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ABSTRACT

INTRODUCTION Lung cancer is the leading cause of death by cancer worldwide and has a high lethality. The best treatment for
patients with localized disease is anatomical surgical resection, granting good average survival in the long term. We did not find
Chilean studies focusing on complications, long term survival or potential association with pathological or clinical factors. The aim of
this work is to describe clinical characteristics, surgical complications and 5-to-10-year survival of a cohort of lung cancer patients
operated in the Clinical Hospital of University of Chile and explore possible prognostic factors influencing in it.
METHODS A 107 patient’s cohort of operated lung cancer patients in a single center from 2004 to 2015 was analyzed. We included
patients with curative intent surgery performed in our hospital and excluded non- primary lung cancer histology or biopsies analyzed
in other center. Clinical, perioperative and histopathologic data were collected. 5-10 year overall survival was determined and an
exploratory analysis of prognostic factors on survival was performed.
RESULTS We found 107 surgeries fulfilling criteria, with 27% morbidity and 5.6% and 6.5% mortality at 30 and 90 days, respectively. 5-
and 10-year overall survival was 44.7% and 32.3%, respectively. Univariate analysis found that gender, age, histology, disease stage,
loco-regional dissemination and postoperative complications were factors associated with survival. Multivariate analysis confirmed
that gender, age, loco-regional dissemination and postoperative complications were independent factors associated with survival.
CONCLUSIONS Surgical results of a cohort of patients operated in a Chilean center show that 30 and 90-days mortality aligned with
data reported worldwide. Overall survival in these selected patients is far better than reported in lung cancer patients. Risk factors
that may be screened in preoperative analysis were found, which could change prognosis. Those findings suggest that improving
preoperative evaluation could optimize patient selection to obtain better performance in surgical results and overall long-term
survival.
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INTRODUCTION
Lung cancer is the leading cause of death from lung cancer
worldwide [1] and has a high lethality, which translated into

a five-year survival of 10 to 20% for cases diagnosed in the
period from 2010 to 2014 [2]. In Chile, as of 2018, it is the
leading cause of cancer death, with a crude mortality rate of
18.4 per 100 000 population in 2021, displacing gastric cancer
(crude rate of 15.4 for the same year) [2–4]. It is a consensus
that one of the best alternatives for a patient with localized
non-small cell lung cancer is surgical treatment. Generally, this
involves anatomic lung resection (pneumonectomy, lobectomy,
or segmentectomy) plus lymphadenectomy, eventually followed
by chemotherapy or radiotherapy [4]. The morbimortality
of this type of surgery, which is not free of complications
both in the short and long term, has decreased notably in

* Corresponding author jgfernandez@uchile.cl
Citation Alfaro T, Canals A, Rivera E, Cardemil G, Clavero JM, Abiuso V,
et al  . Surgical outcomes, survival and prognostic factors in a cohort of
lung cancer patients operated at the University of Chile Clinical Hospital.
Medwave 2025;25(1):e2946
DOI 10.5867/medwave.2025.01.2946
Submitted Apr 30, 2024, Accepted Dec 19, 2024,
Published Jan 23, 2025
Postal address Santos Dumont 999, Independencia, Santiago, Chile

10.5867/medwave.2025.01.2946 Medwave 2025;25(1):e2946 Pg. 1 / 10

http://orcid.org/0000-0002-2528-1457
http://orcid.org/0000-0002-2687-2988
http://orcid.org/0009-0000-2599-2892
http://orcid.org/0009-0007-9692-0600
http://orcid.org/0009-0001-2949-4652
http://orcid.org/0000-0002-3850-0858
mailto:jgfernandez@uchile.cl
https://doi.org/10.5867/medwave.2025.01.2946
https://doi.org/10.5867/medwave.2025.01.2946


recent years, especially in developed countries. This is probably
due to a better preoperative study and patient selection,
the appearance of new surgical techniques, and the general
improvement of anesthetic and postoperative care [5]. Surgery
(when deemed appropriate for the patient) is considered the
procedure of choice in stage 1 and 2 non-small cell lung cancer,
being an exceptional option in stage 3 [4]. However, these
surgical procedures should be preceded by an extensive clinical,
functional, and imaging evaluation to determine the patient’s
cardiopulmonary status and surgical resectability [6]. When the
surgical risk outweighs the benefits, other ablative alternatives,
such as exclusive radiotherapy (stereotactic or traditional) or
a combination with systemic treatment (chemotherapy or
targeted therapies), can be chosen [4].

