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Abstract

Background: Pleurectomy/decortication (P/D), a surgical procedure for malignant pleural mesothelioma (MPM), is a highly
invasive surgery requiring prolonged hospitalization. Previous studies have reported that postoperative analgesia using
regional anesthesia contributes to shorter hospital stays after surgery under general anesthesia by reducing acute
postoperative pain. However, the association between postoperative analgesia and the length of hospital stay (LOHS) following
P/D has not been evaluated.

Objectives: To evaluate the association between postoperative analgesia and postoperative LOHS after PD.

Methods: This single-institution observational study enrolled consecutive adult patients undergoing P/D under general
anesthesia, who postoperatively received either intertransverse process block (ITPB) or continuous intravenous (IV) fentanyl
infusion as postoperative analgesia between March 2022 and February 2023.

Results: Among all enrolled patients with ASA physical status Il or III (n = 60), postoperative analgesia was administered using
either continuous ITPB (n = 19) or continuous IV fentanyl infusion (n = 41). Multivariable logistic regression analysis revealed
that postoperative analgesia with continuous ITPB (P = 0.007), a lower incidence of major complications after surgery (P =
0.034), and female sex (P = 0.033) were significantly associated with a shorter postoperative LOHS. In subgroup analysis, patients
who received continuous ITPB had significantly lower postoperative LOHS, lower postoperative serum C-reactive protein levels
on postoperative day (POD) 3, and reduced acute postoperative pain on POD3 compared to those who received continuous IV
fentanyl infusion.

Conclusions: Postoperative analgesia using continuous ITPB appears to be associated with a reduction in LOHS following P/D
for MPM under general anesthesia.
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hospitalization duration (21 days) and the relatively
high in-hospital mortality rate (3.2%) (4).
Pleurectomy/decortication for MPM is performed
under general anesthesia, with or without regional
anesthesia such as epidural block or thoracic
paravertebral block (TPVB) (5, 6). Although continuous
epidural block for postoperative analgesia has been
reported to reduce the rate of major complications after
P/D, adverse postoperative events, including orthostatic
hypotension, occur in approximately 15% of patients due
to the bilateral sympathetic blockade caused by
epidural anesthesia (6). Consequently, the development

1. Background

Pleurectomy/decortication (P/D) is a surgical
procedure used as part of the multimodal treatment for
malignant pleural mesothelioma (MPM) (1, 2).
Malignant pleural mesothelioma is a rare and
aggressive cancer of the lining around the lung, often
associated with asbestos exposure (1-3). The surgery
involves removing the pleura, with or without the
pericardium and/or diaphragm, and is one of the most
invasive procedures among non-cardiac surgeries (3).
This invasiveness likely contributes to the long average
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of alternative postoperative analgesia strategies to
replace epidural anesthesia is highly desirable for
patients undergoing P/D.

Several studies have reported that the addition of
regional anesthesia to general anesthesia can shorten
the length of hospital stay (LOHS) and reduce acute
postoperative pain after cardiothoracic and spinal
surgeries (7, 8). The recently developed ultrasound-
guided intertransverse process block (ITPB) serves as an
alternative to TPVB, offering multilevel blockade for
thoracic surgeries. The use of a continuous catheter
technique for ITPB has successfully provided
postoperative analgesia without serious adverse events
(9, 10). Since ITPB performed on the surgical side results
in ipsilateral sympathetic blockade only, continuous
ITPB is expected to shorten the postoperative hospital
stay after P/D while reducing adverse postoperative
events.

2. Objectives

This retrospective observational study examined
patients undergoing P/D for MPM to investigate the
potential association between continuous ITPB for
postoperative analgesia and postoperative outcomes,
including hospital length of stay.

3.Methods

3.1. Ethics

This observational study was approved by the Ethics
Committee of Hyogo Medical University (ethics
committee number 3138) on March 4, 2019. The
requirement for written informed consent was waived
by the institutional ethics committee. This study was
conducted in accordance with the principles of the
Declaration of Helsinki.

3.2. Patients

Hyogo Medical University Hospital is a leading center
in Japan with extensive experience in performing P/D
surgery for MPM with the goal of achieving a cure.
Therefore, this study was conducted exclusively at our
institution. Participants included consecutive patients
who underwent P/D under general anesthesia between
March 2022 and February 2023 at the surgical center of
Hyogo Medical University Hospital. The exclusion
criteria were: Age < 19 years, American Society of
Anesthesiologists-physical status (ASA-PS) > IV, and
emergency surgery.

