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Abstract: Objective To investigate the influencing factors of delayed postoperative discharge in patients with pulmonary
nodules. Methods Electronic medical records of 223 patients, 91 males and 132 females, who underwent thoracoscopic/Da
Vinci robotic surgery for pulmonary nodules under general anesthesia in Eastern Theater General Hospital, from June to
August 2021 were analyzed retrospectively. Univariate analysis and binary logistic regression analysis were used to screen the
risk factors for delayed postoperative discharge in patients with pulmonary nodules. Results One hundred and fifty-nine
patients (71.3%) with a postoperative hospital stay of = 3 days were considered the delayed discharge group, and the 64
patients (28.7%) with < 3 days were considered the normal discharge group. The age, proportion of males, proportion of
smoking history, proportion of thoracoscopic surgery, operation duration, intraoperative fluid volume, intraoperative loss,
propofol consumption, incidence of postoperative complications, duration of thoracic drainage tube retention, and drainage
volume of patients in the delayed discharge group were significantly higher than those in the normal discharge group (P<0.05).
Binary logistic regression analysis showed that older age [ OR=1.063, 95% C/ (1.016-1.111), A=0.008] , longer duration of
thoracic drainage tube retention [ OR=8.743, 95%C/ (4.144-18.445), P<0.01] and use of conventional analgesic pump
[OR=3.759, 95%C/ (1.232-11.468), P=0.020] were independent risk factors for the duration of postoperative hospitalization
=3 days. Conclusion Older age, longer duration of thoracic drainage tube retention and use of conventional analgesic pump
can affect the length of postoperative hospitalization in patients undergoing lung nodule surgery.
Keywords: Thoracic surgery; Pulmonary nodules; Thoracoscope; Da Vinci robotics; Delayed discharge; Risk factors; Opioids

The incidence of pulmonary nodules (small round or
oval lesions in the lung) is increasing year by year [1].
With widespread screening of lung nodules and advances
in detection techniques, more and more patients require
surgical treatment. Pulmonary nodule surgery is a
common type of thoracic surgery in which lung lesions
are removed to prevent malignant transformation and
further spread.

However, the length of stay after pulmonary nodule
surgery has always been a clinical concern [2]. Delayed
discharge after surgery may increase the hospitalization
cost and infection risk of patients, and also affect the
quality of life and rehabilitation process of patients [3-4].
Therefore, it is important to analyze the risk factors for
delayed discharge after surgery to optimize patient
management and improve surgical outcomes. There have
been extensive studies on the risk factors of delayed
discharge after surgery. For example, factors such as age,
gender, co-morbidities, operation method, and
preoperative lung function are considered to be closely
related to postoperative length of stay [5-6]. In addition,
postoperative complications are also one of the important
factors affecting the length of hospitalization [7].
Therefore, there is an urgent need to further study and
analyze these risk factors in order to provide clinicians
with more accurate prediction and intervention means to
optimize the therapeutic effect of pulmonary nodule
surgery. Through in-depth understanding of the risk
factors of delayed discharge after surgery, we can better

guide the postoperative management and rehabilitation of
patients, reduce the length of hospital stay of patients, and
improve their quality of life.

1 Data and methods
1.1 General data

The electronic medical records of patients received
pulmonary nodule surgery under general anesthesia in
Eastern Theater General Hospital from June to August
2021 were retrospectively analyzed.

Inclusion criteria:

(1) Preoperative diagnosis of pulmonary nodule or
lesion;

(2) Patients received thoracoscopic/Da Vinci robotic
pulmonary nodule surgery under general anesthesia.

Exclusion criteria:

(1) American Society of Anesthesiologists (ASA)
grade III or above;

(2) Patients with severe cardiopulmonary function
disecase before surgery, or within 6 months after
myocardial infarction, or within 1 month after cerebral
infarction;

(3) Medical record data was incomplete, and
relevant data required in this study was missing.