Both surgery and immediate postoperative management
are highly complex processes and are ideally performed by
well-trined teams with the appropriate technological equip-
ment [7]. In Chile, although there are few detailed studies, one
performed in a cohort of patients confirmed with non-small cell
lung cancer between 2007 and 2011 found that only 34% of
patients were diagnosed in stages 1 and 2 [8], while another
cohort between 2010 and 2019 did so in 13.7% of cases. In
that cohort, resective surgery could be performed in only 14.7%
of patients [9]. Lung cancer in 2019 began to be covered by
the General Regime of Explicit Health Guarantees. This health
regulatory instrument implemented in Chile in 2005 guarantees
access, timeliness, quality, and financial protection in providing
services for 85 prioritized health problems by 2024 [10].

To our knowledge, there are no published studies on
complications and long-term survival after surgical treatment
in Chilean health centers in patients operated on with curative
intent. In this context, the present work aims to describe
the clinical characteristics and perioperative complications,
including 30 and 90-day mortality, and five and 10-year survival
of a cohort of patients operated on at the Hospital Clínico de la
Universidad de Chile (a university hospital in the Metropolitan
Region). We also explore prognostic factors that may influence
long-term survival in this cohort, specifically age, sex, histology,
stage, level of regional spread, and the presence of postopera-
tive complications.

METHODS
The present study corresponded to a retrospective, observa-

tional cohort design. A cohort of 107 patients operated on for
primary non-small cell lung cancer with curative intent between
2004 and 2015 in our institution was analyzed. The database
analyzed corresponds to a registry of patients initiated in 2004,
where 176 patients evaluated by the thoracic surgery team of
our center were incorporated. Inclusion criteria were considered
to be all patients operated on with curative intent, regardless of
whether this could be completed. Exclusion criteria were: biopsy
processed in another center where the pathologic stage and
histologic variety could not be known (16 patients excluded);
histology other than primary lung cancer (41 patients excluded);
and those patients operated with non-curative objectives (12
patients excluded).

Clinical variables at diagnosis were recorded in the data-
base: age (in years), sex (assigned at birth, male or female),
comorbidities (self-reported hypertension, diabetes mellitus 2,
coronary heart disease, chronic obstructive pulmonary disease,
pulmonary fibrosis, and others), smoking, and clinical staging
with brain, chest and abdominal CT scans. Smoking habit was
quantified with the index of cigarette packs per year, which
reports the number of packs of cigarettes smoked in a lifetime.
An index of one implies one pack (20 cigarettes) per day for
one year. Tumor staging was performed based on the 7th
or 8th edition of the Tumor, Node, Metastases (TNM) system
of the International Union Against Cancer [11]. The investiga-
tors retrospectively updated this to the 8th version [12] when
appropriate. The date of surgery was also noted.

In addition, some operative variables were retrospectively
recorded by electronic chart-based follow-up. These varia-
bles were the type of approach (thoracotomy or minimally
invasive surgery), type of resection (lobectomy, pneumonec-
tomy, segmentectomy, bilobectomy, sleeve lobectomy, wedge
resection, unresected and other), type of lymph nodal resection
(sampling, lobe-guided lymphadenectomy or mediastinal
lymphadenectomy), operative time in minutes, complications
according to severity (Clavien-Dindo classification), and hospital
stay in days.

The histological types were determined according to the
World Health Organization (WHO) 2021 classification [13],
and the histological subtypes according to that proposed by
the International Association for the Study of Lung Cancer

MAIN MESSAGES

• Lung cancer is highly lethal in Chile and Latin America.
• Surgery is the best strategy to increase survival in early stages, but it has high morbimortality rates, and there are very

few data on its results in Latin American countries.
• In this study, we show the long-term survival and clinical characteristics of a cohort of 107 lung cancer patients who were

operated with curative intent.
• Some limitations of this work are the insufficient number of cases for some variables, a potential risk of bias due to the

sample size of convenience sampling, and the possible underreporting of variables such as smoking.
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(IASCL), the American Thoracic Society (ATS) and the European
Respiratory Society (ERS) [14].

