Réhabilitation améliorée apres chirurgie
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Sortie 3 J3 22 C'est fou !!!
Avez-vous vu dans quel état sont
les patients apreés |'intervention?
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Recovery after laparoscopic colonic
L Bardram, P Funch-Jensen, P Jensen, M E Crawford,

surgery with epidural analgesia, ..
oral nutrition and mobilisation Lancet 1935; 345: 763

The first two patients in the programme were not
discharged until day 3, despite having normal bowel
function on day 2, because of logistic or personal
problems. The next six patients followed the scheduled
plan and (went home on the 2nd postoperative dag. l 1
month postoperatively all patients were back to normal

function. They were very satisifed with the entire
erlﬁ)peratlvi course and all would recommend the

thers; no one felt they had been discharged

gTESSIOn chirurgicale
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Chemin clinique en chirurgie colorectale

Préop

e Information

* Prep colique

e Prémedicat®

e Jeline

* Liquide sucré

¢ Immuno-nutrition

Perop

e Apport liquid®
e Corticoides

e Hypothermie
e AB + Thrombo
e Prév NVPO

e Voie d’abord

e Drains SNG

Disponible an igna sur Elseviar Magson France “
ScienceDirect EM|consulte =
ww stencadirect com www_em-consulte.com
Fmwe - am=
RECOMMENDATIONS

Réhabilitation rapide aprés une chirurgie
colorectale programmée™

e Analgésie
multimodale

e Péridurale

e AINS (48H)

e Lever

e Sonde vésicale

e Alimentation







Par definition
Ce n’est pas une approche

dogmatique

Le protocole n’est pas figé

Exemples :

v’ péridurale et
laparoscopie

v’ Chewing gum




C_ Avant l'intervention

Pendant lI'intervention

Apres |'intervention




La préhabilitation




Capacité fonctionnelle
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Préopératoire Peropératoire Réhabilitation précoce Reéhabilitation tardive

-------- Capacité fonctionnelle minimale
— Er¢habilitation

——— Prise en charge classique

Ditmyer et al.
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PREHABILITATION 7 Qualité de vie
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N Complications
postopératoires
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Renforcement ! \ i
musculaire !Ii 3 N Durée de séjour

Endurance

Entrainement physique

La préhabilitation. Préparer les patients a la chirurgie pour améliorer la
recupeération fonctionnelle et réduire la morbidité postopératoire

C. Debes, M. Aissou, M. Beaussier
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Journal de Chirurgie Viscerale (2016)

La « préhabilitation » : ce que le chirurgien B. Le Roy", M. Selvy, K. Slim

doit savoir™
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RECTUM

Rectal enema is an alternative to full mechanical bowel

D. Hahnloser*+

Oral Antibiotic Bowel Preparation Significantly Reduces Surgical
Site Infection Rates and Readmission Rates in Elective Colorectal

Surgery
TABLE 5. Propensity-matched Analysis

Unadjusted Covariate Adjusted  Propensity Matched

OR 095% CI OR 95% Cl1 OR 95% Cl1

None Ref Ref Ref

Mechanical only 0.77 067091 085 0.72-0.99 0.87 0.73—1.05
OABP £ mechanical 040 0.33-049 046 0.36-0.59 0.46 0.36-0.58

(Ann Surg 2015:261:1034-1040)



RECTUM

Journal of Visceral Surgery (2016)
K. Slim*, G. Martin

EDITORIAL
Mechanical bowel preparation before
colorectal surgery. Where do we stand?

We can therefore consider that there is no definitive
factual answer for the role of MBP in rectal surgery, and
other studies, particularly evaluating simple enema, should
be considered in the future.

Finally, a new axis of research in both colon and rectal
surgery is emerging in 2015: the role of intestinal bacterial
decontamination by OA




Peut-on...
Doit-on...
Aller au-dela de I’eau claire ??




