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Abstract
In this study, we developed a clinical prediction model for hypercapnia during one-lung ventilation for
lung surgery by machine learning. We analyzed the cases and intraoperative blood gases of 348 patients
who had undergone lung surgery at Jiangxi Cancer Hospital from November 2019 to June 2021. We
analyzed the factors that independently influence hypercapnia during one-lung ventilation for lung
surgery by selecting the best variables through a combination of random forest and logistic regression
stepwise selection (Step AIC). Thereafter, we used these factors to construct logistic regression models
and a nomogram. Receiver operating characteristic curves were used to measure the predictive accuracy
of the nomogram and its component variables, and the predictive probabilities of the nomogram were
compared and calibrated by calibration curves. We used bootstrap to verify the internal validation method
to judge the reliability of the model, and we employed decision curve analysis (DCA) for clinical decision
analysis. The independent influencing factors for hypercapnia during one-lung ventilation for lung
surgery were age, gender, and one-lung ventilation position. We established the hypercapnia during one-
lung ventilation for lung surgery logistic regression model: −5.421 + 0.047 × age + 1.8 × gender (=1) +
0.625 × one-lung ventilation position (=1). The prediction accuracy probability of the nomogram is 0.7457
(95% confidence interval [0.6916, 0.7998]). The prediction model showed good agreement between the
calibration curve and the ideal predicted value, and bootstrap internal validation showed the area under
the curve was 0.745 and the C-index was 0.742. DCA indicated that the model has some clinical value. In
this study, three independent influences on hypercapnia during one-lung ventilation were established. We
constructed an individualized model for predicting hypercapnia during one-lung ventilation for
pulmonary surgery, as well as the first internally validated predictive model and nomogram for
hypercapnia during one-lung ventilation for pulmonary surgery, both of which have good predictive and
calibration properties and can provide some clinical guidance value.

Introduction
Lung cancer is the leading cause of cancer-related deaths in North America and other developed
countries1. Lung cancer deaths account for the highest number of cancer-related deaths in the United
States, with an average five-year survival rate of 15%2. Surgical resection plays a very important role in
the treatment of lung cancer3. To enable surgical resection, it is necessary to cause the affected lung to
atrophy, but unilateral lung atrophy cannot be achieved without the technical support of one-lung
ventilation. One-lung ventilation techniques are widely used in thoracic surgery, including lung surgery,
esophageal surgery, and mediastinal surgery 4. As the advantages of one-lung ventilation became
apparent, the technique started to be widely used in areas other than thoracic surgery5. However, some
side effects are inevitable with the use of one-lung ventilation. When switching from two-lung to one-lung
ventilation, intrapulmonary shunts increase and oxygenation decreases, which can raise the probability of
hypoxemia6. A retensioned and atrophied lung at the end of one-lung ventilation can lead to ischemia–
reperfusion injury, causing additional damage to the lung7. One-lung ventilation is also more likely to
elevate CO2 and more likely to lead to the development of hypercapnia. In a retrospective cohort study,
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hypercapnia was found to occur in 50% of children during one-lung ventilation8. Hypercapnia has a
protective effect on the lungs. In a study by Lee et al., hypercapnia was found to improve PaO2 and O2

carriage and oxygenation during one-lung ventilation9. Animal experiments revealed that hypercapnia
may achieve a reduction in ventilator-associated lung injury by attenuating inflammatory responses and
biochemical mechanisms of injury10. One study found that hypercapnia achieved lung protection by
inhibiting the NF-κB pathway in a variety of lung injury models11. However, hypercapnia also has certain
detrimental effects. Hypercapnia may impair alveolar epithelial cell function through a pH non-dependent
mechanism involving Na,K-ATPase endocytosis, thereby impairing the regression of pulmonary edema12.
It has been shown that persistent hypercapnia adversely affects patients with acute exacerbations of
chronic obstructive pulmonary disease13.