The postoperative discharge time of all cases was
divided according to the quartile, and considering the
left-skewed distribution of the data, 25% was finally
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selected as the cutting point, and the patients discharged 1
day after surgery were taken as the first day after surgery,
1-2 days after surgery were classified as the normal group,
and the patients discharged 3 days or more after surgery
were classified as the delayed group [8]. This study was
approved by the Thospital Ethics Committee
(2022DZKY-042-01).

1.2 Observation indicators

The patients’ clinical data were retrospectively
collected by consulting the inpatient electronic medical
record system, electronic anesthesia record sheet and
Ruimei Laboratory Information System. The data were
collected by two researchers at the same time, and the
data were proofread after collection, and the data found to
be different were retrieved and entered again by another
researcher.

(1) Patient's general clinical data: age, gender, body
mass index (BMI), ASA grade, underlying diseases
(diabetes, coronary heart disease), smoking history;

(2) Perioperative indicators:  Surgical time,
extubation time, surgical type (thoracoscopic surgery, Da
Vinci robot surgery), surgical site (upper lobe of left lung,
lower lobe of left lung, upper lobe of right lung, middle
lobe of right lung, lower lobe of right lung, both lung
lobes and above), resection scope (wedge resection,
segmental resection, lobectomy, whole lung resection),
intraoperative  hypotension, intraoperative  fluid
rehydration, intraoperative fluid loss, intraoperative drug
use (midazolam, propofol, etomidate, dexmedetomidine,
rocuronium, cisatracurium, sufentanil, reifentanil,
flurbiprofen axetil, 0.75% ropivacaine, 2% lidocaine),

Postoperative complications, type of postoperative
analgesic pump (conventional analgesic  pump,
subcutaneous analgesic pump), retention time and

drainage flow of thoracic drainage tube.
1.3 Statistics Methods

SPSS 27.0 software was used to analyze the data.
The measurement data of normal distribution are
expressed as X =s, and the comparison between groups
was conducted by ¢ test. Measures of non-normal
distribution were presented with M(P2s, P7s). Inter-group
comparisons were conducted by Mann-Whitney U test.
Counting data were expressed as example (%) using
chi-square test or its modified method or Fisher exact
probability method. Variables with P < 0.05 in univariate
analysis were included in multivariate logistic regression
analysis to evaluate the risk factors of delayed discharge
after surgery. P < 0.05 was considered statistically
significant.

2 Results
2.1 General data

A total of 223 patients were included in the study,
and the postoperative hospital stay data showed a
left-skewed distribution. There were 64 patients (28.7%)
of normal discharge and 159 patients (71.3%) of delayed
discharge. Univariate analysis showed that the age, male
proportion and smoking history of patients in the delayed
group were significantly higher than those in the normal
group, with statistical significance (P < 0.01). [Table 1]

Tab.1 Comparison of general clinical data between two groups

Normal group Delayed group
Indicators t/y* value P value
(n=64) (n=159)
Age (vears,x+s) 53.55+10.91 58.03+12.34 2.533 0.012
Male/Female (case) 17/47 74/85 7.540 0.006
BMI (kg/m?>x+s) 22.9543.13 22.94+3.02 0.022 0.982
ASA grade II/III(case) 60/4 152/7 0.055 0.815
Smoking [case (%)] 12(12.5) 52(32.7) 4.342 0.037
coronary disease [case (%)] 1(1.6) 6(3.8) 0.187 0.666
Diabetes [case (%)] 5(7.8) 10(6.3) 0.013 0.908

2.2 Perioperative indicators

Compared with the normal discharge group, the proportion of thoracoscopic surgery, operation duration,
intraoperative fluid rehydration, intraoperative fluid loss, and the use of propofol were significantly increased in the
delayed discharge group (P < 0.05). In addition, the incidence of postoperative complications, retention time of thoracic
drainage tube and drainage flow in the delayed discharge group were significantly higher than those in the normal

discharge group (P < 0.05).[Table 2]
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2.3 Multivariate regression analysis of influencing length of postoperative hospitalization in patients with
pulmonary nodules

