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ABSTRACT

Introduction: Patients with early-stage NSCLC typically
must choose between a surgery with superior local control
(lobectomy) or one that preserves lung parenchyma
(wedge). Recognizing that many patients with cancer have
competing mortality risks unrelated to cancer, we investi-
gated whether an established model of predicting life ex-
pectancy could be used to identify patients with stage I
NSCLC for whom survival after wedge is not different from
lobectomy.

Methods: A retrospective cohort study using the National
Cancer Institute’s Surveillance Epidemiology and End Re-
sults—Medicare was performed to evaluate survival among
treatment-naive patients, diagnosed 2005-2015, who un-
derwent lobectomy or wedge for stage I (<2 cm tumors)
NSCLC. Comorbidity-related life expectancy (CR-LE) was
estimated using a standard life-table approach based on
comorbid conditions, sex, and age. Cox models and periop-
erative complications were stratified by 5-year CR-LE.

Results: A total of 4560 patients (median age 74, inter-
quartile range 70-78) were identified. CR-LE was greater
than or equal to 5 years for 4016 patients (wedge = 23%).
CR-LE was less than 5 years for 544 patients (wedge =
41%). Among patients with CR-LE greater than or equal to
5, wedge resection was associated with higher risk of
mortality than lobectomy (hazard ratio: 1.68, 95% confi-
dence interval: 1.52-1.86, p < 0.001). For those with CR-LE

less than 5, there was no significant difference in mortality
risk between lobectomy and wedge (hazard ratio: 1.19, 95%
confidence interval: 0.96-1.47; p = 0.11). CR-LE less than
five patients who underwent a lobectomy had higher 90-
day mortality compared with wedge (9% versus 4%, p =
0.04).

Conclusion: The survival advantage of lobectomy over
wedge for stage I NSCLC seems to dissipate among patients
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with shorter life expectancy owing to age and comorbidities.
Wedge resection may be a reasonable option for patients at
high risk of dying from non-cancer-related causes.

© 2021 The Authors. Published by Elsevier Inc. on behalf of
the International Association for the Study of Lung Cancer.
This is an open access article under the CC BY-NC-ND li-
cense (http://creativecommons.org/licenses/by-nc-nd/

4.0/).
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Introduction

For patients with early-stage- lung cancer, surgical
resection has historically been associated with the
greatest survival."* For localized tumors, pulmonary
lobectomy has been considered the standard of care in
large part owing to a randomized trial by the Lung
Cancer Study Group.” The trial revealed superior sur-
vival among patients with early-stage NSCLC (<3 cm)
managed by lobectomy compared with sublobar resec-
tion (i.e, wedge or segmentectomy). This finding has
been supported by numerous”® (but not all””) obser-
vational studies.

Although lobectomy may offer a long-term survival
advantage in some patients with early-stage NSCLC,
others might not tolerate the greater loss of lung tissue,
both perioperatively and long term. More specifically, a
pulmonary lobectomy entails removing more lung pa-
renchyma than a wedge resection (60%-70% more tis-
sue). Given the high prevalence of smoking-related lung
injury and other lung diseases (e.g, interstitial lung
disease) in patients with NSCLC, most have some base-
line degree of pulmonary dysfunction before surgery,
which may be worsened by a large parenchymal resec-
tion (lobectomy). By preserving a greater amount of lung
tissue, sublobar may have a less negative impact on
postoperative pulmonary function, although this is still
debatable.'”'? Furthermore, patients with a compro-
mised life expectancy owing to other comorbidities
might want to avoid a more extensive resection that can
be associated with higher prevalence of perioperative
complications.'* ' Finally, a limited literature suggests
that for patients with significant lung disease, quality of
life after sublobar is superior to that following lobec-
tomy.'®*’ As a result, many patients with early-stage
NSCLC must strike a balance between procedures that
may maximize how long they will live, with procedures
that maximize how well they recover.

