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Table 1. Society Guidelines for the Management of Pulmonary Nodules

American College
Module diameter _of Chest Physicians*** Fleischner Saciety'**
=4 mm: <6 mm/<100 mm:

Lung-RADS™®"
<6 mm at baseline (ar new
nodule <4 mm on follow-up).
return to annual screening
(category 2)

Clinical Review & Education

Low-risk: patient discussion,  Low-risk: No follow-up
opions kllew iy High-risk: Optional
High-risk: follow-up CT scan  follow-up CT in 12 ma
at 12 ma (if stable no further
follow-up)
Upto§mm 4 to 6 mm:
Low-risk: follow-up CT scan
at 12 ma (if stable, no
further follow-up)
High-risk: fallow-up CT scan
at 6-12 ma (f stable.
follow-up at 18-24 mo)
>6 to <8 mm: & mm to 8 mm/100 mm* to
Low-risk: follow-up CT scan 230 mm*s
at 6-12 ma (f stable, Low-risk: follow-up CT in
follow-up at 18-24 ma) 6-12 mo, then consider
High-risk: follow-upCT scan  follow-upscanat 18-24 mo
3-6 ma (if stable, then 9-12  High-risk: follow-up CT in
moand 24 ma) 6-12 mo, then repeat scan
3 in18-24mo
Peter J. Mazzone, MD, MPH; Louis Lam, MD T e el e A 5 e
ﬁherr‘v_mn! pretest prabability e, Cgarior Bl (n(dq[n:mg <8 o
malignancy: CTt3 mo, PET/CT,ortissue 10 6 mm to <6 mam on
Pretest probability <5%: sampling BT tﬂlequrv )
suveliance (Y I i o) High-risk: consider =15 mm (new or growing =B
Pretest probability S%-65%:  follow-upCT at 3 ma, m): CT, PETCT, andfor tissue
PET/CT scan to determine PET/CT, or tissue sampling  sampling depending on
continued surveillance. probabiiity of malignancy and
comarbidities (category 48)

JAMA | Review

Evaluating the Patient With a Pulmonary Nodule
A Review

26 mm to <& mm at baseline
(or new nodule 4 mm to <6 mm
on follow-up): LDCT in 6 mo
(category 3)

28 mm to <15 mm at baseline

8 mm or greater

surgical biopsy/resection
Pretest probability »65%:
referral for surgical biapsy o
resection after appropriate
staging workup

¢BoxT. Commonly Asked Questions

Are there any situations in which a pulmonary nodule does not
require subsequent imaging or further evaluation?

Table 2. Validated Risk Prediction Models for Evaluation of Pulmonary Nodules

If a pulmonary nodule has a very low probability of being
malignant, further follow-up with imaging is not warranted._
Examples include patients with prior imaging showing that t
nodule has been stable for 2 years or longer; a nodule that has
imaging features confirming a benign diagnosis (eg, dense
central calcification, fat density within the nodule): or a solid

a pure ground-glass nodule <6 mm in diameter in an individual
without any lung cancer risk factors.

Are there scenarios where practice guidelines do not apply?

Practice guidelines may not apply to patients for whom the
risk of malignancy differs from the general population.

For example, patients with a known malignancy or recent
history of malignancy: patients with organ transplant or other
immunocompromised state; or patients aged <35 years.

Far these individuals, referral to a pulmonologist or to

a multidisciplinary pulmonary nodule specialty clinic may

be warranted.

‘When should a primary care physician consider referring
a patient with a pulmonary nodule to a specialist?

