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“ Hi, I’m Ankit Sarin,  your proctologist” 
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Background  

• Over the last 20 years there have been significant 
changes to the way surgical care is conducted. 

 

• Data showing improved outcomes with early 
feeding, fluid restriction,  standardized anesthesia 
approaches and pain medication regimes, 
ambulation and non use of tubes have been met 
with resistance 

 

• In order to address this challenge evidence based 
programs have been initiated that have proven to 
improve outcomes and patient satisfaction. 



 A combination of evidence based 

perioperative strategies which work 

synergistically to expedite recovery 

after surgery 



We know ERAS Programs Work   



We know ERAS Programs Work   



We know ERAS Programs Work   



However Change is Hard 

• Major difficulties arise when introducing evidence 
based clinical guidelines into routine practice 

 

• Many features of ERAS protocols are not instantly 
intuitive and, therefore, pose natural barriers 

 

• Current colorectal practice differs greatly from the 
current available evidence 

 

• Adherence rate to ERAS protocols has been shown to 
be low in the postoperative phase with less than half 
of patients completing some aspect of postoperative 
recovery. 
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• EXAMPLE OF AN ERAS 
PROGRAM 

 

• BARRIERS TO 
IMPLEMENTATION 

 

• FACILITATORS THAT CAN 
AID  IMPLEMENTATION 
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UCSF ERAS Program 
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Previous Practice for Colorectal 
Surgery Patients at UCSF (Circa 2012)  

• Most patients - Bowel Prep 

• NPO after midnight, sips of water with meds 

• Laparoscopic/minimally invasive surgery 

• Avoidance of NGT and drains 

• Patient controlled analgesia (epidural for some 
open cases, none for laparoscopic) 

• Other analgesics ad hoc 

• Ambulation on POD# 1 

• Diet started/advanced with flatus/BM 

• Discharge around POD# 6-7. 



Designing the Pathway 

• Creation of a Multidisciplinary Working Committee 

• Surgery, Anesthesia, Nursing, Nutrition 

• Create a pathway that was evidence based and utilized 

discreet steps - Pre-operative , Intra-operative and  

Post-operative 

• Obtain adequate resources and aim for ease of 

implementation 

• Define responsibilities of the different disciplines in 

each phase of care and get buy-in from key players 

• Put in place a constant review and feedback 

mechanism  

• Ease of Implementation 



Critical Components 

• Core team with constant re-engagement 

• Pre-operative teaching and defining 
expectations 

• Reducing/eliminating systemic opioids 

• Avoiding over/under hydration 

• Early Mobilization 

• Early Diet advancement 

• Ensuring compliance and tracking outcomes 

• Evolving as needed 



ERAS Components 





Website 

 

 

http://eras.surgery.ucsf.edu/  

http://eras.surgery.ucsf.edu/


Pre-op Epidurals 

•       6:00 AM (t-90 mins): Patient arrives in Admitting. 
Goes to Pre-Op. 

•      6:30 AM (t-60 mins): Pre-Op RN reviews NPO status, 
meds, allergies, general health, IV placed. 

•      6:45 AM (t-45 mins): Surgical team completes 
consent, 24-hr update, site marking. 

•      6:50-7:00 AM (t-30-40 mins): Anesthesia team sees 
patient, explains R&B's of regional anesthesia, pt. 
agrees. Anesthesia team prepares Block room. 

•      7:00-7:10 AM (t-20-30 mins): OR nurses arrive for their 
shift, check OR for all necessary elements for the case, 
sees patient and completes checklist (Green light 
activated/Green dot placed). 

•      7:10 AM (t-20 mins): ASA monitors placed, perform 
regional. 

•      7:30 (t-0 mins): Epidural complete and take the 
patient to OR. 



Partial Integration with EMR 

• Caseview “ERAS Colorectal Patient” 

• APEX 



Extensive data collection  
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ERAS Program Evolution 

 

• October 2013 – ERAS Program Initiation 

• December 2013 – Data Collection 

• February 2014 – ERAS Program Expansion 

• June 2014 – Addition of Infection prevention  

• July 2014 – Esophageal Doppler 

• August 2014 – Data Dashboards  

• September 2014 – Exercise protocol  



 

• December 2014 – ERAS Website 

• December 2014 – APEX Pathway Initiation 

• January 2015 – Cipher Phone Call 

• February 2015 – Move to Mission Bay 

• March 2015 – Prehabilitation – Surgery Wellness 

• May 2015 – Epidural in Preop  

• June 2015 – Inpatient Nursing Practitioner  

• July 2015 – Incorporation of Meds to Beds 

• July 2015 – Caring Wisely Grant 

 

 

 

 

 

ERAS Program Evolution 



• May - August 2015 APEX PATHWAYS  

– Bundles orders and care plans into one pathways 

– Staircase Designation (   ) identifies patients 

 

• September 2015 Caring Wisely Coordinator 

• October 2015 -  Expansion to Gyn Oncology 

• December 2015 – PSH Coordination Emails 

• Feb 2016 - Provider Dashboards  

 