Not all patients with lung cancer die of lung cancer. In
fact, between 15% and 20% of patients with early-stage
NSCLC will die from unrelated causes.”’ In this more
fragile population, the oncologic advantage of taking
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more lung tissue (lobectomy) may not be as important as
diminishing the risk of perioperative death and preser-
ving lung function (wedge).”*** We hypothesized that
the long-term survival advantage of lobectomy over
wedge for early-stage NSCLC would lessen in the setting
of competing mortality risks. To test this, we compared
survival and complication rates of surgically managed
early-stage NSCLC stratified according to their predicted
life expectancy from causes unrelated to cancer. The
objective was to determine if a subset of these patients
whose health is most tenuous could potentially choose a
less extensive resection without compromising their
outcomes.

Materials and Methods

Data Source

The study was conducted using the National Cancer
Institute’s Surveillance Epidemiology and End Results
(SEER)—Medicare 2018 linked database.”” The linked
deidentified data from these two sources include clinical,
demographic information, and outcomes for patients
with cancer from SEER and Medicare claims for health
care services. The institutional review board of the Yale
School of Medicine approved this study with consent
waived.

Study Sample

The SEER—Medicare linked database (2018) was
queried for treatment-naive patients 67 years or older,
diagnosed with having stage I NSCLC (bronchoalveolar
carcinoma excluded) who underwent lobectomy or
wedge in the 6 months after diagnosis. Included patients
were diagnosed with having invasive NSCLC as their first
malignancy from January 2005 to December 2015. To
capture comorbidity claims adequately, only patients
continuously enrolled in Medicare part A and B-fee for
service for 2 years before diagnosis and 1 year after
diagnosis were included. Patients with tumors greater
than 2 cm, incomplete staging, treatment or follow-up
data and those without microscopic or histologic
confirmation were excluded (Supplementary Fig. 1 for
consort diagram).

Segmentectomy patients (an anatomical form of
sublobar resection) were excluded because this pro-
cedure tends to be performed far less commonly than
wedge and by a smaller cohort of surgeons (perhaps
relating to the additional complexity that segmentec-
tomies entail).”® Furthermore, the objective of the study
was to establish a cohort that could have maximal
sparing of lung parenchyma while not sacrificing prog-
nosis. Although segmentectomy does remove consider-
ably less parenchyma than lobectomy in most settings,
the greatest differential in tissue removal is between
lobectomy and wedge."*
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Data Elements

The International Classification of Diseases, Ninth
and Tenth Revisions, Clinical Modification (ICD-9-CM
and ICD-10-CM), and Current Procedural Terminology-
Healthcare Common Procedure Coding System (HCPCS)
were used to extract claims for treatments
(Supplementary Table1) and comorbid conditions.”” The
transition to ICD-10-CM occurred in October 2015.
Therefore, claims before October 2015 were based solely
on ICD-9-CM, whereas claims from that point forward
incorporated ICD-9-CM and ICD-10-CM codes (except
surgery type because ICD-10-CM does not allow for
differentiation between wedge and segmentectomy).”®
Surgery type was classified as wedge or lobectomy. In-
dependent variables included the following: age, sex,
race, area of residence (according to ZIP code), income
(according to ZIP code), Elixhauser comorbidity, year of
diagnosis, tumor grade, tumor histology and laterality,
and receipt of adjuvant chemotherapy or radiation. The
American Joint Committee on Cancer staging 6th
(<2010) and 7th (>2010) editions were used. Survival
time was calculated from day of surgery to death or
December 31, 2017 (overall survival [0S]) or December
31, 2015 (cancer-specific survival [CSS]).

Indicators of Adversity in the Postoperative
Period

Previous work suggests that surgical complications
might not be adequately captured in claims data.”’
Therefore, surrogates of complications were studied
including prolonged length of hospital stay (categorized
as >14 d’"), 30-day readmission, and 90-day post-
operative mortality. In addition, a new indication for the
use of supplemental oxygen (>45 d post discharge) was
derived using claims as previously described.”! Patients
with claims for supplemental oxygen during the year
before surgery (i.e., chronic oxygen need) were excluded
from this analysis.