With postoperative length of stay (transformed into categorical variable) as the dependent variable, variables with
statistical differences, such as age, operation time, operation type, drainage tube retention time, drainage volume,
intraoperative fluid rehydration, intraoperative fluid loss, propofol dosage, gender, smoking, postoperative complications,
postoperative analgesia pump and other independent variables, were incorporated into binary logistic regression analysis.
Older age, long retention time of drainage tube and use of conventional analgesic pump were independent risk factors for
postoperative hospital stay >3 days. [Table 3]

Tab.2 Comparison of perioperative indexes between two groups

Indicators Nor(mna=l6§;0up Del:j‘: Sg;;mm t/Zly? value P value
Surgical type [case (%)]

Thoracoscopic surgery 44(68.8) 151(95.0) 28.570 <0.001

Da Vinci robot 20(31.2) 8(5.0)
Surgical site [case (%)]

Left upper lobe 12(18.8) 39(24.5)

Left lower lobe 15(23.4) 23(14.5)

Right upper lobe 14(21.9) 4427.7) 3.818 0.576

Right middle lobe 4(6.2) 12(7.5)

Right lower lobe 13(20.3) 27(17.0)

Two lobes or more 6(9.4) 14(8.8)
Resection scope [case (%)]

Wedge resection 20(31.3) 41(25.8)

Segmentectomy 15(23.4) 37(23.3) e 0.606

Lobectomy 29(45.3) 78(49.0)

Whole lung resection 0 3(1.9)
Postoperative complication [case (%)] 8(12.5) 53(33.3) 9.967 0.002
Hypotension [case (%)] 2(3.1) 3(1.9) 0.002 0.964
Postoperative analgesic pump [case (%)]

Not used 17(26.6) 44(27.7)

0.050 0.975

Conventional 43(67.2) 106(66.6)

Subcutaneous 4(6.2) 9(5.7)
Intraoperative fluid rehydration (mL)" 1143.75£251.27 1279.03+380.01 3.089 0.002
Intraoperative fluid loss (mL)® 355.47+£154.38 447.08+232.71 2.897 0.004
Operation time (h)* 2(1.5,2.5) 2.5(1.8,3) 2.238 0.026
Extubating time (h)" 2.52+1.39 2.59+1.37 0.346 0.732
Drainage tube retention time (d)® 1.80+0.41 3.02£1.28 10.729 <0.001
Drainage volume (mL)* 240(166.25,375) 490(300,740) 6.638 <0.001
Midazolam (mg)* 2(2,2) 2(2,2) 0.352 0.725
Propofol (mg)* 700(680,777.5) 900(700,1 280) 3.143 0.002
Etomidate (mg)* 12(0,50) 12(0,57.5) 0.007 0.994
Dexmedetomidine (pg)* 200(37.5,230) 200(50,230) 0.396 0.692
Rocuronium [case (%)]

Unased 53628 135349
Cisatracurium (mg)® 36(35,41.5) 35(35,40) 0.479 0.632
Sufentanil (pg)* 90(72.5,100) 90(50,100) 0.510 0.610
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Remifentanil (mg)* 1(1,1) 1(1,1) 0.259 0.796
Flurbiprofen axetil (mg)* 100(100,100) 100(100,100) 0.041 0.967
0.75% Ropivacaine [case (%)]
Used 5(7.8) 11(6.9)
0.05 0.815
Unused 59(92.2) 148(93.1) 5
2% Lidocaine [case (%)]
Used 5(7.8) 11(6.9) 0.055 0.815
Unused 59(92.2) 148(93.1)

Note: ? indicates the data were expressed as case (%); ® indicates the data were expressed as X =s; ® indicates the data were expressed as M(Pas, P7s).

