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1  | INTRODUC TION

Since their introduction in the late 1990s, Enhanced Recovery After 
Surgery (ERAS) protocols have become the gold standard in the man-
agement of elective colorectal surgeries (Abeles et al., 2017). Briefly, 
these programmes offer a set of practices grouped into seven main 
principles including: pre-admission counselling, reduction of physio-
logical stress, perioperative maintenance of normothermia and nor-
movolemia, use of minimally invasive techniques, early postoperative 

feeding, early postoperative mobilization and promotion of comfort. 
If applied correctly, ERAS programme can improve postoperative re-
covery and reduce hospital length of stay after colorectal surgery 
(Greco et al., 2014; Spanjersberg et al., 2011; Zhuang et al., 2013).

While evidence support the utility of ERAS to accelerate sur-
gical patients discharge from hospital to home, the benefit of such 
programmes to avoid hospital readmission remains to be demon-
strated (Greco et al., 2014; Lv et al., 2012; Varadhan et al., 2010; 
Zhuang et al., 2013). In fact, several studies have reported high 
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readmission rates (from 9%–25%) in the 30 days following elective 
colorectal surgery (Adamina et al., 2011; Al-Mazrou et al., 2018; 
Damle & Alavi, 2016; Lawson et al., 2014). These statistics suggest 
some difficulties in colorectal patients’ transition from hospital to 
home. Indeed, surgery implies several transitions for patients not 
only in terms of hospitalization, but also in the regaining of auton-
omy (Gonzalez et al., 2017). However, surgical recovery is not lim-
ited to the length of stay. It also relies on the patients perception of 
regaining their full capacity and independence once at home (Neville 
et al., 2014). Despite the importance of these aspects, no compre-
hensive study has described the global process of transition after 
colorectal surgery in an ERAS programme from hospital discharge 
until the patient's complete recovery at home.

2  | BACKGROUND

According to the World Health Organization (World Health 
Organization, 2016), transitions in health refer to all the times when 
the patient moves or returns to a particular physical place, or comes 
into contact with a professional to receive health care. The occur-
rence of surgery implies several transitions for the patient both in 
terms of the context of care (ranging from the pre-admission clinic 
to the postoperative care unit) and in the recovery of autonomy 
after surgery (Gonzalez et al., 2017). Of all transitions, returning 
home after hospitalization is recognized as a pivotal step in surgical 
recovery, which places the patient in a particularly vulnerable posi-
tion since he/she is left to fend for himself (Kelly et al., 2016; Neville 
et al., 2014).

Several studies allow us to identify key factors that may affect 
the transition from hospital to home after colorectal surgery. Thus, 
advanced age, pre-operative treatments, the presence of postoper-
ative complications or comorbidities, and the creation of a stoma can 
all pre-dispose patients to a greater risk of readmission after colorec-
tal surgery (Al-Mazrou et al., 2018; Damle & Alavi, 2016; Greenblatt 
et al., 2010; Lawson et al., 2014). In return, younger age, prepara-
tion for discharge and the presence of a support network are factors 
that facilitate the transition to home after hospitalization (Bragstad 
et al., 2012; Martin et al., 2017). The feeling of being ready to leave 
at the time of hospital discharge is another important factor con-
cerning the transition from hospital to home, both in medicine and 
in surgery (Fiore et al., 2012; Howard-Anderson et al., 2016). In the 
context of ERAS programme specifically, a recent study reviewed 
11 qualitative studies and showed that: a) the information received 
before and during hospitalization; b) the burden of symptoms; and 
c) the feeling of security on discharge are factors that shape the 
experience of the patient enrolled in an ERAS programme (Sibbern 
et al., 2017). Although interesting, these results only provide a seg-
mented portrait of all the elements affecting the patient experience 
during transition to home after colorectal surgery.

In nursing, Meleis’ Transitions Theory (2010) provides a frame-
work for application in practice, research and theory building. The 
rationale for considering this as an important area for nursing is that 

people undergoing transitions tend to be more vulnerable to risks 
that may affect their health and well-being. Accordingly, transition 
in health care includes four domains—the nature of transitions, the 
transition conditions (both facilitating and restrictive), the patterns 
of response or quality indicators and nursing interventions which 
are effective in helping patients regaining stability and a sense of 
well-being (Meleis, 2010). The challenge for nurses in supporting 
patients undergoing transition is to understand transition processes 
and to help them complete a healthy transition. An integrative liter-
ature review informed by Meleis’ Transitions Theory could provide a 
better understanding of this phenomenon and allow researchers to 
make recommendations on the elements to be considered by nurses 
to optimize such transition in this clientele.

