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[Abstract] Objective To analyze the clinical characteristics of high energy metabolism in lung cancer patients and its
correlation with body composition, nutritional status, and quality of life, and to develop a corresponding risk prediction model.
Methods Retrospectively analyzed 132 primary lung cancer patients admitted to the First Hospital of Shanxi Medical University
from January 2022 to May 2023, and categorized into high (1=94) and low energy metabolism group (n=38) based on their metabolic
status. Differences in clinical data, body composition, Patient Generated Subjective Global Assessment (PG-SGA) scores, and
European Organization for Research and treatment of Cancer (EORTC) Quality of Life Questionnaire-Core 30 (QLQ-C30) scores

were compared between the two groups. Logistic regression was used to identify the risk factors for high energy metabolism in lung
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cancer patients, and a risk prediction model was established accordingly; the Hosmer-Lemeshow test was used to assess the model fit,

and the ROC curve was used to test the predictive efficacy of the model. Results  Of the 132 patients with primary lung cancer, 94

(71.2%) exhibited high energy metabolism. Compared with low energy metabolism group, patients in high-energy metabolism group

had a smoking index of 400 or higher, advanced disease staging of stage Ill or IV, and higher levels of IL-6 level, low adiposity index,

low skeletal muscle index, and malnutrition (P<0.05), and lower levels of total protein, albumin, hemoglobin level, and prognostic

nutritional index (PNI) (P<0.05). There was no significant difference in age, gender, height, weight, BMI and disease type between

the two groups (P>0.0S). Logistic regression analysis showed that smoking index >400, advanced disease stage, IL-6 >3.775 ng/L, and

PNI <46.43 were independent risk factors for high energy metabolism in lung cancer patients. The AUC of the ROC curve for the

established prediction model of high energy metabolism in lung cancer patients was 0.834(95%CI 0.763-0.904). Conclusion The

high energy metabolic risk prediction model of lung cancer patients established in this study has good fit and prediction efficiency.

[Keywords] lung cancer; high energy metabolism; risk prediction model; body composition; quality of life
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Tab. 1  Comparison of clinical data between two groups of

patients with lung cancer
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Tab.2 Comparison of body composition and PG-SGA between high-energy metabolism and non-high-energy metabolism groups of

patients with lung cancer [n(%)]
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iEYIE RS 4254 0.039
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Tab.3 Comparison of EORTC QLQ-C30 scores between two groups of patients with lung cancer [M(Q,, Q,)]
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i RERIL 100.00(83.33, 100.00) 100 3.707 <0.001
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Tab.4 Multifactorial logistic regression analysis of high energy

metabolism in lung cancer patients
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= RTCEE; 1L-6. AN -6; PNL FilJm & 7215 4L

2.6 mAEEACHI TN E Y RIBZHER
logistic [A1 5 73 A 285 5%, 74 2 i A0 v A B ARIGF Y
JRURS: RS RY , ASTRY T A 3 P=1 /[ 141 70 R 0578
L}%ﬁ‘k}'é—}%ﬁ—L279fo6+L59ZxPNl] ; *ﬁ ﬂ E]/‘J Omnibus 1;\/&\ E/ﬁ ZT—\‘ P<0.05,

1.0 1.0 1.0
0.8 0.8 08
0.6 ;
ﬁ( i 0.6 . 0.6
! % =
= = =
= 04 F 04 F 04
T — s
02 —NLR 02 — NLR+SII 02 o
— Sl J — NLR+PNI — %L
—PNI — SIL+PNI —— NLR+SII+PNI
0 0.2 0.4 0.6 0.8 1.0 0 0.2 0.4 0.6 0.8 1.0 0 0.2 0.4 0.6 0.8 1.0
1S ® 1S 1R ©

NLR. PR Sk AR LU SIL RSP RAEFESL; PNL F5 #9736 %0; A NLR. SII. PNI; B.NLR+SII, NLR+PNI, SI+PNI;

C. NLR+SII+PNI

2 NLR. SII. PNIAFFEHR I & o AE LAY ROC it 2k
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