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Why are the ERAbS guidelines not yet applied everywhere?

1. Each surgeon and anaesthesiologist should read and learn the guidelines.

1. This takes a generation and training of the new fellows before universal adapted

2. ERAS guidelines are there for most procedures but differ slightly for each procedure requiring to read them all
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Some additions should be made and will be shortly shown on each table as an example



New ERAbS guidelines:
table 1: Pre admission care
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Something to add?

Weight reduction

Exercise pre op

Information to general?

• Stop Bang
• WHt ratio
• Bicarbonate level

• Prehabilitation is more than exercise

• 10 kg in pat with central obesity
• To create more workspace
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Q7: Section 2: Preoperative Care. Do the following routinely form part of your pre-
operative assessment
Answered: 59   Skipped: 0

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

STOPBang Questionnaire

Bicarbonate levels ( for the evaluation of Obesity Hypoventilation Syndrome)

Weight length Ratio ( to Assess Risk for metabolic Syndrome)

Q7: stop bang is used in 50 % what is already high but could be better. WHtR is used more than 50 % what is probably 
too high but would be nice if it is real.  Bicarbonate levels is too low (15%), nevertheless finding obesity 
hypoventilation is crucial and should get more attention as a simple screening tool…
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Why are the ERAbS guidelines not yet applied everywhere?

1. Each surgeon and anaesthesiologist should read and learn the guidelines.

2. Survey on your daily practice tells more of your knowledge than what you really do

1. We all tend to answer what we should be doing instead of what you do in reality.

2. We all overestimate our correct behaviour.
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New ERAbS guidelines:
table 3: intra operative care

what we should discuss for anesthesia
1. Reduction of opioids as much as possible

• OFA is the ideal approach to reduce opioids maximal

2. LPV requires a little more info: induction, intra op and extubation most important 

moment as you loose all in one minute

• Induction: Max 80 % O2, CPAP -> PS during mask support

• Intra: Small TV, allow hypercapnia, LRM when C drops, sufficient PEEP, I/E 1/1, 
VCC > PCV?

• Extubation: no sedatives, max 40 % O2, last LRM before switching from VCV 
to PSV to CPAP, no disconnection during extubation, exceptional O2 mask 
needed if LPV + OFA. 

3. Beach chair requires a little more info: pre, intra and post.

4. Monitoring as much as possible: 

• NMT 

• depth of hypnosis

• Stress level 

• both allow to titrate each patient.

Stenberg World J Surg (2022) 46:729–751
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Q20: What is your induction method? (Please mark more than one if applicable)

Answered: 59   Skipped: 0

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Use of 100 % 0xygen during induction

Use of CPAP during pre-oxygenation induction or HFNO ( high flow nasal oxygen)

Patient is in beach chair or reverse trendelenberg  position+ 25% during induction (never lying flat)

Intubation after having reached TOF zero

Performing lung recruitment immediately after intubation

Performing lung recruitment when lung compliance decreases.

Use of manual or automatic ETT cuff controller

LRM in 40 % of the cases done ! 

2023 Mulier



Copyright © 2023 janpaul.mulier@gmail.com

J. Mulier, MD, PhD, FESAIC 1

1. AZ SintJan Brugge, Anesthesiology, Brugge, Belgium, UGent, Anesthesiology, Gent, Belgium, KULeuven, Cardiovasculaire wetenschappen, Leuven, Belgium. 

Background and Goal of Study:

The LPV guidelines state that

• low tidal volume, low plateau and driving pressure,

avoiding hypocarbia, sufficient PEEP and lung

recruitment when respiratory compliance decreases is

needed in most patients getting positive pressure

ventilation (PPV).

• We all think that our own performance is good, and follow

common recommendations until we are forced to see

that, in reality, our own behaviour is far from ideal on

every single occasion.

Using Carestation™ Insights demonstrates in-house lung protective ventilation

performance, stimulating behavioural change. ESAIC 2023: 964

Conclusion(s): The LPV dashboard acts as a

reminder of how we are performing in terms of LPV in

our daily practice and might help to improve following

guidelines.

While PEEP settings of minimum 5 PEEP at the

end of the procedure were quite well respected

in 73 %, LRM was performed less often (16%).

Materials and Methods:

• The Carestation Insights LPV application offers a way of

automatically monitoring the C , mode of ventilation,

PEEP level, and when LRM is performed during PPV.

