
Descprition of the INCREASE Intervention Using the Template for Intervention Description and Replication (TIDieR) 
 

 Anaesthesia Cardiac Surgery Nursing Physiotherapy Psychosomatics 

BRIEF NAME 

Perisurgical 
anesthetic care with 
individualized 
hemodynamic 
therapy focused on 
early postsurgery 
recovery 

Perisurgery healthcare 
in cardiac surgery 

Individualized nursing in 
pre- and postsurgery care 
process 

Pre- and post-surgery, individualized, goal-
oriented, and self-efficacy-based 
physiotherapy with very early mobilization  

Pre- and post-surgery expectation-focused 
psychosomatic intervention 

WHY 

The rationale behind 
the anesthetic 
management is to 
educate the patient 
pre-surgery about 
the planned 
anesthetic action to 
reduce fear and to 
increase compliance 
in the postsurgery 
period. The intra-
surgery anesthetic 
management aims 
to maintain a stable 
fluid balance, 
stabilize 
hemodynamic 
conditions, and 
reduce postsurgery 
pain, nausea, and 
delirium. The 
postsurgery 
management in the 
PACU aims to 
support early mental 
and physical 
recovery. The main 
goal is to reduce the 

According to the 
Guidelines of the ERACS 
(enhanced recovery 
after cardiac surgery) 
society (1), fast and 
complete recovery by 
providing evidence-
based and standardized 
multidisciplinary 
perisurgical care. 

The ERAS Society highly 
recommends an ERAS 
nurse (2). The pre-
operative intervention aims 
to educate, advise the 
patients, and familiarise 
them with the ERAS 
protocol (3-5). 
Furthermore, the ERAS 
nurse tries to encourage 
the patients to achieve 
their goals after surgery (6). 
During the hospital stay, 
the ERAS nurse is the main 
coordinator and contact 
person for the patients and 
their relatives (4). The ERAS 
nurse coordinates and 
organizes all therapies the 
patients need. In addition, 
constant evaluation of the 
care processes as well as 
presentation and 
discussion of the results 
with the interprofessional 
team to improve patient 
care is part of the taks of 
the ERAS nurse (4, 7). 

The intervention aims at decreasing the 
amount of time patients spend in hospital 
(8) and thereby reducing the costs for 
society (9, 10). Well-educated and highly 
involved patients are able to contribute 
maximally to their own recovery and, in 
doing so, will speed it up (11).  
The goal of the pre-surgery intervention is 
to ensure patients best possible activity 
and fitness level going into surgery (12, 13) 
and to prepare the patients for the 
procedure and the hospital stay (14). 
Furthermore, fear should be diminished by 
letting the physiotherapists explain the 
proceedings and what to expect following 
the operation (15). 
During the pre-surgery intervention, the 
physiotherapists emphasize the important 
role patients have in their preparation for 
and their recovery after the surgery, 
strengthening the patients´ self-efficacy 
and empowerment (16-18). 
The rationale behind the individualized 
goal orientation is that if patients have to 
set their own goals, it will heighten their 
involvement and strengthen their resolve 
to adhere to their individual program (14, 
19, 20). The individualized goals can also 

Patients with negative illness perceptions 
show a lower physical quality of life and 
higher stages of heart failure according to 
the NYHA classification than patients with 
positive illness perceptions (31). 
Psychological support is one of the missing 
needs expressed by patients with cardiac 
diseases (32). Within the PSY-HEART trial, 
different psychological interventions for 
patients undergoing heart surgery were 
compared (33). Within this trial, the 
expectation-focused intervention improved 
the long-term outcomes such as mental 
quality of life, higher fitness for work, and 
lower disability scores significantly positively 
compared to an intervention focused on 
emotional support only or standard medical 
care. 



physical and mental 
trauma of the 
surgery as low as 
possible (1).  

strengthen the patients’ self-efficacy and 
improve clinical outcomes (21, 22). 
The very early mobilization is an integral 
part of every ERAS program, having 
multiple effects like prevention of 
postoperative complications, higher 
functional outcome at hospital discharge, 
and reduction of length of hospital stay 
(23-26) Moreover, patients mobilizing 
themselves early and dressing up in their 
own clothes overcome the culture of bed 
rest and the inactive patient role (27-30). 

Diary  

During the preoperative interprofessional outpatient educational session, patients receive a printed diary. The diary consists of two parts: the first part contains general 
information on nutrition, a checklist for the hospital stay, about the admission day, the day of the surgery, and the first period after the hospital stay, as well as specific 

information from the different departments (nursing, physiotherapy, and psychosomatic). The second part contains worksheets, which can be edited before their 
hospital stay, and diary pages to fill in during their stay.  

