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A B S T R A C T

Introduction: Patterns of treatment and survival are largely unknown for older patients with stage III non-small
cell lung cancer (NSCLC) in daily clinical practice.
Methods: All patients ≥65 years with stage III NSCLC (2009–2013) were included from the population-based
Netherlands Cancer Registry. Descriptive and multivariable treatment and survival analyses were stratified for
patients aged 65–74 years and ≥75 years.
Results: Compared to older patients (n=3163), those aged 65–74 years (n= 3876) underwent more often
surgery (21% vs 12% for stage IIIA), chemoradiotherapy (47% vs 22% for both stage IIIA and IIIB), and che-
motherapy (23% vs 12% for stage IIIB), and received less radiotherapy (8% vs 22% for both stage IIIA and IIIB).
One-year survival was significantly higher among patients aged 65–74 compared to those aged ≥75 (61% vs
43%, for stage IIIA and 45% vs 30% for stage IIIB; P < .01). However, stratification of treatment showed similar
survival rates between age groups. Among patients aged 65–74 years, the multivariably adjusted hazard ratio
(HR) of death was twice as high for patients receiving radiotherapy (HR 1.9 (95%CI 1.6–2.2) for stage IIIA and
HR 2.5 (95%CI 2.1–3.0) for stage IIIB) and chemotherapy (HR 2.2 (95%CI 1.9–2.5) and HR 2.2 (95%CI 1.8–2.7),
respectively) compared to chemoradiotherapy, and were slightly lower for patients aged ≥75 years receiving
radiotherapy (HR 1.6 (95%CI 1.4–1.9) and HR 1.8 (95%CI 1.5–2.1), respectively) and chemotherapy (HR 2.2
(95%CI 1.8–2.7) and HR 1.8 (95%CI 1.5–2.2), respectively). Comorbidity was not significantly associated with
poorer survival (p= .07).
Conclusion: Chemoradiotherapy was more often applied among patients aged 65–74 years compared to those
aged ≥75. While survival was worse for patients aged ≥75 years, differences between age groups largely
disappeared after stratification for treatment. Future research should focus on predictive patient characteristics
to distinguish patients within the heterogeneous older population who can benefit from curative-intent treat-
ment.

1. Introduction

Half of patients with non-small cell lung cancer (NSCLC) are aged
65 years or older at the time of diagnosis, whereas one in four is aged
75 years or older in the Netherlands [1]. Overall 5-year survival

remains below 15% for patients with stage III NSCLC in daily clinical
practice [2]. Concurrent chemoradiotherapy is considered standard
treatment for patients with unresectable stage III NSCLC, as it results in
a survival benefit of 5,7% at 3 years and 4,5% at 5 years compared to
sequential chemoradiotherapy according to clinical trials [3–5]. In case
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of resectable stage IIIA NSCLC, surgery with adjuvant chemotherapy is
considered standard treatment [3–5],[3–5]. Older and frail patients are
often excluded from clinical trials as strict eligibility criteria such as
performance status, age, and strict levels of organ function are retained
in order to minimize the risk of complications [6]. Elderly patients with
NSCLC receive standard treatment less often [7–9]. This could be ex-
plained by a lack of evidence to extrapolate treatment guidelines to
older and vulnerable patients in everyday clinical practice. Despite this
lack of evidence, modest increases in the application of chemor-
adiotherapy were seen for older patients over time in the Netherlands
[2]. A recent retrospective study from our group indicated that survival
among patients with unresectable stage III NSCLC ≥70 years in the
southeastern part of the Netherlands was not significantly superior for
those who received concurrent chemoradiotherapy as compared to se-
quential chemoradiotherapy and even radiotherapy alone. Also, severe
comorbidity was associated with worse treatment tolerance and worse
survival in case of concurrent and sequential chemoradiotherapy [10].
Therefore, it is important to assess patterns of treatment and survival in
this heterogenous and older population in order to distinguish patient
groups for optimal treatment strategies by patient and tumour char-
acteristics.

The aim of this population-based study was to describe unselected
patients with stage III NSCLC aged 65–74 years and those aged ≥75
years regarding patterns of treatment and survival in relation with
patient and tumour characteristics in the Netherlands.

