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Editorial
Enhanced recovery after surgery (ERAS) nursing programme
In spite of continuous advances in anaesthesia, surgery and periop-
erative care, major surgery is still associated with undesirable sequel
such as pain, cardiopulmonary, infective and thromboembolic compli-
cations, cerebral dysfunction, nausea and gastrointestinal paralysis, fa-
tigue, and prolonged convalescence.1 Enhanced Recovery After Surgery
(ERAS) was initiated by Professor Henrik Kehlet in the 1990s,1 and
enhanced recovery programmes (ERPs) have become an important focus
of perioperative management for most major surgeries. These care
pathways are integrated as the patient moves from home through
the pre-hospital/pre-admission, pre-operative, intraoperative, and
post-operative phases of surgery and home again. ERAS represents a
model of perioperative care in by re-examining traditional practices and
replacing them with evidence-based good practices when necessary. It
also covers each phase of the patient's journey through the surgical
process. These programmes attempt to modify the physiological and
psychological responses to major surgery,2 and have been shown to lead
to a reduction in complications and hospital stay, improvements in
cardiopulmonary function, earlier return of bowel function, and earlier
resumption of normal activities.3,4 The key principles of the ERAS
protocol include pre-operative counselling, pre-operative nutrition,
avoidance of peri-operative fasting, and carbohydrate loading up to 2 h
pre-operatively, standardised anaesthetic and analgesic regimens
(epidural and non-opioid analgesia) and early mobilisation.5

One of the most important aspects is the ERAS team.6 It is an inter-
disciplinary team and refers to a group of healthcare professionals from
diverse fields who work together in a cohesive and collaborative fashion
with trust to share expertise, knowledge, and skills to engage and opti-
mise the patient across the entire pathway.7,8 This includes
pre-admission staff, dieticians, nurses, physiotherapists, social workers,
occupational therapists, and doctors. All team members must be familiar
with ERAS principles and be motivated to carry out the programme; they
must be able to overcome traditional concepts, teaching, and attitudes
towards perioperative care.6 For implementation to be successful, nurses
were found to be key and play a central part of the team taking care of
surgical patients by providing education, peri-operative care, and
post-operative evaluation, as well as cost containment.9 They are at the
forefront of daily patient care and have therefore a major impact on
securing the adherence to ERAS pathway elements. Nursing within ERAS
care implies a shift from traditional nursing to additional important tasks,
including dedicated information (setting expectations), coaching of pa-
tients, and control, monitoring, and documentation of the recovery
process.10 Systematic implementation of ERAS was associated with
decreased nursing workload and higher compliance was associated with
lower work burden for the nurses.11
https://doi.org/10.1016/j.apjon.2022.02.003
Received 1 February 2022; Accepted 7 February 2022
2347-5625/© 2022 The Author. Published by Elsevier Inc. on behalf of Asian Oncolog
(http://creativecommons.org/licenses/by-nc-nd/4.0/).
Nursing considerations for using ERAS (Fig. 1)

Pre-admission phase

Information, education, and counselling help to set expectations
about surgery and also about care plan in post op period. It also will help
to reduce anxiety and increase patient satisfaction, which may improve
fatigue and facilitate early discharge.12,13 Barriers like patients language,
cultural and religious beliefs, health literacy, and nursing professionals
attitudes, biases, behaviours, communication skills, and competencies
may impact understanding of ERAS process and can make ERAS imple-
mentation challenging.

Ideally, the patient/family should meet with all members of the team
including the surgeon, anaesthetist, dietician, and nurse. Studies have
shown that patients prefer to be well informed, and support from a nurse
at the time of diagnosis can reduce stress levels for up to six months14

However, to be effective in this area nurses should be skilled and willing
to assess the individual's need for help with information, and managing
their worry.14 Counselling helps to minimise anxiety by educating pa-
tients on what to expect post-surgery, pain management, post-operative
phase are (deep breathing exercise, wound care), and addressing body
image disturbance if any. Patients are also most successful when they are
able to actively engage in lifestyle activities such as exercise to lose
weight or stop smoking more than two weeks prior to surgery.15

Prehabilitation of patients with comorbidities is vital. The term
‘prehabilitation’ has been used to describe the process of optimising
functional and nutritional capacity and preparing the patient to better
cope with the stress of surgery.16 Inadequate nutrition, particularly for
cancer patients undergoing surgery, is an independent risk factor for
complications, increased hospital stay and costs.17 Therefore assess-
ment and treatment of poor nutrition is an essential constituent of
ERAS protocols. In terms of defining the problem, the European So-
ciety of Parenteral and Enteral Nutrition (ESPEN) defines “severe”
nutritional risk as one or more of the following: weight loss > 10%–