The date of death was determined using data from the Civil
Registry and Identification Service, and 30- and 90-day mortality
was also recorded. Overall survival was estimated from the
date of surgery to August 31, 2020 (the date of completion of
follow-up for this study) or to the date of death in the case of
deceased patients. The specific cause of death was not recorded,
as this information was not available from the Civil Registry and
Identification Service.

Our primary response variable was the time between surgery
and death or the last follow-up date. We performed an
exploratory analysis of possible prognostic factors based on
predictor variables of interest (sex, age, histology, regional
dissemination, complications, and package index per year)
according to clinical criteria, quality, and number of cases of the
information recorded. Therefore, relevant clinical variables such
as comorbidities had to be excluded from this analysis.

First, a descriptive univariate analysis of the absolute
frequencies of the variables of interest was performed. Secondly,
the survival curve was estimated using the Kaplan-Meier
method, considering the period between the surgery date and
the death or last follow-up. The comparison of different groups
(tumor classification, metastasis dissemination, and histological
types) was performed using the log-rank test. A Cox regression
model was used to evaluate potential prognostic factors. The
proportional hazards assumption was checked using graphical
visualization and a proportional hazards test. The following
prognostic variables were included in the univariate model: sex,
age, histology (recategorized into adenocarcinoma, low-grade
carcinoid, squamous and undifferentiated), stage, level of
regional dissemination (N0, N1, and N2 or N3) and presence
of complications (dichotomous variable yes/no). The Hosmer
- Lemeshow screening criterion was applied (i.e., starting by
fitting a model with all variables with significance level p <
0.25 in the univariate analysis) [15], in addition to expert clinical
judgment.

Data processing and statistical analysis were performed with
R studio version 4.0.2 and Stata v16 software.

This work was approved by the Scientific and Human
Research Ethics Committee of the Hospital Clínico Universidad
de Chile.

RESULTS
A total of 107 patients underwent surgery at our institution

between 2004 and 2015 who met the inclusion criteria: 52 men
(48.6%) and 55 women (51.4%). The median age was 63 years
(range 20 to 82 years). The most frequent comorbidities were
arterial hypertension (24.2%), chronic obstructive pulmonary
disease (13%), and type 2 diabetes mellitus (9.4%). Of the total
number of patients, 13 (12.5%) had a previous diagnosis of
another cancer, of which one was a previous lung cancer. In
addition, 70 patients had a smoking habit (defined as more
than 100 cigarettes in a lifetime; 65.4%), either active or quit.

The clinical presentation of the patients was asymptomatic in
30.8% of cases. Of the symptomatic patients, 29.2% consulted
for cough. The characterization of the patients is presented in
Table 1.

The main surgical approach (Table 2) was thoracotomy, with
90 surgeries performed by this route (84.1%) and 17 with
minimally invasive techniques (15.9%). Of these, three were
converted to open surgery (17.6%). The first minimally invasive
surgery was performed in 2012. Of the type of resections
performed, 85 were lobectomies and bilobectomies (78.4%),
eight pneumonectomies (7.5%), seven anatomic segmentecto-
mies (6.5%), and nine others (8.4%). Of the total, 29 patients
(27.1%) presented postoperative complications (Table 3), of
which 11 were major (Clavien-Dindo type III: 5, IV: 6). A total
of 7 patients were reoperated (6.5%). The median hospital stay
was 8.6 days. Mortality at 30 days was 5.6% (6 patients), and
at 90 days, 6.5% (7 patients). tables 2 and 3 detail the surgical
aspects and postoperative evolution of the patients in the series.

Table 4 shows the clinical and pathological stages determined
after surgery. Of the total number of patients, three were
classified as stage 0 (2.8%), 37 as stage I (41.8%), 35 as stage
II (32.7%), 31 as stage III (28.9%) and one as stage IV (0.9%).
The most frequent histological types (Table 5) were adenocarci-
noma (48.6%) and squamous carcinoma (31.8%). Details of the
staging (clinical and pathological) and histology of the patients
are presented in tables 4 and 5.

The overall survival of the cohort of operated patients was
44.7% (95% confidence interval: 36.2 to 55.3) at 5 years and
32.3% (95% confidence interval: 23.7 to 44.2) at 10 years (Figure
1).

