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Enhanced Recovery After Surgery
(ERAS®)
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Enhanced Recovery After Surgery
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A recent study, with the addition of a formal ERAS teaching session
and a newly hired “enhanced recovery” nurse, the ERAS protocol was
associated with cost savings of approximately 10%.

Trowbridge ER, Evans SL, Sarosiek BM, et al. Enhanced recovery program for minimally
invasive and vaginal urogynecologic surgery. Int Urogynecol J. 2019;30:313-321.

Yoong W, Sivashanmugarajan V, Relph S, et al. Can enhanced recovery pathways improve
outcomes of vaginal Hysterectomy? Cohort control study. J Minim Invasive Gynecol.
2014;21:83-809.
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ERAS Center of Excellence




TAIWAN CHAPTER ERAS SOCIETY
https //tweras org/




VV o The Journal of
=N ' Minimally Invasive
] Gynecology
:I\: = F T3
Special Article

Enhanced Recovery and Qi al Optimization Protocol for
Minimally Invasive Gynecol urgery: An AAGL White Paper
Rebecca Stone, MD, MS. Erin Carey, MD, N. Fader, M D, Jocelyn Fitzgerald, MD,

Lee Hammons, MD, Alysha Nensi, MD, Amy . MD, Stephanie Ricci, MD,
Rick Rosenfield, MD. Stacey Scheib, MD, and Eu Veston, MD

The first Enhanced Recovery After Surgery (ERAS) guideline in MIS.
Both Benign and Malignant Gynecology

Journal of Minimally Invasive Gynecology (2020) 00, 1-25.




Triple Aim
The Centers tor Medicare & Medicaid Services

Higher Quality Surgical Care

Better surgical outcomes
Lower health-related costs
Improved patient experience

Minimally Invasive Surgery



First ERAS Guidelines
for Gynecologic Oncology in 2016

hospital length of stay (LOS) of 1.6 days
32% reduction in complications

20% reduction 1n readmission

no change in 30-day postoperative mortality

mean cost savings of $2129 USD per patient
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CGuideline
Question and Recommendation



Question: Preoperative education and counseling

Recommendation:

This should engage patients 1 interventions to mitigate modifiable
risks, set appropriate expectations for recovery, initiate discharge
planning, and provide reassurance through repetition and frequent
contact.
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A recent study, with the addition of a formal ERAS teaching session
and a newly hired “enhanced recovery” nurse, the ERAS protocol was

associated with cost savings of approximately 10%o.

Trowbridge ER, Evans SL, Sarosiek BM, et al. Enhanced recovery program for minimally
invasive and vaginal urogynecologic surgery. Int Urogynecol J. 2019;30:313-321.

Yoong W, Sivashanmugarajan V, Relph S, et al. Can enhanced recovery pathways improve
outcomes of vaginal Hysterectomy? Cohort control study. J Minim Invasive Gynecol.
2014;21:83-89.



Question: I's perioperative oral intake safe and
how can I convince my anesthesiologist?

Recommendation:

In alignment with anesthesiology society guidelines, patients should
be encouraged to consume clear liguids until 2 h prior to surgery.
Preoperative carbohydrate loading prior to surgery improves patient
satisfaction and comfort.
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Question: PONYV prophylaxis

(Post-Operative Nausea and Vomiting)

Recommendation:
3 of the 1dentified risk factors for PONV are female gender,
gynecologic surgery, and laparoscopic surgery.

(the SAA consensus guidelines for the management of PONYV)
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 Kytril 1 PC sent to OR (BE EFE
(12 [inf%1& - FiaFEwEe ; 1/2 FMWERE - INER
* Prochlorperazine Smg/mL
(PRN Q4H 1f nausea/vomiting)

||| N

antiemetic to treat nausea and vomiting foll g chemotherapy and
radiotherapy. ‘

Granisetron 1s a serotonin 5-HT3 receptc @onist used as an




Question: Infection prophylaxis

Recommendation:

Implement an SSI (Surgical Site Infection) prevention bundle for
MIGS.

Laparoscopy Approach Is Best



Question: How do I manage patients with
antibiotics

Recommendation:
As less as possible.
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* Cefazolin sodium 1GM/vial sent to OR
(30 min before operation)

* Boost if long operation

(more than 4 hours)

* Two vials for obese patient
( more than 80 KG)
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* Post-opertion
On IV (NS 500ml for antibiotics)

Cefazolin sodium 1GM/vial
Gentamicin sulfate 80mg/2mi./vial



Question: Analgesia
Preoperative analgesia

Recommendation:

Preoperative administration of nonopioid adjuncts (oral NSAIDs,
acetaminophen, and dexamecthasone) 1s synergistic and translates
into opioid-sparing effects postoperatively.

The urogesic phenazopyridine may increase voiding trial success.



