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Introduction

Decision-makers strive to reduce health-care costs, improve
capacity, and get the best value for every dollar spent in health
care. There is ample evidence reported in the literature of
health systems achieving major gains, clinically and econom-
ically, by implementing a single guideline that modifies peri-
operative decisions (preoperative, intraoperative, and
postoperative). These guidelines have potential to transform
perioperative management of ALL surgical patients; how-
ever, there is limited documentation of the spread and scale of
enhanced recovery after surgery (ERAS) protocols across
clinical sites and health systems. Similarly, little information
is available about the potential impact on surgical programs
and health systems of implementing multiple guidelines
across multiple sites. Recently, the published literature has
shown the value of ERAS guidelines from an economic per-
spective and looked at the return on investment of ERAS pro-
grams. More can be done to evaluate and expand the economic
value—within hospitals and post discharge. Building a case
for widespread implementation of ERAS guidelines, and sup-
porting change within health systems, requires a focused
approach, a clear implementation and evaluation framework,
and a robust business case that conveys the potential impact.
These elements are essential to enable evidence-based deci-
sion-making about transformational investments.
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The Evidence for ERAS

Improving the quality and performance of health care is one
of the main challenges facing health systems and govern-
ments worldwide. International guidelines for enhanced
recovery after surgery (ERAS) have existed for 15 years with
well-documented evidence of improvements for individual
patients and specific surgical populations [1-4]. ERAS
guidelines outline a series of evidence-informed practices
(preoperative, intraoperative, and postoperative) aimed at
mitigating adverse effects of surgery using a team-based
approach. These practices have been associated with acceler-
ated recovery, resulting in reduced complications and hospi-
tal lengths of stay (LOS), fewer readmissions, improved
patient experience, and no associated increases in health ser-
vices utilization [3, 5-8].

There is ample evidence that ERAS protocols improve
patient care and experience and provide economic value to
health systems. Across the globe, health systems are adopt-
ing a Quadruple Aim approach to improve system perfor-
mance (patient and provider satisfaction, improved clinical
outcomes, and economic value for the health system). Yet,
even more health systems would benefit if they adopted
ERAS programs within their hospitals [9]. This surgical
transformation has been shown to significantly improve sys-
tem performance—clinically and financially—for almost
every major surgical procedure in many centers around the
world [10].

Despite this success, uptake is slow, and we know there
are millions more surgical patients worldwide who could
benefit from ERAS programs. While this observation is
noted, it is unclear what the barriers are to advancing uptake
and is, therefore, a potential area for further inquiry and
research. The evidence does show that by adopting ERAS
guidelines, decision-makers can affect positive individual
and surgical population outcomes while reducing complica-
tions and per-unit costs and freeing up capacity through
reduced lengths of stay, readmissions, and overall health ser-
vices utilization. The evidence points to a health system’s
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potential to magnify these benefits by systematically imple-
menting the existing research findings and looking at meth-
ods to spread and scale ERAS protocols to all surgical
patients.

Large-Scale Implementation of Multiple
ERAS Guidelines

Few health systems have attempted to implement multiple
guidelines system-wide. The United Kingdom’s Enhanced
Recovery Partnership Programme (ERPP) included multi-
ple guidelines across multiple sites with good outcomes for
surgical patients and the system itself [11]. They describe a
system-wide attempt to implement multiple guidelines for
several surgical disciplines including orthopedic, urology,
colorectal, and gynecologic procedures. Although they did
see a positive impact, the authors concluded that a stringent
implementation process should be in place to ensure com-
pliance with the guidelines beyond the implementation
phase [11]. The Netherlands implemented the ERAS
International® Society Colorectal Guideline, using what
developed into the ERAS® Society Implementation Program,
across 33 sites with results similar to those reported by oth-
ers in the literature [11, 12]. The ERAS® Society’s imple-
mentation approach is modeled after the Institute for
Healthcare Improvement’s (IHI) learning collaborative
methodology and assists teams with education, data, and
process improvements to guide the ERAS implementation
at the site [11, 13].

