Rehabilitacion Multimodal
(Prdctica clinica peri-operatoria
basada en la evidencia)
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1. El paciente
2. Los profesionales

3. La sociedad







GRUPO ESPANOL DE REHABILITACION MULTIMODA!

1) Biologic/systemic
Surge H * endocrine
> * inflammatory Short-term mmnm::nmas
* pulmonary ___~ outcomes LN -
> ol — —— 2+ function
circulatory * activities i tion
2) Impairment * mobility reintegratic
Stress * pain * Quality of life
« fatigue
* weakness

s Strong relationship (> Weak relationship

Lee et al. Surgery 2014,;155:211-6.




SISTEMA AFECTADO: EFECTO CLINICO

Inmunolégico: Depresion del sistema inmunitario
Linfopenia, leucocitosis, Depresion del sist
reticuloendotelial

Coagulacion: >incidencia de tromboembolismo
>adhesividad plaquetaria, >activacion de la
coagulacion, <fibrindlisis

Endocrino: >catabolismo protéico, lipdlisis,
>ACTH, cortisol, glucagén, epinefrina, >aldosterona,  hiperglucemia, retencion de agua y sal,
ADH, > catecolaminas, angiotensina Il, < insulina y vasoconstriccion.

testosterona

Cardiovascular: Arritmias, angor, IAM, ICC

>trabajo miocardico (catecolaminas y angiotensina |l)

Respiratorio: Hipoxia hipercapnia atelectasias
<Compliance pulmonar, >Contractura muscular alteracion ventilacion-perfusion.
Gastrointestinal: lleo intestinal

>tono esfinter, <tono musculo liso

Genitourinario: Retencion urinaria
>tono esfinter, <tono musculo liso
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"En el manejo peri-operatorio convencional se acepta
Sin reservas que una respuesta importante de estrés es
inevitable en toda cirugia mayor. Este concepto ha
sido recientemente cuestionado por la evidencia de
que gran parte de esta respuesta de estres se puede
evitar con la aplicacion adecuada de anestesicos y
analgésicos modernos asi como técnicas minimizantes
del trauma”

Lancet 2003; 362: 1921-28
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Henrik Kehlet, Professor of Surgery, Copenhagen

1980s showed that the use of epidurals for major abdominal
surgery improved recovery by

* managing pain
* reduce stress response

He thought patients still stayed too long in hospital and by
2000 was describing a multimodal approach to care...

Fast-track/Accelerated/Rapid or Enhanced Recovery






"En eKmanejo peri-operatorio ronvencional se acepta
sin reservas esta importante de estrés es
inevitable en toda cirugia mayor. Este concepto ha
sido recientemente cuestionado por la evidencia de
que gran parte de esta respuesta de estres se puede
evitar con la aplicacion adecuada de anestésicos y
analgésicos modernos asi como téecnicas minimizantes
del trauma”

Lancet 2003; 362: 1921-28
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GELTING WLELL: THE BIOLOGY OF
SURGICAL CONVALESCENCE?

By Traxcis T, MoorE
Peter Bent Brighem faspitol, Deston, Mass., and Harrard Medical Seleont,
Combyridge, Wass,
Fniroduction

AL first glance, the titles in this monograph may seem too widely divergent;
some papers discuss the necessitivs of keeping the sick alive, while athers ex-
amine the problem of returning the alive to work.  Nevertheless, I helieve all
would agree, not. only on the unity of the effort, but also thatl Hs exient demon-
siraies the true magnitude of the field of human Jearning called surgery. The
doctors working in ¢ither of these arcas  the surgeon dealing with the man in
shock or the physival therapist rehabilitazing him six months later  are both
cealing with the same biclogical phenomenon, namely, the process of geLling

well after injury,
I shall first review hrietly sol

o o emmence ey CONValescence or recovery includes ““all

locking physical, chemical, me

ot the 1terlocking physical, chemical, metabolic, and

uscfulness, and psychological hg

e o ve w4 pSychological factors commencing with injury, or

criteria of the social and cconoq
he is psyc Imlo«lralh aﬂd physig

i o o eine me] €VEN Sl1ghtly before the injury, and terminating

patieniz, we began to discern
Our studics were crude in the

et ot oo . ON1Y When the 1ndividual has return to normal

with the patient's clinical beha
and the familiar laboratory sU|

s we moises s el Physical well-being, social and economic usefulness,

year later, I solemnized the fou
tion.? Inthelatter T referred ty

as a.thenn' of convalescence, a and pSYChOlOglcal habltus

ther study—a framework on wh

able  one which, like all theories, would be subject to mndification as new lafa
bacame av aJla.bIe
These four periods of convalescence are dynamic biological phases in the

N ﬂ'l.'. reaearch for Lhig papee wus supporled 10 part by the Subcommittee on Metaholizsin
in Tranma, ‘\dvﬁﬂry Cosmunittee on Metabolizm, Office of the Surgeon General, Depariment
uf Lhe _"(\‘rmy and in part bg a grant [rom the Atounic Energy Cormmission, Toth of Washing-
Len, D.C.

