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Abstract 

The Enhanced Recovery After Surgery (ERAS) Society has developed evidenced-based 

principles that “aim to maintain physiological function, enhance mobilization, reduce pain and 

facilitate early oral nutrition postoperatively by reducing perioperative surgical stress” (Thorell 

et al., 2016, p. 2066).  ERAS principles vary across a multitude of surgical modalities, but they 

encompass a standard protocol for all surgical phases.  Enhanced surgical recovery (ESR) is a 

separate program named for the setting of this quality improvement (QI) project.  ESR is referred 

to as a multimodal, interdisciplinary, research-driven, patient-centered, standard of care protocol 

designed to improve patient outcomes, minimize postoperative complications, and increase 

patient knowledge and understanding.  Implementation of the ESR program has been successful 

in other developed countries, but it is an emerging strategy in North America, requiring the 

formal education of both the patient and staff members in order to improve quality of care and 

positively effect patient outcomes.  The purpose of this QI project is to evaluate the effects of a 

supplemental evidenced-based brochure compared to a standard brochure on knowledge gains in 

patients undergoing laparoscopic sleeve gastrectomy (LSG) surgery in a bariatric accredited 

surgical center of excellence (COE) in a Northeast Florida acute care medical facility.  This QI 

project will assess data obtained from a non-educated group (group 1), about patient levels of 

understanding, and compare those to data obtained from an educated group (group 2).  The 

results of this QI project showed a significant improvement in knowledge gain among group 2 

participants compared to group 1.  It is unclear, however, if the intervention is able to positively 

influence longer term metrics, such as patient satisfaction or hospital length of stay.   

Keywords: enhanced recovery after surgery, fast-track, patient education, gastric sleeve surgery, 

refutational text.  



ENHANCED EDUCATION FOR BARIATRIC SURGERY 3 

LIST OF ABBREVIATIONS 
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DOS  Day of surgery 
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ERAS  Enhanced Surgery After Recovery 

ESR  Enhanced Surgical Recovery 

ESRO  Enhanced Surgical Recovery Outcomes 

GBD   Global Burden of Disease 
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KVO  Keep vein open 
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NAFLD Non-alcoholic fatty liver disease 

NPO  Nothing per os 

NLR  Nurse Leader Rounder 

LOS  Length of stay 
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OCS  Oral carbohydrate supplement 
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PACU  Post-anesthesia care unit 

PAT  Preadmission testing 

PI  Principal Investigator 

PNA  Pneumonia 

PE  Patient empowerment 

POD  Post-operative day 

PI  Principal Investigator 

PROs  Patient reported outcomes 

QI  Quality improvement 

RCT  Randomized-control trial 

RT  Refutational text 
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SDS  Same day surgery 
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SSI  Surgical site infection 
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TPE  Therapeutic patient education 

UTI  Urinary tract infection 
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Does an Evidenced-Based Supplemental Education Brochure Enhanced  

Patient Understanding for those undergoing Bariatric Surgery? 

  

In a consensus statement from the National Institutes of Health (NIH), bariatric surgery 

has been identified as the most effective available intervention to combat obesity (Buchwald, 

2005).  Nonsurgical treatment options yield a meager 5-10% weight loss among the obese 

population (Mechanick et al., 2013).  The Obesity Collaborators conducted a 25-year Global 

Burden of Disease (GBD) study and found that worldwide rates of obesity have doubled in over 

70 countries, with obesity defined as a body mass index (BMI) of ≥30 kg/m2 (GBD, 2017).  A 

high BMI contributes to such fatal health outcomes as cardiovascular disease, diabetes, and even 

some cancers, as well as nonfatal health outcomes such as disability and increased healthcare 

costs (GBD, 2017).  In America, obesity rates are estimated to be over 35% and are predicted to 

steadily rise, along with the comorbidities associated with obesity (Johnson, Simpson, Harvey, & 

Simpson, 2016).  According to the Centers for Disease Control and Prevention (CDC, 2017), the 

state of Florida has a self-reported obesity rate of between 25-30% of the adult population.  

Bariatric surgery has been identified as an effective, evidenced-based intervention to combat 

obesity and the associated medical complications in an executive summary released by the 

American Association of Clinical Endocrinologists (AACE) and the American College of 

Endocrinology (ACE) (Garvey et al., 2016).     

Once patients decide to pursue bariatric surgery, they face a variety of challenges.  

Participation in enhanced recovery programs, also known as “fast-track,” has been shown to 

positively influence postoperative outcomes.  Specific elements of the ESR program that are 

influenced by ERAS principles are listed in Table 1.  Fast-track programs, which are grounded 

on evidenced-based research, guide clinical practice and prevent surgical complications; they 

enhance the patient’s recovery process through proper nutrition, reduced surgical stress, and 
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early mobilization (Melnyk, Casey, Black, & Koupparis, 2011).  Treatment plans, however 

simple or effective, can still be confusing to the patient, though, and may require additional 

supportive measures.  The purpose of this QI project is to evaluate the effects of a supplemental 

evidenced-based brochure compared to a standard brochure on the knowledge gains of patients 

undergoing LSG surgery.   

Background of Problem 

Bariatric surgery has been identified as the most effective intervention for the treatment 

of obesity; however, many reasons exist that both limit the effectiveness of the surgical process 

and increases the risk of complications (Tanner & Allen, 2008).  First, obesity impacts every 

system of the body, and this creates inherent, “non-exclusive” complications that are unrelated to 

surgery.  Furthermore, the obese patient enters the operating room with few physiologic reserves, 

and many of these patients exhibit atypical symptoms postoperatively, which prevents the early 

detection and treatment of complications (Tanner & Allen, 2008).  Combined with the innate 

stressors the body must endure when faced with surgery, these factors contribute to an increase 

in LOS and postoperative complications (Thorell et al., 2016).  Additionally, anesthesia and even 

the health care system itself places the patient at increased harm due to attachments to traditional 

surgical practices and an unwillingness among practitioners to adopt more recent advances in the 

delivery of care (Fearon et al., 2005).  As a result, there is a significant gap between the proposed 

medical care and the actual delivery of care which in turn influences the patients’ level of 

understanding and goal-setting behavior in subsequent phases of their recovery.  Although ample 

data both defines and backs the implementation of newer and more effective strategies, health 

care professionals have been slow to adopt new practice methods in the bariatric surgical setting 

(Johnson et al., 2016).  Before fast-track programs such as ESR existed, the surgical patient was 
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sent into the operating room in a starved state, given liberal amounts of fluid intraoperatively, 

and received narcotics as the preferred solution to pain-management, all of which yielded 

adverse side effects and negative outcomes (Thiele et al., 2015).       

The potential adverse outcomes of bariatric surgery are overarching; they include 

economic burdens to both the hospital and the patient, major versus minor complications, and 

prolonged LOS.  The American Society for Metabolic and Bariatric Surgery (ASMBS) has 

estimated that there are $100 billion spent yearly on obesity-associated healthcare costs (Benoit, 

Hunter, Francis, & Cruz-Munoz, 2014).  The authors of a cost-utility study found that the 

financial effects of bariatric surgeries in the United States rose from $600,00 to over $4.2 million 

between 1999 and 2005 (McEwen et al., 2010).  With regard to patient-specific adverse 

outcomes, the authors of a randomized-control trial (RCT) analyzed direct healthcare costs and 

reported an overall decrease in work productivity, decreased life expectancy, and increased 

medication usage due to existing comorbidities such as diabetes (Gounder et al., 2016).  The rate 

of risk for in-hospital complications is between 0.2 to 10% and is influenced by comorbidities, 

type of bariatric procedure, a laparoscopic versus open approach, and the individual surgeon 

(Lim, 2017).  Major et al. (2017) defined LOS as “length of inpatient episode of care, calculated 

from the day of admission to the day of discharge based on the number of nights spent in 

hospital” (p. 325).  Their study examined the modifiable risk factors associated with prolonged 

LOS, which include insufficient oral intake postoperatively, excessive intravenous fluid (IVF) 

intake intraoperatively, and decreased mobilization by the patient (Major et al., 2017).  These 

factors increased LOS by a mean length of three days.  Furthermore, improperly managed 

postoperative surgical pain can lead to gut dysfunction and contribute to lack of mobility due to 

dependence on opioid medications (Fearon et al., 2005).   
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Identifying risk factors and monitoring the bariatric patient at all operative phases are 

crucial to the patient’s overall well-being and the prevention of postoperative complications.  

The continuum of care must also include the patient as an active member of the multidisciplinary 

team (Miller, Roche, & Mythem, 2015).  Patient education is a vital element of this recovery 

process, yet more evidence is needed on the influence of pre-surgery counseling (Thorell et al., 

2016).  This QI project is significant because of an identifiable gap in care within a process 

improvement strategy, most notably regarding patient education and understanding.  Therefore, 

the purpose of this QI project is to evaluate the effects of a supplemental evidenced-based 

brochure compared to a standard brochure on the knowledge gains of patients who are 

undergoing LSG surgery.   

In an optimized surgical journey, it is essential, due to the body’s potential stress 

response and subsequent impaired tissue oxygenation related to peripheral vasoconstriction, to 

minimize the patient’s anxiety, which enhances postoperative healing (Wilson & Clark, 2004).  

The authors of a consensus review focusing on individual ERAS interventions emphasized the 

importance of reduced anxiety to improved postoperative outcomes (Fearon et al., 2005).  

Furthermore, it is important to identify mental health comorbidities in the preoperative period so 

that interventions can be planned that increase the patient’s chance of successful and long-term 

weight loss.  In a prospective study using face-to-face interviews with 100 bariatric surgical 

patients, Zwann et al. (2011) found that patients with baseline anxiety or depressive disorders 

lost significantly less weight than their counterparts after their surgery.  According to the AACE, 

candidates for bariatric surgery must receive clearance from a psychiatrist for a diagnosis of 

anxiety, depression, and/or other major psychiatric disorder (Mechanick et al., 2009).  A 

perceived decreased quality of life, impaired body image, and prejudices found in multiple 
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settings have been shown to create a need for minimizing anxiety both in the preoperative and 

postoperative phase of the patient’s surgical experience.  The authors of a cohort study 

examining 179 bariatric patients of the surgery who were guided by ERAS principles found that 

increasing patient education led to a decrease in patient anxiety (Matlok et al., 2015).  

Minimizing anxiety is an important element of the ESR program as a whole.     

Staff members should also contribute to reducing any anxiety that the patient may 

perceive.  To facilitate the transition of evidence-based standards into practice, all members of an 

interdisciplinary team must be thoroughly educated (Ronellenfitsch et al., 2012).  However, 

changes in practice and the deficiencies in knowledge that result can create a confusing 

environment for staff members, including nurses and mid-level providers such as nurse 

anesthetists.  Part of the problem stems from poor integration of staff education into the care 

environment, which impacts the patient’s hospital experience through lack of communication or 

understanding, which can impair the quality of care provided to the patient, reinforcing the need 

for a standardized plan of care protocol (Ronellenfitsch et al., 2012).  In particular, specific and 

precise patient education has been shown to improve health-related outcomes (Lagger, Pataky, & 

Golay, 2010).  For that reason, ERAS principles dictate that extensive counseling be provided to 

the patient (Major et al., 2017).  The patient should be able to understand basic concepts of 

recovery and anticipate the timeline associated with each goal, such as ambulation and diet 

(Garza, 2003).   

Before the initiation of this QI project, a standard ESR brochure was provided to a 

bariatric patient in the preadmission testing (PAT) setting (see Appendix A).  The brochure 

briefly touched upon the benefits of the ESR program and provided limited information 

regarding each phase and its corresponding goal.  Specific recovery goals are listed on a Surgical 
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Pathway Checklist (SPC, Appendix B) kept in the patient’s chart to be later filled out by both the 

patient and the nursing staff.  Nurses in the PAT setting would usually provide the patient with 

the standard brochure without delivering thorough education to the patient or assessing the 

patient’s knowledge of their role and expectations for the day of surgery (DOS).  Furthermore, 

the patient would not be given the SPC until arriving to the preoperative holding area.   