• Carestation Insights LPV application shows these

parameters for each connected operating room, both

aggregated for the anaesthesia department and as a

case-by-case view that can help to identify outliers.

• Mann-Whitney test analyses difference between using

LRM or not.

• Patients with a Crs < 40 at end of surgery got a LRM in 15 % of the cases.

• Patients with a Crs > 40 at end of surgery got a LRM in 20 % of the cases.

• Patients with a Crs after induction < 40 had no change in Crs when no LRM was done (Mann-Whitney p=0.126)

(29+/-1.3 to 32+/-1.9 before extubation) and increased from 29+/-2.9 to 42+/-5.3 when at least one LRM was

done. (Mann-Whitney p=0.001).

• Patients with a Crs after induction > 40 dropped their Crs from 62+/- 0.8 to 55+/-0.9 (Mann-Whitney p=0.029) when

no LRM was done and didn’t change when a LRM was done (59+/-1.9 to 57+/-2.7) (Mann-Whitney p=0.182).

• The patients with a starting Crs < 40 and getting a LRM had a lower TV (430+/-10 vs 395+/-10) (p=0.005), a

higher et CO2 (38+/-0.7 vs 35 +/-0.4) (p<0.001), a higher PEEP at the end (9.1+/-0.4 vs 5.3+/-0.1) (p<0.001) and

a lower driving pressure (12.0+/-0.6 vs 12,8+/-0.3) (p=0.023) than those getting no LRM.

References:

YOUNG CC et al. Br J Anaesth. 2019;123:898-913

LADHA KS, et al. Anesth Analg. 2018, 126: 503-512

Results and Discussion: When we started to use

Carestation Insights LPV application, we discovered that our

staff was not following all aspects of LPV to the same extent.

We analysed the anonymous data from April till July 2022 in

1441 patients (53 missing data).

mean unit SD

PEEP 6,133 cmH20 0,193

driving 
pressure

10,474 cmH20 0,302

P plat 16,613 cmH20 0,361

etCO2 36,188 mmHg 0,386

TV/IBW 5,991 ml 0,118

LRM after 
induction

7,4%

LRM before 
extubation

10,0%

any LRM during 
surgery

16,5%



Why are the ERAbS guidelines not yet applied everywhere?

1. Each surgeon and anaesthesiologist should read and learn the guidelines.

2. Survey on your daily practice tell more of your knowledge than what you really do

3. Guidelines are for most physicians only suggestions to follow

1. Are guidelines advisory or mandatory?  In Belgium they are mandatory but most are not aware even the court.

2. Do doctors who deviate from guidelines place themselves at increased risk of being found liable in negligence if patients 
suffer injury as a result? 

3. Could compliance with guidelines protect health care workers from liability in such circumstances?

4. Guideline developers can be held liable for faulty guidelines,

2023 Mulier



Why are the ERAbS guidelines not yet applied everywhere?

1. Each surgeon and anaesthesiologist should read and learn the guidelines.

2. Survey on your daily practice tell more of your knowledge than what you really do

3. Guidelines are for most physicians only suggestions to follow

4. Many recommendations are written with a weak recommendation and a low level of evidence.

1. Not needed to be followed yet?

2. If not evidence based not valid.

3. Some will never be able to be evaluated by RCT due to ethics, size or cost
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New ERAbS guidelines:
table 2: pre operative care

Stenberg World J Surg (2022) 46:729–751
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Something to add?

Reducing inflammatory reactions

Is proven already in laparoscopy, not bariatrics yet
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Q21: What peritoneal protection (anti inflammatory response) do you request 
during laparoscopy (Please mark more than one if applicable)
Answered: 59   Skipped: 0

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Low Dose Steroids (> 5 mg dexamethasone, 10 mg Solumedrol)

Intra peritoneal lidocaine (rinsing, nebulization)

Lowest IAP possible (try to use less than 12 - 15 mmHg based on inflated volume and visibility) (low
impact laparoscopy)

Clinical Deep NMB (PTC < 5) till the end of Surgery
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No LAP

1 hour  LAP

2 hour  LAP

Good!

Good! But real?

Should be more !



Why are the ERAbS guidelines not yet applied everywhere?