Comorbidity-Related Life Expectancy

For each patient, the comorbidity-related life expec-
tancy (CR-LE) was estimated using predictors unrelated
to cancer (i.e., comorbidities, age, and sex) as a mecha-
nism to understand the competing risk to each patient’s
survival posed by health- and age-related factors. The
ICD-9-CM, ICD-10-CM, and HCPCS codes were used to
identify claims in the 24 through 3 months before cancer
diagnosis to generate a modified list of comorbidities as
described by Elixhauser et al.”” Elixhauser captures 31
comorbidities which has been found to perform better
than other measures in predicting mortality beyond 30
days, in particular, in administrative data.®? CR-LE was
calculated using a standard life-table approach.’*** Age,
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sex, and Elixhauser comorbidities of each patient in our
cohort were used to derive what would have been their
annual mortality rates according to those characteristics
if they were not to have cancer (using a sample of pa-
tients without cancer). A predicted life expectancy was
generated from these characteristics, as previously
described.”* Patients were stratified into two groups
based on whether their CR-LE was less than 5 or greater
than or equal to 5 years.

When stratifying patients by life expectancy, 5 years
was chosen as cutoff because it is comparable to the
traditionally calculated metric of long-term (estimated 5-
year) survival for patients with cancer.’” In the shared
decision-making process, patients and families are typi-
cally counseled using predicted 5-year survival esti-
mates. However, after preliminary selection, the 5-year
cutoff was more rigorously evaluated as a moderator of
the comparative effectiveness by moderation analysis
described subsequently.

Statistical Analysis

CR-LE as a Moderator of the Relationship Be-
tween Surgery Type and Long-Term OS. Moderation
models are used to test whether the effect of an inde-
pendent variable on a dependent variable differ across
levels of a third variable.’® To evaluate if CR-LE mod-
erates the relationship between surgery type (indepen-
dent variable) and long-term OS (dependent variable), a
multivariate Cox proportional hazards model was built
including an interaction effect of CR-LE (categorical, <5,
or >5 years) and surgery type. Additional covariates
included age, sex, race, area of residence, income, Elix-
hauser comorbidity, year of diagnosis, tumor grade, tu-
mor histology, laterality, and receipt of adjuvant
chemotherapy. The inclusion of covariates in the model
was based on clinical relevance and known impact on
survival. Given the quality of tumor resection between
the two interventions is one of the aspects that we were
indirectly aiming to compare, adjuvant radiotherapy was
not adjusted for in the model as it could be an indication
of positive margins (i.e., patients included, but “adjuvant
radiation” was not a covariate).

Once 5-year CR-LE was found to moderate the rela-
tionship between surgery type and long-term OS (i.e., the
interaction effect was significant), the population was
stratified in CR-LE levels. The Kaplan-Meier method was
used to calculate 5-year OS. Differences between the 0S
of lobectomy and wedge were assessed with the log-rank
test. An adjusted survival analysis was performed using
Cox models within strata, adjusting for the same set of
covariates as previously mentioned.

CSS. SEER captures a cause-of-death variable derived
from death certificates. More specifically, cancer-specific
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Table 1. Patient Characteristics of the Entire Study Population