Significant differences were observed in the survival of
patients according to their sex, as well as in the histologic
variety, the pathologic stage of the tumors, and the presence
of postoperative complications. According to the pathological
stage at the time of surgery, overall survival at five years was
100% for patients in stage 0 (n = 3), 60.4% in stage I (n = 37),
37.7% in stage II (n = 35), 28.1% in stage III (n = 31) and 0% in
stage IV (n = 1).

Figure 2 shows the survival curves by sex, histology, stage
(excluding stage 0 and IV), and postoperative complications.

The univariate analysis (Table 6) found that, of the factors
explored, those that could affect survival were sex, age, tumor
histology, stage of disease, level of regional dissemination, and
the presence of postoperative complications.

Multivariate analysis (Table 7) confirms that sex, age,
regional dissemination level, and postoperative complications
are independently associated with survival.

DISCUSSION
In this work, we present the surgical results and long-term

survival of a cohort of patients operated on for lung cancer with
curative intent at the Hospital Clínico de la Universidad de Chile.
Our findings allow us to report an overall survival of 44.7% at
five years, as well as a 90-day mortality of 6.5% after surgery. In
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addition, we characterized the patients in relevant clinical and
surgical aspects, including tobacco exposure, clinical presenta-
tion, hospital stay, complications, and perioperative mortality.

Surgery with curative intent for lung cancer, which most
of the time involves a major lung resection, is a procedure
with high morbimortality and prolonged postoperative stay.
In our series, more than 90% of the surgeries were lobectomy
or even major resection, and 90-day mortality exceeded 5%
(similar to that described in other international series) [16,17],
and major complications are seen in more than 25% of patients.
Although an important component of morbidity and mortality

Table 1. Clinical characteristics of the cohort of lung cancer patients.

Variables N %

Gender
Male 52 48.6
Female 55 51.4
Age (median, range) 63 20 to 82

Comorbidities

COPD 14 13.1
Arterial hypertension 27 24.2
Coronary heart disease 4 3.7
Pulmonary fibrosis 2 1.9
Diabetes mellitus type 2 10 9.4
Other 50 46.7
Smoking a 70 65.4
PPI (median, range)
PPI in smokers 27 1 to 90

PPI categorized

1 to 10 19 27.9
11 to 20 12 17.7
21 to 30 13 19.1
31 to 40 13 19.1
More than 40 11 16.2

COPD: chronic obstructive pulmonary disease.PPI: pack-year cigarette
packs index.
aMore than 100 cigarettes in a lifetime.
Patients operated on with curative intent at the Hospital Clínico de la
Universidad de Chile from 2004 to 2015.
Source: Prepared by the authors based on the study results.

is related to comorbidities [18], other factors are linked to the
magnitude of lung resection and unexpected intraoperative (or
early postoperative) complications [19]. Our study shows that
the presence of complications is an independent factor that
worsens the 5-year survival of the patients studied. For example,
in the first years of this study, our center did not have the carbon
monoxide diffusion test or the cardiopulmonary test. Both tests
are widely used in preoperative evaluations [20]. Preoperative
cardiopulmonary rehabilitation of patients was also not widely
used, which could be a cause of the relatively high frequency of

Table 3. Characterization of postoperative complications.

Complications N %

Total complications 29 27.1

Type of complication
Prolonged air leak (> 7 days) 4 3.7
Respiratory failure 2 1.9
Pneumonia 2 1.9
Pulmonary thromboembolism 3 2.8
Intraoperative hemorrhagic shock 2 1.9
Pleural empyema w/bronchopleural fistula 2 1.9
Pleural empyema w/bronchopleural fistula 4 3.7
Atelectasis 1 0.9
Pleural effusion 1 0.9
Intraoperative cardiorespiratory arrest 1 0.9
Hemothorax 1 0.9
Residual cavity 1 0.9
Acute pulmonary edema 1 0.9
Acute myocardial infarction 1 0.9
Delirium 1 0.9
Peritonitis 1 0.9
Atrial fibrillation 1 0.9
Reinterventions 7 6.5

Type of reinterventions

Laparotomy 1 0.9
Pleurodesis by videothoracoscopy 1 0.9
Thoracotomy 5 4.7

Data from the cohort of lung cancer patients operated on with curative
intent at the Hospital Clínico de la Universidad de Chile, period from
2004 to 2015.
Source: Prepared by the authors based on the study results.