3.3. Data Collection

To assess the primary outcome of the association
between postoperative analgesia and postoperative
LOHS in this cohort study, perioperative data were
obtained from our institutional medical records. The
collected data included age, sex, Body Mass Index (BMI),
emergentness of surgery, ASA-PS, anesthesia
management, serum Creactive protein (CRP) levels
measured before surgery and on days 1 and 3 post-
surgery, and the durations of intensive care unit (ICU)
and hospital stays after surgery.

To evaluate the balance between nociception caused
by surgery and anti-nociception from anesthesia, we
used Vi-Pros software (Dowell Co. Ltd., Sapporo, Japan) to
calculate an average pain response score (mean NR) for
each patient throughout their surgery (11). The NR Index
is a score ranging from 0 to 1, indicating how the body
responds to nociception during surgery under general
anesthesia. It is calculated every minute using a formula
that takes into account three measurements: Heart rate,
systolic blood pressure, and perfusion index. In a
previous report, multimodal general anesthesia guided
by a nociception monitor, with the NR Index maintained
below 0.85 as much as possible, was shown to reduce
the development of postoperative complications (12).

3.4. Acute Postoperative Pain

To evaluate acute postoperative pain at rest,
Numerical Rating Scale (NRS) scores were measured on
postoperative days (POD) 1 and 3. The NRS ranged from
0, indicating no pain, to 10, representing the worst
imaginable pain.

3.5. Postoperative Complications

Postoperative complications were graded according
to the Clavien-Dindo classification, which includes five
grades from I to V (13). Major complications were
defined as Clavien-Dindo grade III or higher, which
correspond to complications that require interventions
performed under local anesthesia or more invasive
measures.

3.6. Anesthetic Management During Surgery

Appropriate preoperative fasting was enforced for all
patients, and no pre-medications were administered
due to the low risk of pulmonary aspiration. Anesthesia
was induced with propofol, fentanyl, remifentanil, and
rocuronium. A left-sided double-lumen tube was used
for intubation. In addition to fentanyl and rocuronium,
continuous intravenous (IV) infusions of propofol and
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remifentanil were used to maintain total IV anesthesia
throughout the surgery. The amounts of remifentanil
and fentanyl were adjusted to keep the patient’s mean
blood pressure within 20% of their baseline blood
pressure. Propofol was also used to maintain the
Bispectral Index (BIS) between 40 and 60. Hemoglobin
concentrations above 10 g-dL™' were maintained by
transfusing red blood cells (RBC) as necessary.

The anesthesiologist in charge determined whether
to perform an ITPB or TPVB after induction of anesthesia,
based on the patient’'s co-morbidities (e.g.,
coagulopathy, thoracic spine deformity, or cancer
invasion at the site of regional anesthesia) or their
experience.

In patients who received ITPB, both the transverse
process at the Th7 vertebral level and the pleura were
identified under ultrasonographic guidance (SONIMAGE
HS2; Konica Minolta, Inc., Tokyo, Japan) using a linear
probe. An 18-gauge through-the-needle catheter
(Contiplex Ultra 360; B BRAUN Co., Germany) was
inserted using an in-plane technique, advancing it
toward the midpoint between the transverse process
and the pleura. The spread of the injectate at the
midpoint between the posterior border of the
transverse process and the pleura was confirmed by a
bolus injection of 20 mL of 0.25% levobupivacaine. The
success of the ITPB was subsequently verified through
ultrasonographic imaging. Following the single-shot
injection, a side-hole catheter (Perifix ONE Catheter; B
BRAUN Co., Germany) was inserted 7 - 14 cm into the Th7
- 8 interspace under ultrasound guidance, with the
patient in the lateral decubitus position.

Conversely, in patients who received TPVB, an
ultrasonography probe was positioned to visualize the
spinous and transverse processes of the Th7 vertebra
along with the associated costa. With proper
visualization, ultrasound-guided TPVB was performed
using a single injection of 20 mL of 0.25%
levobupivacaine. Depression of the pleura was
considered indicative of successful injection of the
analgesic agent. The effects of a single injection of ITPB
on postoperative analgesia have been reported to be
comparable to those of a single injection of TPVB in
patients undergoing thoracoscopic surgery (14).