BHEN

/ °

* Dynastat 1pc IV push before to OR (BEEH)
* Post-operation

Acetaminophen 500mg/tab
Nalbuphine 10mg/mL/amp (B & 1% FH)
(PRN, Q4H, For Pain[/& @& fE>=443])

Parecoxib 1s the first parenteral COX-2 selectiveanhibitor in pain
management. @

Parecoxib, the brand name Dynastat.
It 1s approved in the European Union for short term périoperative pain
control.




Question: What is the best approach to
intraoperative analgesia?

Recommendation:

Techniques such as wound infiltration with local anesthetic and
TAP (transversus abdominis plane) block are preferred over TEA

(thoracic epidural analgesia) given the potential for complications
and side effects.
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Laparoscopy Approach Is Best
Offering MIS is the 15 step in “Pain Management”



Question: Analgesia
Intraoperative analgesia

Recommendation:

There are no data supporting the routine use of ketamine, IV
lidocaine, and regional blocks.

Consider ketorolac (15 mg IV) 30 minutes before case end and
port-site infiltration with local anesthetics.
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K2 Nerve Block Procedure (EE £ H)

m ANE 0 FRE (Patient Controlled Analgesia, PCA )

im PR Bl -

TRE RS E]
w A B3 1FJE (Patient Controlled Analgesia, PCA )

Laparoscopy Approach Is Best
Offering MIS is the 15t step in “Pain Management”



Pain Is A Vital Sign



Question: How should 1 manage urinary drainage?

Recommendation:

Indwelling bladder catheters should be removed as early as
possible 1n the postoperative period (on the day of surgery for
MIS, and no later than POD1 for laparotomy) unless
contraindications exist.
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Spontaneously Void
Bladder Scan
Remove the urinary cather in the coming morning




Question: What is appropriate venous
thromboembolism (VTE) prophylaxis?

Recommendation:

Patients at increased risk of VTE should receive dual prophylaxis
with mechanical compression and chemoprophylaxis, initiated
preoperatively. Extended chemoprophylaxis should be prescribed to
patients who meet high-risk criteria or undergo laparotomy for
gynecologic malignancy. Extended prophylaxis with LMWH (low
molecular weight heparin) or DOAC (direct oral anticoagulant) are

equally effective and safe. Extended prophylaxis is of limited value
in MIS patients.
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 Ovarian cancer cases
* Obese patients

SEZHAY{E A (mechanical compression)



Question: How do I create a successtul same day
discharge (SDD) program?

Recommendation:

Multidisciplinary SDD programs should be considered for
minimally invasive gynecologic oncology procedures.
Implementation requires multidisciplinary collaboration,

education, patient and case selection, and ERAS perioperative
principles.
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Question: Anemia
(Pre-operative)

Recommendation:
Pre-operative: HgB > 12
HgB > 10
HgB > 8
HgB <8

Oral iron taken in conjunction with vitamin C

Evidence does support preoperative correction of anemia
with oral 1ron 1n elective, nonurgent cases, and with
intravenous (IV) iron for a more severe and timely correction.
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Question: Anemia
(Intra-operative)

Recommendation:
Intra-operative:
Medical-- Intramyometrial dilute vasopressin
Hemostatic agents
Surgical-- Uterine artery embolization
Paracervical tourniquet

Vascular clamping (temporary or permanent)

( Hemostasis from start to end )
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(Laparoscopic Era has improved much in blood
loss during surgery)



Question: Anemia
(Post-operative)

Recommendation:
Post-operative: HgB > 12
HgB > 10
HgB > 8

Check vital sign and HgB after operation 4 hours later or
coming morning
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* Blood transfusion Leukocyte-Poor RBC



Question: Pneumoperitoneum

Recommendation:

There are no data supporting use of low-pressure pneumoperitoneum
compared with standard pressure (12 mmHg—16 mmHg) or heated

gas insufflation, with or without humidification, compared with cold
gas 1n MIGS.
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* low-pressure pneumoperitoneum for long duration operation



Question: Constipation prophylaxis

Recommendation:

Senokot 8.6 mg orally daily until back to baseline bowel
movement frequency.
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Question: Time-efficient acute recovery phase

Recommendation:

Discontinue urinary catheter at case end unless contraindicated,
consider retrograde fill voiding trial, encourage liberal oral intake
and immediate ambulation.

Definition:
“With a retrograde-fill voiding trial, the bladder 1s filled rde via a transurethral
ofe

catheter to a set volume, typically 300 mL, and then the catheter is removed and the
patient 1s asked to void” (Geller, 2014).




Introduction

* “With a retrograde-fill voiding trial, the bladd
retrograde via a transurethral catheter to a set volum
typically 300 mL, and then the catheter is removed and
patient is asked to void” (Geller, 2014).

* One of the most common concerns following the removal
of a Foley catheter post-operatively is that the patient will
develop urinary retention. Urinary retention is defined as
an inability to empty the bladder completely. Urinary
retention can be assessed through the patient’s ability to
void fully following catheter removal (Urinary Retention,
2014).

