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• Enhanced recovery after surgery is a multimodal programme of

multidisciplinary care designed to minimise post-operative organ

dysfunction and return the patient to normality as soon as possible

• Evidence-based interventions

• Continuous audit

What is ERAS?



• Reduced post op complications (Lassen et al 2009, Ljungqvist 2015)

• Reduced variation in clinical practice (Ahmed 2011, Ljungqvist 2017)

• Patient empowerment (Taylor & Burch 2011)

• Patient satisfaction (Jones et al 2014, Vandrevala 2016)

• Reduced LOS (Kehlet 2007, Fearon et al 2005, Lassen et al 2009)

• Reduced readmissions (Fearon et al 2005, Lassen et al 2009, Gustaffsson 2013)

• Cost saving (Stone et al 2016, Nelson et al 2016, Modesitt et al 2016)

• Efficiency gain (Nelson 2016)

• Application of evidence-based care (Ljungqvist 2017)



• Benefits for patients

• Clarity of information and what to expect

• Benefits for staff 

• Reduction in variation

• Benefits for service and organisation

• Best use of available resources

• Predictability

Qualitative and quantitative benefits of ERAS







‘Early mobilisation was enforced…’ 

‘…an early aggressive perioperative 
stress-reducing effort is worth while’



Kehlet H. Multimodal approach to control postoperative pathophysiology and rehabilitation. Br J Anaesth. 
1997 May;78(5):606-17. doi: 10.1093/bja/78.5.606. PMID: 9175983.



Kehlet (1999) BJS, 86. 227-230 

Conclusion:

Postoperative recovery after open colonic surgery may be accelerated by effective pain relief
integrated into an accelerated rehabilitation programme.



1997

2005

2020



• Preoperative preparation and optimisation

• Attenuation of stress response

• Multi-modal/ opioid sparing analgesia

• Early nutrition/ return of gut function

• Early mobilisation 

Fundamental elements of ERAS 



• Preoperative preparation and optimisation

• Attenuation of stress response

• Multi-modal/ opioid sparing analgesia

• Early nutrition/ return of gut function

• Early mobilisation 

Fundamental elements of ERAS 
PLUS:

• Multi-disciplinary team working

• Evidence-based practice

• Reduce clinical variation

• Patient partnership

• Audit

• Quality Improvement

• Research











Attenuation of stress response

• Anaesthetic agents

• Analgesics and other medication

• Regional anaesthesia

• Surgical techniques – robotic/ laparoscopic

• Glucocorticoids (??)

• Nutrition and fluid management

Opioid sparing

Ramirez, M.F. and Cata, J.P. (2021) ‘Anesthesia Techniques and Long-Term 
Oncological Outcomes



Opioid sparing/ multi-modal analgesia

• α-2 adrenoreceptor agonist e.g. clonidine, ketamine

• Gabapentinoids

• Lidocaine infusion

• Regional anaesthesia and analgesia e.g. Rectus Sheath/ 

TAP blocks

• Neuraxial anaesthesia and analgesia e.g. epidural/ spinal

• Paracetamol

• NSAID’s



Minimally invasive surgery







https://www.nice.org.uk/guidance/ng180/chapter/recommendations-for-research#preoperative-carbohydrate-drinks



Adults

Preoperative fasting in adults undergoing
elective surgery – ‘the 2 and 6 rule’:

✦ ‘2’ - Intake of water up to two hours before induction of anaesthesia.

✦ ‘6’ - A minimum preoperative fasting time of six hours for food (solids, milk and milk-containing drinks)

✦ The anaesthetic team should consider further interventions for patients at higher risk of regurgitation and 
aspiration.

Postoperative resumption of oral intake in healthy adults

✦ Patients should be encouraged to drink when ready, providing there are no  contraindications.



https://twitter.com/siptilsend?lang=en



• Why is postoperative nutrition important?

▪ Decreases postoperative infectious morbidity
▪ Decreases postoperative hospital stay

• Why would we not feed patients post op?

▪ Fear of anastomotic dehiscence 
▪ Postoperative gut paralysis
▪ Postoperative anorexia

Lewis BMJ 2006; Hackett Br J Surg 1979





Early mobilisation – why? 

• Reduce pulmonary complications 

• Complications of prolonged bed rest

• Mobilising on day 1-3 post op increases chance of successful ERAS pathway

• Failure to mobilise = deviation from pathway and increased length of stay. 

• EVIDENCE – little for benefits for post op mobility but high levels for impact of immobility. 