3.7. Postoperative Analgesia

All patients were extubated in the operating room
and then transferred to the ICU. In patients who
received a single injection of ITPB after induction of
general anesthesia, no additional local anesthetics were
administered via the catheter during surgery. At the end
of the surgery, a continuous infusion of 0.125%
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levobupivacaine at a rate of 4 mL/h was started and
continued until POD3 for postoperative analgesia. In
contrast, patients who received TPVB did not have a
continuous catheter inserted; instead, they received
fentanyl through a continuous IV infusion, which began
after surgery and continued until POD3. The dose was
between 25 and 30 pg/h. For both groups (ITPB and
TPVB), if a patient required additional pain relief after
surgery, they were given extra medication via IV
(acetaminophen), orally (tramadol or loxoprofen), or as
a skin patch (fentanyl).

Patients were monitored for postoperative adverse
events (e.g., orthostatic hypotension and fluid leakage
from the ITPB puncture site), which could potentially
lead to the earlier interruption of postoperative
analgesia than the planned discontinuation on POD3.

3.8. Statistical Analysis

Statistical testing was performed using JMS Pro
version 14.2.0 (SAS Institute Inc., Cary, NC, USA) or IBM
SPSS Statistics 24 software (IBM Corp., Chicago, IL, USA). A
multivariable logistic regression analysis was
conducted to assess the association between ITPB and
LOHS after surgery. To exclude confounding effects
between ITPB and perioperative variables, we selected
preoperative and perioperative variables as candidate
variables for the analysis. If multicollinearity was
detected between these variables [based on a variance
inflation factor (VIF) of less than 10], the variables were
not included in the analysis (15). The results are
presented as odds ratios with 95% confidence intervals
(CIs).

3.9. Subgroup Analysis

We divided the patients into two groups: Those who
received postoperative analgesia with continuous ITPB
and those who received continuous IV fentanyl infusion.
Comparisons between the two groups were performed
using the unpaired t-test, Wilcoxon rank sum test, or chi-
squared test, as appropriate. Normality of the data was
assessed using normal quantile plots, and values of P <
0.05 were considered statistically significant.

4.Results

4.1. Patients’ Characteristics and Perioperative Variables

This study adhered to the STROBE guidelines. Sixty
patients undergoing P/D for MPM under general
anesthesia were enrolled, with either a single-shot ITPB
followed by postoperative continuous ITPB or a single-
shot TPVB followed by postoperative continuous IV
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Table 1. Perioperative Variables

Preoperative Variables Values @
Age,y 69+8
Sex
Male 52(86.7)
Female 8(13.3)
BMI, kg.m 2 241£32
ASA-PS
11 10 (16.7)
1 50(83.3)
Preoperative CRP level, mg.dL™ 0.22+0.30
Single-shot regional block after induction of anesthesia
ITPB 19 (31.7)
TPVB 41(68.3)
Intraoperative
Continuous remifentanil dose, ug.kg™.min 0.154 £ 0.042
Total dose of fentanyl, ug.kg? 17.7£5.6
Total dose of rocuronium, ug.kg?* 31108
Length of surgery, min 380+£89
Length of anesthesia, min 488+ 92
Volume of blood loss, mL 1783 £1302
Volume of RBC transfusion, mL 901+ 650
Urine volume, mL 644 492
Postoperative
Postoperative analgesia
Continuous ITPB 19 (31.7)
Continuous IV fentanyl infusion 41(68.3)
Length of postoperative ICU stay, days 3[2-4]
Length of postoperative hospital stay, days 22[18-26]
NRS at rest
POD1 1[0-2]
POD3 1[0-3]
CRP level, mg.dL"
PODI1 5.38 (1.98)
POD3 7.90 (6.12)
Clavien-Dindo grade
<III 15(25.0)
> 11 45(75.0)

Abbreviations: ASA-PS, American Society of Anesthesiologists-Physical Status; BIS, Bispectral Index; BMI, Body Mass Index;
CRP, C-reactive protein; ICU, intensive care unit; ITPB, intertransverse process block; IV, intravenous; MTP, midpoint of the
transverse process to pleura; NRS, Numerical Rating Scale; POD, postoperative day; RBC, red blood cells; SD, standard

deviation; TPVB, thoracic paravertebral block.

2Values are expressed as No. (%), means + SD, or median [25th - 75th percentile].

fentanyl infusion, between March 2022 and February
2023. Table 1 shows the perioperative data. The mean
LOHS was 22 [18 - 26] days after P/D.

