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Cha ngl ng patient demogra phics Introduction of an ERP specifically designed for RARC

‘Table 2. List of components in Karolinska’s enhanced recovery programme (ERP) for robot-ussised radical cysiectomy (RARC).
An ERP after totally iracorporeal RARC foousing on reduced bowel preparation, carly feeding and mobilization and analgesic regimens.

‘Table 1. Patient demographics, indications for surgery and treatment details of patients undergoing totally intracorporeal robot-assisted radical

Outpatient wsment Day 24
cystectomy (RARC). 1. Peoperatve comecling an fucaton, vebal and vriten 1. Prophylactic metockpranid for preventon o postoperaive
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Introduction of an ERP specifically designed for RARC

‘Table 2. List of components in Karolinska’s enhanced recovery programme (ERP) for robot-assisted radical cysiectomy (RARC).
n ERP after otally intracorporeal RARC focusing on reduced bowel preparation, carly foeding and mobilization nd andlgesic regimens

Outpatient assessment Day 24
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9. Removal of

Patient outcomes

Table .
and group B, aftr implementation of ERP.

ERP (group A) ERP (group B) sgnificance
LOS (days) foral patenis 9(8-13) 8 (6-10)
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LOS (days) for neobladder 9(6-12) 7(6-10)
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90 day mortality rate 20 3G NS
‘median iterquarile range) or 1 (%),

LOS = Length of stay; NS = Not significant
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Abstract

Background: The UK Department of Health Enhanced Recovery Partnership Programme collected data on 24513 surgical
patients in the UK from 2009-2012. Enhanced Recovery is an approach to major elective surgery aimed at minimizing
perioperative stress for the patient. Previous studies have shown Enhanced Recovery to be associated with reduced hospital
length of stay and perioperative morbidity.
Methods: In this national clinical audit, National Health Service hospitals in the UK were invited to submit patient-level data.
The data regarding length of stay and compliance with each element of Enhanced Recovery protocols for colorectal,
ic, urological and ical surgery patients were analysed. The relationship between Enhanced Recovery
protocol compliance and length of stay was measured.
Results: From 16 267 patients from 61 hospital trusts, three out of for Enhanced Recovery,
being weakly associated with shorter length of stay (correlation coefficients 0.18, ~0.14, ~0.25 in colorectal, orthopaedics and
Atacut-offof 8 good i as associated with two, one and three day reductions
in median length of stay respectively in colorectal, orthopaedic and urological surgeries, with no saving in gynaecology.
fons: This study is the largest assessment of the relationship between Enhanced Recovery protocol compliance and

Key words: anesthesia; general surgery; perioperative care

Standardisation

* Understanding of complex surgery
* Promotes consistent feedback/guidance
* Comparisons on quality and benchmarking

 [dentify ‘what went wrong’ and ‘what went well’
* Enables comparison
* Used in professional sport and the aviation industry




Potential of a RARC approach
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Stage of operation

Complications to avoid

Evolved technique

Patient selection

1: Pore placement

Dissection of ureters
Development of anterior rectal s
. Development of lateral pelvic space.

5b (male). Nerve sparing dissection

5 (female). Mobilisation of bladder
ehra

6. Bladder take-down

7. pLND

8a. Removing the specimen Ruptured specimen bag Specimen is removed through an extended camera p
vagina In women. Make su

b, Formation of the ileal concuit

pace

Inappropriate case selection for RARC

Trauma to bowel adhesions

Leakage from port sites
res Maintain ade

Goos Surgical planes; stay anter

Injury to the obturator nerve In

e e R e

liac vessels may be tortuous in the pelvis.  to-end anastomosis using 9.0

PSM on the prostate

‘Avoid patients with decreased pulmonary compliance who cannot

First port placed with Hasson technique. Camera port secured with
String suture to prvent air leakage.

quate periureteral tissue on the mobilized ureters.
rior to rectal fat.
woid injury to the obturator nerve by identifying it early in the
Prolene interrupted

Tortuous vessels should be identified.
peration. Intrafascial dissection can be used

ion-free end-

fstula with

non-organ-si to avoid

the potential of a vesicovaginal Rstula, mal
the cut urethra when an orthotopic

Closure §s not aligned with

neobladder is planned.
Injury to the inferior epigastric vessels. \oid inferior epigast
Bleeding from the DVC

Damage to collapsed walls of the iliac Careful

ke sure that the vaginal

maged. 3 small cut isoften controlied

and hypogastric veins

specimen can be
3 15-mm hybrid port.