Tab.3 Binary logistic regression analysis of postoperative length of hospital stay

Indicators B S.E. Wald P value OR 95%CI
Age 0.061 0.023 7.122 0.008 1.063 1.016-1.111
Drainage volume 0.000 0.001 0.002 0.968 1.000 0.998-1.002
Drainage tube retention time 2.168 0.381 32.407 0.000 8.743 4.144-18.445
Intraoperative fluid loss 0.000 0.001 0.000 0.992 1.000 0.997-1.003
Intraoperative fluid intake 0.000 0.001 0.007 0.934 1.000 0.999-1.002
Male 0.502 0.547 0.841 0.359 1.651 0.565-4.825
Smoking 0.130 0.577 0.050 0.822 1.138 0.367-3.528
Da Vinci robot -0.015 0.925 0.000 0.987 0.985 0.161-6.039
Postoperative complication 0.963 0.541 3174 0.075 2.620 0.908-7.557
Propofol 0.000 0.001 0.159 0.690 1.000 0.999-1.001
Conventional analgesic pump 1.324 0.569 5412 0.020 3.759 1.232-11.468
Subcutaneous analgesic pump 0.706 1.064 0.440 0.507 2.025 0.252-16.302

3 Discussion

Postoperative hospital stay is one of the main
indicators to  evaluate  postoperative  recovery.
Perioperative treatment includes promoting the best
postoperative recovery of patients, so that patients can
return home safely and resume daily activities as soon as
possible [9]. Complications, readmissions and economic
costs of patients with delayed discharge have increased
significantly. Therefore, a large number of studies have
built prediction models to analyze the risk factors of
delayed discharge [10], so as to make targeted diagnosis
and treatment plans. Previous studies have suggested that
the length of hospital stay after thoracic surgery is related
to the patients’ age, gender, smoking history, presence of
comorbidities, surgical indicators and anesthesia
indicators, etc. Therefore, this study retrospectively
analyzed the correlation between the patients’ general
data, surgical methods, drainage tube retention time,
drainage volume, anesthetics, postoperative analgesia and
length of hospital stay [11-12].

The results of univariate analysis in this study
showed that age, drainage tube retention time,
postoperative complications and conventional analgesic
pump were significantly correlated with the length of
hospital stay of patients after pulmonary nodule surgery,
which was consistent with the studies of Greer et al. [13]
and Rogers et al. [14]. Age was a predictor of delayed
hospitalization after pulmonary nodule surgery. In

addition, the length of postoperative hospital stay was
divided into two categorical variables based on the
median, and binary logistic regression was performed.
The results showed that age, drainage tube retention time
and use of conventional analgesic pump were
independent risk factors for postoperative hospital stay
= 3 days. Hyer et al. [15] found that the age of spinal
surgery patients did increase the length of hospital stay,
independent of opioid dependence status. Older adults
stay longer in the hospital for a variety of reasons that
may be related to comorbidities. The results of this study
are consistent with them.

We found a significant positive correlation between
the use of conventional intravenous analgesia pumps and
delayed discharge after surgery. Previously, Pizzi et al.
[16] found that adverse reactions related to patients
receiving opioid therapy after orthopedic surgery were
associated with increased length of hospital stay. In the
field of thoracic surgery, D’Amico et al. [17] found that
compared with opioid-based anesthesia, opioid-free
anesthesia in thoracic surgery was associated with lower
postoperative complications, less opioid demand, better
analgesia within 48 h after operation, and reduced patient
length of hospital stay. Therefore, it is reasonable to
speculate that, increased risk of patients staying in
hospital with the use of an analgesic pump is partly due to
opioid use. Recently, the concept of enhance recovery
after surgery (ERAS) has been widely proposed at home
and abroad. Based on multidisciplinary cooperation,
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clinical anesthesia plays an important role in preventing
delayed postoperative recovery and reducing length of
hospital stay. A large number of studies recommend
epidural analgesia, regional analgesia and multimodal
analgesia for relieving acute pain after thoracic surgery,
reducing the use of opioids and promoting rapid recovery
after surgery, and this study is consistent with the results
of relevant studies [18]. However, there is no consensus
on whether the best analgesic technique is intravenous
analgesia or epidural analgesia after thoracic surgery,
which needs further study.

