Clinical Pearls for Emergency Care of the Bariatric Surgery Patient
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" BARIATRIC COMPLICATIONS:)

1 EMERGENCY PRESENTATIONS: 7 O Intra-Abdominal Bleeding
1. Unstable Vital Signs © Leaks and Sepsis

e Fever> 101° F 2. Bright Red Blood by Mouth or Rectum, Melena, Bloody Drainage @ Obstruction

* Hypotension . Abdominal Pain or Colic > 4 hours :
* Tachycardia > 120 bpm x 4 hours 3 . & @) Puln'l_qnary Embollsm '
* Tachypnea 4. Nausea + Vomiting > 4 hours O Vomiting £ Abdominal Pain

:g);lc’;?eﬁged S — 5.Vomiting £ Abdominal Pain (O Abdominal Compartment Syndrome
S
\ J

- .. .
IMPORTANT: KNOW THE ANATOMY: Principles to Guide O INTRA-ABDOMINAL BLEEDING Adjustable Gastric Band

IT CAN BE VERY CONFUSING! f
Patients often don’t know which
procedure they have had, and surgeons Management o l. Emergency Presentation . LEAKS AND SEPSIS * If nausea and vomiting is present, obtain flat plate of abdomen,

vary the procedure dramatically. with band tilted up compared to spine, and barium swallow to
the procedure dramatical. f Bariatric Emergencies G = - N\ h band tilted up compared to spine, and b I
you're not the primary surgeon, call the i i i i inti . Emergen r n on assess for possible stenosis or obstruction.
surgeon who performed the procedure. | = N Bright Red Blood Oral or Rectal, Melena, Bloody Drainage, Tachycardia, Hypotension, Fainting e ge Cy ESe tatio - » p ‘
l. Critical Time Frame « <48 hrs postop indicates potential bleed from staple line e Unstable vital signs within 72 hours of bariatric surgery * If slipseenonx-ray —  urgent deflate, possibly operate
Di ithin 6 h * > 48 hrs postop indicates potential marginal ulcer hemorrhage * Persistent and progressive tachycardia (>120 bpm > 4 hrs) is *To deflate the band, ask patient where their port i located and
L t! e fo T q q i
agnose within 5 fours P o - the most sensitive indicator of potential surgical emergency. should be able to palpate on abdominal wall or use fluoroscopy.
* To OR within 12-24 hours e Bleeding via oral route indicates potential pouch source : v _ Can also see it on flat-plate x-ray. Use sterile prep under local.
- - * Melena or bleeding via rectal route indicates potential duodenal ulcer or distal stomach or oSeisE ey ey akisie mey e e e Insert non-coring Huber needle similar to that used for port-a-
I1. Critical Warnlngs atelectasis, bleeding, pulmonary embolism (PE), obstruction and/or leak. .
bowel source. caths, as the system is under pressure and will leak. Remove as
« Call bariatric surgeon early; if not available, call * Unstable vital signs at presentation are all signs of sepsis/leak, especially within much fluid as possible, then re-evaluate symptoms and findings.
general surgeon on call 72 hours of bariatric surgery: Fever > 101°F, hypotension, tachycardia, * Maximum band volume is 4-14 mL depending on model.
tachypnea, hypoxia, decreased urine output.
* These are not typical abdominal surgery patients; .
they do not exmgit expected O,typﬁagigns enel Il. Emergency Assessment and Treatment Ill. To Surgery if: « Presentation of an intra-abdominal complication, such as leak, is often similar
: . * Hypotension to that of PE. Once PE is ruled out (w/IV contrast-enhanced chest CT), consider
symptoms, and they have no physiological reserve to « Give 1000 mLNS fluid bolus e e e e ket st
i * Drop in Hct of 10 - . . .
