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EDITORIAL VIEW

Is Pakistan ready for ‘Enhanced Recovery After 
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SUMMARY
The concept of ‘Enhanced Recovery After Surgery’ (ERAS) was introduced over 15 years ago, and con-
sisted of multimodal pain management, measures to decrease the perioperative stress response and the 
use of minimally invasive surgical techniques, and resulted in a  decreased duration of postoperative 
hospitalization and increased patient satisfaction. The concept has been proved beneficial after long 
standing clinical experience and well-designed studies that continue to demonstrate shortened recovery 
and decreased postoperative morbidity. Enhanced recovery programs require close cooperation between 
all members of the care team including anesthesiologists, surgeons and nursing staff. In order to adopt 
ERAS in Pakistan, healthcare teams will need to carefully examine current surgical outcomes and the ex-
isting literature in order to implement well designed protocols to benefit to the local patient population.
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Traditional perioperative care is often based on 
institutional culture and practices that have been 
passed on from one generation to the next. It is 
only recently that evidence based studies have 
demonstrated that many traditional approaches 
to perioperative care such as preoperative and 
postoperative starvation, use of opioid analgesics, 
large volumes of perioperative fluid and prolonged 
periods of bed rest are not only unnecessary, but 
impair recovery.

The concept of ‘Enhanced Recovery After Surgery’ 
(ERAS) was introduced over 15 years

ago, by the Scandinavian surgeon, Henrik Kehlet, 
when he described the effect of multimodal 
pain management, measures to decrease the 
perioperative stress response and the use of 
minimally invasive surgical techniques, to decrease 
the duration of postoperative hospitalization and 
increase patient satisfaction.1 This was followed 
by a rapid adoption of his “fast track” principles 

and a systematic review in which he demonstrated 
that the multimodal evidence based protocols 
significantly shortened postoperative recovery and 
decreased perioperative morbidity.2 The protocols 
are now accepted throughout Europe, the United 
Kingdom, Canada and more recently the United 
States. 

ERAS is based on the adoption of evidence based 
practice guidelines to decrease the perioperative 
stress response and facilitate patient recovery. 
Important elements of Enhanced Recovery 
programs include preoperative carbohydrate 
loading, minimally invasive surgical techniques, 
avoiding the use of nasogastric tubes and surgical 
drains, use of opioid sparing anesthesia, avoiding 
sodium and intravenous fluid overload and early 
resumption of enteral feeding and mobilization. 
The greater the adherence to these various 
elements, the greater the improvement in clinical 
outcome.3
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Since there are many disciplines involved in 
the perioperative period, the process involves 
coordination and integration of multiple medical 
specialties, nursing personnel and hospital 
administration to ensure optimal patient outcomes. 
This team-based approach in health care has been 
validated in multiple models from the intensive 
care unit  to primary care.4,5 There is also evidence 
of greater patient satisfaction as well as greater 
satisfaction among care team members involved in 
ERAS programs.4,6

Creating change within a healthcare system is a 
daunting, but not an impossible task. It requires 
a group of committed providers with established 
track records as change makers, who are motivated 
and most importantly, able to work within 
the existing system to create change. Before 
undertaking ERAS programs, it is essential to 
conduct a detailed analysis of healthcare outcomes 
such as length of stay and morbidity and mortality 
rates for the given surgical procedure / group in 
order to identify opportunities for improvement. It 
cannot be assumed that the reasons for prolonged 
postoperative hospital stay in Pakistan are the same 
as in Europe, Canada or the United States. 

There also needs to be a continuous audit of 

the ERAS programs to evaluate compliance and 
outcomes, since programs undergo many minor 
changes during the formative phases. While 
the Enhanced Recovery protocols in the United 
Kingdom have been associated with a reduced 
length of stay, but inconsistent improvement of 
the patient experience. However, in the United 
States it was shown that a trust based audit model 
that included senior hospital leadership and care 
providers resulted in improved outcomes and 
patient experience.7

Over the years anesthesiology has expanded from 
the operating room to the intensive care unit and 
pain clinic and more recently to numerous non-
operating room arenas. The advent of Enhanced 
Recovery programs will necessitate an expansion 
of the traditional role to embrace Perioperative 
Medicine.8 The anesthesiologist’s skill set and 
training makes them the best suited to lead 
Enhanced Recovery programs in collaboration with 
their surgical colleagues - anywhere in the world! 
It is hoped that this editorial will foster a national 
interest and awareness in Enhanced Recovery 
programs to create a new paradigm of care in 
Pakistan.
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