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4 mecanismes d hypoxemie

*"hypoventilation
*'anomalie de diffusion
*Le shunt anatomique

*'inégalité des rapports ventilation
perfusion BT
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Objectifs oxygenation

ContenuO, ml

15
10

Ca0,= POxHbxSa0,+ 0,003 PaO,

fes)

Pal

200 400 600 PaO, mmHg



Patient
chronique

e BPCO

* Fibrose

* Bronchite chronique
e DDB

e Asthme

* Obésité morbide

Patient

e SDRA
 |nhalation
e Covid-19...
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Evaluation

Symptomes respiratoires

Test de marche 6 minutes

GDS

EFR

Scintigraphie de ventilation/perfusion
Scanner thoracique / RP
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TDMé6 matériel

cardiofréquencemetre simple

«  saturometre

« application smartphone fonction podomeétre
+ matériel spécifique non indispensable :
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i health PO3

Equations prédicti de la distan

X3 i non encour. ion d’Enrigh herri
Homme : 7.57 x taille(cm) - 5.02 x age - 1.76 x poids(kg) - 309

Femme : 2.11 x taille(cm) - 5.78 x age - 2.29 x poids(kg) + 667

Il est admis que : + 40 m est une amélioration significative

- 70 m est une détérioration significative

Doit &tre métré, de préférence non encouragé. La premiére

fois 2 tests doivent étre fait & 30 min d’intervalle.

15a50m

Test de marche de 6 mn

Femme 60- +530 425-530 150-425
69 ans
Femme 70- +470 375-470 150-375
79 ans
Homme 60- +580 465-580 150-465
69 ans
Homme 70- +520 415-520 150-415

79 ans

<150

<150

<150

<150



* BMI h

SCOre et * Obstruction

* Dyspnée
* Exercice
\_ J

GOLD 2019 update
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Index BODE

Diagnostic Evaluation des

A Evaluation de la limitation - = 3
confirme par P 4 de I'écoul t de I'ai P 4 Antécédents Wmmomes""s.q“es 7 g < e 7 A .
Eaiumie Ll doccnains = Score prédictif de mortalité a 52 mois en cas de BPCO.
o =2 D}I =1
o R GOLD 1 280 Ihgg;t::taallrll:;tlon C D - i
St — — IMC (BMI) =21 I (0si >21)
Oout
i A (nentrainant pas A B % VEMS prédit 65% et plus 0
Gooa | <%0 § 50-64% !
[ [ 36-49% 2
e 35% et moins 3
Distance en 6 minutes = 350 et plus 0
. . (en métres) 250-349 |
z a : ) 150-249 2
2 © i O |.Z 149 et moins 3
3 3 H 3
g? ___________ A ?%’ Echelle de dyspnée Effort intense 0
8 z -
o : ; 8 MRC Marche rapide a plat 0
3 A & 8 5 Doit reprendre son Marche 2 son rythme 2 plat I
31 : é souffle aprés 100 m a plat 2
= mMMRC 0-1 ou mMRC 2 2 ou Habi"ement 3
= ceri (reste a la maison)
Symptomes
Catégorie | Caractéristiques Classification Exacerbation Echelle de Questionnaire somme —
spirométrique par année dyspnée mMRC | éat de santé CAT
A Rasques fubles, [ Stade 1-2 <1 0-1 10 % mortalité a 52 mois _
svmptomes faibles
B Rasqques taibles, Stade 1-2 <1 22 210 3 5 -
symptomes cleves VEMS: volume expiratoire maximal par seconde; MRC: Medical
: et ae | 5 = " Research Council.
D Risques elevees, Stade 3-4 22 =2 z10
symptomes élevées




Accuracy of the Preoperative Assessment in Predicting

Pulmonary Risk after Nonthoracic Surgery

Finlay A. McAlister, Nadia A. Khan, Sharon E. Straus, Miltiadis Papaioakim, Bruce W. Fisher,
Sumit R. Majumdar, Ognjen Gajic, Malcolm Daniel, and George Tomlinson