In Canada, in the Province of Alberta, Alberta Health
Services (AHS) has implemented multiple ERAS® Society
guidelines across nine major sites and nine program areas.
AHS adopted the ERAS® Society approach by using the evi-
dence-based guidelines and implementation plans based on
IHI methodology and adopting the ERAS International®
Society’s Interactive Audit System (EIAS) for data collec-
tion, audit, and feedback. Results from Alberta have been
very positive and show value across all Quadruple Aim
goals: patient and provider satisfaction, improved clinical
outcomes, and economic value for the health system [3, 5,
14, 15].

gical centers [16, 17]. They used two frameworks to guide
their review: (1) the Theoretical Domains Framework (TDF)
and (2) the Quality Enhancement Research Initiative
(QUERI) Framework [18, 19]. The team applied rigorous
methods for implementation that not only led to behavior
change and helped sustain that change but also has supported
the development of spread and scale opportunities within
Alberta [3, 20-22].

Mapping barriers and facilitators across the different
domains—patient, provider, and system—provides insight
into the change strategies that might best drive compliance
[3]. McLeod et al. identified four key ingredients for suc-
cessful guideline adoption: (1) clinical champions, (2)
good communication and collaboration, (3) organizational
management, and (4) use of audit and feedback processes
and standardization of orders [23]. This research is in
keeping with work done by Pearsall et al. who looked at
barriers and facilitators to ERAS implementation across
four hospital sites [17]. They identified barriers to imple-
mentation that included limited financial and human
resources to ensure audit and feedback, absence of change
management strategies and supports for standardization
(e.g., standardized order sets), poor communication and
collaboration, and absence of clinician or organizational
champions. These elements were considered essential to
affect change. Standardized patient education and family
involvement in the process were also identified as impor-
tant components. This information is critical to success-
fully spread and scale ERAS guidelines as implementation
is complex and typically requires multiple strategies to
achieve the objectives. Unfortunately, there is no “one-
size-fits-all” approach, and it is important to understand
what is required to change behavior at the provider level,
site level, and system level. For example, customized audit
and feedback of individual performance based on compli-
ance with ERAS practices and protocols might be helpful
at a provider level. At the site level, the approach (e.g.,
standardized fasting guidelines as part of preadmission
process) may be different than what is required at the sys-
tem level (e.g., standardized patient education materials
for all sites and standardized education for all staff across
the health system).

Barriers and Enablers of ERAS
Implementation

Gramlich et al. studied the implementation of ERAS proto-
cols across six colorectal sites to better understand the barri-
ers and enablers to implementation and to maximize
guideline compliance [3]. High compliance was identified as
being important to achieving results, especially when con-
sidering the use of multiple guidelines within and across sur-

Monitoring Compliance and Outcomes

Audit and feedback mechanisms are an important compo-
nent of the implementation program as they provide a
means of regularly evaluating outcomes (e.g., LOS, surgi-
cal complications, and patient-reported outcome measures)
and compliance with ERAS guidelines [3]. While some
programs have adopted the ERAS® Society Interactive
Audit System (EIAS), several methods of measuring ERAS
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impact have been used worldwide with little evidence to
suggest one method is superior. The essential ingredient to
successful implementation is measurement and feedback
that provides meaningful data to measure improvements in
practice and key outcomes. Moreover, it is necessary to
clearly outline those planned improvements in the business
case that are proposed to decision-makers. Measurement
and feedback are important as tools to manage both the
individual patient progress and team progress; the EIAS
system was designed to provide near-real-time feedback to
clinicians and teams. When instituting the EIAS, teams
could use the feedback to manage individual patient prog-
ress and to better understand where the team had achieved
compliance with the ERAS elements. Studies have shown
that high levels of compliance with ERAS guidelines pro-
vide better results [16] and can help sustain the clinical and
economic gains achieved. It may be surprising for decision-
makers that a sum of relatively simple perioperative mea-
sures, such as early mobilization and oral nutrition, impacts
patient outcomes to the extent that has been documented.
However, these results highlight the importance of engag-
ing health-care providers in refining and implementing

standards and processes that lead to quality improvements
and better value over time [24-26].

