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IMMEDIATE 
RECOVERY



Ambulatory 
Surgery

• Advances in surgical 
technology and anesthetic 
techniques

• Decreased cost, improved 
patient satisfaction

• Ambulatory surgery 
accounts for 70% of all 
elective surgical procedures 
performed in the US (Steiner 
2017 AHRQ)



Curr Opin Anesthesiol 2017, 30:133–139



Timely Identification of  High Risk Patients

• Patients with severe OSA, esp OHS

• Super Obesity, BMI>50 kg/m2

• Chronic opioid usage 

• Severe cardiovascular dose

• High dose use of  GLP-1 medications combined with no liquid diet

• History of  severe PONV

• Non-compliance with prehabilitation and required weight loss before 
surgery

• Roux-en-Y procedures







Gastric Emptying and Obesity

Gastroenterology. 1983 Apr;84(4):747-51.



Multi-Society Clinical Practice Guidance for the Safe Use of Glucagon-

like Peptide-1 Receptor Agonists in the Perioperative Period

Tammy L. Kindel1*, Andrew Y. Wang2, Anupama Wadhwa3, Allison R. Schulman4, Reem 

Sharaiha5, Matthew Kroh6, Omar M Ghanem7, Shauna Levy8, Girish P. Joshi3, and Teresa 

LaMasters9

American Gastroenterological Association, American Society for Metabolic and Bariatric 

Surgery, American Society of Anesthesiologists, International Society of Perioperative Care 

of Patients with Obesity, and the Society of American Gastrointestinal and Endoscopic 

Surgeons

To be published on Oct 23, 2024



Multi Society Guidance- Recommendation 1

Shared decision-making of the patient with procedural, 
anesthesia, and prescribing care teams balancing metabolic 
need of the GLP-1RA with individual patient risk. This can be 
achieved by developing multidisciplinary protocols/procedures 
appropriate for individual practices.



Care teams should consider the following variables as elevating 

risk of delayed gastric emptying and aspiration with the 

periprocedural use of GLP-1RA:

1. Escalation phase: The escalation phase, versus maintenance phase, is 

associated with higher risk of delayed gastric emptying with GLP-1RA 

usage

2. Higher dose: The higher the dose of GLP-1RA used, the more likely the 

risk of gastrointestinal side effects 

3. Weekly dosing: Gastrointestinal side effects are more common with 

weekly compared to daily formulation compounds 

4. Presence of gastrointestinal symptoms: Symptoms suggestive of 

delayed gastric emptying and intestinal transit times

5. Medical conditions beyond GLP-1RA usage which may also delay 

gastric emptying



GLP-1RA therapy may be continued pre-

operatively in patients not at elevated-risk of 
delayed gastric emptying and aspiration

When elevated risk of delayed gastric emptying and aspiration exit, withholding 

of GLP-1RAs should be balanced 

• With the surgical and medical risk of inducing the potential for a 

hazardous, metabolic disease state, like hyperglycemia

• Bridging therapy off a GLP-1RA may be resource intensive, cost or 

insurance prohibitive, and risk other negative side effects like 

hypoglycemia

• Withholding GLP-1RA perioperatively only for patients with the diseases 

of overweight and obesity would constitute overweight and obesity bias 

and discrimination, which should be avoided.





• In the control group, the SpO2 fell from 100%
to 95% during the subsequent apnoea in 145 
(27) s, with a significantly negative correlation 
between the time to desaturation to 95% and the 
body mass index.

• In the study group, the SpO2 was maintained in 
16 of  17 patients at 100% for 4 min when 
apnoea was terminated



• Recipients of  buccal 
oxygenation were less 
likely to exhibit Spo2 < 
95% during 750 seconds 
of  apnea;



Nasal CPAP for apneic oxygenation during intubation





M-Moderate paralysis, D=Deep Paralysis



Guidelines for Perioperative Care in Bariatric Surgery (ERABS)

Preoperative information and education Perioperative fluid management

Prehabilitation and exercise PONV

Smoking and alcohol cessation Standardized anesthetic protocol

Preoperative weight loss Airway management

Glucocorticoids Ventilation strategies

Preoperative fasting Neuromuscular block

Carbohydrate loading Monitoring of anesthetic depth

Laparoscopy Postoperative analgesia

Nasogastric tube Thromboprophylaxis

Abdominal drainage Early postoperative nutrition

Postoperative oxygenation Non-invasive positive pressure ventilation

World J Surg. 2016 Sep;40(9):2065-83.

9. NEUROMUSCULAR 

BLOCK

Deep NMB
WEAK recommendation

Ensuring full reversal of NMB
Objective monitoring with TOF

STRONG recommendation

INTRAOPERATIVE



What is Residual Neuromuscular Block?

• Residual Neuromuscular Block = TOF Ratio < 0.9

• Common despite clinical recovery

• Outcomes

• Impaired airway protection, 

• Poor oxygenation

• Postoperative Pulmonary complications

• Poor patient outcomes



Electromyography

Measures compound 
muscle action potentials 

evoked by 
neurostimulation

Many different muscles 
can be examined- Does 

not require freely 
moving limbs

Easy and fast set up and 
short calibration

Possible interference 
from other electrical 

equipment 
(electrocautery)

Ulnar nerve – adductor 
pollicis, abductor digiti 
minimi and first dorsal 
interosseous muscles;

Posterior tibial nerve - 
flexor hallucis brevis 

muscle;

Phrenic nerve - 
diaphragm



PONV in ERAMBS

• Preoperative
• Scopolamine patch and
• Aprepitant 40 mg/Fosaprepitant IV

• Intraoperative
• Opioid sparing or Opioid Free Anesthesia
• Dexamethasone and
• 5 HT-3 antagonist-Ondansetron and 
• Low dose Propofol infusion

• Postop
• Metoclopramide or
• Promethazine or
• Repeat Ondansetron Solutab/IV
• Droperidol/Haloperidol



POST DISCHARGE NAUSEA AND VOMITING



Age 43 ± 10.5 years

BMI 38.4 ± 5.2 kg/m2

GERD 63.8%

Patient satisfaction scores 9.74–9.95/ 10, compared to 7.20 for hospital based 
surgeries

Complication rate (2.1%) with no mortalities and a 0.2% hospital transfer 
rate.



THANK YOU FOR 
YOUR ATTENTION



Opinions develop based on “experience” or inadequate research.

Taught as “facts” to subsequent generations.

“Facts” remain unchallenged.

“A belief that is accepted by the members of a group without being 

questioned or doubted”

DOGMA



Thank you!
Thank you for your attention. We will now transition to our next speaker.
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