1. Each surgeon and anaesthesiologist should read and learn the guidelines.

2. Survey on your daily practice tell more of your knowledge than what you really do

3. Guidelines are for most physicians only suggestions to follow

4. Many recommendations are written with a weak recommendation and a low level of evidence.

5. Following the guidelines is just the beginning to be become a centre of excellence

1. Guidelines are recommendations that sometimes after 10 years of multiple studies became valid

2. To be in the forefront of the evolution and taking a lead in better quality outcome means that you should be doing better 
dan de guidelines

3. 50 % of actual best practice guidelines  will be wrong indeed, we do not know yet what that  50 % is. 
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New ERAbS guidelines:
table 3: intra operative care

what we should discuss for surgery
1. Correct stapling
• Remove air from stomach direct after induction

• Choose the right stapler color for each segment and individual patient

• Wait 10 sec for compression before firing

• Verify no tube or food inside staple line

• Verify not stapling a double stomach layer, (for conversion)

• Keep patient dry (no fluid overload) and lower blood pressure till end of stapling.

• Always stapling nice in line avoiding spikes, certainly for SG

• Never last staple to close to the esophagus for gastric bypss (GB) and SG

• Never staple to close to the guiding tube, certainly in sleeve gastrectomy (SG)

• Never first staple to close to the pylorus, only for SG 

• Never staple to close to the incisura angularis, only for SG

• Always stapling without torsion, certainly for SG

2. Blood pressure increase at end to find bleeding spots

3. Perfusion verification in most conversions after blood pressure increase

4. Leak test in all RNY gastric bypass and most conversions 

Stenberg World J Surg (2022) 46:729–751     
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New ERAbS guidelines:
table 4: post operative care

what we should discuss

1. Avoid using oxygen post operative

• Informs you earlier of insufficient breathing using saturation

• Monitor expired CO2 or better breathing volume non invasive

2. No CPAP needed as long as patient is awake and 
doesn’t get any opioid.

3. Repeat importance of beach chair adding 
Mobilisation as fast as possible, making ambulatory 
care possible IF

• Several conditions are met

4. Prevent and treat most small problems that frequent 
related with anesthesia and surgery, including Pain & 
PONV.

Stenberg World J Surg (2022) 46:729–751
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Why are the ERAbS guidelines not yet applied everywhere?

1. Each surgeon and anaesthesiologist should read and learn the guidelines.
1. This takes a generation and training of the new fellows before universal adapted

2. ERAS guidelines are there for most procedures but differ slightly for each procedure requiring to read them all

2. Survey on your daily practice tell more of your knowledge than what you really do
1. We all tend to answer what we should be doing

2. We all overestimate our correct behaviour

3. Guidelines are for most physicians only suggestions to follow
1. However in many countries guidelines are equal to a legal obligation or a written confirmation is needed to clarify in each patient 

why you deviate.

4. Many recommendations are written with a weak recommendation and a low level of evidence.
1. Not needed to be followed yet?

2. If not evidence based not valid.

3. Some will never be able to be evaluated by RCT due to ethics, size or cost

5. Following the guidelines is just the beginning to be become a centre of excellence
1. Guidelines are recommendations that sometimes after 10 years of multiple studies became valid

2. To be in the forefront of the evolution and taking a lead in better quality outcome means that you should be doing better dan de
guidelines

3. 50 % of actual best practice guidelines  will be wrong indeed, we do not know yet what that  50 % is. 

6. The ERAbS guidelines requires updates
1. More detailed surgical guidelines on how performing sleeves or gastric bypasses should be included

2. General terms like “consider, reduce, adapt, prefer” although correct does not initiate any action.
2023 Mulier
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Welcome to Bruges
UNESCO world heritage

Welcome to Bruges
UNESCO world heritage

JOINT ESPCOP – BEST (Anaesthesia & Surgery)

14th ESPCOP - 4th OFA

December 11-12th 2023
Bariatric Surgeons invited with their Anaesthesiologists

BMCC, 8000 Bruges, Belgium

SAVE the DATE 
1. Live registered cases demonstrating

Revisional Bariatric Surgery

Under Opioid Free Anaesthesia

both recorded & discussed by surgical & anaesthesia experts 
(two parallel sessions)

2. Lectures on Key points in anaesthesia

3. Hands on Workshops on lung ventilation

4. Live bariatric cases under OFA at AZ Sint Jan Bruges. 
(Limited places to stay 2 days longer Dec 13–14th) 

More info: 
www.ESPCOP.EU

www.best-bariatric-surgery.com

ERAmbS. 

• Guidelines improve outcome

• And might shorten the hospital stay

• More important is the faster return to daily work

• Yes ambulatory RNY,  SG. Is possible!
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