3  | AIM

This study aimed to summarize the literature relating to the phe-
nomenon of transition from hospital to home after ERAS colorectal 
surgery performed. Inspired by Meleis’ Transitions Theory (2010), 
the specific objectives were to (i) describe the nature of the transi-
tion experienced by these patients; (ii) describe any facilitating and 
restrictive conditions known to affect such transition; (iii) identify 
the different patterns of response or quality indicators that can be 
measured; and (iv) identify nursing interventions that have been 
studied to promote hospital to home transition after elective colo-
rectal surgery.

4  | METHODS

4.1 | Design

An integrative review of literature based on Whittemore and Knafl 
(2005) approach and PRISMA guidelines (see supplementary ma-
terial for checklist) was undertaken allowing the combination of 
diverse sources and multiple perspectives to gain an in-depth under-
standing of this complex phenomenon to change clinical practice. 
The reason for applying this approach was that very little compre-
hensive research exists about this topic, limiting the development of 
holistic nursing care in that area.

4.2 | Search strategy

The search strategy was developed and tested in collaboration 
with a qualified Health Sciences Librarian to ensure all relevant 
terms were used. Term selection referred to colorectal surgery 
and ERAS recovery programmes. The search was performed be-
tween November 2018 and March 2019 in ten databases: CINAHL, 
MEDLINE/PubMed, EMBASE, Cochrane Central Register of 
Controlled Trials, Cochrane Database of Systematic Reviews/
EMB Reviews Database of Abstracts of Reviews Effects (DARE)/
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Cochrane Clinical Answers, Web of Science, Scopus and PsycINFO. 
For each database, searches were performed using keywords and 
the Medical Subject Headings. See Table 1 for a description of the 
search strategy used in CINAHL. The search was limited to English 
or French articles. This strategy was adapted for the other data-
bases. The search results were imported into the EndNote X8 refer-
ence management software for screening and removal of duplicate 
records. This initial search was completed by examining the refer-
ence list of included studies.

4.3 | Study selection

Titles and abstracts of citations retrieved from the initial search 
were screened independently and in duplicate by two reviewers 
(MCR and CA) using the specific inclusion criteria. The inclusion 
criteria were as follows: (a) any primary study published in a jour-
nal; (b) that explores the transition from hospital to home; (c) after 
colorectal surgery; and (d) in the context of an ERAS programme. 
Although short-term hospitalization in a nursing home may some-
time be necessary after colorectal surgery, only empirical evidence 
addressing the direct transition occurring between the patient's 
departure from the hospital and the time when he reaches full re-
covery at home was considered in this review. If the eligibility of a 
study was uncertain from the title and abstract, then the full text 
was obtained and examined. For studies that have been published 
more than once, the most complete study was chosen for inclusion. 
When it was not explicitly stated in the body of the article that the 
study had been carried out as part of an ERAS programme, the au-
thors were contacted to confirm the information. The references 
list of each article included at this step was consulted. Articles that 
had not been identified during the initial search strategy but met 
the inclusion criteria were also retained. Disagreements at any 
stage of the selection process were resolved through discussion 
with a third reviewer (MPRG).

4.4 | Data extraction and synthesis

An extraction data table was developed to transcribe the following 
information from each article: the study ID, the purpose, the design, 
the sample size, the characteristics of participants, the characteris-
tics of intervention (if any), the study results and the authors' conclu-
sion. The reviewers (MCR, MPGR, CA) piloted the data extraction 
table on a sample of three papers to ensure data were extracted 
consistently. Then, data extraction was carried out independently 
and in duplicate by two reviewers (MCR and CA or MCR and MPRG). 
Disagreements were resolved through discussion.

4.5 | Quality assessment

The Mixed Method Appraisal Tool (MMAT) (Pluye et al., 2011) was 
used to assess quality of the articles. This tool is specifically designed 
for the appraisal stage of mixed studies reviews. Quality assessment 
was carried out independently and in duplicate by two reviewers 
(MCR and CA or MCR and MPRG). Disagreements were resolved 
through discussion between reviewers. The scores obtained for 
each individual question and the final scores were added to the data 
extraction table. A colour code (red for very low quality, orange for 
low quality, yellow for average quality, light green for good quality 
and dark green for very good quality) relating to the general qual-
ity of the article according to the MMAT tool was used to help the 
research team visualize the quality of the articles in the subsequent 
analysis steps (see Table 2).

