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*This care process model does not establish a standard of care to be followed in every case. It is recognized that each 
case is different, and those individuals involved in providing health care are expected to use their judgment in 
determining what is in the best interests of the patient based on the circumstances existing at the time. It is 

impossible to anticipate all possible situations that may exist and to prepare care process models for each. 
Accordingly, this care process model should guide care with the understanding that departures from them may be 
required at times. 
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Care Process Model Objective:  
Foster evidence-based collaboration with all perioperative team members with the goal of minimizing variation of 
care and improving patient and family satisfaction 

 

Background: 
Weight loss surgery in the obese population has been commonplace for many years. Studies have shown reversal 

or reduction in severity of obesity related medical outcomes. However, this is a relatively new concept in the 
pediatric population, and a growing problem due to the earlier onset and increasing prevalence of pediatric obesity 
(Gurnani et al., 2015). Obesity is a systemic disease and poses a challenge to the anesthesiologist and surgeon 
(Brenn, 2005).  

Frequent comorbidities include insulin resistance, hypertension, hyperlipidemia, GERD, as well as obstructive sleep 
apnea. Patients may be on weight loss medications that are of concern to the anesthesiologist, particularly 
sympathomimetic medications (phentermine) and antihypertensive medications (i.e., ACE inhibitors) (Stephens et 

al., 2005; Hollmann et al., 2018). Obesity also creates additional concern for position injuries, which are more 
common than patients with a normal BMI (Warner et al, 1994). The surgical exposure involves steep Reverse 
Trendelenburg and rotation. These patients must be secured to the table to avoid rare but serious injuries from 
falling or pressure point injuries. The airway is also an area of concern as these patients may be difficult to mask 
ventilate or to intubate. Patients may have sleep studies, but frequently do not.  
In general, the surgical time for a sleeve gastrectomy is 1.5-2.5 hours. Postoperatively, patients are typically 
admitted for a few days, and a main goal of this ERAS protocol is to decrease the total length of stay. 

Postoperative nausea and vomiting, pain control, and PO intake are some of the challenges during the inpatient 
portion of the hospital stay. The age range is usually 14-18 years but may be trending to include younger patients 
in the future as efficacy is demonstrated.  

 
Core Principles of ERAS: (Melnyk et al., 2011) 

• Preoperative education of patients and family with an introduction to ERAS 
• Reduced pre-operative fasting, with clear liquid oral carbohydrate loading until 2 hours prior to surgery 
• Goal-directed strict intraoperative intravenous fluid therapy guidelines to avoid hypo-or hypervolemia 
• Avoidance of pre-operative mechanical bowel preparation 
• Avoidance of routine nasogastric tube use 

• Minimizing long-acting opioid analgesia, in favor of regional anesthesia with epidural and/or local anesthesia 
for intra-operative and postoperative pain control when appropriate and using alternative non-opioid 
medications when appropriate (e.g., non-steroidal anti-inflammatories or acetaminophen) 

• Early post-operative mobilization 

• Early post-operative enteral feeding 

Target Users:  
• Anesthesiologists 

• Bariatric surgeons 
• Pre-Anesthesia testing nurse 
• Post Anesthesia Care nurses 
• Inpatient floor nurses 

ERAS Management Recommendations: 

Preoperative Care 
• The concept of ERAS is presented to the patient/family at the initial surgical appointment, and then reinforced 

during the pre-anesthesia testing (PAT) clinic visit.  
• At PAT there are educational items discussed including pre-op diet restrictions, medication management, and 

the risks of anesthesia. Also discussed some of the core concepts of ERAS, including the emphasis early post-
op PO intake and a multimodal pain management approach. Expectation management is crucial in the 
preoperative phase.  
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• A handout, reviewed by the Health Literacy Committee, is given to the family prior to departing PAT (See 
Appendix A). 

• These patients begin a liquid diet 5 days prior to the scheduled procedure and are contacted 48 hours prior to 

the procedure to review arrival time and answer any questions.  
• On the morning of surgery, the patient drinks carbohydrate rich liquids up to two hours before surgery start 

time and is administered a scopolamine patch and enoxaparin in pre-op holding. 
• IV fosaprepitant for post-operative nausea and vomiting prophylaxis 

 

Intraoperative Care 
The principal goals during the intraoperative care of these patients are: 

• Safely secure the airway after an IV induction, as these patients may be difficult to bag-mask ventilate or 
have a difficult airway 

• Maintain normothermia during the entire procedure 
• Ensure that antibiotics are administered prior to surgical incision 
• Minimize the use of long-acting narcotics 
• Multimodal pain management including IV acetaminophen and ketorolac 

• Post-operative nausea and vomiting prophylaxis with dexamethasone and ondansetron 
• Maintain euvolemia with an emphasis on not administering excess IV fluids 
• Awake extubation while avoiding suctioning of stomach 
• A conditional recommendation is made for the use of TAP blocks in laparoscopic gastric bypass surgeries, 

based on the GRADE Evidence to Decision instrumenta, and the Summary of Findings Tablec. The overall 
certainty in the evidence is moderatea for use of TAP blocks for reduction of postoperative opioid need and 
consumption. However, subjective data collected on patients’ pain level using a visual analogue scale (VAS) 

showed the evidence is of moderate to very low evidencea for pain level reduction at zero hours and 24 hours 
postoperative. Use of TAP blocks for gastric sleeve surgeries at Children’s Mercy will be determined with 
additional data collected. 

 

Postoperative Care 
The principal goals during the postoperative care of these patients are: 

• Prevent/treat post-operative nausea and vomiting 
• Multimodal pain control with long-acting opioids as last option 
• Move towards PO intake as early as possible 
• Early mobilization 
• Transition from clears to high protein liquids 
• Focus on early discharge from hospital with home instructions (See Addendum B). 

• Clinic follow-up 2 weeks after discharge 
• See Gastric Sleeve ERAS power plan 

 
Care Questions Answered: 

• Ketorolac in gastric bypass patients and risk of bleeding  

• Use of Transverse Abdominal Plane (TAP) blocks and reduction of pain in lap gastric bypass patients  
 

Metrics to be Collected: 
Pre-Op Intra-Op Post-Op 

Scopolamine Patch Dexamethasone/Ondansetron Length of Stay 

Enoxaparin Euvolemia Time to Ambulation 

 Antibiotics administered prior to incision Time to Bariatric 2 Diet 

 IV Acetaminophen/IV Ketorolac Long-Acting Opioids 

 Long-Acting Opioids  

 Normothermia  

https://www.childrensmercy.org/siteassets/media-documents-for-depts-section/documents-for-health-care-providers/evidence-based-practice/critically-appraised-topics/ketorolac-in-bariatric-patients.pdf
https://www.childrensmercy.org/siteassets/media-documents-for-depts-section/documents-for-health-care-providers/evidence-based-practice/critically-appraised-topics/transverse-abdominal-plane.pdf
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