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Abstract

Background
Obstructive Sleep Apnea Syndrome (OSAS) is a frequent but often underdiagnosed condition, impacting
patient health, especially during the postoperative period. This study aims to evaluate the prevalence of
sleep apneas and hypopneas in patients scheduled for thoracic surgery.

Method
This prospective, single-center study was conducted at the University Hospital of Tours in France. Over a
12-week period, 81 patients scheduled for thoracic surgery were contacted. Evaluation was based on the
STOP-Bang questionnaire, the Epworth Sleepiness Scale, and Body Mass Index (BMI) in combination
with cardiovascular risk factors. Patients identified as being at high risk of sleep apneas and hypopneas
were referred for polysomnography. We also assessed postoperative complications in our patient cohort
as a secondary endpoint.

Results
Of 81 patients, 31 were excluded and 50 completed the screening process. 13 (26%) underwent home
polysomnography, and 10 (77% of those tested) were newly diagnosed with OSAS needing continuous
positive airway pressure (CPAP) therapy during sleep. Overall, 18 patients (22%) across the cohort (n = 
81) had OSAS needing (CPAP); 8 previously diagnosed and 10 identified through screening and treated
with CPAP before surgery. One year later, 50% of patients stopped their treatment.

Conclusion
Systematic preoperative screening for sleep apneas and hyponeas in thoracic surgery patients is
feasible and reveals a high rate of undiagnosed cases. Integration of targeted screening into structured
care pathways, such as the Enhanced Recovery After Surgery (ERAS) protocol, may represent a practical
and clinically relevant strategy to optimize perioperative management of sleep disordered breathing in
this high-risk population.

Introduction
Obstructive sleep apnea Syndrome (OSAS) is a common but frequently underdiagnosed condition,
affecting up to 20% of the adult population. The prevalence of treated OSAS in France is estimated at
approximately 3–4%(1), suggesting that a substantial proportion of cases remains undiagnosed. Some
studies suggest that up to 90% of affected individuals are still undiagnosed(2)(3).
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The disorder results from intermittent, partial or complete upper airway collapse during sleep. These
events result in micro-arousals, hypoxemia, hypercapnia, and intrathoracic pressure fluctuations, which
collectively contribute to heightened sympathetic nervous system activation(4). The typical daytime
symptoms of OSAS include sleepiness, fatigue, headaches, and associated neurological and social
disturbances(5).

In addition to increased prevalence with age(6), OSAS is also associated with male sex, obesity, alcohol
consumption, and smoking(7).

Literature shows that untreated sleep apnea increases the risk of postoperative complications across all
surgical fields, particularly cardiopulmonary complications such as myocardial infarction, and re-
intubation(8). Furthermore, undiagnosed OSAS is associated with an increased incidence of
postoperative hypoxia, transfers to intensive care units, longer hospital stays(9) and higher risk of opioid-
induced respiratory depression due to increased sympathetic nervous system stimulation (10). Also,
cardiopulmonary complications are common after thoracic surgery(11).

Therefore, we sought to evaluate the prevalence of undiagnosed sleep apnea in patients scheduled for
thoracic surgery. The objective of this study is to assess the relevance of a systematic preoperative
screening strategy for obstructive sleep apnea, considering the impact of this frequently underdiagnosed
condition on postoperative complications.

Methods
This was a prospective, monocentric epidemiological study conducted in the thoracic surgery
department of the Tours University Hospital in France. The primary outcome was the proportion of
screened patients in whom CPAP therapy was newly initiated before surgery. Secondary outcome was
the feasibility of an OSAS preoperative screening for thoracic surgery patients. 

All patients consecutively scheduled for thoracic surgery (including pulmonary, mediastinal, pleural, and
chest wall procedures) between December 16, 2024, and March 6, 2025, were contacted by phone to
collect the data required for screening.

