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Conventional Surgery

Postop care
= Nasogastric tube

m Enteral feeds when ileus resolves
s Opioid analgesics

Results
= Morbidity, mortality
= LOS

= Oncologic outcomes — recurrence, survival



Lessons from Laparoscopic Surgery

Postop care
s FEarly feeding possible

= Smaller incisions, less pain, faster recovery o
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s Early ambulation

Results

= Return to work

s Fatigue level, QOL
m  Cost vs Charge

=DISPog
C-F\THETQ% ¢

- DISPoSARLE
NEE




What is fast track surgery?

Fast track surgery aims to accelerate postoperative recovery by
taking advantage of knowledge about the stress response to
surgery to prevent the postoperative cascade that prolongs

Medscapea www.medscape.com

re Cup erati On minimal invasive surgery other interventions

prevention of intraoperative
hypothermia

pre and intraop fluid optimization
preop carbohydrate

surgical stress:

pain, catabolism, immuno-dysfunction,
nausea/vomiting, ileus, impaired
pulmonary function, increased cardiac
demands, coagulatory-fibrinolytic
dysfunction, cerebral dysfunction, fluid

Surgery -
T Y

@ Pain
® Stress response/organ dysfunction

® NNausea, vomiting, ileus
® Hypoxaemia, sleep disturbances /
@ Fatigue
® Immobilisation, semistarvation . )
., . .o pharmacological intervention afferent neural blockade
® Drains/nasogastric tubes, restrictions | non-opioid, multimodal analgesia local infiltration anesthesia,

alnti-emel_iCS_d i _ ) icosh peripheral nerve blocks, epidural/
glucocorticoids (anti-inflammatory, anti-emetic, analgesic) spinal anesthesia/ analgesia

statins
Delayed recovery ¢ prlockads
a-agonists

insulin (glycemic control/ anti-inflammatory),
anabolic agents (growth hormone, androgens)
nutrition

systemic local anesthetics

homeostasis alteration, sleep
disturbances and fatigue

Source: Ann Surg ® 2008 Lippincott Williams & Wilkins



Protocol for Anesthesia, Surgery, and Rehabilitation Program After Calonic Resection With Conventional Cars
(Group 1) and Multimodal Rehabilitation (Group 2)

Group 1

Group 2

Anesthesia Premedication: oral diazepam 10 mg
Epidural catheter
Ta'Tfo
Carbocaine 2% (4 + 4) ml with
epinephrine
Carbocaine 2% 4 ml with epinsphiin:
hourly
General anesthesia
Fentanyl 0.1 mg
Thiomebumal 3-5 mgkag
Rocurcnium
02-N20-gavoflurans
Dextran 70 (Macrodex®) 500 ml
Saline 3000 ml (max)

Surgery
Pastoperatively

Median laparotomy

Continucus epidural analgesia (3 days):
bupivacaine 0.25% 4 ml and momphinz 0.2
mg hourly

Breakthrough pain: morphine im or IV

After remaoval of epidurd catheter: morphine
10 mg pn orally

No standard care program: fluid, food,
mobilzation and discharge dependng on
the attending surgeon

Postoperative nasogastric tube depending
on surgeon who perfomed the opemtion

Physictherapy: braathing exarcis= 10 min
per day during the first 2 postopemtive
days and only on working days

Premecication: none
Epidural catheter
Right hemicolectormy: T,-T,
Sigmuid resection: T,-T, .
Test: lidocaine 2% 3 ml with epinephrine
Bupivacaine 0.5% (6 + &) ml
Bupivacaine 0.25% 5 ml 2 hours intraoperatively
Mormphine 2 mg if < 70 year
Momphinz 1 mg if = 70 year
General anesthesia
Remifentanil 1 pgkg/min
Propofd 2-4 mgkgh
Cisatracium 0.15 ma'kg
Hydroxyethyl starch (HAES®) 500 ml
Saline 1,500 ml (max)
Ondans=tron 4 mg
Ketorclac 30 mg
Bupivacaine 0.25% 20 ml (incision)

