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ABSTRACT 

Background: globally, lung cancer is the most common cancer among males in terms of both incidence and 

mortality and among females has the third highest incidence, and comes after breast cancer in mortality. 

Aim of the Work: to recognize the lung cancer presentation pattern in Aswan University Hospital involving 

different clinical, radiological and bronchoscopic pattern. 

Patients and Methods: this retrospective study included 30 patients with lung cancer in Aswan University 

Hospital, all these data were recorded; complete clinical examination, full laboratory investigations, imaging 

modalities, bronchoscopy and histopathological analysis of tissue samples.  

Results: the mean age in lung cancer patients was (59.33 ± 8.6) years, mass lesion and collapse were the main 

radiological presentations and endobronchial mass lesion was the main presenting bronchoscopic finding. 

Conclusion: endobronchial mass was the most frequent bronchoscopic finding in lung cancer patients in our study. 
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INTRODUCTION 

Lung cancer is considered the principal cause 

of cancer deaths worldwide, with over a million deaths 

annually (1). In 2012, there were 1.82 million new cases 

globally, and 1.56 million deaths due to lung cancer, 

representing 19.4% of all deaths caused by cancer (2). 

According to the newest WHO data published in May 

2014, Deaths related to lung cancer in Egypt reached 

4,429 or 0.96% of total deaths, Egypt orders 111 in the 

world (3). Cigarette smoking is a substantial risk factor 

for lung cancer, especially squamous and small cell 

lung cancer, with more than 80 % of all lung cancer 

cases can be attributed to cigarette smoking (4). The 

most common presenting symptoms are coughing, 

hemoptysis, weight loss, dyspnea, and chest pain (5). 

Lung carcinomas can besubdivided according to the 

dimension and shape of the malignant cells into two 

main classes: non-small cell lung carcinoma (NSCLC) 

and small-cell lung carcinoma (6).  

Adenocarcinoma, squamous-cell carcinoma 

and large-cell carcinoma are the three commonest 

subtypes of NSCLC. Although most cases of 

adenocarcinoma are linked with tobacco smoking, 

adenocarcinoma is also the most abundant subtype of 

lung cancer among the non-smokers. Squamous-cell 

carcinoma constitutes about 30% of all lung cancers 

subtypes and nearly, 9% of lung cancer cases are large-

cell carcinoma (7).  

 

AIM OF THE WORK 

To recognize the pattern of presentation of lung cancer 

in Aswan University Hospital regarding symptoms, 

signs, radiology and bronchoscopic Finding.   

 

PATIENTS AND METHODS 

This retrospective study was done in Aswan 

University Hospital. It included 30 patients with lung 

cancer during the period of October 2016 to June 2017  

 

(diagnosis depending on clinical, radiological, 

bronchoscopic and histopathological studies). 

 

Inclusion criteria 

   All patients with lung cancer with age more than 18 

years. 

Exclusion criteria 
1. Metastatizing lung cancer. 

2. Patients with any organ cancer other than lung cancer. 

All these data obtained from patients files included: 

1- Full history taking. 

2- Full Clinical Examination. 

3- Imaging Modalities including Plain Chest x- ray 

P-A view and CT chest with contrast. 

4- Invasive investigations including: 

 Fiberoptic bronchoscopy and sampling with 

Endobronchial biopsy using forceps, Bronchial brush 

for histopathological study and Bronchial wash for 

cytological study. 

 One patient had CT guided percutaneous true cut 

needle biopsy from peripheral lung mass. 

5- Routine Laboratory investigations. 

6-  

Ethical statement 

   The study was conducted according to 

considerations of the ethical committee of Aswan 

university hospital and informed consent was taken 

from the patients. 

 

Statistical analysis 

Analysis was done by SPSS version 21. 

Means, standard deviations, medians and percentages 

were calculated. Test of significances were used to 

compare the variation in distribution of frequencies 

among the study population.  

