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Predictors of Early Morbidity After Major Lung
Resection in Patients With and Without Airflow

Limitation

Alessandro Brunelli, MD, Majed Al Refai, MD, Marco Monteverde, MD,

) @
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THORACIC
SURGERY

Armando Sabbatini, MD, Francesco Xiumé, MD, and Aroldo Fianchini, MD

Department of Thoracic Surgery, University of Ancona, Ancona, Italy

Background. The aim of the present study was to
identify predictors of morbidity after major lung resec-
tion for non-small cell lung carcinoma in patients with
forced expiratory volume in 1 second (FEV,) greater than
or equal to 70% of predicted and in those with FEV, less
than 70% of predicted.

Methods. Five hundred forty-four patients who under-
went lobectomy or pneumonectomy from 1993 through
2000 were retrospectively analyzed. The patients were
divided into two groups: group A (450 cases), with FEV,
greater than or equal to 70%, and group B (94 cases), with
FEV, less than 70%. Differences between complicated
and uncomplicated patients were tested within each

group.

Results. Morbidity rate was not significantly different
between group A and group B (20.4% and 24.5%, respec-
tively; p = 0.4). In group A, multivariate analysis showed
that predicted postoperative FEV, was the only signifi-
cant independent predictor of complications. In group B,
no significant predictor was identified.

Conclusions. In patients with preoperative FEV, less
than 70% of predicted, predicted postoperative FEV, was
not predictive of postoperative morbidity. Thus, pre-
dicted postoperative FEV, should not be used alone as a
selection criteria for operation in these high-risk patients,

(Ann Thorac Surg 2002;74:999-1003)
© 2002 by The Society of Thoracic Surgeons
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3% del pz con FEVI1>E O% na DLCO< 80%

7% na ppoDLCO<40%
Correlazione FEVI-DLCO (nel pz cor
V1>50 %) 0.38
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Storia cardiologica
positiva
0 ecg patologico

Ecocardio,
ecg da sforzo,
miocardioscintigrafia
cateterismo

Emodinamicamente Emodinamicamente
stabile instabile

Trattamento

SPIROMETRIA cardiologico

Rivalutazione
cardiologica

Emodinamicamente Emodinamicamente
stabile instabile

SPIROMETRIA Inoperabile



VO2max < 40% o
VO2max < 10 mL/kg/min

INOPERABILE

ppoFEV1 < 40%
+ ppoDLCO < 40%

Storia cardiologica negativa
Emodinamicamente stabile

PFR: FEV1 & DLCO

FEV1 e DLCO > 80%

FEV1 o DLCO < 80%

Cicloergospirometro INTERVENTO

VO2max 40-75% o VO2max > 75% o
10-20 mL/kg/min VO2max > 20 mL/kg/min

Split lung function

INTERVENTO

Split function VO2max ppo
ppoVO2max < 10 mL/kg/min ppoVO2max > 10 mL/kg/min
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Storia cardiologica
positiva
0 ecg patologico

Ecocardio,
ecg da sforzo,
miocardioscintigrafia
cateterismo

Emodinamicamente
instabile

Emodinamicamente
stabile

Trattamento

Stair climbing test serloliies

Rivalutazione

cardiologica

Emodinamicamente

stabile

Stair climbing test

Emodinamicamente
instabile

Inoperabile




Storia cardiologica
negativa
emodinamicamente
stabile

Stair climbing test

ppoFEV1 < 30% o

CHIRURGIA PPOFEV1 >30% W'\, pi co < 30%

ppoFEV1 > 30% ppoFEV1< 30%

CHIRURGIA cicloergospirometro cicloergospirometro INOPERABILE




12-22 m + ppoFEV1 o ppoDLCO< 30%
oppure
<12 m + ppoFEV1>30%

Cicloergospirometro

: VO2max :
RISCHIO ALTO
Srsg Alstile INTERMEDIO RISCHIO
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Uniporial VATS: le Indicazior

PNEUMOTORACE SPONTANEO DEL GIOVANE
2. PNEUMOTORACE SECONDARIO
5. BIOPSIA PLEURICA

4, BIOPSIA PAFR rJ\JerMr\l = (noculi o finrosi)

"l._

5. BIOPSIA MEDIASTINICA (rmasse/linfonodli)
6. EAERES]I TUMOR] J\/IrJIASTH\JJF‘I
7. TOILETTE MEDIASTINO PER MEDIASTINITE

-
?‘)

Resezioni polmonarl in pz comorormessi
9. Timectorniz
10, Lopeciormiz polmonzre
171, Riduzione volurmetrica
12, =rmotorace
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