Once they arrived in the preoperative setting, patients did not seem to make a connection 

between the standard brochure and the SPC.  Consequently, patients often exhibited a lack of 

comprehension of specific elements of the ESR program, such as the importance of the oral 

carbohydrate supplement (OCS) in the preoperative phase or specific key postoperative goals, 

such as when to drink, eat, or mobilize.  However, this perspective on patient lack of knowledge 

is anecdotal in nature, requiring some objective data collection in the preoperative phase.  A 

“knowledge survey” (Appendix C) was created to assess the patients’ level of understanding of 

Enhanced Surgical Recovery Outcomes (ESRO) in conjunction with their involvement in 

recovery.  ESROs are specific and objective activities of daily living goals that allow the patient 

to regain their previous level of functioning.  Examples of these specific objectives include when 

and how much to drink and eat, when and how far to mobilize, and how to manage pain 

appropriately.    

The knowledge survey consisted of the following four items:  

1. Do you know your ESR goals?  

2. Do you know why the Ensure drink is important?  

3. Do you know when you’re supposed to get out of bed after surgery?  

4. Do you know what kind of pain medication you’ll receive?   
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Data were collected over 13 weeks with 31 responses by a Nurse Leader Rounder (NLR).  The 

results reinforced the need for enhanced education for this specific population.       

 Results of the knowledge survey as follows: 

1. 18 respondents answered “no” to this item. 

2. 16 respondents answered “no” to this item. 

3. 13 respondents answered “no” to this item. 

4. 20 respondents answered “no” to this item. 

 

Pass rate (score based on number of items answered “yes”): 

Score Number of respondents 

0% 8  

25% 5 

50% 7 

75% 6 

100% 5 

 

Significance and Purpose of Project 

Since bariatric surgery has been internationally identified as the most effective 

recommendation to combat obesity while simultaneously treating associated comorbidities, it is 

imperative that health care workers understand the inner workings of this multi-phased program 

aimed at decreasing LOS and improving patient outcomes (Ronellenfitsch, 2012).  The authors 

of another bariatric prospective study found that both patients and the hospital were rewarded 

with a faster recovery due to minimized complications (Major et al., 2017).  Experimental groups 
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of patients enrolled in the fast-track program safely met discharge criteria and left the hospital 

one day sooner.  However, the authors of that study found that some patients could not meet 

discharge criteria or were readmitted (Major et al., 2017).  As such, an understanding of the 

patient’s risk factors is also necessary to determining whether or not the patient safely meets the 

discharge criteria.  This requires thorough staff education so that all members of the fast-track 

program can accurately identify patient risk factors that are present in either the preoperative or 

postoperative phase (Major et al., 2017).  But this level of understanding should be present in all 

phases of the patient’s surgical journey, namely the phases prior to surgery, for both the patient 

and the medical staff.  The preadmission and preoperative phases can allow for the patient to 

increase their knowledge in order to positively influence their postoperative behavior.   

For the purpose of this QI project, the ESR program, influenced by ERAS principles, is a 

protocol-driven, process improvement strategy designed and implemented to minimize risks and 

improve individualized, patient-specific outcomes.  These strategic elements can be applied to 

any surgical discipline and their success can be measured objectively by LOS, use of narcotics, 

and rate of postoperative complications (Ljunqvist, Scott, & Fearon, 2017).  ERAS principles 

appeared to contribute to cost savings as a result of decreased LOS and fewer admissions, 

resulting in savings that ranged from $3,000 to nearly $6,000 per patient (Ljunqvist, Scott, & 

Fearon, 2017).  The application of these principles within each fast-track program specifically 

for bariatric patients has been found to safely and effectively encourage early mobilization and 

oral nutrition tolerance as well as teach how to manage postoperative pain without the use of 

opioids (Matlok et al., 2015).  

To manage patient care most effectively, all staff members must be properly educated 

about and adhere to ERAS principles (Kahokehr, Sammour, Zargar-Shoshtari, Thompson, & 
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Hill, 2009).  The need for thorough communication is underscored by the dynamic nature of the 

surgical process, which requires multiple phases, the selection of procedural options, and for 

each procedure to be individualized accordingly (Mechanick et al., 2013).  The most recent 

AACE guidelines reinforce the importance of providing the patient with educational materials or 

sessions at the preferred facility given their underlying psychosocial issues, with over half of 

patients in this population meeting the criteria for a major psychiatric disorder.  Increased levels 

of anxiety can contribute to poor healing; therefore, it should be part of the multimodal process 

to continuously provide and reinforce education so that anxiety can be alleviated, which 

contributes to an enhanced recovery process (Mechanick et al., 2009).   

Problem Statement and Purpose 

The principles of ERAS provide for the evidenced-based standardization of care in which 

a multitude of strategic elements result in an accelerated recovery process for the surgical patient 

(Fearon et al., 2005).  Although the literature includes ample evidence of the effectiveness of 

ERAS implementation for bariatric patients, variability of care exists among institutions due to 

health care team members’ multiple views and deviations from this modern standard of care 

(Feldman, Lee, & Fiore Jr., 2015).  Identified barriers to the successful implementation of ERAS 

principles include lack of consistent communication and collaboration among staff members 

(Ljungvist et al., 2017).  To have a successful fast-track program, staff compliance to ERAS 

recommendations should be greater than 75% (Abeles et al., 2017).  In regard to this project’s 

setting, the delivery of care when utilizing ERAS standards was variable and adherence from the 

staff was as low as 33%, as evidenced by checklist audits.  Furthermore, patient understanding 

was deficient and recovery goals were not adequately met or even measured.  And finally, the 

setting of this QI project lacked a designated, full-time ESR coordinator, also known as a nurse 
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specialist, who is considered an integral component of ERAS multidisciplinary team (Kahokehr 

et al., 2008).  Therefore, more improvement was needed in order to enhance patient education 

and understanding so that goal-setting behavior can be realized.  Initially, staff education and 

knowledge reinforcement were the main priorities of this QI project.  Instead, since increasing 

patient knowledge and understanding is a resounding theme in the existing literature (Apovian et 

al., 2009; Matlok et al., 2015; Pedziwiatr et al., 2018; Senturk, Kristo, Gold, Bleday, & Whang, 

2017), enhancing patient education and comprehension regarding ESROs will be this project’s 

main priority, as the purpose of this QI project is to evaluate the effects of a supplemental 

evidenced-based brochure compared to a standard brochure on knowledge gains in patients who 

are undergoing LSG surgery.  The scope of how realistic and appropriate this QI project is will 

be described in detail later in Table 2.   

Review of the Literature 

Search Process 

To understand the importance of education within the ESR program, a literature search 

was conducted using the keywords bariatric surgery, obesity, weight-loss surgery, fast-track, QI 

protocols, patient education, teaching methods, implementation standards, logistics, impact on 

LOS, complications, patient empowerment, refutational text, and influencing factors.   

A preliminary search of the literature, conducted during the spring of 2019, focused on 

peer-reviewed research articles written in English between the years 2005 and 2019.  Initially, 

over 750 articles were found using aforementioned keywords and over 500 were excluded if their 

data were not specific to bariatric surgery or ERAS principles.  Some ERAS articles for studies 

conducted outside of America were kept due to their underlying principle of promoting high-

quality care.  Other articles were excluded because their statistical data were outside the United 
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States (such as non-American labor force statistics).  Articles were further narrowed and 56 were 

chosen because they were addressing the concepts and keywords related to this QI project.  The 

majority of the articles were of lower research levels, with three expert opinions, seven cohort 

studies, and ten case control studies.  The rest of the findings included one executive summary, 

one qualitative study, two consensus statements, five guidelines, thirteen reviews, one controlled 

trial without randomization, and four RCT studies.  The following online search engines were 

utilized: ProQuest, CINHAL/EBSCO, and Ovid Full-Text Nursing.  Google Scholar was also 

routinely used, in addition to guidelines from the ERAS Society, the American College of 

Surgeons, the AHRQ, the AACE, and the NIH.  The following keywords yielded the most 

relevant articles: enhanced recovery after surgery, bariatric surgery, obesity, laparoscopy, fast-

track, patient education, preoperative, and perioperative.  Gastric bypass, laparoscopic surgery, 

and ERAS phases produced the most results.   

Regarding level of evidence, articles were selected that supported the significance of this 

QI project regarding bariatric or colorectal surgeries utilizing ERAS principles, then they were 

narrowed specifically to the LSG surgery with attention to incidence, risk factors, postoperative 

complications, and interventions to reduce postoperative complications.  More specific data was 

found regarding interventions for this QI project by enhancing patient motivation with the use of 

PE for bariatric patients was lacking.  Overall, only 3 relevant articles were found out of 144.  

The RT with surgery search yielded 36 results, but only 4 results were selected based on their 

relevance to enhancing patient understanding.  No articles specifically addressing refutational 

text in the surgical field were found.   
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Key Terms 

 For the purpose of this QI project, the supplemental educational brochure is the 

independent variable while knowledge gains among the participants are the dependent variable.  

Group 1 is comprised of the non-educated participants, or the non-intervention group.  Group 2 

is comprised of the educated participants, or the intervention group.   

Incidence and Complications  

Postoperative complications among bariatric surgical patients are measured within the 

immediate 30 day period after their discharge from the hospital.  The rate of morbidity due to 

serious complications is between 3 and 12%, depending upon the type of bariatric surgery, and 

failure to be discharged within this timeframe is 4% (Lim, 2018).  Since bariatric surgeries are 

most often performed laparoscopically, fewer patients present with complications and require 

post-discharge resource utilization (Rickey, 2017).  It is reasonable to assume, however, that 

since the number of bariatric surgeries are expected to increase, so will the number of patients 

experiencing postoperative complications (Tanner & Allen, 2009).   

It is important to recognize the potential of postoperative complications because the 

specific patient population has considerable risk factors that may increase the potential for a life-

threatening event (Tanner & Allen, 2009).  The ASMBS released an executive summary on 

reporting outcomes in which they recognized that a consensus is needed regarding how to 

classify postoperative complications to help prevent confusion and even controversy.  The 

authors provided examples of major complications that include venous thrombotic events (VTE), 

anastomotic leak, gastrointestinal bleeding, small bowel obstruction, and death.  Examples of 

minor complications include gastric ulcer, anastomotic stricture, gastrointestinal ileus, incisional 

hernia, dehydration, and vitamin or mineral deficiencies (Brethauer et al., 2015).   
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In a retrospective cohort analysis of next-day versus standard discharge among 37,132 

bariatric surgical patients, Elnahas et al. (2014) found that only 1.13%, or 421 patients, 

experienced a major complication (Elnahas et al., 2014).  The major identified complications 

were PNA, deep SSIs, pulmonary embolism, DVT, CVA, MI, ARF, and sepsis, whereas 

superficial SSIs and UTIs were classified as minor complications.  Their study showed that 

shorter stay patients do not experience a higher rate of postoperative complications than those 

discharged two days later (Elnahas et al., 2014).   

In a prospective observation study of 145 patients after either LSG or LRYGB surgery, 

Major et al. (2017) found that deviating from minimized IVF protocol by not replacing lost fluid 

due to vomiting or low oral intake increased patients’ risk for complications like delayed wound 

healing.  The readmission rate in that study was 6%, even though the cohort was enrolled in the 

ESR program (Major et al., 2017).  Another recent study retrospectively comparing discharge 

noncompliance among LSG and LRYGB surgical patients found that patients with poor oral 

intake had the highest rate of delayed discharge (Rickey et al., 2017).  The authors expressed 

concern that uncontrolled pain and dehydration would be reported for those presenting to the 

emergency room within 30 days of the postoperative period, but the study results found that the 

postoperative discharge day one (POD 1) group had fewer hospital readmissions than the 

postoperative discharge day two (POD 2) group.  This outcome was influenced by the utilization 

of an outpatient infusion service that was identified as a confounding factor.  Deciding the date 

of discharge should be more subjective since this process is complex and unique to each patient 

(Rickey et al., 2017).    
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Pathophysiology and Mechanism of Injury 

As part of the knowledge survey, patients are asked about their knowledge of the OCS.  