Guidelines for Perioperative Care in Elective Colonic Surgery: Enhanced Recovery After Surgery (ERAS®) Society 
Recommendations. 2013. World Journal of Surgery. 37 (2), pp 259-284

https://endpjparalysis.org/

https://endpjparalysis.org/


▪ Preadmission counselling 

▪ Less pain

• Transverse or small incisions

• Multi-modal analgesia

▪ Avoid sedation

• Avoiding opioids

• Avoiding fluid overloading

▪ Avoidance or early removal of IV

fluids, urinary catheters and 

drains

▪ Nutrition

• Maintaining muscle mass





So, what’s happening with ERAS worldwide? 

It’s been over 25 years – surely ERAS is common-place   
(……isn’t it?)



2005



https://www.wsj.com/articles/patients-bounce-back-faster-from-surgery-with-hospitals-new-protocol-1427739292

2015

https://www.wsj.com/articles/patients-bounce-back-faster-from-surgery-with-hospitals-new-protocol-1427739292


2018

https://www.anesthesiafacts.com/wp-content/uploads/2020/04/infogr-aana-enhanced-recovery.pdf



https://www.novanthealth.org/healthy-headlines/how-eras-is-changing-surgery-for-the-better

2019

https://www.novanthealth.org/healthy-headlines/how-eras-is-changing-surgery-for-the-better


Publications

20202012



‘Implementing an enhanced recovery pathway may require changes to
surgical technique with a focus on minimally invasive surgery, anaesthetic
technique, pain management, nutrition and fluid management and
mobilisation. Central to the enhanced recovery concept is involvement of the
patient as a partner in their care.’

‘Reviewing the national Hospital Episode Statistics data (HES) there was
considerable variation in length of stay (largely unrelated to volume) which led
to the assumption that there was wide variation in clinical practice and clinical
systems design and delivery and significant opportunity for improvement.’

‘The implementation of an enhanced recovery pathway requires changes to
clinical interventions and supporting clinical systems. The process of change
is multifaceted and iterative. Sustainability means moving beyond an
implementation project to embed enhanced recovery as the standard model
of care. This requires standardisation and consistent delivery by an integrated
and stable multidisciplinary team, which includes primary care. Throughout
the two-year programme work has been ongoing to understand the critical
success factors for spread, adoption and sustainability of enhanced recovery’

https://www.gov.uk/government/publications/enhanced-recovery-partnership-programme

UK 2009 - 2011 



Length of stay: 

• >90% compliance = 6 days 

• <50% compliance = 8 days

Major complications: 

• >90% compliance 9.3%

• 75-90% compliance 11.6%

• <50% compliance 13.1%



‘Implementation of a national standardised pathway of
care and focusing on adherence to the postoperative
bundle has significantly reduced the time spent in hospital
across NHS Scotland with no detrimental effect on
complications’

‘As adherence to the post-operative bundle improved from
0 to 4 elements by the first day post-surgery, the median
length of stay fell from 8 days to 4 days (p0.05). Overall
adherence with the bundle has risen from 38% to 75%
across the two year period.’

Scotland 2016 - current 



• Alberta, Canada, 2016

• ERAS Society Implementation 

• 2 hospitals >>> wider roll-out

• Colorectal surgery

➢ Reduced LOS: 6 days to 4.5 days

➢ 11% reduction in complications

➢ 8% reduction in readmissions

➢ Cost savings $2800-$5900 CAD per patient



4
1

ERAS®Society 2010
A few leading academic centers form the Society

More than one Implementation program

ERAS Center in place

ERAS center discussions

Implementation program running/announced

ERAS center in training



ERAS® Society 2020
100+ units in 20+ countries

42

More than one Implementation program

Implementation program running/announced

ERAS Center in place

ERAS center in training

ERAS center discussions
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//upload.wikimedia.org/wikipedia/commons/c/c6/Scheme_hysterectomy-en.svg


Problem of the Month Series is facilitated by the ERAS® USA Nurses
Committee and the ERAS® USA APP Committee and geared towards
nurses and APPs interested in or involved in ERAS practice



The ERAS® Implementation Program (EIP) is based on

a validated change process methodology. It is the

initial training program based on client’s self

assessment and patient data regarding current

practice, which is used as a base-line for change. The

EIP is structured around multiple seminars and work

at home periods, guided and followed up by an

ERAS® Coach. It involves multi-disciplinary teams in

order to secure compliance throughout the value

chain, and the local coordinator drives process.

ERAS® Society Guidelines





……an enhanced recovery program may result in a reduction in
perioperative complications and a shorter length of hospital
stay, as well as some potential improvements in quality of life.