OSAS was defined, according to the American Academy of Sleep Medicine criteria(12), by the presence
of either criterion A or B associated with criterion C:

A. Excessive daytime sleepiness not explained by other factors

B. At least two of the following symptoms, also not explained by other causes: loud and frequent
snoring, choking or gasping during sleep, non-restorative sleep, daytime fatigue, difficulty concentrating,
nocturia (more than one urination per night)

C. Polysomnographic or polygraphic criteria: apneas + hypopneas ≥ 5 per hour of sleep (apnea-hypopnea
index [AHI] ≥ 5).
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Exclusion criteria were age under 18 years, a prior diagnosis and treatment of sleep apnea, a negative
polysomnography within the past two years, refusal to participate, or failure to respond to phone calls.

After giving their informed consent, patients were screened using either the internationally validated
questionnaires STOP-Bang score and Epworth Sleepiness Scale (13)(14). 

In addition to the two questionnaires, patients with obesity (BMI ≥ 30 kg/m²) associated with
cardiovascular risk factors (Arrhythmia, Smoking, High blood pressure, Dyslipidemia, Diabetes) , or those
with class II obesity (BMI ≥ 35 kg/m²) regardless of comorbidities, were considered at high risk for
undiagnosed obstructive sleep apnea (OSA) and were referred for polysomnography at the discretion of
the anesthesiology and thoracic surgery teams. 

Questionnaire scores were calculated from patients’ responses during a telephone interviews. The
STOP-Bang questionnaire (Table 1) consists of eight items assessing snoring, daytime fatigue,
witnessed apneas, treated hypertension, BMI > 35 kg/m², age > 50 years, male sex, and increased neck
circumference (> 41 cm for women, > 43 cm for men). We used a modified seven-item STOP-Bang
questionnaire because the neck circumference criterion was not being used due to the telephone
format. 

Patients with a STOP-Bang score of 5 to 7 were classified as high risk for obstructive sleep apnea and
were referred for polysomnography. 

The Epworth Sleepiness Scale (Table 2) assesses the likelihood of dozing off in eight common daily
situations (e.g., reading, watching TV, in public places, as a passenger, etc.). A score of 10 or higher was
considered pathologic and prompted polysomnography.

BMI and cardiovascular risk factors were obtained from preoperative surgical and anesthetic
consultation records and were supplemented by information collected during the phone calls.

Table 1: STOP-BANG score
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STOP BANG

Do you snore loudly at night? Body Mass Index (BMI) ≥ 35 kg/m²

Do you often feel tired, fatigued, or sleepy
during the daytime?

Age > 50 years

Has anyone observed you stop breathing
during your sleep?

Neck circumference > 41 cm (female) or > 43 cm (male)
=> not used in our study 

Are you being treated for high blood
pressure?

Male gender

Low risk: Total score of 0 to 2, Intermediate risk: Score of 3 to 4,

High risk: Score of 5 to 7, or STOP ≥ 2 and male gender, or STOP ≥ 2 and BMI > 35 kg/m², or STOP ≥ 2
and neck circumference > 40 cm

Table 2: Epworth sleeping scale            

How likely are you to nod off or fall asleep in the following situations, in contrast to feeling just tired? 

Score: Never-0, Slight chance-1, Moderate chance-2, High chance-3

While reading a document? 

While watching television or a movie?

Sitting inactive in a public place (e.g., waiting room, theater, classroom, conference...)?

As a passenger in a car or public transport (train, bus, plane, subway...) for at least one hour without
a break?

Lying down to rest in the afternoon when circumstances permit?

Sitting and talking to someone (including on the phone)?

Sitting quietly after a meal without alcohol? 

While stopped for a few minutes in traffic while driving?

Most polysomnography recordings were carried out by CA. However, two patients opted to undergo the
examination with their referring pulmonologists. All tests were conducted at the patients’ homes,
according to standardized protocols, and included one night of monitoring.

The severity of obstructive sleep apnea syndrome (OSAS) were assessed based primarily on the Apnea-
Hypopnea Index (AHI), together with the clinical presentation, including excessive daytime sleepiness
after exclusion of alternative causes. 

