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Abstract 

Problem and Purpose: Laparoscopic bariatric surgery patients are at high risk for postoperative 

nausea and vomiting (PONV) due to a combination of demographic and iatrogenic factors 

including age, sex, laparoscopic surgery of greater than one hour duration, stomach size 

reduction, and increased requirements for intraoperative hypnotics and opioids. The incidence of 

PONV after bariatric surgery ranges between 54% and 79% in the literature (Groene et al., 

2019). PONV places patients at risk for postoperative surgical complications including wound 

dehiscence, dehydration, aspiration pneumonia, delayed recovery, and increased length of stay 

(LOS). In an 800-bed urban American teaching hospital, increased LOS due to PONV occurred 

in 6% of laparoscopic bariatric surgery patients between 2018 and 2019. The purpose of the 

project is to implement patient engagement techniques to reduce PONV in laparoscopic bariatric 

surgery patients and evaluate the results of the implementation. The goal is to eliminate 

increased LOS that occurs due to intractable PONV. 

Methods: Literature review and synthesis supported the idea that patient engagement via daily 

postoperative coaching by nurses combined with a paper-based self-management tool improves 

surgical outcomes. The practice changes include patient engagement via coaching, provision of a 

postoperative daily goal sheet, and collaboration with the primary nurse in the postoperative 

phase to establish and meet daily goals of care. Implementation strategies include patient 

education, educational inservices provided to nursing staff, reminders provided to nursing staff, 

and inclusion of a nurse champion among project stakeholders. 

Results: Results showed incomplete adoption of the intervention with only 10% of all 

postoperative daily goal sheets returned complete by the end of the implementation phase. 

Median incidence of LOS increased between the preimplementation phase and implementation 



phase, while documented PONV decreased and antiemetic administration was unchanged. No 

definitive association between the intervention and outcomes could be determined.  

Conclusions: Conclusions regarding the efficacy of the intervention could not be drawn. PONV 

remains a valuable target for reduction in this population worthy of future quality improvement 

initiatives. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Introduction 

 Postoperative nausea and vomiting is a common, noxious occurrence after surgical 

procedures. It is of special significance to the laparoscopic bariatric surgery patient population 

because this population is both at high risk for postoperative nausea and vomiting, and is at risk 

for surgical complications should postoperative nausea and vomiting occur.  

 Risk factors for postoperative nausea and vomiting in the general surgical population 

include female sex, non-smoking status, motion sickness, age less than 50 years, and history of 

postoperative nausea and vomiting (Groene et al., 2019). Bariatric surgery patients are often 

females under the age of 50 years (Groene et al., 2019). Risk factors for postoperative nausea 

and vomiting in the laparoscopic bariatric surgery population include surgery on the stomach, 

reduction in stomach size, laparoscopic surgery of greater than one hour duration, and increased 

dosing weight for intraoperative hypnotics and opioids (Groene et al., 2019). The incidence of 

postoperative nausea and vomiting after bariatric surgery ranges between 54% and 79% in the 

literature (Groene et al., 2019). Postoperative complications that may occur due to nausea and 

vomiting include wound dehiscence, dehydration, aspiration pneumonia, delayed recovery, and 

increased LOS (Amoah-Kusi, 2017). Reduction in PONV is a goal of Enhanced Recovery After 

Bariatric Surgery (ERABS) clinical practice guidelines (Thorell et al., 2016). In the 

postoperative bariatric surgery patient population in an 800-bed urban American teaching 

hospital, increased LOS defined as greater than 48 hours due to postoperative nausea and 

vomiting occurred in 6% of patients between 2018 and 2019.   

A doctor of nursing practice project was proposed that implemented patient engagement 

techniques to reduce postoperative nausea and vomiting in bariatric surgery patients, and 

evaluated the results of the implementation.  



Literature Review 

 An initial literature search was conducted to establish best practices for postoperative 

antiemetic protocols in the bariatric surgery population. This search yielded two clinical practice 

guidelines. When comparison to practice showed no opportunity for improvement within the 

existing postoperative antiemetic protocol, a subsequent iterative literature search was conducted 

to identify interventions other than educational interventions that could improve postoperative 

outcomes. Patient engagement techniques were identified as a possible intervention that could 

improve postoperative outcomes. 

A search was conducted in the University of Maryland, Baltimore Health Sciences and 

Human Services Library OneSearch to address the following PICOT question: “In postoperative 

patients, will patient engagement in addition to standard care improve surgical outcomes?” The 

final search strategy searched titles and abstracts for “outcomes”, “surgery OR surgical”, 

“*operative”, “patient involvement”, “patient participation”, “patient empowerment”, “patient 

engagement”, “self-advocacy”, and “self-efficacy.” Results were limited to English language 

within the last 5 years. 1853 abstracts were manually reviewed for relevance, and 3 studies were 

included for evidence synthesis as the study populations were specific to gastric surgery.  