R en-y weather complications. * Stop Anticoagulants, ASA or Plavix . FaIIi';g Hct despite transfusion . q . iati Ad.l usta ble GaStrlc Ba nd ObStrUCtlons
oux .en « NG-tube: « Type/Crossmatch PRBCs; may need FFP or platelets STy e s ¢ Anegative abdpmlnaI_CT does not definitively rule out a comphgatlon such as
Gastric Bypass - Avoid “blind placement” due to risk of * Serial Hct/Hgb despite fluid bolus or blood transfusion aleak. Abdominal series and gastrografin swallow can be negative even when
* Frequent Vital Signs there is a leak.
perforation « Monitor Urine Output *NOTE: Consider EGD in OR under general k J
« Will not decompress the distal stomach . Cr?enclkol?;enralrgrozlgu anesthesia to control airway. Inject and
ttery by EGD. Check for perforation. HIGH
* Avoid NSAIDs, ASA, Plavix, Steroids: * Good IV access; may need central line ;T;K?r\r,slanza“m de,;ﬁcjzrfir;r;bl‘::d_ (. \
« Greater risk of ulcer, band erosion and " . Emel’gency Treatment
perforation . . . . .
+ Place on PPI for gastric erosion safequard  Conservative nonoperative management of leaks may be considered if contained
O P U L M O NARY E M BO L I S M leak/abscess is well drained internally or externally with communication to
© Thiamine deficiency: I1. Emergency Assessment drain documented by imaging and ONLY if the patient is stable clinically (T <101°F,
« Initially avoid glucose in IV fluids (unless . pulse < 120 bpm, WBC < 15,000, normal renal and respiratory function).
hypoglycemia is confirmed) l. Emergency Presentation * IV contrast-enhanced chest CT OTHERWISE:
+ Use RL or NS w/ 100 ampule of multivitamin 3 . . X . v i) . . :
« Canresult in Wernicke’s syndrome, ® Unstable vital signs with tachypnea + chest pain ;rclosed—[oopaig:truction st Sif:[,’,zfi{;‘:;;zg;}lg;as feel * Surgical exploration .
Vertical Banded characterized by ataxia, confusion, blurred . L ) Normal LAGB - LAGB Too Tlght -
Gastroplasty vision. 1V dextrose will increase the risk of Band Tilted Up Normal Tilt
permanent neurologic impairment. . OBSTRUCTION
* Avoid overloading the gastric pouch with oral fluids OVOM ITI N G i ABDOM I NAL PAI N
korcontrastfshou\d only give 6 0z. J f . Y
I. Emergency Presentation  |. Emergency Assessment and Treatment I. Emergency Presentation
fm;tiiﬂ Assessments Vomiting associated with abdominal ¢ Abdominal Pain or Colic > 4 hours
pain needs prompt surgical evaluation CLINICAL PATHWAY ForR EVALUATION 0 + Common postop complaint. Dtltrati‘on ofv;oge than4 hours_i oraslso;iated wiv:hd
1. Physical exam and vital signs - may need . g . vomiting, requires surgeon evaluation and observation until resolved or treated.
to)l/)e serial. o y and Pbservatlon _Untll resolved or OMIINGI( 2 DS MINA BRI CT/UGlI diagnostic in most cases, but not all.
surglcal exploratlon. Counseling +Recurrence  No place for NG-tube or conservative management.
2. Labs: fwn v [OiEE]- prvcarefate « Acute bleed indicates potential obstruction due to clots in Gl tract which may
* CBC HowTo MONITOR BLADDER PRESSURE: Barium Swallow—» Stenosis—s» EGD——|»| Stenosis |—> Dilate/PPI cause perforation.
Duodenal Switch * Comprehensive Chemistry Profile v Liguids + Solids ] emaOK |—> Counseling « Consider CT of abdomen with oral contrast or barium UGl with small-bowel LAGB Slippage -
* Amylase 9 Patent follow-through to the colon with contrast to assess for possible obstruction. Posterior