In accordance with the clinical guidelines of the French Pulmonology Society (15)(16), initiation of
nocturnal continuous positive airway pressure (CPAP) therapy was indicated for the following situations:
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AHI > 15-30 / h (moderate OSAS) with cardiovascular/respiratory comorbidities or excessive
daytime sleepiness

AHI > 30 / h (severe OSAS), regardless of symptoms 

A suggestive symptom profile, including severe and daily snoring, choking episodes, nocturia, night
sweats, morning headaches, morning fatigue, and daytime sleepiness

Additional criteria: sleep fragmentation with a micro-arousal index > 10/h, and nocturnal
desaturation on polysomnography

Postoperative complications in the 50 patients who completed screening and in the eight patients who
were already receiving CPAP at initial contact were also retrospectively recorded. A one-year follow-up of
patients treated with CPAP was also conducted.

Data were analyzed descriptively. Continuous variables are reported as mean and range, and categorical
variables as number and percentage. No inferential comparison of postoperative outcomes was
planned.

Results
Among the 81 patients initially contacted, 31 were excluded for the following reasons: 12 declined to
participate in the screening process, 7 did not respond to phone calls, 8 were already receiving treatment
for a previously diagnosed OSAS, and 4 had a negative sleep study within the past two years (Figure 1). 

The 50 included patients had a mean age of 63 years (range: 20-82). The cohort consisted of 27 women
(54%) and 23 men (46%). Of the 50 screened patients, 13 (26%) underwent nocturnal polysomnography.
Among these 13 patients: 7 had a STOP-Bang score ≥ 5, 5 had an Epworth score ≥ 10, 6 had a BMI above
the screening threshold. Notably, 3 patients met both the STOP-Bang and Epworth criteria, while 2 had
both a high STOP-Bang score and a BMI above threshold.

Of the 13 patients identified for further investigation based on initial phone screening, all of them had
polysomnography and 10 (77%) were diagnosed with obstructive sleep apnea requiring CPAP therapy
both pre- and postoperatively by their pulmonologist. Among those, 2 patients had an AHI < 30/h but had
multiple nocturnal desaturations and (ODI 45/h and 25/h) and a micro-arousal index > 10/h and were
prescribed CPAP by the referral pulmonologist. The remaining three patients had mild OSA and did not
meet the criteria for CPAP initiation. Thus, among the 50 patients who completed the screening
process, 10 (20%) ultimately required CPAP therapy. Across the entire cohort of 81 patients initially
contacted, 18 (22%) were identified as having OSAS requiring nocturnal CPAP therapy, including 8 with
a prior diagnosis and 10 newly diagnosed through this screening strategy.

Table. 3: Post operative complications during hospitalization
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Post operative
complication during
hospitalisation 

Newly diagnosed
OSAS with CPAP
prescribed 

(n= 10) 

No newly identified
indication for
CPAP (n= 40)

Diagnosed patient with
OSAS using CPAP
before the study (n = 8)

Fever/Infection 0 5 (12.5%) 0

Post operative O2 needed
> 48 hours 

1 (10%) 4 (10%) 0

Cardiovascular 0 0 0

Respiratory
decompensation

0 1 (2.5%) 0

Regarding postoperative outcomes during hospitalization, among the 10 patients newly diagnosed with
OSAS and treated with CPAP following screening, only one patient required postoperative
oxygenotherapy for more than two days, while the remaining nine patients had no postoperative
complications In the group of 40 screened patients without newly identified indication for CPAP therapy,
more than 2 days postoperative oxygenotherapy was required in four patients (for 3 to 6 days), five
patients developed postoperative fever or infection (2 patients with fever needed O2 therapy), and one
patient required close monitoring in the intensive care unit due to respiratory decompensation. Among
the eight patients with previously diagnosed OSAS who were already treated with CPAP before inclusion
in the study, no postoperative complications were observed (Table. 3). 