Primary care physicians should refer a patient for specialty
evaluation when they are uncomfortable with or uncertain
about the most optimal evaluation plan. In addition, primary
care physicians should consider referring patients with

a large solid pulmonary nodule (=8-30 mm) or a subsolid
pulmonary nodule due to their higher risk of malignancy.
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Area under
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History of
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Nodule diameter
Spiculation
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British Thoracic Society guidelines for the
investigation and management of pulmonary nodules

M E J Callister,' D R Baldwin,” A R Akram,? S Bamard,* P Cane,” ) Draffan,®
K FrElnk:i,]r F Gleesnn,g R Graham,g P Malhotra, 0 Pruk.up,” K Rudgen”

M Subesinghe,'® D Waller,' | Woalhouse, ' British Thoracic Society Pulmonary
Nodule Guideline Development Group, on behalf of the British Thoracic Sodiety
Standards of Care Committee

Solid non-calcified nodule(s) on CT

Clear features of benign disease®, ornodule <Smm Yes m
diameter {or <B0mm?) or patient unfit for any treatment?
Mo
Previous imaging? Yes .| Assess risk of lung cancer according
Eng to survelllance algorithm 2
Na

Yas
Nodule <Bmm diameter or <300mm? volume?

MNo
Assessrisk using Brock model
<10% risk of malignancy® 210% risk of malignancy

sment using Herder model
than local PET-CT threshold)

<10% risk of 10-70% risk of =>70% risk of
malignancy malignancy malignancy

CT surveillance Consider image-guided biopsy; other options Consider excision ornon-
(algorithm 2} are excision biopsy or CT surveillance guided surgical treatment [+/-
by individual risk and patient preference. image-guided biopsy)

*a.g. hamartoma, typical peri-fissural nodule
f Consider PET-CT for larger nodules in young patients with bow risk by Brock score as this score was
developed inscreening cohort (S0-75 years) so performance in younger patients unprosen

Callister MEI, ot ai. Thovae 2015; M0 1-i54. doi:10. 1136 horzxgn- 2015-207 168




Diagnostica

e Esclusione cause infettive e/o infiammatorie

* Tubercolosi, micobatteriosi
* Micosi (aspergillosi, histoplasmosi, coccidioidomicosi)
« Sarcoidosi

- OP

* Artrite reumatoide

« Istiocitosi a cellule di Langherarns
- IBD

* Iper IgG4

» Tecniche endoscopiche di diagnostica dei
polmonari periferici



Giorgia Dalpiaz
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Nodular Diseases

EHE
FB

Hemorrhage

HP, subacute

HTL

Infection, miliary TB
LCH, early

LIP

Metastases,
hematogenous

MPC

PCH

RB-ILD
Sarcoidosis
Silicosis

Galaxy sign
Cluster sign
“Nodular” reversed halo sign

Epithelioid hemangioendothelioma
Follicular bronchiolitis

Endometriosis

Hypersensitivity pneumonitis, subacute
Hot tub lung

Tuberculosis, miliary

Langerhans cell histiocytosis, early
Lymphocytic interstitial pneumonia

Metastases, hematogenous
“Metastatic” pulmonary calcification
Pulmonary capillary hemangiomatosis
Respiratory bronchiolitis-ILD
Sarcoidosis

Silica-induced pneumoconiosis
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Article

Efficacy and Safety of Cone-Beam CT Augmented
Electromagnetic Navigation Guided Bronchoscopic Biopsies of
Indeterminate Pulmonary Nodules

Shreya Podder, Sana Chaudry, Harpreet Singh, Elise M. Jondall, Jonathan S. Kurman ' and Bryan S. Benn *

Accepted: 13 August 2022

Advancements in navigational
bronchoscopy for peripheral R
pulmona I‘y lESions: A rEVieW Radial-EBUS and virtual bronchoscopy planner for peripheral

- : : lung cancer diagnosis: How it became the first-line endoscopic
with special fgcus on w_rtual procedre
bronchoscopic navigation

Samy Lachkar' | LoicPerrot' | Diane Gervereau' | Marielle De Marchi' |

o _ B . Lo ) Helene Morisse Pradier’ | Edouard Dantoing' | Nicolas Piton™ | Luc Thiberville* |
Mohan Girit!, Haiyun Dai'', Anju Puri?, Jiaxin Liao! and Florian Guisier'® | Mathieu Salaiin®