Damage to the mesentery of the

ileal conduit

vein may result

Leakage from uretero.ileal anastomoses.

The camera can be placed through a 15-mm hybrid port after removal
of the specimen to verify that the mesentery is not malrotated and
anastomeses are not under tension.

Single | stents, with the end of the stent brought through the stoma.
prevents temporary occlusion at the level of the abdominal wall

be formed after removal of the specimen and
decompression of preumoperitoneur.

available at www.sciencedirect.com
journal homepage: www.europeanurology.com
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Consensus View
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RARc _ isted radical oyscecromy: poM - positive surgical margi DyC - doreal lex: PLND _ pelvic lymph node dissection.
‘Consensus view on an ERP for patients undergoing RARC
Oupatient asessment Dbay24
and education. Verbs 1 nausea and voriting:
Tr of N M. M ol Bladder nformation

Cancer: AUA/ASCO/ASTRO/SUO Guideline

Sam S. Chang, Bernard H. Bochner, Roger Chou, Robert Dreicer, Ashish M. Kamat,
Seth P. Lerner, Yair Lotan, Joshua J. Meeks, Jeff M. Michalski, Todd M. Morgan,
Diane Z. Quale, Jonathan E. Rosenberg, Anthony L. Zietman

and Jeffrey M. Holzbeierlein

cptions and planned ERP
Preparaton tor sy
1. Preoperative medical optimisation
2 Preopertive maritonas opimisaion

2. Chewwing gum (73]
3. Unrestricted diet

a o
i indicates serum crestinine levels
s.

4 Cardicpulmanary exercise testing i ndicated.

molecular weis

© Romka mlamie: sandanied pyphmmacoelc ok i slemia

From the American Urological Association Education and Research, Inc., Linthicum, Maryland: American Society of Ciinical Oncology,

Alexania, Virginia; American Society for Radiation Oncology, Arington, Virginia; and Society of Urologic Oncology, Inc.

Schaumburg, llinois

Abbreviations
and Acronyms
AC = adjwant chemotherapy
AHRQ = Agency for Healthcare
Research and Quality

0 — American Society of
Clinical Oncology
ASTRO — American Society for
Radiation Oncology
AUA = American Urological
Association
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include parac
5 Mcs st spport fr cematon o kiog 2. Early mobilisation
6. Social issues acdr 8. Daily nutiton goal 900 kealld
Day betore radical . Fluid/electrolyte (30 mikg per day)
1. No bowel preparation. 10. Encourage self-care (catheter carefushing if neobladder and stoma bag care i
ileal conduit)
2 Cators i ) Day 4 onw:

fuids up t0 2 preaperative

1. Continue as previous: ncrease daly nutritional g0al to 1500 kealld

P adequaely controlled

Competent with reobiadder or stoma care

and skin preparation Regular diegrormal bowelfunction
ohol (or equivalent solution)

oxygension. muscle
relaxation,optimised depeh of anaesthesta with spinal and
rate anaigesa avoiding opiates with peripheral action
6. RARC approach
7. Goal-directed fluid management with judicious use of

9. Removal of nasogastric tube in recovery.

ischarge
1. Stents out day 10 (o stentogram)
2. Removal of clips at ay 10

3. Contact with specialist nurse via telephane

4 Audit cycle of complance and outcomes

‘Consensus view on an ER for patients undergoing RARC

Oupaticnt ssessment bay24
and e 1 and
Iebomitn apled oaopmrton s oy dvesion benefit (metoclopramide)
options and planned.
eparacion for sy 2. Chewing gum (73]

1. Preoperaive medical cptimisation

3. Uneesricted diet

“ sent for cresinine day 2

hid indicates serum cresinine levels

3

eobladder care
4 Cndiopulmenasy exercise testing I indicated

5. Advice and supportfo cessation of smoking
6. Social

Day before radicl
1.No bowel preparaton

2. Carbohydrate lading 28461
radical

9. Fidjelectolyte (30 kg per dsy)

molecular weight hepar

standardised polypharmacologic opioid spring analgesia

ol 900 kealfd

sl conduit)
4 cowards

dequately contrlled
Independenty mobie

Regular degormal bowel funcion

1. Continue s previous; increase dally nutiional goalt0 1500 kealld.
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Auditing outcome data