WHAT:   

Materials 

The  anesthetic care 
follows the 
Guidelines of the 
ERACS Society (1) 
and the in-house 
SOP for the intra- 
and postsurgery 
management of 
ERACS patients (34). 
No additional 
material is used. The 
key elements of 
anesthetic care in 
ERACS are 1) pre-
surgical education 
about the anesthetic 
procedures 2) 
intrasurgical 
advanced 
monitoring, and 
medication using 
narcotic drugs with 

Every element of 
cardiac surgical care is 
documented in 
institution specific 
Standardized Operating 
Procedures (SOP), 
which can be assessed 
online via the intranet. 
The  surgical care 
follows the Guidelines 
of the ERACS Society 
(1). No additional 
material is used. 

The patient diary contains 
information on how to 
prepare for the 
perioperative process, 
information on how to 
behave in the event of 
complications, the contact 
details of the ERAS nurse. 
In addition, patients and 
relatives receive 
information and tasks to do 
at home on nutrition and 
drinking quantity 
management. 

Educational material and worksheets as 
part of the patient diary. The educational 
material for physiotherapy contains 
information about the recommendations 
for physical activity from the World Health 
Organization and how to integrate physical 
activity into daily life as preparation for the 
surgery  but also for maintaining an active 
lifestyle after the surgery. The worksheets 
are designed for individual goal setting in 
the short-, middle- and long-term and to 
reflect on the physical activity during the 
pre- and postsurgical phase. 

Several worksheets were introduced as part 
of the patient diary focusing on expectations. 
The patients completed the worksheets with 
the psychologist during the first face-to-face 
consultation a few weeks before the surgery 
and could complement them at home. The 
material included a page focusing on positive 
activities after the surgery and setting goals 
concerning the most important behaviors for 
cardiac health. The patients received an 
overview of the typical progress after the 
surgery and noted the developed strategies 
to deal with side effects. As homework, the 
patients should write a letter to themselves, 
which they received six weeks after the 
surgery. The material was based on the 
expectation-focused intervention described 
in the EXPECT manual from the PSY-HEART 
trial (35, 36).  



short half-life, 
multimodal pain 
management, and 
prophylaxis of 
nausea, vomiting, 
and delirium, and 3) 
post-surgical 
promotion of the 
early physical in 
mental recovery in 
the PACU. 

Preoperative 
interprofession
al outpatient 
educational 
session  

The preoperative interprofessional outpatient educational session is appointed two to six weeks before the surgery. It is held in the form of face-to-face 
conversations. The session should be in a quiet room that provides privacy and a calm atmosphere. The room should be equipped with chairs and a table. 

The following professions each have a conversation with the patients (the approximate time is listed in parentheses): cardiac surgery (30 min), anesthesia (15 min), 
nursing (30 min), physiotherapy (45 min), and psychosomatic (60 min). We recommend holding the cardiac surgery clarification at the beginning of the session and the 

psychosomatic education at the end of the session. Furthermore, we recommend that patients bring their relatives to the session.  
Moreover, the patients should bring their diary to this session (which they received in advance), as there are several worksheets from nursing, physiotherapy, and 

psychosomatic to work on during and after the session. The overall goal of the session is to give patients the opportunity to prepare themselves physically, mentally , 
and nutritional in the best way possible and to clear open questions. 

Procedure 

The  anesthetic care 
follows the inhouse 
SOP for the intra- 
and postsurgery 
management of 
ERACS patients (34). 
No additional 
material is used. 

In the preoperative 
course, the cardiac 
surgeon educates the 
patient about the 
individual surgical 
procedure. 
Intraoperatively, the 
surgeon focuses on 
reduction of surgical 
trauma, i.e. the use of 
minimally invasive 
surgical access routes. 
During the 
postoperative course, 
key factors of surgical 
care are early 
deescalation (e.g. of 
drainage and catheters), 
promoting physical and 
mental recovery, 

The ERAS nurse trains and 
advises the patients and 
relatives individually, 
specifically according to 
their needs and resources 
during the various phases 
of the perisurgery process. 
Content includes nutrition 
and drinking quantity 
management, the 
delegation of tasks for 
independent recording, 
such as daily weighing, 
evaluation, and therapy 
design in an 
interprofessional team with 
the patients. Motivational 
interviewing is another 
crucial part of the concept. 
Topics such as pain and 

The different procedures are subject to the 
individual goals of the patients and hence vary 
across patients. In general, they include 
education, very early mobilization after the 
surgery, and further physiotherapy sessions. 
Typical topics during education are goal setting, 
self-management, physical activity, and a 
physically active lifestyle as preparation for the 
surgery and after rehabilitation. In addition, the 
entries on the worksheets and in the patient diary 
are reflected together with the patient. Examples 
ofthe content of the further physiotherapy 
sessions are elaboration of physical activities like 
walking, stair climbing, cycling, activities of daily 
living, respiratory physiotherapy, or exercises in 
different positions (e.g., lying, sitting, standing). 