Independent t-test analysis was carried out to 

compare the means of normally distributed data. 

https://en.wikipedia.org/wiki/Incidence_%28epidemiology%29
https://en.wikipedia.org/wiki/Breast_cancer
https://en.wikipedia.org/wiki/Symptom
https://en.wikipedia.org/wiki/Chest_pain
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RESULTS 
The demographic data of the study population 

showed that the mean age of the patients included was 

59.33±8.6 years. Males were 76.7% and females were 

23.3% with substantially significant difference, where 

(p = 0.005). 

Regarding the smoking parameters, two thirds 

of the patients were cigarette smokers, with substantial 

difference. On the other hand, current lung cancer 

smokers were 16(53.4%) and 7(23.3%) were ex-

smokers with statistically major variation (p=0.005) as 

shown in (table 1).  

Fig (1) show presenting symptoms of patients 

where dyspnea was the most common presenting 

symptoms followed by cough then hemoptysis and 

lastly expectoration in and the least presenting 

symptoms were chest wheezes and chest pain. 

Local chest examination findings of the 

studied patients were shown in (Table 2) and the most 

abundant localized presentation was collapse, 

followed by space occupying lesion.  

 

 

Regarding, the radiological findings, more 

than 80% of patients presented with mass and 40% 

with collapse, less common radiological presentation 

include involve consolidation, effusion, nodules while 

one patient presented with mediastinal lymph nodes 

and the other one with malignant lung abscess as 

shown in (Fig 2). Moreover, some cases presented with 

more than one of the abovementioned radiological 

data. 

Concerning the bronchoscopic findings, there 

was 1case free from any findings and was diagnosed 

with transthoracic CT guided biopsy from peripheral 

lung mass, while the commonest bronchoscopic 

finding in our study was endobronchial mass presented 

in about 60%of patients followed by mucosal 

infiltration, broad carina and lastly extrinsic 

compression (Figure 3). 

Based on pathological type of tumour, the 

adenocarcinoma was detected in 16(53.3%) of cases 

where squamous cell carcinoma was present in 

8(26.7%), 6(20 %) of cases were found as small cell 

carcinoma (Figure 4). 

 

Table (1): Socio-demographic data and smoking characteristics of the patients included in our study 

 

parameter No.30 % p-value 

Age in years 59.33 ± 8.6 

Sex 

- Males 

- Females 

 

23 

7 

 

76.7% 

23.3% 

 

0.005 

Smoking type 

- Non-smoker 

- Cigarette 

- Goza 

 

7 

20 

3 

 

23.3% 

66.7% 

10% 

 

 

0.001 

Smoking state 

- Non-smoker 

- Current 

- Ex-smoker 

 

7 

16 

7 

 

23.3% 

53.4% 

23.3% 

 

 

0.005 

 

Table (2): Local chest examination findings of lung cancer patients 

 

Variable 
(No.=30) 

 

% 

Clinically Free 3 (10%) 

Collapse 11  (36.7%) 

Effusion 4  (13.3%) 

Consolidation 3 (10%) 

Space occupying lesion 7  (23.3%) 
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Figure (1): Presenting symptoms of lung cancer patients. 

 
Figure (2): Radiological presentation of lung cancer patients. 

 

 
Figure (3): Bronchoscopic finding in lung cancer patients. 

 

 
Figure (4): Pathological types of lung cancer of the studied patients 
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DISCUSSION 

Lung cancer represents one of the significant 

prominent etiologies of cancer deaths globally, with 

over a million deaths every year (1). Lung cancer 

constitutes 2.8% of the total malignancy in Egypt 

documented by the national registry issued by the 

National Cancer Institute (NCI) in 2007 (8). The relative 

lack of symptoms during the initial stages of lung cancer 

often results in late diagnosis (9). 

The mean age of our studied patients at time of 

diagnosis of lung cancer was 59.33±8.6, regarding the 

gender variation among our study population; male 

patients were 76.7% while, female patients were 23.3%. 

