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eTable: Key changes in Ersta Hospital ERAS protocol at re-launch 1 March 2005 
 
Change Details 
Formal support from heads of 
department 

The leadership of the departments of surgery and anaesthesia were 
formally the authority behind the new protocol, clarifying its status as 
the standard of care for elective colorectal surgery. Non-compliance 
was therefore a breach of departmental policy. 

ERAS liaison in each department A senior nurse in each department involved (out-patient clinics, 
operating theatres, high-dependency unit, ward, dietetics) was 
designated ERAS liaison, assuming responsibility for implementation 
and compliance of relevant portions of the protocol. 

Reorganised preoperative patient 
education 

Preoperative patient education was moved from the outpatient clinic to 
the ward, and combined with a short tour of the ward to familiarise the 
patient at a separate occasion after the outpatient visit when the 
operation was scheduled. 
Two trained senior ward nurses, instead of an outpatient clinic nurse, 
now gave this important intervention. 

Standardised length of stay 

Based on accumulated data on when patients fulfilled discharge 
criteria, a standard postoperative length of stay of 3 days for colonic 
surgery, 5 days for low anterior resection and 7 days for APR was 
planned for with the patient’s relatives already at the preoperative 
patient education. 

Mid-thoracic epidurals 

Insertion site of epidurals moved cephalad from a low-thoracic to mid-
thoracic level, specifically T7-T9, to better promote postoperative 
gastrointestinal motility and to attenuate adrenal stress hormone 
release. 

Fluid treatment formalised 

Target volumes for colonic surgery, 1500 mL of crystalloid and 500 mL 
of colloid. For rectal surgery, 2000 mL of crystalloid and 500 mL of 
colloid. Furthermore, vasopressors were used (boluses followed if 
needed by infusion) instead of fluid boluses for intraoperative epidural-
related hypotension. 500 mL bag of crystalloid was given after surgery 
until 0800 on POD 1. 

Hourly urine production 
measurement 

24-hour urine production was measured and general target was set to 
>800 mL provided preoperative renal function was not impaired. 

 