2. Methods

All patients diagnosed with stage III NSCLC during 2009–2013 who
were aged 65 years or older were retrieved from the population-based
Netherlands Cancer Registry. Patients diagnosed by autopsy were not
included. Since 1989, trained registrars routinely collect data from
medical records regarding patient and tumour characteristics of all
newly diagnosed cancer patients in the Netherlands. These data are>
95% complete and have national coverage. Vital status was retrieved
from the nationwide population registries network (follow-up until
February 1st 2017). This study was approved by the Privacy Review
Board of the Netherlands Cancer Registry. The Central Committee on
Research involving Human Subjects (CCMO) judged that approval from
an ethics committee was not required.

The International Classification of Disease for Oncology (ICD-O3)
[11,12] was used to code topography (C34) and morphology (invasive
8010–8020, 8022–8035, 8046–8230, 8243–8246, 8250–8576, 8972,

8980–8982, and 9110) [13]. Diagnoses of other histologies or no pa-
thological verfication were excluded (Fig. 1). Stage of disease was
classified according to pathological Tumor Node Metastases (TNM)
supplemented with clinical TNM (edition 6 up to 2009, edition 7 from
2010 onwards) [14]. The patient population was described according to
two age groups (65–74 years and ≥75 years). Gender, histology (ade-
nocarcinoma, squamous cell carcinoma, large cell carcinoma and other
NSCLC13), and stage (IIIA and IIIB) were included in analyses. In-
formation on comorbidity was available for patients in the southeastern
part of the Netherlands only, covering approximately 15% of the Dutch
population. Comorbidity was registered according to a slightly adapted
version of the Charlson Comorbidity score [15]: it was classified as
number of comorbid conditions (0, 1, or ≥2), and type of comorbidity
(respiratory, cardiovascular, hypertension, diabetes, previous malig-
nancy, digestive or CVA/hemiplegia). Obtained primary treatment was
categorized as surgery (including (neo)adjuvant therapy (if applicable)
for stage IIIA), chemoradiotherapy (including radiotherapy with sen-
sitizer, chemotherapy followed by radiotherapy), radiotherapy alone
(both curative-intent and palliative), chemotherapy alone, and Best
Supportive Care (BSC). When the time interval between treatments was
available, concurrent chemoradiotherapy (< 30 days between dates of
start of both chemotherapy and radiotherapy) and sequential chemor-
adiotherapy (> 30 days between chemotherapy and radiotherapy)
could be distinguished. However, time between treatments was un-
specified in 22% of patients receiving chemoradiotherapy. Subanalyses
were not performed for concurrent and sequential chemoradiotherapy
as a large proportion of those receiving chemoradiotherapy could not
be categorized. Overall survival (OS) was calculated from the time of
diagnosis until death or until February 1st 2017, including median, 1-
year, and 3-year OS rate.

2.1. Statistical analyses

All analyses were performed using IBM SPSS Statistics 22.0.
Stratification according to stage was consistently applied as available
treatment options and prognoses differ for those with stage IIIA and IIIB
NSCLC. Patient and tumour characteristics were described according to
age groups, and statistical significant differences (P < 0.05 two sided)
were determined by the Χ2-test for categorical variables and the Mann-
whitney U test for medians of continuous variables. OS rates were
calculated for each age group, stage, and obtained treatment. OS was
depicted by estimates of the Kaplan-Meier method and significant dif-
ferences between treatment groups were determined by the log-rank

Fig. 1. Flow chart of eligible older patients diagnosed with stage III
non-small cell lung cancer (2009–2013).
*This number can slightly deviate from the finally included number of
cases as some cases could be added or excluded from the database
after initial data retrieval for this study
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test (P < .05). Median follow-up was estimated with the reverse
Kaplan-Meier method [16]. Hazard Ratios (HRs) for mortality were
calculated by Cox proportional hazard regression analyses and de-
scribed according to age groups. HR > 1.0 indicated increased hazard
of death. Descriptive factors were selected according to the backward
stepwise likelihood ratio method and were excluded if P > .10. The HR
was adjusted for treatment, gender, age, and histology for all included
patients. In addition, the cohort of the southeastern part of the Neth-
erlands was used to investigate whether comorbidity was an important
and independent predictive factor for survival. Imputation of missing
values for comorbidity was not performed for patients outside the
southeastern part of the Netherlands, as approximately 80% of out-
comes would be imputed. Both OS rates and HRs were displayed with
corresponding 95% confidence intervals (95%CI). The HR was con-
sidered statistically significant when the 95%CI was completely above
or below 1.0.