Developing a Model for Spread and Scale

In evaluating barriers and facilitators of ERAS implementa-
tion, Gramlich et al. developed a model to spread and scale
ERAS protocols [3]. The model suggests that strategies to
achieve compliance with ERAS guidelines can be applied
across many surgical areas to support widespread implemen-
tation. The model includes four elements (Fig. 61.1):

e Nutrition

e Mobilization

¢ Fluid management—including modern fasting guidelines
and carbohydrate loading

e Pain and symptom control

The model highlights patient-focused information and
education as an important enabler to successful spread and
scale. This finding is consistent with several studies that have
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Fig.61.1 Model for spread and scale of ERAS protocols
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reported the need for better patient and family education and
involvement—especially in the preoperative and postopera-
tive phases of the surgical experience. However, there is little
evidence that these changes have made their way into clinical
systems. Few studies have reported any patient-reported out-
comes, and this is viewed as a shortcoming of the ERAS
evaluation. Patient-centered care is an important concept
among health providers, and most health systems monitor
patient-reported outcomes as part of their quality manage-
ment systems. The absence of patient-reported outcomes is
currently a gap in the ERAS literature and evaluation tools
and an area for future research, especially for recovery
beyond the postoperative stay [17, 27].

Considering and Preparing a Business Case
for ERAS Implementation

Given the initial investment needed to successfully imple-
ment an ERAS program (i.e., to develop evidence-based
guidelines, an implementation approach, and a measurement
system to ensure audit and feedback), there is value in pro-
viding a robust business case for managers and decision-
makers. The business case must clearly address the clinical
advantages and improvements for patients and clinicians as
well as the metrics and value proposition for the site. The
challenge is often that the metrics important to decision-
makers differ from (or need to be expressed differently than)
the metrics important to clinicians. The ability to build a case
that clearly conveys the value proposition to both parties is
critical to ERAS implementation.

To demonstrate impact while describing the value to the
organization, the business case must consider the patient,
providers, organization, and the overall health system [3].
However, even when evidence is expressed in economic
terms, health administrators have found it difficult to relate
these gains to real system savings. Most of these gains are
described in terms of freed-up capacity (bed days saved),
improved productivity (decreased readmissions), improved
safety (reduced complications), and cost-effectiveness
(health system savings and greater value for each dollar
invested).

Given the capacity strains and economic pressures that
most institutions experience, gains in capacity are typically
short-lived because freed-up surgical inpatient beds are rap-
idly filled by the ever-increasing demand of other programs
and services. This masks the impact of ERAS, making it
appear somewhat theoretical; without the ability to close sur-
gical beds, the clinical gains do not necessarily translate into
real cash savings for the system. So for many decision-
makers (especially those with relatively fixed, global bud-
gets), the case for investing in ERAS may be more difficult
to justify from a financial perspective despite the positive
clinical gains.

Making the case for more investment into ERAS is chal-
lenging, and it can help to take a broad and long-term view.
As more complex patients are treated in hospitals with sur-
gery, and the increasing cost to add more physical capacity is
prohibitive, administrators must seek innovative solutions
that can advance productivity and capacity gains within
existing hospital footprints. While innovative solutions (such
as the ERAS ingredients) cannot be expected to reduce total
health-care expenditures in absolute terms, they do, however,
have the potential to free up a significant amount of capacity
that may enable health systems to significantly increase sur-
gical throughput. Doing so results in the provision of more
timely hospital service to other patient populations. The
potential to significantly increase patient throughput with
existing hospital capacity could be realized by deploying the
innovative solution at scale. For instance, by applying the
key ERAS ingredients to all surgical patients at a particular
hospital, it may be possible to provide decision-makers with
a credible quantitative forecast that shows that more patients
can be treated within the existing hospital capacity at a frac-
tion of the cost of the next-best (though economically
unlikely) alternative—that is, of adding more physical capac-
ity. Clinical appropriateness (using evidence-based guide-
lines) and improving care efficiency (reducing unwarranted
variation and cost) are fundamental drivers to transforma-
tional change and to becoming a high-performing health sys-
tem—something that the case for ERAS has proven.

Building the Case for ERAS in Alberta

Alberta Health Services (AHS) is Canada’s first province-
wide, fully integrated health system. Created in 2008, AHS is
responsible for delivering health services to more than 4 mil-
lion people. In June 2012, AHS introduced Strategic Clinical
Networks™ (SCNs), which are collaborative teams of clini-
cians, researchers, and stakeholders to advance innovation
across the province’s health system. Specifically, their man-
date and goals are to achieve best outcomes; seek greatest
value for money; and engage clinicians, patients, and health
providers in all aspects of the work. SCNs are led by clini-
cians, driven by clinical needs, based on measurement and
best evidence, and supported by research expertise, infra-
structure, quality improvement, and analytic resources [28].

