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Impact of Chronic Obstructive Pulmonary Disease in surgical outcomes of 

lung cancer patients undergoing curative intent surgery 

 
 
 
Abstract 
 
Introduction: Chronic Obstructive Pulmonary Disease (COPD) and lung cancer 

are prevalent diseases worldwide that coexist in a  significant number of patients, 

largely due to their common risk factors. The best treatment for lung cancer 

remains curative intent surgery, however concomitant COPD holds an additional 

challenge. The aim of this paper is to review the available literature on the 

outcomes that a COPD patient faces after surgery in terms of complications and 

survival, as well as the impact on their pulmonary function. 

Methods: With the following query: COPD AND ("Lung Cancer" OR "Lung 

Neoplasm") AND ("Postoperative Complications" OR "Surgical Outcomes") we 

identified 282 articles on Pubmed and Scopus. After screening, 39 articles were 

included in the review. 

Results/Discussion: The most common complications that a COPD patient faces 

after surgery are pneumonia, air leak, atrial fibrillation and atelectasis. 

Furthermore, survival rates of these patients may be diminished. Nevertheless, 

certain patients with emphysematous changes may experience an improvement 

of their pulmonary function after surgery, due to the volume reduction effect. 

Conclusion: COPD carries worse outcomes to patients requiring lung cancer 

resection surgery. A careful selection of the eligible patients helps to achieve 

good results both in terms of complications and survival. 

 

 

 

Keywords: Pulmonary Disease, Chronic Obstructive; Lung Neoplasms; 

Postoperative Complications 
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Resumo 
 
Introdução: A doença pulmonar obstrutiva crónica (DPOC) e a neoplasia do 

pulmão são doenças extremamente prevalentes no mundo. Estas coexistem 

num elevado número de doentes, o que pode ser explicado pelos seus fatores 

de risco comuns. O melhor tratamento para o cancro do pulmão é a cirurgia de 

intenção curativa. No entanto, a DPOC é um desafio adicional no cuidado destes 

doentes. O objetivo deste artigo de revisão é mostrar quais as complicações a 

que um doente com DPOC está sujeito após cirurgia de ressecção, bem como 

avaliar as suas taxas de sobrevida. Por último procurou-se perceber também 

qual o impacto que a cirurgia pode ter na função pulmonar.  

Métodos: Os seguintes termos de pesquisa identificaram 282 artigos nas bases 

de dados Pubmed e Scopus: COPD AND ("Lung Cancer" OR "Lung Neoplasm") 

AND ("Postoperative Complications" OR "Surgical Outcomes"). Após triagem 

dos mesmos, 39 artigos foram incluídos na revisão. 

Resultados/Discussão: As principais complicações que podem surgir num 

doente com DPOC após cirurgia de ressecção pulmonar são pneumonia, fuga 

de ar, fibrilação auricular e atelectasia. Consequentemente, estes doentes estão 

sujeitos a maiores taxas de mortalidade. Ainda assim, certos doentes com 

alterações enfisematosas mais proeminentes podem experimentar melhorias ao 

nível da função pulmonar, devido ao efeito de redução de volume pulmonar. 

Conclusão: Apesar de conferir pior prognóstico, um doente com DPOC pode 

obter bons resultados cirúrgicos se for feita uma cuidadosa seleção pre-

operatória dos doentes candidatos a cirurgia.   
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Introduction 
 

 According to the Global Cancer Observatory, lung cancer was the 3rd   

leading cause of cancer worldwide in 2018 and the 4th in Portugal, only surpassed 

by breast and prostate cancer (and by colorectal cancer in Portugal). Yet it was 

responsible for 1.7 millions of deaths worldwide, being the 1st cause of death by 

cancer in the same year.[1] 

Chronic Obstructive Pulmonary Disease (COPD) coexists with lung cancer 

in a large number of patients. According to Sekine et al., approximately 1/3 of 

patients with non-small cell lung cancer (NSCLC) have other lung comorbidities 

like COPD.[2] In another article that number is even higher: it coexists in 50-70% 

of lung cancer patients.[3] COPD is, by itself, a serious public health issue, 

associated with high mortality tolls globally[4], and remains mostly 

underdiagnosed.[5, 6] In 2011, its prevalence in Lisbon was estimated to be as 

high as 14,2%, with a high level of underdiagnoses. [6]  

GOLD (Global Initiative for Chronic Obstructive Lung Disease) guidelines 

[7] defines COPD as a progressive disease, characterized by a persistent airflow 

limitation caused by structural changes of the airways and lung parenchyma, 

including submucosal gland hypertrophy and goblet cell hyperplasia, small airway 

fibrosis and disruption of the alveolar-capillary pulmonary membrane. Tobacco 

smoking is a common risk factor for both COPD and lung cancer. Some studies 

propose an overlap or shared genetic effects in susceptibility between these 

diseases.[8-12] This idea is supported by a genetic variant in the 𝛼5 subunit of 

the nicotinic acetylcholine receptor gene, which is involved in smoking induced 

lung inflammation.[9, 10, 13, 14] However, COPD remains an independent risk 

factor for lung cancer.[15, 16] It was demonstrated that it carries an up to six-fold 

greater risk for lung cancer, after adjustments for smoking.[15, 17-19] Moreover, 

a significant proportion of COPD patients die from lung cancer.[20] 

Although adenocarcinoma is the most frequent histological type of lung 

cancer, COPD is associated to the increase in squamous-cell lung carcinoma 

incidence.[21-23] Some proposed explanations are the overexpression of the 

protein AKR1B10 in the bronchial epithelium of COPD patients and in neoplastic 

cells of squamous cell carcinoma[24, 25] and the upregulation of 𝛼5 and 훽3 
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subunit of the nicotinic acetylcholine receptor gene increasing acetylcholine 

levels.[26, 27] 

Since the best treatment for lung cancer remains curative-intent surgery 

[16, 28-36], it is important to be aware of the impact that COPD can have in the 

surgical outcomes of patients. Proper risk stratification and patient selection for 

lung cancer surgery should be carefully done, through thoracic computed 

tomography (CT) scan, assessment of lung volumes and diffusing capacities or 

cardiopulmonary exercise testing.[7] Lung cancer management in COPD patients 

may be challenging because COPD can affect both the performance status and 

the fitness for surgery.[37] Indeed, several studies have shown that COPD 

patients have worse clinical outcomes after diagnosis and treatment of lung 

cancer. 

The aim of this literature review is to put in evidence the complications that 

a COPD patient can face after a lung resection surgery, as well as the impact in 

terms of survival. In addition, this paper aims also to find positive aspects that 

lung surgery can have in the course of COPD. Finally, it shows some proposed 

cut-offs to assess the pre-operative risk of a patient, in order to improve the 

outcome and safety of lung cancer surgery in this group of patients.  
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Methods 
 

The following query was used to search for candidate studies: COPD AND 

("Lung Cancer" OR "Lung Neoplasm") AND ("Postoperative Complications" OR 

"Surgical Outcomes"). The search was made on 5/10/2020 in two databases 

(PubMed and Scopus). 

 The inclusion criteria were all articles that studied the impact of COPD in 

the surgical outcomes of lung cancer patients in terms of lung function, morbidity 

or survival. The exclusion criteria were (1) articles in other languages than 

Portuguese or English, (2) case-reports or (3) articles written before 1997 (date 

of publication of the first GOLD guideline).  

The query identified 140 articles in PubMed and 142 articles in Scopus. In 

the screening phase, from the total of 282 articles, 77 were duplicated, 7 were 

excluded due to language, 6 were previous to 1997, 3 were case-reports, 2 were 

not available for full-text reading and 144 did not address the topic. In the 

inclusion phase, after full-text reading, 4 articles were excluded because they did 

not fit the question. The search strategy is summarized in Fig.1.  
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Results and discussion 

 
Fitness assessment and selection of COPD patients for lung cancer 
resection surgery 
 

Patient selection for surgery needs to be carefully done since lung cancer 

management in COPD patients is a major challenge, as this disease may affect 

performance status and fitness for surgery.[37] In Fig.2. we summarize the 

pulmonary function values used as cut-off for lung cancer resection surgery with 

curative intent. Patients that do not meet the safety criteria should undergo 

additional tests like cardiopulmonary exercise testing (CPET) or nuclear imaging 

studies, in order to maximize their chances of surgery.[38] 

 

Suggested cut-offs in literature 

 

 An observational study examined the impact of COPD severity and time 

related changes in early outcomes after lung cancer resection. It studied 1222 

patients and searched for an association between forced expiratory volume in 

one second (FEV1) and postoperative mortality and morbidity. It was 

demonstrated that a preoperative FEV1 below 60% is an independent risk factor 

for postoperative complications (OR=2.7, CI:1.3 to 6.6) and 30-day mortality 

(OR=1.9, CI: 1.2 to 3.9). The cut-off value of preoperative FEV1 of 60% has 

shown to have a good discriminatory power in predicting perioperative morbidity 

and mortality. [32] 

 A group of Portuguese researchers proposed a different cut-off to predict 

complications after lung cancer surgery in COPD patients. Instead of FEV1 they 

use the peak of oxygen uptake (VO2peak) from cardiopulmonary exercise test as 

the parameter to access surgical risk.[39] The test assesses the physiological 

reserve at maximal exertion mimicking the response to surgical stress or 

postoperative adverse events.[40] Through their observational study a cut-off 

point of 61% of VO2peak [OR:5.1 (1.5;17.8), p=0.010] was achieved, below which 

there is significant increase in postoperative complications in COPD patients.[39] 
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Postoperative complications in COPD patients after lung cancer resection 
surgery 
 

According to Roy et al., COPD patients have a higher rate of surgical 

morbidities of any kind [28]. This finding is consistent with previous literature and 

may be explained by advanced age, active smoking, limited ventilatory reserve, 

increased susceptibility to respiratory tract infection and the coexisting 

comorbidities (like coronary artery disease) in these patients. [41] An 

observational prospective study showed that this association is also reproduced 

in early-COPD patients. According to Kim. et al., patients with early COPD (FEV1 

≥70%) still have more complications after lung cancer surgery when compared to 

those with normal pulmonary function tests (30.1% vs 10.0%, p<0.001). [21] This 

highlights the importance of a good stratification of patients prior to surgery. The 

following sections describe common complications that COPD patients face after 

resection of lung cancer. 

 

1. Pneumonia 

 

 The postoperative complication reported more frequently in studies is 

pneumonia. In one retrospective observational study, after lung cancer resection, 

COPD patients had a 7% prevalence of pneumonia vs. 3.7% in non-COPD 

patients (p=0.0251)[28]. According to Sekine et al., pneumonia was  the most 

frequent complication in COPD patients with a prevalence of 15.4% that differed 

significantly from non-COPD patients (p<0.0001) .[22] 

 Another study, by Yamada et al., had even more significant results: the 

group patients with COPD had pneumonia in 15.2%, whereas the non-COPD 

group had pneumonia in 3.6% (p<0.0001). This study had also another 

interesting finding: COPD patients had higher rates of bacterial colonization 

preoperatively (19.9% vs 10.5% of non-COPD patients) (p=0.0111), and patients 

who had preoperative positive cultures were more likely to have postoperative 

pneumonia.[42] This leaves the hypothesis that preoperative bronchial bacterial 

examinations may be convenient.  

Some risk factors that may explain the high incidence of postoperative 

pneumonia in COPD patients are: (1) a decreased FEV1, (2) a poor mucociliary 
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clearance due to chronic bronchitis, (3) a damaged local immune barrier with low 

tolerance against infections, (4) a decreased cough reflex or even (5) aspiration 

due to a diminished nasopharyngeal reflex. [42] 

 

2. Recurrent air leak 

  

 The fragile lung parenchyma that features in COPD is more easily injured 

during surgical manipulation. In addition, with the increased expiratory resistance, 

it is more susceptible to prolonged air leak. It is generally indicated that chest 

tubes should be removed after pulmonary surgery when air leak is no longer 

detectable. [43] According to Pompili et al. after adjustments for the surgical 

approach, COPD was an independent risk factor for air leak recurrence in the 

regression analysis (p = 0.02, bootstrap frequency 83%).[43] 

Furthermore in Bédat. et al.’s study, air leak lasting for more than 7 days 

post-operative was the second most frequent complication (only surpassed by 

pneumonia) following pulmonary anatomical segmentectomy by Video-assisted 

thoracoscopic surgery (VATS)[44], with a significant risk among those with COPD 

(OR 2.54, 95% CI, 1.18–5.47) and >50 pack-year smoking history (OR 5.27, 95% 

CI, 1.68–16.55). In one study, air leak significantly prolonged hospital stay (13.7 

vs 7.9 days, p<0.01) and the only factor predicting air leak was COPD 

(p=0.047).[45] 

The incidence of air leak in COPD patients after lung resection surgery 

may vary between 13.3% and 38.1% in the most severe cases (patients with 

moderate-to-severe airflow limitation and emphysema).[21, 46] The air leak 

recurrences happened mostly within the first 24 hours after surgery,[43] so it 

might be a good option to postpone the removal of chest tubes for one day even 

in the absence of air leak in this period.  