Nineteen patients (31.7%) received continuous ITPB

after surgery, and 41 patients (68.3%) received
continuous IV fentanyl infusion. There were no

postoperative adverse events that led to the early
interruption of either continuous ITPB or continuous IV
fentanyl infusion. The incidence of postoperative major
complications was 75.0%. Major complications occurred
in 45 patients, including air leak (n = 42), reoperation (n
=1), brain infarction (n =1), and renal failure (n=1).
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Table 2. Perioperative Variables Related to Postoperative Length of Hospital Stay > 21 Days

Pre- and Intraoperative Variables 0Odds Ratio [95% CI] P-Value
Age,y 0.951
<75 Ref
=75 1.05[0.23-4.86]
Sex (male) 8.83[1.19-653] 0.0332
BMI, kg.m? 0.105
<25 Ref
=25 0.32[0.08-1.27]
ASA-PS 0.730
<III Ref
=111 134[0.25-7.21]
Preoperative CRP level, mg.dL™ 0.517
<1.00 Ref
>1.00 0.37[0.02-7.52]
Continuous ITPB 0.14[0.03-0.59] 0.007%
Mean NR 0.802
<0.83 Ref
>0.83 1.23[0.24-6.46]
RBC transfusion volume, mL 0.212
<1200 Ref
>1200 0.31[0.05-1.97]
Clavien-Dindo grade 0.034?
<III Ref
>11 5.84 [1.14 - 29.97]

Abbreviations: BMI, Body Mass Index; ITPB, intertransverse process block; CRP, C-reactive protein; RBC, red blood cells; ASA-PS, American

Society of Anesthesiologists-Physical Status.

2 Significant at P < 0.05.

4.2. Association Between Postoperative Analgesia and
Length of Hospital Stay After Surgery

Since the mean postoperative stay after P/D was 21
days (4), we employed multivariable logistic regression
analyses to assess the relationship between
postoperative analgesia and LOHS > 21 days after
surgery. Eight preoperative and intraoperative variables
were selected as candidate variables: Age > 70 years,
male sex, BMI > 25 kg/m?, ASA-PS > III, preoperative CRP
levels > 1.00 mg/dL, continuous ITPB, mean NR > 0.83,
and RBC transfusion > 1 200 mL (6). Additionally,
Clavien-Dindo grade > III was also selected as a
postoperative candidate variable. No multicollinearity
between candidate variables was observed. The analysis
revealed that the absence of continuous ITPB, Clavien-
Dindo grade > III, and male sex were independent risk
factors for a postoperative LOHS > 21 days (Table 2).

For the subgroup analysis, we divided the patients
into two groups: The continuous ITPB group (n =19) and
the continuous IV fentanyl infusion group (n = 41) (Table

Anesth Pain Med. 2024;14(6): e150055

3). There were no significant differences in preoperative
variables between the two groups. Among
intraoperative variables, the mean NR index during
surgery was significantly higher in patients who
received continuous ITPB compared to those who
received continuous IV fentanyl infusion. Conversely,
the continuous remifentanil dose was significantly
lower in patients with continuous ITPB than in those
with continuous IV fentanyl infusion. There were no
significant differences in the length of surgery, blood
loss, or transfusion volume between the two groups.

Regarding postoperative variables, the LOHS after
surgery was significantly shorter in patients with
continuous ITPB compared to those with continuous IV
fentanyl infusion. Although the duration of ICU stay
after surgery was significantly longer in patients with
continuous ITPB than in those with continuous IV
fentanyl infusion, both the NRS values at rest on POD3
and serum CRP levels on POD3 were significantly lower
in patients with continuous ITPB compared to those
with continuous IV fentanyl infusion.
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Table 3. Comparisons of Perioperative Variables Between Patients with Continuous Intravenous Fentanyl Versus Continuous Intertransverse

Process Block "

Perioperative Variables Continuous IV Fentanyl Infusion (n=41)  Continuous ITPB(n=19) P-Value
Preoperative
Age,y 70(7) 68(9) 0.319
Sex 0.703
Male 36(87.8) 16 (84.2)
Female 5(12.2) 3(15.8)
BMI, kg.m? 24.0(3.2) 24.4(31) 0.704
ASA-PS 0.172
Il 5(12.2) 5(26.3)
111 36(87.8) 14(73.7)
CRP level, mg.dL? 0.24(0.34) 0.17(0.20) 0.386
Intraoperative
Mean NR 0.849(0.023) 0.868 (0.031) 0.009 €
Continuous remifentanil dose, pg.kg™.min 0.163(0.040) 0.134(0.041) 0.012¢
Total dose of fentanyl, pg.kg” 17.0 (6.1) 19.1(43) 0.189
Total dose of rocuronium, pg.kg? 31(0.9) 31(0.8) 0.848
Length of surgery, min 395(84) 347(93) 0.054
Length of anesthesia, min 500 (85) 463 (103) 0.149
Blood loss, mL 1760 (864) 1832 (1974) 0.845
RBC transfusion volume, mL 892(367) 922 (1055) 0.873
Urine volume, mL 643 (455) 647(577) 0.975
Postoperative
Length of postoperative ICU stay (days) 3[2-4] 4[3-4] 0.0324
Length of postoperative hospital stay (days) 22[20-31] 17[14-24] 0.005°¢
NRS score for pain at rest
POD1 0.328
<4 39(95.1) 19 (100.0)
>4 2(4.9) 0(0.0)
POD3 0.0454
<4 36(87.8) 19 (100.0)
>4 5(12.2) 0(0.0)
CRP level, mg.dL?
POD1 538 (2.21) 539 (1.40) 0.995
POD3 9.14 (6.50) 5.07(4.04) 0.0174
Clavien-Dindo grade 0.627
<11 11(26.8) 4(211)
=111 30(732) 15(78.9)