Quantifying the value or return on investment (ROI) of
quality and patient safety initiatives is part of the SCN man-
date as a means of becoming a higher-performing health sys-
tem. In Alberta, more than 275,000 surgical procedures are
performed annually in 58 surgical facilities, with 16 of these
performing 85% of major surgical procedures in the prov-
ince [5, 15, 29]. Given the mandate of the SCNs, the diabe-
tes, obesity and nutrition, and the surgery SCNs built a
business case and demonstration project to implement the
ERAS® Society’s international guidelines [24]. Since 2013,
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AHS has implemented multiple ERAS guidelines at nine
sites and across nine program areas. Clinical and economic
evaluations have shown improvements associated with
accelerated recovery, including reduced complications,
shorter length of stays, improved patient experience, and
reduced health service utilization [5, 14, 15]. Alberta showed
that the health system savings were estimated at $2,290,000
(range $1,191,000-$3,391,000); after factoring the project
costs of implementing ERAS, the net cost savings of ERAS
was $1768 (range from $920 to $2619) per patient. In terms
of the value proposition associated with this investment, the
analysis demonstrated that every $1 invested in ERAS pro-
grams would bring about $4 in value to the system [5].

For AHS, maximizing value is a fundamental principle to
creating high performance in the health system. Specifically,
AHS has described organizational value as a function of:

e Quality, safety, and outcomes
e Process improvements

* Timing of expected benefits

e Budget/financial impact

e System readiness

e Value for money

Therefore, to build the business case for ERAS, these six
dimensions must be described and, where possible, quanti-
fied to best understand the overall value that a particular
innovation contributes to the system. As ERAS results in a
lower cost per patient (quality, safety, and outcomes), it is
logical to assume that from a spread and scale perspective,
the more patients enrolled, the more organizational value
will be created. Important factors for ERAS long-term suc-
cess are changes in management of care processes and time
investment to form multidisciplinary and interprofessional
ERAS teams along with the use of continuous audit and
feedback.

Building the case for ERAS started by developing a
change proposal that focused on “doing the right thing” by
identifying and proposing an approach that addressed the
quantifiable gap in health system performance. From there,
the SCNs developed a high-quality operational and financial
plan to make the solution work in practice. To achieve this,
the team developed a framework (with support from AHS’s
innovation and research management and finance teams) that
provides a comprehensive plan that supported both clinical
implementation and decision-maker requirements.

The framework (Fig. 61.2) consists of five components:

Telling Your Improvement Story:
The Benefits Realization & Resource Reallocation Framework

This framework is designed to help you to tell the story of your improvement project in a manner that is clear, complete and consistent

DOING THE RIGHT THING:

Demonstrate that, in principle, the proposed solution is the best available approach to address a specific and important problem

1.0 - PROBLEM 2.0 - SOLUTION

What measurable performance gap
do you believe needs to be addressed?

14-
Range of
Quantitative
Performance
Gaps

nsidered

15-

e Selected

Problem
Selection &
Definition
Process

21-
Solution
Identification
& Definition
Process

22-
Range of
Causal
Factors
Considered

12-
Range of
ocus Areas

Considered

13-
Selected
Focus Area
Rationale

MAKING IT WORK:

Demonstrate how the proposed solution will be operationalized in practice, and what is needed to support operationalization

3.0 - OPERATIONALIZING THE PROPOSED SOLUTION

to ed soluti

31-
Current
Clinical &
Operational
State

32-
Future
Clinical &
Operational
State

35-
Managerial Actions
& Decisions Needed
o Execute the Plan
& Mitigate Risks

34-
Expected System-
Level Impact &
Potential Risks to
Affected Areas

33-
Transition
Action Plan

REALIZING THE BENEFITS:

Demonstrate that it will be worth it for the organization to implement the proposal, and describe how per!mfmance will be monitored

4.0 - DECISION TO ACT
- What do you need from the Decision-Maker to execute your action plan?
- Will the projected performance improvement be worth the time and resources required?
- How will you monitor results to determine whether to continue, adapt or stop?

What evidence-informed solution do you propose
to address the measurable performance gap?