One explanation for the increased air leak in COPD patients is the 

presence of a residual pleural space after pulmonary resection, that happens 

mostly after left upper lobectomy.[47] As a matter of fact, F. Chen et al. found that 

the diaphragm of COPD patients does not elongate easily, and this is worse in 

moderate to severe patients.[48] They compared two groups of COPD patients, 

and found that left diaphragmatic dome length at two weeks after left upper 
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lobectomies was significantly smaller in patients with FEV1 <70% predicted than 

in those with FEV1 ≥70% predicted (p=0.007).  

COPD is a major risk factor for bronchopleural fistula, the main cause of 

prolonged air leak, with an odds ratio of 2.03 (95%CI: 1.44-2.86; p<0.001) in one 

meta-analysis.[49]  This complication after pulmonary resection has decreased 

in the last decades[50], but when it happens it carries high levels of mortality.[51] 

According to Algar et al. patients with bronchopleural fistula had a mortality rate 

of 30.8% vs 3.9% of other patients also submitted to pneumonectomy.  

 

3. Atrial Fibrillation  

 

Atrial fibrillation (AF) after pulmonary lobectomy occurs in between 6.4 and 

12.6% of patients.[52] The main concern about AF is the formation of a thrombus 

(commonly in left appendage) that can embolize and cause strokes. A recent 

study demonstrated that COPD is an independent risk factor for postoperative 

atrial fibrillation (PAOF) [RR= 2.1 (95%CI: 1.031-4.279,) p= 0.0409], along with 

poor performance status, history of paroxysmal AF and intraoperative blood 

transfusion.[53] The authors explain this association with the hyperinflation and 

lung distension that COPD patients experience during and after surgery. This can 

lead to an increase in the stiffness of the fossa ovalis and decrease the 

compliance of the ventricles. Also hypoxia on exercise, to whom COPD patients 

are more susceptible to, can contribute to ventricular diastolic dysfunction.   

Several other articles found an association between COPD and 

supraventricular tachycardia (STV), specially with AF.[2, 44, 54, 55] COPD 

patients with STV were also more likely to receive more medication.[2, 55]. 

According to Sekine et al., patients in the COPD group frequently needed a 

second line antiarrhythmic agent after an initial digoxin dose (66.7% vs 37.8% in 

non-COPD patients, p=0.003). 

 

4. Atelectasis 

 

 An observational retrospective study of postoperative complications in 

lung cancer patients was only conducted in COPD patients and they realized that 

morbidity was mainly caused by atelectasis.[56] However, they did not find 
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statistical differences related to COPD severity. When comparing COPD patients  

with non-COPD patients, Sekine et al. found that atelectasis was present in 

15.4% of COPD patients vs 5.4% in other patients (p=0.01).[2] Atelectasis was 

also the 3rd most frequent postoperative complication in Shin et al. study 

(prevalence of 13.9%) and, once again, patients with moderate-to-severe 

limitation and emphysema were the ones who developed more complications 

(p<0.001).[46] 

 

5. Other complications 

 

Some articles still report other complications that can happen after lung 

cancer resection surgery in COPD patients, like: respiratory failure or 

hypercapnia requiring prolonged ventilation or prolonged oxygen 

supplementation, acute respiratory distress syndrome (ARDS), or 

pneumothorax.[2, 5, 29, 31, 44, 57] Respiratory failure due to COPD 

exacerbation occurred in nearly 10% of patients in one study. [31] COPD 

exacerbations carry a high impact on health status, increasing rates of 

hospitalization, readmission, and disease progression. [7]  

After pneumonectomy the insufflation of the remaining alveoli may 

therefore promote a herniation of lung to the contralateral cavity. Nevertheless, 

one article did not find a higher prevalence of lung herniation in COPD 

patients.[58] 

 
Hospital length of stay in COPD patients after lung resection surgery 
 

An observational retrospective study compared a group of 672 COPD 

patients with 454 controls that were all submitted to lung cancer resection. They 

found that the hospital stay after lung cancer resection was significantly longer in 

COPD patients (9.6±10.4 days) compared to normal respiratory function patients 

(7.7±8.8 days, p=0.0012). The same happened in the length of intensive care unit 

stay (3.0±8.0 days for COPD patients vs 1.7±3.2 in controls; p=0.0054).[28] 

These results are supported by previous data.[2, 16]  

 

Post-surgical outcomes in COPD patients with lung cancer 
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1. Tumor recurrence 

 
A retrospective study showed that COPD stage was associated with poor 

relapse free survival, mainly in the GOLD 2/3 group, when comparing similar 

pathological stages of tumor.[59] In the study by Sato et al. the disease free 

survival was also significantly worse in emphysema patients (p<0.001).[55] In 

another study the same was verified (p=0.037), which was consistent with COPD 

being a risk factor for tumor recurrence by multivariate analysis. [22]  

Higher incidence of tumor recurrence may be attributable to the excessive 

inflammatory response that COPD patients experience.[60] Other explanation 

may be the presence of other concomitant comorbidities associated with 

systemic inflammation, like cachexia, cardiovascular disease, osteoporosis or 

diabetes.[61]  

  

2. Survival rates 

 

Most studies show that survival rates after lung cancer resection surgery 

are worst in COPD patients.[22, 46, 59, 62-64] Shibazaki et al. studied 404 

patients who underwent VATS lung resection from which 133 had COPD (51 

GOLD 1, 79 GOLD 2 and 3 GOLD 3) and realized that mortality rates were higher 

in COPD patients. The 5-year overall survival rates were 86.0% in the non-COPD 

group, 80.2% in GOLD 1 group and 71.1% in GOLD 2/3 group (p=0.0221). 

However, COPD loses its impact in the multivariate analysis, being the Charlson 

comorbidity index and the pathological stage the only independent risk factors. 

[62] 

 Sekine et al. sought to determine the effect of COPD on long-term survival 

after lung cancer resection. Their results indicated an overall survival at 5 years 

statistically different between the COPD group (77.0%) and the non-COPD group 

(91.6%) of patients (p<0.0001).[22] Previous works of this author showed similar 

results.[2, 57] 

Sato el al. analyzed the effect of emphysema on the surgical outcomes of 

their patients. In this research, patients with emphysema had worse overall 

survivals (61.3%) when compared to non-emphysema patients (89.0%, p<0.001).  



 13 

 Nakajima T et al. wanted as well to clarify the impact of severe COPD on 

long-term survival after surgical resection of lung cancer. In order to do that, they 

compared severe-COPD patients with all other COPD patients. The non-severe 

group was defined by a predicted FEV1> 50% and was used as control. The 

results showed that 3/5 year survival rates were significantly worse in the severe-

COPD group (46.9%/24.4%) compared to other patients (68.3%/58.6%) 

(p<0.0001). [63] 

Not only the long-term survival differed between the groups but the 30-day 

mortality was also statistically worse in severe-COPD patients compared to 

controls (p<0.0001). All patients that died in the 30 days after surgery had 

interstitial pneumonia preoperatively and had bronchopleural fistula or 

pneumonia. Despite the complications and higher mortality that patients with 

severe COPD face, the authors considered that the rates of short-term 

complications and surgery related mortality have dramatically decreased, which 

makes the surgery a safe option for these patients if a good preoperative plan is 

followed.[63] 

 In another observational retrospective study, the 30 days mortality after 

surgery was significantly superior in the moderate to severe airflow limitation and 

emphysema group (9.5%) when compared to all other patients (2.7%, p=0.02). 

However the same was not verified within 90 days after surgery.[46] 

A group of researchers found that COPD was the main risk factor for 

readmission within 30 days of discharge after lung cancer resection. Since 

readmissions carry a 6 times increase in mortality within 90 days of lung cancer 

surgery (OR= 6.6; 14.4% readmitted patients vs 2.5% non-readmitted patients, 

p<0.001), it becomes primordial to give maximum attention to COPD patients 

following surgery.[30] 

 Some articles did not find significant differences in survival between COPD 

and non-COPD patients.[28, 56, 65-68] They explain it with a strict and careful 

selection of patients, guided by lots of preoperatively tests according to protocols 

and guidelines. The investigations included spirometry volumes, measures of 

diffusing capacity for carbon monoxide (DLCO), lung perfusion scans, and 

cardiac tests like echocardiography (in order to detect an undiagnosed pulmonary 

hypertension).[68] According to them, this process allows for the offer of a safer 

surgery to many more patients with limited pulmonary function. [28, 68] By doing 
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this the risk of major complications after lung cancer resection may be predicted 

with more accuracy, allowing to diminish the mortality rates. 

 

 

3. Improvements in lung function tests  

 
After lung cancer resection surgery, certain patients with hyperinflated 

lung, particularly due to emphysematous changes, may benefit from lung volume 

reduction. [69] In a study by Subotic et al. the postoperative loss in FEV1 was 

significantly lower in COPD patients who underwent lobectomy for lung cancer 

compared with patients with normal lung function (11.88% vs 24.6%, p<0.05). 

There were even 3 patients whose FEV1 significantly improved after surgery 

compared with preoperative FEV1 values. In other words, there was an 

improvement in the pulmonary function of these patients, which is explained by 

the lung volume reduction effect.[69] This may be particularly relevant in selected 

patients with upper-lobe emphysema.[7] 

Also in an observational prospective study, the decrease of FEV1 after 

surgery was smaller in COPD (-3.2%±12.8) patients when compared to the 

control group (-14.9%±5.2) (p=0.001). The results were even more interesting 

when they divided the COPD patients in two subgroups: (1) mild COPD and (2) 

severe COPD. In the mild group the decrease of FEV1 was -8.7±6.0 whereas in 

the severe group an increase in FEV1 (+3.8±15.6, p=0.001) was observed. 

These improvements on pulmonary function tests may be accompanied by less 

dyspnea and better quality of life after the surgery. [34, 70] 
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Conclusions 
 

Many lung cancer patients undergoing curative intent surgery have an 

impairment in lung function and these patients can face more adverse surgical 

outcomes. COPD increases the risk of all type of complications after lung cancer 

resection surgery, being the most common pneumonia, air leak, atrial fibrillation 

and atelectasis. It also plays a role in tumor recurrence mainly due to the higher 

inflammatory environment it predisposes. Consequently, COPD increases 

hospital stays and leads to higher mortality rates.  

Despite the worse prognosis a COPD patient faces, it is clear that if a 

careful selection of fit patients is done, it is possible to achieve better results and 

have minimal differences compared to normal pulmonary function patients. 

Surgery may even provide amelioration of COPD symptoms and the regain of 

pulmonary function. 

Further investigation on preoperative approach should be done to guide 

clinicians on a better selection of patients fit for surgery in order to diminish 

postoperative complications and mortality associated to COPD, since it remains 

an underdiagnosed disease.  

Furthermore it is primordial to improve not only the preoperative risk 

assessment but also the primary and secondary prevention. Tobacco smoking is 

the leading risk factor for both COPD and lung cancer so we should work harder 

on promoting smoking cessation and screening for risk patients. 
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     Figure 1: Flowchart of the literature searching strategy. 
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Figure 2: Pulmonary function values used as cut-off for lung cancer resection surgery with 

curative intent. FEV1- Forced expiratory volume in 1 second; DLCO- diffusing capacity for carbon 

monoxide; ppo- predicted postoperative. [adapted from Brunelli et al. (2009)[40], Postmus et al. 

(2017)[71], Hardavella et al. (2019)[38]] 
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   Table 1: Main results of literature review. 
 

 

Author Year Observational 
study Conclusions 

Postoperative complications in COPD patients after lung cancer resection surgery 

Roy et al. 2020 Retrospective All surgical complications are increased 
even in early-COPD patients Kim et al. 2016 Prospective 

Roy et al. 2020 Retrospective  Pneumonia is increased in COPD patients 
and is the most frequent complication 

reported in studies 
Sekine et al. 2007 Retrospective 

Yamada et al. 2010 Retrospective 

Pompili et al. 2015 Prospective  
Air leak is increased in COPD patients, 

being bronchopleural fistula the main cause  Bédat et al. 2018 Retrospective  

Shin et al. 2016 Retrospective 

Ishibashi et al. 2020 Retrospective  

SVT is increased in COPD patients, 
specially Atrial Fibrillation. These patients 
are also prone to receive more medication 

Sekine et al. 2001 Retrospective  

Bédat et al. 2018 Retrospective  

Kavurmaci et al. 2017 Retrospective 

Sato et al. 2019 Retrospective  

Sekine et al. 2001 Retrospective Atelectasis is increased in COPD patients 
and is a frequent complication after surgery Shin et al. 2016 Retrospective  

Hospital length of stay in COPD patients after lung resection surgery 

Roy et al. 2020 Retrospective Hospital length of stay is increased in 
COPD patients 

Hu et al. 2014 Retrospective  Readmissions are increased in COPD 
patients 

Post-surgical outcomes in COPD patients with lung cancer 

Sekine et al. 2007 Retrospective  Tumor recurrence is increased in COPD 
patients and may be attributable to an 

higher inflammatory environment Yoshida et al. 2015 Retrospective  

Shibazaki et al. 2018 Retrospective  
5-year survival after lung resection surgery 

is decreased in COPD patients and it 
decreases with GOLD severity 

Sekine et al. 2007 Retrospective 

Sato et al. 2019 Retrospective  

Nakajima et al. 2009 Retrospective  

Nakajima et al. 2009 Retrospective  30-day mortality after surgery is increased 
in COPD patients Shin et al. 2016 Retrospective 

Subotic et al. 2007 Prospective  Post-operative FEV1 loss is decreased in 
COPD patients and may be explained with 

lung volume reduction effect Santambrogio et al. 2001 Prospective  

COPD- Chronic Obstructive Pulmonary Disease,  SVT- supraventricular tachycardia,  GOLD – 
Global Initiative for Chronic Obstructive Lung Disease, FEV1- Forced expiratory volume in 1 
second. 
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1. Page 4 and 5: “Chronic Obstructive Pulmonary Disease (COPD) coexists 

with lung cancer in a large number of patients.” “COPD is, by itself, a 

serious public health issue, associated with high mortality tolls globally[4], 

and remains mostly underdiagnosed”; “Since the best treatment for lung 

cancer remains curative-intent surgery[16, 28-36], it is important to be 

aware of the impact that COPD can have in the surgical outcomes of 

patients.” 