In a randomized control trial, Forsmo et al. (2018), demonstrated that adult colorectal 

surgery patients who underwent perioperative counseling by a nurse that included discussion of 

the patient role, provision of written educational materials, the provision of a daily checklist and 

who were supervised in their postoperative course by the counseling nurse in addition to standard 

of care experienced statistically significant decreases in total hospital LOS. Overall the study was 

level of evidence II with low quality. Quality could have been upgraded to good had power 

analysis been discussed. 



Jalilvand et al. (2016) demonstrated that adult laparoscopic bariatric surgery patients who 

underwent a bariatric care coaching program run by charge nurses experienced statistically 

significant reductions in intractable postoperative nausea and vomiting and LOS. The program 

included daily postoperative education on the plans of care for pain, nausea, activity, and oxygen 

weaning. Patients were provided a hospital activity record for incentive spirometry use, pain, 

nausea, and activity. Quality of this quasi-experimental design (level of evidence IV) was low 

with unclear scientific basis for the design of the bariatric care coaching program. 

Lee et al. (2018) demonstrated that adult surgical patients with digestive system cancer 

who used a nursing goal management sheet to set daily goals collaboratively with their primary 

nurses showed statistically significant improvements in time to mobility recovery, time to bowel 

recovery, peak expiratory flow rate, pain score, and resilience. This quasi-experimental study 

was of good quality; its only flaw was using a convenience sample increasing risk of bias. 

In sum, there is evidence of low to moderate quality supporting the idea that patient 

engagement via daily postoperative coaching combined with a paper-based self-management tool 

improves surgical outcomes. The costs and risks of implementing a quality improvement project 

upon this evidence are low while the potential reward in improved patient outcomes and 

experience are high. 

Theoretical Framework 

 The Theory of Unpleasant Symptoms is a well-established middle-range theory first 

proposed by Lenz et al. in 1997. Symptom experience is described as the summation of quality, 

intensity, timing, and distress which may occur singly or concurrently with additional symptoms. 

Symptom experience lies within a feedback loop in which symptom experience informs patient 

performance; patient performance impacts symptom experience as well as individual patient 



psychological, physiologic, and situational factors; and finally patient factors in turn inform the 

symptom experience.  

 The Theory of Unpleasant Symptoms was applied to the project in that pain and nausea 

are symptoms that impact the patient performance of activities required for safe discharge. In this 

project, patient engagement in the form of preoperative education, daily collaborative goal 

setting with the primary nurse, and use of the bariatric patient progress sheet (BPPS) were 

interventions that impacted patients’ psychologic factor by increasing patient-nurse 

communication and promoting patient empowerment. If additional medication is administered, 

this impacts patients’ physiologic factor. Together these positively influence the feedback loop 

of the symptom experience of nausea as well as the patient performance on activities that need to 

be completed prior to discharge. 

Methods 

The setting was in an 800-bed urban American teaching hospital. The population 

included all bariatric surgery patients who transferred to the surgical acute care unit 

postoperatively. No patients who transferred to the surgical acute care unit postoperatively were 

excluded. One patient in the implementation phase who transferred to the intermediate care unit 

postoperatively for hemodynamic instability was excluded.  

The implementation team included the project faculty advisor, the clinical site 

representative for the bariatric surgery service, the administrative sponsor, the nursing director of 

the surgical acute care unit, the bariatric surgeons, the bariatric surgery registered dieticians, and 

the surgical acute care unit nurse change champion. The intervention included provision of a 

BPPS that permitted space to document hourly walks, progress toward completing the oral fluid 

challenge, nausea intensity scores, antiemetics received, the patient’s pain goal with nurse 



cosignature, and pain medication received; an education intervention on the BPPS provided to all 

bariatric surgery patients via recording during their mandatory preoperative education session; 

and an education intervention on the BPPS provided to all nursing staff of the surgical acute care 

unit (Appendix C). The BPPS expanded upon an existing unit-based BPPS whose major 

components were selected by a unit-based nurse champion for bariatric surgery. Stakeholders 

were given opportunity provide feedback, with feedback incorporated into the final version. 

When patients arrived to the surgical acute care unit postoperatively, they received the expanded 

BPPS and their initial coaching session from their primary nurse wherein the pain goal was 

established. The nausea goal was set for all patients via the unit-based nausea intensity scale as 0, 

indicating no nausea. The pain goal was then verified and acknowledged by each primary nurse 

via cosignature next to the pain goal on the BPPS at time of nursing handoff, ensuring nurse 

review of the BPPS and prompting collaborative goal setting with the patient for the shift. 