VALUE PROPOSITION

23- g of 25- Sy | clmicaonoperationa..... o7 Proieeled
Selected EEa] Selected § & | Performance Target "%, Pertormange
Causal 3 Solution =g 7

ausa Solution SE | P

Factor(s) & Approaches Approach & 28 LAY Peteiete =27
Rationale Al Rationale §5 | pag .:,_,\
Ty Pe,.,or ‘ality Projecteq o
§ Mance Quo pcd Status
[<] Ormance
Time

Expected Benefits
(from sections 1.5 and 2.5)

Activity-Based
Spending Forecast =~ ~ Projected_
4,7 - Spending_
**,7 Projected Status
Quo Performance

36-

Expected Cash Flow Impacts on Affected Areas .

v teege v .

Past Spending

Cash Spending

37-
Budget Reallocations & Transfers Needed to
Match Expected Cash Flow Impacts

Time

Expected Cash Flow Impacts
(from sections 3.6)

42-
Summary of Value Proposition

41-
Decision Request Summary

43-
Plan for Monitoring Results &
for Reviewing the Decision to Act

Prepared by the Innovation, Evidence and Impact (IEl) Team of Alberta Health Services' (AHS) Innovation & Research Management (IRM) Division:

Kevin Osiowy, B. Admin., CPA (CA, CMA) — Program Manager, Benefits Realization
Tom Mullie, BA, MA (Econ.) — Senior Consultant, Benefits Realization
October 14 2018

Fig. 61.2 Benefits realization and resource reallocation framework
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Step 1. Problem Identification—Identify the specific prob-
lem to focus on, defined as the gap between current
performance and potential performance. Use a
quantifiable measure that relates to the organiza-
tion’s goals and priorities (e.g., Quadruple Aim).
Option Analysis—Review and select a solution
from a range of options. Evaluate the options based
on clinical input and research findings. The analy-
sis should include a well-supported estimate of the
magnitude of the potential impact in terms of the
quantifiable measure (identified in Step 1) and be
based on evidence in the literature (e.g., ERAS
international guidelines).

Preliminary Projections—Use available data to
complete a preliminary forecast of projected per-
formance improvement, showing how the gap
between current and potential performance (from
Step 1) will be reduced. In Alberta, the findings
from the UK study provided options (Step 2) and
data from which to estimate the order of magnitude
that could be achieved with full-system implemen-
tation. This data was used to estimate potential ben-
efit that would accrue to Alberta Health Services
(AHS), based on Alberta surgical volumes.
Operational and Financial Impact Assessment
(OFIA)—Evaluate the anticipated impacts of imple-
menting the solution on the health-care system by
conducting a detailed OFIA. The OFIA should be
informed by consultation with expert representa-
tives of sites, services, and units that would be
potentially affected by the implementation. The
OFIA should also outline plans to mitigate any
adverse impacts on other areas of the system.
Business Case Development—Describe the poten-
tial benefits and costs of implementation (i.e., the
value proposition), include a clear recommenda-
tion, and request a decision. The business case
should also summarize all managerial actions (e.g.,
financial transfers, policy changes, communica-
tions support) necessary to support implementation
and include a plan to review the implementation
decision at a defined time and according to the proj-
ect’s performance (based on quantitative measures
defined in the business case).

Step 2.

Step 3.

Step 4.

Step 5.

A business case for transformational investments must
provide clear and complete information about the project for
decision-makers at a level of detail that enables them to
understand exactly (1) what the project offers in terms of
progress toward their goals and (2) what is needed in terms
of system resources to deliver on that promise.

ERAS Implementation to Date in Alberta

As mentioned, AHS has implemented ERAS guidelines at
nine sites in nine program areas. Alberta’s three major teach-
ing hospitals have adopted multiple guidelines in several
surgical program areas, including orthopedics, gynecology,
liver, major head and neck oncology, colorectal, pancreas,
cystectomy, and breast reconstruction. Several of the sur-
geons in Alberta have been part of, or have led the develop-
ment and testing of, the international guidelines [15, 30-33],
and there are plans underway for further guideline
development.

The AHS investment in ERAS has been a direct result of
having a clear and compelling case for change and a compre-
hensive implementation plan. The implementation plan was
built as a result of research conducted in Alberta to under-
stand the barriers and facilitators of multiple guideline
implementations. This research was supported by a
Partnership for Research and Innovation in the Health
System (PRIHS) grant. Important ingredients that contrib-
uted to success included the surgeon, anesthesia and local
administrative champions, standardized approaches for edu-
cation and implementation, and a robust audit and feedback
capability. A systems perspective and structured approach to
communications across multiple sites was also considered
critical to the project’s success [3, 15].