Table 2. Characterization of surgical technique and average operative time.

Surgical approach n %

Thoracotomy 90 84.1
Minimally invasive techniques 17 15.9
Conversion 3/17 17.6
Type of surgery Average surgery time (minutes)
Lobectomy 81 75.7 156
Pneumonectomy 8 7.5 212
Segmentectomy 7 6.5 171
Bilobectomy 4 3.7 222
Sleeve lobectomy 4 3.6 210
Wedge resection 3 2.8 137
Without resection 1 0.9 45
Other 1 0.9

Data from the cohort of surgically treated lung cancer patients with curative intent at the Hospital Clínico de La Universidad de Chile, from 2004 to 2015.
Source: Prepared by the authors based on the study results.
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Table 4. Distribution of clinical and pathological stage after surgery.

Clinical stage N %

I 50 47
IA1 1 0.9
IA2 16 14.9
IA3 17 15.8
IB 16 14.9
II 29 27
IIA 8 7.5
IIB 21 19.6
III 28 26
IIIA 23 25.2
IIIB 4 3.7
IIIC 1 0.9
IV 0 0
IVA 0 0
IVB 0 0

Pathological stage n %

0 3 2.8
I 37 41.8
IA1 2 1.9
IA2 16 14.9
IA3 8 7.5
IB 11 10.3
II 35 32.7
IIA 9 8.4
IIB 26 24.3
III 31 28.9
IIIA 26 24.3
IIIB 4 3.7
IIIC 1 0.9
IV 1 0.9
IVA 1 0.9
IVB 0 0

Data from the cohort of lung cancer patients operated on with curative
intent at the Hospital Clínico de la Universidad de Chile, period from
2004 to 2015.
Source: Prepared by the authors based on the study results.

Table 5. Distribution of cases according to histologic type of tumor.

Histological type N %

Adenocarcinoma 52 48.6
Histological subtypes (n = 52)
AIS1 3 5.7
Acinar 19 35.8
Mucinous 14 26.4
Papillary 11 20.8
Micropapillary 4 7.5
Lepidic 1 1.9
Squamous 34 31.8
Poorly differentiated2 15 14.0
Carcinoid3 6 5.6

1AIS: adenocarcinoma in situ. 2 Adenosquamous plus large cell
neuroendocrine carcinoma plus large cell carcinoma. 3 Typical plus
atypical.
2

Data obtained in the cohort of operated patients.
Source: Prepared by the authors based on the study results.

complications and postoperative mortality. This should motivate
surgical teams to make a more meticulous selection of patients
who undergo this type of surgery.

Concerning survival, in Chile, the existing cancer population
registries have estimated survival rates in patients with lung
cancer in the range of 5.5% at five years and 3.8% at 10 years
in the period from 1998 to 2012 [21]. The superior survival
rates observed in our study (although lower than in other
international studies where five-year survival rates of up to
57.5% have been reported [22]) would be related to selecting
patients with a better prognosis when operated with curative
intent. Indeed, other studies in Chilean centers have documen-
ted survival rates of 46.1% at three years [8], including non-
resective surgery. Other Chilean series have documented 5-year
survival rates of 20.1% for non-small cell lung cancer [9]. In the
latter series, survival showed a great improvement in patients
who underwent surgery with curative intent (71%), although
follow-up was calculated differently, and the patient groups
were not comparable [9]. At the international level, there is also
consistency in our results with other series of patients, although
extrapolation is limited. For example, the potential negative
association (the lower the level of dissemination, the longer the
survival) between survival and the level of regional dissemina-
tion (hilar or mediastinal lymph nodes) in surgical outcomes has
been reported previously [16], as has the association between
male sex and certain histologies (non-adenocarcinoma) with
worse prognosis [22]. Although the number of patients is too
few (which manifests itself in wide confidence intervals) to
make more conclusive analyses, the association is statistically
significant in multivariate analysis and is clinically relevant.
This is especially noticeable concerning the level of regional
dissemination.

