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[ Abstract ] Enhanced recovery after surgery (ERAS) is a paradigm shift in perioperative care, resulting in substantial
improvements in clinical outcomes, shorter length of hospital stay and cost savings. But the current ERAS either by application
of breadth or depth is not enough, why? The main reason is the lack of "operability, evaluation, repetition" ERAS protocol and
suitable for clinical extensive application protocol. How to form the clinical available protocol? Operational mainly refers to the
clinical scheme is simple and feasible, and protocol compliance is good; Evaluate refers to the methods used before, during and

after are the objective evaluation criteria and plan; Repeatable is clinical scheme repeatability in the process of single or mul-
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tiple center.
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