Patients then used the BPPS to self-track progress toward activities required for discharge.  

The measure of structure was return of a completed BPPS to the nurse champion upon 

patient discharge, with completion defined as documentation on the BPPS by both the patients 

and their primary nurses. The measure of process was a calculation of antiemetic administration. 

It was established by chart review that all bariatric surgery patients received some combination 

of Zofran, Haldol, Benadryl, Reglan, and Compazine. To account for varying numbers of 

patients per week, patient variation in antiemetic requirements, prescribed medications, and 

durations of hospitalization, all antiemetic administrations were summarized to an average 

number of antiemetic doses given per hour of hospitalization and averaged across all patients in a 

given week. The measures of outcomes included percent of patients with PONV documented as 

a problem during their hospitalization defined as any emesis episodes, any nausea intensity score 



> 0, any nursing care plan documentation of nausea or vomiting, or any medical progress note 

documentation of nausea or vomiting; and percent of patients who experienced prolonged LOS 

attributable to PONV defined as duration of hospitalization > 48 hours in the context of 

documented PONV or failure to complete the oral fluid challenge.  

Implementation strategies and tactics included chart audit of LOS, medical and nursing 

notes, nursing documentation flowsheets, and antiemetic administrations; education sessions to 

nursing staff supplemented by written and verbal reminders; rounding on all bariatric surgery 

patients on their first postoperative day; and review of the completed BPPSs. Education sessions 

were provided to nurses in staff huddles twice weekly in September, 2020 until all staff members 

were reached. Written reminders were placed throughout the unit. 

Data collection was based in chart audit as well as BPPS completion and return as 

previously described (Appendix B). A baseline was established via chart audit of the 10 weeks 

immediately prior to the implementation phase in a pre-post design. Data was summarized and 

depicted for analysis in run charts. To ensure protection of human subjects, the project proposal 

was reviewed by the institutional Human Research Protections Office and determined to be Not 

Human Subjects Research. As such, Institutional Review Board oversight was not required. 

Patients’ privacy was protected in that no Protected Health Information was collected.  

Results 

Results of the structure, process, and outcomes measures were tracked in run chart format 

(Appendix A). BPPS completion achieved its highest rate in weeks 15 and 16 at 33% and 

declined to 0% by the end of the implementation phase of the project. Overall, 10% of BPPSs 

were returned with evidence of documentation by both patients and nurses. No change was 

observed in average doses of antiemetics administered per hour of hospitalization between the 



preimplementation and implementation phases. An upward shift was observed in median 

incidence of prolonged length of stay between the preimplementation and implementation phases 

from 0% to 29%. Incidence of prolonged LOS defined as greater than 48 hours was selected as 

an outcome instead of LOS in hours for comparison to historical data, in which LOS in hours 

was not recorded. However, within the timeframe of the quality improvement project average 

LOS in hours by week was calculated and showed a small upward shift in median LOS from 35 

to 37 hours between the preimplementation and implementation phases. Finally, a downward 

shift in median documented PONV occurred between the preimplementation and implementation 

phases. Run charts depict a lack of true runs, however, side-by-side comparison of run charts 

suggests some relationship of PONV to LOS in the implementation phase in that the charts 

reflect each other, e.g., increased rates of PONV that occurred in weeks 12 and 18 coincided with 

astronomical or outlier data points in LOS. There is no consistent trend or association between 

the intervention and the outcomes. While it may be noted that astronomical points of PONV and 

LOS in weeks 12 and 18 coincide with poor utilization of the BPPSs, and weeks 15 and 16 

exhibited increased utilization of the BPPSs accompanied by decreases in PONV and LOS, this 

is contradicted by week 13, in which BPPSs were not used yet PONV and LOS were decreased.  

A major barrier during the project planning and implementation was the SARS-CoV-2 

pandemic, which was a source of stress and uncertainty throughout. Bariatric surgeries were not 

conducted for several months prior to the project, throwing the entire project’s feasibility into 

doubt. Surgeries were resumed during the preimplementation phase. The pandemic likely 

introduced self-selection bias by impacting both numbers and types of patients who sought non-

essential surgery during a pandemic. Furthermore the pandemic inhibited the formation of 

relationships with stakeholders as in-person meetings could not be conducted. Additionally, in 



the first week of the implementation phase (Week 11), it was noted during patient rounds that the 

previous version of the BPPS was being distributed and this was quickly corrected. In weeks 12-

14, no sheets were returned that included both patient and nursing documentation. As a result, 

verbal reminders to the primary nurses were implemented on a one-to-one basis by the author as 

well as in shift change huddle by the nurse champion. By week 15, the percentage of complete 

returned BPPSs increased from 0% to 33%. In week 16, a SARS-CoV-2 outbreak occurred in the 

state. One-to-one verbal reminders to primary nurses stopped due to mandatory isolation of the 

author for SARS-CoV-2 exposure. Thereafter, completion of BPPSs declined to 0%. Finally, 

data collection ceased due to both a lack of bariatric surgery patients during the week of 

Thanksgiving as well as the end of the academic calendar. 