Shuliang Guo'*

INTERMNAL MEDICINE JOURNAL
dok10.1111/m). 15833

ORIGINAL ARTICLE

Cryobiopsy with radial-endobronchial ultrasound (Cryo-Radial)
has comparable diagnostic yield with higher safety in
comparison with computed tomography-guided transthoracic
biopsy for peripheral pulmonary lesions: an exploratory
randomised study

Samantha Herath (©,"#*“ Conroy Wong,” Paul Dawkins,” Andrew Veale,” Elaine Yap,” Jonathan Williamson,*
Irene Low,” Hema Mahajan,”=® Tania Prvan,® Stuart Barnard,” Stewart Hawkins,” Dan Cookson,”
Tushar Singh'*"" and Alvin Ing?
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Gestione del paziente con nodulo
polmonare e patologia
respiratoria

» Patologia ostruttiva
* Patologia restrittiva




Research Article

Cancer
Prevention
Research

Will That Pulmonary Nodule Become
Cancerous? A Risk Prediction Model for
Incident Lung Cancer

Barbara Nemesure', Sean Clouston'?, Denise Albano®, Stephen Kuperberg?,
and Thomas V. Bilfinger®

Table 1. Characteristics of incident lung cancer cases and those who remained
cancer-free during the cbeservation period, LCEC 2002 to 2016

Incident camcer Ho cancer yet
Patient characteristic dizgnosis (N = /1) (N = 2.753)

Female sex 544 L.y

Age in years, mean {500 o8 (1.7 0.9 (4.4
Lm pack-years, mean {507 27 (1.8} 0.7 (.4
Mumber of lesions, meamn (50} 1.4 {0.8) 1.2 (0.5)"
Largest mnodule size, meaan (500 125 {1} 7.4 (004"
Asbestos exposure 036 280"
Family history of lung cancer 819 36"

Fas 1813 850"

2005 E3T

Table 2. Multivariable-adjusted hazard ratios and 95% Cls examining
curnulative incidence of lung cancer using Cox proportional hazards modeling
for vanables that passed exclusion criteria im the replication sample, LCEC 2002
tio 2006

Patient characteristic Adjusted HR (95% CI)
Ln age in years" 8.79 (2.44-31.71)"

Ln pack-years of smoking 159 (1.39-1.B2"
Personal history of other cancer 2.31 {1.38-3.89)"

2154 237

Ground glass opacity 819 185"
Spiculated 1754 280~
Upper lobe 40.94 137

MOTE: All statistics report percentages (%) or, when noted, means (50). Ln,
transformed using the natural logarithm. Results for categorical vanables used
#* tests whereas results for contineouws variables (reporting means and SD
above) used 2-tailed f tests

“P < 0.001 when adjusting for the FOR.

Chronic cbstructive pulmonary disorder 305 {1.76-5.64}"
Growund glass opacity 2.45 (1.04-5.80)"
Spiculated 199 {1.08-3.69)"
Size of largest node 1.02 (1.00-1.04)

&bbreviation: Ln, transformed wusing the natural loganthm.
“Statistically significant associations after accounting for the FDR. Baseline
cumulative hazard was 0.0134037; basaline survival was 098667549,

Cancer Prev Res; 12{7) July 2019




Severity of Chronic Obstructive Pulmonary
Disease and Its Relationship to Lung Cancer

Prognosis after Surgical Resection”

Yasuo Sekine! Hidemi Suzuki' Yoshito Yamada? Eitetsu Koh ! Ichiro Yoshino?