This suggests that hypercapnia has some clinical significance and research value. However, a predictive
model for hypercapnia during one-lung ventilation in pulmonary surgery has not been constructed, so our
research team chose to conduct an exploratory study on this topic. The aim of this study was to develop
a predictive model for hypercapnia during one-lung ventilation for pulmonary surgery, which will provide
some clinical guidance.

Methods
Data source

This study was a clinical review and analysis of 348 patients who had undergone lung surgery at Jiangxi
Cancer Hospital from November 2019 to June 2021. The surgical indications were as follows: patients
with occupying lesions in the lung, suspected malignant tumors, and in whom conservative treatment
was ineffective. The surgical procedures were performed by our senior surgeons, and the anesthetic
procedures were performed by our senior anesthesiologists. This study was conducted in accordance
with the Declaration of Helsinki. All data were anonymous and retrospective.This study was conducted in
accordance with relevant guidelines and regulations and was approved by the Medical Ethics Committee
of Jiangxi Cancer Hospital. Due to the retrospective nature of the study, the Medical Ethics Committee of
Jiangxi Cancer Hospital approved a waiver of the requirement for informed consent.

Inclusion and discharge criteria

Inclusion criteria were as follows: (1) greater than 18 years of age and less than 85 years of age. (2)
Patients with ASA classifications I–III. (3) Patients undergoing lung surgery.

The exclusion criteria were as follows: (1) Patients with ASA grade IV. (2) Patients with severe heart
failure. (3) Patients who are unable to breathe on their own, and patients on ventilator maintenance
therapy. (4) Patients in preoperative coma. (5) Patients with severe preoperative electrolyte imbalance
and acid-base imbalance.

Hypercapnia
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Hypercapnia is defined as meeting at least one of the following criteria: a partial pressure of carbon
dioxide (PaCO2) of ≥ 45 mmHg on ambulatory blood pressure monitoring, or a mean PaCO2 of ≥ 47

mmHg at night14. PaCO2 > 45 mmHg can be defined as hypercapnia15,16.

Data collection and study covariates

The following information were collected in this study as study variables and baseline information: (1)
age, (2) gender, (3) weight, (4) one-lung ventilation position, (5) one-lung ventilation time, (6) lung
function, (7) minute ventilation, and (8) PaCO2.

Screening of variables

Initially, variable screening was performed using random forest, an integrated approach that provides
estimates of predictive models and variable importance17. Random forest algorithms have been widely
used in various fields of medicine, playing roles in facilitating cardiovascular research18–20and also in the
field of cancer21. The best variables were then selected using logistic regression stepwise selection (Step
AIC)22.

Logistic regression model establishment and construction of nomogram

Multivariate logistic regression was used to filter and compare variables, and the most important
variables were selected by comprehensive random forest variable screening, from which the logistic
regression model and the nomogram were constructed. The nomogram was developed by integrating the
selected significant variables using the final logistic regression model. The nomogram can be fitted to the
probability of clinical events by combining key variables23.

ROC curves, calibration curves, and internal validation of models

The receiver operating characteristic (ROC) curve was used to measure the recognition ability of the
nomogram. Calibration plots were generated to check the predictive agreement between the probabilities
predicted by the nomogram and the actual results, and 1,200 bootstrap resamples were used in the
calibration curve. In the internal validation, bootstrap provided stable estimates with low bias and was
effective in predicting the internal validity of logistic regression24. It has also been used in clinical model
building; for example, bootstrapping served as an internal validation in a study on acquired premature
ejaculation25.

Clinical decision curve building

Subsequently, DCA was used to assess the clinical utility of the model. Clinical decision analysis can be
helpful in clinical settings to determine the pros and cons of decisions by predictive models26. DCA is
widely used in the medical field. For example, one study showed that in urology, DCA curves can serve as
a good judge of predictive models for decision making27.
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Statistical analysis

Nonparametric tests (Mann–Whitney U test or Kruskal–Wallis test) were used to analyze data with non-
normal distributions or heterogeneous variances. Categorical data were compared using Pearson’s chi-
squared tests. The statistical software used for data analysis and model construction was R for
Windows, version 4.131, and SPSS 25.

