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Figure 2. (a) Computed tomography, performed in January 2002, revealing a
pleural tumor adjacent to the right superior and inferior seament. (b) Com-
puted tomography, performed in May 2002, revealing evident growth of this
tumor.

to that observed for patients with a single thoracotomy. Four-
quier et al, (7) reported the same result. These reports suggest
that repeat metastasectomies are warranted. In this case, the
repeated metastasectomies were safe and uneventful, and the
patient is doing well, with no signs of further recurrence.

Poor prognosis following incomplete resection of RCC pul-
monary metastasis has been reported. Pfannschmidt et al. (3)
showed a 5-year survival rate of 22.1% in patients with incom-
plete resection as compared to 41.5% in patients with complete
resection. Fourquier et al. (7) reported that one among five
patients with incomplete resection survived for more than 3
years. However, Jett et al. reported that no difference in sur-
vival was detected in patients undergoing complete resection
versus incomplete resection or biopsy only (8). Due to these
contradictory reports, the role of resection of pulmenary RCC
metastases remains unclear.

Pulmonary metastases of RCC with a long interval after
nephrectomy have occasionally been reported. To our knowl-

Figure 3. (a) The features of the tmor cells are similar to the previously
resected pulmonary metastasis of renal cell carcinoma (Hematoxylin-eosin).
(b) Resected lung tumor diagnosed as compatible with metastatic renal cell
carcinoma to the lung (Hematoxylin-eosin) (1).

edge, there have been five cases with an interval of 20 years or
more (Table 1). Froehner et al. (9) reported a case 20 years
after nephrectomy. Jett et al. (8) reviewed their patients, and
the maximum interval between nephrectomy and pulmonary
resection was 20.5 years. The patient prognosis was not
described. Donaldson et al. (10) reported a patient with two
pulmonary metastases 24 years after nephrectomy. They per-
formed a left lower lobectomy and right pulmonary wedge
resection. A skin metastasis developed the next year, and the
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Table 1. Time interval of 20 years or more between nephrectomy and resection of pulmonary metastases

Authors Interval (years) Proynosis

Froehner M et al. (9) 20 Patient without RCC for 18 months
Jett JR et al. (8) 20.5 Not described

Donaldson JC et al. (13) 24 Patient died with RCC 2 years later
Brac¢ham RR et al, (11} 25 Patient died with RCC | year later
Yoshikawa K et al. (12) 28 Patient without RCC for 4 years

patient died of RCC 2 years after the lung resection. Bradham
et al. (11) described a patient with pulmonary metastases 23
years after nephrectomy. Since the tumor had spread, only a
part of it was removed for pathological confirmation. The
patient died of RCC one year later. In a Japanese report having
an English abstract, a 28-year interval was described. The
patient was doing well without signs of further recurrence 4
years after resection of the metastatic lesion (12). Friedel et al.
(2) reported that patients with a disease-free interval (DFI) of
48 months or more achieved a 5-year survival of 46% as com-
pared to 26% for those with a DFI of less than 43 months.
Pfannschmidt et al. (3) concluded that a long DFI was a favor-
able prognostic factor in cases of pulmonary RCC metastasis.
The 5-year survival rate in patients with a DFI of more than 23
months was 47% as compared to 24.7% in patients with a DFI
of 23 months or less. Cerfolio et al, (4) reported that patients
with DFL more than 3.4 years had better survival rates. How-
ever, the prognostic information in patients with a DFI of 20
years or more (Table 1) raises a question regarding the role of
the resection of RCC metastatic lesions. Two of the four cases
with prognosis and description died of RCC following a rela-
tively short course after resection of the metastasis. The other
two were free of disease but for a relatively short follow-up
period. In the present case, although, the left pulmonary metas-
tases remained dormant for 10 years, the right pleural metasta-
sis demonstrated a rapid growth. Longer DFI does not always
imply slow tumor growth or absence of other metastases.

MeNichols et al. reported that late RCC metastases are often
combined with rapid disease progression (13). Late relapses
after nephrectomy and prolonged stabilization of disease in the
absence of systemic treatment and rare spontaneous regres-
sions may suggest that host immune mechanisms are important
in regulating tumor growth (14). However, these mechanisms
have not yet been fully explored.

In conclusion, the literature data and lack of efficient thera-
peutic alternatives has lead to aggressive surgical resection of
pulmonary RCC metastases being the treatment of choice.
However, the true role of resection in management of pulmo-
nary metastatic RCC, especially in patients with a very long
DFI, is still unclear.
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perioperative antibiotic prophylaxis, surgical site infection, pulmonary surgery
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Fig. 1 Our prophylactic antibiotic guideline sheet is
combined with the case report form and is
filed in the ward chart. Residents are
required to fill in and submit the form upon a
patient’s discharge.
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CEZ 64 cases 1%
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EPIPC 2 cases
OCAZ 1 case
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Fig. 2 Frequency of additional antibiotics.

One day Two days
Three ddys M Four days or more
@ Zero (CEZ 4g/day)

Fig. 3 Medication days of additional antibiotics.
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surgeon

O CEZ 1g b.i.d. only B Additional antibiotics (+) |

Fig. 4 Frequency of additional antibiotics accord-
ing to surgeons.
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Table 1 Patients profile.

CEZlgbid. only Additional antibiotics (+)  p Value
n=166 (%) n=71 (%)

Gender

Male 87 (52) 53 (75)

Female 79 (48) 18 (25) N.S
Age (yn)

Median 62 63

Range 29-82 26-85 N.S
Thoracic disease

Lung cancer 116 (70} 57 (80)

Metastatic lung tumor 26 (16) 7 (10)

Mediastinal tumor 7(4) 2(3)

Others 17 (10 5(7 N.S
Operative approach

Posterolateral 107 (65) 57 (80)

Anterolateral 17 (10) 8 (11

VATS 12(7 1(1

Median 5(3 1(1)

Others 25 (15) 4(7 N.S
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Prophylactic antibiotic guidelines for respiratory surgery

Kazuhito Funai*®, Junji Yoshida, Satoshi Shiono, Kazuya Takamochi*
Mitsuyo Nishimura, Kanji Nagai

Department of Thoracic Oncology, National Cancer Center Hospital East, Chiba, Japan
* Department of Surgery I, Hamamatsu Medical University, Hamamatsu, Japan

The prophylactic antibiotic guidelines for respiratory surgery were showed in 2001 as a special edition of the
Journal of Japan Surgical Society. The guideline recommended second-generation cephalosporin or penicillin
antibiotic agent administered for 3 to 4 days following surgery.

We considered this dosage to be excessive for routine practice. We prospectively applied a guideline of
administering cefazolin right before and three hours after respiratory surgery and reviewed the safety and validity.
By April 2003, we had applied the guidelines in 237 consecutive patients. Of these, 166 patients were treated under
our guidelines, while 71 patients received additional antibiotics based on the guidelines’ exception rules: patients with
excess sputum or body temperature over 38.5%C on the first postoperative day. There were no guideline-related
adverse events,

In conclusion, prophylactic cefazolin twice on the day of respiratory surgery was safe and valid.