Data collection from group 1 showed that around 50% of patients were unsure of the importance 

of this intervention.  Because the OCS impacts insulin resistance, that will be the main 

pathophysiology addressed from here forward.  As such, gastric bypass surgery is clinically 

proven to combat obesity by malabsorption and restriction, altering the patient’s digestive system 

both chemically and mechanically (Shinn, 2014).  The authors of a nonrandomized prospective 

study of 45 patients who were undergoing bariatric surgeries found significantly improved 

insulin production and weight loss among all 45 of those participants (Roslin et al., 2013).   

In another study, the authors of a prospective RCT of 24 surgical patients found that the 

preoperative OCS is one of the most important elements in fast-track protocols (Tsutsumi et al., 

2016).  The study showed that patients in the intervention group not only had improved lipid 

catabolism but also an enhanced mental health status.  Consuming the OCS sends the patient to 

the operating room in a fed state that decreases thirst, hunger, and anxiety and, more importantly, 

minimizes insulin resistance in the immediate postoperative period (Tsutsumi et al., 2016).  

Enforcing the “nothing per os (NPO) prior to midnight order” on the patient leads to a depletion 

of glycogen stores, which redirects existing amino acids into gluconeogenesis, instead of to 

repairing tissue, after surgery.  By eliminating the traditional practice of prolonged fasting, the 

patient’s metabolic state is improved, and that improvement facilitates the return of gastric 

motility (Melnyk et al., 2011).   

Risk Factors 

For the bariatric patient population, the risk for adverse outcomes is influenced by 

existing comorbidities.  Clinical practice guidelines cosponsored by The Obesity Society, AACE, 
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and the ASMBS identified the following comorbidities as coexisting determinants for bariatric 

surgery: DM, HTN, HLD, OSA, OHS, NAFLD, GERD, asthma, and other conditions that impair 

the patient’s life considerably (Mechanick et al., 2013).  Identifying risk factors allows the 

surgical care team to screen patients before scheduling a surgical date.  Mechanick et al. (2013) 

reported that DM, BMI ≥55 kg/m2, OSA, and cardiomyopathy are the greatest contributors to 

complications and death.   

Several modifiable risk factors have been identified in the ERAS Society consensus 

statement, including smoking and excessive alcohol consumption (Thorell et al., 2016).  

Smoking cigarettes increases the patient’s risk of postoperative morbidity and mortality due to 

impaired tissue oxygenation that can result in alterations of immunity, pulmonary function, and 

circulation.  Furthermore, a patient is at increased risk of postoperative complications if 

consuming more than three servings of alcohol per day.  If the patient does not abstain for four 

weeks before the surgery, their hospital LOS may be lengthened due to PNA, sepsis, or a wound 

infection.  Other considerations for the bariatric population include increased rates of 

rhabdomyolysis.  Of these patients, there is an average incidence of 14% developing renal failure 

and 3% mortality.  Risk factors for patients developing rhabdomyolysis are BMI>52 kg/m2, 

operative time >4 hours, and male sex.  Existing preoperative renal insufficiency also places the 

patient at risk for postoperative acute renal failure (Thorell et al., 2016).   

Postoperative Complications 

One of the main goals of fast-track programs is to reduce postoperative complications; 

this is achieved by employing multiple, preventative, evidenced-based interventions (Abeles et 

al., 2017).  Many such interventions, however, defy traditional practices of surgery and 

anesthesia, which can impair the translation of research into practice.  For the purpose of this 
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section, articles on colorectal surgery are utilized because colorectal surgery was the first 

specialty to exploit the ERAS pathway approach.  The ERAS principles are flexible and generic, 

allowing for the broad inclusion of surgical specialties (Abeles et al., 2017).  An ERAS 

consensus review on patients undergoing colorectal surgery has rejected the conventional view 

that all patients inevitably experience stress from a major surgery and that they should refrain 

from increased activity in the immediate postoperative period (Fearon et al., 2005).  As part of an 

optimal pathway to recovery, patients are encouraged to mobilize on POD 1 and return to their 

previous level of functioning (Ljungqvist, Scott, & Fearon, 2017).  The remainder of this section 

will compare and contrast traditional versus modern surgical interventions, highlighting the key 

elements of ERAS that are inherent to overall patient success and optimal outcomes.   

The recommended ERAS pathway begins immediately in preadmission phase as the 

patient should be intensely educated and provided with a list of expectations for self-

management and health care participation.  Part of the education process includes explaining to 

the patient why the minimization of narcotics contributes to a faster recovery while avoiding 

their detrimental side effects (Fearon et al., 2005).  Patients can benefit from an opioid sparing 

protocol with the use of a transversus abdominis plane (TAP) block as an intervention to ease 

post-surgical pain.  An RCT on TAP blocks administered to 70 colorectal surgery patients 

reduced the use of opioids in the intervention group (Walter et al., 2013).  TAP blocks reduce the 

pain experienced in the first 24 hours after surgery by safely injecting local anesthesia, guided by 

ultrasound, between specific abdominal muscle groups.  Walter et al.’s study found that the 

intervention group received a significantly lower amount of morphine than the control group, 

with a total of 40mg versus 60mg in the first 24 hours (Walter et al., 2013).  A more recent 

prospective RCT performed among 140 LRYGB surgical patients enrolled in the ERAS program 
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found that TAP blocks contributed to reduced pain, reduced opioid use, and reduced LOS (Ruiz-

Tovar et al., 2018).  Despite the perceived difficulty of administering ultrasound-guided local 

injections due to body habitus, the study found that laparoscopic-guided TAP blocks for bariatric 

patients are cost-effective, safe, feasible, and successful.  Such an approach can be utilized as an 

effective intervention for pain management and alternative to opioid use.    

In an ERAS program review that emphasized the amalgamation of clinical management 

and organized care, interventions at each surgical phase were compared to modern approaches 

(Miller et al., 2015).  In the preoperative phase, prolonged fasting is no longer recommended; 

instead, the patient is instructed to consume the preoperative OCS two hours before surgery.  

This, in conjunction with the newest ASA guidelines, allows the ingestion of clear liquids by 

mouth on the day of surgery within the two-hour timeframe.  The patient is no longer considered 

at risk for aspiration from residual gastric volume as the drink completely empties from the 

stomach in 90 minutes (Miller et al., 2015). 

In the intraoperative phase, the patient no longer receives liberal amounts of IVF because 

the evidence shows an association with harmful postoperative events, including damage to the 

endothelial glycocalyx, gut wall edema, and potential ileus (Miller et al., 2015).  Another 

intraoperative intervention is noninvasive monitoring of the patient’s fluid status, which 

enhances anesthesia’s decision of whether to correct hypotension with fluid or a judicious use of 

vasopressors.  Previously, measurements of hemodynamic instability such as heart rate, central 

venous pressure, and mean arterial pressure guided anesthesia to respond with increased amounts 

of IVF but new research indicates that these are rough and sometimes poor indications.  Instead, 

stroke volume optimization is the newest implementation to measure the patient’s volume status 

accurately and minimize harm to the patient (Miller et al., 2015).   
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Preoperative OCS and Impact on LOS 

 Ensure Pre-Surgery Clear Nutrition Drink is the brand of choice for the care of bariatric 

surgical patients enrolled in the ESR program.  Two hours before surgery, the patient is 

instructed to consume the entire bottle, which is a single serving filled with about 300ccs of 

flavored, clear fluid specifically formulated to provide the patient with 50 grams of 

carbohydrates in the form of maltodextrin.  This oral supplement is designed to digest within 90 

minutes due to a low osmolality and also has added antioxidants to boost the patient’s immune 

response.  Its estimated cost is over $3 per bottle in a retail setting.   

The latest guidelines released by the American Society of Anesthesiologists Task Force 

delineates the specified period over which a patient undergoing elective surgery must maintain a 

fasting status (Anesthesiology, 2017).  These new guidelines state that patients may consume 

clear liquids up to two hours before surgery; risk of pulmonary aspiration has been deemed low 

after multiple RCTs showing low residual gastric volumes, including with the use of 

carbohydrate loading solutions.  The preoperative OCS is specifically formulated to prevent the 

surgical patient from going into a catabolic state, with the physical responses that are inherent in 

a state of fasting (Kielhorn, Senagore, & Asgeirsson, 2018).  The authors of a systematic review 

on RCTs who tested the influence of preoperative carbohydrate supplements on colorectal 

surgical patients found that the supplements safely and effectively reduced complications, 

including the reduction of LOS (Jones, Badger, & Hannon, 2011).   

In an RCT measuring the influence of an OCS on readiness for discharge and LOS, 

researchers found that colorectal patients in the intervention group spent an average of 4.1 days 

compared to the control group’s 4.3 days (Webster et al., 2014).  Although the authors were 

unable to ascertain fully the contribution of this specific treatment modality to LOS, the safety of 
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the OCS was supported as there were no observed complications with anesthesia.  The study 

results concurred with two other studies focusing on OCS as an intervention and LOS as an 

outcome (Webster et al., 2014).     

Strengths and Weaknesses of Literature Search 

 Multiple terms related to ERAS interventions or details of the implementation process 

were found and used, such as fast-track, clinical pathway, weight loss surgery, multidisciplinary 

care, multimodal process, and enhanced recovery program.  For the purpose of the rest of this 

section, “fast-track” will be used as a broad term when addressing the strengths and weaknesses 

found in the literature.  The resounding strength of the literature search was its consistency over 

multiple themes, including the need to understand individual components of the ERAS protocol, 

the effects of the ERAS protocol on outcomes, the slow implementation of ERAS interventions, 

the consistency of standardized care guidelines, and the cost-effectiveness and sustainability of 

the ERAS protocol.  All of the articles were approved by an IRB and the majority of these 

articles had clearly defined variables and outcomes, were well referenced, and included findings 

that were linked to the existing literature.    

 The most noticeable weakness of the literature was its lack of high-level research articles, 

particularly studies based on randomization.  Mechanick et al. (2013) suggested that a 

randomized study among bariatric surgical patients may result in contamination bias.  Thiele et 

al. (2015) postulated that a randomized study would be difficult to conduct among a large 

population because the initiation of an ERAS protocol requires a large-scale environment 

change.  Most of the settings lacked a precedent for the ERAS protocol, with only one setting 

having a previously established fast-track program.  Although LOS was studied extensively, 

Ronellenfitsch et al. (2012) argued that the LOS metric is heavily influenced by other nonclinical 
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factors, ultimately confounding the data.  Feldman et al. (2015) reported that the very definition 

of recovery is without standardization and is dependent upon the individual stakeholder and that 

the literature lacks consistent terminology.  The paucity of a consistent language for the recovery 

process translates to a lack of valid instrumentation.  Existing instruments are limited to the 

recovery phase, especially in the field of colorectal surgery.  One explanation for the lack of 

studies focusing on bariatric surgeries is the fact that the ERAS protocol was first based on 

colorectal surgeries and, thus, the latter have the most ample amount of research and findings 

(Feldman et al., 2015).   

Abeles et al. (2017) found that the literature lacked long-term studies, including 30-day 

postoperative studies, and even studies of the immediate recovery period when the patient is at 

home.  The literature also lacks patient-reported outcomes (PROs), such as return to baseline or 

being free of pain; it focuses instead on quantifiers of discharge such as LOS, complications, and 

organ dysfunction (Abeles et al., 2017).  As reiterated by Thorell et al. (2016) in the ERAS 

Society Guidelines for bariatric surgeries, studies on quality of life are sparse in articles on 

colorectal surgeries.  Only seven studies contained a conceptual framework, four utilized an 

instrument, and, of those, two reported validation.  The majority of the studies had a small 

population examined over a relatively short time at single study sites, and six articles provided a 

robust collection of data.   