Trarsverse or curved incision®

Continuous epidural analgssia (2 days):
bupivacaine 0.25% 4 ml and marphine
0.2mgh

Breakthrough pain: ibuprofen 600 mg crally

Bupivacaine 0.125% & ml epidurally

Momphinz 10 mg orally (last choice)

Food, protein dirk 60-80 g protsin per day and
metilization from the day of surgery following a
wedl-dafined nursing care program

Day of surgery start: acetaminophen (slow releass)
2 g 12 hourly

Magnesia 1 g 12 hourly

Cisapride 20 mg 12- hourdy

st postoperative day: remove bladder catheter in
th= morning

2nd postoperative day: remove epidural catheter in
th= morning; dischargs after lunch




Lord Nelson returned to work half an hour after losing

dal'11l

Lord Horatio Melson was giving orders 20 minutes after his arm was amputated,
according to journals in the Mational Archive that illustrate the importance of medical

zlzill in gecuring Britain's naval might.

By Alastair Jamieson
11:23AM GWMT 28 Oct 2009

A collection of 1,200 nawal journals, not seen for 200 years, depicts the

hiarrar of life on board British fighting wvessels in the 18th and 15th
centuries, including details of the medical treatment given to Nelson.

Researchers at the MNational
Archives in Kew have gathered
personal accounts written by
surgeons at sea, revealing some of
the first scientific investigations into
diseases such as scury.

Armong the documents, reported in
The independent, is a handful of
journals describing the remarkable
speed and skill with which medics
nursed MNelson back to health from
surgery — twice.
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Guidelines for Perioperative Care in Elective Colonic Surgery:
Enhanced Recovery After Surgery (ERAS®) Society

Recommendations

U. O. Gustafsson - M. J. Scott - W. Schwenk - N. Demartines - D. Roulin -
N. Francis * C. E. McNaught - J. MacFie * A. S. Liberman - M. Soop *
A. Hill - R. H. Kennedy - D. N. Lobo - K. Fearon - O. Ljungqvist

© Enhanced Recovery After Surgery, The European Society for Clinical Nutrition and Metabolism, and International Association for Surgical

Metabolism and Nutrition 2012

Abstract

Background This review aims to present a consensus for
optimal perioperative care in colonic surgery and to pro-
vide graded recommendations for items for an evidenced-
based enhanced perioperative protocol.

Methods Studies were selected with particular attention
paid to meta-analyses, randomised controlled trials and
large prospective cohorts. For each item of the periopera-
tive treatment pathway, available English-language

literature was examined, reviewed and graded. A consensus
recommendation was reached after critical appraisal of the
literature by the group.

Results  For most of the protocol items, recommendations
are based on good-quality trials or meta-analyses of good-
quality trials (quality of evidence and recommendations
according to the GRADE system).

Conclusions Based on the evidence available for each
item of the multimodal perioperative care pathway, the
Enhanced Recovery After Surgery (ERAS) Society, Inter-



E R A S@ S oC | et “ The immediate challenge to improving the quality of surgical care is not
y discovering new knowledge, but rather how to integrate what we already

know into practice'. [Urbach DR, Baxter NN. BMJ 2005]
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Fast-Track Pathways in Colorectal Surgery
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Laparoscopy in Combination with Fast Track Multimodal Management is the Best Perioperative Strategy in Patients
Undergoing Colonic Surgery: A Randomized Clinical Trial (LAFA-study)
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Meta-analysis of Laparoscopic Versus Open Colorectal Surgery Within Fast-Track
Perioperative Care
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Review

The enhanced recovery after surgery (ERAS)
pathway for patients undergoing colorectal
surgery: an update of meta-analysis of
randomized controlled trials