Abbreviations: IV, intravenous; ITPB, intertransverse process block; NRS, Numerical Rating Scale; CRP, C-reactive protein; POD, postoperative
day; RBC, red blood cells; ASA-PS, American Society of Anesthesiologists-Physical Status; ICU, intensive care unit.

2Values are expressed as No. (%), means * SD, or median [25th - 75th percentile].

b Comparisons of two variables were performed using the unpaired t-test, Wilcoxon rank-sum test, or chi-square test.

CSignificantat P<0.01.
d Significant at P < 0.05.

5. Discussion

Several previous studies have reported that risk
factors for prolonged hospital stay after non-cardiac

surgery include postoperative complications, male sex,

prolonged duration of
metastasis (16-18). In patients with MPM undergoing P/D,
both a higher incidence of major complications after

surgery, older age, and
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surgery and male sex were associated with a longer
hospital stay in the present study. Furthermore, the
absence of continuous ITPB for postoperative analgesia
was associated with prolonged hospital stay in this
study. A previous meta-analysis showed that
postoperative analgesia using regional anesthesia in
patients undergoing cardiothoracic surgery under
general anesthesia decreased LOHS by reducing acute
postoperative pain (7). Another meta-analysis reported
that erector spinae plane block decreased postoperative
hospital stay and reduced postoperative pain, opioid
consumption, and nausea and vomiting after lumbar
spine surgery (8). Although the precise mechanisms
underlying the beneficial effects of regional anesthesia
on postoperative LOHS have not been fully explained,
the latter study suggested that lower opioid
consumption after surgery might contribute to this
effect (8).

In the subgroup analysis, we compared perioperative
variables between patients who received continuous
ITPB and those who received continuous IV fentanyl
infusion. We found that continuous doses of
remifentanil during surgery, serum CRP levels on POD3,
acute postoperative pain on POD3, and the LOHS after
surgery were significantly lower in patients with
continuous ITPB than in those with continuous IV
fentanyl infusion. In contrast, the mean NR Index
during surgery was significantly higher in patients with
continuous ITPB than in those with continuous IV
fentanyl infusion, and the length of ICU stay after
surgery was significantly longer in patients with
continuous ITPB than in those with continuous IV
fentanyl infusion. There were no significant differences
in the incidence of major complications within 30 days
after surgery between the two patient groups (Table 3).
Previous studies have shown that a higher postoperative
CRP level, which indicates greater surgical invasiveness
(19), is a valuable predictor of major complications after
non-cardiac surgery (20). However, no such associations
were observed in this study. A subgroup analysis may
provide useful information, and can also lead to
misleading results (21). Although a reduction in
postoperative pain in patients with continuous ITPB
might partly contribute to the decrease in postoperative
LOHS, this subgroup analysis did not identify any
mechanisms that clearly explain the association
between postoperative analgesia and LOHS after P/D.

A limitation of this study is the small number of
patients. Although Hyogo Medical University Hospital is
a major center in Japan known for its expertise and high
volume of P/D surgeries (4), the number of these
surgeries performed each year is limited, and the
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number of patients who received continuous ITPB for
postoperative analgesia is still small, as ITPB was only
recently introduced (9). Another limitation of this study
is that the method of regional anesthesia performed
before skin incision was a single injection of ITPB in
patients who received continuous ITPB postoperatively,
which differed from the single injection of TPVB used in
patients with continuous postoperative IV fentanyl
infusion. Although the effects of ITPB and TPVB on
postoperative pain are reportedly comparable in
patients with the same method of postoperative
analgesia (14), the mean NR Index values, which
represent the balance between nociception caused by
surgical invasiveness and anti-nociception from
anesthesia during surgery, significantly differed
between these two groups. Thus, further investigation,
including a larger number of patients with the same
intraoperative anesthetic management, is needed to
better understand the mechanisms behind the
association between postoperative analgesia and
hospitalization in future studies.