Discussion 

Conclusions cannot be drawn regarding the efficacy of the intervention to impact 

outcomes given the data from the structural and process measures. The intervention was not 

adopted as evidenced by low return of completed BPPSs and no observable change in antiemetic 

administration. The findings are not generalizable due to the fact that this was a quality 

improvement project tailored to the needs of a specific service and nursing unit. 

While median documentation of PONV decreased between the preimplementation and 

implementation phases, values decreased from 83% to 50% respectively and this observation is 

in line with the incidence rate of PONV reported in the literature of 54% to 79% (Groene et al., 

2019). It cannot therefore be argued that the intervention reduced the incidence of PONV to less 

than that reported in the literature. It could be conjectured that the decrease in documented 

PONV might be related to an adoption of the intervention that could not be observed if the 

BPPSs were kept by patients or accidentally discarded. However this is not supported due to a 



lack of change in antiemetic administration. If the reduction in PONV is in fact due to an unseen 

adoption of the intervention, then it is based in collaborative goal setting rather than antiemetics. 

It should not be ignored that PONV measurement was based in a composite of nursing and 

provider documentation and that true incidence of PONV is currently difficult to measure due to 

inconsistency in documentation. Therefore, it can conversely be argued that the observed 

reduction in documented PONV is a reflection of the Hawthorne effect in that staff were aware 

documented PONV was being monitored and may have modified their documentation behavior. 

The Hawthorne effect could additionally explain an astronomical data point for antiemetic 

administration in week 11, which was the well-advertised first week of the implementation 

phase. It is interesting to consider the possibility that in future QI, the BPPS might exist within 

the electronic medical record or patient portal, with patients communicating nausea, vomiting, or 

requests for antiemetics to their nurses in this format. This conversion of the BPPS into a 

meaningful, real-time communication tool that simultaneously fosters patient empowerment 

could increase adoption of the intervention. 

The cause of the median increase in incidence of prolonged LOS from 0% to 29% 

between the preimplementation and implementation phases is unclear. It is furthermore unclear 

why this incidence was also higher than the historical incidence rate of 6%.  It was not possible 

from data collected to definitively state the degree to which PONV contributed to prolonged 

LOS, particularly in light of the fact that median documented PONV decreased overall within the 

same timeframe. A larger sample size or duration of observations with uninterrupted verbal 

reminders outside of the pandemic context would be helpful to determine if the increase in LOS 

is a true shift in prolonged LOS that would merit further investigation and root cause analysis.  

Conclusion 



 Elimination of PONV has the potential to improve patient satisfaction and postoperative 

outcomes, and is a goal of Enhanced Recovery After Bariatric Surgery (ERABS) clinical practice 

guidelines (Thorell et al., 2016). In the context of its incidence in both the literature and at this 

institution, it remains a worthy target of quality improvement projects.  

 A strength of the project is that it was designed to be low-cost, low-risk, and easily 

sustainable with potential for benefit. The preoperative patient education has been pre-recorded. 

The digital file of the BPPS has been given to the surgical acute care unit for their use. To date, 

the practice change has been incorporated with both the bariatric surgery service and unit 

practices.  

 Much opportunity remains for potential future quality improvement projects, the first of 

which could be a reemphasis of this project with additional reminders and a focus on project 

ownership by stakeholders. Other potential quality improvement projects could focus on 

improvements to documentation, implementation of an antiemetic protocol, improvements to 

other components of the BPPS, and reconsideration of the root causes of prolonged LOS in this 

population at this institution including specific surgery type.  
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Level II Randomized 
Control Trial 

Purpose/ 
Hypothesis 

Design Sample Intervention Outcomes Results 

“The aim of this 
randomized controlled 
trial was to assess the 
impact of extended 
perioperative 
counseling in treatment 
groups that were 
otherwise the same with 
respect to enhanced 
recovery after surgery 
criteria.” 

Randomized control 
trial.  

Sampling Technique: 
Between March 10, 
2015 and December 5, 
2016, all patients >18 
years of age treated 
with elective 
laparoscopic or open 
colorectal surgery at 
Haukeland University 
Hospital in Bergen, 
Norway were eligible 
for inclusion. 
 