 
2. Page 5: “The aim of this literature review is to put in evidence the 

complications that a COPD patient can face after a lung resection surgery, 

as well as the impact in terms of survival. In addition, this article aims also 

to find positive aspects that lung surgery can have in the course of COPD.” 
 

3. Page 6: “The following query was used to screen for candidate studies: 

COPD AND ("Lung Cancer" OR "Lung Neoplasm") AND ("Postoperative 

Complications" OR "Surgical Outcomes"). The search was made at the 

date of 5/10/2020 in two databases (PubMed and Scopus). The inclusion 

criteria were all articles that studied the impact of COPD in the surgical 

outcomes of lung cancer patients in terms of lung function, morbidity or 

survival. The exclusion criteria were (1) articles in other languages than 

Portuguese or English, (2) case-reports or (3) articles written before 1997 

(date of publication of the first GOLD guideline).” 
 

4. Page 8: “According to Roy et al., COPD patients have a higher rate of 

surgical morbidities of any kind [28]. This finding is consistent with 

previous literature and may be explained by advanced age, active 

smoking, limited ventilatory reserve, increased susceptibility to respiratory 

tract infection and the coexisting comorbidities (like coronary artery 

disease) in these patients. [41]” 
 
 

5. Page 10: “COPD is a major risk factor for bronchopleural fistula, the main 

cause of prolonged air leak, with an odds ratio of 2.03 (95%CI: 1.44-2.86; 

p<0.001) in one meta-analysis.[49]”; “An observational retrospective study 



of postoperative complications in lung cancer patients was only conducted 

in COPD patients and they realized that morbidity was mainly caused by 

atelectasis.[56]” 

 

6. Pages 10 and 13: “A recent study demonstrated that COPD is an 

independent risk factor for postoperative atrial fibrillation (PAOF) [RR= 2.1 

(95%CI: 1.031-4.279,) p= 0.0409], along with poor performance status, 

history of paroxysmal AF and intraoperative blood transfusion.[53]”; “Since 

readmissions carry a 6 times increase in mortality within 90 days of lung 

cancer surgery (OR= 6.6; 14.4% readmitted patients vs 2.5% non-

readmitted patients, p<0.001), it becomes primordial to give maximum 

attention to COPD patients following surgery.[30]” 
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1RUPDV�GH�3XEOLFDomR�GD�$FWD�0pGLFD�3RUWXJXHVD������

&RPPLWHH�RI�0HGLFDO�-RXUQDO�(GLWRUV´��,&0-(��
� 7RGRV�GHVLJQDGRV�FRPR�DXWRUHV�GHYHP�WHU�SDUWLFLSDGR�
VLJQL¿FDWLYDPHQWH�QR�WUDEDOKR�SDUD�WRPDU�UHVSRQVDELOLGDGH�
S~EOLFD�VREUH�R�FRQWH~GR�H�R�FUpGLWR�GD�DXWRULD�
� $XWRUHV�VmR�WRGRV�TXH�
���7rP�XPD�FRQWULEXLomR�LQWHOHFWXDO�VXEVWDQFLDO��GLUHFWD��QR�
GHVHQKR�H�HODERUDomR�GR�DUWLJR
���3DUWLFLSDP�QD�DQiOLVH�H�LQWHUSUHWDomR�GRV�GDGRV
���3DUWLFLSDP�QD�HVFULWD�GR�PDQXVFULWR��UHYHQGR�RV�UDVFX-
QKRV��RX�QD�UHYLVmR�FUtWLFD�GR�FRQWH~GR��RX�QD�DSURYDomR�
GD�YHUVmR�¿QDO
���&RQFRUGDP�TXH�VmR�UHVSRQViYHLV�SHOD�H[DFWLGmR�H�LQWH-
JULGDGH�GH�WRGR�R�WUDEDOKR
� $V�FRQGLo}HV���������H���WrP�GH�VHU�UHXQLGDV�
� $XWRULD�UHTXHU�XPD�FRQWULEXLomR�VXEVWDQFLDO�SDUD�R�PD-
QXVFULWR�� VHQGR� SRLV� QHFHVViULR� HVSHFL¿FDU� HP� FDUWD� GH�
DSUHVHQWDomR�R�FRQWULEXWR�GH�FDGD�DXWRU�SDUD�R�WUDEDOKR�
� 6HU�OLVWDGR�FRPR�DXWRU��TXDQGR�QmR�FXPSUH�RV�FULWpULRV�
GH�HOHJLELOLGDGH��p�FRQVLGHUDGR�IUDXGH�
� 7RGRV�RV�TXH�FRQWULEXtUDP�SDUD�R�DUWLJR��PDV�TXH�QmR�
HQFDL[DP�QRV�FULWpULRV�GH�DXWRULD��GHYHP�VHU�OLVWDGRV�QRV�
DJUDGHFLPHQWRV�
� 7RGRV�RV�DXWRUHV���LVWR�p��R�DXWRU�FRUUHVSRQGHQWH�H�FDGD�
XP�GRV�DXWRUHV��WHUmR�GH�SUHHQFKHU�H�DVVLQDU�R�³)RUPXOi-
ULR�GH�$XWRULD´�FRP�D�UHVSRQVDELOLGDGH�GD�DXWRULD��FULWpULRV�
H� FRQWULEXLo}HV�� FRQÀLWRV� GH� LQWHUHVVH� H� ¿QDQFLDPHQWR� H�
WUDQVIHUrQFLD�GH�GLUHLWRV�DXWRUDLV���copyright (modelo dispo-
nível em http://www.actamedicaportuguesa.com/info/AMP_
template-Declaracao-Responsabilidade-Autoral.doc).
� 2� DXWRU�&RUUHVSRQGHQWH� GHYH� VHU� R� LQWHUPHGLiULR� HP�
QRPH�GH�WRGRV�RV�FR�DXWRUHV�HP�WRGRV�RV�FRQWDFWRV�FRP�D�
$FWD�0pGLFD�3RUWXJXHVD��GXUDQWH�WRGR�R�SURFHVVR�GH�VXE-
PLVVmR�H�GH�UHYLVmR. 2�DXWRU�FRUUHVSRQGHQWH�p�UHVSRQViYHO�
SRU�JDUDQWLU�TXH�WRGRV�RV�SRWHQFLDLV�FRQÀLWRV�GH�LQWHUHVVH�
PHQFLRQDGRV�VmR�FRUUHFWRV��2�DXWRU�FRUUHVSRQGHQWH�GHYH�
DWHVWDU�� DLQGD�� HP�QRPH�GH� WRGRV� RV� FR�DXWRUHV�� D� RULJL-
QDOLGDGH�GR�WUDEDOKR�H�REWHU�D�SHUPLVVmR�HVFULWD�GH�FDGD�
SHVVRD�PHQFLRQDGD�QD�VHFomR�³$JUDGHFLPHQWRV´�

6. COPYRIGHT / DIREITOS AUTORAIS

� 4XDQGR�R�DUWLJR�p�DFHLWH�SDUD�SXEOLFDomR�p�PDQGDWyULR�
R� FDUUHJDPHQWR� QD� SODWDIRUPD� HOHFWUyQLFD� GH� GRFXPHQWR�
GLJLWDOL]DGR��DVVLQDGR�SRU�WRGRV�RV�$XWRUHV��FRP�D�SDUWLOKD�
GRV�GLUHLWRV�GH�DXWRU�HQWUH�DXWRUHV�H�D�$FWD�0pGLFD�3RUWX-
JXHVD�
� 2�V��$XWRU�HV�� GHYH�P��DVVLQDU� XPD�FySLD� GH�SDUWLOKD�
GRV�GLUHLWRV�GH�DXWRU�HQWUH�DXWRUHV�H�D�$FWD�0pGLFD�3RUWX-
JXHVD�TXDQGR� VXEPHWHP�R�PDQXVFULWR�� FRQIRUPH�PLQXWD�
SXEOLFDGD�HP�DQH[R�
1RWD�� (VWH� GRFXPHQWR� DVVLQDGR� Vy� GHYHUi� VHU� HQYLDGR�
TXDQGR�R�PDQXVFULWR�IRU�DFHLWH�SDUD�SXEOLFDomR�

(GLWRU�GD�$FWD�0pGLFD�3RUWXJXHVD
2�V��$XWRU�HV��FHUWL¿FD�P��TXH�R�PDQXVFULWR� LQWLWXODGR��BB
BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB� �UHI��
$03BBBBBBBB��p�RULJLQDO��TXH� WRGDV�DV�D¿UPDo}HV�DSUH-
VHQWDGDV�FRPR�IDFWRV�VmR�EDVHDGRV�QD�LQYHVWLJDomR�GR�V��

$XWRU�HV���TXH�R�PDQXVFULWR��TXHU�HP�SDUWH�TXHU�QR�WRGR��
QmR� LQIULQJH� QHQKXP�copyright H�QmR� YLROD� QHQKXP�GLUHL-
WR� GD� SULYDFLGDGH�� TXH�QmR� IRL� SXEOLFDGR�HP�SDUWH� RX� QR�
WRGR�H�TXH�QmR�IRL�VXEPHWLGR�SDUD�SXEOLFDomR��QR�WRGR�RX�
HP�SDUWH��QRXWUD�UHYLVWD��H�TXH�RV�$XWRUHV�WrP�R�GLUHLWR�DR� 
copyright�
� 7RGRV�RV�$XWRUHV�GHFODUDP�DLQGD�TXH�SDUWLFLSDUDP�QR�
WUDEDOKR��VH�UHVSRQVDELOL]DP�SRU�HOH�H�TXH�QmR�H[LVWH��GD�
SDUWH� GH� TXDOTXHU� GRV�$XWRUHV� FRQÀLWR� GH� LQWHUHVVHV� QDV�
D¿UPDo}HV�SURIHULGDV�QR�WUDEDOKR�
� 2V�$XWRUHV��DR�VXEPHWHUHP�R�WUDEDOKR�SDUD�SXEOLFDomR��
SDUWLOKDP�FRP�D�$FWD�0pGLFD�3RUWXJXHVD�WRGRV�RV�GLUHLWRV�
D�LQWHUHVVHV�GR�copyright GR�DUWLJR�
Todos os Autores devem assinar
'DWD�BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB
1RPH��PDL~VFXODV��BBBBBBBBBBBBBBBBBBBBBBBBBBBBBB
$VVLQDWXUD�BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

7. CONFLITOS DE INTERESSE

� 2� ULJRU� H� D� H[DFWLGmR�GRV� FRQWH~GRV�� DVVLP�FRPR�DV�
RSLQL}HV�H[SUHVVDV�VmR�GD�H[FOXVLYD�UHVSRQVDELOLGDGH�GRV�
$XWRUHV�� 2V�$XWRUHV� GHYHP� GHFODUDU� SRWHQFLDLV� FRQÀLWRV�
GH� LQWHUHVVH��2V� DXWRUHV� VmR� REULJDGRV� D� GLYXOJDU� WRGDV�
DV�UHODo}HV�¿QDQFHLUDV�H�SHVVRDLV�TXH�SRVVDP�HQYLHVDU�R�
WUDEDOKR�
� 3DUD�SUHYHQLU�DPELJXLGDGH��RV�DXWRUHV�WrP�TXH�H[SOLFL-
WDPHQWH�PHQFLRQDU�VH�H[LVWH�RX�QmR�FRQÀLWRV�GH�LQWHUHVVH�
� (VVD� LQIRUPDomR� QmR� LQÀXHQFLDUi� D� GHFLVmR� HGLWRULDO�
PDV� DQWHV� GD� VXEPLVVmR� GR�PDQXVFULWR�� RV� DXWRUHV� WrP�
TXH�DVVHJXUDU� WRGDV�DV� DXWRUL]Do}HV�QHFHVViULDV� SDUD� D�
SXEOLFDomR�GR�PDWHULDO�VXEPHWLGR�
� 6H�RV�DXWRUHV�WrP�G~YLGDV�VREUH�R�TXH�FRQVWLWXL�XP�UH-
OHYDQWH�LQWHUHVVH�¿QDQFHLUR�RX�SHVVRDO��GHYHP�FRQWDFWDU�R�
HGLWRU�

8. CONSENTIMENTO  INFORMADO e APROVAÇÃO 

ÉTICA

� 7RGRV�RV�GRHQWHV��RX�VHXV�UHSUHVHQWDQWHV�OHJDLV��TXH�
SRVVDP�VHU�LGHQWL¿FDGRV�QDV�GHVFULo}HV�HVFULWDV��IRWRJUD-
¿DV�H�YtGHRV�GHYHUmR�DVVLQDU�XP� IRUPXOiULR�GH�FRQVHQWL-
PHQWR� LQIRUPDGR�SDUD� GHVFULomR�GH�GRHQWHV�� IRWRJUD¿D�H�
YtGHRV�� (VWHV� IRUPXOiULRV� GHYHP� VHU� VXEPHWLGRV� FRP� R�
PDQXVFULWR��PRGHOR�GLVSRQtYHO�HP�KWWS���ZZZ�DFWDPHGLFD-
SRUWXJXHVD�FRP�LQIR�FRQVHQWLPHQWRBLQIRUPDGRBGRBGRHQ-
WH�GRF��
� $�$FWD�0pGLFD�3RUWXJXHVD�FRQVLGHUD�DFHLWiYHO�D�RPLV-
VmR�GH�GDGRV�RX�D�DSUHVHQWDomR�GH�GDGRV�PHQRV�HVSHFt¿-
FRV�SDUD�LGHQWL¿FDomR�GRV�GRHQWHV��&RQWXGR��QmR�DFHLWDUH-
PRV�D�DOWHUDomR�GH�TXDLVTXHU�GDGRV�
� 2V�DXWRUHV�GHYHP�LQIRUPDU�VH�R�WUDEDOKR�IRL�DSURYDGR�
SHOD�&RPLVVmR�GH�eWLFD�GD�LQVWLWXLomR�GH�DFRUGR�FRP�D�GH-
FODUDomR�GH�+HOVtQTXLD�

9. LÍNGUA

� 2V� DUWLJRV� GHYHP� VHU� UHGLJLGRV� HP� SRUWXJXrV� RX� HP�
LQJOrV��2V�WtWXORV�H�RV�UHVXPRV�WrP�GH�VHU�VHPSUH�HP�SRU-
WXJXrV�H�HP�LQJOrV�
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O10. PROCESSO EDITORIAL

� 2�DXWRU�FRUUHVSRQGHQWH�UHFHEHUi�QRWL¿FDomR�GD�UHFHS-
omR�GR�PDQXVFULWR�H�GHFLV}HV�HGLWRULDLV�SRU�email�
� 7RGRV�RV�PDQXVFULWRV�VXEPHWLGRV�VmR�LQLFLDOPHQWH�UH-
YLVWRV�SHOR�HGLWRU�GD�$FWD�0pGLFD�3RUWXJXHVD��2V�PDQXV-
FULWRV�VmR�DYDOLDGRV�GH�DFRUGR�FRP�RV�VHJXLQWHV�FULWpULRV��
RULJLQDOLGDGH�� DFWXDOLGDGH�� FODUH]D� GH� HVFULWD�� PpWRGR� GH�
HVWXGR�DSURSULDGR��GDGRV�YiOLGRV��FRQFOXV}HV�DGHTXDGDV�
H�DSRLDGDV�SHORV�GDGRV�� LPSRUWkQFLD��FRP�VLJQL¿FkQFLD�H�
FRQWULEXLomR�FLHQWt¿FD�SDUD�R�FRQKHFLPHQWR�GD�iUHD��H�QmR�
WHQKDP�VLGR�SXEOLFDGRV��QD�tQWHJUD�RX�HP�SDUWH��QHP�VXE-
PHWLGRV�SDUD�SXEOLFDomR�QRXWURV�ORFDLV�
� $�$FWD�0pGLFD�3RUWXJXHVD�VHJXH�XP�ULJRURVR�SURFHVVR�
FHJR��single-blind��GH�UHYLVmR�SRU�SDUHV��peer-review��H[WHU-
QRV�j�UHYLVWD���2V�PDQXVFULWRV�UHFHELGRV�VHUmR�HQYLDGRV�D�
SHULWRV�GDV�GLYHUVDV�iUHDV��RV�TXDLV�GHYHUmR�ID]HU�RV�VHXV�
FRPHQWiULRV��LQFOXLQGR�D�VXJHVWmR�GH�DFHLWDomR��DFHLWDomR�
FRQGLFLRQDGD�D�SHTXHQDV�RX�JUDQGHV�PRGL¿FDo}HV�RX�UH-
MHLomR��1D�DYDOLDomR��RV�DUWLJRV�SRGHUmR�VHU�
� D��DFHLWHV�VHP�DOWHUDo}HV�
� E��DFHLWHV�DSyV�PRGL¿FDo}HV�SURSRVWDV�SHORV�FRQVXOWR-
UHV�FLHQWt¿FRV�
� F��UHFXVDGRV�
� (VWLSXOD�VH�SDUD�HVVH�SURFHVVR�R�VHJXLQWH�SODQR�WHP-
SRUDO�
� x�$SyV�D�UHFHSomR�GR�DUWLJR��R�(GLWRU�&KHIH��RX�XP�GRV�
(GLWRUHV�$VVRFLDGRV�� HQYLDUi�R�PDQXVFULWR�D�� QR�PtQLPR��
GRLV� UHYLVRUHV��FDVR�HVWHMD�GH�DFRUGR�FRP�DV�QRUPDV�GH�
SXEOLFDomR�H�VH�HQTXDGUH�QD�SROtWLFD�HGLWRULDO��3RGHUi�VHU�
UHFXVDGR�QHVWD�IDVH��VHP�HQYLR�D�UHYLVRUHV�
� x�4XDQGR�UHFHEHUHP�D�FRPXQLFDomR�GH�DFHLWDomR��RV�
$XWRUHV�GHYHP�UHPHWHU�GH�LPHGLDWR��SRU�FRUUHLR�HOHFWUyQL-
FR��R�IRUPXOiULR�GH�SDUWLOKD�GH�GLUHLWRV�TXH�VH�HQFRQWUD�QR�
site GD�$FWD�0pGLFD�3RUWXJXHVD��GHYLGDPHQWH�SUHHQFKLGR�H�
DVVLQDGR�SRU�WRGRV�RV�$XWRUHV�
� x�1R�SUD]R�Pi[LPR�GH�TXDWUR�VHPDQDV��R� UHYLVRU�GH-
YHUi� UHVSRQGHU� DR� HGLWRU� LQGLFDQGR� RV� VHXV� FRPHQWiULRV�
UHODWLYRV�DR�PDQXVFULWR�VXMHLWR�D�UHYLVmR��H�D�VXD�VXJHVWmR�
GH�TXDQWR�j�DFHLWDomR�RX�UHMHLomR�GR�WUDEDOKR��2�&RQVHOKR�
(GLWRULDO�WRPDUi��QXP�SUD]R�GH����GLDV��XPD�SULPHLUD�GHFL-
VmR�TXH�SRGHUi�LQFOXLU�D�DFHLWDomR�GR�DUWLJR�VHP�PRGL¿FD-
o}HV��R�HQYLR�GRV�FRPHQWiULRV�GRV�UHYLVRUHV�SDUD�TXH�RV�
$XWRUHV�SURFHGDP�GH�DFRUGR�FRP�R�LQGLFDGR��RX�D�UHMHLomR�
GR�DUWLJR�
� 2V�$XWRUHV�GLVS}HP�GH����GLDV�SDUD�VXEPHWHU�D�QRYD�
YHUVmR� UHYLVWD�GR�PDQXVFULWR�� FRQWHPSODQGR�DV�PRGL¿FD-
o}HV�UHFRPHQGDGDV�SHORV�SHULWRV�H�SHOR�&RQVHOKR�(GLWRULDO��
4XDQGR�VmR�SURSRVWDV�DOWHUDo}HV��R�DXWRU�GHYHUi�QR�SUD]R�
Pi[LPR�GH�YLQWH�GLDV�� FDUUHJDU�QD�SODWDIRUPD�HOHFWUyQLFD�
GD�$FWD�0pGLFD�3RUWXJXHVD�XPD�YHUVmR�UHYLVWD�GR�DUWLJR��
FRP�DV�DOWHUDo}HV�LQVHULGDV�GHVWDFDGDV�FRP�FRU�GLIHUHQWH��
EHP�FRPR�XP�QRYR�'RFXPHQWR�6XSOHPHQWDU�UHVSRQGHQGR�
D�WRGDV�DV�TXHVW}HV�FRORFDGDV�
� x�2�(GLWRU�&KHIH�GLVS}H�GH����GLDV�SDUD�WRPDU�D�GHFL-
VmR�VREUH�D�QRYD�YHUVmR��UHMHLWDU�RX�DFHLWDU�R�DUWLJR�QD�QRYD�
YHUVmR�� RX� VXEPHWr�OR� D� XP� RX� PDLV� UHYLVRUHV� H[WHUQRV�
FXMR�SDUHFHU�SRGHUi��RX�QmR��FRLQFLGLU�FRP�RV�UHVXOWDQWHV�

GD�SULPHLUD�UHYLVmR�
� x�&DVR�R�PDQXVFULWR�VHMD�UHHQYLDGR�SDUD�UHYLVmR�H[WHU-
QD��RV�SHULWRV�GLVS}HP�GH�TXDWUR�VHPDQDV�SDUD�R�HQYLR�GRV�
VHXV�FRPHQWiULRV�H�GD�VXD�VXJHVWmR�TXDQWR�j�DFHLWDomR�RX�
UHFXVD�SDUD�SXEOLFDomR�GR�PHVPR�
� x�$WHQGHQGR�jV�VXJHVW}HV�GRV�UHYLVRUHV��R�(GLWRU�&KHIH�
SRGHUi�DFHLWDU�R�DUWLJR�QHVWD�QRYD�YHUVmR��UHMHLWi�OR�RX�YRO-
WDU�D�VROLFLWDU�PRGL¿FDo}HV��1HVWH�~OWLPR�FDVR��RV�$XWRUHV�
GLVS}HP�GH�XP�PrV�SDUD�VXEPHWHU�XPD�YHUVmR�UHYLVWD��D�
TXDO�SRGHUi��FDVR�R�(GLWRU�&KHIH�DVVLP�R�GHWHUPLQH��YROWDU�
D�SDVVDU�SRU�XP�SURFHVVR�GH�UHYLVmR�SRU�SHULWRV�H[WHUQRV�
� x�1R�FDVR�GD�DFHLWDomR��HP�TXDOTXHU�GDV� IDVHV�DQWH-
ULRUHV��D�PHVPD�VHUi�FRPXQLFDGD�DR�$XWRU�SULQFLSDO��1XP�
SUD]R�LQIHULRU�D�XP�PrV��R�&RQVHOKR�(GLWRULDO�HQYLDUi�R�DU-
WLJR� SDUD� UHYLVmR� GRV�$XWRUHV� Mi� FRP� D� IRUPDWDomR� ¿QDO��
PDV�VHP�D�QXPHUDomR�GH¿QLWLYD��2V�$XWRUHV�GLVS}HP�GH�
FLQFR�GLDV�SDUD�D�UHYLVmR�GR�WH[WR�H�FRPXQLFDomR�GH�TXDLV-
TXHU�HUURV�WLSRJUi¿FRV��1HVWD�IDVH��RV�$XWRUHV�QmR�SRGHP�
ID]HU�TXDOTXHU�PRGL¿FDomR�GH�IXQGR�DR�DUWLJR��SDUD�DOpP�
GDV�FRUUHFo}HV�GH�HUURV� WLSRJUi¿FRV�H�RX�RUWRJUi¿FRV�GH�
SHTXHQRV�HUURV��1mR�VmR�SHUPLWLGDV��QRPHDGDPHQWH��DOWH-
UDo}HV�D�GDGRV�GH�WDEHODV�RX�JUi¿FRV��DOWHUDo}HV�GH�IXQGR�
GR�WH[WR��HWF�
� x�$SyV�D�UHVSRVWD�GRV�$XWRUHV��RX�QD�DXVrQFLD�GH�UHV-
SRVWD��DSyV�R�GHFXUVR�GRV�FLQFR�GLDV��R�DUWLJR�FRQVLGHUD�VH�
FRQFOXtGR�
� x�1D�IDVH�GH�UHYLVmR�GH�SURYDV�WLSRJUi¿FDV��DOWHUDo}HV�
GH�IXQGR�DRV�DUWLJRV�QmR�VHUmR�DFHLWHV�H�SRGHUmR�LPSOLFDU�
D�VXD�UHMHLomR�SRVWHULRU�SRU�GHFLVmR�GR�(GLWRU�&KHIH�
� &KDPD�VH� D� DWHQomR� TXH� D� WUDQVFULomR� GH� LPDJHQV��
TXDGURV�RX�JUi¿FRV�GH�RXWUDV�SXEOLFDo}HV�GHYHUi�WHU�D�SUp-
YLD�DXWRUL]DomR�GRV� UHVSHFWLYRV�DXWRUHV�SDUD�GDU� FXPSUL-
PHQWRV�jV�QRUPDV�TXH�UHJHP�RV�GLUHLWRV�GH�DXWRU�

11. PUBLICAÇÃO FAST-TRACK
� $�$FWD�0pGLFD�3RUWXJXHVD�GLVS}H�GR�VLVWHPD�GH�SXEOL-
FDomR�Fast-Track SDUD�PDQXVFULWRV�XUJHQWHV�H�LPSRUWDQWHV�
GHVGH�TXH�FXPSUDP�RV� UHTXLVLWRV�GD�$FWD�0pGLFD�3RUWX-
JXHVD�SDUD�R�Fast-Track�
� D��2V�DXWRUHV�SDUD�UHTXHUHUHP�D�SXEOLFDomR�fast-track 
GHYHP�VXEPHWHU�R�VHX�PDQXVFULWR�HP�KWWS���ZZZ�DFWDPH-
GLFDSRUWXJXHVD�FRP�� ³VXEPHWHU� DUWLJR´� LQGLFDQGR� FODUD-
PHQWH�SRUTXH� FRQVLGHUDP�TXH�R�PDQXVFULWR� p� DGHTXDGR�
SDUD� D� SXEOLFDomR� UiSLGD��2�&RQVHOKR�(GLWRULDO� WRPDUi� D�
GHFLVmR�VREUH�VH�R�PDQXVFULWR�p�DGHTXDGR�SDUD�XPD�YLD�
UiSLGD��fast-track��RX�SDUD�VXEPLVVmR�UHJXODU��
� E��9HUL¿TXH�VH�R�PDQXVFULWR�FXPSUH�DV�QRUPDV�DRV�DX-
WRUHV�GD�$FWD�0pGLFD�3RUWXJXHVD�H�TXH�FRQWpP�DV�LQIRUPD-
o}HV�QHFHVViULDV�HP�WRGRV�RV�PDQXVFULWRV�GD�$FWD�0pGLFD�
3RUWXJXHVD��
� F��2�*DELQHWH�(GLWRULDO�LUi�FRPXQLFDU��GHQWUR�GH����KR-
UDV��VH�R�PDQXVFULWR�p�DSURSULDGR�SDUD�DYDOLDomR�fast-track��
6H�R�(GLWRU�&KHIH�GHFLGLU�QmR�DFHLWDU�D�DYDOLDomR�fast-track��
R�PDQXVFULWR�SRGH�VHU�FRQVLGHUDGR�SDUD�R�SURFHVVR�GH�UH-
YLVmR�QRUPDO��2V�DXWRUHV�WDPEpP�WHUmR�D�RSRUWXQLGDGH�GH�
UHWLUDU�D�VXD�VXEPLVVmR�
� G�� 3DUD� PDQXVFULWRV� TXH� VmR� DFHLWHV� SDUD� DYDOLDomR�
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fast-track��D�GHFLVmR�(GLWRULDO�VHUi�IHLWD�QR�SUD]R�GH���GLDV�
~WHLV�
� H��6H�R�PDQXVFULWR�IRU�DFHLWH�SDUD�SXEOLFDomR��R�REMHFWL-
YR�VHUi�SXEOLFi�OR��RQOLQH��QR�SUD]R�Pi[LPR�GH���VHPDQDV�
DSyV�D�DFHLWDomR�

12. REGRAS DE OURO ACTA MÉDICA PORTUGUESA

� D��2�HGLWRU�p� UHVSRQViYHO�SRU�JDUDQWLU�D�TXDOLGDGH�GD�
UHYLVWD�H�TXH�R�TXH�SXEOLFD�p�pWLFR��DFWXDO�H�UHOHYDQWH�SDUD�
RV�OHLWRUHV�
� E�� $� JHVWmR� GH� UHFODPDo}HV� SDVVD� REULJDWRULDPHQWH�
SHOR�HGLWRU�FKHIH�H�QmR�SHOR�EDVWRQiULR�
� F��2�SHHU�UHYLHZ�GHYH�HQYROYHU�D�DYDOLDomR�GH�UHYLVRUHV�
H[WHUQRV�
� G��$�VXEPLVVmR�GR�PDQXVFULWR�H�WRGRV�RV�GHWDOKHV�DVVR-
FLDGRV�VmR�PDQWLGRV�FRQ¿GHQFLDLV�SHOR�FRUSR�HGLWRULDO�H�SRU�
WRGDV�DV�SHVVRDV�HQYROYLGDV�QR�SURFHVVR�GH�SHHU�UHYLHZ�
� H��$�LGHQWLGDGH�GRV�UHYLVRUHV�p�FRQ¿GHQFLDO�
� I��2V�UHYLVRUHV�DFRQVHOKDP�H�ID]HP�UHFRPHQGDo}HV��R�
HGLWRU�WRPD�GHFLV}HV�
� J��2�HGLWRU�FKHIH�WHP�WRWDO�LQGHSHQGrQFLD�HGLWRULDO�
� K��$�2UGHP�GRV�0pGLFRV�QmR�LQWHUIHUH�GLUHFWDPHQWH�QD�
DYDOLDomR�� VHOHFomR�H�HGLomR�GH�DUWLJRV�HVSHFt¿FRV��QHP�
GLUHFWDPHQWH�QHP�SRU�LQÀXrQFLD�LQGLUHFWD�QDV�GHFLV}HV�HGL-
WRULDLV�
� L��$V�GHFLV}HV�HGLWRULDLV�VmR�EDVHDGDV�QR�PpULWR�GH�WUD-
EDOKR�VXEPHWLGR�H�DGHTXDomR�j�UHYLVWD�
� M�� $V� GHFLV}HV� GR� HGLWRU�FKHIH� QmR� VmR� LQÀXHQFLDGDV�
SHOD�RULJHP�GR�PDQXVFULWR�QHP�GHWHUPLQDGDV�SRU�DJHQWHV�
H[WHULRUHV�
� N��$V�UD]}HV�SDUD�UHMHLomR�LPHGLDWD�VHP�SHHU�UHYLHZ�H[-
WHUQR�VmR��IDOWD�GH�RULJLQDOLGDGH��LQWHUHVVH�OLPLWDGR�SDUD�RV�
OHLWRUHV�GD�$FWD�0pGLFD�3RUWXJXHVD��FRQWHU�JUDYHV� IDOKDV�
FLHQWt¿FDV�RX�PHWRGROyJLFDV��R�WySLFR�QmR�p�FREHUWR�FRP�D�
SURIXQGLGDGH�QHFHVViULD��p�SUHOLPLQDU�GH�PDLV�H�RX�HVSH-
FXODWLYR��LQIRUPDomR�GHVDFWXDOL]DGD�
� O��7RGRV�RV�HOHPHQWRV�HQYROYLGRV�QR�SURFHVVR�GH�SHHU�
UHYLHZ�GHYHP�DFWXDU�GH�DFRUGR�FRP�RV�PDLV�HOHYDGRV�SD-
GU}HV�pWLFRV�
� P��7RGDV�DV�SDUWHV�HQYROYLGDV�QR�SURFHVVR�GH�SHHU�UH-
YLHZ�GHYHP�GHFODUDU�TXDOTXHU�SRWHQFLDO�FRQÀLWR�GH�LQWHUHV-
VHV�H�VROLFLWDU�HVFXVD�GH�UHYHU�PDQXVFULWRV�TXH�VLQWDP�TXH�
QmR�FRQVHJXLUmR�UHYHU�REMHFWLYDPHQWH�

13. NORMAS GERAIS

ESTILO

 7RGRV�RV�PDQXVFULWRV�GHYHP�VHU�SUHSDUDGRV�GH�DFRUGR�
FRP�R�³$0$�0DQXDO�RI�6W\OH´����WK�HG��H�RX�³8QLIRUP�5HTXL-
UHPHQWV�IRU�0DQXVFULSWV�6XEPLWWHG�WR�%LRPHGLFDO�-RXUQDOV´.
� (VFUHYD�QXP�HVWLOR�FODUR��GLUHFWR�H�DFWLYR��*HUDOPHQWH��
HVFUHYD�XVDQGR�D�SULPHLUD�SHVVRD��YR]�DFWLYD��SRU�H[HPSOR��
³$QDOLViPRV�GDGRV´��H�QmR� ³2V�GDGRV� IRUDP�DQDOLVDGRV´��
2V�DJUDGHFLPHQWRV�VmR�DV�H[FHSo}HV�D�HVVD�GLUHFWUL]�� H�
GHYH�VHU�HVFULWR�QD�WHUFHLUD�SHVVRD��YR]�DFWLYD��³2V�DXWR-
UHV�JRVWDULDP�GH�DJUDGHFHU´��3DODYUDV�HP�ODWLP�RX�QRXWUD�
OtQJXD�TXH�QmR�VHMD�D�GR�WH[WR�GHYHUmR�VHU�FRORFDGDV�HP�
LWiOLFR�

� 2V�FRPSRQHQWHV�GR�PDQXVFULWR�VmR��3iJLQD�GH�7tWXOR��
5HVXPR�� 7H[WR�� 5HIHUrQFLDV�� H� VH� DSURSULDGR�� OHJHQGDV�
GH�¿JXUDV��,QLFLH�FDGD�XPD�GHVVDV�VHFo}HV�HP�XPD�QRYD�
SiJLQD��QXPHUDGDV�FRQVHFXWLYDPHQWH��FRPHoDQGR�FRP�D�
SiJLQD�GH�WtWXOR�
� 2V�IRUPDWRV�GH�DUTXLYR�GRV�PDQXVFULWRV�DXWRUL]DGRV�LQ-
FOXHP�R�Word H�R�WordPerfect��1mR�VXEPHWD�R�PDQXVFULWR�
HP�IRUPDWR�3')�

SUBMISSÃO

� 2V�PDQXVFULWRV�GHYHP�VHU�VXEPHWLGRV�RQOLQH��YLD�³6XE-
PLVVmR� 2QOLQH´� GD� $FWD� 0pGLFD� 3RUWXJXHVD� KWWS���ZZZ�
DFWDPHGLFDSRUWXJXHVD�FRP�UHYLVWD�LQGH[�SKS�DPS�DERXW�
VXEPLVVLRQV�RQOLQH6XEPLVVLRQV�
� 7RGRV�RV�FDPSRV�VROLFLWDGRV�QR�VLVWHPD�GH�VXEPLVVmR�
online�WHUmR�GH�VHU�UHVSRQGLGRV�
� $SyV�VXEPLVVmR�GR�PDQXVFULWR�R�DXWRU�UHFHEHUi�D�FRQ-
¿UPDomR�GH�UHFHSomR�H�XP�Q~PHUR�SDUD�R�PDQXVFULWR�

Na primeira página/ página de título:

� D��7tWXOR�HP�português e inglês��FRQFLVR�H�GHVFULWLYR
� E��1D�OLQKD�GD�DXWRULD��OLVWH�R�1RPH�GH�WRGRV�RV�$XWRUHV�
�SULPHLUR�H�~OWLPR�QRPH��FRP�RV� WtWXORV�DFDGpPLFRV�H�RX�
SUR¿VVLRQDLV�H�UHVSHFWLYD�D¿OLDomR��GHSDUWDPHQWR�� LQVWLWXL-
omR��FLGDGH��SDtV�
� F��6XEVtGLR�V��RX�EROVD�V��TXH�FRQWULEXtUDP�SDUD�D�UHD-
OL]DomR�GR�WUDEDOKR
� G��0RUDGD�H�e-mail�GR�$XWRU� UHVSRQViYHO�SHOD�FRUUHV-
SRQGrQFLD�UHODWLYD�DR�PDQXVFULWR
� H��7tWXOR�EUHYH�SDUD�FDEHoDOKR

Na segunda página

� D��7tWXOR��VHP�DXWRUHV�
� E��5HVXPR�HP�português e inglês��1HQKXPD�LQIRUPD-
omR�TXH�QmR�FRQVWH�QR�PDQXVFULWR�SRGH�VHU�PHQFLRQDGD�QR�
UHVXPR��2V�UHVXPRV�QmR�SRGHP�UHPHWHU�SDUD�R�WH[WR��QmR�
SRGHQGR�FRQWHU�FLWDo}HV�QHP�UHIHUHQFLDV�D�¿JXUDV�
� F�� 3DODYUDV�FKDYH� �Keywords��� 8P� Pi[LPR� GH� ��
Keywords� HP� LQJOrV�XWLOL]DQGR�D� WHUPLQRORJLD�TXH�FRQVWD�
QR�0HGLFDO�6XEMHFW�+HDGLQJV��0H6+���KWWS���ZZZ�QOP�QLK�
JRY�PHVK�0%URZVHU�KWPO��GHYHP�VHJXLU�VH�DR�UHVXPR�

Na terceira página e seguintes:

 Editoriais: 
� 2V�(GLWRULDLV�VHUmR�DSHQDV�VXEPHWLGRV�SRU�FRQYLWH�GR�
(GLWRU��6HUmR�FRPHQWiULRV�VREUH� WySLFRV�DFWXDLV��1mR�GH-
YHP�H[FHGHU�DV�������SDODYUDV�QHP�FRQWHU�WDEHODV�¿JXUDV�
H�WHUmR�XP�Pi[LPR�GH���UHIHUrQFLDV�ELEOLRJUi¿FDV��1mR�SUH-
FLVDP�GH�UHVXPR�

 Perspectiva: 

 $UWLJRV� HODERUDGRV� DSHQDV� SRU� FRQYLWH� GR� &RQVHOKR�
(GLWRULDO��3RGHP�FREULU�JUDQGH�GLYHUVLGDGH�GH�WHPDV�FRP�
LQWHUHVVH� QRV� FXLGDGRV� GH� VD~GH�� SUREOHPDV� DFWXDLV� RX�
HPHUJHQWHV��JHVWmR�H�SROtWLFD�GH�VD~GH��KLVWyULD�GD�PHGLFL-
QD��OLJDomR�j�VRFLHGDGH��HSLGHPLRORJLD��HWF�
� 8P�$XWRU�TXH�GHVHMH�SURSRU�XP�DUWLJR�GHVWD�FDWHJRULD�
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UHVXPR��LQGLFDomR�GRV�DXWRUHV�H�WtWXOR�GR�DUWLJR�SDUD�DYD-
OLDomR�
� 'HYH�FRQWHU�QR�Pi[LPR������SDODYUDV��H[FOXLQGR�DV�UH-
IHUrQFLDV�H�DV�OHJHQGDV��H�DWp����UHIHUrQFLDV�ELEOLRJUi¿FDV��
6y�SRGH�FRQWHU�XPD�WDEHOD�RX�XPD�¿JXUD��1mR�SUHFLVD�GH�
UHVXPR�

 Artigos Originais: 
� 2� WH[WR� GHYH� VHU� DSUHVHQWDGR� FRP�DV� VHJXLQWHV� VHF-
o}HV�� ,QWURGXomR� �LQFOXLQGR� 2EMHFWLYRV��� 0DWHULDO� H� 0pWR-
GRV�� 5HVXOWDGRV�� 'LVFXVVmR�� &RQFOXVmR��$JUDGHFLPHQWRV�
�VH�DSOLFiYHO���5HIHUrQFLDV��7DEHODV�H�)LJXUDV�
� 2V�$UWLJRV�2ULJLQDLV�QmR�GHYHUmR�H[FHGHU�DV�������SD-
ODYUDV��H[FOXLQGR�UHIHUrQFLDV�H�LOXVWUDo}HV��'HYH�VHU�DFRP-
SDQKDGR�GH�LOXVWUDo}HV��FRP�XP�Pi[LPR�GH���¿JXUDV�WDEH-
ODV�H����UHIHUrQFLDV�ELEOLRJUi¿FDV.

� 2� UHVXPR� GRV� DUWLJRV� RULJLQDLV� QmR� GHYH� H[FHGHU� DV�
����SDODYUDV�H�VHUmR�HVWUXWXUDGRV��FRP�FDEHoDOKRV��,QWUR-
GXomR��0DWHULDLV�H�0pWRGRV��5HVXOWDGRV��'LVFXVVmR�H�&RQ-
FOXVmR��
� $�$FWD�0pGLFD�3RUWXJXHVD�� FRPR�PHPEUR�GR� ,&0-(��
H[LJH�FRPR�FRQGLomR�SDUD�SXEOLFDomR��R�UHJLVWR�GH�WRGRV�RV�
HQVDLRV�QXP�UHJLVWR�S~EOLFR�GH�HQVDLRV�DFHLWH�SHOR�,&0-(�
�RX�VHMD��SURSULHGDGH�GH�XPD�LQVWLWXLomR�VHP�¿QV�OXFUDWLYRV�
H�SXEOLFDPHQWH�DFHVVtYHO��SRU�H[��FOLQLFDOWULDOV�JRY���7RGRV�
RV�PDQXVFULWRV�UHSRUWDQGR�HQVDLRV�FOtQLFRV�WrP�GH�VHJXLU�R�
&216257�Statement KWWS���ZZZ�FRQVRUW�VWDWHPHQW�RUJ�.
� 1XPD� UHYLVmR� VLVWHPiWLFD� RX� PHWD�DQiOLVH� VLJD� DV�
35,60$�guidelines�
� 1XPD�PHWD�DQiOLVH�GH�HVWXGRV�REVHUYDFLRQDLV��VLJD�DV�
0226(�guidelines�H�DSUHVHQWH�FRPR�XP�¿FKHLUR�FRPSOH-
PHQWDU�R�SURWRFROR�GR�HVWXGR��VH�KRXYHU�XP�
� 1XP�HVWXGR�GH�SUHFLVmR�GH�GLDJQyVWLFR��VLJD�DV�67$5'�
guidelines�
� 1XP� HVWXGR� REVHUYDFLRQDO�� VLJD� DV� 6752%(� guideli-
nes.
� 1XP�Guideline FOtQLFR�LQFHQWLYDPRV�RV�DXWRUHV�D�VHJXLU�
D�*5$'(�guidance�SDUD�FODVVL¿FDU�D�HYLGrQFLD�

 Artigos de Revisão: 

 'HVWLQDP�VH�D�DERUGDU�GH�IRUPD�DSURIXQGDGD��R�HVWDGR�
DFWXDO�GR�FRQKHFLPHQWR�UHIHUHQWH�D�WHPDV�GH�LPSRUWkQFLD��
(VWHV�DUWLJRV�VHUmR�HODERUDGRV�D�FRQYLWH�GD�HTXLSD�HGLWR-
ULDO��FRQWXGR��D�WtWXOR�H[FHSFLRQDO��VHUi�SRVVtYHO�D�VXEPLV-
VmR��SRU�DXWRUHV�QmR�FRQYLGDGRV��FRP�DPSOD�H[SHULrQFLD�
QR� WHPD��GH�SURMHFWRV�GH�DUWLJR�GH� UHYLVmR�TXH�� MXOJDGRV�
UHOHYDQWHV�H�DSURYDGRV�SHOR�HGLWRU��SRGHUmR�VHU�GHVHQYRO-
YLGRV�H�VXEPHWLGRV�jV�QRUPDV�GH�SXEOLFDomR�
� &RPSULPHQWR�Pi[LPR�������SDODYUDV�GH�WH[WR��QmR�LQ-
FOXLQGR�UHVXPR��OHJHQGDV�H�UHIHUrQFLDV���1mR�SRGH�WHU�PDLV�
GR�TXH�XP�WRWDO�GH���WDEHODV�H���RX�¿JXUDV��H�QmR�PDLV�GH�
������UHIHUrQFLDV�
� 2�UHVXPR�GRV�DUWLJRV�GH�UHYLVmR�QmR�GHYH�H[FHGHU�DV�
����SDODYUDV�H�VHUmR�HVWUXWXUDGRV��FRP�FDEHoDOKRV��,QWUR-
GXomR��0DWHULDLV�H�0pWRGRV��5HVXOWDGRV��'LVFXVVmR��&RQ-
FOXVmR�

 Caso Clínico: 

 2�UHODWR�GH�XP�FDVR�FOtQLFR�FRP�MXVWL¿FDGD�UD]mR�GH�SX-
EOLFDomR��UDULGDGH��DVSHFWRV�LQXVLWDGRV��HYROXo}HV�DWtSLFDV��
LQRYDo}HV�WHUDSrXWLFDV�H�GH�GLDJQyVWLFR��HQWUH�RXWUDV���$V�
VHFo}HV�VHUmR��,QWURGXomR��&DVR�&OtQLFR��'LVFXVVmR��5HIH-
UrQFLDV�
� $�OLQKD�GH�DXWRULD�GHVWH�WLSR�GH�DUWLJRV�QmR�GHYHUi�H[-
FHGHU�TXDWUR�DXWRUHV��2XWURV�FRQWULEXWRV�SRGHUmR�VHU�UHFR-
QKHFLGRV�QR�¿QDO�GR�WH[WR��VRE�R�SDUiJUDIR�³$JUDGHFLPHQ-
WRV´�
� 2�WH[WR�QmR�GHYH�H[FHGHU�DV�������SDODYUDV�H����UHIH-
UrQFLDV� ELEOLRJUi¿FDV��'HYH� VHU� DFRPSDQKDGR� GH� ¿JXUDV�
LOXVWUDWLYDV��2�Q~PHUR�GH�WDEHODV�¿JXUDV�QmR�GHYH�VHU�VX-
SHULRU�D��.

� ,QFOXD�XP�UHVXPR�QmR�HVWUXWXUDGR�TXH�QmR�H[FHGD�����
SDODYUDV��TXH�VXPDULH�R�REMHFWLYR��SRQWRV�SULQFLSDLV�H�FRQ-
FOXV}HV�GR�DUWLJR�

 Imagens em Medicina (Imagem Médica): 
� $�,PDJHP�HP�0HGLFLQD�p�XP�FRQWULEXWR�LPSRUWDQWH�GD�
DSUHQGL]DJHP� H� GD� SUiWLFD� PpGLFD�� 3RGHUmR� VHU� DFHLWHV�
LPDJHQV� FOtQLFDV�� GH� LPDJLRORJLD�� KLVWRSDWRORJLD�� FLUXUJLD��
HWF��3RGHP�VHU�HQYLDGDV�DWp�GXDV�LPDJHQV�SRU�FDVR�
� 'HYH�LQFOXLU�XP�WtWXOR�FRP�XP�Pi[LPR�GH�RLWR�SDODYUDV�
H�XP�WH[WR�FRP�XP�Pi[LPR�GH�����SDODYUDV�RQGH�VH�Gr�
LQIRUPDomR�FOtQLFD�UHOHYDQWH��LQFOXLQGR�XP�EUHYH�UHVXPR�GR�
KLVWRULDO�GR�GRHQWH��GDGRV�ODERUDWRULDLV��WHUDSrXWLFD�H�FRQ-
GLomR�DFWXDO��1mR�SRGH�WHU�PDLV�GR�TXH�WUrV�DXWRUHV�H�FLQFR�
UHIHUrQFLDV�ELEOLRJUi¿FDV��1mR�SUHFLVD�GH�UHVXPR�
� 6y�VmR�DFHLWHV�IRWRJUD¿DV�RULJLQDLV��GH�DOWD�TXDOLGDGH��
TXH�QmR�WHQKDP�VLGR�VXEPHWLGDV�D�SUpYLD�SXEOLFDomR��3DUD�
LQIRUPDomR�VREUH�R�HQYLR�GH�LPDJHQV�GLJLWDLV��FRQVXOWH�DV�
©1RUPDV�WpFQLFDV�SDUD�D�VXEPLVVmR�GH�¿JXUDV��WDEHODV�RX�
IRWRJUD¿DVª�

 Guidelines / Normas de orientação: 
� $V� VRFLHGDGHV�PpGLFDV�� RV� FROpJLRV� GDV� HVSHFLDOLGD-
GHV�� DV� HQWLGDGHV� R¿FLDLV� H� �� RX� JUXSRV� GH�PpGLFRV� TXH�
GHVHMHP�SXEOLFDU�QD�$FWD�0pGLFD�3RUWXJXHVD�UHFRPHQGD-
o}HV� GH� SUiWLFD� FOtQLFD�� GHYHUmR� FRQWDFWDU� SUHYLDPHQWH� R�
&RQVHOKR�(GLWRULDO�H�VXEPHWHU�R�WH[WR�FRPSOHWR�H�D�YHUVmR�
SDUD� VHU� SXEOLFDGD��2�(GLWRU�&KHIH� SRGHUi� FRORFDU� FRPR�
H[LJrQFLD� D� SXEOLFDomR� H[FOXVLYD� GDV� UHFRPHQGDo}HV� QD�
$FWD�0pGLFD�3RUWXJXHVD�
� 3RGHUi�VHU�DFRUGDGD�D�SXEOLFDomR�GH�XPD�YHUVmR�UHVX-
PLGD�QD�HGLomR�LPSUHVVD�FXPXODWLYDPHQWH�j�SXEOLFDomR�GD�
YHUVmR�FRPSOHWD�QR site�GD�$FWD�0pGLFD�3RUWXJXHVD�

 Cartas ao Editor: 
� 'HYHP� FRQVWLWXLU� XP� FRPHQWiULR� D� XP� DUWLJR� GD�$FWD�
0HG�3RUW� RX�XPD�SHTXHQD�QRWD� VREUH�XP� WHPD�RX�FDVR�
FOtQLFR��1mR�GHYHP�H[FHGHU�DV�����SDODYUDV��QHP�FRQWHU�
PDLV�GH�XPD�LOXVWUDomR�H�WHU�XP�Pi[LPR�GH���UHIHUrQFLDV�
ELEOLRJUi¿FDV��1mR�SUHFLVDP�GH�UHVXPR�
� 'HYH�VHJXLU�D�VHJXLQWH�HVWUXWXUD�JHUDO��,GHQWL¿FDU�R�DUWL-
JR��WRUQD�VH�D�UHIHUrQFLD�����'L]HU�SRUTXH�HVWi�D�HVFUHYHU��
IRUQHFHU�HYLGrQFLD��D�SDUWLU�GD�OLWHUDWXUD�RX�D�SDUWLU�GH�XPD�
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H[SHULrQFLD� SHVVRDO�� IRUQHFHU� XPD� V~PXOD�� FLWDU� UHIHUrQ-
FLDV�
� $�V�� UHVSRVWD�V�� GR�V�� $XWRU�HV�� GHYHP� REVHUYDU� DV�
PHVPDV�FDUDFWHUtVWLFDV��
8PD�&DUWD�DR�HGLWRU�GLVFXWLQGR�XP�DUWLJR�UHFHQWH�GD�$FWD�
0HG�3RUW�WHUi�PDLRU�SUREDELOLGDGH�GH�DFHLWDomR�VH�IRU�VXE-
PHWLGD�TXDWUR�VHPDQDV�DSyV�D�SXEOLFDomR�GR�DUWLJR�

 Abreviaturas��1mR�XVH�DEUHYLDWXUDV�RX�DFUyQLPRV�QR�
WtWXOR�QHP�QR�UHVXPR��H�OLPLWH�R�VHX�XVR�QR�WH[WR��2�XVR�GH�
DFUyQLPRV�GHYH�VHU�HYLWDGR��DVVLP�FRPR�R�XVR�H[FHVVLYR�
H�GHVQHFHVViULR�GH�DEUHYLDWXUDV��6H�IRU�LPSUHVFLQGtYHO�UH-
FRUUHU�D�DEUHYLDWXUDV�QmR�FRQVDJUDGDV��GHYHP�VHU�GH¿QL-
GDV�QD�SULPHLUD�XWLOL]DomR��SRU�H[WHQVR��ORJR�VHJXLGR�SHOD�
DEUHYLDWXUD� HQWUH� SDUHQWHVHV�� 1mR� FRORTXH� SRQWRV� ¿QDLV�
QDV�DEUHYLDWXUDV�
 Unidades de Medida:�$V�PHGLGDV�GH�FRPSULPHQWR��DO-
WXUD��SHVR�H�YROXPH�GHYHP�VHU�H[SUHVVDV�HP�XQLGDGHV�GR�
VLVWHPD�PpWULFR��PHWUR��TXLORJUDPD�RX�OLWUR��RX�VHXV�P~OWL-
SORV�GHFLPDLV�
� $V� WHPSHUDWXUDV� GHYHP� VHU� GDGDV� HP� JUDXV� &HOVLXV�
��&��H�D�SUHVVmR�DUWHULDO�HP�PLOtPHWURV�GH�PHUF~ULR� �PP�
+J��
� 3DUD�PDLV� LQIRUPDomR�FRQVXOWH�D� WDEHOD�GH�FRQYHUVmR�
³8QLWV�RI�0HDVXUH´�QR website�GD�$0$�0DQXDO�6W\OH�
 Nomes de Medicamentos, Dispositivos ou outros 

Produtos:�8VH�R�QRPH�QmR�FRPHUFLDO�GH�PHGLFDPHQWRV��
GLVSRVLWLYRV�RX�GH�RXWURV�SURGXWRV��D�PHQRV�TXH�R�QRPH�
FRPHUFLDO�VHMD�HVVHQFLDO�SDUD�D�GLVFXVVmR�

IMAGENS 
� 1XPHUH� WRGDV� DV� LPDJHQV� �¿JXUDV�� JUi¿FRV�� WDEHODV��
IRWRJUD¿DV��LOXVWUDo}HV��SHOD�RUGHP�GH�FLWDomR�QR�WH[WR�
� ,QFOXD�XP�WtWXOR�OHJHQGD�SDUD�FDGD�LPDJHP��XPD�IUDVH�
EUHYH��GH�SUHIHUrQFLD�FRP�QmR�PDLV�GR�TXH����D����SDOD-
YUDV��
� $�SXEOLFDomR�GH�LPDJHQV�D�FRUHV�p�JUDWXLWD�
� 1R�PDQXVFULWR�� VmR� DFHLWiYHLV� RV� VHJXLQWHV� IRUPDWRV��
%03��(36��-3*��3')�H�7,)��FRP�����GSLV�GH� UHVROXomR��
SHOR�PHQRV������pixeis�GH�ODUJXUD�H�DOWXUD�SURSRUFLRQDO�
� $V� 7DEHODV�)LJXUDV� GHYHP� VHU� QXPHUDGDV� QD� RUGHP�
HP�TXH�VmR�FLWDGDV�QR�WH[WR�H�DVVLQDODGDV�HP�QXPHUDomR�
iUDEH�H�FRP�LGHQWL¿FDomR��¿JXUD�WDEHOD��7DEHODV�H�¿JXUDV�
GHYHP�WHU�QXPHUDomR�iUDEH�H�OHJHQGD��&DGD�)LJXUD�H�7D-
EHOD�LQFOXtGDV�QR�WUDEDOKR�WrP�GH�VHU�UHIHULGDV�QR�WH[WR��GD�
IRUPD�TXH�SDVVDPRV�D�H[HPSOL¿FDU�
� (VWHV� VmR� DOJXQV� H[HPSORV� GH� FRPR� XPD� UHVSRVWD�
LPXQLWiULD�DQRUPDO�SRGH�HVWDU�QD�RULJHP�GRV�VLQWRPDV�GD�
GRHQoD�GH�%HKoHW��)LJ�����
 (VWD�DVVRFLD�VH�D�RXWUDV�GXDV�OHV}HV�FXWkQHDV��7DEHOD����
� )LJXUD��4XDQGR�UHIHULGD�QR�WH[WR�p�DEUHYLDGD�SDUD�)LJ���
HQTXDQWR�D�SDODYUD�7DEHOD�QmR�p�DEUHYLDGD��1DV�OHJHQGDV�
DPEDV�DV�SDODYUDV�VmR�HVFULWDV�SRU�H[WHQVR�
� )LJXUDV� H� WDEHODV� VHUmR� QXPHUDGDV� FRP� QXPHUDomR�
iUDEH�LQGHSHQGHQWHPHQWH�H�QD�VHTXrQFLD�HP�TXH�VmR�UH-
IHULGDV�QR�WH[WR�
 ([HPSOR��)LJ�����)LJ�����7DEHOD��

 Legendas: $SyV� DV� UHIHUrQFLDV� ELEOLRJUi¿FDV�� DLQGD�
QR�¿FKHLUR�GH�WH[WR�GR�PDQXVFULWR��GHYHUi�VHU�HQYLDGD�OH-
JHQGD�GHWDOKDGD��VHP�DEUHYLDWXUDV��SDUD�FDGD�LPDJHP��$�
LPDJHP�WHP�TXH�VHU�UHIHUHQFLDGD�QR�WH[WR�H�LQGLFDGD�D�VXD�
ORFDOL]DomR�DSUR[LPDGD�FRP�R�FRPHQWiULR�³,QVHULU�)LJXUD�Q��
�«�DTXL´�

 Tabelas: e� REULJDWyULR� R� HQYLR� GDV� WDEHODV� D� SUHWR� H�
EUDQFR�QR�¿QDO�GR�¿FKHLUR��$V�WDEHODV�GHYHP�VHU�HODERUD-
GDV�H�VXEPHWLGDV�HP�GRFXPHQWR�word��HP�IRUPDWR�GH�WD-
EHOD�VLPSOHV��simple grid���VHP�XWLOL]DomR�GH� WDEXODGRUHV��
QHP�PRGL¿FDo}HV�WLSRJUi¿FDV��7RGDV�DV�WDEHODV�GHYHP�VHU�
PHQFLRQDGDV�QR�WH[WR�GR�DUWLJR�H�QXPHUDGDV�SHOD�RUGHP�
TXH�VXUJHP�QR�WH[WR��,QGLTXH�D�VXD�ORFDOL]DomR�DSUR[LPDGD�
QR�FRUSR�GR�WH[WR�FRP�R�FRPHQWiULR�³,QVHULU�7DEHOD�Q���«�
DTXL´��1HVWH�FDVR�RV�DXWRUHV�DXWRUL]DP�XPD�UHRUJDQL]DomR�
GDV�WDEHODV�FDVR�VHMD�QHFHVViULR�
� 4XDLVTXHU�WDEHODV�VXEPHWLGDV�TXH�VHMDP�PDLV�ORQJDV�
ODUJDV� GR� TXH� GXDV� SiJLQDV� $�� VHUmR� SXEOLFDGDV� FRPR�
$SrQGLFH�DR�DUWLJR�
� $V�WDEHODV�GHYHP�VHU�DFRPSDQKDGDV�GD�UHVSHFWLYD�OH-
JHQGD�WtWXOR��HODERUDGD�GH�IRUPD�VXFLQWD�H�FODUD�
� /HJHQGDV�GHYHP�VHU�DXWR�H[SOLFDWLYDV��VHP�QHFHVVLGD-
GH�GH�UHFRUUHU�DR�WH[WR��±�p�XPD�GHFODUDomR�GHVFULWLYD�
� /HJHQGD�7tWXOR�GDV�7DEHODV:�&RORFDGD�SRU�FLPD�GR�FRU-
SR�GD�WDEHOD�H�MXVWL¿FDGD�j�HVTXHUGD��7DEHODV�VmR�OLGDV�GH�
FLPD�SDUD�EDL[R��1D�SDUWH�LQIHULRU�VHUmR�FRORFDGDV�WRGDV�DV�
QRWDV�LQIRUPDWLYDV�±�QRWDV�GH�URGDSp��DEUHYLDWXUDV��VLJQL-
¿FDGR�HVWDWtVWLFR��HWF���$V�QRWDV�GH�URGDSp�SDUD�FRQWH~GR�
TXH� QmR� FDLED� QR� WtWXOR� RX� QDV� FpOXODV� GH� GDGRV� GHYHP�
FRQWHU�HVWHV�VtPERORV������Á�����__�����������ÁÁ������____����� 

 Figuras��2V�¿FKHLURV�©¿JXUDª�SRGHP�VHU�WDQWRV�TXDQ-
WDV�LPDJHQV�WLYHU�R�DUWLJR��&DGD�XP�GHVWHV�HOHPHQWRV�GH-
YHUi�VHU�VXEPHWLGR�HP�¿FKHLUR�VHSDUDGR��REULJDWRULDPHQWH�
HP�YHUVmR�HOHFWUyQLFD��SURQWR�SDUD�SXEOLFDomR��$V�¿JXUDV�
�IRWRJUD¿DV�� GHVHQKRV� H� JUi¿FRV�� QmR� VmR� DFHLWHV� HP� ¿-
FKHLURV�word�
� (P�IRUPDWR�7,)��-3*��%03��(36�H�3')�FRP�����dpis 
GH�UHVROXomR��SHOR�PHQRV������pixeis�GH� ODUJXUD�H�DOWXUD�
SURSRUFLRQDO�
� $V�OHJHQGDV�WrP�TXH�VHU�FRORFDGDV�QR�¿FKHLUR�GH�WH[WR�
GR�PDQXVFULWR�
� &DVR�D�¿JXUD�HVWHMD�VXMHLWD�D�GLUHLWRV�GH�DXWRU��p� UHV-
SRQVDELOLGDGH�GRV�DXWRUHV�GR�DUWLJR�DGTXLULU�HVVHV�GLUHLWRV�
DQWHV�GR�HQYLR�GR�¿FKHLUR�j�$FWD�0pGLFD�3RUWXJXHVD�
� /HJHQGD� GDV� )LJXUDV�� &RORFDGD� SRU� EDL[R� GD� ¿JXUD��
JUi¿FR�H� MXVWL¿FDGD�j�HVTXHUGD��*Ui¿FRV�H�RXWUDV�¿JXUDV�
VmR�KDELWXDOPHQWH�OLGRV�GH�EDL[R�SDUD�FLPD�
� 6y�VmR�DFHLWHV� LPDJHQV�GH�GRHQWHV�TXDQGR�QHFHVVi-
ULDV�SDUD�D�FRPSUHHQVmR�GR�DUWLJR��6H�IRU�XVDGD�XPD�¿JXUD�
HP�TXH�R�GRHQWH�VHMD�LGHQWL¿FiYHO�GHYH�VHU�REWLGD�H�UHPH-
WLGD�j�$FWD�0pGLFD�3RUWXJXHVD�D�GHYLGD�DXWRUL]DomR��6H�D�
IRWRJUD¿D�SHUPLWLU�GH�IRUPD�yEYLD�D�LGHQWL¿FDomR�GR�GRHQWH��
HVWD�SRGHUi�QmR�VHU�DFHLWH��(P�FDVR�GH�G~YLGD��D�GHFLVmR�
¿QDO�VHUi�GR�(GLWRU�&KHIH�
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Ox� )RWRJUD¿DV�� (P� IRUPDWR�7,)�� -3*��%03� H�3')� FRP�
����dpis�GH�UHVROXomR��SHOR�PHQRV������pixeis�GH�ODUJXUD�H�
DOWXUD�SURSRUFLRQDO�
x� 'HVHQKRV�H�JUi¿FRV��2V�GHVHQKRV�H�JUi¿FRV�GHYHP�
VHU�HQYLDGRV�HP�IRUPDWR�YHFWRULDO��$,��(36��RX�HP�¿FKHLUR�
ELWPDS�FRP�XPD�UHVROXomR�PtQLPD�GH�����GSL��$� IRQWH�D�
XWLOL]DU�HP�GHVHQKRV�H�JUi¿FRV�VHUi�REULJDWRULDPHQWH�$ULDO�
� $V� LPDJHQV�GHYHP�VHU�DSUHVHQWDGDV�HP�¿FKHLURV�VH-
SDUDGRV�VXEPHWLGRV�FRPR�GRFXPHQWRV�VXSOHPHQWDUHV��HP�
FRQGLo}HV�GH�UHSURGXomR��GH�DFRUGR�FRP�D�RUGHP�HP�TXH�
VmR�GLVFXWLGDV�QR�WH[WR��$V�LPDJHQV�GHYHP�VHU�IRUQHFLGDV�
LQGHSHQGHQWHPHQWH�GR�WH[WR�

AGRADECIMENTOS �IDFXOWDWLYR��
� 'HYHP�YLU�DSyV�R�WH[WR��WHQGR�FRPR�REMHFWLYR�DJUDGH-
FHU� D� WRGRV� RV� TXH� FRQWULEXtUDP� SDUD� R� HVWXGR�PDV� QmR�
WrP�SHVR�GH�DXWRULD��1HVWD�VHFomR�p�SRVVtYHO�DJUDGHFHU�D�
WRGDV�DV�IRQWHV�GH�DSRLR��TXHU�¿QDQFHLUR��TXHU�WHFQROyJLFR�
RX� GH� FRQVXOWRULD�� DVVLP� FRPR� FRQWULEXLo}HV� LQGLYLGXDLV��
&DGD�SHVVRD�FLWDGD�QHVWD�VHFomR�GH�DJUDGHFLPHQWRV�GHYH�
HQYLDU�XPD�FDUWD�DXWRUL]DQGR�D�LQFOXVmR�GR�VHX�QRPH�

REFERÊNCIAS

 2V�DXWRUHV�VmR�UHVSRQViYHLV�SHOD�H[DFWLGmR�H�ULJRU�GDV�
VXDV�UHIHUrQFLDV�H�SHOD�VXD�FRUUHFWD�FLWDomR�QR�WH[WR�
� $V�UHIHUrQFLDV�ELEOLRJUi¿FDV�GHYHP�VHU�FLWDGDV�QXPH-
ULFDPHQWH��DOJDULVPRV�iUDEHV�IRUPDWDGRV�VREUHVFULWRV��SRU�
RUGHP�GH�HQWUDGD�QR�WH[WR�H�VHU�LGHQWL¿FDGDV�QR�WH[WR�FRP�
DOJDULVPRV�iUDEHV��Exemplo: “'LPHWK\OIXPDUDWH�KDV�DOVR�
EHHQ�D�V\VWHPLF�WKHUDSHXWLF�RSWLRQ�LQ�PRGHUDWH�WR�VHYHUH�
SVRULDVLV�VLQFH��������DQG�LQ�PXOWLSOH�VFOHURVLV���´
� 6H�IRUHP�FLWDGRV�PDLV�GH�GXDV�UHIHUrQFLDV�HP�VHTXrQ-
FLD��DSHQDV�D�SULPHLUD�H�D�~OWLPD�GHYHP�VHU�LQGLFDGDV��VHQ-
GR�VHSDUDGDV�SRU�WUDoR����
� (P�FDVR�GH�FLWDomR�DOWHUQDGD��WRGDV�DV�UHIHUrQFLDV�GH-
YHP�VHU�GLJLWDGDV��VHSDUDGDV�SRU�YtUJXOD���������
� $V�UHIHUrQFLDV�VmR�DOLQKDGDV�j�HVTXHUGD�
� 1mR�GHYHUmR�VHU�LQFOXtGRV�QD�OLVWD�GH�UHIHUrQFLDV�TXDLV-
TXHU� DUWLJRV� DLQGD� HP� SUHSDUDomR� RX� REVHUYDo}HV� QmR�
SXEOLFDGDV��FRPXQLFDo}HV�SHVVRDLV��HWF��7DLV�LQFOXV}HV�Vy�
VmR�SHUPLWLGDV�QR�FRUSR�GR�PDQXVFULWR��H[��3��$QGUDGH��FR-
PXQLFDomR�SHVVRDO��
� $V� DEUHYLDWXUDV� XVDGDV� QD� QRPHDomR� GDV� UHYLVWDV�
GHYHP�VHU�DV�XWLOL]DGDV�SHOR�1DWLRQDO�/LEUDU\�RI�0HGLFLQH�
�1/0� Title Journals Abbreviations KWWS���ZZZ�QFEL�QOP�QLK�
JRY�QOPFDWDORJ�MRXUQDOV
Notas��1mR�LQGLFDU�PrV�GD�SXEOLFDomR�

� 1DV� UHIHUrQFLDV� FRP� �� RX�PHQRV�$XWRUHV� GHYHP� VHU�
QRPHDGRV�WRGRV��1DV�UHIHUrQFLDV�FRP���RX�PDLV�DXWRUHV�
GHYHP�VHU�QRPHDGRV�RV���SULPHLURV�VHJXLGRV�GH�³HW�DO´�
� 6HJXHP�VH�DOJXQV�H[HPSORV�GH�FRPR�GHYHP�FRQVWDU�
RV�YiULRV�WLSRV�GH�UHIHUrQFLDV�

Artigo: 
� $SHOLGR� ,QLFLDLV�GR�V��$XWRU�HV���7tWXOR�GR�DUWLJR��7tWXOR�
GDV�UHYLVWDV�>DEUHYLDGR@��$QR�GH�SXEOLFDomR�9ROXPH��SiJL-

QDV�
� ���&RP�PHQRV�GH���DXWRUHV
0LJXHO�&��0HGLDYLOOD�0-��$ERUGDJHP�DFWXDO�GD�JRWD��$FWD�
0HG�3RUW����������������
� ���&RP�PDLV�GH���DXWRUHV
1RUWH�$��6DQWRV�&��*DPERD�)��)HUUHLUD�$-��0DUTXHV�$��/HL-
WH�&��HW�DO��3QHXPRQLD�1HFURWL]DQWH��XPD�FRPSOLFDomR�UDUD��
$FWD�0HG�3RUW���������������

0RQRJUD¿D�
� $XWRU�(GLWRU�$$��7tWXOR��FRPSOHWR��(GLomR��VH�QmR�IRU�D�
SULPHLUD���9RO��VH�IRU�WUDEDOKR�HP�YiULRV�YROXPHV���/RFDO�GH�
SXEOLFDomR��(GLWRU�FRPHUFLDO��DQR�
� ���&RP�$XWRUHV�
0RRUH��.��(VVHQWLDO�&OLQLFDO�$QDWRP\���WK�HG��3KLODGHOSKLD��
:ROWHUV�.OXZHU�/LSSLQFRWW�:LOOLDPV�	�:LONLQV�������
� ���&RP�HGLWRU�
*LOVWUDS�/&��UG��&XQQLQJKDP�)*��9DQ'RUVWHQ�-3��HGLWRUV��
2SHUDWLYH�REVWHWULFV���QG�HG��1HZ�<RUN��0F*UDZ�+LOO�������

&DStWXOR�GH�PRQRJUD¿D�
0HOW]HU�36��.DOOLRQLHPL�$��7UHQW�-0��&KURPRVRPH�DOWHUD-
WLRQV�LQ�KXPDQ�VROLG�WXPRUV��,Q��9RJHOVWHLQ�%��.LQ]OHU�.:��
HGLWRUV��7KH�JHQHWLF�EDVLV�RI�KXPDQ�FDQFHU��1HZ�<RUN��0F-
*UDZ�+LOO��������S���������

5HODWyULR�&LHQWt¿FR�7pFQLFR�
� /XJJ�'-��3K\VLRORJLFDO�DGDSWDWLRQ�DQG�KHDOWK�RI�DQ�H[-
SHGLWLRQ�LQ�$QWDUFWLFD��ZLWK�FRPPHQW�RQ�EHKDYLRXUDO�DGDS-
WDWLRQ�� &DQEHUUD�� $�*�3�6��� ������ $XVWUDOLDQ� *RYHUQPHQW�
'HSDUWPHQW�RI�6FLHQFH��$QWDUFWLF�'LYLVLRQ��$1$5(�VFLHQWL¿F�
UHSRUWV��6HULHV�%�����0HGLFDO�VFLHQFH�1R������

Documento electrónico:

� ��&'�520
$QGHUVRQ�6&��3RXOVHQ�.%��$QGHUVRQ¶V�HOHFWURQLF�DWODV�RI�
KHPDWRORJ\�>&'�520@��3KLODGHOSKLD��/LSSLQFRWW�:LOOLDPV�	�
:LONLQV�������
� ���0RQRJUD¿D�GD�,QWHUQHW
9DQ�%HOOH�*��)LVKHU�/'��+HDJHUW\�3-��/XPOH\�76��%LRVWD-
WLVWLFV��D�PHWKRGRORJ\�IRU�WKH�KHDOWK�VFLHQFHV�>H�ERRN@���QG�
HG��6RPHUVHW��:LOH\� ,QWHU6FLHQFH������� >FRQVXOWDGR������
-XQ���@��'LVSRQtYHO�HP��:LOH\�,QWHU6FLHQFH�HOHFWURQLF�FRO-
OHFWLRQ
� ���+RPHSDJH�:HEVLWH
&DQFHU�3DLQ�RUJ� >KRPHSDJH� QD� ,QWHUQHW@��1HZ�<RUN��$VVR-
FLDWLRQ�RI�&DQFHU�2QOLQH�5HVRXUFHV��,QF���F���������>FRQVXO-
WDGR������-XO��@�'LVSRQtYHO�HP��KWWS���ZZZ�FDQFHU�SDLQ�RUJ��

PROVAS TIPOGRÁFICAS

� 6HUmR�GD�UHVSRQVDELOLGDGH�GR�&RQVHOKR�(GLWRULDO��VH�RV�
$XWRUHV�QmR�LQGLFDUHP�R�FRQWUiULR��1HVWH�FDVR�HODV�GHYH-
UmR�VHU� IHLWDV�QR�SUD]R�GHWHUPLQDGR�SHOR�&RQVHOKR�(GLWR-
ULDO��HP�IXQomR�GDV�QHFHVVLGDGHV�HGLWRULDLV�GD�5HYLVWD��2V�
DXWRUHV�UHFHEHUmR�DV�SURYDV�SDUD�SXEOLFDomR�HP�IRUPDWR�
3')�SDUD�FRUUHFomR�H�GHYHUmR�GHYROYr�ODV�QXP�SUD]R�GH�
���KRUDV�
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ERRATA E RETRACÇÕES

� $�$FWD�0pGLFD�3RUWXJXHVD�SXEOLFD�DOWHUDo}HV��HPHQGDV�
RX�UHWUDFo}HV�D�XP�DUWLJR�DQWHULRUPHQWH�SXEOLFDGR��$OWHUD-
o}HV�SRVWHULRUHV�j�SXEOLFDomR�DVVXPLUmR�D�IRUPD�GH�HUUDWD�

NOTA FINAL

� 3DUD�XP�PDLV�FRPSOHWR�HVFODUHFLPHQWR�VREUH�HVWH�DV-
VXQWR�DFRQVHOKD�VH�D�OHLWXUD�GR�Uniform Requirements for 
Manuscripts Submitted to Biomedical Journals�GR�,QWHUQD-
WLRQDO�&RPPLWHH�RI�0HGLFDO�-RXUQDO�(GLWRUV���GLVSRQtYHO�HP�
KWWS���ZZZ�,&0-(�RUJ�

N
O

R
M

A
S

 P
U

B
L

IC
A

Ç
Ã

O



Agradecimentos 
 
 
 
Ao Doutor Hélder por ter acreditado em mim e me ter auxiliado neste desafio. 

 

À minha família por ser o meu suporte. 

 

A todos os meus amigos e à família 2 por me darem as melhores memórias desta 

jornada. 

 

Ao João por ser o meu porto seguro. 

 

 

 