Within the first face-to-face 
consultation (two to three weeks 
before the surgery), the subjective 
theory of disease and the 
expectations towards the surgery are 
assessed. The worksheets are 
introduced and completed by the 
patient supported by the 
psychologist. Topics like mental 
preparation for the surgery and 
dealing with anxiety, if needed, are 
addressed. An imagination exercise is 
conducted, and questions based on 
the SCID interview take place to 
evaluate psychological comorbidities.  
Between the first and the second 
consultation, the patient writes the 
letter to themselves and 
complements the worksheets at 
home. If there is any need, telephone 



patient empowerment 
and adequate, opioid-
sparing analgesia to 
enable intensive 
physiotherapy. 

wound management, daily 
therapy planning with a 
focus on promoting self-
management skills, and 
mobilization are evaluated 
daily through visits. 
Working with the diary and 
handouts simplifies and 
supports the 
implementation of 
individual client-centric 
measures in the 
standardized process. 

consultations with the psychologist 
are possible in between the 
consultations.  
The second consultation takes place 
one day prior to surgery. Within this 
consultation, the expectations are 
evaluated. Furthermore, support and 
space for reflection are given 
depending on the needs of the 
patients.  
During the days after surgery, 
strategies are reviewed, and 
expectations are reflected according 
to the individual needs of the 
patients.  
The last consultation takes place four 
to six weeks after surgery via 
telephone. The content is individual, 
depending on the patient´s needs. At 
the same time, the patient´s letter 
will be sent to their home address.  
If there is any further need within the 
first months after surgery, the patient 
can contact the psychologist for 
further telephone consultation.  

  
Postsurgical: daily interprofessional rounds in the morning with the five professions participating; they take place at the IMC/PACU/ICU, and the peripheral ward; the 
interprofessional team, together with the patient, and, if applicable, with affiliated persons or relatives, reflects about the day before and discusses the plans for the 

current day. 

WHO 
PROVIDED 

Anesthesiologist 
with experience in 
cardiac 
anesthesiology, and 
cardiac intensive 
care medicine. 

The preoperative 
education is preferably 
performed by a 
consulting cardiac 
surgeon, alternatively 
by an experienced 
intern with profound 
knowledge about the 
planned surgical 
procedure. 
Intraoperatively, 

The ERAS nurse is a trained 
nursing specialist with a 
master's degree.   

Physiotherapists, preferably having at least 
entry-level EQR 6, provided the 
physiotherapeutic intervention. There is no 
specific training beyond the regular 
qualification needed; however, the 
therapists should familiarize 
themselves  with the ERAS concept, the 
process of goal setting, and the 
competencies needed for effective 
education, e.g., skills in Motivational 
Interviewing (37). Before the therapists 

Psychologists or mental health specialists 
trained by psychologists provide the 
intervention. The training lasted one day and 
included theoretical background and 
conversational practice with role-plays. The 
providers received a manual with all 
information regarding the intervention.  



preferably a consulting 
cardiac surgeon 
performs the operation, 
alternatively an 
experienced intern 
under supervision of a 
consultant with 
profound surgical skills, 
i.e. minimally-invasive 
access routes. During 
the postoperive course, 
the ward physician in 
consultation with the 
operating surgeon is 
responsible for patient 
care. 

start the physiotherapeutic intervention, 
they should be informed about the 
treatment rationale in the ERAS concept 
and peculiarities of the treatment, e.g., 
early mobilization after extubation. 

HOW 

The education, and 
the anesthetic, and 
postsurgery care is 
conducted face-to-
face. 

Every surgical 
intervention is provided 
face-to-face. 

The intervention is 
delivered face-to-face 
individually. Patiens and 
their relatives can 
additionally contact the 
ERAS nurse via telephone, 
video call, or e-mail. 

The intervention is delivered face-to-face 
individually or, in cases with affiliated 
persons or relatives of the patient, in small 
groups. The preoperative session could 
also be delivered by videocall. 

The first three consultations are face-to-face. 
If needed, there can be telephone calls in 
between the consultations. The last 
consultation is planned as a telephone call. 
All sessions should be done individually. 
Relatives can participate in the conversations 
if the patient wants them to.  



WHERE 

The perioperative 
anesthetic care 
takes place in the 
operation room, and 
the anesthesica care 
unit. 

