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In Korea, from 2013 to 2015, 57,258 patients underwent open or 
laparoscopic resections for colorectal cancer (CRC), and the rates 
of laparoscopic surgery were 65.0%, 69.2%, and 72.5% in 2013, 
2014, and 2015 respectively [1]. Numerous randomized con-
trolled trials have revealed that laparoscopic colorectal surgery 
has the following advantages over conventional open surgery: less 
postoperative pain, faster recovery, shorter hospital stay, and ear-
lier return to social activity [2-4]. Therefore, the length of hospital 
stay for patients who underwent laparoscopic surgery for CRC 
has decreased compared to that in the past. Moreover, recent 
guidelines and protocols for perioperative care in elective colorec-
tal surgery, including the clinical pathway and the enhanced re-
covery after surgery pathway, can lead to faster recovery and faster 
return to society and can decrease the length of hospital stay [5-7]. 
However, a concern exists that these guidelines and minimally in-
vasive surgery may result in excessive standardization of hospital 
stay. Concerning the length of hospital stay, these authors won-
dered whether other factors, including the patient’s education, 
counseling, the patient’s socioeconomic status, and the subjective 
symptoms of the patients, influenced the decision for discharge 
[8]. This study aimed to estimate a patient’s expectations for dis-
charge after surgery through a questionnaire and to investigate 
subjective factors that might affect patient satisfaction and the 

discharge decision. The questionnaire consisted of 3 parts. Parts 1 
and 2 were given to patients before surgery. Part 1 addressed the 
patient’s demographics, and part 2 addressed the patient’s expec-
tations for discharge, such as the amount of food, number of 
bowel movements until discharge, degree of pain, degree of activ-
ity, and self-efficacy. Part 3 addressed the degree of subjective dis-
comfort the patients were experiencing at the time the discharge 
decision was made.

A total of 91 patients provided consent and were included in the 
study. According to the results of part 2, the patients thought that 
the level of activity (n = 35), amount of food (n = 24), and num-
ber of bowel movements (n = 19) were more important factors for 
the discharge decision than the degree of pain (n = 10), ability to 
pay (n = 1), and presence of caregivers (n = 2). The patients were 
classified into group A (n = 74) who complied with the medical 
professional’s decision on discharge and group B (n = 17) who re-
fused discharge against the medical professional’s decision. The 
patients in group B were more likely to have subjective pain, fa-
tigue, and inactivity than those in group A. No significant differ-
ences were found between the 2 groups in terms of satisfaction 
with diet, subjective gastrointestinal symptoms, and subjective 
daily living activities. This study showed that subjective pain and 
fatigue were significantly related to the refusal to comply with the 
discharge decision. 

Few comparative studies about the association of hospital stay 
with subjective symptoms, excluding objective signs and data, 
have been published [9]. This study focused not only on the sub-
jective symptoms of pain and fatigue but also on education, coun-
seling, and compliance with the physician’s decision. A prospec-
tive survey, including questionnaires and education materials, 
such as diagrams of treatment plans and timetables, may reduce 
the gap between patient’s expectation for discharge and the physi-
cian’s decision. Furthermore, these efforts can avoid generalizing 
discharge decisions and enhance individualization and personal-
ization in postoperative management of patients after laparo-
scopic colorectal surgery. 
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