4.6 | Data analysis

An in-depth content analysis was performed for each of the com-
ponents of Meleis’ Transitions Theory. Briefly, all the empirical evi-
dence relating to the nature of the transition were grouped by theme, 

TA B L E  1   Search strategy used in CINAHL database

Cinahl

Search terms for CINAHL (MH "Patient Discharge")
(MH "Discharge Planning")
(MH "Early Patient Discharge")
(MH "Patient Discharge Education")
(MH "Readmission")
(MH "Continuity of Patient Care+")
(MH "Patient Discharge Summaries")
(MH "After Care")
(MH "Home Health Care")

(MH "Enterostomy+")
(MH "Colectomy")
(MH "Colorectal Neoplasms+/SU")

Recovery
(MH "Postoperative Care")
(MH "Postoperative Period")
(MH "Postoperative Complications")

Keywords combination (Discharge N3 (transit* OR plan* OR patient*)) OR (transit* N3 (home OR care OR recover*)) OR (home N3 
(convalesc* OR recover*) OR (after N2 care))

Colectomy OR Enterostomy OR Colostomy OR Ileostomy OR Enterostomy OR ((Colonic OR Colorectal Stoma OR 
rectal) N4 surger*)

Recovery* OR "ERAS" postoperative OR "fast-track" postoperative

Abbreviations: CINAHL, Cumulative Index to Nursing and Allied Health Literature; ERAS, Enhanced Recovery After Surgery; MH, Medical Subject 
Heading; SU, surgery.
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according to the trajectory of the transition. A similar exercise was 
carried out for the other components (conditions, indicators, nursing 
intervention). Analysis was first performed by one reviewer (MCR) and 
validated by the two others (MPRG and CA). Results of analysis are 
summarized in the Data extraction and data analysis table (see Table 2).

4.7 | Ethics

As this review was performed on published data, patients were not 
directly involved in any stages of the review process. Thus, research 
ethics board approval and acquisition of patient informed consent 
were not required.

5  | RESULTS

5.1 | 5.1 Summary of search results

Figure 1 presents the PRISMA flow diagram of the systematic search. 
The initial search strategy yielded 1,590 citations. After removing 
duplicates, 1,180 citations remained and were screened for eligibil-
ity based on title and abstract examination. Of them, 1,079 did not 
meet the inclusion criteria (see Figure 1 for specific reasons), leaving 
101 articles for full-text retrieval. Following detailed examination, 
34 articles met the inclusion criteria. After reading the reference 
list of 34 included articles, 8 other relevant articles were retained. 
A total of 42 original articles were included in the final review. Of 

F I G .  1   PRISMA flow diagram of search strategy
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these studies, 28 were quantitative, 10 were qualitative, and 4 used 
a mixed-methods design.

5.2 | Articles quality appraisal

According to the quality score on the MMAT, 12 articles can be con-
sidered of very good quality, 15 of good quality, eight of medium 
quality, five of low quality and two of very poor quality. The main 
limitations of qualitative studies include the lack of data saturation 
and the response bias linked to the researcher's involvement in the 
care team. The main limitations of few quantitative studies are the 
small sample sizes, the use of an unvalidated measurement tool or 
the absence of a control group for experimental studies.

5.3 | Nature of the transition

The nature of the transition can be summarized into five categories 
that overlap throughout colorectal surgery patients’ trajectory from 
hospital to home: (a) expectations and preparation; (b) experience of 
early discharge; (c) awareness of the transition experience; (d) self-
management; and (e) follow-up and support.

5.3.1 | Expectations and preparation

Elective colorectal surgery patients generally feel confident in 
their ability to experience a healthy recovery at home because 
they are enrolled in a planned follow-up programme and consider 
home to be a better place to recover (Fecher-Jones & Taylor, 2015; 
Thomsen & Hølge-Hazelton, 2017). However, patient satisfac-
tion towards transition preparation is mixed. Although most 
patients are satisfied with the preparation for discharge, (Gillis 
et al., 2017; Jones et al., 2017; Krogsgaard et al., 2014; Taylor & 
Burch, 2011; Thomsen & Hølge-Hazelton, 2017), other results 
suggest that preparation for discharge is deficient and some-
times marked by contradictory advice (Aasa et al., 2013; Gillis 
et al., 2017; Lithner et al., 2012; Partoune et al., 2017; Thomsen 
& Hølge-Hazelton, 2017). Patients would also like the informa-
tion to be more personalized to their individual needs (Bernard & 
Foss, 2014a, 2014b; Jones et al., 2017).

5.3.2 | Experience of early discharge

The day of hospital discharge is often a stressful moment for elec-
tive colorectal surgery patients (Lithner et al., 2015; Partoune 
et al., 2017). They sometimes feel pressured to leave (Blazeby 
et al., 2010; Partoune et al., 2017). On the other hand, they appreci-
ate that most of the recovery will take place in their own home (Smith 
et al., 2018), because it will allow them to reinstate their routine even 

if that implies additional responsibilities in taking care of themselves 
(Bernard & Foss, 2014a,b; Blazeby et al., 2010).