The preoperative 
intervention takes place 
in the outpatient clinic. 
The intraoperative 
intervention takes place 
in the operating room. 
The postoperative 
intervention takes place 
at the surgical ward. 

The intervention takes 
place in different rooms of 
the hospital. The 
preliminary talk takes place 
in a quiet room that 
provides privacy. The 
patients are treated in an 
inpatient setting on a 
normal ward and in the 
PACU/ICU/IMC. 

The intervention occurs in the hospital on 
different wards; thus, the locations differ.  
For the pre-surgery session, any separate 
room with chairs and maybe a table should 
be suitable, as long as it provides privacy 
and a calm atmosphere.  
The first few postsurgery sessions will 
occur in the IMC, PACU, or ICU; the later 
postsurgery sessions will occur in the 
peripheral ward, the corridor, the 
staircases, and/or the clinic campus. There 
is no specific infrastructure needed; the 
intervention can be adapted according to 
the patient-centered goals and the 
surrounding. 

The first consultation should take place in a 
meeting room or some other quiet and 
private location. The second and third 
consultations can take place in the patient´s 
hospital room. If other quiet places are 
available, that is possible as well. For the last 
consultation, the patient and the provider 
need a telephone, and quiet surroundings 
would be beneficial.  

WHEN, and 
HOW MUCH 

The anesthesiologic 
interventions occur 
pre-surgery for 
education, and 
informed consent, 
intra- and 
postsurgery in the 
PACU. 
Anesthesiologists 
join the daily ward 
rounds until 
discharge and 
deliver educational 
information or 
additional pain 
management if 
needed. 

Preoperatively, the 
surgical intervention 
occurs once for 
education about the 
planned surgical 
procedure and 
informed consent.  
The intraoperative 
surgical intervention 
occurs is the 
performance of the 
surgery itself.  
During the 
postoperative course, 
ward rounds are 
performed once a day 
until discharge, ideally 
as part of the 
interprofessional round. 

Pre-surgery: the patients 
and their relatives receive 
training and advice from 
the ERAS Nurse on the day 
of the preliminary 
consultation. This takes 
about 30 minutes.  
Postsurgery: During the 
inpatient process, the 
patients are visited daily by 
the ERAS nurse. This 
individual treatment takes 
about 1-3 hours per day.  
The follow-up treatment in 
the form of telephone 
contact with the patient 
takes about 15 minutes, 
and the follow-up 
treatment sometimes 
includes multiple telephone 
calls. 

Pre-surgery session: one educational 
session of about 45 minutes in length, 
scheduled approximately two to three 
weeks before the surgery. 
Postsurgery sessions: On the day of the 
surgery, one or two physiotherapy sessions 
start approximately three hours after 
extubation, and with a time interval of 
three hours before the next physiotherapy 
session. During the next postsurgery day(s), 
one or two physiotherapy sessions might 
be necessary, depending on the individual 
patient. It is also possible that some 
patients only need a few physiotherapy 
sessions after the surgery. 
The single physiotherapy session lasts 
between five and thirty minutes, subject to 
the content of the physiotherapy. 
These sessions describe only the time 
spent with a physiotherapist. They do not 
cover the time patients should spend being 
physically active, managed on their own, 
and according to their desired goal. 

The first consultation takes place in the 
context of the interdisciplinary patients´ 
consultation, which is dated two to three 
weeks before the surgery. After patients 
have seen the other disciplines involved in 
the process (sergeant, anesthesiologist, 
ERAS-Nurse, physiotherapist), the 
psychosomatic consultation is the last part of 
this day and takes about 60 Minutes.  
The second planned consultation takes place 
one day prior to surgery. The duration of this 
session may vary from patient to patient. It 
can take between 10 and 45 minutes.  
If patients need to contact the 
psychosomatic expert, they can call them 
between the first and the second meeting. 
The third consultation should take place a 
few days after the surgery. Depending on the 
patient´s need, we suggest two to three days 
afterward. Usually, the sessions are around 
15 minutes. If needed, there can be more 
consultations, even on a daily base.  
The patients receive a final telephone call 
four to six weeks after the surgery. This takes 



around 15 minutes. Furthermore, the 
patients can call the contact after they have 
left the clinic.  

TAILORING 

All interventions in the different professions are individualized depending on the patient´s individual goals and the bio-psycho-social conditions. The individual tailoring 
of the INCREASE intervention is elaborated, planned, and evaluated by the interprofessional team together with the patients and their relatives. In addition, 
intraprofessional tailoring for the different professions takes place by adapting the different nursing, physiotherapeutic, and psychosomatic appointments. 
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