3. Results

In the Netherlands, 7039 patients aged 65 years or older were di-
agnosed with stage III NSCLC between 2009 and 2013 (Table 1). This
population covers 11% of all primary lung cancer cases in the Nether-
lands between 2009 and 2013, and 29% of patients diagnosed with
stage III NSCLC (Fig. 1).

Almost half of the study population was ≥75 years old (45% of
stage IIIA and 44% of stage IIIB, Table 1). The proportion of patients
with stage IIIA receiving chemoradiotherapy was significantly higher
for those aged 65–74 years (47%) compared to those aged ≥75 years
(24%). The same pattern was observed for surgery (21% vs 12%, re-
spectively). Radiotherapy alone and BSC were offered significantly less
often for those aged 65–74 years compared to patients aged ≥75 years

(8% vs 23% for radiotherapy and 13% vs 33% for BSC), while the ad-
ministration of chemotherapy alone was comparable (11% vs 8%). For
stage IIIB, both age groups showed comparable proportions of che-
moradiotherapy and radiotherapy alone as those with stage IIIA.
However, chemotherapy alone was applied more often among patients
aged 65–74 years (23%) compared to those aged ≥75 years (12%),
while patients aged ≥75 years received more BSC (46%) than those
aged 65–74 years (21%). Information on comorbidity was available in
18% of patients. In both stages, cardiovascular comorbidity was sig-
nificantly more present among those aged 75 years or older (58% for
both stage IIIA and IIIB) compared to those aged 65–74 years (47% for
stage IIIA and 44% for stage IIIB). Two or more comorbid conditions
were significantly more present among those with stage IIIA aged ≥75
years (67%) compared to those aged 65–74 years (58%).

Median OS, as well as 1-year, and 3-year OS were significantly
higher for patients aged 65–74 years compared to those aged≥75 years
(P= .00). However, survival rates were largely comparable between
age groups after stratification for treatment in both stages (Figs. 2 and
3, and supplemental Table 1). Outcomes of risk of death adjusted for
gender, age, histology, and treatment are displayed in Table 2. Patients
with stage IIIA NSCLC receiving surgery showed a decreased adjusted
hazard of death compared to chemoradiotherapy (HR 0.75 (95%CI
0.66–0.85) and HR 0.82 (95%CI 0.68–0.987) respectively for patients
aged 65–74 years and ≥75 years). The application of radiotherapy
alone showed an increased hazard of death compared to chemor-
adiotherapy (HR 1.9 (95%CI 1.6–2.2) and HR 1.6 (95%CI 1.4–1.9) re-
spectively for patients aged 65–74 years and ≥75 years), and for che-
motherapy alone the HRs were the same for both age groups (HR 2.2
(95%CI 1.9–2.5)). The highest adjusted risk of death was seen with BSC,
which was more profound among patients aged 65–74 years (HR 4.8
(95%CI 4.1–5.5)) compared to those aged ≥75 years (HR 3.7 (95%CI

Table 1
Overview of patient and tumour characteristics of older patients diagnosed with stage III non-small cell lung cancer (2009–2013) according to stage and age groups.

Stage IIIA IIIB

Age yrs 65–74 ≥75 P-value 65–74 ≥75 P-value

Total N (%) 2160 (55) 1800 (45) 1716 (56) 1363 (44)
Median age yrs (IQR) 69 (67–72) 79 (77–82) .00 69 (67–72) 79 (77–82) .00
Gender (male) % 67 75 .00 69 73 .04
Histology%
Squamous CC 46 52 .00 42 44 .00
Adenocarcinoma 34 27 35 28
NOS/large CC 20 21 23 28
Treatment * %
Surgery 21 12 .00 – – .00
Chemoradiotherapy 47 24 47 20
Radiotherapy 8 23 8 22
Chemotherapy 11 8 23 12
BSC 13 33 21 46
Comorbidity**
Available N (%) 392 (57) 290 (43) 325 (58) 234 (42)
Number%
0 16 10 .03 17 12 .06
1 26 23 29 24
≥2 58 67 55 64
Type%
Respiratory 35 38 .46 35 32 .50
Cardiovascular 47 58 .00 44 58 .00
Hypertension 35 39 .28 30 32 .60
DM 18 24 .06 13 18 .16
Previous malignancy 22 29 .05 21 25 .28
CVA/hemiplegia 7 7 .97 6 6 .94
Digestive 6 9 .21 7 12 .07

