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 Web-Based data collection software 

 Quality improvement tool 

 Risk-adjusted, outcomes-based data 
 Clinically Validated data 

 Benchmarking 

 

What NSQIP Is 
                     
______________________________ 



NSQIP 



RCH NSQIP Colorectal details 

Odds Ratio to comparator group of  the given event, 

 2008-2012  (courtesy of  the NSQIP team) 



Enhanced Recovery 





www.erassociety.org 



Enhanced Recovery Society of  Canada 

“Dedicated to the development and implementation of  evidence-based,  

multi-disciplinary pathways for surgical patients that reduce complications 

and facilitate more rapid return of  pre-operative functional status.” 

…an ERAS sister society 

www.enhancedrecovery.ca 



• Rapid Recovery in Cardiac Surgery:  1995 







• Quality care and patients’ safety can be 

maintained when care delivery systems are 

redesigned, as shown at the Royal Columbian 

Hospital in New Westminster, BC.   More than 

600 cardiac surgeries are performed annually 

in this 400-bed acute care facility. In 1996, a 

multidisciplinary, cardiac surgery, quality 

improvement team created an innovative and 

cost effective rapid recovery program. 





pain 



J.R-K AJCC 

• The frequency of postoperative nausea decreased considerably, 

from 60% in 1996 to 12% in 2000. 

• The percentage of patients who had their first postoperative 

bowel movement within 3 days of surgery was  96% in 2000 

compared with 81% in 1996. 

• The prevalence of postoperative psychosis, confusion, and/or 

delirium was less than 1%, much lower than the 3% to 18% 

reported in the literature 





CABG 



Discharges 2008 by comorbidities 





1995 



McGill: Our First Team (2008) 



 

 McGill:  Our Multidisciplinary Team 

• Dr. Liane Feldman, surgeon--leads the team 

• Dr. Franco Carli, anaesthesiologist 

• Dr. Gabriele Baldini, anaesthesiologist 

• Debbie Watson, Nurse, Care Pathway Coordinator 

• Donna Stanbridge, MUHC associate director of  nursing of  
perianesthesia services 

• Michelle Bourgeois, Physiotherapist 

• Eleanora Eckert, Nutritionist 

• Suzanne Fournier, Pharmacist 

• Oliver Cachero, Nurse Manager-18th floor, General Surgery 

• Tara Landry, Librarian 

• Krista Brecht, Clinical Nurse Specialist, Pain service 

• Nancy Posel, Julia Thomas, David Fleiszer: McGill Molson Medical 
Informatics. 

 





• This study provides 

objective data indicating 

that laparoscopic 

surgery and ‘fast-track’ 

(FT) care improve 

recovery of GI transit 

compared with open 

colectomy and standard 

care, contributing to 

faster clinical recovery. 





What is ERAS? 

• AKA Fast-track or ERP 

• Developed by Kehlet in Denmark in colonic surgery 

• Gradually has gained world-wide acceptance 

• Originally described in Open Surgery but same 

advantages seem to apply for Laparoscopy 



• Patient and family information and preparation 
•Carbohydrate drinks 
•4 night before surgery if  having bowel prep 

•2 morning of  the surgery 

• No mechanical bowel preparation 
•Enema morning of  surgery for L) sided cases 

•? Changing to bowel prep with oral antibiotics 

 

Pre-op 



Preop:  CHO drinks 



Preop:  CHO drinks 

• “The main objective of preoperative carbohydrate treatment is to 
produce the change in metabolism that normally takes place when 
breakfast is eaten. This elicits an endogenous release of insulin 
that turns off the overnight fasting state of the metabolism. The 
easiest way to accomplish this change is to give carbohydrate.” 

• “Further evaluation of this carbohydrate-rich preoperative 
beverage has revealed that it improves subjective well-being 
compared with placebo (water). While both drinks reduce 
preoperative thirst, the addition of carbohydrate also reduces 
hunger and anxiety, and improves overall well-being (as measured 
by 12 variables including pain, fatigue and fitness)” 

Ljungqvist, O., & Søreide, E. (2003). Preoperative fasting. The British journal of surgery, 90(4), 400–6 



Preop:  CHO drinks 
• 3.4. Insulin resistance 

• The effects of preoperative carbohydrate treatment on the development of postoperative insulin resistance 
are shown in Table 4.  Three studies utilised the hyperinsulinaemic-euglycaemic clamp technique to measure 
relative changes in insulin sensitivity and demonstrated significant reduction in development of postoperative 
insulin resistance in preoperative carbohydrate treatment patients when compared with control. Three further 
studies utilised Homeostasis Model Assessment-Insulin Resistance [HOMA-IR] calculations to determine 
changes in perioperative insulin resistance; with two demonstrating a reduction in postoperative HOMA-IR 
values between preoperative carbohydrate treated and control patients. Finally, a study that utilised the 
Qualitative Insulin Sensitivity Check Index [QUICKI], to derive a crude estimate of changes in perioperative 

insulin sensitivity, demonstrated significant reduction in the 
postoperative insulin resistance index in the preoperative 
carbohydrate treatment group. 