15% in six months, body mass index < 18.5 kg/m2 or a serum albumin
of < 30 g/L.5

Pre-operative phase

Several randomised controlled trials (RCTs) have reported that clear
fluids can be safely given up to 2 h, and a light meal up to 6 h, before
elective procedures requiring general anaesthesia, in children and adults.18

Oral fluids including oral carbohydrates may not be administered safely in
patients with documented delayed gastric emptying or gastrointestinal
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Fig. 1. ERAS nursing program.
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motility disorders as well as in patients undergoing emergency surgery.19

Decision on use of antihypertensive/hypoglycaemic agent need to be dis-
cussed. The ERAS programme needs to be discussed with patient/family
and realistic goals need to be established for pain, nutrition, mobilisation,
and length of stay (LOS).

Post-operative phase

Review findings highlights that ERAS protocols of post-operative care
are beneficial for patients undergoing surgery.20 Nurses must note that
several perioperative risk factors may contribute to post-operative
morbidity. Risk factors include co-morbidities (diabetes, hypertension,
chronic obstructive pulmonary disease immunosuppression, malnutri-
tion), pain, nausea/vomiting, immobilisation, drains/naso-gastric
tubes.1

Criteria for assessment, monitoring, and documentation interval
need to be specified. Patient need to be assessed and evaluated for
recovery status and return optimum function, for example: level of
consciousness, ability to mobilise, etc. Patients are encouraged for
early mobilisation and feeding.21 These activities should be supported
by management of pain, preventing/minimising post-operative nau-
sea/vomiting, surgical site care, IV fluids management, and early
removal of IV catheter. Effective post-operative pain relief is a pre-
requisite to attain improved post-operative outcome, and when inte-
grated into an active rehabilitation programme may reduce the
surgical stress response, organ dysfunctions and improve gastrointes-
tinal motility, to allow early oral nutrition and to facilitate early
mobilisation.1 Involvement of family in care helps the family member
to continue care post discharge confidently. Post-operative nausea and
vomiting (PONV) risk assessment score (Table I) will help in man-
agement of PONV.22
Table 1
Post-operative nausea vomiting (PONV) risk assessment score.

Scorea

Female
Non smoker
Previous history of PONV or motion sickness
Post-operative use of opioids
Risk factors present 0 1 2 3 4
Percent risk of PONV 10 21 39 61 78

a Score 1 for present, 0 for absent.

2

Another aspect that nurses need to monitor is for surgical site in-
fections (SSIs). SSIs are associated with increased patient morbidity,
mortality, and healthcare expenditures. SSI reduction bundles have been
demonstrated to decrease the risk of developing a surgical site infection
and bundle elements include antimicrobial prophylaxis, skin preparation,
avoiding hypothermia, avoiding surgical drains, and reducing periopera-
tive hyperglycaemia.19

Discharge phase

Discharge planning begins during pre-operative phase and continues
through discharge and return home. Time to recovery will vary
depending on the type of surgery or symptom being measured.

Assessing patients readiness to discharge is an indispensable element
of discharge planning and includes assessing functional status, re-
emphasising on surgical site care, diet, exercise, lifestyle modifications,
medications, and follow up. It is also essential to provide tailored infor-
mation to meet the needs of the individual patient. A written information
sheet will help in adhering to instructions, symptoms to report, when and
how to obtain urgent care/assistance. Ensuring that patients’ informa-
tional needs have been met before hospital discharge sets the stage for
successful self-management of recovery at home. With improved post-
operative education and closer follow-up, it is estimated that 50% of
hospital readmissions may be preventable.11,23

Conclusions

ERAS is now firmly established as a global surgical quality improve-
ment initiative that results in clinical improvements,24 which in turn also
has an impact on length of stay, and thus cost to patients. ERAS guide-
lines are freely available at ERAS society website and are based on the
highest quality evidence.25 The effective implementation begins with the
formulation of a protocol, carrying out each intervention, and gathering
outcome data. The care of a patient is divided into three phases: before,
during, and after surgery. Each stage needs active participation of few or
all the members of the multi-disciplinary team. It is also the role of this
team to keep abreast with the latest development in fast-track method-
ology and make appropriate changes to policy.21