TABLE 1. THE ASSOCIATION BETWEEN THE PREOPERATIVE HISTORY AND THE OCCURRENCE OF

POSTOPERATIVE PULMONARY COMPLICATIONS

Number of Patients

with a Particular Finding Odds Ratio
Variable (n=272) (95% Confidence Interval) p Value
|Age of 65 years or more 140 4.7 (1.6-14.4) 0.006 |
Male 108 1.03 (0.6-1.8) 0.01
Ever smoked (versus never smoked) 153 2.2 (0.8-5.8) 0.16
Current smoker (within 2 wk of operation) 52 0.7 (0.2-2.3) 0.69
Smoked 40 pack-years or more 42 5.7 (2.3-14.2) 0.0002 ]
Recent (within 4 wk) upper respiratory tract infection 32 0.7 (0.2-3.3) 0.95
| History of chronic obstructive airways disease 32 4.2 (1.6-11.3) 0.007 |
History of asthma 29 2 (0.6-6.4) 0.41
Daily productive cough 30 1.9 (0.6-6.1) 0.45
[Exercise capacity of two blocks or less or one flight of stairs 41 3.0 (1.1-7.8) 0.05 ]

Am ] Respir Crit Care Med Vol 167. pp 741-744, 2003



Accuracy of the Preoperative Assessment in Predicting
Pulmonary Risk after Nonthoracic Surgery

Finlay A. McAlister, Nadia A. Khan, Sharon E. Straus, Miltiadis Papaioakim, Bruce W. Fisher,
Sumit R. Majumdar, Ognjen Gajic, Malcolm Daniel, and George Tomlinson

TABLE 2. THE ASSOCIATION BETWEEN THE PREOPERATIVE PHYSICAL EXAMINATION, OPERATIVE
FACTORS, AND THE OCCURRENCE OF POSTOPERATIVE PULMONARY COMPLICATIONS

MNumber of Patients

with a Particular Finding Odds Ratio
Variable (n=272) (95% Confidence Interval) p Value
Preoperative physical examination
Body mass index of 30 or more 101 41 (1.6-10.4) 0.004
Positive cough test 26 4.3 (1.5-12.3) 0.01
Positive wheeze test 31 3.4 (1.2-9.4) 0.04
Forced expiratory time of 9 sec or more 42 5.7 (2.3-14.2) 0.0002
Maximum laryngeal height of 4 cm or less 37 6.9 (2.7-17.4) < (0.0001
Wheezing on standard auscultation 21 3.1 (0.9-10.0) 0.13
Operative factors
Upper abdominal incision 24 1.0 (0.2-4.7) 0.73
General anesthesia 222 2.4 (0.5-10.5) 0.38
[ Duration of operation of 2.5 hours or more 75 2.9 (1.2-7.0) 0.03 ]

Am ] Respir Crit Care Med Vol 167. pp 741-744, 2003



Accuracy of the Preoperative Assessment in Predicting
Pulmonary Risk after Nonthoracic Surgery

Finlay A. McAlister, Nadia A. Khan, Sharon E. Straus, Miltiadis Papaioakim, Bruce W. Fisher,

Sumit R. Majumdar, Ognjen Gajic, Malcolm Daniel, and George Tomlinson

TABLE 3. THE ASSOCIATION BETWEEN PREOPERATIVE LABORATORY TESTS AND THE
OCCURRENCE OF POSTOPERATIVE PULMONARY COMPLICATIONS