 

Theoretical Framework 

Figure 1 depicts the Therapeutic Patient Education (TPE) model, that promotes active 

patient involvement, which emphasizes self-responsibility or empowerment in a consistent and 

structured approach when managing a chronic illness (Contreras et al., 2017).  In the first 



ENHANCED EDUCATION FOR BARIATRIC SURGERY 26 

sequence, Patient and Family Group, the patient is defined as an active agent instead of a passive 

follower.  In the second sequence, Structured Educational Program, objectives are defined 

within standard goal-setting behavior in the form of ESROs.  In the third sequence, Knowledge 

and Behavior, health care workers provide supplemental knowledge of specific goals 

(knowledge) and then the patient determines whether or not to take action on improving self-

efficacy (behavior).  In the fourth sequence, Achieving Recovery Goals, the patient commits to 

goal-setting behavior and utilizes the SPC.  The primary goal of these sequences is to enhance 

the patient’s understanding of the ESROs and to lessen complications.   

 

Figure 1. Therapeutic Patient Education. Note: Adapted from Contreras et al., 2017. 

As noted, the hospital setting for this QI project is currently recognized by the Metabolic 

and Bariatric Surgery Accreditation and Quality Improvement Program (MBSAQIP) as a COE, 

which means that it is committed to ensuring the highest QI standards for patient safety (Our 

Program, n.d.).  The bariatric surgical team offers a variety of surgical interventions to combat 

obesity, including the laparoscopic Roux-en-Y gastric bypass (LRYGB), adjustable Gastric 
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Banding, LSG, Biliopancreatic Diversion with Duodenal Switch, and Single Incision 

Laparoscopic Surgery, with most of these procedures minimally invasive or laparoscopic in 

approach.  In this facility, five general surgeons provide these services, but the patients of three 

surgeons who perform the LSG will be included because these surgeons are the first to 

participate in the ESR program and implement standards of care for an accelerated recovery 

process.   

Each of the three surgeons within the group followed guidelines by ordering a medical or 

cardiac clearance, a psychiatric evaluation, preoperative testing (including bloodwork), an 

electrocardiogram (EKG), a chest radiograph, and a consultation from a registered dietician 

(RD).  Once individual patients were appropriately cleared, each would receive different 

preoperative orders, which were dependent on the surgeon.  No standard bariatric or anesthesia 

order set existed at the time, and the patient may or may not have received a standard set of 

preoperative medications aimed at preventing such postoperative complications as nausea or 

pain.  Patients were educated by the surgeon on the expectations and goals of the surgery; 

however, the nursing staff did not fully and consistently reinforce this teaching on DOS or even 

in the immediate postoperative period.  The proper adoption of an evidenced-based practice 

standard introduces objective measures that limit errors subjective in origin (Mohammadi et al., 

2018).  The ESR program is an appropriate innovation for a QI project because of its evidenced-

based practice guidelines and emphasis on continuous education, communication, and auditing.   

To guide the medical staff and enhance the recovery process, the surgeon and anesthesia 

provider selected appropriate ESR orders from a standardized order set.  These orders focus on 

diet, activity, fluid intake, and pain management.  Thorough, ongoing, and interactive staff 

education is also necessary due to changes in both surgical and nursing approaches to the 
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surgical process.  A recent literature review examining trends in bariatric surgery implementation 

found a significant gap between research conclusions and their translation into practice among 

health care providers (Johnson et al., 2016).  Authors of a prospective cohort study found that 

successful implementation of ERAS protocols require over an 80% compliance rate with an 

average timeframe of 6 months (Pedziwiatr et al., 2015).  This gradual culture change among 

healthcare providers has proven to be difficult, especially without a precedent.  Therefore, the 

patient was the focus of this theoretical framework with the use of TPE.  In addition to TPE, 

Patient Empowerment (PE) was utilized to address the patient’s active role within the ESR 

program, which will be discussed later.       

One of the secondary goals of the ESR program is to incorporate the standard of care 

principles into other specialties, such as colorectal, neurosurgery, and orthopedic surgeries.  It is 

important to collect and understand evidence across multiple modalities to enhance the recovery 

process and continue to improve patient outcomes.  One of the barriers to achieving an 

acceptable adherence rate is a lack of existing support networks.  The authors of a study on the 

diffusion of ERAS strategies found that compliance rates, in the majority of ERAS specific 

interventions, have been as low as 25% (Abeles et al., 2017).  Members of the healthcare team 

(e.g., nurses and anesthesia providers) who are unaware or unsure about new practices influence 

adherence rates when they either accept or reject ERAS strategies.  Traditions of care dictated 

that standards such as prolonged fasting, bed rest, pain relieved by opioids, and variability in 

practice were acceptable concepts of care.  The influence of tradition on modern practices 

weighs heavily on the delivery of care, yet delivery can be optimized when team members adopt 

new practice standards.  Authors of a literature review on ERAS implementation found that at 

least seven ERAS components must be implemented for a practice to become consistent and 
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successful (Senturk et al., 2017).  Since nursing staff are responsible for the majority of patient 

care delivery, their knowledge must be up-to-date so that their services are both high quality and 

cost effective (Mohammadi et al., 2018).   

Because nurses provide the majority of patient care in all operative periods, including 

postoperative management on surgical units, it is essential to understand and implement fast-

track strategies that alleviate nursing burdens and increase bed placement availability (Webster et 

al., 2014).  Hospitals that have utilized ERAS initiatives have been rewarded with such improved 

metrics as reduced LOS, surgical sites infections (SSIs), sepsis, ileus, and reduced readmissions 

(Martin et al., 2015).  Since patients are discharged sooner, lost productivity is reduced on a 

wider scale, and both the patient and the hospital benefit from cost reductions (Jakob et al., 

2016).  

Another traditional aspect of healthcare that impedes patient comprehension is the gap 

that health care settings can create between internal and external motivations—that is, between 

whether the patient or the health care provider is the source of the change (Anderson & Funnell, 

2009).  Designed to support patient-centered decision-making and goal setting to help them 

become more self-sufficient, PE has been shown to serve as a successful counseling method for 

patients with diabetes (Kalarchian, Turk, Elliot, & Gourash, 2014).  Broadly, empowerment has 

been identified as an ambiguous health care concept due to its associations with economics and 

consumerism (Knutsen, Terragni, & Foss, 2013).  With regard to health care providers and their 

patients, empowerment marketing has been misused to disguise choices as “predetermined 

alternatives” (Powers, 2003).  If patients better understand how to navigate through their health 

management decisions, for example, they can enable themselves to achieve their goals 

(Contreras et a., 2017).  Specifically among bariatric patients, PE has been identified as a method 
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to improve attitudes and increase self-sufficiency (Kalarchian et al., 2014).  Therefore, it is 

important to clarify that health care providers cannot empower the patient: Only patients can 

empower themselves, and it is up to health care providers to properly educate and enhance 

understanding so that patients can make the right decisions.    

To reiterate, the success of an ESR program is only partially contingent upon staff 

members.  Patients must also be informed and thoroughly educated on the importance of their 

active role in recovery, especially their goal-setting behavior.  In an updated summary of best 

practices for bariatric surgery, the Society of American Gastrointestinal and Endoscopic 

Surgeons (SAGES), emphasizing the importance of enhanced patient education, suggested the 

use of strategies such as outlining specific patient objectives in a “preoperative rehearsal” that 

uses printed materials and informal dialogue (Gould et al., 2011).  A best practice guideline for 

successful bariatric surgery is that a multidisciplinary approach increases patient comprehension 

and patient ability to differentiate between perceived misconceptions and actual fact (Apovian et 

al., 2009).   

Refutational text (RT), otherwise known as two-sided messages, has been identified as an 

effective method of communication with health care patients (Cornelis, Cauberghe, & 

Pelsmacker, 2015).  RT asks the reader to acknowledge a previous or common misconception 

and then refute it with a correct, scientific statement (McCrudden & Kendeou, 2014).  

Conversely, it is reasonable to assume that a misconception might lead a patient’s decision-

making process.  In an RT pilot study conducted among teachers with misconceptions about the 

common cold, the authors found the intervention to be effective because the reader reconstructs a 

previous concept after being aligned with the proper, scientific explanation (Johnson & Bungum, 

2013).   A more recent study on enhancing knowledge of the influenza virus among teachers 
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showed that RT encourages conceptual change more effectively than expository text and can be 

utilized for a variety of topics (Vaughn & Johnson, 2018).  The authors found a positive 

correlation between the intervention and a correct change in knowledge, with study participants 

showing higher post-text knowledge and an increased feeling of control over their learning 

ability.     

To complete the enhanced recovery process within this QI project, both the patient and 

the staff require a degree of motivation and change.  A culture shift, particularly in the medical 

field, requires an agent of change or influence from a health care provider before implementing a 

novel idea (Shinn, 2014).  For the purpose of this QI project, the researcher is deemed an agent 

of change.  Other agents of change include surgeons who are willing to adopt and implement the 

ESR program, the bariatric coordinator, and the preadmission testing charge nurse.  Gathering 

evidence of process improvement achieved through fast-track principles require ongoing data 

collection to determine quality control across multiple surgical specialties (Senturk et al., 2017).   

QI Model: Donabedian’s Three Component Approach 

 For the purpose of this QI project, Donabedian’s Three Component Approach was 

applied with the seminal article.  In this seminal article, published in 1988, aspects of health care 

quality were formally addressed and the relationship among the health care practitioner, the 

patient, and the process are described as an interpersonal and active collaboration (Donabedian, 

1988).  In this article, Donabedian proffered that levels of quality can be separated 

metaphorically into different and separate realms, including the structure (characteristics of the 

health care setting such as human or material resources), the process (actual care provided such 

as diagnosis or implementation), and the outcome (effects of health care delivery which are 

influenced by patient knowledge). 
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 Now considered a “pioneer” of health care quality, Donabedian and his Three 

Component Approach has been utilized for general surgery in regard to measuring performance 

metrics in order to maintain a high quality of care without unnecessary high cost (Cevasco & 

Ashley, 2011).  Donabedian’s Three Component Approach can be applied to the setting of this 

QI project, where specific areas of quality have been observed and measured but more 

importantly to enhance QI efforts.  Below, in Figure 2, a deficiency is within the setting’s 

structure in which the bariatric surgical patients did not seem to fully understand the standard 

educational materials nor did they make a connection between the standard educational brochure 

and the SPC.  There was a lack of an official ERAS coordinator as a part of the surgical team and 

furthermore the PAT and preoperative nurses did not have ample time to educate the patients 

thoroughly and interactively.  Patient and provider interactions are within the setting’s process, 

and here is the root of the problem in which a solution can be offered.  Here the question can be 

asked: How do health care providers delivery quality care and how to properly educate the 

patients?  The original goal of this QI project was to increase compliance among the staff but 

here in the process element is where the focus shifted to the patient.  Finally, the outcomes of this 

QI project will be measured with short-term goals (increased knowledge of ESROs) and long-

term goals (increase in unit-specific HCAHPS [Hospital Consumer Assessment of Healthcare 

Providers and Systems] scores).   
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Figure 2. Donabedian’s Three Component Approach. Note: Adapted from Contreras et al., 2017. 

Project Description 

Enhanced recovery protocols are sectioned into phases: preoperative, intraoperative, and 

postoperative (Abeles et al., 2017).  The purpose of this QI project was to evaluate the effects of 

a supplemental evidenced-based brochure compared to a standard brochure on knowledge gains 

in patients undergoing LSG surgery, with teaching being provided specifically during the 

preoperative phase.  To meet this project’s objectives, the SMART acronym will be utilized, 

referenced from a toolkit provided by the CDC for communities of practice (CDC, 2011) and 

summarized in Table A.   

Table A  

SMART Objectives for an ESR-based QI Project 

Key component Objective 

Specific Enhance knowledge among adult bariatric 

patients who are enrolled in the ESR program, 

STRUCTURE
brochures & 

patient 
checklists

PAT/preop 
staff

PROCESS supplemental 
brochure

one-to-one 
counseling

OUTCOME
ST: increase 
knowledge 

gains

LT: increase 
HCAP scores
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and scheduled for LSG surgery, on the use of a 

supplemental brochure in both the PAT and 

preoperative settings.  