In the anatomo-pathological study of the samples, some
new trends observed in international studies [23] are appreci-
ated, such as the predominance of adenocarcinomas and the
appearance of small tumors, even smaller than one centimeter,
minimally invasive, or non-invasive. It is noteworthy that almost
40% of the operated patients were stage 1, which generally
corresponds to imaging findings. This aligns with the intensive
use of chest computed tomography in the study of cardiopul-
monary diseases [24] and also highlights that more than 30% of
patients were staged at stage 3, mostly due to lymphonodal
involvement of the mediastinum. Lymphonodal involvement
was the most relevant factor when assessing long-term survival,
which aligns with what has been reported in the international
literature [25].

As previously mentioned, it is relevant to highlight that at
the time of surgery in the center in question, these patients did
not have advanced non-invasive (positron emission tomogra-
phy-computed tomography) or invasive (mediastinoscope or
endobronchial ultrasound) methods of mediastinal evaluation.
In recent years, staging with positron emission tomography-
computed tomography as a minimum has become standard
and the criteria for invasive staging [26]. This makes it necessary
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to highlight the importance of hospital cancer registries and
their continuity over time to help evaluate the new strategies
implemented and case management in hospitals [27].

Finally, it should be noted that most centers that manage
lung cancer at the national level do not have methodologies
for evaluating the mediastinum or specific instruments for

Figure 1. Overall survival of lung cancer patients with surgical treatment.

In gray, the corresponding confidence intervals are plotted.
Source: Prepared by the authors based on the study results.

Figure 2. Overall survival of operated patients according to pathologic stage.
(A), sex (B), Histology, (C) perioperative complications (D).

Source: Prepared by the authors based on the study results.
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measuring cardiopulmonary capacity. This is very relevant, given
that the ministry guidelines included in the Universal Access
with Explicit Health Guarantees plan for lung cancer are being
updated [28].

Our study has several limitations:

1. Since the cause of death was not available, we report
overall survival, which is not directly attributable to
cancer.

2. The number of patients is low for some of the analysis
categories, which had to be regrouped according to
clinical criteria. For the same reason, some potential
predictor variables were not included in the analysis,
such as the presence of comorbidities.

3. In this study, we did not determine a sample size. We
used convenience sampling [29] since it corresponds to
all registered cases of patients who opted for curative
surgery in this center. These patients may have definite
characteristics that select them for such a procedure (for
example, less associated comorbidity) and particular

Table 7. Multivariate analysis of prognostic factors for survival.

Variables Categories HR (95% CI) P value

Gender Female 1
Male 2.41 (1.44 to 4.01) 0.001

Age (years) 1.04 (1.01 to 1.07) 0.003
Regional dissemination N0 1

N1 3.22 (1.86 to 5.57) <0.0005
N2 o N3 2.75 (1.22 to 6.17) 0.014

Complications No 1
Yes 2.34 (1.4 to 3.91) 0.001

CI: confidence interval.HR: hazard ratio.
Data obtained from patients who underwent lung cancer surgery;
regional dissemination level was selected over stage to avoid collinearity
of the variables.
Source: Prepared by the authors based on the study results.

socioeconomic characteristics not registered that may
motivate their care in our center, generating a potential
selection bias of the patients studied. However, we
intend to describe this cohort of patients rather than
generalize the results.

4. Relevant variables such as the cigarette pack-year rate
were inconsistent with what was expected (lower
survival the higher the pack-year rate), so it was not
included in the multivariate analysis. This could suggest
an underreporting of smoking in our registry (for
example, other reports indicate the presence of smoking
in up to 86% of patients [8]).

Despite these limitations, the present study allows us to
report the surgical results observed in a cohort of 107 patients
operated on with curative intent with a follow-up of more
than 10 years, findings not previously reported in our country.
This may motivate similar studies, allowing us to account for
differences in the evolution after surgery in different establish-
ments and analyze changes over time in these characteristics.
The progressive inclusion of diagnostic tests allows for a better
selection of patients and improved surgical technique after the
period analyzed. All these elements could modify post-surgical
mortality and reduce its complications, increasing survival.

CONCLUSIONS
In summary, this work shows that surgical treatment of lung

cancer in a Chilean university center is capable of achieving
higher survival rates than those reported for patients with
lung cancer in general, and this may be due to a selection of
patients with better prognosis. Given the mortality at 30 and 90
days, a systematic cardiopulmonary function study and a more
intensive staging (particularly for regional N2 dissemination)
may improve discrimination of patients with a higher preopera-
tive risk.