Number of Patients Odds Ratio

Variable with a Particular Finding (95% Confidence Interval) p Value
Had spirometry performed 145 0.84 (0.53-1.35) 0.78
FEV, < 1 L/min* 10 7.9 (1.7-37.0) 0.02
FVC < 1.5 L/min* 8 11.1 (2.2-56.4) 0.005
Had arterial blood gases performed 66 0.7 (0.3-1.8) 0.61
Pco; = 45 mm Hg' 3 61.0 (3.8-986.4) 0.001
Po, < 75 mm Hg' 14 13.4 (1.3-14.1) 0.008
Had chest radiography performed 124 1.1 (0.7-1.7) 0.83
Chest radiograph abnormal? 21 1.7 (0.6-4.9) 0.40

Am ] Respir Crit Care Med Vol 167. pp 741-744, 2003



EJA

Eur J Anaesthesiol 2015; 32:458-470

Development and validation of a score to predict
postoperative respiratory failure in a multicentre

European cohort
A prospective, observational study

Jaume Canet, Sergi Sabaté, Valentin Mazo, Lluis Gallart, Marcelo Gama de Abreu, Javier Belda,
Olivier Langeron, Andreas Hoeft, Paolo Pelosi, For the PERISCOPE group™

Table 3

Patient health related factors
Preoperative SpO, (%)
>96
91 to 95
<90
Respiratory symptoms (at least 1)
History of congestive heart failure
No
NYHA |
NYHA >ll
History of chronic liver disease
Procedure related factors
Emergency procedure
Surgical incision
Peripheral
Closed intrathoracic/closed upper abdominal
Open upper abdominal
Intrathoracic open
Duration of surgery (h)
<2
>2t03
>3

Bivariate analysis

OR

(95% CI) (n =5384)

1
3.4 (2510 45)
7.4 (3.9t0 14.2)
4.3 (3.3105.7)

1
2.2 (1.4t0 3.6)
5.9 (4.4107.9)
2.6 (1.7 to 3.9)

2.6 (1.9t0 3.6)

1
1.5 (1.0 t0 2.3)
3.2 (2.210 4.6)
8.4 (5.810 12.1)

1
2.0(1.4t0 2.9)
39(2.91t054)

Probability of survival

OR

(95% CI) (n =5256)

1
2.0 (1.510 2.8)
2.7 (1.3 t0 2.9)
2.7 (1.9 to 3.6)

1
1.3 (0.810 2.2)
2.2 (1.6103.2)
2.1 (1.3t0 3.2)

3.1 (2210 4.5)

1
1.3 (0.9 t0 2.1)
1.9 (1.3 10 2.9)
33(21105.3)

1
1.6 (1.1 to 2.4)
2.7 (1.8 10 3.9)

0.9 4

0.8 4

0.7 4

0.6 1

0.5 4

0.4 1

0.3 A

0.2 4

0.1 4

0.0

Postoperative respiratory failure

<7 Moderate
=7 Severe

Multivariate analysis

Coefficients

0.704
0.982
0.984

0.270
0.806
0.729

0.291
0.667
1.195

0.453
0.983

Independent predictors of risk for postoperative respiratory failure as identified by logistic regression®

Corrected B
coefficients
(95% CI)®

0.696 (0.380 to 1.007)
0.982 (0.204 to 1.691)
0.983 (0.676 to 1.291)

0.273 (-0.281 to 0.775)
0.802 (0.442 to 1.154)
0.730 (0.270 to 1.160)

1.150 (0.777 to 1.511)
0.303 (=0.171 to 0.743)

0.662 (0.247 to 1.062)
1.187 (0.715 to 1.649)

0.456 (0.046 to 0.849)
0.991 (0.601 to 1.372)

T T T T T T T
8 10 12 14 16 18 20 22
Time from surgery to death (days)

10
10

24 2% 28 30




La réserve respiratoire

Evaluation préopératoire de la réserve fonctionnelle cardiaque en équivalents métaboliques (METs). Un score inférieur a 4 METs augmente
significativernent le risque périopératoire du patient

Aptitude physique METs V0; estimée Activité physique Risque chirurgical
(échelle de Dukes) (mL,/kg/min) réalisable sans symptdme estimé
Excellente =10 > 35 Natation, tennis, basket. .. Faible
Trés bonne a bonne 710 2535 Monter > 2 étages
Marche rapide