* Retrograde voiding trials are a relatively new
implementation in comparison to allowing the patient to
void without filling the bladder manually. Due to the
unfamiliarity of the trial, many seasoned nurses question

the intervention and associated benefits.
Urinary Retention

Healthy Bladder Bladderin
Retention

@%@%

) odter -~ Bladder

Uretha a Urethra

Urinary Retention, 2014).

PICOT.:

or hospitalized, post-operative patients wit

a Foley catheter, does the implementation o
retrograde voiding trials reduce the
occurrences of urinary retention cases in
comparison to patients that spontaneously
void?

Post-Operative Retrograde Voiding Trial: Does it Help?

Lauren Elizabeth Lee: Senior Nursing Student

UNH Department of Nursing

(The MGH, 2011).

ade Voiding

Evidence-Based Practice

A.In a 2007 American Journal of Obstetrics and Gynecology
randomized, controlled trial, 55 post-operative patients were
either assigned to spontaneously void or undergo a retrograde fill.
Of the participants that experienced urinary retention, 61.5%

were in the spontaneous voiding group and 32.1% were in the
retrograde group (Foster, 2007).

.Ina 2010 randomized, controlled trial, 50 post-operative women

icy at MGH

were studied. Of the 50 women, 25 were assigned retrograde and
25 were assigned to spontaneously void. 84% of the spontaneous

“Just before'the E emoved, sterile saline or
gbladder through the
, as demonstrated by

sterile water is

the ability to retain the
near-complete voiding, g
decisions” (Cro

How is a Backfill Voiding Trial a Nu

group failed the trial, while 62% of the retrograde trial failed.
Further statistics within the study showed the individuals

undergoing the trial would choose the retrograde fill method over
the spontaneous void (Geller, 2010).

1efly followed by
ing care

ontin
2

e Driven Pd

.In a 2010 prospective, randomized, crossover study, 79 post-
operative patients were observed. This study group was divided
into a spontaneous void group and a backfill void trial group.

icy?

Nursing Actions

Teach the patient about the procedure

and prepare to implement.
Detach the collection container and
attach a 60 mL catheter-tip syringe to
distal end of Foley.
Slowly fill bladder with 300 mL of
sterile water or saline through the
catheter-tip syringe.
Deflate the Foley balloon and remove
the catheter immediately.
Instruct the patient to remain supine
for 20 minutes and then ambulate to
void.
Assess and implement follow-up
actions within 30 minutes of bladder
filling.
If the patient voids 200mL or
greater, the patient has “passed”
the trial and the catheter remains
out.
I1f the natient voide lece than

91% of the backfill group passed their voiding trial, while only
56% of the spontaneous void group passed their trial (Pulvino,
2010).

pecial/Consideration
v o
e procedurei$

Conclusion

of the interio

and the bladde! .. . . .1 .

Water or saline may When gviewing the eV{denf:e regarding r.etrogra}de voiding trials
be at room to predichurinary retention in post-operative patients, data shows
temperature. ograde voiding trials reduce the occurrence of urinary

Do not attach the 10
mL syringe for balloo
deflation until after th
instillation is complete
as the increasing
hydrostatic pressure
may cause the fluid in
the balloon to egress.
The catheter may slip

in gemparison to instructing individuals to void

herefore, Massachusetts General Hospital’s
& retrograde voiding trial is supported by
s¢d research. Retrograde voiding trials should
be implemeateds/On floors that take post- operative patients. This
will likely deCrease urinary retention rates; therefore, shortening

the length of stay for hospitalized individuals. Looking at the

out of the bladder bigger picture, this will save the hospital valuable time and
beforeinstillation is finances moving forward.
comnlete
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Question: IVF goals

Recommendation:

Aim for euvolemia with intraoperative buffered, 1sotonic crystalloids
at a rate of 1 mL/kg/hr to 3 ml./kg/hr.

Do not administer IVF in preop; discontinue IVF at case end.
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IV Lock



Laparoscopy Is Best for Gynecological Surgery



Example: Sugammadex

* Sugammadex, sold under the brand name Bridion, 1s a
medication for the reversal of neuromuscular blockade induced
by rocuronium and vecuronium in general anaesthesia.

* It 1s the first selective relaxant binding agent (SRBA). It 1s
marketed by Merck.

» NT 6500 (BEEFH)




Exploratory median times to recovery (TOF ratio of 20.9)
from moderate block pooled across NMBA'

r

\

1.7

MINUTES

BRIDION ABW
2 mg/kg (n=38)

95% CI:
1.5, 2.1 minutes

\

_/

\

3.4
MINUTES
BRIDION IBW
2 mg/kg (n=38)

95% CI:
2.2, 4.4 minutes

)

345

MINUTES

NEOSTIGMINE 5 mg +
GLYCOPYRROLATE
1 mg (n=38)

95% CI:

27.0, 67.4 minutes

- _/

NMBA = neuromuscular blocking agent



Laparoscopic Surgeon
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