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Patient journey 

PAS 
Surgical  
Tracking  
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Referral from 
Primary Care 

Pre-Operative 

Admission 

Intra-
Operative 

Post-Operative 

Follow-up 
 

•Optimised medical condition 

•Informed decision making 
•Pre-op health & risk 
assessment 

•Pt information and 
expectation 

•DX planning (EDD) 

•Spinal Anaesthetic 

•Use of regional/ LA 
with sedation 

•Move towards Local 

wound infiltration with 
minimal sedation 

•Optimised fluid 
management  

•Anaesthetic Consultant 

leading this change 
 

•Planned mobilisation 

on day of surgery 
•Immediate eating 
•Stop IV fluids in 

recovery 
•No wound drains 

•No Catheters  
•Regular oral 
analgesia 

•Avoidance of 
systemic opiate-

based analgesia 

•Optimised fluids 

•CHO loading 
•Reduced starvation 
• Anaesthesia leading 

this change 
•‘Ring-fencing’ of 

beds? 
 
 

•DX on planned day 

•Increase therapy 
support 

•24hr telephone follow 

up 

•Meeting with Primary 

Care GP Leads to 
initiate implementation 
of this approach 

Enhanced Recovery Map –  
Generic Principles 



ERAS 

Preadmission 

Nutritional 
support+/-
Premedication 

Short-acting GA 
+Non-opioid analgesia 
 

Reduced SSR 

Optimised 
fluids 

Minimally 
Invasive 
surgery 

Temperature 

PONV/feeding 

Active Rehab 

Audit cycle 

Discharge criteria 

‘Plastic/luggage’ 



To change the daily routines/protocols 

To maintain the surgeons’ focus 

To keep the staff focus 

To keep the anaesthetists’ focus 

 



Standardise !! 

Standardise anaesthesia with 

ultra-short-acting anaesthetics 

Standardise surgery 

Standardise nursing plans 

Optimized patient recovery 



NSAID’s 

COX-2 inhibitors 

Ketamine 

Paracetamol 

Magnesium  

 

Esmolol  

Clonidine  

Gabapentin/pregabalin 

Local anaesthetics 

Dexamethasone    



 Excessive fluids 

 Urinary catheter 

 Inhibits mobilisation 

 Staff attitudes 

 “other” 





 
Should be abandoned - preoperative removal of hair, urine testing for bacteria, use of plastic 
adhesive drapes intraoperatively, use of a tourniquet, a space suit, a urinary catheter, closure 
of the knee in extension and pre-warming of the operation room.  
 
The safety and efficacy of tranexamic acid is supported by meta-analyses.  
 
No evidence to support postponement of changing of dressings to after 48 h, routine dental 
antibiotic prophylaxis, continuous passive motion (CPM), the use of compression stockings, 
cooling for pain control or reduction of swelling, flexion of at least 90 degrees as a discharge 
criterion following TKA, or having restrictions after THA.  
 
Support the use of NSAIDs, early mobilization, allowing early travel, and a low hemoglobin 
trigger for transfusion. 
 
More contemporary evidence-based principles can be expected to improve early functional 
recovery, thus reducing morbidity, mortality, and costs 







 Scott NB et al 2002 

 Muehling et al 2008  

 Campos et al 2009 

 Zhao et al 2010 

 Cense et al 2006 

 Saeki H et al 2009 

 Munitiz et al 2010  

 Ali et al 2010 

 van Dam et al 2008 

 

 Nishimori et al 2007 

 Muehling  et al 2009 

 Varadhan KK et al 
2010 

 Arumainayagam et al 
2008 

 Scott NB et al 2013 

 

 







 Traditional to AHS 

 De-centralised decisions 

 Multidisciplinary 

 Patient centred 

 International Standards 

 Physician led 

 

 Traditional to ERAS 

 Nurses/physios  

 Multidisciplinary 

 Patient-centred 

 Protocolised 

 HCP delivered 









Audit Scotland Report (2010) suggested reductions in length of stay, 
without compromising quality of care, is better for patients and will 
ensure better use of resources 
 
ERP is a multidisciplinary programme that aims to accelerate patient 
rehabilitation and reduce peri-operative morbidity thereby safely 
reducing hospital length of stay.  
 
Programmes should not be exclusive to the young, fit and healthy 
and, if conducted properly, every patient should benefit. 
 
The project aims to utilise evidenced based good practice and 
spreading it across Scotland to provide an equitable experience of 
patient care. 
 
The project is engaging with NHS Boards to understand their current 
pathways and then utilise the current expertise to support spread 
and adoption and support implementation of local action plans. 





 Webpage – Available now on 18 week website  

 

 MSK Repeat Audit April 2011- report available late summer 

 

 Clinical Skills Course – Late Summer 

 

 Quality and Efficiency  

 

 Pan-UK Database collaborations 

 

 Future research 





 Aim: To raise the profile, promote the benefits and inform the uptake of enhanced 
recovery for elective surgical care across HMC. 

 

 Improve the quality of patient experience, clinical outcomes and reduce length of 
stay within elective care pathways across HMC. 

 

 Approach taken: Recognition that we need to take a systems view and design 
solutions that recognise the nature of healthcare organisations – the need to move 
beyond piecemeal change and instead design entire system approaches to change. 

 

  Design and build resilient, high-reliability patient care teams (which put patients’ 
needs first) and replicate these across the whole organisation. 