This finding was concomitant with that recorded by 

Ghoneim et al. (10) with mean age of their study 

population, 57.08±11.4 and substantial male 

predominance 75.7%,  Scesnaite et al. (11) with mean age 

of the cases was 63.5±0.7 and relative male 

predominance 60.8%, Patil &Rujuta (12) with mean age 

59.93 years and significant male population constitutes 

(87.14%) of total study population, although all of the 

previously mentioned studies were studying lung cancer 

in different localities and from different point of view, 

but all of them gave substantially the same age and 

gender predominance.  

The relative male predominance in lung cancer 

risk can be explained by the fact that males are at higher 

risk of exposure to smoking, air pollution and 

occupational hazards. It is now assumed that there is sex 

difference in their susceptibility to carcinogenic effects 

of tobacco smoke. This variation may be due to 

difference in DNA repair mechanisms (13). 

The role of smoking as the most significant lung 

cancer etiology is unquestionable (14). In our study, 

regarding smoking type, two thirds of the lung cancer 

patients were cigarette smokers, 10% were goza 

smokers, and 23.3% of them were non-smokers, on the 

other hand current smokers were more than half of the 

patients. This result was consistent with previous studies 

that stated that more than two thirds of lung cancer cases 

can be attributed to smoking (15,16).  

We summarized that dyspnea was the most 

common presenting symptom of lung cancer followed 

by cough then hemoptysis and lastly expectoration and 

the least presenting symptoms were chest wheezes and 

chest pain. Comparable to our results, Buccheri 

&Ferrigno  (17) stated that their patients at presentation, 

experienced two or three symptoms on average; the 

most predominant being cough and systemic symptoms 

followed by dyspnoea, chest pain and haemoptysis, 

similarly. Beckles et al. (18) stated that cough was the 

most common presenting symptom of lung cancer 

followed by dyspnea and hemoptysis. Moreover, Patil 

&Rujuta (12)  
 summarized that the most commonly 

experienced symptoms in their study on 210 patients 

were cough, hemoptysis and dyspnea.  

Regarding local chest examination of the 

studied patientsin our study,the commonest localized 

presentation of LC patients was Collapse, followed by 

space occupying lesion.This is in agreement with Omar 

et al.(15) who stated that 24.7% of patients were clinically 

free and 75.3% were presented with local findings in the 

form of space occupying lesion in 45.9%, pleural 

effusion in 24.7%, collapse in 9.4% and consolidation in 

7.1% of the patients.The variation in the types of 

symptoms and clinical signs and their incidence usually 

depends on histopathological subtype presentation, site 

of tumor and the stage of lung cancer at the diagnosis 

time (19). 

Regarding the radiological findings,more than 

80% of patients presented with mass and 40% with 

collapse, less common radiological presentation include 

consolidation, effusion, nodules and other radiological 

findings in the form of 1 patient with mediastinal lymph 

nodes and the other one with malignant lung abscess 

Moreover, some patients have more than one of the 

previously mentioned radiological presentations. In 

agreement with our results Rawat  et al. (20)stated that 

mass lesion was the commonest radiological 

presentation followed by collapse-consolidation, then 

pleural effusion and combined presentation . Also, Patil 

&Rujuta (12) reported that radiological patterns of 

abnormalities documented in their study were mass 

lesion (29.04%), hilar opacity (27.14%), collapse 

(segmental/lobar, 20.95%), and pleural effusion 

(12.38%). The variation in radiological presentation 

between different studies is caused by the variability in 

tumour stages at the time of diagnosis and the 

histopathological diagnosis. 

In our study, concerning bronchoscopic findings, there 

was 1 case free from any findings, while the commonest 

bronchoscopic finding was endobronchial mass in about 

60% of patients followed by mucosal infiltration, broad 

carina and the least common was external compression. 