Ethics approval and consent to participate

This study was conducted in accordance with relevant guidelines and regulations and was approved by
the Medical Ethics Committee of Jiangxi Cancer Hospital. Due to the retrospective nature of the study, the
Medical Ethics Committee of Jiangxi Cancer Hospital approved a waiver of the requirement for informed
consent.

Results
Study enrollment analysis process

The flowchart for the enrollment of this study is shown in Fig. 1. In total, 400 patients underwent lung
surgery from November 2019 to June 2021, but 52 were unsuitable for this study due to severe electrolyte
imbalance (n = 3), severe acid–base imbalance (n = 3), severe heart failure (n = 1), and intraoperative
blood gas analysis not being performed (n = 45). The remaining 348 patients were included in the
experimental study, among whom 96 had hypercapnia and 252 had non-hypercapnia.

Table analysis of clinical baseline characteristics

Between the two patient groups, the differences in the following variables were statistically significant:
age (p = 0.001), weight (p = 0.01), gender (p = 0.001), one lung ventilation time (min) (p = 0.409), and
pulmonary function (p = 0.047) (Table 1).

Comprehensive variable screening and construction of logistic regression models

Random forest and preliminary variable screening were applied first. The results are shown in Fig. 2. A
larger value of MeanDecreaseAccuracy or MeanDecreaseGini reflects the higher importance of the
variable. MeanDecreaseAccuracy indicated that gender, age, one-lung ventilation position, minute
ventilation, one-lung ventilation time, weight, and pulmonary function had progressively decreasing
importance. MeanDecreaseGini indicated that age, weight, one-lung ventilation time, minute ventilation,
gender, one-lung ventilation position, and pulmonary function had progressively decreasing importance.

Through further analysis of variable selection using logistic regression analysis and stepwise (stepAIC)
selection, the best variables selected by stepwise (stepAIC) selection were gender, age, and one-lung
ventilation position. The first three quantities of MeanDecreaseAccuracy in random forest variable
selection were consistent. The logistic regression model constructed with gender, age, and one-lung
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ventilation position had an AIC of 363. The logistic regression model constructed with age, weight, and
one-lung ventilation time had an AIC of 393. The smaller the AIC value, the closer the estimated
probability distribution is to the true distribution, the more stable the model is, and the better the
prediction effect is. Therefore, the logistic regression model constructed with gender, age, and one-lung
ventilation position was the most stable model and had the best prediction effect.

Table 2 shows the OR values, 95% confidence intervals (CIs), and p-values for each variable in the logistic
regression model, where p < 0.05 is statistically significant. Figure 3(A) shows the visualization of the
forest plot for each variable. The following variables were independently predicted in the hypercapnia risk
model:

1. age (p = 0.002, OR = 1.047, 95% CI [1.016, 1.078]);

2. Gender = 1 (p < 0.001, OR = 5.693, 95% CI [2.844, 11.394]);

3. one-lung ventilation position = 1 (p = 0.019, OR = 1.888, 95% CI [1.111, 3.209]).

Hence, we constructed logistic regression models for these three variables. The OR values, 95% CIs, and
p-values of the screening variables in the final logistic, also shown in Table 3, were as follows:

1. age (p = 0.001, OR = 1.048, 95% CI [1.02, 1.078]);

2. gender = 1 (p < 0.001, OR = 6.051, 95% CI [3.209, 11.41]);

3. one-lung ventilation position = 1 (p = 0.019, OR = 1.868, 95% CI [1.106, 3.154]).

Figure 3(B) shows the visualization of the forest plot for the screening variables.

Combined with Table 4, the result of the Hosmer–Lemeshaw test of significance was > 0.05, indicating a
stable and well-fitting model.

The final established model is as follows:−5.421 + 0.047age + 1.8×gender (= 1) + 0.625×one-lung
ventilation position (= 1).

Construction of nomogram

The nomogram was constructed based on the final established logistic regression model. As shown in
Fig. 4, the nomogram contains all independent factors that can significantly affect hypercapnia from the
logistic regression model. A valid intuitive scoring scale was established based on the dominance ratio
(OR) values of the risk factors. By summing the scores associated with each variable, the probability of
hypercapnia can be predicted.