Liang Ly, Yong-fang Shao ' and Yan-bing Zhou T &

Department of General Surgery, Affiliated Hospital, Qingdao University Medical College, Jiangsu Road 16#,
Clingdao, 266003, China

=1 Yan-hing Zhou
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Published online: 22 September 2012
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Epidural anes‘rhesua analgesna shom‘ens
length of stay after laparoscopic segmental

colectomy for benign pathology. Senagore et
al. Surgery 2001;129(6):672-6

N=44
CONCLUSION:

Thoracic epidural anesthesia-analgesia has a
significant and favorable impact on dietary tolerance
and length of stay after LAC. A thoracic epidural
appears to be an important component of a
postoperative care protocol, which adds further
advantage to LAC without the need for labor-
intensive and costly patient care plans.
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Randomized clmlcal 1'r'|al comparmg epidural
anaesthesia and patient-controlled analgesia

after laparoscopic segmental colectomy.
Senagore et al. Br J Surg 2003;90(10):1195-9

N=38
CONCLUSION:

Thoracic epidural analgesia significantly improved
early analgesia following laparoscopic colectomy
but did not affect the length of hospital stay.
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Effect of prednisolone on the systemic
response and wound healing after colonic
surgery. Schulze et al. Arch Surg 1997:132(2):129-35

N=24
CONCLUSION:

Treatment with a single high-dose glucocorticoid before
colonic surgery may improve postoperative pulmonary
function and mobilization and reduce plasma cascade
system activations, the inflammatory response, and
immunofunction, but without detrimental effects on
wound healing.
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The impact of prophylactic dexamethasone on
nausea and vomiting after laparoscopic
cholecystectomy: a systematic review and
meta-analysis. Karanicolas et al. Ann Surg 2008;
248(5):751-62

N=17 trials, >1200 patients

CONCLUSION:

Dexamethasone significantly reduced postoperative nausea (by
41%), vomiting (by 59%), and nausea or vomiting (by 45%).
Doses of 8 to 16 mg were significantly more effective than doses
of 2 to 5 mg 1n reducing postoperative nausea or vomiting and
postoperative pain.
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Early postoperative ambulation

All patients undergoing laparotomy
First postoperative day

Educate, encourage, enforce

Adequate pain relief [ e o R
a new .gp?ro . 4o
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Wwalk

24 hours after

By Ng Wan Ching

wanching@sph.com.sq

AJOR abdominal surgery

can leave a scar stretching

down the middle of your
torso.

But 24 hours after the operation,

don't be surprised if your doctor says:

"Getup and walk.”
Itis happening at Tan Tock Seng
Honpltal whora o slx month clinical

So Mr Yeo decided to try and walk,

as doctors and nurses were all
encouraging him to do so.

“I walked and walked and it was
fine. I'm very happy I didn’t have to
bother the nurses when I wanted to
go to the toilet,” he said.

He was discharged a week later.

Dr Bernard Lee, director and
consultant at Euln management
services and the department of
aﬁunthellology, is upeurhe‘nding the

These included:
. ¢ The most seriously lll patients,

mXDOoOvUPrPO== =W

Picture:
CHow



after gasfroum‘eshnal surgery: systematic

review and meta-analysis of controlled trials.
Lewis et al. BMJ 2001;323:773-6

N=11 trials including 837 patients
CONCLUSION:

Early feeding reduced the risk of any type of infection
and the mean length of stay in hospital. Risk reductions
were also seen for anastomotic dehiscence, wound
infection, pneumonia, intra-abdominal abscess, and
mortality, but these failed to reach significance. The
risk of vomiting was increased among patients fed early.



Drugs to decrease postoperative ileus

Propranolol, dihydroergotamine, neostigmine,
erythromycin, cisapride, metoclopramide,
cholecystokinin, octreotide and vasopressin - most
with either limited effect or limited applicability
because of adverse effects.