Modérée 47 14-25 Monter 2 étages

Faire du ménage
Faible <4 <14 Marcher a domicile, toilette, habillage Intermédiaire a élevé
Non évaluable ? ? Aucune




La coelioscopie

Preoperative 24 h after operation®
Laparoscopic  Open Laparoscopic  Open

Function (n = 30) (m = 28) (m = 30) (m = 28)
FVC 358+£0.0957 366+085 203+ 105 240066
FEV, 312+ 0.78 208+0.66 233+080 149077
FEF,s 75, 198 £0.93 181 £049 1.60+0.73° 145+0.54
FEF 550+197 500+ 1.86 427+ 1.66 3.51 + 1.35°
ERV 1.10 + 0.48 1.09+047 092+043  073+£0.34°
TLC 594 + 1.00 504+ 1.18 535+1.03° 530096
ITGV 342+ 1.4 347+094 325+0.81° 320+ 0.89
Operation H Atelectasis 17 Atelectasis 2°  Total®
Laparoscopic

cholecystectomy 30 9 0 gt
Open

cholecystectomy 28 15 6 21°

T Micro- or focal atelectasis

® Segmental or lobar atelectasis
“1wvs 2, p<0.0002

surg Endosc (2002) 16: 163-165



La coelioscopie

Thoracoscopic Lobectomy Has Increasing Benefit in Patients
With Poor Pulmonary Function

A Society of Thoracic Surgeons Database Analysis

DuyKhanh P Ceppa, MD,* Andrzej S. Kosinski, PhD,t Mark F Berry, MD,* Betty C. Tong, MD,*
David H. Harpole, MD,* John D. Mitchell, MD,} Thomas A. D’Amico, MD,* and Mark W, Onaitis, MD*

-t 42.8%
Univariate Multivariate (n = 11123)
Characteristic OR 95% Cl1 P-value OR 95% C1 P
Approach <0.001 <0.001
Open 1.00 1.00
VATS 0.699  (0.622. 0.785) 0.797  (0.702. 0.906)
o 11.6%

b -i“;l

Ann Surg 2012;256: 487-493



La chirurgie pulmonaire

R —
Score de Lee cllnlque =22
Anamné_ap ou cardiopathie de découverts récente non Tests de la fonction VEMS Les deux
Examen clinigue bilantée ou instable respiratoire DLCO >80%
ECG de repos ou METS < 4 (impossibiité de monter deux
Score de Lee clinigue étages sans s'aréter)
Au moins un des deux < 80 %

;_um_l o !
" - VO, max

Consultation cardiclogique avec un |
test d'effort ) 35-75 % ou 10-20 mL/kg/min
(éct " i e hique) < 35 % ou < 10 mL/kg/min
VEMS ppo
DLCO ppo

Au moins un < 30 %

' Y | Les deux > 30 %

VO, max ppo

Nécessité d'une Optimisation du
revascularisation traiterment médical < 35 % ou < 10 mL/kgimin |
< 35 % ou > 10 mL/kgimin

Résection
jusqu'a I'étendue
possible
calculée

Algorithme pour la gestion des risques cardiaque et respiratoire en chirurgie de résection pulmonaire. .
Adapté de ERS/ESTS elinical guidelines on fitness for radical theragy in lung cancer patients Eur J Respir 2008 (trad, personnelie) P 2021

Wi




réhabilitation Respiratoire

ORIGINAL ARTICLE

Impact of pulmonary rehabilitation on postoperative
complications in patients with lung cancer and chronic
obstructive pulmonary disease

Hajime Saito', Kazutoshi Hatakeyama?, Hayato Konno', Toshiki Matsunaga? Yoichi Shimada®
& Yoshihiro Minamiya’