# Eligible: 416 
# Accepted: 179    
# Control: 88 
# Intervention: 91   
 
Power analysis: 133 
patients were required 
in each group to 
achieve power 0.8, 
significance level 0.05. 
This was not met. 
                                                                                     
Group Homogeneity: 
“Baseline 
characteristics between 
the 2 treatment groups 
did not differ 
significantly.” 
 

Control: ERAS care 
with standard 
perioperative 
counseling, which 
included provision of 
daily checklist/diary.  
 
Intervention: ERAS 
care plus extended 
perioperative 
counseling.  
 
Intervention fidelity: 
Patients were 
randomized to 
intervention or control 
group. Patients 
randomized to the 
intervention group 
received a 30-45 minute 
additional perioperative 
counseling session on 
course of 
hospitalization and 
patient role, provision 
of written educational 
materials, provision of 
daily checklist/diary, 
and supervision of 
postoperative course by 
the counseling nurse in 
addition to enhanced 
recovery after surgery 
(ERAS) standard of 
care. 

DV: Total length of 
hospital stay (THS). 
 

Measurement tool 
(reliability), time, 
procedure: Number of 
days of postoperative 
stay.  

Statistical Procedures(s) 
and Results: t Test for 2 
independent groups 
showed statistically 
significant shorter 
duration of 
hospitalization in the 
treatment group versus 
control, median 5 days 
versus median 7 days, p 
<0.001. 



Citation: Jalilvand, A., Suzo, A., Hornor, M., Layton, K., Abdel-Rasoul, M., Macadam, L…. Noria, S. (2016). Impact of care 
coaching on hospital length of stay, readmission rates, postdischarge phone calls, and patient satisfaction after bariatric 
surgery. (2016). Surgery for Obesity and Related Diseases 12(9), 1737-1745 

Level IV Cohort Study 

Purpose/Hypothesis Design Sample Intervention Outcomes Results 

Studying “impact of 
care coaching on 
hospital length of stay, 
readmission rates, 
postdischarge phone 
calls, and patient 
satisfaction after 
bariatric surgery.” 

Quasi-experimental 
study 

Sampling Technique: 
Retrospective study 
 
# Eligible: 547 
# Accepted: 525  
# Control: 264 
# Intervention: 261  
 
Power analysis: Not 
discussed 
                                                                                     
Group Homogeneity: 
There was statistically 
significant difference in 
higher mean age in the 
control group, (46.29 
+/- 10.66 yr versus 
44.46 +/- 10.21 yr, P = 
.0453). There was a 
statistically significant 
difference in higher 
proportion of managed 
hypertension in the 
control group, (18.2% 
versus 8.8%, P = 
.0017).  
 

Control: Patients who 
underwent primary 
laparoscopic Roux-en-
Y gastric bypass or 
laparoscopic gastric 
sleeve between July 1, 
2013 and June 30, 
2014, prior to 
implementation of 
Bariatric Care 
Coaching Program. 
  
Intervention: Patients 
who underwent primary 
laparoscopic Roux-en-
Y gastric bypass or 
laparoscopic gastric 
sleeve between July 1, 
2014 and June 30, 
2015, during Bariatric 
Care Coaching 
Program.  
 
Intervention fidelity: 
Bariatric care coach 
nurses educated patient 
and family on a daily 
plan of care, 
participated in daily 
rounds, and performed 
post-discharge follow-
up phone calls. Daily 
plans of care included 
pain and nausea 
control, oxygen 

DV: There was a 
statistically significant 
difference in the 
proportion of patients 
with intractable nausea 
and vomiting in the 
control group, (18.6% 
versus 11.1%, P = 
.0164). There was a 
statistically significant 
difference of shorter 
mean length of stay in 
the intervention group 
(P = .032).  
 
Measurement tool 
(reliability), time, 
procedure: Data was 
obtained by chart 
review 

Statistical Procedures(s) 
and Results: Fisher’s 
exact or X2 tests were 
used to test differences 
in categorical variables, 
Fisher’s exact test was 
used to compare length 
of stay. 2-sided alpha 
value was set at 0.05.  
 



weaning, and light 
activity. Patients were 
given written materials 
included a hospital 
activity record for IS 
use, pain, nausea, and 
activity in the hospital.  

Citation: Lee, J., Seo, E., Choi, J., & Min, J. (2018). Effects of patient participation in the management of daily nursing goals on 
function recovery and resilience in surgical patients. Journal of Clinical Nursing 27, 2795-2803.  

Level IV Cohort Study 

Purpose/Hypothesis Design Sample Intervention Outcomes Results  

“To examine the effects 
of active patient 
participation in the 
management of daily 
nursing goal on surgical 
patient recovery.” 