Measurable Use of a “knowledge survey” to determine level 

of understanding among group 1 (non-educated) 

in four areas: ESR goals, importance of the 

OCS drink, mobility, and pain management.  

Percentage of areas needing improvement 

reinforced the need for a supplemental 

brochure.  The same survey assessed a different 

set of bariatric patients’ knowledge gains in 

each area (group 2 – educated) after receiving 

the supplemental brochure and additional one-

to-one teaching, if necessary.    

Achievable This task is achievable because the literature 

emphasizes the importance of enhancing 

knowledge as well as ease of implementation.  

The supplemental brochure is cost-effective, 

requiring a single and additional printed sheet 

of paper to be included with existing printed 

materials for the patient.  Furthermore, the 

patient has time to read through the 

supplemental brochure while in the waiting 
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room, as staff nurses may not have adequate 

time to introduce key concepts of the ESR 

program.  Once the patient is in the preoperative 

holding area, the NLR may reinforce or clarify 

any misunderstandings or additional need for 

teaching.  All tasks in this timeframe are 

relatively short in nature, and require only a few 

minutes of the patients’ and nurses’ time.   

Realistic This task is realistic because the intervention is 

time-saving and cost-effective while it 

addresses key ERAS objectives.   

Time-specific Staff education from May to July 2018 on ESR 

interventions in all operative phases. ESR 

launch on August 3, 2018.  Staff re-education, 

October to November 2018, due to charting 

noncompliance creating skewed data.  Non-

clinical staff education, February 28, 2019.  

Preliminary data collection, March 7, 2019 and 

ended June 5, 2019.  Start date for intervention 

implementation began October 24, 2019 and 

ended on December 27, 2019.  Short term data 

analysis, which compares the knowledge survey 

scores between group 1 and group 2, is 
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completed by a statistician.  HCAHP scores are 

then compared from the third and fourth 

quarters in 2019, which represent long term data 

analysis of this QI project’s effectiveness.    

 

SMART objective: From October to December 2019, collect group 2 data while enhancing 

education among patients undergoing LSG surgeries who are enrolled in the ESR program at a 

health care facility in the Southeastern United States.   

 

Project Design 

Goal 

The purpose of this QI project was to evaluate the effects of a supplemental evidence-

based brochure compared to a standard brochure on knowledge gains in patients who are 

undergoing LSG surgery.  The supplemental ESR brochure (appendix D) was used to utilize PE 

combined with RT in order to educate the patients by correcting any previous misconceptions.  

The goal was that patients could then motivate or empower themselves with the proper 

information and understanding of their role within the ESR program.  The effects on the patient’s 

surgical journey of increasing knowledge regarding specific goals related to drinking, eating, 

mobilizing, and managing pain in the immediate postoperative period may include reducing 

postoperative complications with a faster return to previous levels of functioning without 

compromising safety.  A sticker expanding on the purpose of the OCS (appendix E) will also be 

placed inside the standard brochure.  These combined efforts can impact more than just the 

patient’s level of understanding and immediate recovery goals.     
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There is an economic effect on both the patient and the hospital, as the fast-track program 

enables the patient’s return home quicker, freeing up resources for other patients in need.  One of 

the secondary goals of this QI project is to continuously educate both the patient and staff 

throughout all phases of the ESR program.  This minimizes patient anxiety and increases the 

consistency of the interventions that medical staff members deliver.  Patient education and 

comprehension was measured by the same knowledge survey obtained from group 1 in the 

preoperative phase and is compared to the data obtained from group 2.   

The following are hospital-wide metrics for patients enrolled in the ESR program: 90-day 

emergency room revisit; 30-day readmission rate; 90-day readmission rate; complication rate; 

mortality rate; LOS; multimodal pain management rate; and rate of opioid-free days.  However, 

due to a large volume of nurse-entry error, these metrics have been deemed skewed by the PAT 

charge nurse and therefore these metrics will not be utilized at this time.  Therefore, tracking of 

organization-wide metrics will not be assessed for this QI project.  As previously mentioned, 

short and long term goals, are measured by preoperative knowledge survey results and a third 

party unit-specific, postoperative survey results, respectively.  No recruitment of any kind was 

done, due to participants being selected base on convenience sampling and meeting the criteria 

of this study, which will be discussed in detail later.      

Setting, Population, and Timeline 

The medical establishment serving as the site of this QI project is known for a high 

volume of bariatric surgeries and is an accredited bariatric surgery COE.  The average number of 

bariatric surgeries from January to July 2018 were 32 per month, with 17.3% of patients male 

and 82.7% female.  Comorbidities include GERD, HTN, history of MI, previous PCI, previous 

cardiac surgery, HLD, history of DVT requiring therapy, DM, smoking, history of pulmonary 
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embolism, OSA requiring CPAP/BiPAP use, and severe COPD.  Patients enrolled in the setting’s 

ESR program are over 18 years of age and scheduled for various bariatric surgeries.  For the 

purpose of this QI project, only patients scheduled specifically for LSG were studied.  Data 

obtained from group 1(collected March 7 through June 5, 2019) showed a need for increasing 

patient knowledge.  The efficacy of the intervention was then measured by the results of the 

same knowledge survey on a different group of patients, also known as the educated group, 

collected from October 24 through December 27, 2019.   

QI Project Protocol 

Starting in the physician’s office, the patient was educated on the ESR program, 

expectations of the patient was highlighted, a minimized use of opioids was emphasized, and 

potential benefits of the multidisciplinary, multimodal phases of the protocol underscored.  

Patients then scheduled a PAT appointment for labs to be drawn, a standard surgical pre-

anesthesia questionnaire to be filled out, and bathing instructions provided to the patient, as well 

as instructions to consume the OCS on the day of the surgery at check-in, two hours before the 

scheduled surgical time.  Next, the patient was given both the standard educational brochure and 

the supplemental educational brochure with instructions to read both in order to gain an 

understanding of their participation in the ESR program.  The patient was informed that sips of 

water are allowed up to three hours before their scheduled surgical time and to stop smoking 

cigarettes DOS.   

Once patients arrived at the hospital on the DOS, two hours before surgery time, the 

patient was handed the refrigerated OCS at the same-day surgery (SDS) front desk and instructed 

to drink the entire bottle as quickly as tolerable.  To date, SDS is the only check-in area for all 

elective surgeries, including more intensive or overnight procedures as well as procedures with 
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same day discharge.  ESR patient identifiers included a blue paper chart unlike the rest of the 

surgical patient charts, which are black and plastic, an ESR checklist developed by the researcher 

(see Appendix D), and an armband stickered with a large blue dot.  These ESR identifiers were 

created in order to differentiate the ESR patients with the non-ESR patients.  The intention is to 

create awareness among staff members for each and every surgical phase.  The checklist will be 

discussed in detail later.  The patient was reminded of the supplemental brochure, which will be 

stapled to the standard educational brochure.  Once in the waiting room, the patient had the 

opportunity to review the supplemental ESR brochure designed to enhance patient knowledge on 

ESROs while using PE to facilitate the patients’ understanding of their active role.  Since the 

patient has already finalized the decision to have surgery, misconceptions regarding bariatric 

surgery will not be addressed.  Instead, misconceptions of postoperative pain management, oral 

intake, and mobility was addressed and clarified.  

Assurance of Privacy 

This QI project assured protection of the participants’ personal information and thus were 

protected against any potential threats to their privacy.  No identifying information (i.e., patient 

name, date of birth, or account numbers) was collected, as recording of data was limited to yes or 

no responses to the four items from the survey.  No other data will be collected, such as patient 

demographics (i.e., medical condition, BMI, height/weight, comorbidities, or sex) in addition to 

patient identifiers, account numbers, or room number.  There was not any recording, audio or 

visual, of patient observation.  Once participants completed the survey, they were instructed to 

place the survey in a secure collection box at the check-in desk.  One to two staff members man 

the check-in desk until end of surgical day and they were instructed to deny anyone access to this 

box with the exception of the PI.  The collection box was locked with a simple luggage lock with 
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the key being available to only the PI.  This box was supervised by the front desk staff, who were 

instructed not to tamper with the box or try to open the box, to ensure no patients or passerby’s 

are tempted to steal or inquire about the collection box.  To add further protection, this collection 

box was kept behind the front desk, which is out of direct reach.  Staff members must go behind 

the front desk to sit down, therefore the collection box is hidden from view under the top of the 

front desk.  Surveys were collected at the end of the scheduled surgical day by the PI.  

Additionally, a signature was not required or requested, as completing the survey will be 

considered implied consent.  Since there was no signature or other aforementioned patient data, 

this project did not compromise patient privacy because the survey is the sole document that 

could possibly link data to participants.  Date of the survey responses was collected on each 

surgery day by the PI and therefore did not require this input from the participants.  See appendix 

G for consent cover letter and appendix H for the informed consent document.     

Implementation Plan 

Once participants were checked in the SDS desk, the front desk staff member notified the 

PI that the participant was in the waiting room.  The PI then came out to the waiting room and 

provided introductions with the cover sheet and consent form in addition to the knowledge 

survey to the participant.  The supplemental brochure was pulled out of the chart and also given 

to the participant, for a total of four documents.  If the participant was agreeable to the project, 

then the participant was given instructions on filling out the knowledge survey after reading 

through the cover sheet and consent form.  The participant was reminded to re-read the 

supplemental brochure, fill out the knowledge survey, and to be drop off the knowledge survey 

in the collection box.  If the participant had any further questions or need for clarification, this 

would be done later in the holding area.   
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After arriving to the preoperative holding area, the participants were dressed in a 

warming gown designed to maintain normothermia with a detachable forced air warming unit 

and the nursing staff applied compression stockings and sequential compression devices (SCDs) 

to the patient for DVT prophylaxis; vital signs were taken, a midline was inserted with 

ultrasound guidance by a trained and certified nurse, and, depending on surgeon’s preference, the 

patient was premedicated with part or all of the following: Decadron 8mg IV, one topical 

Scopolamine patch placed behind an ear, a subcutaneous heparin injection of 5000 units or 

Lovenox 40mg, Pepcid 20mg IV, Emend 40mg PO.  Lactated Ringer’s IV solution was 

administered at a rate necessary to keep vein open (KVO).  It should be noted that variations in 

the ESR program exist due to surgeon preferences and individual circumstances.   

In regard to producing metric-related reports for targeted performances, the preoperative 

registered nurse (RN) is responsible for two prompts: patients enrolled in the ESR program and 

whether or not they consumed the OCS in the preoperative phase.  The nurse inputs a “yes” or a 

“no” for these two prompts when documenting in the electronic health record.  This data 

contributes to generated statistics in order to analyze delivery of patient care.  If, however, the 

nurse enters a “yes” for both entries by mistake, but the patient is not enrolled in the ESR 

program, the data can subsequently become skewed.  This became an eventuality due to the 

prompts existing in the standard electronic health record charting for all surgical patients, 

including non-ESR patients.   

Once participants are fully prepared for surgery, the principal investigator (PI) assessed 

the patient’s understanding of the ESROs with the same knowledge survey used for the first 

group; these “un-educated” patients are in group 1.  The “educated” patients are in group 2 and 

are separate from group 1.  The participants answered yes or no to four items and then the PI 
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provided either reinforcement or clarification depending on their level of understanding.  As part 

of the general ESR program, and not exclusively regarding participants of this QI project, the 

patients acknowledged their role as active team members in their health care.  Friends and family 

are also encouraged to be a part of the process.   