Abbreviations: yrs ‘years’, N ‘Number’ IQR ‘InterQuartile Range’, CC ‘cell carcinoma’, BSC ‘Best Supportive Care’, CVA ‘Cerebrovascular accident’, DM ‘Diabetes Mellitus’. P < .05 is
considered statistically significant. *Treatment options: surgery (with and without (neo)adjuvant chemotherapy, adjuvant (stereotactic) radiotherapy, or adjuvant radiotherapy with
sensitizer); chemoradiotherapy (with and without adjuvant surgery); (stereotactic) radiotherapy; chemotherapy (with and without adjuvant chemotherapy, palliative radiotherapy,
monoclonal antibodies, or tyrosine kinase inhibitors); best supportive care. As surgery is unconventional in clinically staged IIIB NSCLC, these numbers and percentages are not displayed.
**Subanalyses of 1241 patients (18%) with available information on comorbidity.

E.J.M. Driessen et al. Lung Cancer 116 (2018) 55–61

57



3.2–4.2)). For stage IIIB, adjusted hazards of death were higher after the
application of radiotherapy alone (HR 2.5 (95%CI 1.1–3.0) for patients
aged 65–74 years and HR 1.8 (95%CI1.5–2.1) for those aged ≥75
years) as compared to chemoradiotherapy. The increased hazard of
death was also seen for chemotherapy alone (HR 2.3 (95%CI 2.3
(2.0–2.6) and HR 1.8 (95%CI1.5–2.2) for age groups 65–74 years and
≥75 years, respectively). The highest adjusted risk of death was seen
for BSC (HR 6.2 (95%CI 5.4–7.1) and HR 3.9 (95%CI 3.3–4.5) for age
groups 65–74 years and ≥75 years, respectively). In additional multi-
variable analyses including comorbidity and treatment, it was found
that neither the number of comorbid conditions nor the type of co-
morbidity were significantly associated with survival in any age or
stage group (data not shown; p= .07 and higher). Also, changes in HRs
of death for treatment types were minimal when comorbidity was in-
cluded.

4. Discussion

The aim of this study was to assess patterns of treatment and sur-
vival among unselected Dutch patients with stage III NSCLC by de-
scribing patients aged 65–74 years and those aged ≥75 years. Almost
half of patients aged 65–74 years received chemoradiotherapy, while
this was only one fifth among those aged ≥75 years. Higher survival
rates were seen for patients aged 65–74 years compared to those aged
≥75 years, although differences between age groups largely dis-
appeared after stratification for treatment. In both age groups, survival
after radiotherapy alone, chemotherapy alone, or BSC was poorer than
after the application of chemoradiotherapy or surgery with larger dif-
ferences for multivariable risk of death among patients aged 65–74

years than those aged ≥75 years.
Patients with NSCLC are widely recognized as a heterogeneous

population, especially in case of older age [17]. Although older age
alone should not be decisive for treatment decision-making, patient
preferences are equally important as high-risk factors such as co-
morbidity, poor performance status, inactivity, malnutrition, or cogni-
tive impairment [10,18,19]. The results of the current study confirmed
that curative-intent treatment options such as chemoradiotherapy and
surgery were selected in half of those aged 65–74 years and for
19%–35% of patients aged ≥75 years. Also, patients aged ≥75 years
showed poorer survival compared to those aged 65–74 years in general,
although survival rates were largely comparable between age groups
within treatment options. While adjustment for comorbidity was per-
formed, residual bias due to higher natural mortality rates in older
patients might be of influence, as adjusting for natural mortality could
lead to even lower differences in (relative) survival between age groups.
Nevertheless, these findings suggest that strict but feasible selection
criteria are currently applied for intensive treatment options in clinical
practice. Nevertheless, current criteria could be too strict, leading to a
suboptimal number of patients aged ≥75 years receiving chemor-
adiotherapy or surgery. Previous studies indicated that signs of vul-
nerability including performance status and comorbidity lead to omis-
sion of concurrent chemoradiotherapy in two thirds of those aged ≥70
years [7] and almost all aged ≥75 years, [20,21] which is possibly due
to awareness of adverse events. However, overtreatment should also be
avoided. As unplanned hospitalizations, and not completing treatment
are common for chemoradiotherapy [10], especially for older patients
compared to younger patients [20]. The added survival value due to
intensive treatment could be less for patients aged ≥75 years than for

Fig. 2. One-year and three-year overall survival rates with 95% confidence intervals of older patients diagnosed with stage III non-small cell lung cancer (2009–2013) according to
obtained treatment, stage, and age groups (● displays patients aged 65–74 years, *displays patients aged ≥75 years, BSC ‘best supportive care’).
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Fig. 3. Kaplan-Meier survival curves of older patients diagnosed with stage III non-small cell lung cancer (2009–2013) according to obtained treatment, stage, and age groups (BSC ‘best
supportive care’).