« Stessi fattori di rischio (fumol)

 Incidenza del tumore del polmone 5 volte maggiore nei
pazienti con BPCO a parita di eta e sigarette fumate

* Rischio inversamente proporzionale al FEV1

« Associate a peggiore prognosi a breve e lungo termine

Original Researc

’ The Impact of Coexisting COPD on

Survival of Patients With Early-Stage
Non-small Cell Lung Cancer Undergoing
Surgical Resection

Rihong Zhai, MD, PhD; Xiaojin Yu, PhD; Andrea Shafer, MPH; John C. Wain, MD, FCCP;




Enfisema e effetto "Lung Volume Reduction”

The NEW ENGLAND
JOURNAL of MEDICINE

ESTABLISHED IN 1812 MAY 22,2003 VOL.348 NO.21

A Randomized Trial Comparing Lung-Volume—Reduction Surgery
with Medical Therapy for Severe Emphysema

Upper-Lobe Predominance, Low Base-Line Exercise
Capacity (N=290)

Probability of Death

0 12 24 36 48 60
Months after Randomization
No. at Risk

Surgery 139 121 93 61 17
Medical therapy 151 120 85 43 13

Riduzione FEV1 post lobectomia

Il 17% dei pazienti con BPCO
migliora il proprio FEV1 dopo
lobectomia

doi:10.1510/icvts. 2005.096347

Interactive CardioVascular and Thoracic Surgery 4 (2005) 61-65

Institutional report - Thoracic general
A model to predict the decline of the forced expiratory volume in

one second and the carbon monoxide lung diffusion capacity early
after major lung resection”

Alessandro Brunelli*, Armando Sabbatini, Francesco Xiume’, Majed Al Refai, Alessandro Borri,
Michele Salati, Rita Daniela Marasco, Aroldo Fianchini

Unit of Thoracic Surgery, ‘Umberto I°* Regional Hospital, Ancona, Italy

Received 15 August 2004; received in revised form 26 November 2004; accepted 14 December 2004



Diagnosis and Treatment
of Lung Cancer in the

Setting of Interstitial Lung . Fg. 1. Distrbution oflung cancers i pa-
Disease

Lung Cancer and Interstitial Lung Disease
tients with interstitial lung disease.

Dane A. Fisher, MD?, Mark C. Murphy, MB, BCh, BAO?,

Sydney B. Montesi, M0, Lida P. Hariri, MD, PhD®, Robert W. Hallowell, MD®,
Florence K. Keane, mp®, Michael Lanuti, MD®, Meghan J. Mooradian, MDf,
Florian J. Fintelmann, mMp®-*

Table 1

Survival of non-small cell lung cancer by stage
and the presence of idiopathic pulmonary
fibrosis

Table 3
Comparison of available lung cancer treatments in the se

Definitive Risk of acute
Treatment Therapy? Benefits exacerbation Unigue Risks

surgery Yes Gold standard 0%—-20%, Maost invasive;
increases with permanent
extent of reduction in
resection and lung function
perioperative
factors
Stereotactic body Noninvasive 18%-20.5% neumonitis; can reduce
radiotherapy lung function
Percutaneous Minimally invasive, 18% ess invasive and
thermal ablation no permanent risky than surgery
decrease in lung
function
(in absence of
acute exacerbation
Systemic therapy Noninvasive Immunosuppression
from certain
agents/regimens

Radiol Clin N Am 60 (2022) 993-1002
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Contents lists available at ScienceDirect

Respiratory Medicine

journal homepage: www.elsevier.com/locate/rmed

Review article

Acute exacerbation of interstitial lung disease after procedures

William H. Amundson®, Emilian Racila”, Tadashi Allen®, H. Erhan Dincer”, Rade Tomic",
Maneesh Bhargava®, David M. Perlman”, Hyun Joo Kim™"

Table 2

Table 1
ILDs in which AE-ILD have been reported.

ILDs in which AE-ILD have been reported:

Idiopathic pulmonary fibrosis (IPF) [10,15,16,22,23]
Rheumatoid arthritis associated ILD (RA-ILD) [6]

Connective tissue disease related ILD (CTD-ILD) or Collagen vascular disease related

ILD (CVD-ILD) [6,2]
Fibrotic NSIP [8,10]
Cryptogenic organizing pneumonia (COP) [10]

Summary of reports of AE-ILD after bronchoscopic or lung surgical procedures.