Preop:  CHO drinks 

• Complex CHO 

• 100 Grams 12 

hours pre-op 

• 50 Grams 2 ½ 

hours pre-op 
• “Preload™ is a 

neutral-tasting pre-

surgery carbohydrate 

loading powder drink 

mix used to enhance 

patient recovery after 

surgery.” 



Thoracic epidural analgesia 

Incision choice 
• Transverse for R) sided 

• Mid-line or laparoscopic for L) sided  

Avoidance of  drains and naso-gastric tubes 

Limited intra-operative fluid therapy 
• Aiming to max of  1.5-2 l 

• Goal directed 

Warming, antibiotics, thrombosis prophylaxis, etc. 

Intra-op: Surgery 



Intra-op 

• Francesco Carli, MD, MPhil, FRCA, FRCPC, Henrik Kehlet, MD, PhD, Gabriele Baldini, MD et al. Evidence Basis 
for Regional Anesthesia in Multidisciplinary Fast-Track Surgical Care Pathways. Reg Anesth Pain Med 2011;36: 
63-72 



Drains 

• ABDOMINAL DRAINS 
• 1999 (Ann Surg) Meta-analysis 

• No difference in studied outcomes 

• Only 1 in 20 anastomotic leaks detected 

• 2004 (Cochrane) 

• 6 RCT’s, 1140 pts 

• No significant difference in leak/outcomes, (OR 0.85) 

• Nasogastric tubes 

• Fever  

• Atelectasis  

• pneumonia  



Urinary drainage 

• Risks for need / risk for urinary retention 
• men, prostatic hypertrophy, open approach abdominal operations,   preoperative 

radiation, resection of large pelvic tumors, abdomino-perineal resection, ?obesity 

• Colon resection 

• Summary and recommendation  (evidence level: low (few studies, extrapolated 

data),  recommendation grade:strong) 

• None, if no epidural 

• Remove POD 1 if epidural 

• Consider prolonged drainage if TEA and high risk by history 

• Pelvic resection 

• • Summary and recommendation 

• • Same, except for ultralow and combined urologic procedures 



Intra-Op:  Fluid Therapy 

Surgery 1:53–64 (1937) 



Intra-Op:  Fluid Therapy 

 



Fluid Therapy 



Intra-Op:  Fluid Therapy 



Intra-Op:  Fluid Therapy 

• Conventional “hemodynamics”  (HR and BP) 

• Central venous pressure  

• Pulmonary artery catheter  (PCWP and/or CO) 

• Urine output 

 

• Echocardiography  (TEE or TTE)  (“Perioperative hemodynamic 

echocardiography”) 

• Esophageal Doppler (CardioQ) 

• Pulse pressure variation/Waveform Analysis  

(FloTrac/Vigileo/EV1000, Lidco, PiCCO) 

• Fick principle (Nico) 

 



Intra-Op:  Fluid Therapy 



Intra-Op:  Fluid Therapy 



Cessation of  intravenous fluids 
• unless clinically indicated 

• Pressors for epidural hypotension 

Regular pre-emptive antiemetics 
• ondansetron as first line 

On arrival to the ward 
• Patient sits up 

• Starts drinking protein drinks  

After surgery 

Enhanced Recovery After Surgery:  What is it and is it worth the trouble? 

Andrew Hill   Colorectal Surgeon   Middlemore Hospital, University of Auckland 

Auckland Enhanced Recovery After Surgery Group 



After surgery 

• Chewing gum postop  (PACU on) 

• Limited evidence of effectiveness… 

• Not harmful 



ERAS – Worth it? 



“ERAS Care System” 

• ERAS Protocol – an evidence-based care protocol developed by the 

ERAS Society. 

• ERAS Implementation Program – a change management program 

specifically developed for the perioperative team of surgical clinics 

performing major operations. 

• ERAS Interactive Audit System – a software program designed to ensure 

compliance to the protocol, maintain tight control of patient information 

at every step, and monitor the results.  It is used by both the health care 

staff as well as administration. 



ERAS Society 

The ERAS Society was officially founded in 2010.  The mission of the Society 
is to "develop perioperative care and to improve recovery through 
research, audit education and implementation of evidence-based 
practice." 

 

The ERAS Society has its roots in what was called the ERAS Study Group.  
Comprised of leading surgical groups, the ERAS Study Group was 
assembled by Professor Ken Fearon and Professor Olle Lungqvist in 2001 
to further develop ideas put forth in the 1990's by Professor Henrik Kehlet 
concerning the concept of multimodal surgical care. In addition to the 
above, Profs Arthur Revhaug, Univ Tromsö, Profs Martin von Meyenfeldt 
and Cornlius deJong, Univ Maastricht were the original members of the 
ERAS Study Group. 

 

The ERAS Study Group soon discovered that there were a variety of 
traditions in use in different units.  There was also was a great 
discrepancy between the actual practices and what was already known 
to be best practice, based on the literature.  This prompted the group to 
examine the process of change from tradition to best-practice. 

www.erassociety.org 













The 95-5 rule 

• Don’t waist time and energy with 

the 5% of  people that resist 

change trying to get them on 

board. 

• Invest your energy with the 95% 

who get it and move forward. 

Leadership. 50 Points of  Wisdom for Today's Leaders by General Rick Hiller  






