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Editorial on the Research Topic
 Enhanced Recovery After Surgery



Enhanced Recovery After Surgery (ERAS) is a multidisciplinary approach to the care of surgical patient. ERAS protocols are multimodal perioperative care pathways designed to achieve early recovery after surgical procedures by maintaining preoperative organ function and reducing the profound stress response following surgery (1). ERAS started mainly with colorectal surgery but has been shown to improve outcomes in almost all major surgical specialties (2). ERAS process implementation involves a team consisting of surgeons, anesthesiologists, nutritionists, nurses, and other staff from services who are involved in patient care. In the past few years, several different centers have focused on ERAS programs resulting in many protocols that are now available with multiple elements to be considered (3). Despite the evidence of improved postoperative outcomes and recovery (4–7), ERAS implementation is slow and varies between different hospitals.

The overall goal of this research topic is to examine ERAS protocols and their implementation in different settings. The issue contains a series of review articles as well as original research articles.

Recent studies suggest that ERAS protocol can be successfully applied in vascular surgery. In a narrative review article, Stojanovic et al. present the evidence that application of ERAS program reduces the length of hospital stay, decreases the surgical, and non-surgical complications in the postoperative period, and improves the overall outcome in patients undergoing vascular surgery. Having reviewed recent literature, Dinic et al. highlight potential procedures and techniques that might be incorporated into the ERAS program after thoracic surgery. Golic et al. conducted a retrospective analysis of nine cases of patients who developed flail chest following blunt trauma, and were treated with early osteo-fixation of the chest wall and postoperative epidural analgesia. The authors concluded that surgical stabilization and epidural analgesia reduced ventilator support, shortened intensive care unit stay, and reduced medical costs. Vukovic and Dinic analyzed the components of ERAS protocols in urologic surgery. They concluded that there are still very few guidelines for ERAS protocols in urology and emphasize the importance of preoperative medical optimization, epidural analgesia, and nutritional management.

The idea of incorporating ERAS protocols in surgical intensive care unit (SICU) setting has great potential for promoting enhance recovery of SICU patients. Jovanović et al. comprehensively explain the role of sedation, analgesia, early oral intake, and early mobilization as integrative parts of SICU ERAS concept implementation.

Simić et al. in their review focus on the importance of postoperative analgesia in children. The authors describe the utility of continuous peripheral blocks (CPNB) for complete and prolonged postoperative analgesia of pediatric patients.

Sivevski et al. provide an in-depth review of the available data from the literature as well as evidence-based recommendations considering the concept of low dose spinal anesthesia for patients undergoing gynecological surgery. An interesting result of the study is that there was no respiratory depression in geriatric patients receiving 100 μg of spinal morphine. This study also highlights the hemodynamic stability of elderly patients who received low-doses of intrathecal bupivacaine in combination with opioids.

Pujic et al. developed a survey tool of 22 questions with multiple choice answers that was sent by email to all hospitals in Serbia (4 university teaching hospitals and 45 general hospitals) that provide obstetric services. The questionnaire asked whether ERAS protocols had been formally adopted for surgical patients and about their use in patients undergoing cesarean delivery (CD). Responses were obtained from 46 of 49 hospitals (3 university and 43 general hospitals; a 94% response rate). ERAS protocols were in use in 11 of 46 (24%) of surveyed hospitals and 63% of the time the responsibility for patients counseling was shared between the obstetrician and anesthesiologist. However, even ERAS hospitals reported a higher number of discharges after 3 days compared to surveys of UK hospitals where the majority of women are discharged within 2 days of their CD.

Quadratus lumborum block (QLB) is a new form of the abdominal wall block which is relatively easily performed thanks to clear ultrasound anatomic markers. QLB is safe and has found its place in multimodal postoperative pain therapy in patients undergoing abdominal surgery, gynecological and obstetric procedures, and orthopedic interventions on hips, whether interventions are performed in general or spinal anesthesia, both in adults and in children. Akerman et al. conclude that improved early oral intake and early mobilization can be more easily achieved with good pain control hereof QLB has a great potential in this area of ERAS.

In summary, this issue discusses particular aspects of ERAS protocols and an anesthesiologist's role in preoperative, intraoperative, and postoperative strategies for different surgical interventions and in different patient groups.
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