ERAS Pathway For Maj

Pathway Purpose: To enhance the postoperative recovery after major pediatric urologic surgery and achieve a target length of stay of <5 days
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Inclusion Criteria:

Open bladder reconstructive procedures (e.g. augmentation cystoplasty, Monti (continent ileovesicostomy), Mitrofanoff (continent appendicovesicostomy) )

Incontinent urinary diversions * Revision surgery

Major Uro-oncologic procedures

Exclusion Criteria:
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Preoperative Phase
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Patient Education Carbohydrate Loading and Fasting
®* Regular diet night before surgery

® 10ml/kg max 350ml ClearFast, Gatorade, Powerade, or Pedialyte up to 1 hr. prior to

procedure start time

* Preoperative ERAS counseling and handout given in urology clinic

Comorbidity Optimization and Review
® Pediatric Anesthesia Resource Center (PARC) visit/phone call Bowel Prep

* None; normal bowel regimen up to night before surgery
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Intraoperative Phase

N
General ERAS Guidelines and Strategies Analgesia: Multimodal and Opioid-Sparing
1
= No excess surgical drains: Acceptable: Foley, suprapubic tube, ACE catheter, o %T.ﬁ.hlj‘é’ﬁe.roj%’o‘lz mg/kﬁ (ideal body weight) IV, on incision (max 15 mg-20 mg) for patients
Mitrofanoff/Monti catheters. Minimize/eliminate: JP drains 1 epidural anesthesia
. . . . . 1 o Acetaminophen 15 mg/kg IV x1, prior to emergence (max 1000 mg)
= Euvolemia: 3-7ml/kg/hr IV fluid rate over entire surgical duration 1
1 o Ketorolac 0.5 mg/kg IV x1, per surgeon preference (max 30mg)
= Normothermia: maintain 36-38° core temperature 1
" o Regional anesthesia (see Appendix for perioperative considerations)
" Minimally invasive: laparoscopic or robot-assisted surgical approaches when technically | ¢ Iline: Epidural Anesthesia
feasible
! 2" line: Bilateral Peripheral Nerve Catheters
= DVT Prophylaxis: follow LPCHS Policy : ®  Rectus sheath block (esp. for midline longitudinal incisions)
o I = Quadratus Lumborum (QL) block
it Pty 43wt cpbogrin oo | L T et Pore 1) Bk
Y 1 = Erector Spinae Plane (ESP) block
= PONYV Prophylaxis: dexamethasone IV 0.1 mg/kg x1 on incision (max 4 mg), ondansetron | o )
IV 0.1 mg/kg prior to emergence (max 4 mg) | NOTE: catl’_meters should be bplused pre-incision and continued
| intraoperatively/post-operatively
o Consider fosaprepitant in patients with PONV score 2 3
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J_’ ﬁssociaBtIedkPglic'i[gs: NPOAGulideIi_nes for Inpatients and Outpatients; Venous Stasis, Prevention of; Medication Related: Epidural, Spinal and Peripheral Children’s Health Pathway Program
erve Blocl ontinuous Analgesia
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ERAS Pathway For Major Urologic Surgery

Post-operative Phase

POD # 'l Analgesia Nausea Bowels Diet
U™
E u Systemic | (= POD O+ \(=POD 0+ \(~ POD 0+ )
o ondansetron 0.1 o Continue o Clears,
( \ . o mg/kg (max home th
Newwior | ([ 0P Meds Non-Opicd s GOUE | I | N
Peripheralnerve | | « pOD 0+ = PODO POD 0, PRN regimen, if as
catheter infusion o oxycodone 0.1 o Scheduled acetaminqphen 15mg/kg (max thereafter any tolerated
mg/kg (max Zf%%mg)) |TDOOq66hhr + ibuprofen 10 mg/kg (max o IFuncontroIIgj
mg q naU§§a, consiaer o PRN
| ISDEgN) POdq6|1r o Alternate the acetaminophen and a‘g‘;'m“a' dt°set laxative of
I “ 6)2?5:\1’;: ibuprofen q 3 hours 5 mg/kPg (fnax choice
- 150mg) IV once
I (7-10) pain o Scheduled oxybutynin 0.1to 0.6 mg/kg/day \ ) \_ J\L )
PO in 2 to 4 divided doses; most commonly
[ o hydromorphone divided in 3 doses (max 5 mg/dose) Post-Operative Targets
0.003
| = POD 1+ - ; ;
mg/kg/dose q4 o Transition to PRN acetaminophen, ibuprofen, . Regular/baseline diet by POD 1
I hours PRN and oxybutynin Diet
I (max 0.5-1mg) = DC IV fluids by POD 1
PRN moderate
I (4-6) or severe Mobility = Out of bed by POD 1
[
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POD 4 morning:

= shut off
catheter
infusions

POD 4 afternoon:

(7-10) pain,
second line
after

oxycodone

= POD 4+
o OFFalllV

analgesics

* D/C pain
\ catheters )

\_

J

NOTE: Patients who
achieve targets earlier are

allowed to progress
through pathway
expeditiously

POD 5:

ON ALL ORAL ANALGESICS

Analgesia = Off all IV opioids by POD 2

Lines = D/C regional catheters by POD 4
and
Drains = D/C surgical drains by POD 4
[ Target Discharge by POD 5 \
Discharge Criteria:
= Pain and nausea = Home catheterization
controlled on all oral education complete
meds

* Ambulating or back
to baseline mobility j

®* Tolerating baseline

\ diet




Appendix A

Definitions and Pathophysiology:

*  Mitrofanoff Procedure (continent appendicovesicostomy)
. Appendix used to create channel from bladder to skin
surface for urinary catheterization

*  Monti Procedure (continent ileovesicostomy)

*  Variation of Mitrofanoff where another bowel segment

Mitrofanoff Procedure (Wikimedia Commons)

Regional Anesthesia Considerations

is used as conduit (usually ileal segment)
e Common Incisions

* Reconstructive surgeries - Pfannenstiel or midline longitudinal below
the umbilicus

e Uro-oncologic procedures (i.e. Wilms tumor resection) -
transverse/horizontal incision above the umbilicus

ﬂdural Analgesia \
* Reconstructive procedures: consider low thoracic approach

covering T9-L1 spinal segments; Uro-oncologic — mid thoracic
(T7-T10)

* Use minimally effective spinal segment coverage to avoid
unnecessary lower limb weakness

* Consider using only LAs initially; may consider adding
adjuvants (e.g. clonidine, hydromorphone) to epidural
infusate if inadequate analgesia obtained. Beware sedative
effects of these adjuvants.

* Bladder spasms (via parasympathetic pelvic nerves) will be

Qanaged mostly by oxybutynin /

* Goals of care are to maximize comfort while minimizing postoperative
immobility

* Limit postoperative local anesthetic (LA) infusions to 0.6 mg/kg/hr
(ropi/bupivacaine) and 15mg/kg/hr (chloroprocaine)

/Peripheral Nerve Blocks \
* Various abdominal fascial plane blocks; typically

limited to cutaneous/muscular pain coverage

* Maximizing LA volume critical to fascial plane
spread

* 0.5ml/kg/side typical loading dose; use
Programmed Intermittent Bolus (PIB) regimens for
post-op infusions

* For bilateral catheters - consider g2hr alternating

PIBs with ropi/bupivacaine if maximum LA dose

K limits volume of delivery



https://commons.wikimedia.org/wiki/File:Mitrofanoff.jpg

Appendix B

Pathway Measures Baseline Target

Hospital Length of stay 6 days (median) 5

TBD

TBD
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pathway content is entirely accurate and complete. They are not responsible for any errors or undesirable outcomes which may occur from the use of a pathway. Click here for_ our full

medicolegal statement. Pathway Program

Pathways never replace or supersede physician or advanced practice provider orders. Neither Stanford Children’s Health, the pathway authors, nor any other involved parties, can guarantee Packa rd Clln ical é
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Defining Pathway Compliance — Key Components

Pathway Phase Key Process Key Component Completed/Received
component?
Preoperative Preoperative education/counseling ERAS Handout given, preop checklist complete v
Minimizing prolong fasting Carbohydrate loading v
Intraoperative Multimodal, opioid-sparing analgesia Pre-incisional Regional Anesthesia (refer to page 1 of pathway)
+
> 2 non-opioid analgesics given of different classes v
PONV Prophylaxis refer to page 1 of pathway v
Postoperative Early Feeding Clears by POD# 0, Regular by POD# 1 v
Minimizing IV fluids DC IV fluids by POD# 1 (saline lock IV okay) v
Early Drain Removal DC all drains by POD# 4 v
(Except for bladder catheters)
Multimodal, opioid-sparing analgesia > 2 non-opioid analgesics given of different classes + continued v
regional anesthesia
Early Mobilization Out of bed by POD #1 v
Pathway Compliance Defined as completing/receiving ~80%
(and >1 per phase of care) of all pathway components
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