At 1-year follow-up, 5 patients (50%) decided to discontinue CPAP (2 because of postoperative pain and
3 due to discomfort related to the equipment). 1 patient (10%) died, while 4 patients (40%) chose to
continue nocturnal CPAP (Table4).

Table 4: Screening Results, Polysomnography Findings, and One-Year Follow-up of Patients Evaluated for
Severe Obstructive Sleep Apnea
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Patients STOP
BANG 

Epw-
orth

BMI and CV risk
factors

Polysomnography
results for OSAS 

CPAP  1 year follow
up 

1 5        7 36 AHI 37/H, ODI
20/h, MEI 47/h

Yes  Remained
on CPAP

2 6 9 45,
diabetes, hypertension

AHI 10/H, ODI
45/h, MEI 23/h

Yes Remained
on CPAP

3 6 9 24 AHI 58
/h, MEI 28/h

 

Yes Discontinued
CPAP

4 5 4 30, HTA, dyslipidemia AHI 59/h, ODI 4/h,
snoring 274/h,
MEI 46/h,

Yes Discontinued
CPAP

5 6 10 22 AHI 43/h, ODI
36/h, MEI 35/h

Yes Discontinued
CPAP

6 4 10 27 AHI 7/h, MEI 15/h No /

7 5 11 25 AHI 34/h, ODI
27/h, MEI 22/h

Yes Deceased

8 4 9 36, smoker AHI 38/h, ODI
32/h, MEI 15/h

Yes Discontinued
CPAP

9 1 11 23 AHI 5/h; MEI 14/h No /

10 4 7 31, hypertension AHI 32/h, ODI =
29/h, MEI = 11/h 

Yes Remained
on CPAP

11 3 9 30, Coronary
stent, hypertension

AHI 27/h, ODI
25/h, MEI 13/h

Yes Discontinued
CPAP

12 2 14 26 AHI 5/h, MEI 26/h No /

13 5 2 28 AHI 31/H, ODI
25/h, MEI 18/h

Yes Remained
on CPAP

AHI: Apnea-Hypopnea Index, ODI: Oxygen Desaturation Index, MEI: Micro-arousal (Micro-
Electroencephalographic Arousal) Index, BMI: Body Mass Index (kg/m2)

Discussion
This study demonstrates that 20% of patients without a prior diagnosis of OSAS, who were evaluated
preoperatively for thoracic surgery, were found to have OSAS requiring CPAP therapy. In total, among the
81 patients initially contacted, 22% (18/81) had an indication for CPAP therapy. This prevalence is
markedly higher than that of the general French adult population, in which only 2.3% are currently treated
with CPAP (17). This discrepancy underscores a higher prevalence of sleep-related breathing disorders
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among patients undergoing thoracic surgery, likely attributable to underlying risk factors, such as
tobacco use, that are more frequent in this population.

At present, research specifically addressing OSAS in the context of thoracic surgery remains limited.
Nevertheless, several studies have explored OSAS in broader surgical populations. Finkel et al. evaluated
more than 2,000 patients undergoing preoperative assessment and found that 23.7% were at high risk
for OSAS, with 81% of diagnoses established during the preoperative evaluation (2). In specific surgical
populations such as bariatric surgery, the prevalence of OSAS can reach up to 70% (18)(19),
underscoring the importance of targeted screening in high-risk groups. Considering in one hand that
untreated OSAS increases postoperative cardiopulmonary complications (8)(9), and in the other hand
that the main complications after thoracic surgery are cardiopulmonary, and following this study
showing that more than 20% of our patient are suffering from OSAS, there is a potential benefit of
implementing systematic preoperative screening for OSAS in candidates for thoracic surgery. These
results echo earlier studies which have demonstrated a high prevalence of undiagnosed OSAS (20) and
emphasized the value of early identification in at-risk patients.