The aulhor received assistance aiso {rom Winthrop Laboratorvs, New York, N.Y ., and
The Upjohn Company, Kalsmazoo, Mich.

Moore FD. Getting well: the biology of surgical convalescence.
Ann N Y Acad Sci 1958;73:387-400.
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ERAS Structured pathway:

/i patient information™ l\

| stress reduction™

I pain relief” I

| fluid therapy™ |\

additional interventions
preop as§essment and (antibiotics™, thrombo- enhanced recovery
optimization™ prophylaxis™, oxygen therapy™*,
etc)

revision of care principles”® (drains,
tubes, catheters, bowel clearance,
etc.)

| oral nutrition™ |

| ambulation, exercise™ |

Evidence-Based Surgical Care and the Evolution of Fast-Track Surgery
Henrik Kehlet, Douglas W. Wilmore. Ann Surg 2006; 248: 189—198
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Systematic review of enhanced recovery programmes in
colonic surgery

J. Wind!, S. W. Polle!, P. H. P. Fung Kon Jin!, C. H. C. Dejong?, M. F. von Meyenfeldt?,

D.T. Ubbmkl 3, D.J. Gouma' and W. A. Bemelman' on behalf of the Laparosoom and/or Fast
Track Multunoda] Management Versus Standard Care (LAFA) study group and the Enhanced
Recovery After Surgery (ERAS) group

'Department of Surgery, Academic Medical Centre, Amsterdam, ? Department of Surgery, Academic Hospital Maastricht and Nutrition and
Toxicology Research Institute Maastricht (NUTRIM), Maastricht University and *Department of Clinical Epidemiology and Biostatistics, Academic
Medical Centre, Amsterdam, The Netherlands

Carrespondence to: Dr W, A. Bemelman, Deparmment of Surgery, Academic Medical Centre, Posthox 22660, 1100 DD Amsterdam,
The Netherlands (e-mail: w.a.bemelman@amec.uva.nl)

Background: Fast track (FT) programmes optimize perioperative care in an attempt to accelerate
recovery, reduce morbidity and shorten hospital stay. The aim of this review was to assess FT programmes
for elective segmental colonic resections.

Methods: A systematic review was performed of all randomized controlled trials and controlled clinical
trials on FT colonic surgery. The main endpoints were number of applied FT elements, hospital stay,
readmission rate, morbidity and mortality. Quality assessment and data extraction were performed
independently by three observers.

Results: Six papers were eligible for analysis (three randomized controlled and three controlled clinical
trials), including 512 patients. FT programmes contamed a mean of nine (range four to 12) of the 17
FT elements as deﬁned in the llterature Prims * V€ g ence —1.56 dg

c.i. 042 to 0. 69) were sngmﬁcantly lower for FT programmes. Readmission rates were not s:gmﬁcandy

different (relative risk 1.17, 95 per cent c.i. 0-73 to 1.86). No increase in mortality was found.
Conclusions: FT appears to be safe and shortens hospital stay after elective colorectal surgery. However,
as the evidence is limited, a multicentre randomized trial seems justified.

Presented as a poster to a meeting of the European Association of Coloproctology, Bologna, Italy, September 2005

Paper accepted 9 February 2006
Published online in Wiley InterScience (www.bjs.co.uk). DOI: 10.1002/bjs.5384
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DOI 10.1007/s00384-012-1577-5

REVIEW

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

Liang Lv - Yong-fang Shao « Yan-bing Zhou

ERAS conventional Risk Ratio Risk Ratio
Study or Subgroup  Events Total Events  Total Weight M-H, Random, 95% CI M-H, Random, 95% CI
Anderson 2003 4 14 5 11 6.0% 0.63[0.22, 1.80) N
Delaney 2003 7 N 10 33 83% 0.75[0.32,1.71) I
Gatt 2005 9 19 15 20 133% 0.63[0.37,1.08) =1
Khoo 2007 9 35 16 35 108% 0.56(0.29,1.10) '
Muller 2008 16 76 37 75 143% 0.43[0.26, 0.70) T
Serclova 2009 11 51 25 52 121% 0.45[0.25, 0.81) = o
Viug 2011(1) 34 100 37 109 16.38% 1.00[0.69, 1.46) ‘_t
Viug 2011(2) 43 93 41 98 18.3% 1.11[0.80,1.52)
Total (95% CI) 419 433 100.0% 0.69 [0.51, 0.93] %
Total events 133 186
Heterogeneity. Tau*=0.10, Chi*=17.09,df=7 (P=0.02), "= 59% :

0.01 0.1 1 10 100

Testfor overall effect. Z= 2.45 (P = 0.01) Favours experimental Favours control

Meta-analysis of the rate of overall complications®
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colorectal surgery (Review)

Spanjersberg WR, Reurings |, Keus F, van Laarhoven CJHM

Fast track surgery versus conventional recovery strategies for

THE COCHRANE
COLLABORATION®

2011

stay [days].