Trained professional nurses remain indispensable evaluators, imple-
menters, observers, and coordinators at all stages of ERAS programme.26

ERAS nursing pathway can be established across for all major surgeries
incorporating best practices. This requires consistency across the care



Editorial Asia-Pacific Journal of Oncology Nursing 9 (2022) 100041
team, diligence to ensure compliance, and use of an audit tool for quality
improvement.9 Patient reported outcomes, including symptom burden
assessment, can also be tracked to guide individual post-operative care.19

Studies can also aim at improvement of hospitalisation conditions,
reduction of patient stress, safer care, fewer complications, and cost
effectiveness.20

Nursing professionals are well positioned as champion leaders and
members of the patient-centered team for ERAS excellence.
Declaration of competing interest

None declared.
References

1. Kehlet H. Multimodal approach to control postoperative pathophysiology and
rehabilitation. Br J Anaesth. 1997;78(5):606–617.

2. Fearon KC, Ljungqvist O, Von Meyenfeldt M, Revhaug A, Dejong CH, Lassen K, et al.
Enhanced recovery after surgery: a consensus review of clinical care for patients
undergoing colonic resection. Clin Nutr. 2005;24(3):466–477.

3. Lassen K, Soop M, Nygren J, Cox PB, Hendry PO, Spies C, et al. Consensus review of
optimal perioperative care in colorectal surgery: enhanced Recovery after Surgery
(ERAS) Group recommendations. Arch Surg. 2009;144(10):961–969.

4. Eskicioglu C, Forbes SS, Aarts MA, Okrainec A, McLeod RS. Enhanced recovery after
surgery (ERAS) programs for patients having colorectal surgery: a meta-analysis of
randomized trials. J Gastrointest Surg. 2009;13(12):2321–2329.

5. Weimann A, Braga M, Harsanyi L, Laviano A, Ljungqvist O, Soeters P, et al. ESPEN
guidelines on enteral nutrition: surgery including organ transplantation. Clin Nutr.
2006;25(2):224–244.

6. Melnyk M, Casey R G, Black P, Koupparis AJ. Enhanced recovery after surgery
(ERAS) protocols: time to change practice? Canad Urol Asso J ¼ J de l’Asso des Urol du
Canad. 2011;5(5):342–348.

7. Nancarrow SA, Booth A, Ariss S, Smith T, Enderby P, Roots A. Ten principles of good
interdisciplinary team work. Hum Resour Health. 2013;11(1):19.

8. Care P-C. CRNAs and the Interprofessional Team. Park Ridge, IL: American Association
of Nurse Anesthetists; 2012.

9. Brady KM, Keller DS, Delaney CP. Successful implementation of an enhanced re-
covery pathway: the nurse's role. AORN J. 2015;102(5):469–481.

10. Pache B, Addor V, Hübner M. Nursing considerations during patient recovery. In:
Ljungqvist O, Francis NK, Urman RD, eds. Enhanced Recovery after Surgery: A Complete
Guide to Optimizing Outcomes. Cham: Springer International Publishing; 2020:
229–234.

11. Hübner M, Addor V, Slieker J, Griesser A-C, Lecureux E, Blanc C, et al. The impact of
an enhanced recovery pathway on nursing workload: a retrospective cohort study. Int
J Surg. 2015;24:45–50.
3

12. Powell R, Scott NW, Manyande A, Bruce J, Vogele C, Byrne-Davis LMT, et al. Psy-
chological preparation and postoperative outcomes for adults undergoing surgery
under general anaesthesia. Cochrane Database Syst Rev. 2016;(5).

13. Waller A, Forshaw K, Bryant J, Carey M, Boyes A, Sanson-Fisher R. Preparatory
education for cancer patients undergoing surgery: a systematic review of volume and
quality of research output over time. Patient Educ Counsel. 2015;98(12):1540–1549.

14. Booth K, Beaver K, Kitchener H, O’Neill J, Farrell C. Women’s experiences of in-
formation, psychological distress and worry after treatment for gynaecological can-
cer. Patient Educ Counsel. 2005;56(2):225–232.

15. Lyon A, Solomon MJ, Harrison JD. A qualitative study assessing the barriers to
implementation of enhanced recovery after surgery. World J Surg. 2014;38(6):
1374–1380.