Total COPD patients After propensity score matching
Variable OR 95% ClI P OR 95% ClI P
Age (70 years 5) 2.79 0.53-19.8 0233 1.53 1.27-784 0.036*
Gender (Male) 3.35 0.09-67.1 0.462 1.70 0.45-2.23 0.096
Brinkman Index (400 2) 2.94 0.30-82.8 0.387 1.49 0.06-72.3 0.809
Tumor size (30 mm <) 2.74 0.68-13.1 0.160 2.25 0.18-329 0.519
Approach (open thoracotomy) 2.24 0.54-113 0273 1.45 0.08-42.7 0.799
Predicted VC (£2000 mL) 10.16 0.88-276.1 0.064 1.49 0.08-114 0.205
Predicted FEV, (<1500 mL) 31.30 2.34-9749 0.007* 7.10 1.33-439.2 0.002*
Predicted %FEV, (£60%) 9.67 1.24-92 9 0.030* 6.80 1.425-235.0 0.017*
Rehabilitation (-) 5.82 1.11-483 0.036* 6.42 1.69-589.1 0.021* ]
E i : g w0 *
10 ' i
' T0 T T
Ve FEV, 1 6

. Thoradic Cancer 8 (2017) 451-460
Time after surgery (months)



Ventilation péri opératoire

1

Preoperative

preoxygenation

PSV + PEEP

CPAP

2

Perioperative prophylactic
positive pressure ventilation

Intraoperative

protective-lung ventilation

Low VT PEEP Recruitment
(6-8 mikg PBW]  (6-8 cm H;0) maneuver
J
3
Preoperatlve Postoperative
Preoxygenatlon [ Prophylactic NIV ]

v ¥

|Psv+ PEEP | [ CPAP ]

-»

Lung protective mechanical ventilation ]

v ¥ v

Low VT ’ PEEP Recruitment
‘ (6-8 ml/kg PBW) {6-8 em H,0) maneuver

|PSV4PEEP | | CPAP |

prophylactic NIV

PSV + PEEP CPAP
0.50+
o Vi PEEP MRA
§
£ o3 _— Nonprotectveventlation
z |
Fow ___1
'g 1 Lung-protective ventilation
0.10 J:j_,—'
0.00—=—+— T T 1
13 7 15 30
Days since Randomization

Anesthesia and surgery procedures

3

Postoperative

Anesthesiology 2014; 121:00-00
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Recrutement alvéolaire




Tomographie par impédance électrique
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PERIOPERATIVE MEDICINE

Individual Positive End-expiratory Pressure Settings
Optimize Intraoperative Mechanical Ventilation and
Reduce Postoperative Atelectasis

Test of study-arm difference: P=0.017

30% | |
20% — —‘7
: I
10% —
0% T T
PEEP4 arm PEEP-EIT arm

1 Open surgery [ Laparoscopic surgery‘

'—
Sérgio M. Pereira, M.D., Mauro R. Tucci, M.D., Ph.D., Caio C. A. Morais, P.T., M.Sc., %’
Claudia M. Simées, M.D., Ph.D., Bruno F. F. Tonelotto, M.D., Michel S. Pompeo, M.D., o
Fernando U. Kay, M.D., Ph.D., Paclo Pelosi, M.D., FE.R.S., Joaquim E. Vieira, M.D., Ph.D., @ g
Marcelo B. P. Amato, M.D., Ph.D. @ 3
T .o
e
A EIT (during PEEP titration) CT (after extubation) g
PEEP-EIT PEEP 4 1 slice 3D view E
=z
Randomization
to PEEP4 arm
[=———1
F, 49y
BMI=27 .4
PEEP=4
Collapse= 3.5% Collapse= 49%
B
Randomization
to PEEP-EIT arm
. .
F, 36y -
BMI=22.0 wo
PEEP=12 a T
Collapse= 1.9% Collapse= 28.9% Lung mass collapsed = 0.7% m E
we