5.3.3 | Awareness of the transition experience

Once at home, most elective colorectal surgery patients feel very vul-
nerable (Fecher-Jones & Taylor, 2015; Taylor & Burch, 2011; Thomsen 
& Hølge-Hazelton, 2017). The fact that they now have to take full 
responsibility for their condition (Thomsen & Hølge-Hazelton, 2017), 
the impression that recovery should be quicker (Fecher-Jones & 
Taylor, 2015) and disease severity (Norlyk & Harder, 2011; Wennstrom 
et al., 2010) all contribute to this feeling of vulnerability. New onset 
of symptoms can also make the patients feel more vulnerable. During 
the first two weeks of hospital discharge, difficulty concentrating, 
moving objects, walking, breathing (Wennstrom et al., 2010) and eat-
ing are commonly reported (Partoune et al., 2017). Fatigue, gastro-
intestinal discomfort and nausea are also common in the first month 
postdischarge (Wennstrom et al., 2010).

5.3.4 | Recovery self-management

Elective colorectal surgery patients generally engage actively in 
their recovery process (Aasa et al., 2013; Norlyk & Harder, 2011). 
As a result, most of them regain their autonomy quickly (Krogsgaard 
et al., 2014; Partoune et al., 2017). Still, patients' ability to perform 
self-care can lead to conflicting feelings. On one side, they feel re-
lieved when they can manage a problem well. On the other, they 
feel insecure when they are unable to do so (Thomsen & Hølge-
Hazelton, 2017). In terms of coping strategies, patients mostly 
use preparation information to manage problems at home (Lithner 
et al., 2015). They also rely on acceptance of their condition, or di-
rect action in case of problems in particular when the problem is re-
lated to ostomy (Smith et al., 2018). Indeed, management of self-care 
is an important source of anxiety for ostomy patients (Fecher-Jones 
& Taylor, 2015). A third of ostomy patients have little confidence in 
self-care and show greater information needs in terms of symptoms 
management (Jones et al., 2017).

5.3.5 | Follow-up and social support

Most elective colorectal surgery patients express the need to have 
easy access to a trusted contact person for clinical follow-up and 
informational support (Aasa et al., 2013; Gillis et al., 2017; Jones 
et al., 2017; Taylor & Burch, 2011). The need for acquiring informa-
tion relating to the management of gastrointestinal disorders (Smith 
et al., 2018; Wennstrom et al., 2010), ostomy or wound care, pain 
and lack of energy is often reported (Burch, 2012). Paradoxically, pa-
tients often avoid contacting the nurse in charge of their follow-up 
because they feel they should not have to or do not want to disturb 
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(Fecher-Jones & Taylor, 2015; Krogsgaard et al., 2014). They indicate 
that access to nursing follow-up in person or by telephone at home 
is essential, especially for advice on managing ostomy or wound care 
(Burch, 2012; Lawrence et al., 2013). However, during all the surgi-
cal trajectory, patients report that their emotional needs should be 
more noticed and taken into account by health professionals (Aasa 
et al., 2013; Fecher-Jones & Taylor, 2015).

Once at home, colorectal surgery patients rely strongly on 
relatives for support (Bernard & Foss, 2014a,b; Fecher-Jones & 
Taylor, 2015; Thomsen & Hølge-Hazelton, 2017). However, they 
may experience conflicting relationships with loved ones during 
their convalescence as a result of changing roles in the family unit 
(Thomsen & Hølge-Hazelton, 2017). During the first two weeks 
after returning home, difficulties in performing daily activities re-
duce family and social relationships (Wennstrom et al., 2010). As a 
consequence, some patients will try to be very independent at home 
so as to not be a burden for loved ones (Blazeby et al., 2010; Fecher-
Jones & Taylor, 2015). In terms of social support, patients stated 
to be more comfortable to discuss their situation with other can-
cer survivors who have had similar health experiences (Krogsgaard 
et al., 2014).

5.4 | Facilitating and restrictive conditions

Conditions affecting the transition from hospital to home after elec-
tive colorectal surgeries are related to (a) the surgery; (b) patient and 
his/her family; and (c) healthcare services.