5.1. Conclusions

Postoperative analgesia using continuous ITPB is
likely associated with a decrease in LOHS and a
reduction in acute postoperative pain after P/D for MPM,
compared to continuous IV fentanyl infusion.

Acknowledgements

A portion of this study was presented at the poster
session of the 4ist Annual Congress of the European
Society of Regional Anaesthesia and Pain Medicine in
Prague, Czech Republic, on September 4, 2024.

Footnotes

Authors' Contribution: M. K, K T, and M. T.
contributed equally to this study. Data acquisition and
analysis were carried out by M. K, K. T, and M. T.
Supervision of data analysis was provided by M. Hi.
Interpretation of study results was done by H. O,, T. L, A.
K, K. E, M. Ha, and R. U. All authors participated in the
manuscript revision and approval.

Conflict of Interests Statement: The authors
declared no conflict of interests.

Data Availability: Data will be made available upon
submission of a reasonable written request to the
corresponding author.


https://brieflands.com/articles/aapm-150055

Kobata M et al.

Brieflands

Ethical Approval: This observational study was

approved by the Ethics Committee of Hyogo Medical
University (ethics committee number 3138) on March 4,
2019. The requirement for written informed consent for
study participation was waived by the institutional

ethics

committee. This study was conducted in

accordance with the principles of the Declaration of
Helsinki.

Funding/Support: This study was supported by the

Japan Society for the Promotion of Science, KAKENHI
(22K09059).

Informed Consent: It was not declared by the authors.

References

10.

Gelzinis TA. The 2019 ERS/ESTS/EACTS/ESTRO Guidelines on the
Management of Patients With Malignant Pleural Mesothelioma. |
Cardiothorac Vasc Anesth. 2021;35(2):378-88. [PubMed ID: 32798169].
https://doi.org[10.1053/j.jvca.2020.07.017.

Kanayama M, Mori M, Matsumiya H, Taira A, Shinohara S, Takenaka M,
et al. Surgical strategy for malignant pleural mesothelioma: the
superiority of pleurectomy/decortication. Surg Today. 2022;52(7):1031-
8.[PubMed ID:35044520]. https://doi.org/10.1007/s00595-021-02437-9.

Popat S, Baas P, Faivre-Finn C, Girard N, Nicholson AG, Nowak AK, et al.
Malignant pleural mesothelioma: ESMO Clinical Practice Guidelines
for diagnosis, treatment and follow-up(+ ). Ann Oncol. 2022;33(2):129-
42. [PubMed ID: 34861373].
https://doi.org/10.1016/j.annonc.2021.11.005.

Hashimoto M, Yamamoto H, Endo S, Okada M, Miyata H, Hasegawa S,
et al. Japanese Current Status of Curative-Intent Surgery for
Malignant Pleural Mesothelioma. Ann Thorac Surg. 2022;113(4):1348-
53. [PubMed ID: 33930356].
https:[/doi.org[10.1016/j.athoracsur.2021.04.042.

Daunt M, Martin-Ucar AE, Malik M. Malignant pleural mesothelioma
and its management. BJA Education. 2015;15(5):242-7.

Onoe K, Ogata H, Okamoto T, Okutani H, Ueki R, Kariya N, et al.
Association between thoracic epidural block and major
complications after pleurectomy/decortication for malignant
pleural mesothelioma under general anesthesia. Reg Anesth Pain
Med. 2022;47(8):494-9. [PubMed ID: 35618297].
https://doi.org[10.1136/rapm-2022-103688.

Li L, Liu M, Li S, Xu |, Zheng ], Lv C, et al. Influence of Regional Nerve
Block in Addition to General Anesthesia on Postoperative Delirium,
Pain, and In-hospital Stay in Patients Undergoing Cardiothoracic
Surgery: A Meta-analysis. | Cardiovasc Pharmacol. 2023;82(6):496-503.
[PubMed ID: 37548460].
https://doi.org/10.1097/FJC.0000000000001469.

Liu H, Zhu ], Wen ], Fu Q. Ultrasound-guided erector spinae plane
block for postoperative short-term outcomes in lumbar spine
surgery: A meta-analysis and systematic review. Medicine (Baltimore).
2023;102(7). €32981. [PubMed ID: 36800574]. [PubMed Central ID:
PMC9936003]. https://doi.org/10.1097/MD.0000000000032981.