La vidange gastrique est complete a 90

minutes apres solution glucidique claire

aussi !
120 | * —&— Sol° sucrée, n=6
100 _e— Eauclaire, n=6

80 1
60 -

40 -

Scintigraphie gastrique (%)

20 1

) 30 60 90 120
Minutes apres ingestion
Nygren et al, Ann Surg, 1995



Sensibilité a I'insuline

V 4 \

Effet sur la sensibilitée a

s insuline

améliorée (ERAS)

Jeline
lpréopératoire

Diner la veille

Apport en solution
glucidique

Réalimentation et mobilisation
précoces

>

ours - Semaines

Réalimentation progressive apres
la reprise du transit

Insulin Resistance and Outcomes in Surgery

Olle I—junngﬂ 1 Clin Endocrinol Metab, September 2010,



A meta-analysis of randomised controlled trials on preoperative oral carbohydrate

treatment in elective surgery™

Réduction &
statistiquement

significative de la
durée

v’ Chirurgie gastrique
v’ Chirurgie hépatique

v' Chirurgie pancréatique

d’hospitalisation apres

chirurgie abdominale -

lourde I

OR:-1,08 [-1,87,-1,09] ‘

v' Chirurgie colorectale

-11

-5

En faveur des solutions
glucidiques

+5

En faveur du
jeGne/placebo



Les effets bénéfiques du
protocole et des solutions
glucidiques claires sont le reflet

d’une moindre insulino-
résistance per et
postopératoire

Insulin Resistance and Outcomes in Surgery

Olle I—jungquiﬂ J Clin Endocrinol Metab, September 2010,



> Avant l'intervention

Pendant lI'intervention

Apres |'intervention




Chirurgie mini-
Invasive




Annals of Surgery
2011

Laparoscopy in Combination with Fast Track Multimodal
Management is the Best Perioperative Strategy in Patients
Undergoing Colonic Surgery

A Randomized Clinical Trial (LAFA-study)

Inclusions
(Nn=400)

Open Ceelioscopie Open Ceelioscopie |
ERAS ERAS standard standard

Conclusion : Optimal perioperative treatment for patients requiring segmental

colectomy for colon cancer is

laparoscopic resection embedded in a fast track program

If open, surgery should be in fast track program



La voie ouverte n’est pas
un critére d’exclusion des

programmes de RAC

Rappelcooooo \‘ ‘ ”

l’age non plus



> Avant l'intervention

Pendant lI'intervention

C_ Apres l'intervention




Moins de tvaux

La chasse aux
sondes

La chasse aux
drains ?
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nasogastrique
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Prophylactic nasogastric decompression after abdominal
2010, Issue 3 surgery (REView) Verma R, Nelson RL

Outcome | Time To Flatus.

Total (95% CI) 432 441 o
Heterogeneity: Tau? = 0.12; Chi? = 16.23, df = 3 (P = 0.001); 12 =82%

Test for overall effect: 7 = 2.33 (P = 0.020)

0.47 [ 0.07, 0.87 ]

-10 -5 o 5 10
Favours treatment Favours contro
SNG
Outcome 2 Pulmonary Complications.
Total (95% CI) 506 512 e — 1.93 [ 0.56, 6.63 ]
Total events: 34 (Tube), 22 (No Tube)
Heterogeneity: Tau? = 1.44; Chi> = 1426, df = 5 (P = 0.01); 12 =65%
Test for overall effect: Z = 1.04 (P = 0.30)
0 02 a5 | 2 5 10

Favours treatmernt Favours control
Outcome 3 Anastomotic Leak.
Total (95% CI) 558 564 ';

Total events: 10 (Tube), 9 (No Tube)
Heterogeneity: Chi? = 1.43, df = 4 (P = 0.84); 1> =0.0%

Test for overall eflect Z = 027 (P = 0.79)

1.13 [ 0.46, 2.74 ]

0 02 05 1 2 5 10

Favours treatment Favours control



Prophylactic nasogastric decompression after abdominal
2010, Issue 3 surgery (REView) Verma R, Nelson RL

Routine nasogastric decompression

does not accomplish any of its intended goals

so should be abandoned in favour of

selective use of the nasogastric tube.



Drainage
(abdominal)
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%) Prophylactic anastomotic drainage for colorectal surgery

; L]
4 e Jesus EC, Karliczek A, Matos D, Castro AA, Atallah AN (REVIEW) 2008, Issue 4

It showed no difference in all outcome measures

Therefore routine
prophylactic anastomosis drainage

following elective colorectal surgery

lacks scientific evidence.



Chirurgie du bas rectum
GRECCAR 5  Drains+ (n=236) Drain-(n=233)

Sepsis PO immédiat

Drain+ Drain- o]
Fistule 9% 9% 0.78
Abces 7% 12% 0.10
Péritonite 3 4 0.78

Drain+ Drain- p
Fistule 15% 15% 0.94
Sut mecan 54% 53% AIEE o L2 0.24
Stomie 76% 73% Peritonite 3% 4% 0-60
Réinterv® 16.6% 21% 0.22
5:;)2?\/0 102%  12% 0.52




Réalimentation précoce ?




p‘z“o Pourtant......