Figure 16. Forest plot of comparison: 2 Sensitivity analyses ERAS vs conventional, outcome: 2.4 hospital

Testfor overall effect: Z=4.76 (P < 0.00001)

ERAS conventional Mean Difference Mean Difference
Study or Subgroup  Mean [days] SD [days] Total Mean [days] SD [days] Total Weight IV, Random, 95% CI [days] IV, Random, 95% ClI [days]
Anderson 2003 4 1.8 14 7 21 11 19.3% -3.00 [-4.56,-1.44] —
Delaney 2003 52 25 k)l 58 3 33 NT7% -0.60 [-1.95, 0.75] —
Gatt 2005 6.6 44 18 9 46 20 96% -2.40[-5.22,0.42] B
Khoo 2007 5 85 35 7 14.75 3B/ 31% -2.00[-7.64,364] ¢
Muller 2009 6.7 4.84 76 10.3 4.97 75 19.2% -360[F517,-203) —=—
Serclova 2009 7.4 1.3 51 10.4 31 52 271% -3.00[3.92,-2.08) —
Total (95% CI) 226 226 100.0% -2.51[-3.54,-1.47] L
Heterogeneity: Tau®= 0.80; Chi*=11.04, df=5 (P = 0.05); F=55% t f t

4 2 0 2 4
ERAS Conventional

Reduccion estancia hospitalaria: 3 dias




- R CERi

Fast track surgery versus conventional recovery strategies for
colorectal surgery (Review)

THE COCHRANE
Spanjersberg WR, Reurings |, Keus F, van Laarhoven CJHM COLLABORATION®

2011

Figure I1. Forest plot of comparison: 2 Sensitivity analyses ERAS vs conventional, outcome: 2.2 Total
complications.
ERAS conventional Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Fixed, 95% CI M-H, Fixed, 95% CI
Anderson 2003 5 14 7 11 7.5% 0.56 [0.24,1.29] B
Delaney 2003 7 Kl 10 33 98.2% 0.75[0.32,1.71] T
Gatt 2005 9 18 15 20 13.9% 0.63[0.37,1.08] T
Khoo 2007 9 35 18 B 171% 0.50 [0.26, 0.96] — ]
Muller 2008 13 76 28 75 26.8% 0.46 [0.26, 0.81] —.
Serclova 2009 11 51 27 52 254% 0.42[0.23,0.75] ——
Total (95% CI) 226 226 100.0%  0.51[0.39, 0.67] ¢
Total events 54 105
Heterogeneity: Chi*= 2.05, df= 5 (P = 0.84); F=0% :U 01 051 1=U 1005
Test for overall effect: Z=4.92 (P =< 0.00001) Favours experimental Favours control

Reduccion riesgo de complicaciones 46-47%

_
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Evaluation of a fast-track programme for patients undergoing
liver resection

Evidence-based review of enhancing postoperative recovery
after breast surgery

R. Arsalani-Zadeh, D. ELFadl, N. Yassin and J. MacFie

Postgraduate Medical Institute, University of Hull, Hull HU6 7RX, UK
Corvespondence to: Professor ]. MacFie (e-mail: johnmache@aol.com)

Randomized clinical trial of enhanced recovery versus standard
care after laparoscopic sleeve gastrectomy

D. P. Lemanu', P. P. Singh', K. Berridge®, M. Burr®, C. Birch?, R. Babor®, A. D. MacCormick!,
B. Arroll’ and A. G. Hill!

'Department of Surgery, South Aucldand Clinical School, and *Department of Geneml Practice and Primary Health Care, University of Auckland, and

'Department of Surgery, Middlemore Hespital, Aucldand, New Zealand
Covepondence to: Dr D. P. Lemanu, Department of Surgery, South Aucldand Clinical School, Middlemore Hospital, Private Bag 93311, Otahuhu,

Avcldand New Z ealand (e-mail: daniel lemanu@hotmail .com)




Fast track clinical pathway implications in
esophagogastrectomy

PR AT AN EHTERAL Y
CARDIO-THORACIC
o SURGERY
ELSEVIER

Europesn Journsl of Cardio-thor acic Surgery 36 (2009) 383392

wiww. e lbevier. com /locate fejcts

Fast-track rehabilitation for lung cancer lobectomy: a five-year experience™

-

Original Article

. Journal of Glinical Urology
The use of a multimodal enhanced o

@ Bridsh Assodadon of

recovery program for patients undergoing e mipemisos

Reprints and permissions:

- sagepub.co.ukfjourmalsPermissions nav
radical cystectomy

DOL 10.11777206 1415813480776
urosagepub.com
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Acta Orthopaedica 2011; 82 (5): 577-581 577

Enhanced recovery program for hip and knee replacement
reduces death rate

A study of 4,500 consecutive primary hip and knee replacements

Ajay Malviya, Kate Martin, lan Harper, Scott D Muller, Kevin P Emmerson, Paul F Partington,
and Mike R Reed

Length of stay (days)
201
Enhanced recovery
151 protocol implemented
Table 2. Comparison of mortality rates between the 2 groups
101 Traditional Enhanced p-value
(n = 3,000) (n=1,500) Chi-squared test
T Death (30-day) 15 (0.5%) 1 (0.1%) 0.02
Death (90-day) 25 (0.8%) 3 (0.2%) 0.01

) .

Trad1Trad2 Trad 3Trad 4 Trad 5Trad 6 ER1 ER2 ER3



Oral
analgesia

Early
oral
fluids

Routine
PONV

Post op
laxative

No
opiates

Patient

L education

Carbo
hydrate
loading

24 h
Fasting

TorC
incision




MY ROLE AND MY
RESPONSIBILITIES

IN HELPING TO
IMPROVE MY
RECOVERY

Steps to a successful
recovery start before
my operation

.

WHAT THIS MEANS
FOR ME

Planning and actively participating in the
steps to success before and after your
operation can help you to:

LEAVE HOSPITAL, SOONER

MAKE YOU FEEL BETTER, SOONER

RETURN TO NORMAL LIVING,
SOONER

GETTING BETTER SOONER
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Mortality after surgery in Europe: a 7 day cohort study

Rupert M Pearse, Rui P Moreno, Peter Bauer, Paolo Pelosi, Philipp Metnitz, Claudia Spies, Benoit Vallet, Jean-Louis Vincent, Andreas Hoeft,
Andrew Rhodes, forthe European Surgical Outcomes Study (EuSOS) group forthe Trials groups of the European Society of Intensive Care Medicine
andthe European Society of Anaesthesiol ogy*

A B
7 day cohort study bet
patients aged 16 year: 46985 patients with operating room CRF 3635 patients with critical care CRF 28 European
nations. Patients were I mortality.
Secondary outcome 1 —»{ 236 duplicates —»| 9duplicates
y
46749 with data available forinclusion 3626 with data available for inclusion
—»| 206 with inconsistent data —»| 23with missing operating room data
y y
46543 available for analysis 3603 available for analysis
4with missing hospital 4with missing hospital
> cutcome data ) outcomedata
v y
46539 included in analysis 3599 included in analysis

_.
"



Mortality after surgery in Europe: a 7 day cohort study

Rupert M Pearse, Rui P Moreno, Peter Bauer, Paolo Pelosi, Philipp Metnitz, Claudia Spies, Benoit Vallet, Jean-Louis Vincent, Andreas Hoeft,
Andrew Rhodes, forthe European Surgical Outcomes Study (EuSOS) group forthe Trials groups of the European Society of Intensive Care Medicine
andthe European Society of Anaesthesiology*

EuSO0S cohort
46529 (100%); 1864 deaths (4%)
v ‘ B
Elective surgery Urgent surgery Emergency surgery
35040 (75%); 1132 deaths (3%) 8919 (19%); 483 deaths (5%) 2557 (5%); 249 deaths (10%)

B ! - B ! B B : v
Planned Unplanned No admission to Planned Unplanned No admission to Planned Unplanned No admissionto
admission to critical care critical care admission to admission to critical care admisison to admission to critical care
critical care admission critical care critical care critical care critical care
1864 (5%); 278 (1%); 32 895(94%); 490 (5%); 391 (4%); 8033 (90%); 201 (8%); 356 (14%); 1999 (78%);
32(2%) deaths 22deaths (8%) 973 deaths (3-0%) 54deaths (11%) 63deaths (16%) 301 deaths (4%) 37 deaths (18%) 79 deaths (22%) 84 deaths (4%)
Stay in critical Stay in critical Hospital stay Stay in critical Stay in critical Hospital stay Stay in critical Stay in critical Hospital stay
care1day (1-2) cre 2 days (1-3) 3days (1-5) are2 days (1-7) care 3days (1-6) 4 days (2-8) care 3 days (1-8) aare 3 days (1-8) 4 days (1-8)
Hospital stay Hospital stay Hospital stay Hospital stay Hospital stay Hospital stay
9days (6-15) 10 days (6-19) 14 days (8-28) 14 days (8-26) 13 days (7-27) 15 days (7-28)

Discharged to Discharged to Discharged to Discharged to Discharged to Discharged to
ward alive ward alive ward alive ward alive ward alive wardalive
1832 (98%); 256 (92%); 436 (89%); 328 (84%); 164 (82%); 277 (78%);