 

 

ERAS Program Evolution 



Future Direction 

• April 2016 Geriatric ERAS 

• Summer 2016 ERAS Comprehensive database 

• Expansion to Mission bay Surgical Services 

• Fall 2016 Perioperative Surgical Home Symposium 

 



BARRIERS TO IMPLEMENTATION 
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• ERAS Mobility tracker Project  

• ERAS App project 

• One View Integration 

 

 

 

• Bowel prep elimination 

• Rapid Diet advancement 

• Resident education on ERAS 

• Consistency in Anesthesia care 

• Esophageal Doppler 

 

 

ERAS Program Struggles 





Patient Related Factors  

• Patient Selection 

– Patient demographics 

– Complex patients 

•  high comorbidity, obesity, and presentation with 
advanced disease 

 

• Patient Expectations 

– Background and Personality 

– Attitude and Preconceived notions 

 

•  Patients’ lack of understanding  

– Lower educational levels  

– Language barriers. 

 



Staff Related Factors 

• Tradition 

– Opposition to a “cookbook style of management 

 

• Opposition to Change  

– especially for experienced providers 

– Not receptive to change 

 

• Rotating Care providers 

– hinders progress with patients receiving care that 
deviates from the protocol 

 

• ERAS seen as purely financially driven  

 

 



Health System Resources 

• Clinic Resources 

– Patient education 

– Care Coordination 

 

• In-Hospital Resources 

–  Role of an ERAS coordinator  

–  Lack of weekend staffing of stoma therapy 

– Hospital systems are designed for Acute care 

 

• Discharge  

– Adequacy of home health services 



Practice Related Factors 

• Inflexibility in the ERAS protocol  

– Individualization of care in select cases is necessary 

 

• Ineffective Communication  

– especially when deviation from protocol is required  



I’m worried about my 
older patient taking 
part in this ERAS 
Program.  

 

Typical Interaction 

involving a 

stakeholder 

(surgeon) and a 

ERAS champion 

(surgeon). 

 



Studies in older patient 
with multiple co-
morbidies have shown 
they have the most to 
benefit from ERAS 

Typical Interaction 

involving a 

stakeholder 

(surgeon) and a 

ERAS champion 

(surgeon). 

 



Are we just creating 
more re-admissions by 
discharging patients 
earlier 

 

Readmissions 
should certainly 
be tracked 

 



Re-admissions should 
reduce but you are right we 
should be prepared for 
early evaluation postop  

Discharge 
planning and 
communication 
key to preventing 
re-admissions 

 



Do we have the 
resources to do this?  



We will by showing the 
economic advantages 
based on reduced hospital 
stay and decreased 
morbidity 

Saves anywhere 
from 2000 to 
5000 per day 
reduced length 
of stay 



I don’t want my 
patients to feel they are 
being pushed out  



You can keep them as 
long as you have before 
but if they feel ready to 
go they may not want to. 

 

Patient satisfaction 
has also been 
shown to remain 
unchanged in 
protocol driven 
recovery 
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FACILITATORS TO IMPLEMENTATION 



Facilitators – Team Based Approach
   

• Establish an effective core team early 

– Honesty, Discipline, Creativity, Humility, Curiosity 

• Create a true partnership 

• Team Cohesion by frequent meetings 

• Identify and get support of local champions in 
surgery, nursing, and anesthesia 

• Get buy in from key demographics 



Facilitators – Clear Vision 

 

• Shared Goals 

 

• Mutual Trust 

 

• Clear Roles and Responsibilities 

 

• Effective Communication within the team 

 

• Measurable progress and outcome 



Facilitators – Effective Protocol  
 

• Feasibility and alignment with current practice 

– Bowel Prep  

• Standardization vs flexibility  

– Who to include 

– Robotic Procedure 

• Prioritize areas with high impact  

– Minimizing Opioids 

• Concentrate on process first then outcome 

 

• Audit and Feedback Mechanism built in 

 



Facilitators – Extensive Education 
and dissemination  

• Development of pre-printed orders,  

• Staff reminders, and 

• Patient education materials 

• Central Website or coordinator for queries 

• Easily accessible material  

• Integrate with established educational curriculum 



Facilitators – Systems Integration 

• Electronic Health System Integration 

– Key to efficacy in use of resources 

• Creation of Effective Workflows  

• Integrating resources already in place 

– Meds to beds 

– Cipher phone call 

• Utilizing additional resources in high impact 
areas 

– Inpatient ERAS nurse practitioner 

– Preop nurse visit 



Facilitators – Effective Communication 

• Engage the various stakeholders actively  

– Meet and identify individual concerns 

– Find out of the box solutions 

• ERAS Coordinator  

– Assist with protocol compliance and goal attainment 

– Can communicate between core and front line 

• Email  

• Feedback to front line providers 

– Nursing  

– Surgeons  

– Anesthesiologists 
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   Thank You 