Is Early Oral Feeding Safe After
Elective Colorectal Surgery?
A Prospective Randomized Trial

Ann. Surg. « July 1995

Conclusion

Early oral feeding after elective colorectal surgery islsafe and can be tolerated by the majority of
patients. Thus, it may become a routine feature of poStoperatv .

Randomised trial of safety and efficacy of immediate postoperative
enteral feeding in patients undergoing gastrointestinal resection

. o _ Conclusions—Immediate postoperative enteral
Cormnelia § Carr, KD Eddie Ling, Paul Boulos, Mervyn Singer feedi in patients l.l.ﬂdEl‘gOiﬂg intestinal Hon
BM] voLume 312 6 ApRiL 1996 [seems to be safe, prevents an increase in gut mucosal]

permeability, and produces a positive nitrogen
balance.




Early versus Traditional Postoperative Oral Feeding
Digestive in Patients Undergoing Elective Colorectal Surgery:
A Meta-Analysis of Randomized Clinical Trials

2013;30:225-232

Cheng-Le Zhuang?® Xing-Zhao Ye? Chang-Jing Zhang® Qian-Tong Dong?
Bi-Cheng Chen® Zhen Yu?

7 Trials included in the meta-analysis

length of hospital stay (days).

587 patients
Study Early Traditional Weight Mean difference Year Mean difference
or subgroup % IV, random [(95% CT) IV, random, 35% Cl
mean 50 total mean 50 total
Hartsell et al [16] 7.2 33 29 Bl 23 29 204 —-0.90 (-2.36 to 0.56) 19497 -
Stewart et al. [17] 936 411 40 1008 255 40 201 072 (-222to00.78) 1998 -
El Nakeeb et al. [19] 6.2 0.2 4] 69 05 &0 296 070 (0,64 to -0.58) 2009 n
da Fonseca et al. [21] 4 N 24 76 Bl 26 B 3.60 (-7.05 to -0.15) 2011 -
Dag et al. [22] 555 235 99 9 6.5 100 214 345 (~4.81 to ~2.09) 2011 =
Subtotal (95% CI) 252 255 1000 1.58 (-277 to -0.39) e
Heterogeneity: ° = 1.24; y° = 18.37, d.f. = 4 {p = 0.001); P = 78%
Test for overall effect: Z = 261 (p = 0.009)
-4 -2 0 2 4
Favars EOF Farvars TOF
Anastomotic dehiscence _ _
Subtotal (95% CI) 278 280 100.0 047 (0.19-1.15) <
Pneumonia
Subtotal (95% CI) 279 280 100.0  0.71(0.31-1.59) {»
Total complications
Subtotal (95% CI) 293 294 100.0  0.70 (0.50-0.98) 0|

[ I [ I |
0.001 0.1 1 10 1,000

Favors EOF Favors TOF




| . . . . Annals of § Volume 264, Number 1, July 2016
Early Oral Feeding as Compared With Traditional Timing of Oral nnais of Jurgery » Volume umber 1, July

A Systematic Review and Meta-analysis

GrpA GrpA Grp B GrpB . Odds
Author Year #evis #total #evis #iotal Anastomotic leaks Ratio {95% ClI)
nonRCT lI
Garmtsen 2014 5 51 4 51
Jeong 2014 0 74 0 96 Mean
Sierzega 2014 7 185 2 168 | Author  Year PO len gth of stay Difference (95% CI)
Suahiro 2004 1 40 3 &0
Sun 2014 4 156 7 160 |
Thapa 2011 1 16 2 16 RCT |
I I = 0.0°%, =1, .