88 (5%) deaths 16 (6%) deaths 30 (7%) deaths 33(10%) deaths 23(14%) deaths 26 (9%)deaths
afterdischarge after discharge after discharge afterdischarge afterdischarge after discharge
from critical care from critical care from critical care from critical care from critical care from critical care

www.thelancet.com Vol380 September 22, 2012




Finland |
Iceland
Norway |
Sweden |
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Figure 3: Adjusted odds ratio for death in hospital after surgery for each country

www.thelancet.com Vol380 September 22, 2012
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Suecia
Dinamarca

Francia

Reino Unide

Irlanda

Belgica

Alemania

Espafia

I

% Pacientes admitidos en UCI
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Specialisation can lead to lower cost, better outcomes:
cancer example

Fig 1 Risk adjusted mortality from cancer against length of stay for institutions in New York State.
The size of the circle indicates the number of patients treated

@ Memorial Sloan-Kettering Cancer Center
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Discusion Sl — Pero Una Via Clinica
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Enhanced recovery pathways (ERP) are multidisciplinary care |
pathways that integrate multiple evidence-based interventions in |
all perioperative phases to decrease the surgical stress response,
hasten recovery, and ultimately improve outcomes.
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PROCESO ASISTENCIAL

VISION GENERAL

Tlempo

Tabla 1. Visi6bn general del proceso

Responsablildad

Valoracion preoperatola. Optimizacion nutricional,
Previo al Ingreso camiologica, de . = Ciruyjano + Anestesiologo
Adecuadon dietética
I_ul P ';:"" Ayuno 6 horas solidoy 2horas liquido ciaro Anestes|ologo
lon +
:"'1"::)'"'" mecanica, siendo su empleo selectvo en crugia de recto. Enfermerfa
ngr! *Sf el paciente ingresa Ia tarde anterior esto se realizarG cinyano
cuando ingrese
Preoperatorio Inmedlato
Enema de limpleza 07:00N (en reseccion de recto-sigma en
aguellos €asos en que este Indicado)
Colocaclon de medias compresvas o de compresion
NeumATtica INTermitente, Segon resgo romboembolico
Suplemento de beblda carbohidratada 12.5% maltodextrinas
250 cc 2 horas antes de Intervencion
Administracion profilactica de anublotico 1 hora antes de
Incision quirdrgica cuando este Indicado (o en quirofano) e
Intraoperatorio
Insercion de caterer epidural en cirugfa ablerta E“'e':"““
Induccion anestesica
Oxigenacion FI02 0.6-0.8 "‘es“;“““g"
Peroperatorio nemodinami angano
(3.5mi/kg/h para laparoscopla: 7mi/kg/h para laparotomia) *
Sondajevesical sf precisa AT (oo
Clrugia minimamente Invasiva (slempre que sea posible)
No SNG
Calentamiento acTtivo Con Manta Termica y calentador de
fluldos
Profilaxis de Nauseas y VOMITOS POSTOPEratorios segon
estala Apfel
No drenajes
Infiltracion de los puertos de laparoscopla o biogueo del
plano del abdomen (TAP) segon 10n

18 VIA CLINICA DE RECUPERACION INTENSIFICADA EN CIRUGIA ABDOMINAL (RICA)
Tlempo Protocolo Responsablildad
Postoperatorio Inmediato Enfermeria
acivo de Enfermeria
Mantenimiento de FIO2 0.5 2 horas 1as fin Intervencion +
Analgesla pautada segon Intervencion. Minima Anestesiologo
adminisracion de morficos +
Peroperatorlo Cingano
Inicio de Tolerancia oral 6 horas tras clrugia Enfermeria
Inicio de movIiizacion a 1as 8 horas Tras clrugla +
40mg Anestesiologo
22:00n
Suplementacion nutricional en casos selecclonados
Dieta normal segan tolerancia
102 Valorar retirada de drenajes, sl existen Enfermeria
postoperatorlo Movliizaclon acuva (cama/silion/Iniclo deambulacion) +
Anaigesia endovenosa. No morficos Clrgjano
SI tolerancia oral cormecta retirada de liquidos endovenosos.
Valorar retirada de sondaje vesical, si 1o tuviera
Valorar retirada de sondaje vesical (sl presenta)
Dieta normal
2°dia Movlizaclon acuva (deambulacion) Enfermerfa
postoperatorlo Retirada de Iiquidos endovenosos tlrulj'ano
Profilaxis del tromboembolismo
Valorar alta
Dieta normal
Duranterestoge | "'95"_',’::[““ . E‘“".""’"
hospltaltzaclén | ;601 el tromboembolismo Cingano
Valorar alta o domidlio
de 28 dias tras clrugla
Control telefonico tras ala Enfermeria
Criterios generales de alta: No complicaciones quirdrgicas, +
Alanta no fiebre, dolor ¢ con oral, lon Cliryjano
completa, acepracion por parte del paciente +
L MAP
Apoyo domiciliario-C con 1
Visioén general