Table 2
Multivariable cox proportional hazard ratios of older patients diagnosed with stage III non-small cell lung cancer (2009–2013) according to stage and age groups.

Stage IIIA IIIB

Age yrs HR (95%CI) 65–74 ≥75 65–74 ≥75

Treatment* Chemoradiotherapy Ref Ref Ref Ref
Surgery 0.75 (0.66–0.85) 0.82 (0.68–0.987) – –
Radiotherapy 1.9 (1.6–2.2) 1.6 (1.4–1.9) 2.5 (2.1–3.0) 1.8 (1.5–2.1)
Chemotherapy 2.2 (1.9–2.5) 2.2 (1.8–2.7) 2.3 (2.0–2.6) 1.8 (1.5–2.2)
BSC 4.8 (4.1–5.5) 3.7 (3.2–4.2) 6.2 (5.4–7.1) 3.9 (3.3–4.5)

Age yrs 1.02 (0.999–1.03) NA NA NA

Gender Male Ref Ref NA NA
Female 0.87 (0.79–0.96) 0.86 (0.77−0.96)

Histology Squamous CC Ref Ref Ref NA
Adenocarcinoma 0.86 (0.77–0.96) 0.87 (0.77–0.98) 0.72 (0.65–0.82)
NOS/large CC 0.98 (0.87–1.1) 0.95 (0.84–1.1) 0.91 (0.80–1.03)

Abbreviations: HR ‘Hazard Ratio’, 95%CI ‘95% Confidence Interval’, BSC ‘Best Supportive Care’, CC ‘Cell Carcinoma’, NOS ‘Not Otherwise Specified’, yrs ‘years’, NA ‘Not Applicable’ (not
significant according to backward selection). *Treatment options: surgery (with and without (neo)adjuvant chemotherapy, adjuvant (stereotactic) radiotherapy, or adjuvant radiotherapy
with sensitizer); chemoradiotherapy (with and without adjuvant surgery); (stereotactic) radiotherapy; chemotherapy (with and without adjuvant chemotherapy, palliative radiotherapy,
monoclonal antibodies, or tyrosine kinase inhibitors); best supportive care. As surgery is unconventional in clinically staged IIIB NSCLC, the numbers and percentages are not displayed.
The HR is considered significant when the 95%CI is completely above or below 1.0, with HR > 1.0 indicating increased hazard of death.
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those aged 65–74 years, as the increased risks of death for other
treatment options were less pronounced in the older age group. Severe
comorbidity could significantly deteriorate treatment tolerance and
survival in patients receiving concurrent chemoradiotherapy [10,21].
This was not confirmed by the current study and could be explained by
the classification of comorbidity. The Adult Comorbidity Evaluation
with 27 items (ACE-27) is used more often for cancer research and
includes a time window of events and severity of organ decompensa-
tion, providing more insight in effects of treatment and consequently
information for future treatment decision making [22,23]. Others im-
plicate that collineairity and greater impact of other factors such as
performance status or the likeliness of dying due to NSCLC can limit the
effect of comorbidity on survival [8,24].

Strengths of this study were the population-based design and in-
clusion of (practically) all patients diagnosed with stage III NSCLC be-
tween 2009 and 2013 in the Netherlands. The added value of these
results to current knowledge lies in the presentation of obtained
treatment and survival rendering for unselected elderly in clinical
practice. Also, access to health care is equal for all citizens in the
Netherlands and all costs regarding medical treatment for NSCLC are
reimbursed. As the registrars at the Netherlands Cancer Registry are
trained for data collection, the quality and completeness of data is very
high.