….substantial evidence to make a recommendation and felt that
implementing enhanced recovery programmes will lead to
future savings for the NHS.

…..the usefulness of ERPs for adults having major surgery by
reducing the length of stay in hospital, postoperative pain scores
and lowering risk of postoperative complications is significant.

https://www.nice.org.uk/guidance/ng180/chapter/Recommendations#enhanced-recovery-programmes



• Disappointingly, ERAS is still not the default position in many of our healthcare systems so we
need to consider better implementation strategies in order to implement and sustain ERAS as the
‘normal’ surgical pathway as opposed to an ‘enhanced’ surgical pathway.

• Surgical dogma and traditional care is still practiced in our organisations and nursing care is no
exception to these so-called dogmas.

• If nurses are to be given more clinical autonomy to deliver evidence-based healthcare (including
ERAS), they need strong clinical leadership to encourage and support them to make informed
clinical decisions with each and every patient. There needs to be a recognition that the role of the
surgical nurse has changed.

Reality Check:



https://tenor.com/view/i-thought-this-was-a-good-idea-david-david-rose-dan-levy-schitts-creek-gif-20775514

So….. what’s 
the problem?

Why is ERAS not 
standard care?







Kehlet (2008) thelancet Vol 371 March 8, 2008 

• Lack of multidisciplinary collaboration

• Lack of data

• Lack of belief 

• External barriers including insufficient support & education for staff 



JAMA Surgery 2017 Vol. 152. No. 3

Barriers include:

• Unwillingness to change

• Poor communication, collaboration & coordination between MDT and other 

departments

Recommendations:

• Formation of multidisciplinary ERAS teams

• Improved communication & collaboration

• Support by hospital management

• Standardisation of care

• Audit



Annals of Surgery Volume 267, Number 6, June 2018

Ongoing barriers to successful adoption of evidence-based surgical care include:

• Lack of knowledge

• Lack of acceptance

• Lack of ability or desire to change

• Lack of clinical leadership



Anaesthesia 2020, 75 (Suppl. 1), e54–e61

‘Since ERAS involves multidisciplinary collaboration, a
multitude of factors may contribute to a delay in
implementation due to an inherent risk of interdisciplinary
disagreement’

‘ERAS is a dynamic process based upon new
developments in our understanding of the
pathophysiology of perioperative recovery’



World J Surg. 2014 Jun;38(6):1374-80

Common barriers to ERAS implementation:

1. patient-related factors

2. staff-related factors

3. practice-related issues

4. health system resources

‘Subsequent to qualitative research, quantitative studies are now

required to further characterize barriers to implementation of ERAS

programs and develop strategies to minimize these.’



Balfour A (2019) Understanding the benefits and implications of Enhanced Recovery After Surgery Nursing Standard



Pearsall et al. (2018) The Surgical clinics of North America, 98(6), pp. 1201–1210. doi:10.1016/j.suc.2018.07.007.

Possible Barriers:

• Characteristics of the intervention - complexity

• Inner settings – institutional barriers/ resources

• Outer settings – patient factors

• Characteristics of individuals – reluctance to change

• Implementation process – buy-in and support

Possible Solutions:

• Engagement of key stakeholders

• Local champions & KOL

• Multidisciplinary teamwork

• Regular meetings

• Patient education 

• Staff education

• Standardisation of documentation

• Audit & feedback



Healthcare challenges 

• Growing and aging population

• Pressure for better results

• Diminishing funding

Better care for less cost and faster



Healthcare challenges 

• Growing and aging population

• Pressure for better results

• Diminishing funding

Better care for less cost and faster

• Better care

• Cost savings

• Implement in 8-10 months

+ ERAS







• Different components of the pathway need to talk to each other i.e. no longer working in silos

• All members of the MDT need to feel confident to progress the patient along the ERAS pathway

• Ongoing commitment to education for clinical staff (and patients)

• ERAS can only happen when protocols are simple, clear, written down and apply to the majority of 
patients

• Leadership and senior buy-in is key to a successful ERAS programme

……sounds simple enough!!

Making ERAS the normal surgical pathway for all patients 



The Surgeon The Anaesthetist The AHP’s

The Patient The Nurse The Manager

…….and the rest!!





Patient engagement throughout entire ERAS pathway



Patient engagement throughout entire ERAS pathway



People don’t resist change. 
They resist being changed

- Peter Senge



https://www.probuilder.com/blog/part-1-basics-process-improvement

https://www.ihi.org/resources/Pages/HowtoImprove/ScienceofImprovementHowtoImprove.aspx



Has ERAS changed the role of the Nurse?