- 1liter saline IV

wj/o abdominal pain

Liquids OK; V: Solids Only

w/fabdominal pain
tabl

 Consider EGD to (A) rule out gastric outlet obstruction or (B) remove gastrografin
contrast prior to anesthesia to prevent aspiration.

* X-rays, labs and physical exam often negative in patients with obstruction.
« Closed-loop obstructions and internal hernias are a risk after gastric bypass and

3. Imaging: History
¢ Chest X-Ray
 CT of Abdomen with oral contrast

3-way

Bladder Monitor

\_ o eldissinlinY Gomiee! J Evaluate— <R3y, EGD, may be lethal if dead bowel. Bowel can become ischemic in six hours.

LAGB Patient (Band) Unstable €T, Usgb, UGI  Adhesions may cause bowel obstructions in any patient after abdominal surgery

X-Ray Negative — Asx and be unrelated to bariatric surgery.
Hospital Management of the Clamp Foley distal to syringe both to the transducer and the Hon{e « Beware of RED HERRINGS. Gallstones on ultrasound appear to be etiology while
Bariatric Su rgery Patient :::!:2: ;ELQ;E‘V‘VHVS\I:EVZ rs:prstbs‘:ggz :;m::ebr;gngtﬁ:nv;ﬂug; - Deflate Band * Refer to Obstruction ) the real issue is dead bowel secondary to closed-loop obstruction.
level of symphisis pubis and unclamp Foley distally to transducer. \ Re-evaluate Symptoms Persist _/ * Beware of aspiration of gastrografin or CT contrast - consider awake
w FAST H U G " endotracheal intubation or EGD preop.
« FOOD: Establish enteral or parenteral nutrition OABDOMINAL COMPARTM ENT SYNDROME :hreistiteiif?rlntel;na_l Hern_ias:th couldleadto ntermalhemiaft LAGB Slippage - Iaeﬂa;e Banddl
i ig. 1 Potential mesenteric openings that could leac internal hernia after 1 Wlt HU er Nee e
kT £ e I E me rg en cy P rese ntati on Roux-en-Y gastric bypass. (A) Transverse mesocolon defect. (B) Petersen Anterior
o ANALGESIA: Control pain for patient comfort hernia (space between P of Roux limb and
* Progressive respiratory insufficiency * Associated with end-organ failure ﬁtﬁ.ﬁfﬁﬁ?jﬂ%ﬁﬂiﬁuﬁh 200,201 1735
. ; ; 7 MR ) . ission: : 173 - o a_a
¢ SEDATION: If on ventilator to prevent self-extubation :Fetna_l fsgure. hvoertens .cbaln <(>:|c_curW|t|;|?trat»_abdom|nal sepsis, U 2 For more lnformatlon, please visit
o THROMBO-EMBOLIC PROPHYLAXIS: Mechanical ntra-abdominal hypertension eeding or obstruction
d chemnical (25-mm or mmHG bladder pressure) ( WWW a S m S O r
i Il. Emergency Treatment . .
o HEAD-OF-BED ELEVATED 30° for aspiration risk * Presentation of an intra-abdominal complication, such as closed-loop obstruction,
Adiustabl « ULCER PROPHYLAXIS: Proton pump inhibitor Il. EmergencyTreatment = TO SUl’gery is often 5|m|Iar_totI_1atofP_E. Once ?E is ruled oyt(e.g., by IV contrast-enhanced Illustrations ©2006 Ethicon Endo-Surgery, Inc. lllustrations
JUS' able @R e TE O eSS dfe“ CT)'C"”S'd” immediate 5""'9."aI exploration. . . © Copyright 2010 American Society for Metabolic and Bariatric Surgery. All rights reserved.
Gastric Band ® GLUCOSE CONTROL: Tight control with glucose < 150 « Place VAC dressing * Dilated distal stomach or contrast in remnant = obstruction— requires
_J \ immediate decompression.
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Revised Protocol for unassigned bariatric ER patients BUMC

1. The ASMBS states that the bariatric patient should be followed for
life, therefore, any patient who has undergone bariatric surgery in
the DFW metropolitan area should have a doctor. Thus, these
patients are NOT unassigned and their physician should be
contacted.

2. If the patient is truly unassigned, (from out of town for example)
then the ER medical personnel should evaluate the patient as per
standard protocol used for all patients.

3. If, after appropriate evaluation, the patient’s problem is felt to be
surgical in nature, the General Surgery on-call team should be
consulted to determine if a bariatric specific problem is present.
(It should be noted that the recent ACS /ASMBS Center of
Excellence criteria state that general surgeons can cover bariatric
call. The Bariatric Medical Director should annually evaluate CME
requirements to confirm that BUMC’s and the Bariatric Program’s
requirements are met.)

4. The Bariatric surgery is now a consult service, and should be
consulted by general surgery for bariatric specific surgical
diagnoses. These include: gastric outlet obstruction; gastric
perforation; anastomotic stricture; marginal ulcer; internal hernia;
lap-band slip / erosion / obstruction / port problem; SBO in a
gastric bypass patient; abdominal pain in a recent post-op patient
(within 30 days). Biliary tract disease; adhesive SBO; appendicitis
are NOT bariatric specific diagnoses. In the event a bariatric
surgeon needs to be consulted for a truly unassigned patient, the
Bariatric Medical Director or his designee will fulfill this
responsibility.



. Bariatric surgeons on staff can always be consulted on admitted
patients.

Bariatric surgeon may not be readily available for a true, life-
threatening emergency operation. In that instance, the general
surgery / resident team on-call in-house should proceed with any
emergent operative intervention required.

. If any surgeon on staff fails to meet their responsibility for these
situations, or refuses to care for the patient (which should be
reported to the appropriate medical board) then a peer-reviewed
QA event will occur.

. There will be no direct ED call schedule for bariatric surgery. All
patients are to be seen by general surgery or urgent surgery first
and then bariatric surgery can be consulted.