BHT4 receptor agonist - prucalopride, tegaserod

New peripherally selective mu-opioid antagonists -
Alvimopan, MNTX



COX-2 inhibitors

Original article

doi:10.1111/.1463-1318 2006.00998.x

Prospective

randomized, double-blind, placebo-controlled

study of pre- and postoperative administration of a COX-2-

spe¢
I

Cl1
surge

ific inhibitor as opioid-sparing analgesia in major colorectal
ry

R. Sim*, D. M. Cheong*, K. S. Wongt, B. M. K. Lee} and Q. Y. Liew}

*Department of Surgery, Tan Todk Seng Hospital, $Department of Surgery, National University Hospital and $Department of Anaesthesiology, Tan Todk

Seng Haspital, Singapore

Recemved 12 October 2005; accepted 9 December 2005

Abstract

Purpose To demonstrate the opioid-sparing effect and
reduction in postoperative ileus obtained with valdecoxib
40 mg administered pre- and postoperatively in patients
undergoing colorectal resection.

Methods Patients for elective colorectal resection from
December 2002 to June 2004 were randomized rto
receive cither valdecoxib or placebo with standard
patient-controlled analgesia (PCA) morphine. In the
study arm, the first dose of valdecoxib 40 mg was
administered orally as close as possible to 1 h prior to
the start of surgeryv. Each subsequent dose was admin-

incision length, and duration and types of operations.
Mean PCA doses at 12 and 24 h were 18.6 and 28.3 mg
in the study arm »s 26.2 and 41.2 mg in controls,
representing a one-third opioid reduction. Bowel sound
and movement first appeared at medians of 12 and 72 h
in the study arm »s 24 and 84 h, respectively, in controls

(P < 0.05). Tolerance of solid diet was at a median of

60 h and discharge at a median of 4 days in the study arm
vs 72 h and 6 days in controls (P < 0.05 and P < 0.01,
respectively). Seven (18%) morbidities occurred in the
control »ssix (15%) in the study arm.
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© Home © Safety @ MedWatch The FDA Safety Information and Adverse Event Reporting Program @ Safety Information

MedWatch The FDA Safety Bextra (valdecoxib) Apr 2005

Information and Adverse Event Audience: Healthcare professionals and consumers

Reporting Program After concluding that the overall risk versus benefit profile is unfavorable, FDA has requested Pfizer, Inc. to
Safety Information voluntarily withdraw Bextra (valdecoxib) from the market. This request is based on:

&

» The lack of adequate data on the cardiovascular safety of long-term use of Bextra, along with the increased

Safety Alerts for Human Medical risk of adverse cardiovascular (CV) events in short-term coronary artery bypass surgery (CABG) trials that

Products FDA believes may be relevant to chronic use.

2013 Safety Alerts for Human * Reports of serious and potentially life-threatening skin reactions, including deaths, in patients using Bextra.

Medical Products The risk of these reactions in individual patients is unpredictable, occurring in patients with and without a
prior history of sulfa allergy, and after both short- and long-term use.

2012 Safety Alerts for Human » Lack of any demonstrated advantages for Bextra compared with other NSAIDs.

Medical Products Patients currently taking Bextra should contact their physicians to consider alternative treatments. FDA is also

2011 Safety Alerts for Human asking manufacturers of all marketed prescription NSAIDs, including Celebrex (celecoxib), a COX-2 selective
Medical Products NSAID, to revise the labeling (package insert) for their products to include a boxed warning and a Medication
Guide. The boxed warning will highlight the potential for increased risk of CV events with these drugs and the
2010 Safety Alerts for Human well-described, serious, and potentially life-threatening gastrointestinal (Gl) bleeding associated with their
Medical Products use. The Medication Guide will accompany every prescription NSAID atthe time itis dispensed to better inform

patients about the CV and Gl risks. Finally, FDA is asking manufacturers of non-prescription (OTC) NSAIDs to
revise their abeling to include more specific information about the potential GI and CV risks, and information
to assist consumers in the safe use of the drug. This announcement does not apply to aspirin as it has clearly