• Fatigued patients

• Opioids leading to gut dysfunction

• Unable to mobilise

• Unable to eat and drink

• IVI and catheter stay in longer

• Delayed discharge

• Delayed stoma education 

• Increased LOS

• Increased complications

• Evidence-based care not utilised and traditional surgical care prevails!





• Independent patients

• Dynamic mobilisation 

• Criteria-led discharge

• Effective follow-up

• Reduced LOS

• Reduced complications

• Better patient experience



• Increase in documentation and charting

• Increase in preoperative education

• Increase risk of falls with early mobilisation 

• “Mobilisation is the role of the physiotherapist”

• Early feeding will lead to more incidence of PONV

• Increase in audit and research (….not popular with most nurses)

ALSO:

Patient flow will be altered and patients will be discharged quicker and new patients admitted sooner.

Anecdotally - this translates to more workload for the nurse as they will have a quicker turnover of patients.

Common concerns and criticisms by nurses:



The overall feeling from some nurses when asked is that ERAS increases certain aspects of workload - where
patients were once NBM and bedridden, they are now up and mobile and requiring diet to be provided to them.
Nurses are still concerned about increased risks of falls/ Ileus/ N&V and aspiration etc.

“Patients are far too ill to 
get up – we’re being cruel”

“They’ve just had surgery”

“I’ll see how the 
patient is later before I 
get him up”

“ERAS is not person-centred 
care”

“…just ticking 
boxes!!”

“I need to assess how the 
patient is on their feet 
before removing the 
catheter” “We’re just trying to 

kick people out of 
hospital” “I enjoy giving patient’s 

a bed-bath”

Common concerns and criticisms by nurses:

“We can’t send patients 
home at the weekend”



‘I think a lot of the negativity was the fact that we didn’t
know any better and I think again it’s historical we’ve
done it like this for so many years.’

‘Its confidence in yourself, if there is a doctor you always feel
the need to say well can I do this and can I do that?’

‘I think people’s attitudes need to change … I don’t think
people necessarily believe in it and I don’t think that helps the
programme to be successful because if people don’t believe in
it then they are not going to promote it’

‘Maybe it takes somebody from up above to say let’s do this
because I feel that I’m just a little staff nurse [who] doesn’t
really have much power.’

JEFF, A. and C. TAYLOR (2014)

Nursing perceptions of ERAS



Summary:

• Nurses hold the key to overcome ERAS implementation barriers and compliance to ERAS
processes.

• The successful implementation of ERAS relies heavily on the daily patient care that nursing
staff leads throughout the continuum of care

• Nursing plays an indispensable role in the adoption, dissemination, and sustainment of an
ERAS clinical pathway and an ERAS program within a health care organization or culture.

Recommendations:

Dedicated efforts must be taken by clinical and administrative health care leaders to secure the
appropriate support in overcoming the barriers and effectively adopt ERAS throughout the
perioperative pathway

Brown.D Surgical Clinics of North America 2018



Summary:

• ERAS® may be an opportunity for nurses to play a more influential role in the

surgical path

• Integration of the ERAS® program is an opportunity to highlight the impact of

nurses’ performance on the quality of perioperative care, as well as their

direct influence on the surgical outcomes of their clients.

Mendes, D. Rev Bras Enferm 2018



• High turnover of leadership 

• High turnover of nurses

• Nursing recruitment

• Capacity and demand

• Lack of consistent nurse educators

• Clinical variation between clinicians

We are all expected to do more with less at a higher quality that is safe, 
evidence-based and person-centred!!

Existing problems in nursing



•Nurses are given an evidence based 
pathway

• Succinct daily goals are in place for 
each patient

•Nurses should be able to progress 
patients through the ERAS pathway 
autonomously UNLESS the surgeon has 
documented contrary instructions

So…why don’t nurses always adhere to the 
ERAS pathway and protocols? 



Concern for patient safety - risk averse   



….the surgeon’s reaction on the morning rounds!!

Or perhaps nurses are concerned about…..



‘This article highlights that improvements to nursing-related ERAS care components are possible,
and that there are exciting opportunities for developing new roles for nurses within future ERAS
pathways. What is clear is that as the process of developing and improving ERAS continues, nurses
will need to take a major role in the preoperative clinic, in the early postoperative phase and in the
follow-up, post-discharge period where the real benefits of ERAS need to be further documented. To
do this, future nursing research in these areas and the subsequent dissemination of practice
development must be encouraged and championed.’

