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PONV
Oppioid sparing
Laparoscopy
Early mobilzation
Tromboprophilaxys
Mineral and vitamin supplementation

Preoperative Patient optimization
Fasting
PONV
Monitoring
Standardized anaesthetic protocol
Nasogastric tube
Early re-feeding
Laparoscopy?

High level of evidence



Stop Smoking
Preoperative weight loss
Goal directed fluid management
Airway management
Reversal and monitoring of neuromuscolar blockade
Early postoperative nutritional care
CPAP
PPI in RYGB
Ac. Ursodeoxicholic

Information and counseling
Tromboprophilaxys
Antibiotic prophilaxis
Abdnominal drain

Medium level of evidence



Goal directed fluid therapy
Bladder catheter
Early mobilization

Low level of evidence

Counseling
Alcohol cessation
Preoperative weight loss in diabetes
Prehabilitation
Perioperative statins, glucocoticoids, beta adrenergic blockade
Preoperative fasting
Carbohydrate loading
No reccomendation on specific anaesthetic agent
Tap block
BIS
Avoid increase in driving pressure
Reverse trendelemburg improved gas exchange
Deep neuromuscolare blockage
Hospital volume and outcomes
Nasogastric tube and abdominal drain
Oxygen supplemetation
PPI in SG



Laparoscopy
PONV
Anaeshteic
protocol

Early mobilization

Thromboprophilaxys

Mineral and vitamin supplementation

Preoperative Patient optimization
(smoking, weight loss, glucose, CPAP)

Fasting

No Nasogastric tubeEarly refeeding

Prehabilitation and exercise

Goal directed fluid therapy

No Bladder catheter

No Drain

Carbohydrate loading

Hospital volume and outcomes

Preoperative education and counseling

PONV
Laparoscopy
Anaesthetic

Protocol
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18,048 cases including 8946 from the 2016 calendar year and 9102 
from the ENERGY LIVE period.

The overall rates of ELOS for pre- and
postintervention were 8.1% and 4.5%



Ambulation within 8 hr
Drink within 8 hr
Drain
Foley
Iv fluid<2.5 lt
Oppioid
Oppiod post op
Drink evening before
T >36.5
NSAIDs





1419 patients
24 ERABS Items
74 centers
ERAS group
Non ERAS Group



Counseling
Prehabilitation
Pre op weight loss
Glucocorticoids
Pre op fasting
Carbo loading
Lung protective ventil
Deep neuromomuscolar block
BIS
Multim. Analgesia
Prevention hypotermia
Early mobilization
Early feeding



Six RCTs including 740 patients

systematic review and meta-analysis of
randomised clinical trials (RCTs) to evaluate the
impact of ERAS protocols on outcomes following
bariatric surgery compared to standard care (SC)





Intensive care unit stay — time measured in hours from the end of the surgery until discharge criteria from 
the ICU were met.
– Functional hospital stay — time measured in hours from the end of the surgery until discharge criteria had
been met, as described by Geubells et al. .
– Total hospital stay — time measured in hours from the end of the surgery until actual time of discharge
from hospital, as described by Geubells et al. 



The aim of this study was to assess patient compliance
with the recommendations of an ERAS protocol for Bariatric
Surgery (ERABS) at a hospital certified as an International
Center of Excellence in Bariatric and Metabolic Surgery by the
Surgical Review Corporation.

patients submitted to bariatric surgery
using gastric bypass or sleeve
gastrectomy techniques in 2019,
totaling 150 patients



Mean compliance with the 
recommendations per participant was
42.8%, with a maximum of 55.5%
- 22.6% of compliance with 

preoperative recommendations
- 60% to intraoperative

recommendations,
- 58.1% to postoperative

recommendations. 
The anesthesiologist is the professional
who provides most measures for the 
perioperative optimization of bariatric
surgery patients. In our study we found
that anesthesiologists complied with 
only 39.5% of ERABS recommendations.



15-element protocol used in our department was analyzed, and compliance was calculated based on pre- and 
peri-operative elements. 
We gathered data on recovery parameters, complications, and length of hospital stay. Patients were divided into
two groups according to their compliance: group 1 < 80%, group 2 > 80%

764 patients operated in between 2009 and 2017



Compliance was calculated as the number ofachieved preop-
erative and intraoperative elements. Our target compliance
was 80%. Patients whose adherence to the protocol was below
80%were assigned to group 1, whereas patients whose adher-
ence level reached at least 80% were assigned to group 2.





The compliance ofthe study group was high (> 80), they observed lower morbidity in patients with higher adherence.
Patients with greater compliance had a shorter LOS.
Early mobilization and food tolerance as factors affecting the risk of developing complications.
Additionally, compliance was found to lower the risk of complications by 50%.
Multimodal anesthesia, food tolerance, the volume of oral fluids and the need for iv fluids significantly affected the
risk of prolonged LOS.
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Case Mix

Banding Bypass Lesti-Zappa RYGB OAGB Saji Transit Bipartition Sleeve

Dal 2021: 204 interventi
Degenza media 2.9 gg

Ospedale Ceccarini - Riccione



• Counseling
• Stop fumo 6 settimane prima, controllo glicemico, CPAP negli OSAS gravi
• Prehabilitation: esercizio fisico consigliato ma compliance molto bassa
• Calo ponderale preoperatorio auspicabile
• Digiuno preoperatorio: liquidi chiari fino a 2 ore prima dell’intervento
• No carbo loading
• Approccio polifarmacologico al PONV
• Analgesia multimodale (oppioid free o sparing, FANS, ketamina, blocchi di parete)
• Anestesia multimodale: anestesia generale basata su farmaci a breve durata 

d’azione e a basso grado di accumulo per favorire un rapido recupero
• Blocco neuromuscolare (NMB) Reversal con Sugammadex del NMB indotto da 

Rocuronio (è associato a minor dolore postoperatorio e PONV e ad una più rapida 
dimissione in reparto)

• Prevenzione dell’ipotermia 

Ospedale Ceccarini - Riccione



• No SNG
• No CV
• No drenaggio di routine tranne Sleeve 
• 2 ore di osservazione in recovery room 
• Mobilizzazione entro 4 ore dal termine della procedure in reparto
• Dieta liquida + mousse alla sera dell’intervento
• RX TD in 1 POD (scopo documentale), dieta semiliquida, stop liquidi ev, 

ginnastica respiratoria, deambulazione 
• Dimissione in 2 POD, discharge criteria:

• adeguato controllo del dolore con analgesici orali non oppiacei
• parametri vitali nella norma (FC < 100 bpm, T°<37,6, FR<20/min.)
• adeguato introito idrico, dieta liquida tollerata, deambulazione 

soddisfacente
• non evidenza di sepsi o segni di complicanza postoperatoria

Chiamata a casa tutti i giorni fino al 1 controllo ambulatoriale dopo 7 giorni

Ospedale Ceccarini - Riccione



…and so which
ERAS item?



• We can’t say that there is a most important item!

• Importance of adherence to ERAS protocols

• ERAS pathway core: Anaesthetic protocols+ 
minimally invasive surgery + PONV (early re-
feeding, early mobilization)



Need of more evidence

• Prehabilitation

• Carbohydrate loading

• Goal directed fluid therapy





Grazie
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