 



In place… Clinical engagement, the will and desire to follow best practice. 
Recognition ERAS can achieve improvement in quality of care & patient 
experience  
 
However… 
 Peri-operative practices not standardized, models of care variable 

informed by tradition, culture and norms 
 Individuals and teams not seeing the continuum of care – what role do 

and can they play in the patient’s journey? 
 Understanding of multidisciplinary team work is variable 
 Anecdotal examples exist but difficult to evidence due to  
   lack of good data 
 Inhibiting environments can stifle innovation 
 Patient & family expectations 

 
 
 
 





 Changing clinical interventions 

 

 Changing care systems and processes 

 

 Creating a team to work across the patient pathway 

 

 Both require technical and behavioural change management 

 

 Start with thinking about who to engage and how to structure the 
project team 

 



Capacity & Capability Building 
 

• Staff education & Learning – Modules; General 
Awareness  of ERAS, Benefits and Methods of Patient 
Education 

• Targeted Training Needs Analysis 
• Professional competency framework 
• E-Learning / Website 
• Mandatory requirement as part of staff orientation 

 

Best Practice models 
 

• Co-design ERAS clinical protocols 
• Review current practice with international evidence – 

establishing a baseline 
• Establishing pathways to optimise patient’s journey: 

smoking, nutrition/ exercise, diabetes management 
• Develop models of care for wider system and sub-

specialty  procedures 
• Enabled discharge – home health services, mobile 

doctors, working with employees, charitable 
organisations 

Humanizing healthcare 
 

• HMC wide ERAS PFE group 
• Patient consultation 
• Patient Engagement Strategy 
• Review  of patient education – Decision Aids and 

Inpatient Survey, OPD presentations 
• Improve pre-operative education/ preparation 
• Group pre-op patient education sessions, peer led 
• Communications campaign - addressing patient 

expectations, take responsibility for optimizing health 
pre-op and recovery 

High-reliability patient care team 
 

• Governance – joint ownership, accountability and 
reporting (multi-disciplinary) 

• Information management – establishing baseline, 
compliance audit, outcome indicators (LOS – 
clinical discharge) 

• Standardisation of pre-operative assessment 
• Integration with data system 

• ‘Team’ structure – multi disciplinary working 

 



100% 

100% 

4% 

14% 

14% 

14% 

100% 

74% 

86% 

86% 

86% 

22% 

Patient underwent a pre-operative visit

Patient assessed as fit for surgery

DVT prophylaxis

Oral bowel preparation avoided

Pre-operative Fasting: Clear fluid intake until 2 hours and…

CHO drinks pre-op

A single dose of prohylactic Antibiotic

Pre-Operative 

Not documented No Yes



100% 

6% 

100% 

100% 

95% 

9% 

100% 

94% 

5% 

40% 
51% 

Standard Anesthetic protocol Mid Thoracic epidural

 Laparoscopic/minimally invasive surgery

Drains inserted

High 80% inspired oxygen concentration

Maintenance of normothermia

Intraoperative IV fluids ≤ 1.5 liters 

Urinary Catheter

Intra-Operative 

Not documented No Yes



40% 

100% 

13% 

22% 

16% 

1% 

41% 

60% 

100% 

14% 

75% 

75% 

52% 

73% 

3% 

9% 

47% 

59% 

Opioids used

Paracetamol/NSAIDs

Nasogastric tube

Food or liquid consumption within 6 hours post-surgery

IV fluids ≤ 2.5 liters for 1st 24 hours 

Prophylatic antiemetics

Urinary catheter post-op > 4 hours

Early Mobilization within 24 hours

Post-Operative 

Not documented No Yes



Provide full information about the planned surgery 

 Be consistent in messages 

 Break down information into user friendly language  

 Benefits and risks of the operation or procedure should be clear 

 Guidance and encouragement to ensure best health before the operation 

 Ensure options for anesthesia and the effects are given 

 Be clear on expected length of stay and post recovery from surgery  

 Provide user friendly plan of treatment 

 “Ask how I feel and involve me” 

 



 Where no governance, difficult to ensure accountability and 
access to wider infrastructure and resources  

 Protocol alone cannot provide compliance 

 Without robust data difficult to pinpoint where improvement 
strategies require review and revision 

 Competing priorities – have a day job to do! 

 

 

 



 Clear governance requirement 
 Joint ownership creates mutual support and accountability 
 Requires broader system support – the continuum of care 
 Patient engagement – importance of effective patient education and 

promoting ‘how to become an active partner in your own care’ 
 Creating safe environments for staff to reflect on progress, learning and 

address challenges together – create culture of improvement 
 Teamwork and communication are critical to a culture of patient safety 
 ERAS should be a dynamic process…real time feedback…with immediate 

results… 
 
 Clinical Impact: Outcomes – Compliance – Patient Impact   
 System Impact: – Spread & Scale – Economic Impact – Sustainability 

 
 
 



 Change is Clinically Led with Senior Management Support  
 Clinical leadership is crucial for successful implementation 
 Leaders are respected role models who can influence peers and other MDT 

members 
 Involvement and engagement of all members within the MDT is required 
 Project management, Change management support needed 
 Senior management support and engagement is an ongoing process, and 

not just at the outset of the implementation process 
 

 Ethos of the Clinical Team 
 Celebrate the success of your work and achievements 
 Show mutual respect and value the different and complementary roles of the 

MDT members 
 Engage in the top tips for patients 
 

 Organisational Culture 
 Support the ‘can do’ culture that empowers and enables clinical teams to 

test new ways of working, without fear, risk or blame 
 Share the strong relationships between managers and clinicians with quality 

& safety being high on the executive agenda 
 
 

 



 “This [ERAS] can be successful when everyone on the inter-
disciplinary team see not only the patients from their side but 
collaborate with other teams for individualised care for 
patients – not only here in our hospital but across HMC as a 
whole”                                                                  (Staff Nurse) 