2009 Safety Alerts for Human
Medical Products

2008 Safety Alerts for Human been shown to reduce the risk of serious adverse CV events in certain patient populations.
Medical Products [April 07, 2005 - Public Health Advisory - FDA]

' [April 07, 2005 - Drug Information Page - FDA]
2007 Safety Alerts for Human [April 07, 2005 - Questions and Answers - FDA]

Medical Products




E R A S@ S O Cl et “The immediate challenge to improving the quality of surgical care is not
y discovering new knowledge, but rather how to integrate what we already

know into practic€’. [Urbach DR, Baxter NN. BMJ 2005]
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Nonsteroidal anti-inflammatory drugs and anastomotic dehiscence in bowel surgery; Systematic review
and meta-analysis of randomized, controlled trials

12March 2013

Burton TP, Mittal A, Soop M

Dis Colon Rectum 2013,;56:126-134

Abstract

Background: ENonsteroidal anti-inflammatory drugs are a key component of contemporary perioperative analgesia. Recent experimental and observational clinical
data suggest an associated increased incidence of anastomotic dehiscence in bowel surgery.

Objective: The aim of this study was to conduct a systematic review and meta-analysis of anastomotic dehiscence in randomized, controlled trials of perioperative
nonsteroidal anti-inflammatory drugs.

Data sources: Published and unpublished trials in any language reported 1990 or later were identified by searching electronic databases, bibliographies, and relevant
conference proceedings.

Study selection: Trials of adults undergoing bowel surgery randomly assigned to perioperative nonsteroidal anti-inflammatory drugs or control were included. The
number of patients with a bowel anastomosis and the incidence of anastomotic dehiscence had to be reported or be available from authors for the study to be
included.

Intervention: At least 1 dose of a nonsteroidal anti-inflammatory drug was given perioperatively within 48 hours of surgery.
Main outcome measures: The primary outcome measured was 30-day incidence of anastomotic dehiscence as defined by authors.

Results: Six trials comprising 480 patients having a bowel anastomosis met inclusion criteria. In 4 studies, anastomotic dehiscence rates were higher in the
intervention groups. Overall rates were 14/272 participants (5.1%) in intervention arms vs 5/208 (2.4%) in control arms. Peto OR was 2.16 (95% C1 0.85,5.53; p= 0.11),
and there was no heterogeneity between studies (I statistic 0%).

Limitations: Sizes of available trials were small, preventing firm conclusions and subset analysis of drugs of different cyclooxygenase specificity. A precise and
consistent definition of anastomotic dehiscence was not used across trials.



ofilell
in patients 1'r'ea1'ed with AIvumopan after

bowel resection. Wolff, et al. TACS 2007; 204(4):
609-16

N=4 trials, 1409 patients
CONCLUSION:

Less likely to experience POl-related morbidity (alvimopan,
7.6%:; placebo, 15.8%, odds ratio=.44, p<0.001). There was
also a lower incidence of postoperative NGT insertion, and other
Gl-related adverse events on postoperative day 3 to 6 in the
alvimopan group than the placebo group. Opioid consumption
was comparable between the two groups.
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Asao T, Kuwano H, Nakamura J, et al. Gum
chewing enhances early recovery from
postoperative ileus after laparoscopic
colectomy. I Am Coll Surg 2002 Jul; 195(1):30-2.
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Le Blanc- Louvry I, COSTGQ'IO'I B Boulon
C, et al. Does mechamcal massage of
the abdominal wall after colectomy
reduce postoperative pain and shorten
the duration of ileus? Results of a

randomized study. J Gas’rr'om’res‘r Surg
2002 Jan-Feb: 6(1):43-9. 775 M




Walch JM, Rabin BS, Day R, et al. The
effect of sunlight on postoperative
analgesic medication use: a prospective
study of patients undergoing spinal
surgery. Psychosom Med. 2005 Jan-Feb; 67(1):
156-63. |
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Enhancing Patient Recovery