Lobectomy (n = 3398) Wedge (n = 1162)
Characteristic No. (%) No. (%) p Value
Age <0.001
67-69 765 (23) 192 (17)
70-74 1194 (35) 360 (31)
75-79 905 (27) 334 (29)
80-84 435 (13) 216 (19)
85+ 99 (3) 60 (5)
Sex 0.19
Male 1437 (42) 466 (40)
Female 1961 (58) 696 (60)
Race <0.001
White 3073 (90) 1080 (93)
Black 163 (5) 56 (5)
Other 162 (5) 26 (2)
Non-metropolitan area of residence® 0.73
No 2842 (84) 972 (84)
Yes 556 (16) 190 (16)
Income quintile® 0.13
Q1 680 (20) 220 (19)
Q2 497 (15) 159 (14)
Q3 683 (20) 266 (23)
Q4 660 (19) 244 (21)
Q5 878 (26) 273 (23)
Elixhauser comorbidity <0.001
None 944 (28) 188 (16)
1to2 1585 (47) 508 (44)
3+ 869 (26) 466 (40)
Year of diagnosis 0.61
2005 331 (10) 95 (8)
2006 329 (10) 112 (10)
2007 336 (10) 120 (10)
2008 320 (9) 115 (10)
2009 323 (10) 91 (8)
2010 308 (9) 108 (9)
2011 321 (9) 108 (9)
2012 241 (7) 97 (8)
2013 294 (9) 112 (10)
2014 296 (9) 102 (9)
2015 299 (9) 102 (9)
Tumor grade 0.03
1 592 (17) 202 (17)
2 1681 (49) 527 (45)
3 889 (26) 327 (28)
4 38 (1) 21 (2)
Not determined 198 (6) 85 (7)
Tumor histology 0.27
Adenocarcinoma 2231 (66) 729 (63)
Squamous cell carcinoma 962 (28) 355 (31)
Large cell 80 (2) 34 (3)
Other 125 (4) 44 (4)
Tumor laterality <0.001
Right 2045 (60) 622 (54)
Left 1353 (40) 540 (46)
Adjuvant chemotherapy 0.20
No 3256 (96) 1103 (95)
Yes 142 (4) 59 (5)
Adjuvant radiotherapy <0.001

(continued)
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Table 1. Continued

Lobectomy (n = 3398)

Wedge (n = 1162)

Characteristic No. (%)° No. (%)° p Value
No 3354 (99) 1114 (96)

Yes 44 (1) 48 (4)

Comorbidity-related predicted life expectancy <0.001
<5 years 323 (10) 221 (19)

>5 years 3075 (90) 941 (81)

“Percentages might not add up to 100% owing to approximation.
bBased on patients’ ZIP code area.

death is coded as an event if the cause of death is
attributable to the cancer of interest, in this case lung
cancer; deaths from other causes are treated as censored
observations.”” Five-year lung CSS was assessed using
Kaplan-Meier for CR-LE strata. Given that most of the 90-
day perioperative mortality was likely secondary to
surgical complications (and not to the cancer progres-
sion per se), survival analyses were landmarked at
postoperative day 90. Cox models were built using the
same methodology as the OS analysis. Patients with
missing cancer-specific mortality were excluded from
these analyses.

Bivariate analyses were performed using the chi-
square test or Fisher’s exact test. A two-tailed p value
less than 0.05 was considered statistically significant. A
power analysis was calculated. Scaled Schoenfeld and
Martingale residuals were used to test for violations of
the proportional hazards assumption. Missing values for
examined variables were less than 3%, so a complete
case analysis was done. The distribution of characteris-
tics in the sample did not change upon exclusion of pa-
tients with missing data. All statistical analyses were
done using SAS 9.4 and STATA 14.1. STROBE guidelines
for observational studies were followed.

Results

Patient Characteristics

In total, 4560 patients were included, of which 3398
(75%) underwent a lobectomy and 1162 (25%) a wedge.
Patients who underwent a wedge tended to be older
(80-84: 19% versus 13%, p < 0.001) and have a higher
Elixhauser comorbidity score (3+: 40% versus 26%, p <
0.001) than patients who underwent lobectomy. Patients
in the wedge group were also more likely to be white
(93% versus 90%, p < 0.001), have a CR-LE less than 5
years (19% versus. 10%, p < 0.001), have a tumor
located in the left lung (46% versus 40%, p < 0.001),
and receive adjuvant radiotherapy (4% versus 1%, p <
0.001) (Tablel).

