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Nursing Considerations  
During Patient Recovery

Basile Pache, Valérie Addor, and Martin Hübner

�Introduction

The patient is in the center of the enhanced recovery after 
surgery (ERAS) care. The nursing team working bedside 
plays a crucial role in the implementation of the enhanced 
recovery program and maintaining daily ERAS routines.

The aim of this chapter is to summarize the current evi-
dence on the important role of nursing in ERAS care and to 
describe the different facets of perioperative nursing. 
Previous chapters have covered the role of ERAS nurses in 
preoperative patient education and nutrition. Therefore, 
emphasis in this chapter is on nursing at the surgical ward.

�Current Evidence

The unique function of the nurse is to assist the individual, 
sick or well, in the performance of those activities contribut-
ing to health or its recovery, as written by Henderson [1]. 
Nurses are in a privileged position to be the frontline health-
care providers.

�What Makes the Difference with Standard 
Care? – A Shift of Activities!

In the traditional care scheme, the patient was prepared for 
digestive surgery with oral bowel cleansing, fasting, and pre-
operative sedation. In the postoperative period, most patients 
were kept bedbound for up to a week. The main nursing tasks 
included feeding, administration of medications, and man-
agement of catheters, drains, intravenous infusions, and 
nasogastric tubes. Oral nutrition was started only after signs 
of bowel recovery (first stool/flatus), typically 3–5 days after 
surgery.

Within ERAS care, the typical patient is mobilized and 
starts on oral intake, often within a few hours after surgery. 
This paradigm shift involves increasing the range of respon-
sibilities for the nurse to include not just traditional care but 
also educational, motivational, and various monitoring 
activities.

It is of particular importance that nurses are made aware 
of their role in the ERAS care pathway, since compliance 
with ERAS care elements is closely associated with improved 
clinical outcome [2]. Therefore, education of the nursing 
staff is crucial for successful implementation of 
ERAS. Explanation of the process, with a proof of outcomes 
of the institutional results by regular feedback, can convince 
even staff members who may be reluctant to change about 
the potential impact and benefits of ERAS.  In a study by 
Roulin et al., nurses were less reluctant to change practice 
following ERAS implementation compared to surgeons [3]. 
Furthermore, by having the nurses “on board,” continuity of 
care was maintained also during the weekends, when often 
weekday routines otherwise fail [4].

Beyond the basic ERAS knowledge and skills, specific 
knowledge of ERAS-related nursing has to be acquired 
[5], and a protocol alone is not enough to successfully 
implement an ERAS program, as shown by Maessen et al. 
[6] Unfortunately, there are only a few studies assessing 
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specifically the effects of nursing in ERAS care. Published 
evidence is mostly based on focus groups and qualitative 
surveys [7–11].

An effective postoperative management starts with an 
efficient preoperative patient education. The main aim of this 
education is the empowerment of the patient. Intensive pre-
operative preparation has been shown to have a number of 
benefits, including reduced postoperative pain and anxiety, 
increased knowledge of self-care and management of com-
plications, and reduced hospital stay [12–14]. A qualitative 
investigation exploring experience and opinions of caregiv-
ers stressed the importance of good interdisciplinary collab-
oration [15].

�Clinical Pathways

The transfer from guidelines to practice can be facilitated by 
employing standardized patient pathways—so-called clini-
cal pathways. They provide a structured framework for the 
care processes in the busy day-to-day practice and help 
reduce variability and redundancy in clinical care for all 
caregivers including nurses, surgeons, and anesthesiologists. 
This is of particular importance in teaching institutions with 
frequent staff changes and a high number of inexperienced 
junior staff rotating through as part of their training. Clinical 
pathways are a “working canvas” that sometimes needs to be 
adjusted to the patient’s condition [3]. Planned patient path-
ways have shown to reduce morbidity, complications, and 
costs [16].

�Reasons for Non-compliance 
with the Protocols

The success of ERAS protocols relies on the actual applica-
tion of the pathway as a whole [2] and not only for some 
selected items [17]. Non-compliance is therefore a constant 
concern and may have several reasons. In a study conducted 
by Roulin et al. [3], the nurses were responsible for causing 
14% of the deviations in compliance with individual care 
items. Surgeons and anesthetists were responsible for 21% 
and 34% of the deviations for non-compliance, respectively. 
However, 78% of these deviations were classified as medi-
cally justified.

Despite the fact that most of the important items (mobi-
lization, weighing, nutrition, education) are prescribed or 
requested by medical staff, the application of such items 
relies upon the nurses in day-to-day practice. It is always 
useful to audit these processes to help implementation but 
also sustainability of improvements. There are several 
ways to audit (as described elsewhere). The ERAS® 
Society has developed the ERAS Interactive Audit System 

(EIAS) to complement and mirror the guidelines that the 
Society develops and updates. This system captures pro-
cess measures and outcomes so they can be audited 
together.