Nevertheless, some limitations should be considered. Patient in-
formation regarding performance status, smoking, social situation, and
geriatric characteristics was largely unavailable, and could lead to un-
known biases. Information on number and type of comorbid conditions
was only available in 18% of patients. Nevertheless, all patients in the
Netherlands were included, providing insights in unselected older pa-
tients. While the availability of data on treatment is unique in such a
large population-based database, some treatment details were largely
unavailable, such as completion of treatment, toxicity, type of che-
motherapy, type of radiotherapy, treatment doses, treatment intent,
and time between treatments. Unfortunately, concurrent and sequential
chemoradiotherapy could not be distinguished for all patients. The ra-
ther high proportion of patients diagnosed with (clinical) stage IIIB
receiving chemotherapy can be explained by retrieval of obtained
treatment. As toxicity data are unavailable, it is possible that chemor-
adiotherapy was planned while toxicities inhibited the administration
of radiotherapy or further treatment. As a result, treatment of these
patients was classified as chemotherapy leading to a higher proportion
of patients receiving chemotherapy instead of (intended) chemor-
adiotherapy in clinical practice [10]. Furthermore, a minor proportion
of patients diagnosed with ‘wet’ stage IIIB in 2009 (TNM6, stage IIIB
NSCLC with malignant pleural effusion) are more likely to be treated
with chemotherapy alone. Also, effects of chemotherapy could be
minimal due to the aggressiveness of disease. Despite a median follow-
up of ≥5 years, most patients receiving surgery and chemor-
adiotherapy were censored after 24 months. Although this is an ap-
propriate follow-up time, long-term survival in these treatment groups
could potentially be higher when a longer follow-up period could be
taken into account. In population-based studies, the best suitable
treatment option is chosen by a multidisciplinary tumour board to-
gether with the patient and ideally based on a complex interplay of
patient, tumour, and geriatric factors influencing which individually
can influence treatment ouctomes as well [24]. As a result, confounding
by indication should be considered when interpreting data on treat-
ment, as merely fit patients would be considered for chemor-
adiotherapy according to treatment guidelines [3]. Furthermore, these
data are retrospective and causal relations between patient character-
istics and survival could not be examined.

Evidence regarding tools for treatment selection and optimization of
survival, adverse events, and quality of life are currently lacking among
older patients with stage III NSCLC in clinical practice. In this hetero-
geneous population including the oldest and frail subgroups, more in-
sight could be gained through geriatric assessment, where important

areas of vulnerability and potential effects of treatment are covered.
While evidence is relatively scarce, it is recommended for several
groups of older (lung) cancer patients [19,25], but not yet part of
standard treatment everywhere [26,27]. With this information, re-
levant matters regarding treatment selection of intensive options can be
improved including lifestyle interventions [28]. Ideally, clinical trials
should be performed to assess the predicitive value of multiple factors
including geriatric information and contribute to evidence of the most
optimal treatment option for each patient [29]. However, evidence for
treatment selection is largely unavailable for patients in clinical prac-
tice, as almost 90% of older patients with lung cancer is excluded due to
strict in- or exclusion criteria leading to an unrepresentative population
[6]. As trials are not always suitable for older patients due to slow
accrual and inclusion of selected patients only [6], other study types
should be considered as well. National prospective population-based
studies with long-term follow-up and abundant information on patient
characteristics and outcomes in clinical practice could provide more
insight into current practice, information gaps, and directions for future
research. Also, some form of geriatric assessment and measurement of
quality of life should be included.

Recently, the NVALT25-ELDAPT trial (NCT02284308) has started
[27,30], combining an observational and randomized design. Here it is
aimed to improve individual treatment choices for patients with stage
III NSCLC ≥75 years by reaching the optimal balance between quality
of life and survival. All included patients receive extensive geriatric
assessment and are classified as ‘fit’ or ‘frail’, where fit patients are
invited to be randomized to concurrent or sequential chemor-
adiotherapy. Frail or fit patients without additional consent receive
treatment according to the physician’s discretion and patient pre-
ferences, representing patients in daily clinical practice. The primary
outcome of both groups is quality-adjusted survival (http://www.
eldapt.org/). With these initiatives, highly needed scientific evidence
addressing predictive factors in a large heterogeneous population will
contribute to optimizing treatment selection and outcomes.

In conclusion, patients aged ≥75 years with stage III NSCLC were
less frequently treated with chemoradiotherapy and surgery as com-
pared to patients aged 65–74 years. Although OS rates were sig-
nificantly poorer for those aged ≥75 years in general, these were lar-
gely comparable between age groups within treatment options.
Therefore, treatment selection seems to be adequate for the older po-
pulation with stage III NSCLC, although undertreatment of the oldest
group should be warranted. Evidence regarding tools to distinguish
patients fit enough for chemoradiotherapy or surgery are necessary to
optimize treatment selection, survival, adverse events, and quality of
life for the heterogeneous group patients with stage III NSCLC aged
65–74 years and especially ≥75 years in daily clinical practice.
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