201 — Predicted mean

18 = v+eeex Prediction interval
16 |
14
12

10 -

8~ o 0 (=] o
(= o .-
4 IN=40 R2=0,371
P <0.001
| T | | |
20 25 30 35 40
BMI (kg » m2)
o Open surgery ® Laparoscopic surgery

ANESTHESIOLOGY 2018; 129:1070-81



Etude PAROS

125 patients, étude RCT, chirurgie colorectale sous célioscopie + trend :
Pneumopéritoine 12-15 mmHg vs 5-7 mmHg, V; 8 ml.kg™* et PEEP 8

— ers
9—0,029
100
3w
%é 100 w p=0.55
EL W S
25w 5 60
58 4. =
}E% p=0.33 :
il Ew
g 20 U
o [
401 HE L T 20
60 st °\°
-100: O
v Pabdo basse Pabdo nle v sw

Article en reviewing



Etude PEEP/Coelio —ooo0t

15+
61.:]10-
30 patients, chirurgie bariatrique sous T .
célioscopie: 2
Pneumopéritoine 12-15 mmHg ﬁ 5~ 2
’ g
KVT8 ml.kg et PEEP 8 cmH,O au départ y l
C 1 : 1
PEEP Pre PEEP Per n
{ A PEEP = A Pplat ]
p=0,0125
80- | |
800- p<0,0007  p<0,0001
—_— I 11 1
600- T

EELV (ml)
F -3
o
(=)
]

Compliance (ml.cmH,0")

----Pneumopéritoine ----------------

N
o
(=}
[
Pneumopéritoine

T T T
EELV M2 EELV M3 EELV M4

These de médecine 2022
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Cas clinique Mme G.

BPCO / Vésicule

e BPCO stade 4 BODE a 8 ‘

e Test de Marche 6 min: 144 m

VEMS a 400 ml (18% théorique) VR 268 % DLCO effondrée.
58 kgs IMC 21

PaO2 70 mmg avec 1 litre d'02 Sa02 95%

PaCO2 41 mmHg pH 7,48 RA 30

Scinti perfusion du poumon droit 57%

Cholecystite aigue sur une vesicule biliaire scélo-atrophique
tres douloureuse +++

* Jamais décompensée avec besoin d’étre hospitalisée









Patient aigue : SDRA au bloc urgence




Apnoeic oxygenation via high-flow nasal ®™"

cannula oxygen combined with non-invasive
ventilation preoxygenation for intubation

in hypoxaemic patients in the intensive care
unit: the single-centre, blinded, randomised
controlled OPTINIV trial

Samir Jaber'#", Marion Monnin', Mehdi Girard', Matthieu Conseil’, Moussa Cisse', Julie Carr', Martin Mahul',
Jean Marc Delay], Fouad Belafia', Gérald Chanques]'z, Nicolas Molinari® and Audrey De Jr::ng]2

FLOW = 60 L/min to the patient
FiO2 = 100 %

PEEP = 5 an H20

PS = 10 am H20 ‘

A. Interventional group =

Real HFNC + NIV
(patient received 4 min HFNC oxygen flow = 60 L/min)

Fi02=100%

nasal cannula + NIV
=7 0 R

B. Reference group =
Sham HFNC + NIV

S

&

FLOW = 60 L/min to the (patient received 4 min HFNC oxygen flow = 0 L/min) PS = 10 cm H20
room atmosphere PEEP = 5cm H20
FO2 = 100 % Fi02=100%

100 - " - -
A5 f BeeceeaaalTE |
£ 98 -
1]
= .
g 96 - L]
3 ) p=0-029
\ 2 94 - __@ - NIV alone
. 5 T = HFNC + NIV
' Q _E 92 N
) £
\\ f" .q ‘ i = 90 _/ .'
3 .. 7
T o] .
=25 Y Baseline Before During Intubation Intubation
IN BOTH GROUP‘- intubation  intubation +5 + 30



Patient aigue : SDRA au bloc

Ventilation du SDRA:

V:: 6 ml.kg? de PP

PEEP: pour Pplat a 28 cmH,0 max

FR: hypercapnie permissive, limitée par |'auto PEEP
Curares

VVC / artére radiale
NAD / Remplissage
Dysfonction droite échocardio?