�Nursing Workload

ERAS care can be demanding and involves new care items 
for the nursing staff [18]. Interestingly, nursing time spent 
per patient and day was shorter for ERAS patients in one 
study (Fig. 25.1) [19]. This can be explained by the fact that 
many of the traditional nursing work chores have become 
partially obsolete for ERAS patients who take a more active 
part in their recovery process and thereby gain independence 
much faster than they used to do. Early concerns that the 
additional activities associated with enhanced recovery path-
ways would increase the workload for nurses have not been 
demonstrated to be true in the literature [20]. Another con-
cern that early discharge with ERAS may impact negatively 
on patient’s satisfaction and views about nursing care could 
not be confirmed [21]. A cohort study in colorectal surgery 
measured a decrease in nursing workload with implementa-
tion of ERAS [19]. Interestingly, it also showed that an 
increased compliance with ERAS protocol was significantly 
correlated with decreased nursing workload. This can be 
explained by optimization and standardization of postopera-
tive care. A study specifically focused on workload and ward 
environment of a gynecology unit showed a reduction in 
total time used in nursing activities per stay compared to 
prior to ERAS implementation [22]. Another gynecology 
study showed that due to shorter hospital stay, perioperative 
counseling and education—although it was recognized as a 
key element—might be neglected due to the short time of 
hospitalization [23].
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Fig. 25.1  Correlation of nursing workload with the compliance with 
ERAS protocol. Nurse’s workload is inversely correlated to compliance 
with the ERAS protocol on a linear fashion. (Reprinted with permission 
from Hubner et al. [19])
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�Nurses on the Surgical Ward

The specific roles of nurses within ERAS care are summa-
rized in Fig. 25.2.

ERAS items related to the nurse’s role in preoperative 
care are summarized below. These include:

•	 Preoperative nutrition: In order to decrease insulin resis-
tance and its negative impact, carbohydrate loading is rec-
ommended the evening prior to surgery and again 2 hours 
before surgery. Nurses should pay particular attention and 
give enough information to the patient in order to under-
stand the importance of the carbohydrate drinks. 
Furthermore, correct timing and good planning are cru-
cial, especially for patients not being operated as the first 
patient on the list.

•	 Time can be gained by omission of typical care items 
within traditional care schemes. One example is oral 
bowel preparation, which also causes dehydration that 
may affect anesthesia management during surgery and 
also recovery after surgery [24]. Similarly, traditional pre-
operative long-acting sedative preoperative medication 
may also delay postoperative recovery [25].

•	 Thrombo-prophylaxis with low-molecular-weight hepa-
rin (LMWH) together with sequential compression 
devices and mobilization should be started already in the 
preoperative setting.

•	 A reminder of the postoperative recovery process is use-
ful to complement prior detailed information provided by 
the dedicated ERAS nurse.

ERAS items related to the nurse’s role in postoperative 
care include some of the following:

•	 Nurses are often the frontline providers to assess and 
diagnose fluid overload by monitoring patient weight 
development and bringing this to the attention of the med-
ical staff. Skilled nurses are able to minimize patient harm 
by reducing fluid overload, limit unnecessary intravenous 
fluid administration, and encourage patients to resume 
oral fluid and diet intake shortly after surgery.

•	 Nurses are also actively involved to ensuring efficient 
and timely pain management. It is important for nurses to 
be aware of the advantages of good pain management in 
improving many aspects of the patient’s care, such as 
early mobilization, respiratory physiotherapy, early 
intake of food and drinks, and overall well-being [26]. 
The nurse should proactively and regularly assess pain 
and act accordingly.

•	 Postoperative nausea and vomiting (PONV) has been 
reported to occur in up to 27% of patients [27, 28]. 
Routine PONV prophylaxis should be standard of care. 
Careful attention by the nurse is therefore mandatory to 
administer the medications according to the patient care 
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pathway. Additional medications might need to be pro-
vided on demand if prophylaxis is insufficient. Opioids 
should be avoided or minimized, due to their side effects 
causing nausea and vomiting and their potential impact 
disturbing bowel function. Mobilization stimulates gut 
motility and relieves symptoms of nausea and vomiting. 
Chewing gum has been proven to provide some beneficial 
effect on return of gut motility and should therefore be 
made accessible to the patient [29].

•	 Bed rest and postoperative pain are major sources of pul-
monary complications. They both induce reduced ventila-
tion, with atelectasis and subsequent potential pulmonary 
superinfection. Nurses must encourage early mobilization 
and teach patients how to use incentive spirometry, 
although its usefulness is still debated.

•	 Patient mobilization is a cornerstone of ERAS care. It 
does require full participation from the patient, not just 
from the nurses and the nurse’s aides. The ERAS guide-
lines suggest getting the patient out of bed on the day of 
surgery. On postoperative day 1, the patient should be 
encouraged to stand up and walk and spend at least 
4–6 hours out of bed. Patients should be encouraged to 
have their meals served out of bed sitting on a chair at the 
table or in a dedicated dining room in order to promote 
mobilization.