This is in agreement with Rabahi et al. (21) who showed 

that endobronchial mass & and mucosal infiltration 

were the main endoscopic findings. Omar et al. (15) 

revealed exophytic mass in 70.9% followed by sub 

mucosal infiltration in 21.9% and extrinsic compression 

in 7.1% which is consistent with our results. 

The commonest histopathological subtype of 

lung cancer in our study, was adenocarcinoma presented 

in 16(53.3%) of cases followed by squamous cell 

carcinoma, and lastly small cell carcinoma. Elgamal et 

al.(16) reported that 68% were adenocarcinoma, 12% 

were squamous cell carcinoma,12% small cell 

carcinoma, 4% lymphoma, 2% were bronchoalveolar 

carcinoma, 2% were anaplastic carcinoma, and 

Ghoneim et al.(10)found that 64% were adenocarcinoma, 

10% were squamous cell carcinoma, 26% were small 

cell carcinoma, both studies were comparable to our 

results. While different figures were reported by others, 

Hamilton et al.(22) found that 32% of their cancer 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Rabahi%20MF%5BAuthor%5D&cauthor=true&cauthor_uid=22964928
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patients had squamous carcinoma, 23% 

adenocarcinoma, 21% small cell carcinoma, 9% large 

cell carcinoma, and 11% unspecified carcinoma. Rabahi 

et al. (21) summarized that the most dominant subtypes 

being squamous carcinoma in 78 (39%), 

adenocarcinoma in 42 (21%) small cell carcinoma in 24 

(12%), and large cell carcinoma in 2(1%). El-Sherif et 

al.(23) included 45 lung cancer patients in their study 

28(62.2%) were squamous cell carcinoma, 9(20%) were 

adenocarcinoma and 8(17.8%) were small cell 

carcinoma. This variation in the distribution of the 

histopathological types of the malignant cases can be 

atteibuted to the different number, selection, smoking 

habits and locality of cases in each study, but in general, 

adenocarcinoma constituted the main and predominant 

type(14). 

 

CONCLUSION 

The most common radiological presentation of 

lung cancer was mass lesion and the commonest 

bronchoscopic finding in lung cancer patients was 

endobronchial mass. 

 

REFERENCES 
1- Siegel R, Naishadham D,  Jemal A (2013): Cancer 

statistics, 2013. CA Cancer J Clin., 63: 11-30. 

2- World Cancer Report. World Health Organization 

(2014): 

https://www.drugsandalcohol.ie/28525/1/World%20

Cancer%20Report.pdf 
3- World Health Organization (2014): Cancer Country 

Profiles. Available at: 

https://www.who.int/cancer/country-profiles/en/ 

4- Balgkouranidou I, Liloglou T, Lianidou ES (2013): 
Lung cancer epigenetics: emerging 

biomarkers. Biomarkers Medicine, 7(1): 49-58. 

5- Horn L, Lovly CM, Johnson DH (2015): Neoplasms 

of the lung. In: Kasper DL, Hauser SL, Jameson JL, 

Fauci AS, Longo DL, Loscalzo J (Eds), Harrison's 

Principles of Internal Medicine, 19th ed., Chapter 107, 

McGraw-Hill.  

6- Kumar V, Abbas AK, Aster JC (2013): Robbins Basic 

Pathology, 9th ed., Chapter 5, Elsevier Saunders. 

7- Horn L, Pao W, Johnson DH (2012): In Longo DL, 

Kasper DL, Jameson JL, Fauci AS, Hauser SL, Loscalzo 

J. Harrison‘s Principles of Internal Medicine, 18th ed., 

Chapter 89, McGraw-Hill.  

8- El-Hefni AM, Shouman W, ElGammal MS et al. 

(2010): Clinical and Epidemiological study of lung 

cancer cases in Sharkia Governorate, Egypt. Egyptian 

Journal of Chest, 52 (2,3): 236-250 

9- Oken MM, Hocking WG, Kvale PA, Andriole GL, 

Buys SS, Church TR et al. (2011): Screening by chest 

radiograph and lung cancer mortality: the Prostate, 

Lung, Colorectal, and Ovarian (PLCO) randomized 

trial. Jama., 306(17): 1865-1873. 