The results of univariate analysis in this study
showed that there were statistically significant differences
between the two groups in terms of the type of surgery
and the amount of intraoperative fluid rehydration and
intraoperative fluid loss. However, in subsequent
regression analyses, these differences did not reach a
significant level. This may be due to the existence of
other confounding factors. In multi-factor analysis, the
influence of other confounding factors can be adjusted by
establishing a regression model, so as to reveal the true
effect of the independent variable on the dependent
variable.

There are still some limitations in this study. First, as
a retrospective study, data collection may be biased.
Secondly, due to the imperfection of electronic
information systems, retrospective studies rely on
existing medical records and data, and there is a risk of
information bias. Thirdly, data quality may be affected by
the accuracy and completeness of medical records, there
may be missing or erroneous data, and in addition, there
may be limitations in data availability and availability,
certain important variables or indicators may not be
recorded or measured, limiting the depth and breadth of
the study.

To sum up, this study found that age, long retention
time of drainage tube and use of conventional analgesic
pump were independent risk factors for postoperative
hospitalization >3 days, and targeted and active
preoperative intervention should be performed to reduce
postoperative complications. Although the dosage of
opioids and the rate of adverse reactions are typical, the
need to balance pain management and event risk should
also be emphasized.
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Abstract: Objective To investigate the influencing factors of delayed postoperative discharge in patients with pulmonary
nodules. Methods Electronic medical records of 223 patients, 91 males and 132 females, who underwent
thoracoscopic/Da Vinei robotic surgery for pulmonary nodules under general anesthesia in Eastern Theater General
Hospital, from June to August 2021 were analyzed retrospectively. Univariate analysis and binary logistic regression
analysis were used to screen the risk factors for delayed postoperative discharge in patients with pulmonary nodules.
Results  One hundred and fifty-nine patients (71.3% ) with a postoperative hospital stay of =3 days were considered
the delayed discharge group, and the 64 patients (28.7%) with <3 days were considered the normal discharge group.
The age, proportion of males, proportion of smoking history, proportion of thoracoscopic surgery, operation duration,
intraoperative fluid supplement and fluid loss volume, propofol consumption, incidence of postoperative complications,
duration of thoracic drainage tube retention, and drainage volume of patients in the delayed discharge group were
significantly higher than those in the normal discharge group (P<0.05). Binary logistic regression analysis showed that
older age [ OR=1.063, 95%CI (1.016-1.111), P=0.008], longer duration of thoracic drainage tube retention [ OR=
8.743, 95%CI (4.144-18.445), P<0.01] and use of conventional intravenous analgesic pump [ OR=3.759, 95%CI
(1.232-11.468) , P=0.020] were independent risk factors for the postoperative hospital stay=3 days. Conclusion
Older age, longer duration of thoracic drainage tube retention and use of conventional intravenous analgesic pump can
affect the length of postoperative hospitalization in patients undergoing lung nodule surgery.

Keywords : Thoracic surgery; Pulmonary nodules; Thoracoscope; Da Vinci robotics; Delayed discharge; Risk factors; Opioids

DOI. 10. 13429/]. cnki. cjer. 2024. 01. 012
EEEE: A4, E-mail: Ldzhang1968@ 163.com
HAREH: 2024-01-20

QR code for English version



- 58 - R G R 2024 451 A58 37 %55 18] Chin J Clin Res, January 2024, Vol.37, No.1

FTZEY, RV A /0 B (B8 2 B9 [ £ s 7, G
R FRBEAEREIN Y B 4 (5 ] O A AR
TR BRI B E & Z AT T AR il
L5 TR —FE W SR TR 8 i DI BRI
AR 1B A A — 229 1

