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Summary
Enhanced Recovery After Surgery (ERAS) is a model of care that was introduced in the late 1990s by a group of surgeons in Europe. The model consists
of a number of evidence-based principles that support better outcomes for surgical patients, including improved patient experience, reduced length of stay in
hospital, decreased complication rates and fewer hospital readmissions. A number of Canadian surgical care teams have already adopted ERAS principles and
have reported positive outcomes. Arising from the Canadian Patient Safety
Institute’s Integrated Patient Safety Action Plan for Surgical Care Safety, and
with support from numerous partner organizations from across the country,
Enhanced Recovery Canada is leading the drive to improve surgical safety
across the country and help disseminate these ERAS principles. We discuss the
development of a multidisciplinary clinical pathway for elective colorectal surgery to help guide Canadian clinicians.

C

olorectal surgery may be associated with undesirable outcomes, including long length of stay in hospital, high rates of surgical site infection,
perioperative nausea and vomiting, high readmission rates, and
increased costs. Enhanced Recovery After Surgery (ERAS) has emerged
worldwide as the new standard of care for patients undergoing elective
colorectal surgery. The goal of ERAS is to reduce the patient’s surgical stress
response, optimize their physiologic function, and facilitate recovery by incorporating evidence-based interventions into patient management. A meta-
analysis published in 2014 including 16 randomized controlled trials comparing the ERAS pathway to conventional perioperative care showed that the
ERAS pathway reduced overall morbidity rates and shortened length of stay
by 2.28 days, without increasing readmission rates.1 A significant reduction in
nonsurgical complications was noted, while the effect on surgical complications was less pronounced. An economic evaluation of the ERAS multisite
implementation program for colorectal surgery in Alberta estimated the net
health system savings to be $1768 per patient.2 In terms of return on investment, for every $1 invested in ERAS, $3.80 could be expected in return.2 Yet,
despite the compelling evidence in support of ERAS, it has not been adopted
widely. Results from a Canadian qualitative study suggest that although clin
icians see the value in implementing an ERAS program, lack of nursing staff,
lack of financial resources, resistance to change, and poor communication and
collaboration are perceived as barriers to its adoption.3
Enhanced Recovery Canada (ERC) is a project-based committee of the
Canadian Patient Safety Institute (CPSI) that was formed as part of CPSI’s
commitment to influence improved surgical safety across the country. In
2017, ERC set out to develop a clinical pathway for elective colorectal surgery
based on the key clinical elements of ERAS identified through implementation research,4 including patient and family engagement, nutrition management, fluid and hydration management, mobility and physical activity, surgical
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best practices, and multimodal opioid-sparing analgesia.
Five multidisciplinary groups of clinical experts from
across Canada (a total of 36 surgeons, anesthesiologists,
dietitians, nurses, physiotherapists and others) were assembled to discuss each of these key clinical elements. The
goal of each group was to come to consensus on the recommended management of patients undergoing elective
colorectal surgery as well as to provide examples, resources
and tools to assist with implementation. A knowledge management specialist guided each group through a standardized process of literature review, adopting or adapting
recommendations previously published by prominent
organizations, such as the ERAS Society, the American
Society of Colon and Rectal Surgeons and the Society of
American Gastrointestinal and Endoscopic Surgeons, to
avoid duplication of effort and de novo guideline creation.
Where guidance or evidence was lacking, as was the case
for mobility and physical activity, a Delphi approach was
used to come to consensus on pathway content. Key metrics were identified within each area for the purpose of
measurement. Two additional groups were assembled,
including a patient and family engagement group to ensure
the patient perspective was integrated and prioritized
throughout the pathway as well as a data group to provide
a framework for collecting and measuring data necessary
for quality improvement and outcome assessment.
Much of the discussion among the clinicians involved in
the development of the ERC colorectal pathway focused on
the evidence in support of the recommendations and on the
applicability and acceptability of implementing the recommendations within the Canadian context across diverse
environments. Similar to other published ERAS guidelines,
the ERC clinical pathway provides recommendations for the
traditional phases of preoperative, intraoperative and postoperative care. However, ERC presents patient education,
patient optimization and discharge as stand-alone phases
and builds upon patient-oriented research in ERAS5 to
emphasize the important role of ensuring that patients are
educated and clinically appropriate for receiving surgery and
recovering at home. The ERC pathway is unique in that it
provides comprehensive recommendations and implementation approaches for mobility and physical activity that go
beyond the usual “early mobilization is an important component of ERAS and should be encouraged” doctrine. The
ERC colorectal pathway incorporates recommended data
points outlined by the American College of Surgeons
National Surgical Quality Improvement Program and provides a patient optimization guide and animated video for
patients as well as a template for physician order sets.
The goal of ERC is for all hospitals providing elective
colorectal surgery to have the capacity to apply the clinical
pathway to provide quality and efficient patient care. The
pathway establishes a standard for elective colorectal surgery
and a means to measure its impact, and serves as a template
for standard development in other surgical areas. Further
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research is needed to ensure optimal pathway implementation and generalizability across surgical environments.
Enhanced Recovery Canada encourages surgeons to
become clinical champions within their hospitals to help
disseminate this valuable knowledge.
The full pathway is available in English and French, and
can be found online at www.enhancedrecoverycanada.ca
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