Quasi-experimental 
study 
 
 

Sampling Technique: 
Convenience sample.  
 
# Eligible:  
# Accepted: 60 
# Control: 27 
# Intervention: 29   
 
Power analysis: Power 
level set at 0.8 
                                                                                     
Group Homogeneity: 
There were no 
statistically significant 
differences between the 
intervention and control 
group.  
 

Control: Patients over 
18 years of age who 
underwent digestive 
system cancer surgery 
at Asan Medical 
Center, Seoul, Korea 
between July 1, 2015 
and November 15, 2015 
and were randomized to 
control received verbal 
education from nurses. 
 
Intervention: : Patients 
over 18 years of age 
who underwent 
digestive system cancer 
surgery at Asan 
Medical Center, Seoul, 
Korea between July 1, 
2015 and November 15, 
2015 and were 
randomized to 
intervention were given 
a daily nursing goal 
management sheet.  
 
Intervention fidelity: 
Goals were set 
collaboratively between 

DV: Time to mobility 
recovery, time to bowel 
recovery, peak 
expiratory flow rate, 
pain score, resilience.  
 
Measurement tool 
(reliability), time, 
procedure: Resilience 
was assessed using the 
Cardiovascular Disease 
Resilience (CDR) scale.  

Statistical Procedures(s) 
and Results: Time to 
mobility was assessed 
with independent 
samples t test and was 
not statistically 
significant. Time to 
bowel recovery was 
assessed with 
independent samples t 
test and showed a 
statistically significant 
decrease in time in the 
intervention group. 
Peak expiratory flow 
rate was assessed with 
Fisher’s exact test and 
showed a statistically 
significant 
improvement in the 
intervention group. Pain 
score was assessed with 
Fisher’s exact test and 
showed a statistically 
significant decrease in 
pain in the intervention 
group. Resilience was 
assessed with 
independent samples t 



the bedside nurse and 
the patient on the daily 
nursing goal 
management sheet. 
Patients documented on 
their daily goal sheet 
when activities were 
complete. 

test and showed 
statistically significant 
improvements in the 
intervention group.  

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

Evidence Based Practice Question (PICO):   In postoperative patients, will patient engagement in addition to standard care improve surgical outcomes? 

Level of 
Evidence 

# of 
Studies 

Summary of Findings Overall Quality 

II 1 

In Forsmo et al. (2018), patients who received an 
additional 30-45 minute perioperative counseling session 
and supervision of postoperative course by the 
counseling nurse in addition to enhanced recovery after 
surgery (ERAS) standard of care experienced 
statistically significant total length of hospital stay.  

(B) Low quality. The authors discuss a need to end the study early due 
to a lack of resources. They discuss power analysis and sample size 
needed. However, they contradict themselves in their evaluation of 
the required sample size and whether it was reached. It is ultimately 
unclear whether a sufficient sample size was achieved. With 
clarification of this point, the study quality could be upgraded to (B) 
good.  

IV 2 

In Jalilvand et al. (2016), A Bariatric Care Coaching 
Program improved rates of intractable nausea and 
vomiting and length of stay.  

In Lee et al. (2018), patients in the intervention group 
were provided with a daily goal sheet to collaboratively 
establish daily nursing goal management with their 
primary nurses. Patients in the intervention group 
experienced statistically significant improvements in 
four out of five identified dependent variables assessing 
speed of postoperative recovery.  

(C) Low quality. Sample size was large but power analysis was not 
discussed. Literature review is not discussed. Reference list is 
relatively short (12 citations). Scientific basis for the design of the 
care coaching program is unclear.  

(B) Good. Convenience sample increases risk of bias but quality of 
study is otherwise good.  



Appendix A 

Figure 1 

Run Chart of Average Hour-Adjusted Dose of Antiemetics by Week 
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Figure 2 

Run Chart of Patients with Prolonged Length of Stay by Week 
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Figure 3 
 

Run Chart of Average Length of Stay in Hours by Week 
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Figure 4 

Run Chart of Percentage of Patients with PONV as a Documented Problem by Week 
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Figure 5 

Run Chart of Bariatric Patient Progress Sheet Returned and Complete 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Median

Goal

0

0.2

0.4

0.6

0.8

1

1.2

11 12 13 14 15 16 17 18 19

BPPS returned and complete
Percent



Appendix B  

Figure 6 

Bariatric Patient Progress Sheet 

 
 

 

 

 



Table 1 

Chart Audit Form, Columns A-M 

Patie
nt 
coun
t (1, 
2, 
3…) 

Dat
e 

We
ek # 

Project 
phase (Pre-, 
intra-, or 
post-
implementat
ion) 