SR, ili 4515 T A5 A AT Be I — BRI R
(g —A e 1 R R FE R I T A 2 B R
AR e 98 R KU , s 2 572 W) £ 5 1) A 3 Joi
FHEA SRR 0 DR, 43 BT RS AR 3R ) B 14 15
X TR BRI & FARROCR B H B
EAEE M ARG IR H B B fE i R AT 172
ATt Blan, 4Rl R A B TR T R
R it £ A8 25 P 3R B0 5 AR S A B i DDA
KT A AR T I S R B R B K 1
FNFEZ " I, 8 I B — 2 B 5 A A
X LGB R, LS Ay i DA 22 A i 3t 5 ofi g 1 0
T HFBe, WAL 0 25715 F AR 67 208 . il
HERA T ARG SEIR H e B9 GBS PR 2R, AT LUSE 4
15 T JBE B 5 BRI &, el b S8 AR B I
P v H AR

1 ARSI

L1 —f# s Hr 2021 4F 6 H 2 8
REBR X B BE 4 KT il 45 9 TR U 0 R
DIkl GAIABRAE: (1) ARFTIZ Wk il 2 47 5k
£75(2) TR N 47 M B 55/ 38 75 4 Al g A il 45 15
FARMEE . HEBRbRUE: (1) BRER M LA L
(2) AT A ™50 il D) Be BN , B AL T0 IR SE
Ja 6 AW IAESEIS 1T H 5 (3) e 80 A 4, ik
I M5 B 5 A OCBCHE o K T A R S S B s T
FE VU3 R AT 4, 275 SCER B R, 25 A &
TEMmMASI AT, Fe 1k ) 25% 18 ]y ) &0 5, B N T AR
Hig VAEARES 1T R, ARG 1~2 d 5 46X
YEIEH B2, B AR S5 3 d e A E H B i 191 R A 4iE
BB, A B 5T KT I B AS BE 2 5L 4t o
(2022DZKY-042-01)

1.2 MEFeAc  APERLHE 0 R G R
TESR HF SESE I A LR S, [ AR I IR
TORE, BRI 24 5T N B TR R AT WA S8 AR
Ja X B AT, & IRATAE 22 5 B8 eh oy — 24 0
FARFHRKRFEA, (1) BH B ImR 5k 4
W PRI B 4R BT i AR A (BMI) | 3E [ R O 2 25
(ASA) 73 % FE Al 95 OBl PRI 0o ) L W2 AR sk
(2) BIARBAFEVR : F BT [E] FAE I ] FARZEAR (g

BT AR GRFAFAR) , FARTAL (LM Lt 22 fili
TR A A e A B R R 2
) UIBRTE FE (BB I BR A B DI BR AR it DI BR A
HERHYIBE ) , AR A AR R R R R T
AR 25l (KA e I ARFEPRER A7 36 4E
Wk % PRI IR I 2R AT SF R YRR VIR
FLi& 7R 0.75% % Ik R 2% 2 R , R IHK
iE ARG BRUR A ST (O VBUR S B R ) (R
i 5 L A P ) RS L

1.3 %it3 5% R SPSS 27.0 Bk xf ¥ dE i 17
I3HT. IERMETHRE ORI xs #7520 0] He AR
IS AREAS ¢ K505 3R 15 A 4040 1T Rk L (7 %k
(55 25 HA B, 568 75 H g (M (Py,Pys) |
PR, AR LR ] Mann-Whitney U 5565 31409
BB (%) Feom, R X 6B 80K 1E X K6 56 5
Fisher i JIMER D, KA ZE 0 Hrh P<0.05 1948
WA ZHE logistic [811H 5087, PEA A G LEIR H B 1
fEk &, P<0.05 HEFAGIT#E X,

2 7% R

2.1 —fIOR AOTIEILAA 223 BIIERE ORE (R
Wt o a5 7 i 25 0 A, B Y 25% A DD
A.,64 B (28.7% ) IEH i Be, 159 Bil (71.3%) FiE3R H
Bto SRR, AR e 4H B8 B AR RS D5 T
LU LR WA s 49 ) S 5 T IE B4, 25 A Bt
AR (P<0.05) . W& 1,