The main limitations of this study include its relatively small sample size (81 patients) and its single-
center design. Additionally, a potential underestimation bias may have occurred due to the exclusion of
the neck circumference variable from the STOP-Bang score (because the questionnaire was
administered by phone). With the positivity threshold maintained at a score of 5, this omission could
have led to an underestimation of the number of patients eligible for polysomnography. Notably, 11
patients (22% of the 50 analyzed) had a STOP-Bang score of 4 and could have reached the screening
threshold if neck circumference had been assessed.

Although limited by the small sample size, postoperative outcomes appeared favorable in patients with
newly diagnosed or previously treated OSAS receiving CPAP therapy, whereas postoperative respiratory
complications and infections were mainly observed in patients without diagnosed OSAS, suggesting that
systematic screening and perioperative management may contribute to reducing postoperative
morbidity in this population. Also, underdiagnosed OSAS may have contribute to limit the power of some
studies assessing non invasive ventilation after thoracic surgery(21).

However, statistical analysis were not designed to answer this question, already well documented in
literature (8–10). Here we only described postoperative outcomes of our consecutive patients.

Inversely, there is a possible overdiagnosis bias, leading to an overtreatment, considering the low rate of
therapeutic observance of our cohort one year later.

The questionnaires used in this study are non-invasive and easy to administer, making them well suited
for integration into the preoperative care pathway for thoracic surgery patients, as in our center. The
Enhanced Recovery After Surgery (ERAS) protocol may play a key role in facilitating rapid screening,
diagnosis and treatment of OSAS. This patient-centered approach aims to optimize pre-, peri-, and
postoperative care through improved coordination between surgical, anesthetic, and allied health teams.
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Incorporating targeted sleep apnea screening into the ERAS pathway for thoracic surgery appears to be
both practical and promising. Beyond its well-established benefits in reducing complications and
shortening hospital stays(22), the ERAS pathway also represents an effective lever for implementing
preventive measures and targeted screening strategies. It offers a valuable opportunity to address cross-
cutting health issues such as sleep apnea within the perioperative management of surgical patients. Our
study was made possible by establishing a rapid access screening pathway using polysomnography,
which was essential in the management of patients with oncological conditions.

Conclusion
Systematic screening for obstructive sleep apnea and its therapeutic management in the preoperative
setting of thoracic surgery is feasible, even within the tight timelines imposed by oncologic procedures.
This strategy is supported by the 20% rate of newly diagnosed cases in our study, particularly given the
well-documented perioperative benefits of nocturnal non-invasive ventilation in patients with OSAS. The
development of a dedicated care pathway should therefore be encouraged to optimize perioperative
outcomes in this high-risk population.

Declarations
Ethics approval and consent to participate: This prospective, single-center observational study was
conducted at Tours University Hospital, France. Postoperative outcomes were subsequently collected
from the patients’ medical records. 

Before undergoing the preoperative telephone screening, all participants received information about the
study and provided verbal informed consent to participate. The investigator documented each
participant’s consent at the time of the telephone interview. Personal health data were processed in
accordance with applicable French data-protection regulations and the requirements of the Commission
Nationale de l’Informatique et des Libertés (CNIL)- National Committee of Information and Freedom.

Consent for publication: Not applicable.

Availability of data and materials: The datasets generated and analysed during the current study are not
publicly available because of participant confidentiality and applicable data-protection requirements.

Competing interests: The authors declare that they have no competing interests.

Funding: No financial support was received.

Authors’ contributions: 

AM: collected and analysed the data, interpreted the results, and drafted the manuscript. 

AL: conceived, designed, and supervised the study, and review the manuscript. 

Page 10/14



CA: coordinated most of the polysomnographic assessments and contributed to the interpretation of the
findings and patient follow-up.

CP: helped collecting the data

BL, LL, LP, AL: reviewed the manuscript.

Acknowledgment: The authors thank all the patients who participated in this study. During the
preparation of this manuscript, the authors used ChatGPT 5.5 (OpenAI) solely for translation and
grammatical editing. All generated content was reviewed and edited by the authors, who take full
responsibility for the final content of the manuscript.