In building the case for investment in ERAS, there is
compelling evidence published on the value of single-
protocol implementation. However, if there is an inability to
utilize the freed capacity/resources as the fuel to sustain con-
tinued transformative change, then, unfortunately over time,
compliance with the guidelines can be expected to deterio-
rate. In an environment of increasing scarcity and scrutiny of
health-care budgets, non-compliance can occur if efficiency
gains are completely utilized toward other priorities during
corporate budgeting processes. This ultimately can cause
increased pressure, staff workload, change fatigue, and oper-
ational risk, and it also may inhibit quality improvement. An
approach that may help find the balance between fueling
continued transformative change and other organizational
priorities is adopting a benefits sharing approach.

Incenting Change and Quality Improvement
Through Benefit Sharing

In Alberta, the Institute for Health Economics (IHE) con-
ducted a rapid review to understand how health systems were
building incentives and policy to recognize and reward qual-
ity improvement efforts [34]. The review revealed two main
types of incentives: those described as “gain sharing” and
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those described as ““shared savings.” Gain sharing is defined
as an arrangement with employees where the organization
shares a portion of the savings (cost reductions) attributable
to the efforts of those employees and where the rewards are
allocated back to teams or individuals based on the improve-
ments. Gain sharing includes concepts such as pay-for-
performance, global payments, bundled payments, and
pay-for-coordination payments geared at promoting provider
accountability [34]. Many of these efforts have been intro-
duced across several health systems within European coun-
tries, with limited published literature on the outcomes/
outputs of these efforts.

With the recently adopted Affordable Care Act in the
United States, accountable care organizations (ACOs) and
payment schemes to reward better outcomes have prolifer-
ated. The major risks and benefits associated with gain-
sharing methods include complicated payment schemes,
difficulty with the attribution of outcomes, and potential con-
flicts with providing monetary payback to individual provid-
ers. Gain-sharing programs require measurable and clearly
stated goals, transparent data sharing among stakeholders,
and safeguards against inappropriate referrals or reductions
in care quality [34].

Alternatively, shared savings (also referred to as benefits
sharing) is described as an approach that links an organiza-
tions’ planning and budgeting process to employee-created,
operation-led performance improvements. There are two

types:

e One-sided (upside) risk model: Providers (usually hospi-
tals or physician practices) would provide decision-
makers with specific plans/proposals that would have
them retain within their clinical business unit some pre-
defined portion (either a specific amount or a particular
proportion) of planned operational or financial perfor-
mance gains in the event that those planned gains were
actually realized. The proposal would outline how the
business unit would be able to fuel further performance
improvements (i.e., to create further value) as a direct
result of retaining these gains. While business units would
be allowed to propose the retention of some of the planned
gains actually realized, they would not, however, be sub-
ject to any sanctions or penalties in the event that they
were not able to achieve planned performance gains.

o Two-sided (upside and downside) risk model: Under this
type of arrangement, providers would be able to provide
decision-makers with specific plans/proposals that would
have them retain within their clinical business unit some
predetermined portion of planned gains to fuel further
performance improvements. Similar to the one-sided
(upside) risk model discussed above, providers would be

allowed to propose the retention of some of the planned
gains actually realized. Unlike the one-sided (upside) risk
model, however, the two-sided risk model would make
the provider more accountable for the realization of
planned results in that their proposal would be expected to
specify the mechanism by which the decision-maker
would recover a portion of the investment in the event that
actual, measurable performance improvement was mate-
rially less than planned [34].

In the THE review, shared savings are described as models
that “encourage collaboration among providers to reduce the
use of health services and improve quality in a population
over time. This reimbursement strategy is well suited to the
ethos of ACOs because it incentivizes providers to develop
effective primary care prevention and population health
management strategies, with the aim of decreasing utiliza-
tion by avoiding hospital admissions, reducing readmissions,
and improving care coordination” [34]. Because of its focus
on clinical improvement, the shared savings approach (espe-
cially the balanced two-sided risk model, above) encourages
providers to “do the right thing” and then provides the financ-
ing mechanism to “make it work.”

