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LAYOUT

Introduction.

What is enhanced recovery after

surgery (ERAS).

Principles of ERAS.

Examples of successes of ERAS.

How to implement ERAS.

Take home message.



COMMON CHALLENGES

Escalating health care costs.

Shortage of beds especially ICU.

Waiting time for operation.

Pressure from medical schemes to 

discharge patients early.

Rising levels of litigation.



ATTEMPTS TO ADDRESS THE CHALLENGES

 Day/ambulatory procedures.

 Modification of anaesthetic approach.

 Sub-specialization leading to high volume units.

 Minimal access surgery. 



WEAKNESSES

 Fragmented attempts: anaesthetists, surgeons,
nurses and physiotherapists.

 Often generic and limited to minor procedures.

 Superiority of MAS is sometimes exaggerated
despite similar neuro-hormonal responses after
some open procedures.

 And, in certain cases similar magnitude of stress
and therefore inflammatory response (open
versus laparoscopic cholecystectomy, groin hernia
repair, appendicectomy, colectomy, etc.).

 Purported advantages of MAS due to
maintenance of rigid surgical culture after open
surgery.



AMAZING: LESS THAN 24 HOUR POST-

OPERATIVE STAY

 Bariatric  procedure.

 Hip replacement.

 Cholecystectomy.

 Adrenelectomy.

 Groin hernia repair.

 Parathyroidectomy.

 Thyroidectomy.
• Kehlet and Wilmore, 2008. Annals of Surgery; 248 (2) 



NO COLLATERAL DAMAGE

Increased analgesic cost.

Increased morbidity.

Increased mortality.

Increased costs.

Increased re-admission rate.

Delayed return to work.



THE ANSWER

Enhanced recovery after surgery

(ERAS)/Fast track surgery (FTS)



WHAT IS ERAS?

 Multidisciplinary.

 Multimodal.

 Procedure specific.

 Deliberate peri-operative preparation.

 Aim: to expedite normal post operative recovery.



MULTIMODAL STRATEGIES TO ENHANCE

RECOVERY AFTER SURGERY

 Practiced since the 1990s and popularized in the

21st century by Henrik Kehlet for non-cardiac

elective surgery.

 Summative practices aimed at reducing

stress and therefore SIRS associated with

elective operations to enable:

 Less pain.

 Early post operative recovery.

 Reduction of morbidity and mortality.

 Shortened hospital stay and early return to normal activities.

 Without associated increase in re-admission

rate.



THE ROLE PLAYERS

 Patients.

 Anaesthetists.

 Surgeons.

 Trained/dedicated nurses.

 Physiotherapists.

 Hospital managers and administrators.



THE ANAESTHETIST’S ROLE

A perioperative care physician (White et

al, 2007. Anesthesia and Analgesia

104: 1380-1396) who decides.

 Preoperative medication.

 Choice of anaesthetic drugs.

 Prophylactic drugs (e.g. post operative nausea).

 Adjuvant drugs to enhance recovery.

 Post operative pain, nausea and vomiting management.



THE SURGEON’S ROLE

 To become a team player.

 Selection of appropriate patients.

 Selection of appropriate surgical option.

 Selection of appropriate incision.

 Adjust care according to available scientific

evidence.



THREE PHASES

Pre-operative.

 Intra-operative.

Post-operative.



Dorcaratto et al, 2013. Digestive Surgery 30: 70-78



 An ERAS patient will refuse to go to ICU and ask 

to go home immediately following an operation.



Kehlet et al, 2002. The American Journal of Surgery 183: 

630-641





Kehlet et al, 2002. The American Journal of Surgery 

183: 630-641



SUGGESTION ON INITIATION AND

IMPLEMENTATION OF ERAS PROGRAM

 Develop interest.

 Information 

gathering.

 Organize a team.

 Training.

 Writing of specific 

protocols and care 

pathways/plans.

 Initiate procedure 
specific program.

 Patient evaluation, 
optimization and 
education. 

 Stress reducing peri-
operative care.

 Nutrition, physiotherapy, 
etc.

 Discharge (instruction) 
and follow-up.

 Evaluation of the program. 

Planning Implementation

Kehlet et al,2008.  Annals of Surgery 248: 189-198



SUMMARY

 ERAS is feasible.

 Please lets embrace ERAS.

 Lots of MMeds could be based on randomized

trials on ERAS.
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