Costache I, de Neumann L, Ramnanan CJ, Goodwin SL, Pawa A,
Abdallah FW, et al. The mid-point transverse process to pleura (MTP)
block: a new end-point for thoracic paravertebral block. Anaesthesia.
2017;72(10):1230-6. [PubMed ID: 28762464].
https:[/doi.org[10.1111/anae.14004.

Watton DE, Rose PGD, Abdallah FW, Thompson CP, Maziak DE,
Costache 1. Midpoint transverse process to pleura catheter

12.

13.

14.

15.

16.

17.

19.

20.

21.

placement for postoperative analgesia following video-assisted
thoracoscopic surgery. Anaesth Rep. 2019;7(2):65-8. [PubMed ID:
32051952]. [PubMed Central ID: PMC6931300].
https://doi.org[10.1002/anr3.12018.

Ooba S, Ueki R, Kariya N, Tatara T, Hirose M. Mathematical evaluation
of responses to surgical stimuli under general anesthesia. Sci Rep.
2020;10(1):15300. [PubMed ID: 32943724|. [PubMed Central ID:
PMC7499303]. https://doi.org/10.1038/s41598-020-72307-W.

Okamoto S, Ogata H, Ooba S, Saeki A, Sato F, Miyamoto K, et al. The
Impact of Nociception Monitor-Guided Multimodal General
Anesthesia on Postoperative Outcomes in Patients Undergoing
Laparoscopic Bowel Surgery: A Randomized Controlled Trial. J Clin
Med. 2024;13(2). [PubMed ID: 38276124]. [PubMed Central ID:
PMC10816099]. https://doi.org/10.3390/jcm13020618.

Dindo D, Demartines N, Clavien PA. Classification of surgical
complications: a new proposal with evaluation in a cohort of 6336
patients and results of a survey. Ann Surg. 2004;240(2):205-13.
[PubMed ID: 15273542]. [PubMed Central ID: PMCI360123].
https://doi.org[10.1097/01.51a.0000133083.54934.ae.

Chen X, Yang ], Xia M, Wu H, Wang S, Zhang W. Single-Injection
Midpoint Transverse Process-to- Pleura Block Versus Thoracic
Paravertebral Block for Postoperative Analgesia After Uniportal
Video-Assisted Thoracoscopic Surgery: A Randomized Controlled
Trial. ] Cardiothorac Vasc Anesth. 2022;36(8 Pt A):2432-8. [PubMed ID:
35115225]. https://doi.org[10.1053/j.jvca.2021.12.036.

Guglielminotti ], Dechartres A, Mentre F, Montravers P, Longrois D,
Laouenan C. Reporting and Methodology of Multivariable Analyses
in Prognostic Observational Studies Published in 4 Anesthesiology
Journals: A Methodological Descriptive Review. Anesth Analg.
2015;121(4):1011-29. [PubMed ID: 25390276].
https://doi.org/10.1213/ANE.0000000000000517.

Fernandez-Bustamante A, Frendl G, Sprung J, Kor DJ, Subramaniam B,
Martinez Ruiz R, et al. Postoperative Pulmonary Complications, Early
Mortality, and Hospital Stay Following Noncardiothoracic Surgery: A
Multicenter Study by the Perioperative Research Network
Investigators. JAMA Surg. 2017;152(2):157-66. [PubMed ID: 27829093].
[PubMed Central ID: PMC5334462].
https://doi.org[10.1001/jamasurg.2016.4065.

Orive M, Aguirre U, Gonzalez N, Lazaro S, Redondo M, Bare M, et al.
Risk factors affecting hospital stay among patients undergoing
colon cancer surgery: a prospective cohort study. Support Care
Cancer. 2019;27(11):4133-44. [PubMed ID: 30793242].
https://doi.org/10.1007/s00520-019-04683-7.

Bevilacqua Filho CT, Schmidt AP, Felix EA, Bianchi F, Guerra FM,
Andrade CF. Risk factors for postoperative pulmonary complications
and prolonged hospital stay in pulmonary resection patients: a
retrospective study. Braz | Anesthesiol. 2021;71(4):333-8. [PubMed ID:
34229858]. [PubMed Central ID: PMC9373437].
https://doi.org[10.1016/j.bjane.2021.02.003.