Study

Procedure

Number of patients

Samejima 2015
Flones 2013

Sakamoto 2011

Maeda 2017

Shintani 2010

Sato 2014

Nanako 1994
Sakamoto 2012
Casom 2014
Bango-Alvarez 2017
Dhooria 2017

VATS
WVATS (43), Open wedge (2)
VATS (137), Open wedge (99)

Surgical lung biopsy

Surgical lung biops

Lobectomy for cancer resection (48), biopsy for
diagnosis (20)

Lobectomy for cancer resection

Surgery for lung cancer resection
Lung cancer resection

BAL

BAL

Cryoprobe biopsy

Cryoprobe biopsy

Cryoprobe biopsy

285
45
236

3

7 total:

6 (IIP)

1 (CVD-ILD)
40 [i]

1763 164

124 (IPF only) 3

201 (IPF only) 4 (3 fatal)
69 1

106 0

128 3 (all fatal)

86 (70 idiopathic interstitial pneumonitis, 16 collagen vascular
disease-1LD)

8.14% total:
B8.57% (11P)
6.35% (CVD-ILD)
15.00%

9.30%

2.42%

1.99%

1.45%

0.00%

2.34%

Respiratory Medicine 150 (2019) 30-37




Indian Journal of Surgical Oncology
hitps/doiong/10.1007/S13193-022-01669.6 DISTRIBUTION OF INCIDENTAL FINDINGS
——————————————————————— B Atherosclerosis - 3%
ORIGINAL ARTICLE ® Carglomegaly
Pulmonary Vessels - 2%
- nary Cyst - 7%
Incidental Findings in CT Scans on Screening for COVID-19  Thyroid Mozs - 4%
@ Pleural Thickening - 7%
Shruti Valluri'© - Harish Neelamraju Lakshmi? - Chinnababu Sunkavalli® MMoR Norlaus = e
B Emphysematous Changes - 7%
Interstitial Lung Disease - 3%
8 Tuberculo
B EBreast M

® Galitiadde

CASE REPORT Open Access Table 1 Pulmonary function test results before and after COVID-

19 infection and 6 and 12 weeks after surgery

Lung cancer surgery after COVID-19 2
infection in a patient with severe interstitial

pneumonia and restrictive ventilatory
impairment _ fter surgery

s after surgery 310 5340

VCiml)  %WC (%)  %DLloo (%)

Hiroaki Komatsu', Nobuhiro lzumi, Takuma Tsukioka, Hidetoshi Inoue, Ryuichi Ito, Satoshi Suzuki and
Noritoshi Nishiyama




Valutazione funzionale
respiratoria e preoperatoria

« Complicanze cardio-respiratorie perioperatorie
* Disabilita e qualita della vita a lungo termine

 Aspettativa di vita e riduzione della

sopravvivenza dovuta a inadeguato trattamento

della neoplasia



Supplement

DIAGNOSIS AND MANAGEMENT OF LUNG CANCER, 3RD ED: ACCP GUIDELINES

" Physiologic Evaluation of the Patient
With Lung Cancer Being Considered for

Resectional Surgery

Diagnosis and Management of Lung Cancer,
3rd ed: American College of Chest Physicians
Ewdence-Based Clinical Practice Guidelines
Alessandyo Brunelli. Mp, Fcep., Withony W K, ¢, MD, FCCP. ko et rver CCp
aud Doreen [ Addriz=0-14,745 MD_I'Cop X B g S M) S,

Tutti i pazienti con fumore del polmone in sfqéi(;o
precoce suscettibili di intervento Ch.II"UPQI.
“curativo” dovrebbero essere consudgra’r: ‘|
operabili purché correttamente v.alu’ra’rl.pe:il
rischio perioperatorio, informati e motivati.




