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[ Abstract] Objective To evaluate the possible risk factors of delayed extubation after laparoscopic
bariatric surgery in morbidly obese patients. Methods Patients who received laparoscopic bariatric surgery
under general anesthesia from September 2012 to December 2018 were enrolled, involving 139 males and
230 females, aged 18—60 years, BMI > 35 kg/m’. By retrieving the medical record system, information re-
lated to surgery and anesthesia were collected. The patients were divided into two groups according to differ-
ent extubation time after surgery: non-delayed extubation group (extubation in operating room, group ND)
and delayed extubation group (extubation not in operating room, group D). The demographic data, history
of smoking, preoperative complications, dose of anesthetics, intake and output volume, surgical time, anes-
thesia time, length ‘of hospital stay and postoperative hospital stay were analyzed. Multiple Logistic
regression model was used to analyze the risk factors of delayed extubation after surgery. Results There
were 109 patients (29.5% ) with delayed extubation. The proportion of male, weight, ideal body weight,
BMI, smoking history, hypertension, diabetes, coronary atherosclerosis, obstructive sleep opnea syndrome
(OSA), and sleep apnea index ( AHI) in group D were significantly higher than those in group ND, and
the age was significantly higher than that in group ND, and the duration of apnea was significantly longer
than that in group ND (P < 0.05). Multivariate Logistic regression analysis showed that weight (OR =
1.045, 95% CI 1.004-1. 087, P < 0.05), BMI (OR = 2.020, 95% CI 1. 185-3.442, P < 0.05), hy-
pertension (OR = 3.284, 95% CI 1.379-7.824, P < 0.05) and AHI (OR = 1.072, 95% CI 1. 052~
1.093, P < 0.001) were independent risk factors for delayed extubation after surgery. Conclusion
Morbid obesity patients with increased weight, increased BMI, hypertension and increased AHI are inde-
pendent risk factors for delayed extubation after surgery.
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