10- Ghoneim AH, Emara MW, El-Gammal M S (2013): 
An immunohistochemical study of tumour necrosis 

factor related apoptosis inducing ligand (TRAIL) in 

lung cancer patients. Egyptian Journal of Chest 

Diseases and Tuberculosis, 62(3): 481-491. 

11- Scesnaite A, Jarmalaite S, Mutanen P, Anttila S, 

Nyberg F, Benhamou S, Husgafvel-Pursiainen K 

(2012): Similar DNA methylation pattern in lung 

tumours from smokers and never-smokers with second-

hand tobacco smoke exposure. Mutagenesis, 27(4): 423-

429. 

12- Patil S, Rujuta A (2017): ‘Bronchoscopic 

Characterization of Lesions’: Significant impact on lung 

cancer diagnosis with use of Transbronchial needle 

aspiration (TBNA) in Comparison to conventional 

diagnostic techniques (CDTs). Clinical Cancer 

Investigation Journal, 6(6): 239. 

13- Quoix E, Lemarié E (2011): Epidemiological novelties 

in lung cancer. Revue des maladies respiratoires, 28(8): 

1048-1058. 

14- Doll R, Peto R, Boreham J, Sutherland I (2004): 
Mortality in relation to smoking: 50 years' observations 

on male British doctors. Bmj., 328(7455): 1519. 

15- Omar A, Elfadl AE. A, Ahmed Y, Hamed R, Zaky 

AH (2017): Primary lung cancer in Assiut University 

Hospitals: pattern of presentation within four years 

(January 2011: December 2014). Egyptian Journal of 

Chest Diseases and Tuberculosis, 66(4): 675-680. 

16- EL-Gammal MS, Nafee RM, Ghoneim AH et al. 

(2003): P53 Gene Mutations in Lung Cancer Patients. 

Egyptian Journal of Chest, 52 (2): 236–250. 

17- Buccheri G, Ferrigno D (2004): Lung cancer: clinical 

presentation and specialist referral time. European 

Respiratory Journal, 24(6): 898-904. 

18- Beckles MA, Spiro SG, Colice GL, Rudd RM (2003): 
Initial evaluation of the patient with lung cancer: 

symptoms, signs, laboratory tests, and paraneoplastic 

syndromes. Chest, 123(1): 97S-104S. 

19- Akl YM, Emam RH, Sabry IM,  Ali AA (2013): 
Clinico-pathological profile of bronchogenic carcinoma 

cases presented to Chest Department, Cairo University 

in the last 10 years. Egyptian Journal of Chest Diseases 

and Tuberculosis, 62(4): 705-712. 

20- Rawat J, Sindhwani G, Gaur D, Dua R, Saini S 

(2009): Clinico-pathological profile of lung cancer in 

Uttarakhand. Lung India: official organ of Indian Chest 

Society, 26(3): 74. 

21- Rabahi MF, Ferreira AA, Reciputti BP, Matos TDO, 

Pinto SA (2012): Fiberoptic bronchoscopy findings in 

patients diagnosed with lung cancer. JornalBrasileiro 

de Pneumologia, 38(4): 445-451. 

22- Hamilton W, Peters TJ, Round A, Sharp D (2005): 
What are the clinical features of lung cancer before the 

diagnosis is made? A population based case-control 

study. Thorax, 60(12): 1059-1065. 

23- El-Sherif WT, Sayed SK, Galal SH, Makhlouf HA, 

Hassan AT, Yousef HA (2016): Diagnostic Role of 

RASSF1A and p16INK4a Promoter Gene 

Hypermethylation in Serum DNA of Lung Cancer 

Patients: Clinicopathological Significance. The 

Egyptian journal of immunology, 23(2): 1-16.

 

 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Rabahi%20MF%5BAuthor%5D&cauthor=true&cauthor_uid=22964928