LOS 
in 
hou
rs 

Time 
transfer
red out 
of OR 

Time 
of 
Dischar
ge 

PONV 
documen
ted 
problem 
(Y/N) 

Emesi
s 
episod
es 

Assessment 
nausea/vom
iting 
documentati
on (Y/N) 

Nausea 
intensity 
documenta
tion >0 
instances 

Total 
nausea 
intensity 
documentat
ions 

Associated 
anti-emetic 
administrat
ions 

 
Chart Audit Form, Columns N-Z 

Zofra
n 6 
time
s 
daily 
given 

Zofran 
opportunit
ies 

% 
zofra
n 
give
n 

PRN 
q6hr 
Hald
ol 
give
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Haldol 
opportunit
ies 

Benadr
yl 
given 

Benadryl 
opportunit
ies 

Metoclopram
ide QID given 

Compazi
ne 

Total 
doses 
antiemet
ics 

Hour-
adjusted 
doses of 
antiemet
ics 

Mean 
hour-
adjusted 
dose of 
antiemet
ics by 
week 

Not
es 

 
 
 
 
 
 
 
 
 
 
 
 



Appendix C 
Table 2 
 
Patient Education Power Point Slides 

Slide 1 Bariatric Patient Progress Sheet

Activity 
WALK   *No lying in bed after 9am 

 After Surgery  2pm 
 7am  3pm 
 8am  4pm 
 9am  5pm 
 10am  6pm 
 11am  7pm 
 12pm  8pm 
 1pm  9pm 

Walking: 
Relieves gas pain  
Prevents blood clots 
Helps with completing fluid challenge 
 

Fluid Challenge 
Goal: 1000 mL in 6-8 hours 

Time Start:__________ 
Time End:___________ 
 
Fluid Volume: 
-Water Cup/ Crystal Light (240 mL or 640 mL) 
-Broth (180 mL) 
-Sugar-Free Jell-O (60 mL)  
-Ensure Max Drink (240 cc) 
-Decaf Tea (180 mL) 
 

**34 Medicine Cups of Fluid= 
Challenge Complete! 

            Please take 2-3 sips per medicine cup! 
Total Liquid Tray Volume 
______ + ______=_______         ______ + ______=_______
______ + ______=_______         ______ + ______=_______
______ + ______=_______         ______ + ______=_______
 
Total Medicine Cup Volume  
1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19
20 21 22 23 24 25 26 27 28 29 30 31 32 33 34

 

 

What is the Bariatric Patient Progress 
Sheet? 
The Bariatric Patient Progress sheet 
outlines what you need to do before 
you can go home after your surgery 
It is a tool to help you plan your 
hospital stay with your nurses 
On the day after surgery, you will need 
to  

Walk once per hour 
Drink 1 liter of fluid in 8 hours 
Not have uncontrolled pain or 
nausea 

 
Tasks 
You should  
Discuss your goals and wishes with 
each of your nurses when they 
introduce themselves at the beginning 
of their shift  
Complete the Bariatric Patient 
Progress Sheet 
 
Your nurse will 
Bring you a copy of the Bariatric 
Patient Progress Sheet when you 
arrive to 5 Weinberg 
Date and time the Bariatric Patient 
Progress Sheet indicating when he or 
she discussed your goals with you 
Keep the Bariatric Patient Progress 
Sheet when you go home 
 
 
This is the front side of the Bariatric 
Patient Progress Sheet 
 
To repeat, after surgery and before 
you go home, you will need to 
• Walk once an hour 



• Drink 1000 mL of fluid in 8 hours – 
this is called “the fluid challenge” 

• To make this easier, we 
recommend using a pill cup 
to sip your fluid. You will 
need to fill the pill cup 34 
times.   

 
 

Slide 2 Bariatric Patient Progress Sheet

Pain 
On a scale from 0-10, with 0 representing no 
pain, I want my pain score to be less than 
_______. (RN initials: ______, ______, ______) 

hen you feel more pain than you can 
tolerate: 

1) Write down the time and your pain score. 
2) Ask your nurse for medication and write 

down when you get it. 
3) One hour after you get medication, 

restart at step 1. 
 

ime Pain Score Got meds at 
  
  
  
  

 

Nausea 
If you feel nauseated:  
1) Write down the time and your nausea 

score. 
2) Ask your nurse for medication and write 

down when you get it.  
3) One hour after you get medication, restart 

at step 1. 
Score: 
           0: No Nausea. No treatment. 
           1: Nausea with movement only.    
           2: Nausea without movement.   
           3: Nausea with retching/vomiting.    
Time Nausea Score Got meds at
   
   
   
   

 

 

 

This is the second side of the Bariatric 
Patient Progress Sheet. A second page 
is available if you need more space. 
 