The SPC allowed the participants to check off boxes in a chronological order so that both 

the patients and the health care team have a unified aim for the recovery process.  In the 

preoperative holding area, for example, the first four boxes are checked off and the preoperative 

nurse involved the participants in teach-back: the participants will communicate concerns or ask 

questions to the nurse; the participants will confirm an understanding of the importance of the 

OCS beverage, the participants will inform the nurse if nausea is experienced, and the 

participants will confirm understanding the ESROs.  The remaining boxes or interventions are 

reassessed and checked off when the participants are transferred to the postoperative medical-

surgical suite.  It should be noted that the SPC will also apply to general ESR patients and are not 

exclusive to the participants of this QI project.   

Then an anesthesia provider interviewed the participant and provided education on the 

use of non-invasive monitoring with the EV-1000 to ascertain the correction of volume with IV 

fluids or with IV vasopressors should the patient become hypotensive.  TAP blocks were offered 

to the participants and the anesthesia consent form was signed and witnessed after verification 

that the surgical consent matches the master operating room schedule and is within 30 days.  A 

bed request was sent to the bed management coordinator when the participant was rolled into the 

post-anesthesia care unit (PACU).  The minimum standard recovery time in PACU is 60 

minutes.  In the PACU, the participants were offered ice chips and advanced to drinking clear 

liquids, as safely as can be tolerated, once awake and alert.  The PACU staff also attempted to 
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safely ambulate the participants by either sitting them up in the bed with their feet touching the 

floor or getting the participants completely out of bed.  The PACU staff assessed whether or not 

the participants were awake and alert enough to follow commands.  It should be noted that 

generally not all participants are capable of immediate post-operative ambulation or oral intake, 

but if they are safely able to mobilize, the PACU staff understood the need to get the participants 

out of bed; if not already in PACU, the participants had a six-hour timeframe to mobilize once in 

their medical-surgical suite.  The PACU staff then called transfer report to the 4-West (4W) unit 

RN.  Care was transferred at this point, with the participants chart, including the SPC, both 

educational brochures, and the ESR checklist.   

Once the participants arrived to the assigned room, the 4W staff continued the recovery 

phase by assessing ESROs with the SPC and filling out appropriate boxes of the ESR checklist.  

The specific goals of this phase include recording, in minutes, the time of the first ambulation 

since PACU, assessing if the participants’ pain goal is met, and determining if narcotics were 

given to the participant.  To assess the participant’s progress or to resolve any complaints, 

additional goals include determining whether or not daily NLR was performed and, finally, 

whether the participant was discharged to either home, a rehabilitation center, or a skilled 

nursing facility.  The ESR checklists are audited on a monthly basis, in order to track data, by the 

PAT charge nurse.  To reiterate, this process is also applicable to general ESR patients and is not 

exclusive to the participants of this QI project.   

QI Project Plan 

The following are the inclusion criteria for this QI project: age of participants are 18 

years and older, non-pregnant, English-speaking, enrolled in the bariatric ESR program, and 

scheduled specifically for elective LSG.  Conversion to an open approach will not be included in 
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this QI project.  Exclusion criteria include a positive pregnancy urine test on the DOS or before.  

The participant would be excluded from this QI project if non-English speaking, under the age of 

18, not enrolled in the bariatric ESR program, or scheduled for any other procedures beside LSG.   

The surgeon is responsible for discussing physical, psychological, social, or economic, 

risks to the subject.  Risks were minimized with PAT as well as by medical, pulmonary, or 

cardiac clearance that is dependent on the patient’s medical history.  As part of the preoperative 

assessment, a chart review by an anesthesia provider was performed the day before the surgery.  

The facility for this QI project is compliant with this guideline, set forth by the American Society 

of Anesthesiologists Task Force (2017).  Furthermore, on the day of surgery, the anesthesia 

provider conducted an interview and physical examination of the participant in addition to 

reviewing the medical record.   

Patients, specifically interested in the bariatric surgery, were recruited by word of mouth 

or referrals from other patients or physicians.  Examples of referring physicians include 

orthopedic surgeons who were unwilling to perform elective surgery on patients with BMI >35 

kg/m2, cardiologists, primary care physicians, and endocrinologists.  No other recruitment tools 

or instruments were used and none were used in order to gain participants.  Participants were 

entered into the surgical schedule with an ESR identifier the day before surgery, allowing team 

members to plan accordingly.  Examples of pre-planning include anesthesia ensuring that 

noninvasive monitoring equipment was present and functional, the preoperative admission team 

ensuring that appropriate supplies were stocked, and the charge nurse for the surgical unit 

anticipating the specified number of bariatric admits.   

The number of participants was previously projected to be between 25 and 100, 

influenced by the average of 32 bariatric surgical patients per month from January to July 2018.  
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The actual number of participants’ responses was 34, collected from October 24 through 

December 27, 2019.  Surgical consents were obtained in the surgeon’s office 30 days before the 

scheduled surgical date.  Anesthesia consents were obtained on the day of surgery.  No other 

consents were needed for this QI project.  Participants were not randomized into groups meeting 

different project aims.  The target population included consenting adults who were fully 

informed and have been scheduled for elective LSG and who also understood discharge criteria, 

with an anticipated discharge date on POD 2.  The project findings collected were compared to 

the data collected five months earlier, in group 1.  HCAHP scores were compared from the third 

and fourth quarter in order to consider the influence of increased patient education and 

motivation from the intervention.  The third quarter, having participants from the uneducated 

group, and the fourth quarter having participants from the educated group.  The results of this QI 

project have been shared with the PAT charge nurse and the bariatric coordinator; otherwise, no 

additional data was collected from this hospital’s clinical reviewer or any other medical staff 

member.  Stakeholder analysis is provided in Table B (adapted from Bemker & Schreiner, 2016). 

Table B  

Stakeholder Analysis  

Stakeholder/Role in 

organization 

Characteristics Accepts (yes/no) 

General 

surgeon/change agent 

Initiated ESR 

program for bariatric 

patients. 

Yes 

Bariatrics surgery 

coordinator, RD 

Helped each patient 

establish and achieve 

realistic dietary goals.  

Approved use of 

supplemental 

brochure for bariatric 

surgical patients.   

Yes 

PAT charge nurse/QI 

project champion 

Recognized need for 

enhancing patient 

Yes 
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education and 

comprehension.  

Preop/PACU director Approved 

preliminary/pre-

intervention data 

collection and 

implementation of 

supplemental 

brochure. 

Yes 

Patient experience 

director 

Approved sharing of 

third and fourth 

quarter HCAHP 

scores 

Yes 

 

In regard to preliminary data collection, the responses obtained from group 1 included the 

pass rate from the Knowledge Survey and the number of yes/no responses to each of the four 

survey items.  Survey responses were collected by a NLR, and not the PI.  The knowledge survey 

lacked any specific patient identifiers and revealed only responses to the four items and the 

interview date.  Results of data obtained from group 1 were stored in the pre-operative charge 

nurse’s office, which was locked after hours, giving only the director of the unit and the lead 

charge nurse access.  At the end of the 13 weeks of group 1 data collection, the lead charge nurse 

counted the number of yes/no responses to each item and calculated their percentages.  Once the 

project was approved, the PI collected the project findings, facilitated patient understanding and 

comprehension, and provided ongoing staff education.   

No other surveys or questionnaires, besides the knowledge survey, was used for this QI 

project nor were these currently used for other purposes in this facility.  No additional 

participants were anticipated or considered for screening eligibility.  Confidentiality was 

maintained due to the fact that the knowledge surveys, both pre-intervention (group 1) and post-

intervention (group 2), lacked any patient identifiers, such as date of birth, sex, signature, name, 

or account number.  Surveys that were filled out contained only check marks and the date of 
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survey collection.  The supplemental and the standard brochure also lacked patient identifiers.  

The financial costs of this QI project included purchasing gifts for the four NLRs responsible for 

collecting pre-intervention data and knowledge surveys, which were printed on colored paper at 

the expense of the PI.  The supplemental brochure and brochure stickers was paid for by the 

researcher.  The approximate financial cost was $175.   

Sustainability  

In a meta-analysis of ERAS protocols for bariatric surgery, culture change resistance has 

been found to be the greatest obstacle to their implementation, which prompted the ERAS 

Society to introduce training programs (Malczak et al., 2017).  An ERAS coordinator on the 

multidisciplinary nursing team has many responsibilities, including education, training, and 

managing feedback (Ljungqvist et al., 2017).  Unfortunately, the setting of this QI project lacks a 

designated, full-time ESR coordinator; instead, various surgical service team members are 

assigned different tasks, such as educating medical or non-medical staff, recruiting surgeons to 

participate in the ESR program, compiling metrics data, or auditing checklists.  The 

sustainability of an ESR program may hinge on hiring a full-time coordinator, as doing so 

influences adherence rates by ensuring that feedback is provided to staff who deviate from the 

protocol (Kahokehr et al., 2009).  If, for example, checklist audits show decreased compliance, it 

is up to an ESR coordinator to address this concern, educate staff members on the importance of 

filling out appropriate sections, and produce metric reports.  According to Bemker and Schreiner 

(2016), ongoing mentoring and even positive reinforcement are effective methods to encourage a 

culture change.   

To date, the PI of this QI project was responsible for reinforcing teaching to preoperative 

and PACU staff while the PAT charge nurse was responsible for checklist audits and educating 
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and reinforcing teaching ERAS protocol to the 4W unit staff.  Discussion of hiring an ERAS 

coordinator or enrolling key stakeholders in training programs has not been listed as a top 

priority at the setting for this QI project.  Furthermore, data entry for targeted performances 

mentioned earlier, was largely skewed showing nearly 19,000 patients enrolled in the ESR 

program from January – June 2019.  This data was not considered until the number of ESR-

enrolled surgical patients correspond with metrics resulted within the organization’s online 

dashboard.   

While waiting for data entry improvement, the patients can continue to be the optimized 

part of the ESR program and facilitate sustainability of this QI project.  Overcoming barriers of 

technology and staff nonadherence, the supplemental brochure was designed to enhance patient 

education and comprehension, and this requires only minimal instruction to the patients in the 

PAT and preoperative settings.  NLRs were able to further enhance understanding and 

comprehension to the patient in the preoperative phase through the use of teach-back and 

clarification.  Patients can continue to be the focus of enhanced recovery through increased 

knowledge gains, and those can be sustained without additional resources or an ERAS 

coordinator.   

IRB Approval 

 The setting of this QI project lacked an institutional review board (IRB); therefore, the 

Jacksonville University (JU) IRB provided permission and authorization for the implementation 

of this project.  The JU IRB reviewed the pertinent documents and goals of this QI project to 

provide transparency to the participants.  The key stakeholders listed in Table A provided 

institutional approval for the implementation of this QI project.  An affiliation agreement was 

signed by the facility’s bariatrics coordinator and then uploaded to the IRB website.  CITI 
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Training, completed January 13, 2018, was also uploaded onto the IRB website.  According to 

the JU IRB protocol and application form, and the PI’s faculty mentor, this QI project met 

eligibility requirements for exempt status, category 3 (for research that involves behavioral 

interventions that do not cause harm in addition to collecting information from adult participants 

with the use of written responses).  This QI project also met eligibility requirements for a waiver 

of informed consent, option II (since the research presents no more than minimal risk to the 

participant and involves no procedures for which written consent is normally required outside of 

the research context).  A cover letter and consent document, both complete with contact 

information and containing information about the project was provided to the participants along 

with the Knowledge Survey and the PI was available to the participants if they had any questions 

or concerns.  Participants were also assured that their surgical experience would not in any way 

be impacted by involvement of this QI project.       

Study of Intervention 

 The PI educated staff members about the planned ESR program launch from May to July 

2018 while the ESR checklist was created and modified.  Audits for ESR patients were run 

between August and December 2018.  To prepare non-clinical staff for the ESR program basics 

before launching the program, non-clinical office staff who work with additional surgical 

specialties were educated through a “lunch and learn” held on February 28, 2019.  This was led 

by the PI.  Staff education was ongoing and necessary for the development of the clinical 

practice due to the slow adaptation of technical details among the health care team during the 

implementation process.  The PI provided one-on-one teaching to preoperative staff members to 

expand the ESR program to colorectal, orthopedic, and neurosurgery.  Individual staff members 

were accounted for by checking off their names on separate staffing rosters.  However, due to 
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staff members who verbalized dissatisfaction and/or disagreement with the culture change and 

continued noncompliance as evidenced by checklists and data entry, it was at this point that the 

focus of this QI project shifted to increasing patient education and understanding of the ESR 

program.   

