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Abstract:
Objectives: The aim of this study was to study is to apply better recovery of patients post-operative by Enhanced recovery after surgery protocols
Data Sources: Previous literatures, reviews, and studies as well as medical websites (PubMed, Medscape and Science Direct), all material available in the internet from 2011 to 2017 and scientific journals databases were searched from the start date of each database.
Study Selection: The initial search presented 10 articles of which 5 met the inclusion criteria. Selection was done by supervisors for studying the enhanced recovery after surgery.
Data Extraction: If the studies did not fulfill the inclusion criteria, they were excluded. Study quality assessment included whether ethical approval was gained, eligibility criteria specified, appropriate controls, adequate information and defined assessment measures.
Data Synthesis: Comparisons were made by structured review with the results tabulated.
Findings: In total 5 potentially relevant publications were included, all were human  studies. The studies  show decrease morbidity and mortality after using protocols of enhanced recovery after surgery protocols.
Conclusion: Developments in ERAS have highlighted the importance of peri-operative care. The ability to achieve a reduced hospital stay, patient satisfaction, and reduced rate of complications without an increase in re-admissions.
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INTRODUCTION
Enhanced recovery after surgery (ERAS) protocols comprise a combination of various perioperative patient care methods using a multidisciplinary team
approach that integrates evidence-based interventions that reduce surgical stress, maintain postoperative physiological function, and accelerate recovery in
patients undergoing major surgery [1]. ERAS protocols involve pre-, intra-, and postoperative elements, and their fundamental aspects focus on preoperative
counseling, no fasting, optimal fluid management, and decreased use of tubes, opioid-sparing analgesia, and early mobilization [1]. ERAS protocols have been most
extensively studied in the context of colorectal surgery, and recommendations regarding peri-operative care in colorectal surgery from the ERAS society are
being continuously updated as new information becomes available [2–4]. ERAS protocols are now well- known to be useful for elective colorectal surgery, as
they result in shorter hospital stays without adversely affecting morbidity [5, 6].
Studies on ERAS protocols have mainly originated from European countries and the United States (where the term, ‘fast track surgery’, is also used), and only a few have been conducted in Asian countries [7]. ERAS protocols were introduced in Japan around 2008, and were initially introduced in our hospital to patients who
underwent colorectal resection in July 2010 [8, 9]. We previously demonstrated that ERAS protocols for elective colorectal surgery helped reduce the length of postoperative hospital stay without adversely affecting morbidity, indicating that ERAS protocols are feasible and effective in Japan, with its unique medical culture and public health insurance system [8].
Although a large number of clinical studies have confirmed the benefits of ERAS protocols in elective surgery, their efficacy in the context of emergent surgery, such as obstructive colorectal cancer surgery, remains uncertain,
given the significant challenges of applying ERAS protocols in the emergency setting. For example, patients with obstructive colorectal cancer, which is associated with a high rate of postoperative complications and prolonged hospital
stays, cannot be prepared in the same way preoperatively and often differ from patients who undergo elective surgery. That is, obstructive colorectal cancer patients cannot eat orally before surgery and must fast preoperatively—this is
in direct contradiction with ERAS protocols, which require no preoperative fasting .However, many intra-operative and postoperative evidence-based ERAS elements, such as postoperative ‘no fasting, can also be applied to emergent ’ colectomy [10].
In the context of emergent colorectal surgery, recent reports from Thailand [11], Switzerland ,and Australia [12] found that modified ERAS protocols are
safe. Accordingly, we extended the application of modified ERAS protocols to patients with obstructive colorectal cancer. To this end, this study aimed to evaluate the efficacy and safety of ERAS protocols for patients with obstructive colorectal cancer. 


Peri-operative protocols

We described regular ERAS protocols of  previously [8]. Intensive pre-admission counseling, no pre- and postoperative fasting (provision of oral nutrition), avoidance of sodium/fluid overload, intra-operative warm-air body heating, enforced postoperative mobilization, and multimodal team care were among the main changes brought about by the introduction of ERAS protocols .Thus, regular ERAS protocols require no preoperative fasting. For patients with obstructive colorectal cancer, it is impossible to have a meal orally before surgery as well as just after surgery. Thus, we modified the ERAS protocols to tailor them to patients with obstructive colorectal cancer, with which the second group of consecutive 80 patients after July 2010 were treated . Main differences of the modified ERAS protocols relative to traditional care for patients with obstructive colorectal cancer include the following: intensive preoperative counseling (by both surgeons and anesthesiologists), perioperative fluid management (avoidance of sodium/fluid overload), shortening postoperative fasting and the early provision of oral nutrition, intraoperative warm air body heating, enforced postoperative mobilization, stimulation of gut motility (use of oral magnesium
oxide), early removal of urinary catheter, and a multidisciplinary team approach to care. Some elements of ERAS protocols, such as the use of thoracic epidural
anesthesia/analgesia and avoidance of pre-anesthetic medication, were already routine practices at the initiation of the study, and consequently, were part of
traditional perioperative care. Defined discharge criteria, such as tolerance of food, adequate pain control, independence in basic activities of daily living, and a
willingness to go home, did not change throughout the study.
Data collection
The following demographic and perioperative data were collected: gender, age, tumor location, emergent or elective operation, stage of colorectal cancer (based on AJCC TNM classification), length of postoperative hospital stay, and complications. Emergent surgery was considered surgery performed just after unplanned hospital admission. Elective surgeries included, for example, cases

with preoperative decompression of dilated bowel by trans-anal drainage tube [13] and nasogastric tube. Complications were defined as grade 2 or higher complications within 30 days of surgery, according to the Clavien-Dindo classification. The number of dissected lymph nodes confirmed by pathologists was also recorded as an indicator of the quality of surgery [14].
Discussion

Although many elements of ERAS protocols can be equally applied to emergent and elective settings, no study has assessed whether ERAS protocols might benefit patients with obstructive colorectal cancer. The present study demonstrated that modified ERAS protocols for obstructive colorectal cancer can successfully accelerate patient recovery without increasing postoperative morbidity or readmission rates, and importantly, without compromising patient safety. These results suggest that ERAS protocols are also feasible for patients with obstructive colorectal cancer. Similar to our present conclusions, several studies have recently reported that ERAS protocols, although there were several small differences from ours, can be safely applied to the setting of emergent colorectal surgery [10–12]. Another study (a randomized controlled clinical trial) demonstrated the feasibility of ERAS protocols in emergent surgery for perforated peptic ulcer disease [15], with primary endpoints of length of hospital

stay, morbidity, and mortality. Some of the ERAS elements, such as intensive preoperative counseling, perioperative fluid management, and enforced postoperative mobilization, are obviously feasible in obstructive cancer. In the present study, modified ERAS protocols shortened the median length of hospital stay by 3 days. The magnitude of reduction in hospital stay is fairly comparable to those reported in studies of ERAS protocols used in elective colorectal. surgery [8]. The reduction in hospital stay resulting from modified ERAS protocols is likely attributed to a combination of multimodal perioperative interventions (rather than any single element) that aimed to attenuate the metabolic response to surgery, to support the recovery of organ function, and to preserve the postoperative immune system [11]. A multidisciplinary team approach by surgeons, anesthesiologists, nurses, physiotherapist, and nutritionists, is indispensable. 

Conclusions

In summary, the present study found that modified ERAS protocols for patients with obstructive colorectal cancer reduce hospital stay without adversely affecting

morbidity. These results indicate that ERAS is feasible and efficient not only for patients who undergo elective colorectal cancer surgery, but also for those who

undergo obstructive colorectal cancer surgery. 
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