Please tell us when you need 
medication to reduce nausea and pain 
so you can walk and complete the 
fluid challenge. 
Set the pain score you can tolerate on 
a scale of 0-10. Your nurse will 
acknowledge your goal with the date 
and time it was discussed. Evaluate 
your pain hourly and follow the steps. 
 
We evaluate nausea this way:  
 0: No Nausea. No treatment. 
 1: Nausea with movement only    
 2: Nausea without movement   
 3: Nausea with retching/vomiting. 
Evaluate your nausea hourly. If your 
nausea score is >0, contact your nurse 
for medication.  
 
 
 

 
 
 
 
 



Table 3 
 
Nursing Education Power Point Slides 

Slide 1 

Using Patient Empowerment 
Techniques to Reduce Postoperative 

Nausea and Vomiting (PONV) in 
Bariatric Surgery Patients

 

 

Slide 2 
Objectives

By the end of the presentation, viewers will be able to 
• Describe the concept of collaborative goal-setting
• Describe the components of the Bariatric Patient Progress Sheet as 

well as nursing and patient tasks
• Correctly identify where to acknowledge patients’ pain goal 
• Describe collection procedures for Bariatric Patient Progress Sheet

 

 

Slide 3 
Patient Empowerment and Collaborative 

Goal-Setting
• Collaborative goal-setting between patients and bedside nursing staff

• Empowers patients to participate in their hospital course
• Clarifies expectations
• Promotes planning
• With additional patient counseling and coaching, produced a statistically 

significant reduction in postoperative length of stay in surgical patients in 
three studies (Forsmo et al., 2018; Jalilvand et al., 2016; Lee et al., 2018)

• Is facilitated by the use of paper-based goal-setting tools; examples from the 
literature include diaries, daily checklists, goal management sheets, and 
hospital activity records (Forsmo et al., 2018; Jalilvand et al., 2016; Lee et al., 2018)

 

Other outcomes were considered than 
postoperative length of stay and 
varied across studies. The goal of the 
DNP project is to reduce postoperative 
nausea and vomiting that contributes 
to prolonged length of stay. 
Postoperative nausea and vomiting 
was considered in one of three 
studies; in that study, there was a 
statistically significant reduction in 
postoperative nausea and vomiting 
with the patient empowerment 
intervention. 
 



 

Slide 4 
Tasks

Laparoscopic bariatric surgery 
patients will 
• Be taught about the Bariatric Patient 

Progress Sheet (BPPS) in their 
preoperative education session

• Complete the BPPS during their 
postoperative hospitalization

Nurses will
• Bring a copy of the BPPS to patients 

upon their arrival to 5 Weinburg
• At the beginning of each shift, 

establish a collaborative plan with 
patients to complete the tasks of the 
BPPS

• As documentation of this discussion, 
write the date and time the 
discussion occurred under the 
patients’ pain goal

• On patient discharge, place BPPS in 
collection box  

 

 

Slide 5 

 

The major components of the BPPS 
are unchanged from current practice 
and include: the patient activity 
flowsheet; the fluid challenge 
flowsheet; and the pain and nausea 
flowsheets. 
 
The pain and nausea flowsheets have 
been modified to permit better 
patient self-management. 
 
 



Slide 6 

 

The BPPS is intended to facilitate a 
conversation that aligns nursing goals 
with patient goals for the shift. Space 
is permitted for patient pain goal-
setting. The nausea goal is no nausea. 
 
The BPPS facilitates communication of 
when patients will complete their 
walks and the fluid challenge in 
conjunction with the timing of their 
pain and nausea medication. 
 
While the substance of this 
conversation is between the nurse and 
patient, nurses will document that the 
conversation occurred by dating and 
timing in the designated space on the 
BPPS. Date and time are used to 
protect your privacy. Patients should 
not write their name on the BPPS. An 
extra page is available for additional 
documentation. 
 
Please tell us when you need 
medication to reduce nausea and pain 
so you can walk and complete the 
fluid challenge. 
Set the pain score you can tolerate on 
a scale of 0-10. Your nurse will 
acknowledge your goal with her 
initials. 
Evaluate your pain hourly and follow 
the steps. 
 
We evaluate nausea this way:  
 0: No Nausea. No treatment. 
 1: Nausea with movement only    
 2: Nausea without movement   
 3: Nausea with retching/vomiting. 
Evaluate your nausea hourly. If your 
nausea score is >0, contact your nurse 
for medication.  
 
 



 

Slide 7 

Questions?

 

 

Slide 8 
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Figure 7 
 
Written Nursing Reminder for Unit Posting 

 