Original Investigation | CARING FOR THE CRITICALLY ILL PATIENT

Effect of Noninvasive Ventilation on Tracheal Reintubation
Among Patients With Hypoxemic Respiratory Failure
Following Abdominal Surgery
A Randomized Clinical Trial

VNI post Op IRA

Samir Jaber, MD, PhD; Thomas Lescot, MD, PhD; Emmanuel Futier, MD, PhD; Catherine Paugam-Burtz, MD, PhD; Philippe Seguin, MD, PhD;
Martine Ferrandiere, MD; Sigismond Lasocki, MD, PhD; Olivier Mimoz, MD, PhD; Baptiste Hengy, MD; Antoine Sannini, MD; Julien Pottecher, MD;
Paér-Sélim Abback, MD; Beatrice Riu, MD; Fouad Belafia, MD; Jean-Michel Constantin, MD, PhD; Elodie Masseret, MD; Marc Beaussier, MD, PhD;
Daniel Verzilli, MD; Audrey De Jong, MD; Gerald Chanques, MD, PhD; Laurent Brochard, MD, PhD; Nicolas Molinari, PhD; for the NIVAS Study Group

1004

804

Standard oxygen therapy

Noninvasive ventilation

Cumulative Incidence
of Reintubation, %
LI
i
i
:
i
E
i
%
[
i
i
i
i
i
1
i
i
y
1
i

Log-rank P=.03

14 30
Days Since Randomization

JAMA. 2016;315(13):1345-1353.



Noninvasive Ventilation Reduces Mortality in Acute
Respiratory Failure following Lung Resection

IGOR AURIANT, ANNE JALLOT, PHILIPPE HERVE, JACQUES CERRINA, FRANCOIS LE ROY LADURIE,
JEAN LAMET FOURNIER, BERNARD LESCOT, and FRANCOIS PARQUIN

Surgical Intensive Care Unit, Marie Lannelongue Surgical Center, Le Plessis Robinson, France

VNI post Op IRA

Mo NPPY NPPY
(n=24) (n =24
Mean £ 50  Mean =50 pValue*

Age, yr 63+9 58.9 +10 0.09
SAPS Il at ICU admission 168+x44 169+54 0.74 . . "y £
Pulmonary function testing VN I d I m I n u e Ia m O rtal Ite
FVC, % pred 93.2+178 1015+200 0.3
FEV), % pred B0 +19.7 785+186 0.7
TLC, % pred 1003181 977 +16.1 0.42
FRC, % pred 171 +£335 131 +£307  0.80 Pat
Predicted postoperative FEV,(%) 616 2159 617135  0.90
Arterial blood gases N=19 N=15
pH 7412003 742002 019 Mao-NPPY NPPY
Pac,, mmHg 787 £89  &75+268 019 (n=24) (n=2)
, Pﬂn:-:n;,lénumll-ljg - 94 +45 M42+133 0.4 Mean + SD Mean + 5D p Valug*
YpE 0 admission
Emergency admission 7 & 0.54 ETMV, n (%) 12 (50%) 5 (20.8%) 0.035
Days in ICU t!efn:nre inclusion 1715 2119 0.57 | In-hospital deaths, n (%) 9(37.5%) 3(12,5%) 0045 |
E’*E”;Ej;:f‘““” y y 05y lemgthoflQUsty M0 1665£236 052
Eilnbecmﬁy 3 0 014 Length of hospital stay, d 228+107 271 £195 0.61
Pheumonectomy 7 7 120 - d mortality, n (%) 9(37.5%) 3(12.5%) 0.045
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