Overall, 4016 patients had a CR-LE greater than or
equal to 5 years (77% lobectomy; 23% wedge). Patient
characteristics can be found in Supplementary Table 2. A
total of 544 patients had a CR-LE less than 5 years (59%

lobectomy; 41% wedge). In the CR-LE less than five
stratum, patients who underwent wedge and lobectomy
were largely similar; however, the wedge subset had a
higher proportion of left-sided tumors (Supplementary
Table 3).

Survival of Lobectomy Versus Wedge Across
Strata of Life Expectancy

Unadjusted Kaplan-Meier analyses revealed that for
patients in the CR-LE greater than or equal to five stra-
tum, wedge had an inferior 5-year OS (53%) compared
with lobectomy (71%) (log-rank p < 0.001) (Fig. 14).
However, the 5-year OS in the CR-LE less than five
stratum was not observed to be significantly different
between those who underwent wedge (39%) and lo-
bectomy (47%) (p = 0.10) (Fig. 1B).

Adjusted survival analysis using Cox models indi-
cated that in the CR-LE greater than or equal to five
stratum, wedge was associated with a higher risk of
mortality than lobectomy (hazard ratio [HR]:1.68; 95%
confidence interval [CI]: 1.52-1.86, p < 0.001). However,
among patients with CR-LE less than 5 years, the mor-
tality differential narrowed between wedge and lobec-
tomy (HR: 1.19; 95% CI 0.96-1.47) and was no longer
significant (p = 0.11) (Fig. 2A and B).

Css

Unadjusted Kaplan-Meier survival analyses for lung
(CSS were completed for CR-LE strata. In both strata,
wedge had an inferior 5-year CSS compared with lo-
bectomy (CR-LE >5: 75% versus. 86%, log-rank p <
0.001; CR-LE <5: 70% versus 80%, p = 0.004) (Fig. 1C
and D). Cox models confirmed that in both strata, pa-
tients who had undergone wedge had a higher risk of
mortality than those who had a lobectomy (CR-LE >5
HR: 1.84, 95% CI: 1.56-2.16, p < 0.001; CR-LE <5 HR:
1.65, 95% CI: 1.12-2.43; p = 0.01) (Fig. 34 and B).

Indicators of Adversity in the Postoperative
Period

Several established indicators of adversity in the
postoperative period or prolonged recovery were eval-
uated. Patients in the CR-LE less than five stratum who
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Figure 1. Kaplan-Meier survival curves across CR-LE levels. (A) CR-LE >5. (B) CR-LE <5. (C) CR-LE >5. (D) CR-LE <5. CR-LE,

comorbidity-related life expectancy.

underwent a lobectomy had a significantly higher pro-
portion of prolonged length of stay (13% versus 7% for
wedge, p = 0.03) and 90-day mortality than those who
underwent wedge (9% versus 4% for wedge, p = 0.04)
but no significant difference in hospital readmissions or
use of supplemental oxygen greater than or equal to 45
days post discharge. Among patients with CR-LE greater
than or equal to 5 years, the only significant difference
was that 14% of those who underwent wedge still
required supplemental oxygen greater than or equal to
45 days post discharge compared with 11% of patients
who underwent lobectomy (p < 0.001) (Table2).

Discussion

The survival advantage of lobectomy over wedge
for Medicare recipients with early- stage NSCLC varies
depending on competing risks of mortality. Patients
who had a CR-LE greater than or equal to five and
underwent a wedge had inferior 5-year survival
compared with patients who had a lobectomy. How-
ever, patients who had a CR-LE less than 5 and

underwent a wedge seemed to have no difference in
overall mortality when compared with those who un-
derwent lobectomy. This finding is in line with previ-
ous studies that have challenged the survival benefit of
lobectomy over wedge in older adults or patients with
more comorbid conditions.***° The current study ex-
tends these findings by using CR-LE as a way to bal-
ance competing risks of mortality in older patients
with cancer, therefore, informing the decision-making
process.