Nota- ITC: Imerconsulta
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Rehabilitacion Multimodal: Lo mejor para el paciente
Lo mejor para los profesionales
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Higher cost Max
1 Acceptable
ICER
Area of )
rejection
- Cost-
Lower g effective Higher
effectiveness - effectiveness
Dominant
Lowe; cost
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Enhanced Recovery
Partnership Programme

Delivering
enhanced
Al Impact of potential improvements in length of stay assessed using 2008-09 HES data
Eoelgpel? gept?:re snc:ccsmer Procedure Current| Current | No. major | Total no.
after surgery group mean  median | providers | patients
LOS LOS
Colectomy 10.2 8 152 10,300
Excision of 12.4 9 148 9,500
rectum
Primary hip 6.3 5 157 55,100
replacement
Primary knee 6.1 5 156 64,500
replacement
Bladder 16.5 14 56 1,200
resection
Prostatectomy 4.7 4 71 3,000
Hysterectomy 4.3 4 153 36,500
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* New Zealand

— 4,000€ / patient in the first 50 patients. Study visits&

full time included.
(N Z Med J, 2010; 123: 61-70)

 Switzerland

— 1,500€ / patient per first 50 patients. Training & full

time nurse included
(British Journal of Surgery 2013; 100: 1108—-1114)




(Ann Surg 2013;00:1-7) | A Systematic Review of Economic Evaluations of Enhanced
Recovery Pathways for Colorectal Surgery

Lawrence Lee, MD, MSc,* Chao Li, MD, MSc,* Tara Landry, MLIS, 7 Eric Latimer, PhD,i§ Franco Carli, MD,§
Gerald M. Fried, MD,* and Liane S. Feldman, MD*

TABLE 2. Cost Data Reported in Included Studies
Study 1D Quality (/19) Costs ERP cC pl95% C1 Statistical Method
Archibald et al®! 6 Total hospital costs USS 11662* USS 21037* P < 0.0001 2-sample hypothests tests
(direct +
overhead)
Bosio et al*! 0 Hospital direct costs - - - - - —
Folkerson et al®* 16 Direct medical costs TABLE 3. Incremental Cost-effectiveness Ratio Analysis of Studies With Sufficient Data
IT::(h;]m coses Incremental Cost” Incremental
al costs oy - .
Jurowich et al®® 4 Hospital direct costs Study 1D Costgre—Costcc Effectiveness Ecc-Egnr ICER
for the first §
) postoperative dayy L.englh of siay 21 N -
Kariy et al® 8 Direct hospital costs Archibald et al® LSS —9374 40d ERP domnant
King et alf* 15 Total costs Bosio et al® LSS —6390 474d ERP dominant
King et al™ No difference 66d ERP potentially
Indirect costs cost-effective or
domnant
Ren et al® 4 Towl W;‘;’ of the Ren et al® CNY —1776 (LSS 279.75) 09d ERP dominant
procedure < N 27 SC 99 4 )
Postopesstive costs _ Stephen et al USS —2240 j24d ERP dominant
Sammour et al'” 8 Total hospital costs Overall complications
fincl. protocol Bosio et al™ LSS —6390 20% ERP dominant
‘k“'"i";}"l‘l‘ and Folkerson et al*® DKK —9304 (USS 10916.47) 3% ERP domnant
research lellow s vy 2 ~ -
sal:ty: King et al™ No difference No difference Questionable
Stephen et al®’ 8 Total hospital costs ) cost-effectiveness
|c.\n:ludm§§ Sammour et al'® NZS —6877 (USS 4992 55) No difference ERP potentially
surgeon's fees) cost-effective
Viug et al’ 9 Direct hospital costs . ) - " .
e (oniversity Stephen and Berger”’ USS —2240 No difference ERP potentially
hospitals) cost-effective
Darect hospital costs
(teaching “Values m parentheses represent the USS equivalent at the time of publication; currency exchange rates from wwwoxe.com
hespitals) Dominant = less costly and more effective; costeffective w less costly with no difference in effectiveness. guesticnable cost-
“Mean cost. effectiveness = no differences in cost and effectiveness
tMedian cost. LSS = US dollars; CNY = Chinese Yuan Renmunbi; DKK » Danish Krone, NZS » New Zealand dollars.
1In thas study, the confidence mtervals m the published m
Cl indicates confidence interval; Lap, kiparoscopic __
USS = US dollars; DKK = Danish Krone; CNY = Chinese Yuan Renminbe; NZS = New Zealand dollars
IDKK = 01573 USS: 1 € e 12647 USS in 2010, 13429 USS in 201 1: 1 £ = 17460 USS; | ONY w 0.1506 USD; | NZD = 0.7260 USD; currency exchange rates x

date of publication from www.xe.com.
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Spanish Working Group In Fast-Track Surgery

AIMS:

=\What are our pre-fast track colorectal surgery results?
=; What are the difficulties to implant a FT program?
=Once implanted. Degree of Protocol compliance
=Qutcome of the protocol.