16. Leissner KB, Shanahan JL, Bekker PL, Amirfarzan H. Enhanced recovery after surgery
in laparoscopic surgery. J Laparoendosc Adv Surg Tech. 2017;27(9):883–891.

17. Correia MI, Caiaffa WT, da Silva AL, Waitzberg DL. Risk factors for malnutrition in
patients undergoing gastroenterological and hernia surgery: an analysis of 374 pa-
tients. Nutr Hosp. 2001;16(2):59–64.

18. Brady M, Kinn S, Stuart P. Preoperative fasting for adults to prevent perioperative
complications. Cochrane Database Syst Rev. 2003;(4):Cd004423.

19. Nelson G, Bakkum-Gamez J, Kalogera E, Glaser G, Altman A, Meyer LA, et al.
Guidelines for perioperative care in gynecologic/oncology: enhanced Recovery after
Surgery (ERAS) Society recommendations—2019 update. Int J Gynecol Cancer. 2019;
29(4):651.

20. Kapritsou M. Impact of the enhanced recovery program after hepato-pancreato-
biliary surgery. Asia Pac J Oncol Nurs. 2019;6(4):333–335.

21. Nanavati AJ, Prabhakar S. Fast-track surgery: toward comprehensive peri-operative
care. Anesth Essays Res. 2014;8(2):127–133.

22. Apfel CC, Laara E, Koivuranta M, Greim CA, Roewer N. A simplified risk score for
predicting postoperative nausea and vomiting: conclusions from cross-validations
between two centers. Anesthesiology. 1999;91(3):693–700.

23. Dawes AJ, Sacks GD, Russell MM, Lin AY, Maggard-Gibbons M, Winograd D, et al.
Preventable readmissions to surgical services: lessons learned and targets for
improvement. J Am Coll Surg. 2014;219(3):382–389.

24. Ljungqvist O, Scott M, Fearon KC. Enhanced recovery after surgery: a review. JAMA
Surg. 2017;152(3):292–298.

25. Gustafsson UO, Scott MJ, Hubner M, Nygren J, Demartines N, Francis N, et al.
Guidelines for perioperative care in elective colorectal surgery: enhanced recovery
after surgery (ERAS®) society recommendations: 2018. World J Surg. 2019;43(3):
659–695.

26. Li Y, Yan C, Li J, Wang Q, Zhang J, Qiang W, et al. A nurse-driven enhanced recovery
after surgery (ERAS) nursing program for geriatric patients following lung surgery.
Thorac Cancer. 2020;11(4):1105–1113.

Meera Sharad Achrekara,b
a Advanced Centre for Treatment, Research and Education in Cancer, Tata

Memorial Centre, Navi Mumbai, India
b Homi Bhabha National Institute, Mumbai, India

E-mail address: machrekar@actrec.gov.in.

http://refhub.elsevier.com/S2347-5625(22)00053-1/sref1
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref1
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref1
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref2
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref2
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref2
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref2
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref3
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref3
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref3
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref3
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref4
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref4
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref4
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref4
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref5
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref5
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref5
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref5
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref6
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref6
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref6
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref6
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref6
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref7
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref7
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref8
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref8
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref9
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref9
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref9
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref10
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref10
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref10
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref10
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref10
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref11
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref11
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref11
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref11
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref12
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref12
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref12
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref13
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref13
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref13
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref13
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref14
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref14
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref14
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref14
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref15
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref15
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref15
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref15
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref16
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref16
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref16
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref17
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref17
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref17
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref17
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref18
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref18
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref19
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref19
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref19
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref19
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref19
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref20
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref20
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref20
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref21
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref21
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref21
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref22
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref22
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref22
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref22
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref23
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref23
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref23
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref23
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref24
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref24
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref24
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref25
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref25
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref25
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref25
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref25
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref26
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref26
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref26
http://refhub.elsevier.com/S2347-5625(22)00053-1/sref26
mailto:machrekar@actrec.gov.in

	Enhanced recovery after surgery (ERAS) nursing programme
	Nursing considerations for using ERAS (Fig. 1)
	Pre-admission phase
	Pre-operative phase
	Post-operative phase
	Discharge phase

	Conclusions
	Declaration of competing interest
	References