Subtotal (I-squared = 0.0%, p = 0.584) Hirao 2005 ¢ - : -3.20 (-6.11, -0.29)
RCT Mi 2012 — -1.74 (-2.71, —0.77)
Hirao 2005 0 53 1 50 JMpeng 2014 ]—-o——l -1.05 (-1.69, -0.41)
Hong 2014 0 40 0 44
o w1 0 ss 1 o6 | Subtotal (I-squared = 33.5%, p = 0.222) -q:'> —1.44 (-2.20, -0.68)
Lassen 2008 10 220 15 227 | I
Mahmoodzadeh 2014 2 84 2 55 |

Cohort |
Suresh 2000 4 17 3 13 .
Peng 2014 0 42 0 36 Jeong 2014 —I*— —-1.50 (-2.41, -0.59)
M €120 0 0 30 I sun 2014 — -2.10 (-2.82, -1.38)
Subtotal (l-squared = 0.0%, p = 0.996)
_ Subtotal (l-squared = 2.6%, p=0.311) C) -1.87 (-2.44, -1.29)
Overall (l-sguared = 0.0%, p = 0.972) . |
NOTE: Weighis are from random effects analysis Cwverall (l-squared = 33.2%, p = 0.200) + B2 (212 112}

I
0 I
MOTE: Weights are from random effects analysis |
T T T T

—B —4 -2 0 2






Soins périopératoires en chirurgie digestive.

Recommandations de la Sociéte tfrancaise
de chirurgie digestive (SFCD")
Annales de chirurgie 130((2005)|

|l est recommande de ne pas drainer la vessie
de facon systematique en chirurgie digestive
(grade B) et de sélectionner les indications en
fonction du terrain et de la nécessité de sur-
veillance de la diurese (accord d'experts).

Enfin, il est recommandé de preférer le cathe-
ter sus-pubien en cas de tumeur du bas rectum
(grade B) ou si I'on envisage un drainage vési-
cal de plus de 5 jours (grade A).

Si APD : 24H suffisent (seuls 10% des patients
auront besoin d’un re-sondage)
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Réhabilitation
ameéliorée

Chirurgien

Anesthésiste
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Nutritionniste
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\) Gériatre
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Infirmier
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Esprit d’équipe
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Trinome leader

Anesthésiste + Chirurgien + Infirmier



Avantages pour I'équipe

Réunions
communes

Etapes inter-
dépendantes

Protocoles
communs




Réunion
équipe

¥

MMZ M3MM5 M6 M7 M8 M9 MMH M12

Phase d'implémentation

Reéunion
équipe

Programme proposé

¥

Reéunion
équipe

¥




Rassurer

+

le personnel paramédical




The impact of an enhanced recovery pathway oni

retrospective cohort study ~ International Journal of Surgery 24 (2015)

Martin Hiibner **, Valerie Addor ?, Juliette Slieker *, Anne-Claude Griesser °,
Estelle Lécureux ®, Catherine Blanc ¢, Nicolas Demartines *
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Un protocole de

rehabilitation

ameéliorée

partage et adopté par tous
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N’oublions pas qu’a coté des bénéfices
objectifs (durée de séjour, morbidité),
la réhabilitation améliorée EST AUSSI :

Le patient acteur L'esprit
de sa santé d’équipe




GRACE

Role de GRACE ?

WWW.grace-asso.fr
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Carte des centres GRACE
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WWW.erace-asso . fr

[
eﬂ' =T grace-mua D = 2 3 Growps encophone de A !
-~

€3 DEVENIR MEMBRE

™ DEVEMIR CEMTRE GRACE
% ESPACE MEMBRE
F (]

GROUPE FRANCOPHONE
GRAC DE REHABILITATION AMELIOREE APRES CHIRURGIE

WS PARTENAIRES

Ul SOMMES-NOLIS 7 SE DECONNECTER

Etablissements
participants a
GRACE-AUDIT

3 6 MW CBIGIES o



wWWwWWw.gerace-asso.fr

o-gal | GRACE: chab di madabs

alj. Iritps gonce-milife oo

R __AUDT




ML
-\“pﬂ

§om
) 1'?ﬁ'l’As;surance
Maladie

Caisse Nationale
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PREODPERATOIRE

Info / dducation du patient

Appart I'hydrates da carbone
Immsnanutritian

Fedne limits

Pas de préparation coligee
FPERDPERATOIRE
antibioprophylaxia

Prevention da I'hypotharmie
Dpbimssation du remplesage
Prévention des nausdes postopératoires
Laparcecopis

Pas de dramagée abdominal
Comcgides

POSTOPERATOIRE

Analgése multimadals
Anti-inflammatoires non stéroidiens
‘ Sondage vésicala < 24h
Thrombopsuphylaxia

Mobilisatson avant H24

Pas de sonde nascgastrique
Réalimentation awant H24

Pas de Naloone

3 700
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Grace-Audit, n =1000
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KIT-GRACE

DIAPORAMA
LIVRET
MANUEL (détaillé)

OUTILS INTERNET
PASSEPORT PATIENT
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