Results of the ROC curve and calibration curve

As shown in Table 5 and Fig. 5, the prediction of our constructed nomogram was 0.7457 (95% CI [0.6916,
0.7998]), which was higher than the prediction of any single factor in the nomogram (i.e., age, gender, and
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one-lung ventilation position), reflecting the good prediction of our nomogram. Furthermore, as shown in
Fig. 6, calibration curves indicated good agreement between the nomogram and the actual situation.

Internal validation

Bootstrap was used as the internal validation method. The number of iterations was 1000, the average
AUC was 0.745, and the average C-index was 0.742, showing that the model has good internal validation
results with good predictability and stability.

Clinical decision curve results

DCA was conducted for the nomogram including age, gender, and one-lung ventilation position, and the
results, shown in Fig. 7, indicate that the nomogram has some clinical benefit.

Discussion
Hypercapnia is often present in one-lung ventilation and has both pros and cons. Moderate hypercapnia
may be a favorable condition in some specific cases and may play a role in improving blood flow in
circulatory shock28. In patients with acute respiratory distress syndrome, low tidal volume ventilation with
permissive hypercapnia can play a role in reducing mortality29. It has been shown that hypercapnia can
affect the neuroelectrical activity of the brain30. In a clinical trial, hypercapnia was found to increase
myocardial blood flow to some extent31. There is also a negative side to hypercapnia, with some clinical
studies illustrating that in patients with acute respiratory distress syndrome, severe hypercapnia is an
independent risk factor and more likely to lead to death32. Mild hypercapnia has also been found to
impair microvascular function33. Elevated carbon dioxide levels can impair alveolar epithelial cell
function34. Therefore, it is important to screen the independent influencing factors affecting hypercapnia
and to construct a predictive model for hypercapnia during one-lung ventilation so that clinical guidance
on appropriate preventive measures can be developed.

In this study, the best variables were selected by random forest and logistic regression stepwise selection
(Step AIC), and the OR values of the variables were visualized by forest plots. Forest plots are widely used
in the field of meta-analysis since they allow data to be effectively visualized. For example, forest plots
have been utilized in studies on the risk of malaria infection and endemic Burkitt's lymphoma35, bladder
cancer36, and rheumatoid arthritis37. Next, logistic regression models were constructed by screening the
best variables. The final model was − 5.421 + 0.047age + 1.8 × gender (= 1) + 0.625 × one-lung ventilation
position (= 1).

The present study found factors associated with the occurrence of hypercapnia during one-lung
ventilation for lung surgery, which included age, gender, and one-lung ventilation position. The probability
of hypercapnia occurring during one-lung ventilation was positively correlated with age. In a study of
chronic obstructive pulmonary disease and hypercapnia, chronic obstructive pulmonary disease was
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found to occur at a greater age in the hypercapnia group38. It has been shown that the cerebral
vasodilatory response to hypercapnia decreases with increasing age, along with a decrease in prefrontal
cortex oxyhemoglobin39. Therefore, when dealing with older patients undergoing pulmonary surgery, we
need to consider some of the side effects of hypercapnia so that appropriate intraoperative management
and intraoperative ventilation measures can be taken to reduce the adverse effects of hypercapnia.
Gender is also an independent influencing factor in the occurrence of hypercapnia during one-lung
ventilation for lung surgery. It has been shown that young women have increased muscle sympathetic
activity during hypercapnia but an attenuated increase in ventilation per minute40. This suggests that
gender influences the effects of hypercapnia on sympathetic and chemoreceptors. In the current study, it
was found that male patients had a higher probability of hypercapnia during pulmonary surgery on a
single lung. The probability of hypercapnia was also found to be affected differently in the current study
when the left and right lungs were ventilated with one-lung ventilation. The probability of hypercapnia
was approximately 1.86 times higher in the left lung than in the right lung when one-lung ventilation was
performed. Few international studies have investigated the effect of one-lung ventilation in the left and
right lungs on the occurrence of hypercapnia, which is a new finding in the present study. We will further
elucidate the possible mechanism of the effect of one-lung ventilation position on the occurrence of
hypercapnia in a follow-up study.