Wainwright et al (2022) British journal of nursing. 31(12), pp. 656–659. doi:10.12968/bjon.2022.31.12.656.





What do patients want?

• Safety – good quality surgery and straight-forward, uneventful recovery

• Curative – that the operation is successful (e.g. Cancer removal)

• Dignity and respect

• Good communication – medical and nursing staff being transparent & consistent

• Person-centred individualised care

• To feel listened to

PATIENTS OFTEN EXPERIENCE A LOSS OF CONTROL SO CAN FEEL VULNERABLE



What do patients need – reassurance

How will I get up 
the stairs?

What can I do 
when I get 

home?

What if I feel 
unwell……??



What do patients need – information & guidance



• A commitment to prepare for surgery – exercise/ diet/ smoking cessation

• To comply with fasting  guidelines & CHO loading

• To be aware of the key elements of the ERAS pathway

✓ Early mobilisation

✓ Early resumption of diet

✓ Pain management

✓ Discharge expectations

• To actively participate – complete diary and follow ERAS recommendations

But what does ERAS need from patients?



Gillis C, et al. BMJ Open 2017



Gillis C, et al. BMJ Open 2017



Gillis C, et al. BMJ Open 2017



Gillis C, et al. BMJ Open 2017



‘The message that patients bring to ERAS is: if you
tell us why, help us understand what we need to
do, we will be happy to do all we can. The findings
suggest that patients’ perception that they play a
major role within a collaborative ERAS team will
improve patient experience and facilitate earlier
recovery through a greater understanding and
willingness to adhere to the ERAS in-hospital
protocols, and through confidence in continuing
their recovery after discharge.’

Gillis C, et al. BMJ Open 2017



“I think the nature of ERAS…and it is a care pathway, there are boxes to tick, that’s how the documentation
goes but I think being aware of each patient, so perhaps, getting up and mobilising was obviously important
but thinking about maybe we’re asking too much of people as well - you’re exhausted, you feel sore, the
fatigue is indescribable.

“The recovery was amazing – you know, so much was right so when it’s wrong, it really stands out. And all
these wonderful people prepped me for it, everybody’s very sympathetic, this particularly nice lady drags
you out of bed and runs you up and down the corridor about 46 times for no apparent reason as far as I
was concerned but I could do with the exercise”

“….any element of normality that was added in as I went through my stay in hospital always felt
good. I think any patient would probably feel that way. Putting on your own clothes, being able to
get up and walk to the toilet on your own…. all these things are hugely important to how you feel
and then you’re not the vulnerable person that’s getting stuff done to them”



Set individualised mobility targets

Dedicated mobility areas



Dedicated dining areas

24/7 access to food and nourishing drinks



• ERAS implementation requires multi-disciplinary team work and buy-in by all stakeholders (including the

patients)

• Barriers to implementation are usually around a lack of MDT working, poor communication and buy-in and

an unwillingness to change practice

• Data and continuous audit is essential to demonstrate improvements such as a reduced LOS whilst avoiding

unwanted consequences such as an increase in readmissions. QI methodology should be deployed

• Education is essential for all team members, particularly nursing staff. More nurse education is required to

dispel the ongoing myths and ‘dogmas’ that surround ERAS and perioperative care

• Nurses are essential for ERAS to be successful no matter what part of the pathway i.e. pre-op, intra-op or

post-op patient interaction.

Conclusion:



• Appropriate resource and buy-in should be provided to allow nurses to adhere to the ERAS pathway and

guideline

• Collaborative decision making & collaborative behavioural change discussions should be undertaken prior to

surgery i.e. Prehabilitation

• Patients should be encouraged (when appropriate) to manage elements of their own recovery. Therefore

the role of the patient needs to change as well as the role of the nurse.

• Change management processes and QI teams should be deployed so there is an ownership for the whole

team. Improvements can be celebrated and areas that require additional focus can be highlighted

• More research is needed to examine the realities around ERAS and the impact it has on nursing workload

and other nursing aspects of 21st century surgical recovery

Conclusion:



• ERAS has been implemented around the world in many specialties

• Numerous evidence-based protocols and guidelines have been published

• The evidence base is growing all the time

• ERAS is improving patient care and reducing complications, length of hospital stay and saving money every

day around the world

• ERAS has allowed the application of QI methodology into surgical care - ‘The Aggregation of Marginal Gains’

• ERAS has allowed multi-disciplinary teams to work better together

• ERAS has been adopted by governments and multiple leading institutions all around the world

Some final thoughts from me….
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