The Story so far
Traditionally, the ‘nil by mouth’ rule has been used prior fo surgery to reduce the risk of pulmonary aspiration
during anaesthesia.’
Since the early 1990s, several studies have questioned the need for such a prolonged fast.! The 2006 ESPEN
guidelines and the European Society of Anaesthesiology state Grade A evidence that patients undergoing

surgery who are considered to have no specific risk for aspiration may drink clear fluids 2 hours before
anaesthesia.? 3

Effects of fasting and surgery

It is well documented that surgical trauma is associated with postoperative hyperglycaemia,
protein losses and insulin resistance.*

There is growing evidence to support carbohydrate loading before surgery as it pre-empts the catabolic
response to surgery.® The aim of an Enhanced Recovery Pathway is fo attenuate the stress response to surgery
and enable rapid recovery.®

With this in mind, Vitaflo has produced preload; a powdered, neutral-tosting carbohydrate loading drink mix
for the pre-operative dietary management of patients undergoing surgery. Preload is presented in 50g dose
related sachets which when added to water produce a solution with low osmolality.

Effects of preload

The Freeman Hospital, Newcastle-upon-Tyne, used preload to assess the effect of pre-operative carbohydrate
administration on hospital stay, gut function and grip strength following elecfive colorectal surgery.

8. preload Fasting Water i
Mean discharge time 7.5 days 10 days 13 days
Median first flatus 1.5 days 3 days 3 days
First bowel movement 3 days 4 days 5 days
Reduction in grip strength 5% 1% - 8%

Conclusion

Pre-operative administration of preload leads to significantly reduced postoperative stay, and a trend towards
earlier return of gut function when compared with fasting or supplementary water.”

O Economical - By using
preload, a simple carbohydrate loading
~ drink mix, a significant reduction in
~ hospital stay can be achieved.”

E '/ Choice - The Frosmon

~ Hospital have designed 2 packs of

preload.

* A hospital pack - 90 x 50g

~ sachets is available for ward use for

- those patients admitted to hospital

* the night before their surgery.

. A"home patient” pack -

- 3x50g sachets is available for
pre-admission clinics for those
patients arriving at hospital on

the morning of their surgery.

(% Palatable -

preload has a neutral taste
1o aid compliance.

€/ Comfort .

Carbohydrate loading

convenient to use and
demonstrated a reduction
in postoperative hospital
stay and a trend towards 1
earlier gut function.”

(\7 Scfe - No adverse effects “.

reported during ancesthesia.’” X

t v Eﬁed ive . Surgery produces

catabolism with associated insulin
resistance and breakdown of protein

'/ Clinically trialled = \ ad \

- The Fr Hospital \ \ \
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e

:‘n«j fat :o':e;. S:u(?iasdl:mve shown \ before surgery
at carbohydrate loading reverses | h :
this process and benefits patients both Sl and

psychological benefits
for the patient, both
- in the pre-operative
and postoperative
periods.” It also helps
fo reduce
~ pre-operative thirst,
i Nutrfion - hunger ond anxiefy.”

physically and psychologically.”

i

Cv Convenient - The dose related
50g sachet ensures an easy and convenient
way of administering preload.

\nr\O"G“ on

Preload - o powdered, neutral
tasting carbohydrate loading drink
mix for the pre-operative dietary
management of patients
undergoing surgery -
Innovation in Nutrition

Manufactured in the EU for Vitaflo International Ltd.

Suite 1.11, South Harrington Building, 182 Sefton Street,
Brunswick Business Park, Liverpool L3 4BQ
Tel: 0151 709 9020 Fax: 0151 709 9727
E-mail: vitaflo@vitaflo.co.uk Web: www.vitafloweb.com

Vitaflo and Preload are Trade Marks of Société
des Produits Nestlé S.A., Vevey, Switzerland.