R1 P BGOR LUEL

Tab. 1 Comparison of general data between two groups

IEHE MBI SER R

b (n=64)  (n=1s9) XM P
F (%, xxs) 53.6+10.9 58.0£12.3 2.533 0.012
/4 () 17/47 74/85  7.540  0.006
BMI(kg/m®, ves)  22.9¢3.0  229:3.0  0.022  0.982
ASA I/ () 60/4 1527 0055 0815
WAL (%) ] 120188)  52(327) 4342 0.037
LI %) ] 1(1.6) 6(3.8) 0.187  0.666

WIRIE B %) ] 5(7.8)

22 BEARMIAF HIEW B, &R B4
)it o NIl A A = N B S NG AR SN B T DS & NGRS
W A S I B, 2 R A SRR
M (P<0.05) o BEAL, HER H BE AR S5 I K E &A%
e 5 | AL B R U] B 5 9 B v TR B
ZRAGIFE L (P<0.01) , LR 2,

23 HaMLTEEARABARTKY SH L)
oA DUARJEHEBERT K (e ik 43 2 A8 44t ) S IR AR
B O ASIFE SRR UG R A B XA

10(6.3) 0.013  0.908
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SRR IR A T logistic 7] J5 43 #7 , 45 3 7R | 4F
K[ OR=1.063, 95% CI(1.016 ~1.111), P =
0.008 ] 5| i & B & Bf A K [ OR = 8.743, 95% CI
(4.144 ~ 18.445), P<0.01 ] F1{fi I % 0 %54 9 %
[OR=3.759, 95%CI(1.232~11.468), P=0.020 ]

ALK =3 d LR R . Wk 3.

R2 MLHEEFBARMIERX
Tab. 2 Comparison of perioperative indexes between two groups
i RO B
FARZEm?
Mo FA 44(68.8) 151(95.0) 28,570 <0.001
LN L KON 20(31.2) 8(5.0)
FARIPLL
ZEfili bt 12(18.8) 39(24.5)
e R 15(23.4) 23(14.5)
il kot 14(21.9) 44(21.7) 1818 0.576
Attt 4(6.2) 12(7.5)
Filiti R ot 13(20.3) 27(17.0)
Wi % AL 6(9.4) 14(8.8)
DIBRE R
BIRIBRA 20(31.3) 41(25.8)
BUIBEA 15(23.4) 37(23.3) 1839 0.606
TSI A 29(45.3) 78(49.0)
Rl DI 0 3(1.9)
RIEIH & AE 8(12.5) 53(33.3) 9.967  0.002
i 2(3.1) 3(1.9) 0.002  0.964
NG U E
A BUR A 17(26.6) 44(27.7)
BB A 43(67.2) 106(66.6)  0.050  0.975
BT R 4(6.2) 9(5.7)
ARPANE A (mL) 1143.84251.3  1279.0£380.0 3.089  0.002
ARep it (mL)® 355.5¢154.4 447122327 2.897  0.004
FARBSE(h)° 2(1.5,2.5) 25(1.8,3) 2238 0.026
Bt (h)" 2.52+1.39 2.59£1.37 0346 0.732
B B (d) 1.80+0.41 3.02£1.28  10.729 <0.001
8] i (mL) ¢ 240(166.25,375) 490(300,740)  6.638 <0.001
B A4 (mg) © 2(2,2) 2(2,2) 0352 0.725
PN (mg) © 700(680,777.5) 900(700,1280) 3.143  0.002
IRFTLHETE (mg) © 12(0,50) 12(0,57.5)  0.007  0.99%4
AR (png)© 200(37.5,230)  200(50,230)  0.396  0.692
BRI
il 11(17.2) 24(15.1) 0151 0.680
ES Ui 53(82.8) 135(84.9)
T i % 4 (mg ) © 36(35,41.5) 35(35,40) 0479 0.632
AR (pe)© 90(72.5,100)  90(50,100)  0.510  0.610
%i 35 KJE (mg) © 1(1,1) 1(1,1) 0.259  0.796
SH B 5T (mg) © 100(100,100)  100(100,100)  0.041  0.967
0.75% % Wk H*
i 5(7.8) 11(6.9) 0055 0815
R 59(92.2) 148(93.1)
2%MZRH*
i 5(7.8) 11(6.9) 0055 0815
AAEH 59(92.2) 148(93.1)