=To offer others our knowledge and experience.
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RESEARCH ARTICLE Open Access

Enhanced recovery in colorectal surgery:
a multicentre study

José M Ramirez', Juan A Blaco?, José V Roig’, Sergio Maeso-Martinez”, José E Casal®, Fernando Estebar?®,
Dariel Callgo Lic® and for Spanish working group on fast track surgery

Abstract

Background: Maor colorectal susgery usually requires a hospital stay of more than 12 days. Inadequate pan
management, intestinal dysfunction and Immobilisation are the main actors associated with delay In recovery. The
present work assesses the short and medium temn results achieved by an enhanced recovery program based on
previously publshed protocols

Methods: This prospective study, parformed at 12 Spanish hospitals in 2008 and 2009, imvolved 300 patients. All
patents underwent dective colorectal resection for cancer folowing an enhanced mcovery program. The man
elements of this program were: peoparative advice, no colon preparation, provision of carbohwd@terich drinks
one day prior and on the moming of surgery, goal drected Suid administration, body tempe@tus control dwing
sumery, avoiding dranages and nasogastac tubss, early mobilisation, and the Bking of oral fluids In the early
postope@tve penod. Peroperative modidity and mortality data wes collected and the length of hospetal stay and
protocol complance recosded.

Results: The median age of the patients was 68 years Ffty-two % of e patients were women The dstibution of
patents by ASA dass was | 109, 8 50% and B 40%. Sktyfour % of Intenventions were lapamscopic; 15% mquired
conversion 1o laparotomy. The majosty of patients undemvent sigmaoidecomy or rght hamicolectomy. The overall
complance © protocol was appoximarly 65%, but vared widdly In its dferent components The medan length
of postoperative hospital stay was 6 days Some 3% of patients were readmitted 1o hospital after dscharge, some
7% required repeat surgary during thelr inftal hospitalisation or after readmission. The maost common
complications were surgical (24%), followed by septc (11%) or other medical complicatons (1046) Thee patients
(19%6) ded during followup. Some 31% of patiens suffered symptoms that delayed thelr dscharge, the maost
common baing vomitng or nausea (12%), dyspnosa (7%) and fever (5%).

| Conclusion: The following of this enhancaed mcovery prog@am posad no 55k 10 patents In tarms of maorbicity,




Int J Colorectal Dis
DOI 10.1007/5s00384-012-1497-4

ORIGINAL ARTICLE

Influence of size and complexity of the hospitals in an enhanced
recovery programme for colorectal resection
Antonio Arroyo » Jos¢ Manuel Ramirez - Daniel Callejo - Xavier Viiias -

Sergio Maeso » Roger Cabezali - Elena Miranda -
Spanish Working Group in Fast Track Surgery (GERM)

Conclusion Patients treated according to an enhanced re-
covery programme develop significantly fewer complica-
tions and have a shorter hospital stay. The carrying out of
protocol is greater in smaller and less complex hospitals and
1s directly related to a shorter stay in hospital.

_ |
-




Colorectal

Disease

The effect of laparoscopic approach on the postoperative
recovery of patients undergoing colorectal cancer surgery
with conventional care compared to those included in a
fast-track protocol.

Background 7

Introduction -of laparoscopy -in -colorectal -surgery, -as-well -as -the -implementation -of -multimedal-
rehabilitation -programs -or-fast-track -(FT)-has-obtained -a -better -recovery -and -shorter- hospital-
stay. T

Objectives: - To- study- the -influence - of - surgical - approach- on - the - postoperative - recovery - of-
patients - undergeing - colorectal - cancer - surgery -with -conventional - care - compared - to - those-
included-in-an-FT-protocol. T

Methods: - We report-a-multicentre prospective study- (300 patients) -.undergoing -elective surgery-
within-a-FT-protocol controlled- with- a- non-concurrent. cohort. (201 - patients) -attended - before - the-
application -of -the - protocol -and -who - fulfilled -the -same - criteria. - Patients -ASA - IV, -with -diabetes-
mellitus, - converted - to -open- surgery - and - those - who - required - a - stoma- were - excluded. - The-
protocol -includes the -items -accepted for these types of programs. -Patients ‘were -divided -into -4-
groups:-laparoscopy-and-FT,.-open-and-FT, -laparoscopy-with-conventional -care-(CC)-and-open-
surgery - with- CC. - We- analyzed - differences - in - hospital - stay - (HS)- and- morbidity. - Secondary-
:__ndpoi nts-were-mortality-and -reoperation-rate. 7