References
1. Balagny P, Vidal-Petiot E, Renuy A, Matta J, Frija-Masson J, Steg PG, et al. Prevalence, treatment and

determinants of obstructive sleep apnoea and its symptoms in a population-based French cohort.
ERJ Open Res. mai 2023;9(3):00053‑2023. doi:10.1183/23120541.00053-2023 PubMed PMID:
37228279; PubMed Central PMCID: PMC10204811.

2. Finkel KJ, Searleman AC, Tymkew H, Tanaka CY, Saager L, Safer-Zadeh E, et al. Prevalence of
undiagnosed obstructive sleep apnea among adult surgical patients in an academic medical center.
Sleep Medicine. 1 août 2009;10(7):753‑8. doi:10.1016/j.sleep.2008.08.007

3. Young T, Evans L, Finn L, Palta M. Estimation of the clinically diagnosed proportion of sleep apnea
syndrome in middle-aged men and women. Sleep. sept 1997;20(9):705‑6.
doi:10.1093/sleep/20.9.705 PubMed PMID: 9406321.

4. Clinical Guideline for the Evaluation, Management and Long-term Care of Obstructive Sleep Apnea in
Adults. J Clin Sleep Med. 15 juin 2009;5(3):263‑76. PubMed PMID: 19960649; PubMed Central
PMCID: PMC2699173.

5. Nagappa M, Wong J, Singh M, Wong DT, Chung F. An update on the various practical applications of
the STOP-Bang questionnaire in anesthesia, surgery, and perioperative medicine. Current Opinion in
Anaesthesiology. 4 janv 2017;30(1):118. doi:10.1097/ACO.0000000000000426 PubMed PMID:
27898430.

6. Edwards BA, O’Driscoll DM, Ali A, Jordan AS, Trinder J, Malhotra A. Aging and Sleep: Physiology and
Pathophysiology. Semin Respir Crit Care Med. oct 2010;31(5):618‑33. doi:10.1055/s-0030-1265902
PubMed PMID: 20941662; PubMed Central PMCID: PMC3500384.

7. Gomase VG, Deshmukh P, Lekurwale VY. Obstructive Sleep Apnea and Its Management: A Narrative
Review. Cureus. 15(4):e37359. doi:10.7759/cureus.37359 PubMed PMID: 37182079; PubMed
Central PMCID: PMC10174073.

8. Abdelsattar ZM, Hendren S, Wong SL, Campbell DA, Ramachandran SK. The Impact of Untreated
Obstructive Sleep Apnea on Cardiopulmonary Complications in General and Vascular Surgery: A

Page 11/14



Cohort Study. Sleep. 1 août 2015;38(8):1205‑10. doi:10.5665/sleep.4892 PubMed PMID: 25761980;
PubMed Central PMCID: PMC4507725.

9. Kaw R, Pasupuleti V, Walker E, Ramaswamy A, Foldvary-Schafer N. Postoperative complications in
patients with obstructive sleep apnea. Chest. févr 2012;141(2):436‑41. doi:10.1378/chest.11-0283
PubMed PMID: 21868464.

10. Chaudhry RA, Zarmer L, West K, Chung F. Obstructive Sleep Apnea and Risk of Postoperative
Complications after Non-Cardiac Surgery. J Clin Med. 26 avr 2024;13(9):2538.
doi:10.3390/jcm13092538 PubMed PMID: 38731067; PubMed Central PMCID: PMC11084150.

11. Rotman JA, Plodkowski AJ, Hayes SA, Groot PM de, Shepard JAO, Munden RF, et al. Postoperative
complications after thoracic surgery for lung cancer. Clinical Imaging. 1 sept 2015;39(5):735‑49.
doi:10.1016/j.clinimag.2015.05.013

12. Sleep-related breathing disorders in adults: recommendations for syndrome definition and
measurement techniques in clinical research. The Report of an American Academy of Sleep
Medicine Task Force. Sleep. 1 août 1999;22(5):667‑89. PubMed PMID: 10450601.