There is little published literature on the use of incentives
to drive quality improvements in health systems. The largest
number of studies comes from the United States as a result of
the policy changes in their system related to the Affordable
Care Act. “In Canada there is no ACO equivalent, and it is
rare for front-line workers to be given responsibility for ini-
tiating change or to be compensated directly for such efforts
[35]. Although the highly regulated nature of Canada’s pro-
vincial health systems is a potential barrier to gain sharing
and shared savings initiatives, there are examples in both
Ontario and Alberta Health Services that are experimenting
with these approaches” [34].

Alberta Health Services has recently adopted a benefit-
sharing strategy as part of its annual resource allocation and
budgeting process for the province. Under the new approach,
clinical teams that propose the adoption of innovative solu-
tions to drive measurable improvements can apply for bene-
fits sharing. Under benefits sharing, benefits are not
automatically taken back into the corporate budgeting pro-
cess and used for other organizational purposes, but rather
are a source of capacity or resources (i.e., fuel) to enable
clinical programs across AHS (including the program lead-
ing the innovation) to reinvest some or all of those measured
gains to help them improve organizational value (i.e., man-
age their business) by enabling them to manage priority clin-
ical pressures and improve quality or patient outcomes. AHS
notes that efficiency gains are those that are predominantly
nonmonetary benefits (e.g., cost avoidance, freed capacity,
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productivity gains) especially in the short term due to the
issue of passive reallocation where the redeployment of
capacity/resources freed by one particular clinical program
area is simply exhausted by other programs which consume
that capacity without specific approvals or plans. In order to
ensure that providers share in both upside and downside risk,
the AHS approach will require programs to track actual per-
formance against the original improvement forecast con-
tained in the business case as a feedback mechanism that will
help inform the subsequent budget cycle. Over a longer time
horizon, possible real budget adjustments may occur at this
step, which would translate capacity gains into actual
monetary savings enabling the reallocation of resources to
achieve other organizational priorities (clinical and
nonclinical).

For ERAS, the case for change was funded by AHS, and
the organization has reacted positively with respect to the
return (i.e., measured benefits) that it has realized on its
investment in ERAS. Moreover, several clinicians have
stepped up to drive the change clinically and through their
contributions to the international guideline development.
With the progress that has been made in guideline imple-
mentation, it is now the time to apply shared savings prin-
ciples, the newest concept of ERAS for all, ensuring that all
surgical patients across the province are exposed to the
guideline fundamentals. Using Gramlich et al.’s work on
barriers and facilitators, the business case for change will
address issues at the individual, site, and system levels.
Using the AHS framework for change proposals (outlined
previously), we can now better articulate the benefits that
can be expected, understand what clinical and operational
changes are required to enable teams to sustain operational
and financial performance results, and compare those results
to the site-specific deployment plans originally set out in the
business case.

Conclusion

In conclusion, the ability to spread and scale ERAS interna-
tional guidelines is promising, and health systems should
consider how to spread and scale this innovation to ensure
ERAS for all. In doing so, the ability to demonstrate surgical
transformation and the value proposition associated with the
investment will likely emerge. However, in building the case
for change, a robust methodology is recommended to help
decision-makers better understand the value that can be cre-
ated for the health system through the planned deployment
of this innovative solution. By clearly articulating and quan-
tifying expected operational and financial results, it will be
easier for providers and decision-makers to identify and
agree upon strategies for sustaining performance results over
the longer term.

Little research has been published about the implementa-
tion of multiple guidelines across multiple sites and what
levers are being used to maintain or improve outcomes.
Studies that examine multiple guideline implementation and
return on investment are necessary to better describe the
value and the process required to achieve system-wide adop-
tion and change. Furthermore, while some studies outline the
value of single-protocol adoption, the impacts beyond the
hospital have been poorly studied. Nonetheless, there is
promise that ERAS implementation not only produces acute
care value but also has an impact on overall health system
utilization.

Finally, the role of patients as part of the ERAS team and
the ability to better measure and understand their reported out-
comes and experience would also add strength to a business
case for change. For example, decision-makers require a com-
prehensive picture of the expected value that will be created
should they decide to finance the continued deployment of the
ERAS guidelines to all surgical patients in Alberta. This pic-
ture can be created by putting together a robust operational
and financial forecast of future performance and documenting
the case for change and how the health systems will incent
performance in order to achieve and sustain planned gains.
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