Stratificazione del rischio

+ Eta

 Comorbidita

* Rischio cardiovascolare
 Funzione polmonare

* Capacita d'esercizio
 Tipo di intervento

« Terapie alternative

Team multidisciplinare
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*Physical examination
*Baseline ECG

* History

* Calculate ThRCRI*

Physiologic Evaluation o i

1 f the Patient
With Lung Cancer Bej i
Resectional Surgery R

Diagnosis and Management of

Lung Cancer,
3rd ed: American College of Chest Physicians
Evidence-Based Clinical Practice Guidelines

* ThRCRI>=2

* or any cardiac condition requiring
medications,

* or a newly suspected cardiac

condition,

* or inability to climb 2 flights of

stairs

Nssanciro Brurell, MD), FOCT, Anth % .
oy W Kim, MDD, FCCP, Kemewth [ Bersyr
end Doreen | Addriz=o.Herrs, MD, FCCP o M, FCCr.
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framed wing the spproach deseribed by the Guidelines Oversight Comttee.

Revults: The preoperative physiologic ascwment should begin with » cardiovascular evalustion

be FEV, and the dif Y

o Pre.
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Need for coronary

intervention
(CABG or :cy S

- Continue with ongoing cardiac care

European Heart Journal (2009) 30, 2769a ESC GUIDELINES

EUROPEAN doi:10.1093/eurheartj/ehp337
SOCIETY OF
CARDIOLOGY

- Institute any needed new medical
interventions (i.e, beta blockers,
anticoagulants, statins)

Guidelines for pre-operative cardiac risk

assessment and perioperative cardiac '
management in non-cardiac surgery . Testpone surgery

for 26 weeks and re-evaluate |
The Task Force for Preoperative Cardiac Risk Assessment and Proceed To CPET and
Perioperative Cardiac Management in Non-cardiac Surgery of the Pulmonary Punction fests Proceed to Pulmonary
European Society of Cardiology (ESC) and endorsed by the function tests /
European Society of Anaesthesiology (ESA) -
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Spirometria Globale e Capacita Diffusiva Polmonare

Teor Pre Post

436 448
L] . . 303 3.19
g 69.32 731

irometria : =
2 749 741
. 177 210

334

245

« Basso rischio se >60%
« Alto rischio se < al 30%

142

*  Miglior predittore di mortalita e di qualita —

10:28

de”G ViTa a Iungo Ter‘mine INTERPRETAZIONE

« Il 40% dei pazienti con FEV1 normale hanno
una DLCO <80%

Chirurgia
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Lobectomia

Metodo anatomico

»  ppoFEV1= preFEV1 x (1-a/b)
« ppoDLCO= preDLCO x (1-a/b)

a= n° di segmenti non ostruiti da asportare
b= n° totale di segmenti

© medicalpicture no: 23969




Amputazione funzionale conseguente
ad intervento di chirurgia toracica

* Segmentectomia 5-10 %
* lobectomia superiore 20 -25 7%
* lobectomia inferiore 30-35%

* pneumonectomia 50 %



Capacita di esercizio

Test a "bassa tecnologia”

* Test del cammino nei 6 minuti (6MWT)
« Shuttle test

 Stair climbing

Test ad "alta tecnologia”
» Test da sforzo cardiopolmonare (CPE



6MWT LUNG CANCER

: Comparison of shuttle walk with measured peak
* Non standardizzato oxygen consumption in patients with operable lung

e Scarsa correlazione con le cancer
T Win, A Jackson, A M Groves, L D Sharples, S C Charman, C M Laroche

complicanze post-operatorie

 Attualmente non raccomandato nella
valutazione preoperatoria

Shuttle test

* Basso rischio se distanza > 400mt o | ana
25 shuttles ot e oo 18700
« Tende a sottostimare la capacita di
esercizio Performance at Symptom-Limited Stair-Climbing
Test is Associated With Increased Cardiopulmonary
. . . Complications, Mortality, and Costs After Major
Stair C||mb|n9 Lung Resection