We constructed a nomogram based on the key variables of the composite screening. The nomogram can
show the proportion of variables in the prediction model and the probability of the prediction model
through score visualization. Nomograms have been widely used in various fields of medicine, such as
colorectal cancer41, liver cancer42, lung cancer43, endometrial sarcoma44, and breast cancer45. The
prediction of our nomogram was 0.7457 (95% CI [0.6916, 0.7998]), reflecting a good predictive property.
The calibration curve plots indicated the constructed model was in good agreement with the actual
situation. We validated the model by internal validation using the bootstrap method; the number of
iterations was 1000, the average AUC was 0.745, and the average C-index was 0.742, showing that the
model had good internal validation results, with good predictive outcome and stability. Finally, we plotted
the DCA, which showed that the model had some clinical benefit. There were some limitations in this
experiment, and only internal validation of the model was performed, not external validation.

In conclusion, this study identified three independent influencing factors on the occurrence of
hypercapnia during one-lung ventilation for lung surgery, namely, age, gender, and one-lung ventilation
position. This study was the first to analyze the effect of left and right position of one-lung ventilation on
hypercapnia, finding that the left lung was more prone to hypercapnia during one-lung ventilation. The
nomogram of the prediction model was also established and shown to have good prediction and
calibration. In addition, DCA and clinical decision analysis were conducted. It is hoped that our predictive
model can assist with clinical decision making in the future.

Declarations
Data availability



Page 9/21

The datasets analysed during the current study are available from the corresponding author on
reasonable request.

Acknowledgements

This work was supported by the Key Research and Development Project of Jiangxi Province Science and
Technology Department (20203BBGL73176).We are thankful to the patients for agreeing to participate in
this research.

Author contributions

Huaping Xiao planned and supervised the research .Yiwei Fan,He contributed to conception and
design,data acquisition,and manuscript drafting.Ting Ye and Tingting Huan collected data.All authors
drafted the final manuscript.All authors read and approved the final manuscript.

Competing interests

The authors declare no competing interests.

References
1. Nooreldeen, R. & Bach, H. Current and Future Development in Lung Cancer Diagnosis. International

journal of molecular sciences 22, doi:10.3390/ijms22168661 (2021).

2. Collins, L. G., Haines, C., Perkel, R. & Enck, R. E. Lung cancer: diagnosis and management. American
family physician 75, 56–63 (2007).

3. Ujiie, H., Gregor, A. & Yasufuku, K. Minimally invasive surgical approaches for lung cancer. Expert
review of respiratory medicine 13, 571–578, doi:10.1080/17476348.2019.1610399 (2019).

4. Park, J. Y. Permissive hypercarbia and managing arterial oxygenation during one-lung ventilation.
Korean journal of anesthesiology 73, 469–470, doi:10.4097/kja.20597 (2020).

5. Bernasconi, F. & Piccioni, F. One-lung ventilation for thoracic surgery: current perspectives. Tumori
103, 495–503, doi:10.5301/tj.5000638 (2017).

6. Karzai, W. & Schwarzkopf, K. Hypoxemia during one-lung ventilation: prediction, prevention, and
treatment. Anesthesiology 110, 1402–1411, doi:10.1097/ALN.0b013e31819fb15d (2009).

7. Lohser, J. & Slinger, P. Lung Injury After One-Lung Ventilation: A Review of the Pathophysiologic
Mechanisms Affecting the Ventilated and the Collapsed Lung. Anesthesia and analgesia 121, 302–
318, doi:10.1213/ane.0000000000000808 (2015).

8. Templeton, T. W. et al. Hypoxemia in Young Children Undergoing One-lung Ventilation: A
Retrospective Cohort Study. Anesthesiology 135, 842–853, doi:10.1097/aln.0000000000003971
(2021).