Evaluation Plan 

 In order to assess the impact of this QI project’s intervention, which was the 

supplemental educational brochure, two specific goals were considered and evaluated.  The short 

term goals were the survey responses collected from group 2, or the educated participants who 

received the supplemental educational brochure.  The same knowledge survey was used for both 

group 1 and group 2, with the exception of changing the wording after suggestions provided by 

the peer review committee.  This recommendation was to further enforce PE by changing the 

question from “Do you know your ESR goals?” to “I know my ESR goals” and so on for the rest 

of the questions.   

The long term goal was measured with the use of Hospital Consumer Assessment of 

Healthcare Providers and Systems (HCAHP) scores.  According to the Centers for Medicare and 

Medicaid Services (CMS, 2019), this standardized, anonymous survey, collected after the patient 

is discharged from the hospital, is a method to collect data regarding patient experiences and also 

allows for consumers to compare each measured hospital.  Change in HCAHP scores from the 

non-educated group with data collected in the third quarter, was compared to the data collected 

from the educated group in the fourth quarter, both in the year 2019.  In general, HCAHP scores 

are collected quarterly and are specific to each unit.  For the purpose of this QI project, HCAHP 

scores from the third quarter (non-educated group) was compared to the fourth quarter (educated 

group) within the inpatient, posts-surgical unit (4W).  To reiterate, there were two data sets that 
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reflect the effectiveness of this QI project: short-term responses from the 4-item knowledge 

survey which directly measured how much the participants learned from the educational 

brochure immediately on the DOS, and long-term scores which questioned the association of 

increased knowledge among a subpopulation within a unit and their responses on the HCAHP 

scores.   

Conceptual and Operational Variables 

 In order to evaluate the conceptual variables of this QI project, TPE, or the theoretical 

framework, will be used to describe the results.  To reiterate, the patient is defined as an active 

agent instead of a passive follower within the first sequence, Patient and Family Group.  This is 

achieved within the preoperative phase when the health care workers, including the NLR or PI, 

followed up with the patient, ensuring that adequate teaching with role identification was 

provided.  In the second sequence, Structured Educational Program, the setting’s objectives 

were defined within a standardized goal-setting behavior intervention in the form of the SPC.  In 

the third sequence, Knowledge and Behavior, the health care workers provided supplemental 

education regarding specific goals (knowledge) and then the patient determined whether or not to 

take action on improving self-efficacy (behavior).  Providing the patient with additional 

educational materials occurred both within the preadmission and preoperative phases.  It is 

unclear, however, if the intervention is able to influence the patients on their behavior in the 

recovery phase.  In the last sequence, Achieving Recovery Goals, the patient committed to goal-

setting behavior and utilized the provided educational materials.  This was loosely determined 

with the HCAHP scores, specifically the questions on whether or not the nursing staff explained 

things to patients in ways they understand and if nurses listened to the patients.   
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 Operational variables of this QI project included PE and RT, as translated within the 

supplemental educational brochure.  PE was used to help the patients make a connection between 

the standard brochure and the SPC in addition to helping the patients empower themselves with 

an increased level of understanding.  It was postulated that since patients were better educated, 

they can take the objective recommendations of the SPC to optimize their recovery.  RT was 

used to help the patients reflect on the four knowledge survey items.  Any deficiencies in 

knowledge or understanding was then clarified in the holding area, with teach-back in the form 

of the SPC.  Privacy of data collection was maintained due to the fact that no patient identifiers 

were used or collected.   

Findings 

 A statistician has been consulted for input into the evaluation plan with the following 

findings:   

Statistical Summary Report 

Youssef Toubouti 

November 23, 2019 

 

Introduction 

The primary objective of this QI project was to evaluate the effectiveness of a supplemental 

evidenced-based brochure compared to a standard brochure on knowledge gains in patients 

undergoing LSG surgery in a bariatric accredited surgical COE in a Northeast Florida acute care 

medical facility.  A knowledge survey of four questions was administered to two groups of 

patients: one group comprised of patients who received the supplemental brochure (group 2) and 

the other is a control group who received the standard brochure (group 1).  The effectiveness of 

the new brochure was assessed by comparing the gain of knowledge between the two groups.  The 
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gain of knowledge was measured by the percentage of patients who responded ‘yes’ to each survey 

question among each intervention group.  

Results 

The cohort of participants consisted of 65 patients.  Among those, 34 (52.3%) received the 

supplemental brochure with the standard brochure and 31(47.6%) received only the standard 

brochure.  The gain of knowledge measured by the percentage of patients who responded “yes” to 

survey questions are reported by group of intervention and question in Table 2. The percentage of 

patients who responded “yes” at least three times out of four as well as the mean of individual 

scores were also reported in Table 2.  The individual scores were calculated per patient as the 

percentage of ‘yes’ responses across the four questions.  The results of individual questions are 

depicted in Figure 3 using bar charts.  

As shown in Table 2, gain of knowledge was observed across all the four items. The 

percentage of patients who responded ‘yes’ to the first question “Do you know your Enhanced 

Surgical Recovery goals?” was  41.9% among non-educated group (standard brochure) compared 

to 94% among educated group (supplemental brochure) an increase of 52.2%.  The percentage of 

patients who responded ‘yes’ to the question “Do you know why the Ensure drink is 

important?”  was 48.4% among non-educated group compared to 91.2% among educated group. 

While for the question “Do you know when you're supposed to get out of bed after your 

surgery?”, 58.1% of patients responded “yes” among non-educated group compared to 100% 

among educated group, a difference of 41.9%.  With respect to the question regarding the 

knowledge of what type of pain of medication the patient will receive, 35% of patients among non-

educated responded ‘yes’ compared to 61.8% among educated patients, a difference of only 26.3%.  



ENHANCED EDUCATION FOR BARIATRIC SURGERY 54 

The percentage of patients who responded ‘yes’ to at least three questions of four was improved 

by 49.2% after the intervention while the mean score was improved by 40.8% from 46.0% to 

86.8%. 

The gain of knowledge by the intervention group and the difference in the gain of 

knowledge between the two groups are summarized in Table 3 with 95% confidence intervals.  

The results of the tests for significance differences between the two groups are also reported using 

p-values.  For each question, a Fisher’s exact test was used to test for significant difference between 

the two groups with respect to the percentage of patients who responded ‘yes’ to the question. 

While a t-test was used to test for significant difference between the mean scores.  As shown in 

Table 3, all the p-values were below the 5% significance level.  Therefore, we conclude that the 

improvement in knowledge gain observed after the intervention was statistically significant.   

Long Term Findings/HCAHP Scores 

 HCAHP scores from the third and fourth quarter in 2019 are compared within the 

inpatient surgical unit that is responsible for admitting and discharging patients, specifically 

those recovering from various surgeries.  This is the focus group for long term findings, and the 

question is whether an association can be made from increasing education and increasing 

HCAHP scores and patient satisfaction.  Two nursing areas that required the most improvement 

in the third quarter are the following: “Do nurses explain in ways you understand?” and “Do 

nurses listen carefully to you?”.  This aligns with the existing research regarding the importance 

of providing thorough and interactive patient education and how the nursing staff can contribute 

to these results.  If the nursing staff is not educating the patient or ascertaining the patient’s level 

of understanding, it is reasonable to assume that this factor can contribute to low patient 

satisfaction scores.  Percentage of patients who responded “Always” (i.e. top box) to items “Do 
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nurses explain in ways you understand?” and “Do nurses listen carefully to you?” by the 

intervention group (educated vs. non-educated) are summarized in Table 4 below.  For the third 

quarter, “Do nurses explain in ways you understand?” earned an 81% score, compared to the 

fourth quarter, which earned 78%.  For the third quarter, “Do nurses listen carefully to you?” 

earned 72%, compared to the fourth quarter, which earned an 82%.  The results did not show any 

difference between the intervention groups with respect to the percentage of patients who 

responded “always” to the item “Do nurses explain in ways you understand?”.  For item “Do 

nurses listen carefully to you?”, an improvement by 10% of patient satisfaction was observed 

among patients who been assisted with educated nurses.  The sample size was large enough to 

conclude that this improvement was statistically significant. As shown in Table 4, the hypothesis 

for no difference was accepted using z-test at 5% significance level.  

Conclusion 

The use of the supplemental, evidenced-based brochure showed a significant improvement 

in knowledge gain compared to the standard brochure.  The percentage of patients who responded 

‘yes’ to the survey questions 1, 2 and 3 increased by at least 40%.  The patients who responded 

‘yes’ to these questions exceeded 90% after the intervention.  For the question regarding the 

knowledge of what type of pain medication the patient will receive (item #4), the improvement 

was only 26% from 35% to 62%.  Although this improvement is not negligible, the percentage of 

patients who responded ‘yes’ to item #4 after the intervention remains low. Further 

adjustment/revision of the supplemental evidenced-based brochure should be considered to 

improve the pain medication knowledge.  For item “Do nurses listen carefully to you?”, while an 

improvement by 10% of patient satisfaction was observed among patients who been assisted with 
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educated nurses. The improvement was not found to be statistically significant at 5% significance 

level.  

Implications 

The intervention can easily be utilized for other surgical disciplines, whether or not the 

patients are enrolled in a fast-track program.  The effort of teaching patients basic surgery-related 

concepts and clarifying any previous misconceptions is minimal and short in duration, therefore 

expanding this intervention is recommended towards multiple surgeries.  This is needed in order 

to clarify whether or not the intervention is associated with improvement on other metrics.  

Furthermore, this QI project enabled the PI and key stakeholders with an opportunity to assess 

how to improve the ESR objectives through the use of enhanced patient teaching and 

understanding.  Previous attempts to change the mindset of the nursing staff proved 

unsuccessful, as there was an abundance of disagreements regarding the efficacy of the ESR 

program specific to the setting of this QI project.  This highlights the need for continuous 

dialogue in order to review concerns and revise process improvement where necessary.  In order 

to improve item #4 (pain medication knowledge), changing the verbiage on the supplemental 

brochure to address the specific type of medication (i.e. acetaminophen) should be considered.  

The reading level was originally at a 9th grade, so a general term “pain medication” was used in 

order to decrease the reading level to a 6th grade.   

The efficacy of this QI project can be reiterated by existing literature on the improvement 

of patient education and understanding.  To reiterate, the percentage of participants who 

responded “yes” to at least three out of four questions was improved by almost 50% after the 

intervention and a mean score improvement from 41% to nearly 87%.  However, it is unclear if 

the effect of increased patient understanding can be clearly associated with specific health 
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outcomes, such as decreased length of hospital stay or fewer readmissions.  Furthermore, it is 

questionable at best to determine if an informal association exists between the intervention and 

the HCAHP scores.  This is an opportunity, on the other hand, for future studies to examine if a 

correlation exists between enhancing patient understanding and its impact on key health metrics.   

Discussion 

 This QI project is intended to improve education through a simple educational 

intervention with the use of PE and RT among a specific population within a fast-track program 

targeted at enhancing surgical recovery.  A cost-effective, supplemental brochure combined with 

clarification and teach-back can be used to elevate a patient’s level of understanding.  This level 

of understanding can be achieved through a relatively short period of time by the nursing 

leadership during patient rounding in order to ensure adherence from both the health care team 

but more importantly the patients.  When this QI project began, the PI originally intended to 

increase compliance among the nursing staff.  The focus was shifted to the patient and it is 

important for the reader or any health care provider to realize that empowerment is not given to 

the patient, but rather must come from within the patient after the health care provider delivers 

thorough education.   