5.4.1 | Conditions related to the surgery

Surgery type, hospitalization characteristics and surgical complica-
tions are all surgery-related conditions that may potentially have an 
impact on the quality of transition after elective colorectal surgery. 
Minimally invasive laparoscopic surgery (Pecorelli et al., 2017) and 
anorectal approach contribute to a better recovery and a lower risk of 
readmission and complications severity (Keller et al., 2014; Lawrence 
et al., 2013; Wood et al., 2018; Yuen et al., 2016). Inversely, stoma 
creation surgery, rectal surgery, total mesorectal excision and longer 
surgical procedures are related to a higher risk of emergency room 
consultation (Wood et al., 2018) and the readmission (Bennedsen 
et al., 2018; Shah et al., 2017; Wood et al., 2018; Yuen et al., 2016). 
Abdominoperineal resection of the rectum is associated with several 
dimension of poor recovery at one month (Jakobsson et al., 2016). 
Patients requiring hospitalization to the intensive care unit (Keller 
et al., 2014) and those with prolonged length of stay (Curtis 
et al., 2017; Jakobsson et al., 2016) or requiring reoperation (Wood 
et al., 2018) have more chances to be readmitted. Surgical complica-
tions, such as anastomotic leak, intra-abdominal abscess and gas-
trointestinal disorders, including nausea and vomiting or ileus and 
obstruction, are the main reasons for emergency room consultation 

and readmission (Baek et al., 2013; Bennedsen et al., 2018; Curtis 
et al., 2017; Feroci et al., 2013; Lawrence et al., 2013; Pecorelli 
et al., 2017; Wood et al., 2018). Infectious diseases, such as surgi-
cal site infection, urinary tract infection and pneumonia are also 
frequent causes for emergency room consultation and readmission 
(Curtis et al., 2017; Feroci et al., 2013; Keller et al., 2014; Wood 
et al., 2018).

5.4.2 | Conditions related to the patient and his/
her family

Patient's characteristics can influence the quality of the transition 
from hospital to home after elective colorectal surgery. Indeed, 
advancing in age extends the time required to be ready to dis-
charge and increases the risk of readmission (Braga et al., 2018; 
Feroci et al., 2013). However, younger patients may be more 
stressed at home (Partoune et al., 2017). A high American Society 
of Anesthesiologists (ASA) score (an indicator of poor physical sta-
tus) is another characteristic that increases the risk of readmission 
(Bennedsen et al., 2018; Keller et al., 2014) and postoperative mor-
bidity (Feroci et al., 2013). Even if obesity is associated to a higher 
ASA score (Chand et al., 2015), only extreme body mass index 
patients have a higher risk of readmission (Wood et al., 2018). An 
history of past abdominal surgery is another characteristic that in-
creases the risk of readmission (Keller et al., 2014). Finally, smoking 
and male sex are generally associated with a higher risk of 30-day 
adverse events, while hypertension is associated with higher risk 
of 30-day readmission (Yuen et al., 2016). For cancer patients, a di-
agnostic of rectal neoplasm (Curtis et al., 2017) and pre-operative 
neoadjuvant treatment increases (Francis et al., 2015) the risk of 
readmission. Female cancer patients and those with lower pre-op-
erative health status in particular may have more difficulty to per-
ceive information and, therefore, would thereby need more support 
(Lithner et al., 2012).

Presence of symptoms may also affect the quality of the transi-
tion. In fact, bodily and emotional changes affect the patient ability 
to manage daily life activities (Lithner et al., 2015). More specifically, 
pain, nausea and fatigue reduce patients’ capacity to perform the 
ERAS daily goals (Fecher-Jones & Taylor, 2015). Fatigue and weak-
ness also impede patients to do more demanding activities (Bernard 
& Foss, 2014a,b; Krogsgaard et al., 2014). Nausea and the incapacity 
to identify unfamiliar symptoms increase the patient's feeling of dis-
tress (Krogsgaard et al., 2014; Smith et al., 2018).

Patient engagement towards his/her care and family relations 
are known to influence the quality of the transition. More specif-
ically, patient's motivation enhances his/her ability to achieve the 
programme daily goals (Krogsgaard et al., 2014). Likewise, patient's 
sense of control over the situation (Fecher-Jones & Taylor, 2015) 
is increased when the patient manage his/her own care (Aasa 
et al., 2013). On the other hand, family interactions raise the pa-
tient's sense of security (Norlyk & Harder, 2011). It seems that the 
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presence of a family member at the pre-operative counselling and 
education session favours patients and family level of engagement 
in the home recovery process (Aasa et al., 2013).

5.4.3 | Conditions related to healthcare services

Colorectal surgery patients perceive that the healthcare ser-
vices embedded into the ERAS programme are responsible for 
their rapid autonomy regain (Partoune et al., 2017). Supporting 
this perception, a higher adherence to the ERAS protocols re-
duces the 30-day mortality rate (Gustafsson et al., 2011; Pecorelli 
et al., 2017), the risk of readmission (Francis et al., 2015) and the 
risk of complications (Pisarska et al., 2016). Trust in healthcare 
professionals also enhances patients’ sense of security and con-
trol (Aasa et al., 2013), while encouragements and information 
transmitted by them may promote patients’ sense of responsibility 
(Aasa et al., 2013; Bernard & Foss, 2014a,b; Lithner et al., 2015). 