13. Nagappa M, Liao P, Wong J, Auckley D, Ramachandran SK, Memtsoudis S, et al. Validation of the
STOP-Bang Questionnaire as a Screening Tool for Obstructive Sleep Apnea among Different
Populations: A Systematic Review and Meta-Analysis. PLoS One. 2015;10(12):e0143697.
doi:10.1371/journal.pone.0143697 PubMed PMID: 26658438; PubMed Central PMCID:
PMC4678295.

14. Gonçalves MT, Malafaia S, Moutinho Dos Santos J, Roth T, Marques DR. Epworth sleepiness scale: A
meta-analytic study on the internal consistency. Sleep Med. sept 2023;109:261‑9.
doi:10.1016/j.sleep.2023.07.008 PubMed PMID: 37487279.

15. Escourrou P, Meslier N, Raffestin B, Clavel R, Gomes J, Hazouard E, et al. Quelle approche clinique et
quelle procédure diagnostique pour le SAHOS ? Revue des Maladies Respiratoires. oct
2010;27:S115‑23. doi:10.1016/S0761-8425(10)70017-6

16. Portier F, Orvoen Frija E, Chavaillon JM, Lerousseau L, Reybet Degat O, Léger D, et al. Traitement du
SAHOS par ventilation en pression positive continue (PPC). Revue des Maladies Respiratoires. 1 oct
2010;Recommandations pour la pratique clinique sur la prise en charge du syndrome d’apnées
hypopnées obstructives du sommeil de l’adulte27:S137‑45. doi:10.1016/S0761-8425(10)70019-X

17. Mandereau-Bruno L, Léger D, Delmas MC. Obstructive sleep apnea: A sharp increase in the
prevalence of patients treated with nasal CPAP over the last decade in France. PLoS One. 12 janv
2021;16(1):e0245392. doi:10.1371/journal.pone.0245392 PubMed PMID: 33434230; PubMed
Central PMCID: PMC7802947.

18. Hallowell PT, Stellato TA, Schuster M, Graf K, Robinson A, Crouse C, et al. Potentially life-threatening
sleep apnea is unrecognized without aggressive evaluation. The American Journal of Surgery. 1
mars 2007;193(3):364‑7. doi:10.1016/j.amjsurg.2006.09.022 PubMed PMID: 17320536.

19. Obstructive Sleep-Related Breathing Disorders in Patients Evaluated for Bariatric Surgery | Obesity
Surgery [Internet]. [cité 1 mai 2025]. Disponible sur:

Page 12/14



https://link.springer.com/article/10.1381/096089203322509228

20. Communiqué : SAOS: le bon traitement pour le bon patient. SFRMS [Internet]. [cité 1 mai 2025].
Disponible sur: https://www.sfrms-sommeil.org/recherche-2/actualite-scientifique/communique-
saos-le-bon-traitement-pour-le-bon-patient/

21. Lorut C, Lefebvre A, Planquette B, Quinquis L, Clavier H, Santelmo N, et al. Early postoperative
prophylactic noninvasive ventilation after major lung resection in COPD patients: a randomized
controlled trial. Intensive Care Med. 1 févr 2014;40(2):220‑7. doi:10.1007/s00134-013-3150-2

22. Nelson DB, Mehran RJ, Mena GE, Hofstetter WL, Vaporciyan AA, Antonoff MB, et al. Enhanced
recovery after surgery improves postdischarge recovery after pulmonary lobectomy. The Journal of
Thoracic and Cardiovascular Surgery. 1 mai 2023;165(5):1731-1740.e5.
doi:10.1016/j.jtcvs.2022.09.064 PubMed PMID: 36404141.

Figures

Page 13/14



Figure 1

Flow Chart of the Preoperative Screening Process for OSAS in Thoracic Surgery Patients
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