9. Lee, J. H., Kim, Y., Mun, J., Lee, J. & Ko, S. Effects of hypercarbia on arterial oxygenation during one-
lung ventilation: prospective randomized crossover study. Korean journal of anesthesiology 73, 534–



Page 10/21

541, doi:10.4097/kja.19445 (2020).

10. Ismaiel, N. et al. Lung-Protective Ventilation Attenuates Mechanical Injury While Hypercapnia
Attenuates Biological Injury in a Rat Model of Ventilator-Associated Lung Injury. Frontiers in
physiology 13, 814968, doi:10.3389/fphys.2022.814968 (2022).

11. Contreras, M., Masterson, C. & Laffey, J. G. Permissive hypercapnia: what to remember. Current
opinion in anaesthesiology 28, 26–37, doi:10.1097/aco.0000000000000151 (2015).

12. Shigemura, M., Lecuona, E. & Sznajder, J. I. Effects of hypercapnia on the lung. The Journal of
physiology 595, 2431–2437, doi:10.1113/jp273781 (2017).

13. Murphy, P. B. et al. Effect of Home Noninvasive Ventilation With Oxygen Therapy vs Oxygen Therapy
Alone on Hospital Readmission or Death After an Acute COPD Exacerbation: A Randomized Clinical
Trial. Jama 317, 2177–2186, doi:10.1001/jama.2017.4451 (2017).

14. Michels, S. et al. Predictive parameters of early respiratory decline in amyotrophic lateral sclerosis.
European journal of neurology, doi:10.1111/ene.15486 (2022).

15. Son, J. S., Oh, J. Y. & Ko, S. Effects of hypercapnia on postoperative nausea and vomiting after
laparoscopic surgery: a double-blind randomized controlled study. Surgical endoscopy 31, 4576–
4582, doi:10.1007/s00464-017-5519-8 (2017).

16. Madotto, F. et al. Patterns and Impact of Arterial CO(2) Management in Patients With Acute
Respiratory Distress Syndrome: Insights From the LUNG SAFE Study. Chest 158, 1967–1982,
doi:10.1016/j.chest.2020.05.605 (2020).

17. Blanchet, L. et al. Constructing bi-plots for random forest: Tutorial. Analytica chimica acta 1131,
146–155, doi:10.1016/j.aca.2020.06.043 (2020).

18. Yang, L. et al. Study of cardiovascular disease prediction model based on random forest in eastern
China. Scientific reports 10, 5245, doi:10.1038/s41598-020-62133-5 (2020).

19. Hijazi, Z. et al. Screening of Multiple Biomarkers Associated With Ischemic Stroke in Atrial
Fibrillation. Journal of the American Heart Association 9, e018984, doi:10.1161/jaha.120.018984
(2020).

20. Ambale-Venkatesh, B. et al. Cardiovascular Event Prediction by Machine Learning: The Multi-Ethnic
Study of Atherosclerosis. Circulation research 121, 1092–1101, doi:10.1161/circresaha.117.311312
(2017).

21. Liu, Y. H., Jin, J. & Liu, Y. J. Machine learning-based random forest for predicting decreased quality of
life in thyroid cancer patients after thyroidectomy. Supportive care in cancer: official journal of the
Multinational Association of Supportive Care in Cancer 30, 2507–2513, doi:10.1007/s00520-021-
06657-0 (2022).

22. Li, D., Du, C., Zhang, J., Xing, Z. & Liu, J. Nomogram and a predictive model for postoperative
hemorrhage in preoperative patients of laparoscopic pancreaticoduodectomy. Scientific reports 11,
14822, doi:10.1038/s41598-021-94387-y (2021).

23. Balachandran, V. P., Gonen, M., Smith, J. J. & DeMatteo, R. P. Nomograms in oncology: more than
meets the eye. The Lancet. Oncology 16, e173-180, doi:10.1016/s1470-2045(14)71116-7 (2015).