|
Results: - The -overall -median -of-HS ‘was -7-days. -Laparoscopy - /FT-5-days, -open -/FT -6 -days,-
laparoscopy - /CC - 9 - days -and - open - /CC - 10 - days - (p<0.001). - In - the - regression - model,
laparoscopy/FT - was -the - group - with - greater - average - reduction -on - HS - (p<0,001). - When-
comparing -laparoscopy/FT -and-laparoscopy/CC, -a -significant - reduction -of -HS -was-shown - (p
<0.001). - The - overall -morbidity - was- 30.6%. - The - distribution - by - groups -was: - laparoscopy/FT-
22%,; -open/FT - 30.1%; - laparoscopy/CC - 30.4% - and - open/CC - 40.4% - (p - =- 0.009). - In - the-
regression-analysis-the-reduction-of - the risk-of .complications in-group-laparoscopy-/-FT-respect:
t$~open~/CC~was~53%~(p-=-0.009).~There-were~no~differences-in~reoperation~r8te.ﬁ

|
Conclusion: -Patients - with -colorectal -cancer -who -underwent -laparoscopic -surgery -within -a-

multimedal - rehabilitation - protocol -obtained - the - best - results - in -terms - of - hospital - stay - and-
morbidity.- T
Salto de pagina




http://www.controlled-trials.com/ISRCTN16397735.

Cost study in colorectal surgery: Another advantage
for fast track protocols

Royo, Ramirez, Arroyo, Cabezali, Gracia on Behalf of the Spanish Group (in press)

300 FT
280 Non-FT
Cost depending on protocol ant type of surgery
10000
9000 —
8000 /
8 7000 -
E 5000 -
% 4000
S 3000
2000
1000
FastTrack; FastTrack; Traditional; Traditional;
' . laparotomy  laparoscopy = laparotomy | laparoscopy
‘~Theorical 4871,63 5432,39 6536,7  7097,46
“Real . 639549 = 6956,25 = 8334,07 = 8894,83
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http://www.controlled-trials.com/ISRCTN16397735.

Cost study in colorectal surgery: Another advantage
for fast track protocols

Royo, Ramirez, Arroyo, Cabezali, Gracia on Behalf of the Spanish Group (in press)

300 FT
280 Non-FT
Morbidity overcost
12000
10000
8 8000
=
o
c 6000
g 4000
2000
0
Wound Postoperativ Respiratory Anastomotic
| infection | eileus | infection | leakage
Seriel | 1739041 | 184785 | 4140,2 | 955131
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ESPANOL DE REHABILIT

Practica Clinica Perioperatoria Basada en la Evidencia

"Rehabilitacion Multimodal, lo mejor para el paciente, lo mejor para el sistema”

“ % Grupos de Trabajo v I Soy Paciente @ Eventos y Recursos v 9 Acerca del GERM v

Bienvenido a la web del GERM

ELl GERM o Grupo Espafiol Rehabilitacion Multimodal se fundé en 2008 con el objetivo de implantar protocolos Fast Track o de rehabilitaciéon

precoz en Espaiia y valorar todos los aspectos derivados de su implantacion, incluyendo su grado de cumplimiento y de beneficio para el

paciente.

La rehabilitacion precoz o multimodal busca la disminucion del dolor del pacier
optimizando una serie de parametros no solo propios de la cirugia sino también

Acceda a su Cuenta

Nombre de usuario

El GERM estara en...

9’@?1-?_, W *

& 0 CONGRESO NACIONAL,

5° Congreso Nacio
en Cirugia

Valladolid - 27 - 2§

Durante este c{
contara con una

Tratamiento Nutricional

en el Paciente Quirtrgico

60 horas de Formacion Continuada

de itacion por el

Fechas importantes

Informacidn e inscripciones

Inscripcion: Hasta el 28 de Febrero de 2015
Inicio del curso: Abril de 2015

Inscripcion a través del delegado comercial
de VEGENAT o de vegenat@vegenat.es

Dirigido a

Profesionales del ambito  quinirgico
(cirui -

nutricionistas...) y endocrinos.

de Ciencias de la Salud (IACS)
Curso 2014-2015

PLAZAS LIMITADAS

Curso Online

@

vegenat”

Coordinacion del Curso

* Dr. José Manuel Ramirez, Hospital Clinico
iversitario Lozano Blesa,
* Dra. Cristina Cuerda, Hospital General
Universitario Gregorio Marafién, Madrid.

Grupo Espaiiol de
Rehabilitacién Multimodal

L

La inscripcion al curso debe realizarse a
través del delegado comercial de VEGENAT o
en el correo electronico vegenat@vegenat.es

Becas VEGENAT

VEGENAT realizars una dotacion de hasta 100
becas que cubriran los costes del curso.

Web

H " P H
I p:// gl i

Lugar de imparticién

Se trata de un curso completamente NO
presencial, que se realizarda a través del
campus virtual Educational-Surgery.com
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