Information about the ERAS programme specifically increases pa-
tients’ participation in self-care at home (Gillis et al., 2017; Lithner 
et al., 2015). Inversely, lack of information can cause distress and 
insecurity (Lithner et al., 2015), especially when lack of information 
concern surgery outcomes and prognosis (Gillis et al., 2017; Lithner 
et al., 2012; Norlyk & Harder, 2011).

5.5 | Quality indicators of transition

The quality of transition from hospital to home following elective 
colorectal surgery can be assessed through 11 indicators (summa-
rized in Table 3 from most to less frequently mentioned in the se-
lected studies). These indicators include hospital consultation and 
readmission, level of distress, incidence of morbidity, patient's ability 
to accomplish daily life activities, as well as patient's sense of se-
curity, sense of control, perception of recovery, use of healthcare 
services, satisfaction, mortality and adverse events.

TA B L E  3   Name and description of quality indicators of transition

Indicator name/Description Authors

Hospital consultation and readmission
Refers to the rate or the relative risk for a patient to visit the 

emergency room service or be readmitted to the hospital

Baek et al. (2013), Bennedsen et al. (2018), Curtis et al. (2017), 
Fabrizio et al. (2017), Feroci et al. (2013), Francis et al. (2015), 
Keller, Swendseid, Khan et al. (2014), Keller, Swendseid, Khorgami 
et al. (2014), Krpata et al. (2013), Lawrence et al. (2013), Pecorelli 
et al. (2017), Pisarska et al. (2016), Shah et al. (2017), Stewart 
et al. (2012), Wood et al. (2018), Yuen et al. (2016)

Level of distress
Refers to the occurrence or the intensity of patient's distress including 

anxiety (doubt (uncertainty (fear (anguish and stress

Fecher-Jones and Taylor (2015), Gillis et al. (2017), Jakobsson 
et al. (2016), Krogsgaard et al. (2014), Lithner et al. (2012), Lither et al. 
(2015), Partoune et al. (2017), Smith et al. (2018)

Morbidity
Refers to the relative risk of factors contributing to patient's morbidity 

or general health status

Feroci et al. (2013), Gustafsson et al. (2011), Ihedioha et al. (2013), 
Jakonssob et al. (2016), Pecorelli et al. (2017)

Daily life activities
Refers to the patient's ability to accomplish his/her daily life activities 

almost to the same level as before the surgery

Bernard and Foss (2014a,b), Krogsgaard et al. (2014), Lithner 
et al. (2015), Norlyk and Harder (2011)

Sense of security
Refers to the patient's perception of being in security

Aasa et al. (2013), Lithner et al. (2015), Norlyk and Harder (2011)

Sense of control
Refers to the patient's perception of being in control of his/her life 

situation

Aasa et al. (2013), Fecher-Jones and Taylor (2015), Lithner et al. (2015)

Perception of recovery
Refers to the patient's perception of having fully recovered from the 

surgery both physically and psychologically

Fecher-Jones and Taylor (2015), Pecorelli et al. (2017)

Utilization of healthcare services
Refers to the level or rate of patient's demand for healthcare services

Bragg et al. (2017), Stewart et al. (2012)

Satisfaction
Refers to the level of satisfaction expressed by the patients about a 

specific aspect of the surgery trajectory or its globality

Blazeby et al. (2010), Feroci et al. (2013)

Mortality
Refers to the relative risk of factors contributing to patient's mortality

Feroci et al. (2013)

Adverse events
Refers to the relative risk of factors contributing to adverse events or 

complications

Yuen et al. (2016)
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5.6 | Nursing interventions

Pre-operative counselling and education and postoperative moni-
toring and follow-ups are two types of nursing interventions that 
have been tested to help with the transition from hospital to home 
after elective colorectal surgery. There were only few studies about 
nursing interventions. Therefore, the results are not as rich than 
those about the other components.

5.6.1 | Pre-operative counselling and education

An educational 15-min pre-operative video explaining patients’ 
pre-operative assessment and recovery has been tested. Even if 
more than 90% of participants considered the video was relevant 
and useful for their recovery, no effect was found on length of stay, 
pain, nausea or 3-month postoperative health status (Ihedioha et al., 
2013) in a randomized controlled trial (RCT) study (N = 61).

One or two additional 30–45 pre-operative counselling sessions 
by a dedicated ERAS nurse including information about the oper-
ation, hospital stay and pain management have been assessed in 
an RCT involving cancer patients (N = 164). According to the study 
results, this intervention may reduce hospital length of stay and in-
crease adherence to postoperative ERAS recommendations but the 
impact on readmissions, morbidity and mortality could not be estab-
lished (Forsmo et al., 2018).