R Ty ey

Available in 2 Pack Sizes:

Hospital Pack - 90 x 50g sachets

Home Patient pack -
3 x 50g sachets






Step 1 == Step 2 =+ Step 3 -=»°=

BMI score Welght loss score Acute disease effect score
Unplanned . ) )

BMI kg/m? Score weight loss in If patient is acutely ill and
=20 (>30 Obese) = 0O past 3-6 months there has been or is likely

i} — % Score to be no nutritional
i§'85520 _ ; <5 =0 intake for =5 days

' B 5-10 =1 Score 2

=10 =2

IT unable to obtain height and weighit, see Acute disease effect is uniikely to
reverse for alternative measurements and apply outside hospital. See ‘MUST”
use of subjective criteria St 4 Explanatory Booklet for further

e p information

Overall risk of malnutrition

Add Scores together to calculate overall risk of malnutrition
Score O Low Risk Score 1 Medium Risk Score 2 or more High Risk

Step 5

Management guldellnes

o « 2 or more
Low Risk Medium Risk High Risk
Routine clinical care Observe Treat”
® Repeat screening ® g%ca"’yrgent dietary intake for - gefer to dietitian, Nutritional
Hospital — weekly A IOL(‘:Z?%';I;‘;E’"‘ or implement
Care Homes — monthly e |f adequate — little concern and

Community — annually repeat screening e Set goals, improve and increase
for special groups - Hospital — weekly overall nutritional intake
e g. those =75 yrs e Care Home — at least monthly . .
« Community — at least every e Monitor and review care plan
2-3 months Hospital — weekly

i o Care Home — monthly
e |IT inadequate — clinical concemnm Community — monthily
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Effect of salt and water balance on recovery
of gastrointestinal function after elective
colonic resection: a randomised controlled
trial. Lobo et al. Lancet 2002; 359: 1812-18

N=20
CONCLUSION:

Positive salt and water balance sufficient to cause a 3
kg weight gain after surgery delays return of
gastrointestinal function and prolongs hospital stay
in patients undergoing elective colonic resection.
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Effects of Intravenous Fluid Restriction on
Postoperative Complications: Comparison of Two
Perioperative Fluid Regimens: A Randomized
Assessor-Blinded Multicenter Trial. The Danish Study
Group on Perioperative Fluid Therapy. Ann Surg 2003;
238(5):641-648

N=172

CONCLUSION: Cardiopulmonary (77 versus 24%, P =
0.007) and tissue-healing complications (16% versus 31%,
P = 0.04) were significantly reduced and no patients died
in the restricted group compared with 4 deaths in the
standard group. Restricted periop iv fluid regimen aiming
at unchanged body weight reduces complications after
elective colorectal resection.
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Interventions for major improvement in surgical outcome

—

Preoperative
information and
optimisation of
organ function

Staff trainina/reorganisation and procedure specific care plans T

:

Stress reduction

:

Effective pain relief and

® Regional anaesthesia prophylaxis for
@ Minimal invasive operations | nausea and vomiting

@ [lormothermia

® Pharmacological modifiers

Modification of

perioperalive care

®Early mobilisation

@ Minimal use of tubes,
drains, and catheters

®Oral nutrition

Y

Y

Fast track suroery

—

Y

Documentation

# Morbidity

® Safety

#® Cost

# Patient satisfaction







Conclusion

= Postoperative pain and ileus are two major determinants
that prevent early discharge after major abdominal
surgery.

= Multimodal fast tracking involves thorough patient
education, a multidisciplinary team approach to surgical
management, minimally invasive techniques, epidural
anesthetic, avoidance of opioids, maintenance of the
patient’s body temperature in the OR, early enteral
nutrition and ambulation, and judicious postoperative

intravenous fluids.



Better Colonoscopy