Lobectomy was found to confer a CSS benefit over
wedge across CR-LE strata. These findings were consis-
tent with previous studies that have revealed sublobar to
be associated with increased risk of recurrence and
worse CSS.*"*? However, the difference between the 0S
and CSS in patients with CR-LE less than five supports
that these patients had competing risks of survival
indicating that a proportion of them were likely to die
from causes other than cancer. Therefore, in this popu-
lation, wedge might represent an alternative to
lobectomy.
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Figure 2. Forest plots of the overall mortality multivariate Cox models. (A) CR-LE > 5. (B) CR-LE < 5. List of covariates is
abbreviated for figure clarity, complete Cox Models can be found in Supplementary Tables 4 and 5. CR-LE, comorbidity-

related life expectancy.
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Figure 3. Forest plots of the cancer-specific mortality multivariate Cox models. (A) CR-LE > 5. (B) CR-LE < 5. List of
covariates is abbreviated for figure clarity, complete Cox Models can be found in Supplementary Tables 6 and 7. CR-LE,

comorbidity-related life expectancy.
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Table 2. Prevalence of Surrogates for Complications in the Perioperative Period Across CR-LE Levels

<5 Years of Comorbidity-Related Life

>5 Years of Comorbidity-Related Life

Expectancy Expectancy
Lobectomy Wedge Lobectomy Wedge
(n = 323) (n = 221) (n = 3075) (n =941)
Surrogates for Complications No. (%)° 0. (%)? p Value No. (%)° No. (%)° p Value
Length of hospital stay 0.03 0.35
<14d 282 (87) 206 (93) 2824 (92) 873 (93)
>14d 41 (13) 15 (7) 251 (8) 68 (7)
30-d hospital readmission 0.19 0.24
No 282 (87) 184 (83) 2822 (92) 852 (91)
Yes 41 (13) 37 (17) 253 (8) 89 (9)
90-d mortality 0.04 0.41
No 294 (91) >210 2977 (97) 916 (97)
(>95)
Yes 29 (9) <11 (<5) 98 (3) 25 (3)
Supplemental oxygen > 45 d after discharge® 0.19 <0.001
No 254 (86) 148 (81) 2562 (89) 664 (86)
Yes 42 (14) 34 (19) 313 (11) 111 (14)

Note. Frequencies less than 11 not reported per SEER—Medicare guidelines.
“Percentages might not add up to 100% owing to approximation.

bTotal for this category does not add up to the total number of patients in the table heading because patients that had claims for oxygen during the year before

surgery were excluded from this analysis.

CR-LE, comorbidity-related life expectancy; SEER, Surveillance Epidemiology and End Results.

In patients at higher risk to die from etiologies other
than cancer, lobectomy seemed to be a less safe pro-
cedure. Patients predicted to have a shorter CR-LE who
underwent lobectomy had higher rates of prolonged
hospital stay and 90-day mortality than those who un-
derwent wedge. These findings agree with previous re-
ports that have revealed that the risks attributed to
lobectomy in the perioperative period can be higher than
those of sublobar, especially for patients with a more
significant comorbidity burden and older age.****
However, post hoc analyses looking at perioperative
complications in the CALGB-140503 trial** revealed no
difference in perioperative morbidity and mortality be-
tween lobectomy and sublobar. Nevertheless, this trial
included physically and functionally fit patients that do
not match the CR-LE less than five cohort in our study.*®
Interestingly, the percentage of patients requiring sup-
plemental oxygen beyond 45 days post discharge was
significantly higher for patients who underwent wedge
than those who underwent lobectomy in the CR-LE
greater than or equal to five group. This illustrates that
patients undergoing wedge are more often deemed unfit
for lobectomy owing to baseline comorbidities or poor
pulmonary reserve.”! Overall, these findings suggest that
individuals who seem to have less potential to benefit
from lobectomy also have greater risk to be harmed by
lobectomy.