5.6.2 | Postoperative monitoring and follow-up

Two pilot studies (Bragg et al., 2017; Carrier et al., 2016) have been 
conducted to evaluate the feasibility of text messaging for recovery 
monitoring following elective colorectal surgery. The intervention 
involved the automatic sending of text messages to patients to as-
sess symptoms. Patients’ responses were analysed by a healthcare 
professional who contacted those reporting concerns or abnormal 
symptoms for further assessment. Combined, these studies showed 
that text-messaging monitoring is not only safe and satisfactory for 
patients, but it could reduce the number of telephone consultations 
during postoperative recovery (Bragg et al., 2017).

Like text-messaging monitoring, telephone follow-up could 
contribute to decrease hospital readmission after elective col-
orectal surgery (5.8%–2.7%) according to a small pre-experi-
mental study (Stewart et al., 2012). In this study, patients were 
contacted by telephone two times after discharge by a clinical 
nurse practitioner.

More recently, the safety of a hospital-at-home (HAH) model of 
care has been studied. This intervention involved a home care nurs-
ing and medical systematic follow-up monitoring lasting seven days 
after the surgery, for patients who had met the discharge criteria and 
had been sent home at day 3 after surgery. Such intervention was 
found safe and allowed a theoretical economy of more than 3,000 
Euros per healthcare episode, based on the hospitalization cost sav-
ings (Pajaron-Guerrero et al., 2017).

F I G .  2   Phenomenon of transition from hospital to home after ERAS programme colorectal surgery
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6  | DISCUSSION

The aim of this integrative review of the literature was to summa-
rize the existing literature addressing the transition from hospital to 
home after elective colorectal surgery performed in an ERAS pro-
gramme. Overall, 42 articles were reviewed and analysed. Relevant 
data were categorized according to the four components of Meleis’ 
Transitions Theory (2010). Through this categorization, this review 
identified five categories relating to the nature of the transition, 
three main themes of conditions affecting the transition, eleven in-
dicators that can inform about the quality of the transition and two 
types of nursing interventions that have been tested to help with 
the transition from hospital to home in these patients. Using Meleis’ 
Transitions Theory framework, a tentative model of the phenom-
enon of transition from hospital to home after an ERAS colorectal 
surgery programme was produced (Figure 2). The model depicts 
how ERAS nurses, researchers and policymakers may set standards 
of care and measure quality of hospital to home transition following 
elective colorectal surgery.

Taking each component of Meleis’ Transitions Theory (2010) 
individually, our review show that the recovery process following 
elective colorectal surgery is longer and more complex than the 
hospital stay. These results are consistent with those of Sibbern 
et al. (2017) showing that colorectal surgery patients become par-
ticularly vulnerable in the first few days following home reintegra-
tion, mainly because symptom burden and self-care needs are still 
high during that period. These patients require personalized infor-
mation and support from both their loved ones and from health-
care professionals to maintain a sense of security after discharge 
(Aasa et al., 2013; Lithner et al., 2015; Norlyk & Harder, 2011). 
Unfortunately, the ERAS Guidelines for Perioperative Care in 
Elective Colorectal Surgery (Gustafsson et al., 2019) have no 
specific recommendation for clinicians on how to optimize the 
transition from hospital to home in this clientele. However, they 
do recommend the implication of the family in the pre-opera-
tive preparation. Our review shows the importance of family 
implication not only during the pre-operative period, but rather 
throughout the hospital recovery process and during the transi-
tion from hospital to home and until the patient's complete recov-
ery. Patients also expressed the need for nursing support once 
at home to be able to ask questions, to help them manage their 
physical and psychological symptoms (Aasa et al., 2013; Gillis 
et al., 2017; Jones et al., 2017; Taylor & Burch, 2011; Thomsen & 
Hølge-Hazelton, 2017).

This review also highlights the wide panoply of conditions 
(eleven in total) that may interfere with patient's transition from hos-
pital to home after elective colorectal surgery. This suggests that the 
addition of a thorough assessment of risk of difficulty in transition 
could be beneficial to personalized hospital discharge planning and 
optimize the transition from hospital to home and until the patient's 
complete recovery.

More importantly, this shows the limits of the systematic prac-
tices promoted by ERAS philosophy. Surgical and hospitalization 

conditions and some patient's characteristic must be recognized 
by the nurse to personalized transitional care and decrease the 
risk of readmission (Baek et al., 2013; Bennedsen et al., 2018; 
Curtis et al., 2017; Feroci et al., 2013; Keller et al., 2014; Lawrence 
et al., 2013; Wood et al., 2018; Yuen et al., 2016). Also, the nurse 
must favours facilitating conditions such as patient and family impli-
cation and provide clear information about symptoms management 
(Aasa et al., 2013; Gillis et al., 2017; Krogsgaard et al., 2014; Lithner 
et al., 2012, 2015; Norlyk & Harder, 2011; Taylor & Burch, 2011).