Table 6. Univariate analysis of prognostic factors for survival.

Variables Categories HR (95% CI) P value

Gender Female 1
Male 2.01 (1.24 to 3.25) 0.005

Age (years) 1.03 (1.01 to 1.06) 0.012
Histology Adenocarcinoma 1

Low grade carcinoid 0.21 (0.029 to 1.56) 0.128
Squamous 2.4 (1.38 to 4.04) 0.002
Undifferentiated 3.97 (2.01 to 7.84) < 0.0005

Stage Stage 0 or 1 1
Stage 2 2.16 (1.2 to 3.92) 0.011
Stage 3 or 4 2.46 (1.34 to 4.53) 0.004

Regional dissemination N0 1
N1 2.37 (1.41 to 3.98) 0.001
N2 o N3 3.12 (1.44 to 6.77) 0.004

Complications No 1
Yes 2.35 (0.42 to 3.88) 0.001

CI: confidence interval.HR: hazard ratio.
Data from patients operated on for lung cancer. HR for age is interpreted as an increase in risk for each additional year.
Source: Prepared by the authors based on the study results.
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In this sense, it is essential that centers treating lung cancer
in Chile (and, by extension, in other Latin American coun-
tries) incorporate technologies such as the carbon monoxide
lung diffusion test, cardiopulmonary test, positron emission
tomography-computed tomography, along with endobronchial
ultrasound to optimize results and improve the use of resources.
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Resultados quirúrgicos, sobrevida y factores pronósticos de
una cohorte de pacientes con cáncer pulmonar operados en
el Hospital Clínico de la Universidad de Chile

RESUMEN

INTRODUCCIÓN El cáncer pulmonar es la primera causa de muerte por cáncer a nivel mundial, con una alta letalidad. El mejor
tratamiento para pacientes con enfermedad localizada es la resección anatómica, que logra buenas sobrevidas promedio a largo
plazo. En Chile no encontramos estudios enfocados en esta cirugía en términos de complicaciones, sobrevida a largo plazo, ni
su potencial asociación con factores clínicos o patológicos. El objetivo de este trabajo es describir las características clínicas,
complicaciones perioperatorias y sobrevida a 5 y 10 años de una cohorte de pacientes con cáncer pulmonar, operados en el Hospital
Clínico de la Universidad de Chile, así como explorar posibles factores pronósticos que inciden en ella.
METODOLOGÍA Se analizó una cohorte de 107 pacientes con cáncer pulmonar operados desde el año 2004 hasta 2015 en un solo
centro. El criterio de inclusión fue cirugía de intención curativa realizada en nuestro hospital. Los criterios de exclusión fueron cirugías
con otra intención, biopsia no concordante con cáncer primario pulmonar o analizada en otro centro. Se registraron datos clínicos,
perioperatorios e histopatológicos. Se estimó la sobrevida global a 5 y 10 años, y se realizó un análisis exploratorio de posibles
factores pronósticos que pudieran incidir en la sobrevida.
RESULTADOS Se realizaron 107 cirugías que cumplieron el criterio. Se registró 27% de complicaciones con mortalidad de 5,6% a 30
días y 6,5% a 90 días. La sobrevida global fue de 44,7% a cinco años y 32,3% a 10 años. El análisis univariado mostró que factores con
efecto en la sobrevida son sexo, edad, histología del tumor, estadio de la enfermedad, nivel de diseminación regional y la presencia
de complicaciones postoperatorias. El análisis multivariado confirma que sexo, edad, nivel de diseminación regional y complicaciones
postoperatorias se asocian de manera independiente a sobrevida.
CONCLUSIONES Los resultados quirúrgicos de una cohorte de pacientes operados en un centro chileno muestran una mortalidad a
30 y 90 días similar a otras reportadas en la literatura internacional. La sobrevida global en estos pacientes seleccionados es mucho
mayor a la reportada para pacientes con cáncer pulmonar en general. Se encontraron factores de riesgo eventualmente pesquisables
en el estudio preoperatorio, que podrían cambiar el pronóstico. Estos hallazgos sugieren que mejorar la evaluación preoperatoria,
permitiría optimizar la selección de pacientes para obtener mejores resultados quirúrgicos y de sobrevida a largo plazo.
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