Page 11/21

24. Steyerberg, E. W. et al. Internal validation of predictive models: efficiency of some procedures for
logistic regression analysis. Journal of clinical epidemiology 54, 774–781, doi:10.1016/s0895-
4356(01)00341-9 (2001).

25. Zhang, L. et al. Construction and internal validation of a prediction nomogram for acquired
premature ejaculation (APE) in PE patients. Andrology 9, 886–893, doi:10.1111/andr.12956 (2021).

26. Vickers, A. J. & Holland, F. Decision curve analysis to evaluate the clinical benefit of prediction
models. The spine journal: official journal of the North American Spine Society 21, 1643–1648,
doi:10.1016/j.spinee.2021.02.024 (2021).

27. Van Calster, B. et al. Reporting and Interpreting Decision Curve Analysis: A Guide for Investigators.
European urology 74, 796–804, doi:10.1016/j.eururo.2018.08.038 (2018).

28. Bigatello, L. & Pesenti, A. Respiratory Physiology for the Anesthesiologist. Anesthesiology 130,
1064–1077, doi:10.1097/aln.0000000000002666 (2019).

29. Brower, R. G. et al. Ventilation with lower tidal volumes as compared with traditional tidal volumes for
acute lung injury and the acute respiratory distress syndrome. The New England journal of medicine
342, 1301–1308, doi:10.1056/nejm200005043421801 (2000).

30. Wang, D. et al. Comparing the effect of hypercapnia and hypoxia on the electroencephalogram
during wakefulness. Clinical neurophysiology: official journal of the International Federation of
Clinical Neurophysiology 126, 103–109, doi:10.1016/j.clinph.2014.04.012 (2015).

31. Pelletier-Galarneau, M. et al. Effects of Hypercapnia on Myocardial Blood Flow in Healthy Human
Subjects. Journal of nuclear medicine: official publication, Society of Nuclear Medicine 59, 100–106,
doi:10.2967/jnumed.117.194308 (2018).

32. Nin, N. et al. Severe hypercapnia and outcome of mechanically ventilated patients with moderate or
severe acute respiratory distress syndrome. Intensive care medicine 43, 200–208,
doi:10.1007/s00134-016-4611-1 (2017).

33. Headid, R. J., 3rd et al. Impacts of prolonged sitting with mild hypercapnia on vascular and
autonomic function in healthy recreationally active adults. American journal of physiology. Heart and
circulatory physiology 319, H468-h480, doi:10.1152/ajpheart.00354.2020 (2020).

34. Briva, A. et al. High CO2 levels impair alveolar epithelial function independently of pH. PloS one 2,
e1238, doi:10.1371/journal.pone.0001238 (2007).

35. Kotepui, K. U. & Kotepui, M. Malaria Infection and Risk for Endemic Burkitt Lymphoma: A Systematic
Review and Meta-Analysis. International journal of environmental research and public health 18,
doi:10.3390/ijerph18115886 (2021).

36. Afshari, M., Janbabaei, G., Bahrami, M. A. & Moosazadeh, M. Opium and bladder cancer: A
systematic review and meta-analysis of the odds ratios for opium use and the risk of bladder cancer.
PloS one 12, e0178527, doi:10.1371/journal.pone.0178527 (2017).

37. Guan, S. Y. et al. Increased Circulating Pentraxin 3 Levels in Patients with Rheumatoid Arthritis: a
Meta-analysis. Current pharmaceutical design, doi:10.2174/1381612828666220614155037 (2022).



Page 12/21

38. Gumus, A., Ozyurt, S., Ozcelik, N. & Kara, B. Y. Prevalence of non-thyroidal illness syndrome in COPD
exacerbation and effect of hypoxaemia and hypercapnia on thyroid functions. The clinical
respiratory journal 14, 806–812, doi:10.1111/crj.13200 (2020).

39. Gatto, R., Hoffman, W. E., Mueller, M., Paisansathan, C. & Charbel, F. Age effects on brain oxygenation
during hypercapnia. Journal of biomedical optics 12, 062113, doi:10.1117/1.2804705 (2007).