Table 4 - Auditing outcome data: a standardised template

ERP-specific details:
‘Tabular reporting of all elements induded from guidelines and any

Competent with reobloder orstoma are

Posdischarge
1. Stets out day 10 (o stentogram)

, Dl et
oval of nasogastric tube in recovery

2 0

3. Contac with speialst nurse v telephone
4 Audit oyce o compliance and autcomes

Recommended reparting elements for &RP

Comorbidities (ASA grade)

Preoperative staging (TNM)

Administration of neoadjuvant chemotherapy Y/N

Smoker preoperatively YN

Given guidance to help quit smoking Y/N

Continued to smoke pastoperatively Y/N

Operation details:

RARC and diversion type (ileal conduit or orthotopic neobladder,
extracorporeal or intracorporeal)

Pathologic staging (TNM)

L0S in days (date of admission to date of actual discharge)
Readmission Y/N (date of readmission)

30- and 90-d complications (Clavien-Dindo classification (7])

additional elements
a Il ERP el duding specific algorith
used in care pathway where applicable, for example:
Medicationsfconcentrations used
Antibiotic prophylaxis
Analgesia escalation strategies.
Intravenous infusion rates and criteria for goal-directed therapy
Drain placement algorithms

nd pathways

Epidural (if level, jection vs
placement
Report compliance for al elements named in ERP.

‘When failure of an ERP element ocaurs, it should be reported and reason
for failure explained induding adverse events related to an ERP element
Discharge riteria should be reported. If a substitute for LOS such as
“readiness for discharge” is used, there should be a report of actual LOS
and a listing of reasons for nonmedical extension of haspitalisation

L0S=length of stay; N=no; RARC=robot-

enhanced recovery progr:
assisted radical cystectomy:
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Conclusio

« ERAS is safe and it promotes standardised care
« Potential differences in ERAS in robotic surgery include:
+ Analgesia
* Fluid replacement
« Transfusion rates
« Ability to mobilise earlier
« ERPs have cost implications: reduce LOS without negatively impacting
complication rates or readmission rates
« ERAS supports changing patient demographics
« The surgeon has a key role in educating the patient about ERAS
protocols

« ERAS protocols could be improved with home monitoring technologies

Plans are of little importance, but
planning is essential.

(',(’ nasLen (]/!u.‘u‘/u//

AZQUQTES

« Medical co-morbidities addressed by family doctor e.g.
diabetic control, hypertension, anaemia

« Surgical options discussed
« Seen by nurse specialist
« Verbal and written information offered

« Outstanding medical issues identified (e.g. glaucoma,
obesity, restrictive lung disease)

« Preoperative investigations

« Patient education about ERP (verbal and written)

« Preoperative education on stoma or neobladder care

+ Cardiopulmonay exercise testing where indicated

« Social issues identified and discharged planned

+ No bowel preparation

« Day of surgery admission

« Consent for procedure

. ion (40mg omeprazole, in, 10mg
metoclopramide)




Standardised induction
« NG tube/throat pack,lacrilube to eyes
«Single dose of antbiotics
« Intraoperative maintainence anaesthesia with short acting
inhalational agent (Sevo/Desflurane) ¢
+Multi-modal anaesthesia
+ Steep Trendelenberg position (27" measured on iphone
a

7p)
« Prevention of hypothermia (Bair Hugger (3M, UK)
«VIEp s (TED stockings, mechanical calf

+ 15 h extended theatre recovery monitoring
« Admission directly back to ward

patient from day 0)
« Early mobilisation (st up day 0, it out day 1, walk day 2)
and.

+ Regular
+ Modifid release oxycodone to avoid the use of PCA-
+ Ureteric stents - remove on day 5 f well

weight hepar
s injection

+ Telephone contact given

+ Stoma care and district nurse informed of discharge

« Neobladder care where applicable (every 2 weeks)

+Out-patient follow-up at 6 weeks with histology