Watt DG, Horgan PG, McMillan DC. Routine clinical markers of the
magnitude of the systemic inflammatory response after elective
operation: a systematic review. Surgery. 2015;157(2):362-80. [PubMed
ID: 25616950]. https://doi.org/10.1016/j.surg.2014.09.009.

Chen Y, Zhao Y, Liu ], Teng Y, Ou M, Hao X. Predictive value of
perioperative procalcitonin, C reactive protein and high-sensitivity C
reactive protein for the risk of postoperative complications after
non-cardiac surgery in elderly patients: a nested case-control study.
BMJ Open. 2023;13(10). e071464. [PubMed ID: 37832985]. [PubMed
Central ID: PMC10583102]. https:|/doi.org[10.1136/bmjopen-2022-
071464.

Wang R, Lagakos SW, Ware JH, Hunter DJ, Drazen JM. Statistics in
medicine-reporting of subgroup analyses in clinical trials. N Engl |
Med. 2007;357(21):2189-94. [PubMed ID: 18032770].
https://doi.org/10.1056/NEJMsr077003.

Anesth Pain Med. 2024;14(6): e150055


https://brieflands.com/articles/aapm-150055
http://www.ncbi.nlm.nih.gov/pubmed/32798169
https://doi.org/10.1053/j.jvca.2020.07.017
http://www.ncbi.nlm.nih.gov/pubmed/35044520
https://doi.org/10.1007/s00595-021-02437-9
http://www.ncbi.nlm.nih.gov/pubmed/34861373
https://doi.org/10.1016/j.annonc.2021.11.005
http://www.ncbi.nlm.nih.gov/pubmed/33930356
https://doi.org/10.1016/j.athoracsur.2021.04.042
http://www.ncbi.nlm.nih.gov/pubmed/35618297
https://doi.org/10.1136/rapm-2022-103688
http://www.ncbi.nlm.nih.gov/pubmed/37548460
https://doi.org/10.1097/FJC.0000000000001469
http://www.ncbi.nlm.nih.gov/pubmed/36800574
https://www.ncbi.nlm.nih.gov/pmc/PMC9936003
https://doi.org/10.1097/MD.0000000000032981
http://www.ncbi.nlm.nih.gov/pubmed/28762464
https://doi.org/10.1111/anae.14004
http://www.ncbi.nlm.nih.gov/pubmed/32051952
https://www.ncbi.nlm.nih.gov/pmc/PMC6931300
https://doi.org/10.1002/anr3.12018
http://www.ncbi.nlm.nih.gov/pubmed/32051952
https://www.ncbi.nlm.nih.gov/pmc/PMC6931300
https://doi.org/10.1002/anr3.12018
http://www.ncbi.nlm.nih.gov/pubmed/32943724
https://www.ncbi.nlm.nih.gov/pmc/PMC7499303
https://doi.org/10.1038/s41598-020-72307-w
http://www.ncbi.nlm.nih.gov/pubmed/38276124
https://www.ncbi.nlm.nih.gov/pmc/PMC10816099
https://doi.org/10.3390/jcm13020618
http://www.ncbi.nlm.nih.gov/pubmed/15273542
https://www.ncbi.nlm.nih.gov/pmc/PMC1360123
https://doi.org/10.1097/01.sla.0000133083.54934.ae
http://www.ncbi.nlm.nih.gov/pubmed/35115225
https://doi.org/10.1053/j.jvca.2021.12.036
http://www.ncbi.nlm.nih.gov/pubmed/25390276
https://doi.org/10.1213/ANE.0000000000000517
http://www.ncbi.nlm.nih.gov/pubmed/27829093
https://www.ncbi.nlm.nih.gov/pmc/PMC5334462
https://doi.org/10.1001/jamasurg.2016.4065
http://www.ncbi.nlm.nih.gov/pubmed/30793242
https://doi.org/10.1007/s00520-019-04683-7
http://www.ncbi.nlm.nih.gov/pubmed/34229858
https://www.ncbi.nlm.nih.gov/pmc/PMC9373437
https://doi.org/10.1016/j.bjane.2021.02.003
http://www.ncbi.nlm.nih.gov/pubmed/25616950
https://doi.org/10.1016/j.surg.2014.09.009
http://www.ncbi.nlm.nih.gov/pubmed/37832985
https://www.ncbi.nlm.nih.gov/pmc/PMC10583102
https://doi.org/10.1136/bmjopen-2022-071464
https://doi.org/10.1136/bmjopen-2022-071464
http://www.ncbi.nlm.nih.gov/pubmed/18032770
https://doi.org/10.1056/NEJMsr077003

