis and thus may not benefit from
aggressive therapies. With nearly 30% of patients older than
80 years with multiple comorbidities dying within 30 days of
their diagnosis of metastatic NSCLC, better attention to this
population is needed. Attempts are being made to better
risk-stratify these patients with geriatric assessment tools to
potentially offer more tailored approaches to treatment [19,
20]. Older adults pose a challenge for oncologists who need
to weight the expected oncologic benefits from treatment
and the risks from treatment-related side effects.

These findings also impact cost-effectiveness profiles for
interventions for stage IV NSCLC. Cost-effectiveness is highly
dependent on whether a patient will live long enough to
benefit from expensive oncologic interventions. This means
that careful patient selection is the most important determin-
ant of economic feasibility [21, 22]. To this extent, the results
of this study may better inform judicious, cost-effective util-
ization of aggressive therapies in both the stage IV and over-
all NSCLC populations by identifying factors portending a
high risk of early mortality. The prognostic factors for early
mortality identified herein are consistent with those corre-
sponding to general mortality [23, 24], but a large proportion
of patients herein would not be eligible for randomized trials
of immunotherapy or SABR given the distribution of age and
comorbidities of a ‘real-world’ cohort such as in this investi-
gation. To this extent, clinicians must bear in mind that the
results of a positively interpreted randomized trial may not
apply to ‘real-world’ patients equivalently, given that trial
patients tend to be younger, healthier, and more
‘oncologically favorable’ [25]. In this study, the majority of
patients who died within 30 days did not receive any form

of treatment, suggesting that in the past decade, physicians
are properly selecting patients for treatment as older individ-
uals with multiple comorbidities may have more risk than
benefit with chemotherapy. In the era of immunotherapy
however which is felt to be better tolerated in older patients,
this pattern may change, though comorbidities will continue
to be an issue [26]. Nevertheless, patient factors especially
age and comorbidities must be factored into the treatment
decision algorithm which this study suggests.

Limitations of the NCDB must be acknowledged. In add-
ition to retrospective selection biases, the NCDB does not
carry information on causes of death, response to therapies,
performance status, smoking status, weight loss and other
known prognostic factors. The NCDB also does not contain
information on the number or volume of metastases.
Further, there is no information on the reason for treatment
failure or cause of death. The database also lacks data on
type of systemic therapy received. Last, although the NCDB
includes a large proportion of the U.S. population, only CoC-
accredited facilities contribute data; as such, these findings
may not necessarily be representative of the entire
U.S. population.

Conclusions

Using a large, contemporary national database of nearly 1
million NSCLC patients diagnosed in the past decade in the
USA, we observed that a fair proportion (13%) of these
patients experience early mortality, which has unfortunately
not changed appreciably over time. There were several prog-
nostic factors for 30-day mortality in the overall NSCLC popu-
lation including older age and presence of medical
comorbidities, which should be considered during initial clin-
ical evaluation and subsequent follow-up of these patients.
The majority of these patients did not receive any therapy
suggesting overall that physicians are properly selecting
patients who would or would not benefit from treatment.
These results have implications on the early intervention for
stage IV NSCLC patients, systemic treatment selection by
medical oncologists, management of (oligo)metastatic dis-
ease by radiation and surgical oncologist and cost-
effectiveness.
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ber of patients in that subgroup. CD (Charlson–Deyo) comorbidity score.
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