Limitations 

 Despite significant improvement of knowledge gains among group 2 participants, this QI 

project had several limitations, namely a small sample size and the lack of hospital-wide metrics 

to more accurately measure long term effects of the intervention.  Furthermore, the postoperative 

surgical unit houses a variety of surgery types, and it not limited to bariatric patients.  Other 

patients transferred to this unit include neurosurgery, colorectal, orthopedic, and general surgery.  

This greatly reduces the influence of the intervention, specifically for long term HCAHP results.  
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Lastly, surgeons continue to be subjective in their decision-making, as some interventions of the 

ESR program are not used routinely, such as the OCS or preoperative medications.  Furthermore, 

anesthesia providers did not adhere to using the EV-1000 machine with every ESR patient.  

Although this does not apply to the intervention, this does show continued variation of practice 

and it is reasonable to assume this occurs due to the lack of an ESR coordinator.   

Summary 

To restate, the primary objective of this QI project was to evaluate the effectiveness of a 

supplemental evidenced-based brochure compared to a standard brochure on knowledge gains in 

patients undergoing LSG surgery in a bariatric accredited surgical COE in a Northeast Florida 

acute care medical facility.  This project was designed with input from faculty and a peer review 

committee with a focus to increase patient education and understanding for patients enrolled in 

the ESR program.  Based on the data analysis, the results of this QI project show that short-term 

goals can be achieved through relatively straight-forward and cost-effective means, requiring 

only simple documents and a consistent willingness to educate patients and staff, specifically in 

the form of teach-back.   
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Table 1 

 

ERAS Society Guidelines for Bariatric Surgery adapted and modified from Thorell et al., 2016  

 

Recommendation Rationale/Comment 

Phase  

Preadmission  

Provide information/counseling Reduce anxiety, improve adherence 

Nutritional counseling Improve adherence 

Smoking and alcohol cessation Reduce complications 

Preoperative weight loss Reduce complications, reduce surgical 

complexity 

Preoperative  

Altered fasting (sips of up to 2 hours, may 

have solids 6 hours prior) 

No difference in residual gastric fluid volume 

compared to traditional NPO past midnight 

status 

Oral carbohydrate supplement loading Increase metabolic and clinical benefits 

Administration of glucocorticoids PONV prophylaxis, reduce stress response 

Administration of thromboprophylaxis Reduce thromboembolic complications 

Intraoperative  

Optimal fluid management Reduce complications 

Judicious use of tubes/drains Reduce complications 

Regional anesthesia Reduce opioid-induced side effects 

Postoperative  

Multimodal pain management Reduce narcotic consumption/dependence 

Early mobilization, thromboprophylaxis Reduce thromboembolic complications 

Early oral intake Maintain hydration 
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Table 2 

 
Summary of Knowledge Survey Responses by Intervention Group 

 
 

Variables 
Non-Educated 

N=31 
Educated 

N=34 
  
Do you know your Enhanced Surgical Recovery goals? n(%) 
Yes    13 (41.9)    32 (94.1) 
No    18 (58.1)     2 ( 5.9) 
  
Do you know why the Ensure drink is important? n(%) 
Yes    15 (48.4)    31 (91.2) 
No    16 (51.6)     3 ( 8.8) 
  
Do you know when you're supposed to get out of bed after your surgery? n(%) 
Yes    18 (58.1)    34 (100) 
No    13 (41.9)     0 ( 0.0) 
  
Do you know what kind of pain medication you'll receive? n(%) 
Yes    11 (35.5)    21 (61.8) 
No    20 (64.5)    13 (38.2) 
  
Responded Yes at least 3 times out of 4 n(%) 
Yes    13 (41.9)    31 (91.2) 
No    18 (58.1)     3 ( 8.8) 
  
Score 
n 31 34 
Mean (SD) 46.0 (45.69) 86.8 (20.63) 
Median 25.0 100.0 
Min - Max 0.0 - 100.0 25.0 - 100.0 
SD: standard deviation, Min: Minimum, Max: Maximum, % = 100 x n/N. 
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Figure 3 
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Table 3 

 
Comparisons of Gain of Knowledge between the Intervention Groups 

 
 

Variable 
Non-Educated 
 % (95% CI) 

Educated 
 % (95% CI) 

Difference 
 % (95% CI) Pvalue 

Do you know your Enhanced 
Surgical Recovery goals?                     

41.9 (24.5, 
60.9) 

94.1 (80.3, 
99.3) 

52.2 (29.7, 
70.8) 

<.0001 

  
Do you know why the Ensure 
drink is important?                         

48.4 (30.2, 
66.9) 

91.2 (76.3, 
98.1) 

42.8 (19.2, 
62.5) 

0.0003 

  
Do you know when you're 
supposed to get out of bed after 
your surgery? 

58.1 (39.1, 
75.5) 

100.0 (89.7, 
100.0) 

41.9 (24.5, 
60.9) 

<.0001 

  
Do you know what kind of pain 
medication you'll receive?               

35.5 (19.2, 
54.6) 

61.8 (43.6, 
77.8) 

26.3 (1.3, 48.8) 0.0477 

  
Responded Yes at least 3 times 
out of 4                                

41.9 (24.5, 
60.9) 

91.2 (76.3, 
98.1) 

49.2 (26.6, 
68.3) 

<.0001 

  
Score                                                                  46.0 (29.2, 

62.7) 
86.8 (79.6, 

94.0) 
40.8 (22.7, 

58.8) 
<.0001 

  
CI: Confidence Intervals, Difference = Educated minus Non-Educated 
Tests for significant differences between percentages were conducted using Fisher's exact test 
Test for significant difference between mean scores was conducted using t-test 
Significant difference is demonstrated if p-value < 0.05. 

 

Table 4 

Percentage of patients with top box response by item and intervention group 

Item 

Educated 

N=113 

Non-Educated 

N=34 

Difference 

 

P-value 

 

Significantly 

different? 

Do nurses explain in 

ways you understand? 78% 

 

81% 

 

-3% 

 

0.9714 No 

Do nurses listen 

carefully to you? 

82% 

 

72% 

 

+10% 

 

0.2038 No 

N: number of patients participated in the survey.  

Test for significant difference was conducted using z-test at 5% significance level 
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Appendix A 

Standard ESR Brochure 
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Appendix B 

Surgical Pathway Checklist (SPC) 
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Appendix C 

Knowledge Survey 
Today’s Date:  

 Yes No 
1. I know my 

Enhanced 
Surgical 
Recovery 
goals. 

 

    

2. I know why 
the Ensure 
drink is 
important. 

 

    

3. I know when 
I’m supposed 
to get out of 
bed after my 
surgery. 

 

    

4. I know what 
kind of pain 
medication I'll 
receive.  
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Appendix D 

Supplemental ESR Brochure (back) 
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Supplemental ESR Brochure (front) 
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Appendix E 

Supplemental Sticker on OCS 
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Appendix F 

Surgical ESR Checklist 

Patient Sticker

ANESTHESIOLOGIST/CRNA:

SURGEON: Date:

PROCEDURE: ☐  Bariatric   ☐  Colorec.   ☐  Ortho. ☐  Neuro. Nurse Yes No Notes

Pre-Hospital
Patient given educational material on surgical pathway

Patient educated on pre-op process, carb load drink, NPO instructions

Pre-Op               
Patient identified as ESR patient

Does patient have armband with blue color label?

Stop clear liquids 2 hours before surgery

Give carb-load drink 2 hours prior to surgery at SDS check-in

Ensure patient chart has ESR identifier (different colored chart)

Ensure surgeon is aware of the ESR patient and orders the ESR bundle

Ensure patient received multimodal pain preop meds per anesthesia

Ensure anesthesia is aware of ESR patient and what orders are needed

Intra-op        Out of OR Time:
Multi-modal pain medication approach (minimal to no use of opiods)

EV-1000 monitor utilized in OR

PACU           Out of PACU Time: PACU hold: Y or N

Total time in PACU (minutes)

Time from out of OR to first PO (minutes)

4 WEST       Arrival time to Floor:
Time from out of OR to ambulation (minutes)

POD0 POD1 POD2

Yes or No Yes or No Yes or No

POD0 POD1 POD2

Yes or No Yes or No Yes or No

POD0 POD1 POD2

Yes or No Yes or No Yes or No

Patient discharged to: (circle) Rehab SNF Home Home w/ OP PT: Y/N

Post Discharge QA Follow Up: LOS (days) Home health: Y/N

PAT RN SIGNATURE: Home no PT: Y/N

PRE-OP HOLDING RN SIGNATURE:

CIRCULATOR RN SIGNATURE:

ANESTHESIA SIGNATURE: 

PACU RN SIGNATURE:

4 WEST RN SIGNATURE: 

Patient had Daily Nurse Leader Rounding

Patient required narcotics

Pain goal met
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Appendix G 

Consent Cover Letter  
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Appendix H  

Informed Consent Document     

 

 

 Version date: 1/16/17   1 
 

 
 
Informed Consent Document for Quality Improvement Project titled: Does an Evidenced-Based Supplemental Education 

Brochure Enhance Patient Understanding for Those Undergoing Bariatric Surgery?  
 
1.  REASON FOR THIS PROJECT and WHAT YOU WILL DO:  

§ You are being asked to be in a quality improvement project about education and the goal of this study is too see if a 
different type of education can give you a better idea of your goals when you wake up from surgery. 

§ This project starts in the waiting room.  You will read an educational sheet, this will take between 2-3 minutes, and 
then after you read the sheet you will take a quick survey that has 4 yes/no questions about what you have learned 
from the sheet.  This survey takes less than 2 minutes to finish and all you have to do is answer yes or no to the 4 
questions.  When you are done with the survey you will place it in a secure box at the Same Day Surgery check-in 
desk.   

§ You must be at least 18 years old to be in this project, be in the Enhanced Surgical Recovery program, and choose 
to have laparoscopic sleeve gastrectomy surgery. 

§ This study will not need any of your personal information (example: name, date of birth, account number).  Please do 
NOT write down any personal information. 

 
2. YOUR RIGHTS TO SAY YES, SAY NO, OR STOP BEING IN THE STUDY:  
 
Being in this project is 100% voluntary and up to you.  You have the right to say no.  You may change your mind at any time 
and do not have to finish.  Whether you choose this study, this will have no impact on your surgery or treatment plan.  
 
3.  COSTS AND COMPENSATION FOR BEING IN THE STUDY: There are NO costs for being in this study.  
 
4.  BENEFITS OF THIS STUDY: You will learn more about how to have a faster, better recovery after your surgery.  
 
5.  RISKS OF THIS STUDY:  
 
THERE ARE NO FORESEEABLE RISKS OTHER THAN THE TIME COMMITMENT TO COMPLETE THE SURVEY.  ALL 
QUESTIONS ARE NOT SENSITIVE IN NATURE AND TOTALLY ANONYMOUS.   
 
4.  CONTACT INFORMATION FOR QUESTIONS:  
 
If you have concerns or questions about this study please call the investigator Sona Dolsenhe at 904-305-2374 or email to 
sdolsen@jacksonville.edu or mail to 10630 Berghley Court North, Jacksonville FL 32257. 
 
If you have questions or concerns about your role and rights as a research participant, would like to obtain information or 
offer input, or would like to register a complaint about this study, you may contact, anonymously if you wish, the Jacksonville 
University Office of Research Compliance, (904) 256-7151 or juirb@ju.edeu. 
 
5.  DOCUMENTATION OF INFORMED CONSENT. 
 
A signature is not a required element of consent for EXEMPT protocols: 
You indicate your voluntary agreement to participate by completing and returning this survey.  
 
CONSENT TO PARTICIPATE:  I have been informed about this study’s purpose, procedures, possible benefits, and risks; and the 

alternatives to being in the study. I have been given the opportunity to ask questions before I complete survey , and I have been told that I can 

ask other questions at any time. I understand that my consent does not take away any of my legal rights.  I also understand that nothing in this 

consent form is intended to replace any applicable Federal, state, or local laws. 

 

By completing the survey and turning it in at the front desk, I voluntarily agree to take part in this study.  I am not waiving any of my legal 

rights. I will receive a copy of this form.   
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