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Purpose

The purpose of this project is to compare surgical outcomes associated
with traditional perioperative care to outcomes associated with an ERAS
protocol for patients undergoing cardiothoracic surgery.

Specific Aims:
Determine if the use of an ERAS protocol shortens post-operative hospital
length of stay (LOS) in comparison to the control group of traditional
perioperative and recovery practices.

Determine if the use of an ERAS protocol decreases post-operative
complications in comparison to the control group of traditional perioperative
and recovery practices.

Background

ERAS is a patient-centered, multi-disciplinary, evidence-based approach to
perioperative patient care aimed to optimize recovery and reduce surgical
outcome variability.

The concept of ERAS began with colorectal surgery, but has since shifted
perioperative patient care practices among all surgical specialties, including
cardiothoracic surgery. Evidence continues to support ERAS pathways for
cardiothoracic surgery rather than traditional recovery practices. ERAS pathways
contribute to improved overall patient including red: d postoperative
complications, accelerated recovery time with shorter postoperative hospital LOS,

and reduced healthcare costs.
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Methods

Study Design: Scoping Review
Literature review performed to evaluate traditional perioperative care versus

ERAS protocol in cardiothoracic surgical patients to set inclusion and exclusion
criteria based on current peer reviewed articles for qualitative data

14 articles were selected by group

» Based on inclusion criteria for review

« Placed findings in a synthesis table

« Evidence outcomes question based on relevance to PICOT question

Inclusion Criteria:
Published between the period of 2012-2022
Written in English
Involve human participants over 18 years of age
Describe a qualitative measure for at least one of the following outcome
criteria relating to the ERAS pathway: inpatient hospital length of stay,
postoperative pain scores, readmission rates, and postoperative
complication rates.

Exclusion Criteria:

« Do not provide qualitative evidence as a basis for results

« Do not require informed consent from their study participants

« Do not describe a qualitative measure for at least one of the
following outcome criteria relating to the ERAS pathway: inpatient
hospital length of stay, postoperative pain scores, readmission rates,
and postoperative complication rates.

Findings reviewed included compliance rate to protocol, length of stay (LOS),
pain control, perioperative education, and complication rates.

Control groups involved patients undergoing similar procedures from the
same facilities utilizing traditional perioperative care compared to those
enrolled in an ERAS protocol at 1 month, 3 months, and 6 months post
operative.

Results

The most significant result noted from the literature review was a
decrease in length of postoperative hospitalization when utilizing an
ERAS protocol in comparison with traditional surgical protocols.

« Of the 14 included studies, the most significant outcome from the
evidence collection was a decreased postoperative hospital length of stay
(LOS) associated with the ERAS protocol compared to traditional operative
protocols.

93% of included studies reported a decrease in LOS with ERAS. The single
remaining study reported no change in LOS.

Postoperative complication rates decreased in 57% of the articles when
perioperative procedures involved ERAS.

Only half of the included articles reported cost data. Of these, all reported
decreased hospitalization costs associated with ERAS protocol use.

Hospital readmission rates were either maintained or decreased when
associated with ERAS.

Of the articles that addressed postoperative pain control, 100% reported
improved postoperative pain control with ERAS protocol in comparison with
traditional perioperative practices.

Implications for Practice

Decreased Incidence of Postoperative Complications
Consider ERAS for every appropriate patient and procedure.
» Improved patient outcomes and experience.

Decreased Postoperative Length of Stay

» Benefits every patient demographic.
Cost to the patient and the hospital are decreased.

» Resources are freed up for other patients.

» Decreased risk of healthcare acquired infections and delayed return
to normal activities.

Multidisciplinary cooperation required
* Many healthcare teams must be educated and motivated.
» Pre-operative and outpatient facilities involved.

More studies needed in the future

« Limited studies for advanced and higher risk surgeries.

» Many providers that still don’t utilize ERAS may be convinced by
further research.
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