Patients with shorter life expectancy secondary to
age and comorbidities must strike a balance between the
best cancer operation and the operation that will allow

them to recover better and potentially have a better
quality of life. Although the advantage to taking less
pulmonary parenchyma is largely theoretical, some
studies have revealed that sublobar might offer a better
postoperative pulmonary function than lobectomy.'’**
Furthermore, a recent study from the I-ELCART group
revealed that older patients with NSCLC who had un-
derwent wedge had better quality of life scores post-
operatively compared with lobectomy.'® Therefore,
patients who might have a compromised health should
be counseled on the trade-offs associated with the
different surgical options available for NSCLC. These
concepts may potentially be extended to other forms of
local therapy with lower potential for local control than
lobectomy. For example, a patient of advanced age or
considerable mortality risk from poor health may benefit
from understanding the relationship between cancer-
related and health-related risks when making a deci-
sion between lobectomy and stereotactic ablative radi-
osurgery for early-stage NSCLC.**

Limitations

In addition to those often associated with retrospec-
tive studies, our study had several limitations. First, we
had low statistical power to evaluate wedge versus lo-
bectomy in the CR-LE less than five sample. To detect the
observed difference, one would need 1100 patients to
achieve an 80% power (the CR-LE <5 sample had only
544 patients). However, even if the difference for CR-LE
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less than 5 had been significant, the HRs were still quite
different across strata (1.19 versus 1.68) suggesting that
the potential benefit from lobectomy seems to dissipate
in patients with competing risks of mortality. Second,
there may have been unmeasured confounders, such as
comorbid conditions, functional status, and pulmonary
function tests that could have affected the extent of
resection patients ultimately underwent and their OS.
However, we believe that these unmeasured con-
founders are likely biasing the outcomes against wedge
(i.e, patients who underwent wedge are sicker than
what we can capture), making the difference between
wedge and lobectomy wider and therefore, minimizing
our findings. Third, decisions on type of surgery offered
can differ across institutions. Unfortunately, SEER had
12% missingness in hospital ID. Attempting to address
this, sensitivity analyses were performed on a subgroup
that had complete hospital ID information, clustering by
hospital ID. These analyses revealed no meaningful
change in the direction, magnitude, or significance of the
findings. Fourth, not all surgery was necessarily per-
formed by thoracic surgeons. Given that it has been
found that thoracic surgeons have better surgical out-
comes than general surgeons when performing lung
resection, this could have affected differences in survival
and complications.*® Finally, there may be important
differences in the location, natural history, and lethality
of tumors that are amenable to wedge (i.e., tend to be
more peripheral, less likely to have radiographically
occult nodal metastases)*”*® and those that require lo-
bectomy (i.e., might be more centrally located, more
likely to have occult nodal metastases). As a result, there
may be some bias against the lobectomy cohort.

Our findings should not be interpreted to mean that
CR-LE is a tool to consistently identify patients in
whom wedge and lobectomy are equivalent. Rather,
that as results from the CALGB-14503** (lobectomy
versus sublobar for stage [ NSCLC), [-ELCART*®
(practice-based prospective cohort of patients being
diagnosed and treated for stage I NSCLC), and STEPS®°
studies (lobectomy versus sublobar for stage I NSCLC
in older adults) come out, using tools such as the CR-
LE might be critical to understanding and ultimately
incorporating the results into practice. In particular,
given that the two randomized trials (CALGB-14503
and STEPS) will be composed of a largely functionally
fit and relatively healthy population. Our results will
offer the perspective of patients who have competing
mortality risks and ultimately underscore that just
because a procedure might be better in general (e.g,
relatively healthy population), it does not mean that it
is what is best for your patient (e.g., with a high co-
morbidity burden). Therefore, we believe that our
study highlights the need for clinicians to weigh

JTO Clinical and Research Reports Vol. 2 No. 3

competing risks of survival in the treatment choice of
older adults with stage I NSCLC.

In conclusion, the OS benefit of lobectomy over
wedge seems to narrow in the presence of competing
risks of mortality from older age or comorbid conditions
in patients 67 year or older with stage I (<2 cm) NSCLC
in the SEER—Medicare database. Clinicians should
consider competing risks of mortality when discussing
treatment options for stage I NSCLC in the older adult
population.
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