40. Sayegh, A. L. C. et al. Sex differences in the sympathetic neurocirculatory responses to chemoreflex
activation. The Journal of physiology 600, 2669–2689, doi:10.1113/jp282327 (2022).

41. Lv, J. et al. A nomogram model for predicting prognosis of obstructive colorectal cancer. World
journal of surgical oncology 19, 337, doi:10.1186/s12957-021-02445-6 (2021).

42. Huo, T. I., Ho, S. Y. & Ko, C. C. Nomogram for surgical hepatocellular carcinoma: What have we
missed? Liver international: official journal of the International Association for the Study of the Liver
41, 3034–3035, doi:10.1111/liv.15071 (2021).

43. Jin, C. et al. A nomogram for predicting the risk of invasive pulmonary adenocarcinoma for patients
with solitary peripheral subsolid nodules. The Journal of thoracic and cardiovascular surgery 153,
462–469.e461, doi:10.1016/j.jtcvs.2016.10.019 (2017).

44. Wu, J. et al. A nomogram for predicting overall survival in patients with low-grade endometrial
stromal sarcoma: A population-based analysis. Cancer communications (London, England) 40, 301–
312, doi:10.1002/cac2.12067 (2020).

45. Li, Y. et al. A nomogram based on clinicopathological features and serological indicators predicting
breast pathologic complete response of neoadjuvant chemotherapy in breast cancer. Scientific
reports 11, 11348, doi:10.1038/s41598-021-91049-x (2021).

Tables
Table 1: Patient Baseline Characteristics Table



Page 13/21

 

Variables

 

Hypercapnia patients=1 

(N=96) 

Non-hypercapnia patients=0

(N=252)

p

age,(years) 63(56-68)   59(50-66)  0.001

weight 61.5(53-68.5)  57(52-65)  0.01

One.lung.ventilation.time(min) 172.5(120-210)  152(120-200)  0.409

minute ventilation（ml/min） 6000(5600-7162.5)  6000(5237.5-7125)  0.232

gender,n(%)      

female=0 14(14.6) 124(49.2) <0.001

male=1  82(85.4) 128(50.8)  

Pulmonary.function      

abnormal=1 25(26) 42(16.7) 0.047

normal=0 71(74) 210(83.3)  

one.lung.ventilation.position      

right=0 35（36.5） 117（46.4） 0.094

left=1 61（63.5） 135（53.6）  

Table 2: Variables in logistic regression analysis

Variables OR (95% CI)  P value

age 1.047(1.016-1.078) 0.002

gender(male:1 vs female:0) 5.693(2.844-11.394) <0.001

one.lung.ventilation.position 

(left:1 vs right:0)

1.888(1.111-3.209) 0.019

weight 1.025(0.995-1.055) 0.104

Pulmonary.function

(abnormal:1 vs normal:0)

1.271(0..658-2.455) 0.476

One.lung.ventilation.time 1.001(0.998-1.004) 0..437

minute.ventilation 1.000(1.000-1.000) 0.253
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Table 3: Screening variables in the final logistic regression analysis

Variables OR (95% CI)  P value

age 1.048(1.020-1.078) 0.001

gender(male:1 vs female:0) 6.051(3.209-11.410) <0.001

one.lung.ventilation.position 

(left:1 vs right:0)

1.868(1.106-3.154) 0.019

Table 4: Hosmer-Lameshaw test

Hosmer-Lameshaw test

步骤 卡方 自由度 显著性

1 5.245 8 .731

 

Table 5: The discriminative ability of the prediction model

Constituted variables AUC 95%CI

Age+gender+one.lung.ventilation.position 0.7457 0.6916-0.7998

age 0.612 0.551-0.673

gender 0.673 0.614-0.733

one.lung.ventilation.position 0.55 0.483-0.617

Figures
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Figure 1

See image above for figure legend.
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Figure 2

See image above for figure legend.
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Figure 3

See image above for figure legend.
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Figure 4

See image above for figure legend.
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Figure 5

See image above for figure legend.
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Figure 6

See image above for figure legend.
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Figure 7

See image above for figure legend.