Tt R BB (%) 0 SRR B R 2 s R KU

)qM(PZSvPIS) o

F3 AJFIERHBERY IC logistic [H1IH 4347
Tab. 3 Binary logistic regression analysis of delayed

postoperative discharge

Ar g B bR FURME AmE P ORME  95%CI

A 0.061 0.023 7.122 1 0.008 1.063 1.016~1.111
EibR 0.000 0.001 0002 1 0.968 1.000 0.998~1.002
BIRAG BRI 2,168 0381 32407 1 <0.001 8.743 4.144~18.445
AdkE 0000 0001 0000 1 0992 1.000 0.997~1.003
APk 0.000 0.001  0.007 1 0.934 1.000 0.999~1.002
PERI(T) 0.502 0547 0.841 1 0359 1.651 0.565~4.825
W08 sk 0.130 0577 0.050 1 0.822 1.138 0.367~3.528
FAFM(1) -0.015 0925 0000 1 0.987 0.985 0.161~6.039
RIEIERE 0963 0541 3174 1 0.075 2.620 0.908~7.557
Rl 0.000 0.001 0.159 1 0.690 1.000 0.999~1.001
BREE(1) 1324 0569 5412 1 0.020 3.759 1.232~11.468
B (2) 0.706 1.064 0440 1 0507 2.025 0.252~16.302

T (1) FoRr A8 i gty YEA (1) FoR B0k, TR (1) 2
IRIFALE A BRI (1) R MU AL, B A (2) Fom B2 i
R

3 i i

AJGAE B & PEAG A SR E 1) F 2R IRz —,
FBIARBARY S TR B AR IR, (il s
H 4224 M5 H s sh™ o S B % o &
IE FRABER 2T A B34 5, R H AR T
FE RT3 SE 3 HE BE A Fa R R 0 LASE
PR 2T % . BRI RFARAR G 4
e s] 1) 5 FE 5 AR PR AR B S AT B A S
K FARAGHR JPRBEFE A AH DG, PR BE AR 5 [ ot 14 23 B
IR T 4% SN B N 1= W B = < i LTI
B ORRIEZE AR 5 B S 5 A B 1] B R e

AW B R AT R B AR B A
Bf ] AR5 IF R AE S I 25155 R A B i 2
HI%, 5 Greer 2% Hil Rogers 2™ g il 58 — 8L, 4F
# Rl 1 ARG IER A B T R K . BeAh AR TS
FEBERT TR 43 — 3 28748 i, 47 7T logistic [] )4 43
B, G5 A IR AR 5 i A B T (R R FH 5% R ik
IR AR ARG B =3 d iS7 G & . Hyer
2l RS R TR R AR I 1 S A I A [ (]
SR Fr A MOBCR A TE G s th T & AT e 5 & I 1E
AR SR, 24 A B B fs BRI T B . AR 5%
R HH -3,

ARG S B F T DK AR 2 1 5 R 5 2B R
HBEAFEFE — 2 TEAR DG , MU Pizzi 550 R B, 15 R
A JEHEZ BT 225 W6 97 1) B3 R DA RO 54
BE I 3 A 56 o 76 i SR 45 R, D" Amico 2517 %
B, 5 LT BT H 225 4y (0 SRR A L, I SRR
B 2 24 W BRI 5 AR W AR I I A A iR Bl 2k
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