As previously mentioned, the application of an ERAS programme 
for elective colorectal surgery has been shown to shorten length of 
stay (Greco et al., 2014; Spanjersberg et al., 2011; Zhuang et al., 2013). 
Still, the true impact of such programmes to optimize or accelerate 
in-home recovery remain to be properly investigated. Accordingly, 
our review has identified eleven quality indicators that could be used 
by clinicians and researcher to estimate the quality of recovery fol-
lowing the transition from hospital to home after elective colorectal 
surgery. Considering the frequency of citations in the reviewed arti-
cles, patient hospital consultation and readmission, level of distress, 
morbidity and reuptake of daily life activities are most popular. The 
use of these indicators could play a major role to demonstrate the ef-
fectiveness of nursing care in the optimization of home recovery after 
colorectal surgery. Indeed, it is well known that transitional nursing 
care is effective to reduce readmission after hospitalization in other 
populations (Coleman et al., 2006; Naylor et al., 1999). Our results 
support the importance of these care throughout recovery process 
until the total recovery at home. The level of distress happens to be 
a major indicator to assess the quality of the transition. This result 
supports the importance of paying more attention to the patient's 
experience indicator to evaluate ERAS programme.

In terms of concrete nursing interventions that could be imple-
mented to optimize the transition from hospital to home after elective 
colorectal surgery, pre-operative counselling was found particularly 
useful to increase adherence to postoperative ERAS recommen-
dations and decrease hospital length of stay (Forsmo et al., 2018). 
However, more research is needed to refine the counselling content 
and processes to have a significant impact on patients’ readmission 
and the experience of hospital to home transition. Although less vali-
dated, postoperative monitoring by text messaging and follow-up by 
telephone could be promising to optimize the transition from hos-
pital to home after elective colorectal surgery (Bragg et al., 2017; 
Carrier et al., 2016). Even if this intervention needs more research to 
clearly demonstrate its effectiveness to optimize transition to home 
after ERAS surgery, this type of intervention is recommended in the 
ERAS guidelines (Gustaffson et al., 2019) and seems to be appreci-
ated by patients (Burch, 2012; Lawrence et al., 2013).

6.1 | Limitations

This review was not without limitations. Clearly distinguishing a 
study results relating to the nature of the transition rather than to a 
condition (as conceptualized by Meleis’ Transitions Theory) was not 
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always easy. Taking social support, for instance, it was considered to 
be part of nature in some studies because it was reported by patients 
as an integral part of the transition. In other studies, however, inter-
action with loved ones (a concept similar to social support) was con-
sidered a facilitating condition, since it has a positive effect on one 
indicator, the feeling of security. Another weakness stems from the 
methodological shortcomings of the studies selected (mainly those 
with a qualitative design) for carrying out this integrative review, 
as well as the lack of inclusion of theoretical studies on transition. 
Considering the high number of primary studies identified (n = 42), 
the research team decided to limit the search to these writings. The 
use of Meleis’ Transitions Theory (2010) as a theoretical grounding 
compensate for this limitation.

7  | CONCLUSION

ERAS programmes are one of the most important advancements in 
surgical practice in the last decades, but its efficacy on the patient's 
full recovery remained to be demonstrated. This integrative review 
imbedded in Meleis’ Transitions Theory (2010) highlights healthcare 
gaps that lead patients to a state of vulnerability once at home and 
support the necessity to enhanced transitional care. Nurses could 
play a pivotal role to optimize the transitional experience that can 
then lead to better outcomes on readmission and complications of 
the patients enrolled in an ERAS programme for elective colorectal 
surgery.

8  | RELE VANCE TO CLINIC AL PR AC TICE

• ERAS nurses should assess the needs of patients and family to 
personalized hospital discharge planning and optimize the tran-
sition from hospital to home and until the patient's complete 
recovery.

• ERAS nurses should be involved in the postdischarge assessment 
of home transition quality indicators, mainly patients’ level of dis-
tress in the ability to accomplish their daily activities.

• Aside from hospital length of stay, the efficacy of ERAS pro-
gramme on elective colorectal surgery should be evaluated based 
on outcomes known to be sensitive to patients’ experience of 
transition from hospital to home until full recovery.

• The nursing community needs to pursue research on the valida-
tion of nursing interventions to optimize transition from hospital 
to home after an ERAS colorectal surgery.
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