« 3 rampe FEV1>15L, 5 rampe FEV1> 2| moesionvbndemiiviie sttt
. . Unit of Thoracic Surgery, Umberto I Regional Hospital, Ancona, Italy
e« Altezza >22mt basso rischio

e altezza <12mt alto rischio

Table 4. Morbidity, Mortality, Postoperative Stay, and Costs Stratified by Height Reached at Stair-Climbing Test

Qutcome Measures® <12 m (n = 54) 12-22 m (n = 294) =22 m (n = 292) p Value
Mortality 7 (13) 11 (3.7) 3(1) <0.0001"
Cardiopulmonary morbidity 20 (37) 84 (29) 46 (16) <0.0001°

Post-op hospital stay, days 10.9 + 10.8 94+6 82+4 <0.00014
Post-op costs, $ 7012 = 18,000 3591 = 6400 2838 + 2550 <0.0001¢

* Continuous data are expressed as means = standard deviations; categoric data as number (%). P Fisher’s exact test. 7 test. d Analysis of
variance.



Principles of

MUSCLE 0, § CO,  VENTILATION

ACTVITY  TRANGPORT, (s Yo+ 6) Exercise Testing
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}o, Recnit IHR_Dilote t

Metodica non invasiva ad alta complessita ed alta tecnologia
« Consente una valutazione integrata di tutti gli organi ed apparati
coinvolti nell'adattamento allo sforzo fisico

* Fornisce informazioni spesso non derivabili dai tests funzionali a
riposo




CPET e valutazione preoperatoria

Valutazione del rischio cardiovascolare
« Polso di O2
e ECG

VO2picco

« Consumo di ossigeno del soggetto al picco dell'esercizio

» Basso rischio se VO2picco >20ml/kg/min o >75% del predetto
 Alto rischio se VO2picco <10ml/kg/min o <35% del predetto

Altri parametri
- VE/VCOZ2

e DLCO de'ClnTC lo SfOf‘ZO ERS TASK FORCE
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the use of exercise

Minute Ventilation-to-Carbon Dioxide Output
(VE/VC0,) Slope Is the Strongest Predictor of
Respiratory Complications and Death After

Pulmonary Resection

Alessandro Brunelli, MD), Romualdo Belardinelli, MD, Cecilia Pompili, MD,
Francesco Xiumé, MD, Majed Refai, MD, Michele Salati, MD, and
Armando Sabbatini, MD




Algoritmi diaghost
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Cardiac assessment: ==
low risk or 1
treated patient *| Do
(fig. 1) |
Algorithm for Thoracotomy and Either one <80%

ajor Anatomic Resection
(Lobectomy or greater)

VO2max

<1%rrn<l,’kgéﬁmln —  <35% or E":':;E testing| <75% or —

Positive high-risk <10 mL-kg"-min-" <20 I‘I‘IL'}'&g"''I'I‘Iil'l"I
cardiac evaluation® |
35-75% or

oz 10-20 mL kg min-"
soico o | — IS 1020m/g/mn |, |Moderate

Or35% Risk
[

Split function

FEV: —
SCT <22m OR Ppo- ' Both =30%

VO2max ppo-DOLco
SWT < 400m 520 mi/kg/min

Or >75% |
e o T At least ane <30%
or Negative cardiac
e%aluation r) PpOFEV1 or Stair climb or

ppaDLCO < 60% f
l AND both »30% Shuttle walk

™~ >22m OR <35% or Ppo-pask Vo,

>400m <10 mL-kg"-min™ |

ppoFEV1% oFEV1 and >35% or

: Lobectomy or ‘L

Resection up to Resection
preumonectomy calculated extent up to
are usually

not recommended. pneumonectomy
Consider other options1