•	 Weight measurement sometimes remains one of the most 
difficult goals to achieve in ERAS. The reasons are mul-
tiple. Sometimes it may be lack of motivation and infor-
mation on the importance to monitor such data and 
training of nursing staff when patients are in ancillary 
units.

�ERAS-Specific Education

Education is an important part of nursing within ERAS care. 
Information does not only concern the care pathway but 
should also cover discharge planning and set expectations 
for recovery. The clinical nurse specialist (CNS) role is 
expanding across various specialties, as summarized below.

•	 Colorectal surgery: In addition to the holistic manage-
ment of cancer patients by the CNS, a patient undergoing 
colorectal surgery with a probability of stoma creation 
should have the benefit of preoperative education from 
dedicated stoma nurses. Postoperatively, stoma nurses 
will work together with the other ward nurses to ensure 
the patient correctly manages the stoma during their hos-
pital stay and reaches a level of confidence in managing it 
prior to discharge.

•	 Gynecology: Assessment of self-perception and psycho-
logical impact after surgeries that often involve removing 
organs related to womanhood.

•	 Head and neck surgery or breast reconstruction: Flap 
monitoring [30, 31].

•	 Liver, pancreatic, and stomach surgery: Postoperative 
glycemic control [32].

•	 Esophagectomy and gastrectomy: The CNS plays an 
important role in the management of upper gastrointesti-
nal surgery patients. They are the contact access to 
patients prior to admission, and they visit patients during 
their hospital stay. Nurses at the ward ensure that patients 
receive multiple small meals, with cautious increase in 
food intakes according to tolerance [33, 34].

Of note, sometimes it can be challenging to find the equi-
librium between providing all essential information on one 
hand and avoiding overwhelming the patient with too much 
information on the other hand. This may be counterproduc-
tive for the patient’s comprehension of specific items [35]. 
Nursing assistants may also contribute to communicating 
recommendations and helping with prescribed therapies in 
the daily practice and can help encourage patient mobiliza-
tion, fluid intake, and daily weight monitoring—emphasiz-
ing a multidisciplinary approach to ERAS care.

�Discharge Planning

Since time to discharge is usually reduced with ERAS, 
nurses should ensure the patient is ready for early discharge. 
Nurses are often asked to provide an assessment of the 
patients’ ability to take care of themselves prior to leaving 
hospital. Together with the patient, they shall explore the pit-
falls that may arise after the return to normal life.

Patient must meet certain discharge criteria before being 
allowed to leave the hospital. Medical discharge criteria include 
sufficient oral intake, adequate pain control (on oral medica-
tions), and adequate mobilization level. Bowel recovery is no 
longer a mandatory requirement for safe discharge [36].

The nurse, case manager, and other members of the care 
team need to ensure that the patient has hospital contact 
information in case of an emergency or if questions related to 
their surgery and follow-up arise after discharge. The patient 
should have adequate information and understanding of (1) 
pain management; (2) nutrition; (3) how to deal with nausea/
vomiting; (4) bowel movement, diarrhea and constipation; 
(5) wound management; and (6) information about going 
back to work, returning to physical activities, restarting 
home medication, and the ability to drive and travel.

Nurses play an important role in the follow-up after dis-
charge. In many hospitals, there is a nurse-led telephone 
follow-up service that helps maintain contact with recently 
discharged patients. A study of more than 200 patients within 
4 weeks of discharge from the hospital showed that despite a 
quicker return home, the majority of patients were coping 
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well and many of the concerns reported were easily addressed 
over the telephone [37]. Therefore, it is crucial that patients 
and their families are aware that they will have access to the 
members of their healthcare team, especially when they are 
discharged early from the hospital.

A study assessing effect of communicated discharge infor-
mation on surgical patients found that those who received 
information preoperatively were less likely to access a health 
facility than those who had not. This could lead to less unnec-
essary utilization of healthcare resources and greater patient 
satisfaction. Smartphone and other electronic applications are 
a popular new way of communicating with patients before 
and after hospitalization. The impact of these new communi-
cation techniques is currently being investigated.

�Future and Development

Nurses will remain key players in ERAS care. ERAS sus-
tainability over time will rely on various key factors. Positive 
feedback to the nurse’s team will enhance team building and 
enhance compliance with ERAS protocols [38].

It is also important to audit nurses’ performance and help 
them improve their roles as frontline healthcare providers 
constantly interfacing with patients. This will hopefully lead 
to better compliance and better data collection.

ERAS teaching should be an integral part of the nursing 
undergraduate curriculum. On surgical wards, nurses should 
be familiarized with various ERAS guidelines, evidence sup-
porting clinical practices, and implementation initiatives.

�Conclusion

Nurses are important members of the team taking care of the 
surgical patient. They can help ensure compliance with 
ERAS pathways, participate in patient-centered care, and 
help coordinate care among the different members of the 
team. Continuous education of nurses in all aspects of surgi-
cal care and ERAS is critical to the overall goals of quick 
patient recovery.
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