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ABSTRACT

Purpose: Despite its clinical benefits, enhanced recovery after surgery (ERAS) is less widely 
implemented for gastric cancer surgery. This nationwide survey investigated the current 
status of the implementation of ERAS in perioperative care for gastric cancer surgery in 
South Korea.
Materials and Methods: This survey enrolled 89 gastric surgeons from 52 institutions in 
South Korea. The questionnaire consisted of 24 questions about the implementation of the 
ERAS protocols in the management of gastric cancer surgery. The survey was carried out 
using an electronic form sent via email.
Results: Of the 89 gastric surgeons, 58 (65.2%) answered that they have knowledge of the 
concept and details of ERAS, 45 (50.6%) of whom were currently applying ERAS for their 
patients. Of the ERAS protocols, preoperative education (91.0%), avoidance of preoperative 
fasting (68.5%), maintenance of intraoperative normothermia (79.8%), thromboprophylaxis 
(96.5%), early active ambulation (64.4%), and early removal of urinary catheter (68.5%) were 
relatively well adopted in perioperative care. However, other practices, such as avoidance of 
preoperative bowel preparation (41.6%), provision of preoperative carbohydrate-rich drink 
(10.1%), avoidance of routine abdominal drainage (31.4%), epidural anesthesia (15.9%), 
single-dose prophylactic antibiotics (19.3%), postoperative high oxygen therapy (36.8%), 
early postoperative diet (14.6%), restricted intravenous fluid administration (53.9%), and 
application of discharge criteria (57.3%) were not very well adopted for patients.
Conclusions: Perioperative management of gastric cancer surgery is largely heterogeneous 
among gastric surgeons in South Korea. Standard perioperative care based on scientific 
evidence needs to be established to improve the quality of surgical care and patient outcomes.
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INTRODUCTION

Recently, many investigators, notably Kehlet's group in Denmark, have devised the novel 
concept of “multimodal rehabilitation” or “fast-track surgery” for the management of 
surgical patients [1]. Fast-track surgery, also known as enhanced recovery after surgery 
(ERAS), aims to reduce surgical stress and enhance postoperative recovery by implementing 
evidence-based practices in the management of surgical patients. The hallmark of ERAS 
lies in its comprehensive nature that encompasses the entire process of perioperative 
management, including preoperative patient education, anesthesia and analgesia, operation, 
nutrition, and hospital discharge. Several studies have indicated that ERAS can reduce 
postoperative complications and hospital stay, particularly in patients undergoing colorectal 
surgery [2,3].

Previous studies about the efficacy of ERAS mostly originated from colorectal surgery, which 
was performed by the investigators who had initially developed the concept of ERAS [2-4]. 
More recently, several randomized trials and their systemic reviews have demonstrated the 
clinical benefits of ERAS in other abdominal procedures, including gastrectomy [5,6]. However, 
despite the clinical benefits of ERAS, its implementation in real practice has been relatively 
slow for several reasons, such as lack of convincing data, low level of awareness about ERAS, or 
limitations in institutional experience and systems [7,8].

Gastric cancer surgery is one of the most widely performed operations in South Korea, and 
the surgical technique is highly standardized among gastric surgeons. However, the protocol 
for perioperative management of gastric cancer surgery is still heterogeneous among 
various institutions. Currently, there are no nationwide data that reflect the current status 
of perioperative care for gastric cancer surgery in South Korea. Therefore, in an effort to 
standardize perioperative care, we carried out a nationwide survey to investigate the current 
status of implementation of ERAS protocols in gastric cancer surgery in South Korea.

MATERIALS AND METHODS

This survey was intended for gastric surgeons who specialize in gastric cancer surgery and 
are currently working at referral hospitals that maintain specialized upper gastrointestinal 
units. Using the membership database of the Korean Gastric Cancer Association and 
through an internet search, we found 161 gastric surgeons from 76 institutions who were 
eligible for this survey.

The questionnaire of this survey consisted of 24 questions, including 3 questions about 
personal information of the respondents and 2 questions about their knowledge level regarding 
ERAS; the remaining questions investigated the implementation of the ERAS protocols in the 
management of patients undergoing gastric cancer surgery (Supplementary Table 1).

The questionnaire was constructed in an electrical form and sent via email, from which the 
surgeons could directly enter the linked site and fill out the questionnaire on the internet. 
The survey was conducted for 2 months between January and February 2017. Of 161 surgeons 
to whom the survey was sent, 89 (55.3%) surgeons from 52 institutions finally responded. 
We analyzed the implementation of each ERAS protocol, dividing it into three phases: 
preoperative, intraoperative, and postoperative management.
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RESULTS

The characteristics of the respondents are summarized in Table 1. The most common age 
group was 40–49 years (56.2%), followed by 50–59 years (20.2%), and 30–39 years (18.0%). 
About half the respondents (51.7%) were experienced in the field of gastric cancer surgery for 
≥11 years, and 55.1% answered that they handle ≥100 cases of gastric cancer surgery per year. 
Regarding their understanding of ERAS, 58 (65.2%) surgeons responded that they were well 
versed with the concept and details of ERAS, and 45 (50.6%) of them were currently applying 
ERAS for their patients (Fig. 1). With regard to the types of operations, laparoscopic distal 
gastrectomy was the most common procedure (42 of 45 respondents) for which ERAS was 
being applied (Fig. 2).
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Table 1. Characteristics of respondents
Characteristics Value (n=89)
Age group (yr)

20–29 1 (1.1)
30–39 16 (18)
40–49 50 (56.2)
50–59 18 (18)
≥60 6 (6.7)

Working experience (yr)
≤5 9 (10.1)
6–10 34 (38.2)
11–15 23 (25.8)
16–20 8 (9)
≥21 15 (16.9)

Average No. of gastric cancer surgery (per yr)
≤50 23 (25.8)
51–100 17 (19.1)
101–150 21 (23.6)
151–200 9 (10.1)
201–250 7 (7.9)
251–300 5 (5.6)
≥301 7 (7.9)

Values are presented as number (%).

Not applying
(n=44, 49.4%)

Selectively
applying

(n=15, 16.9%)

Applying for
all patients

(n=30, 33.7%)

Know a little from
the literature and
academic meeting

(n=29, 32.6%)

Do not know
(n=2, 2.2%)

A BUnderstanding about ERAS Application of ERAS

Know well about
the concept and

details about ERAS
(n=58, 65.2%)

Fig. 1. Level of understanding about ERAS (A) and application of ERAS (B). 
ERAS = enhanced recovery after surgery.
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Table 2 represents the implementation of the ERAS protocols in the preoperative period. 
Most of the respondents (91.0%) answered they were providing preoperative education 
and counseling for patients. In total, 52 (58.4%) respondents did not perform routine 
preoperative mechanical bowel preparation, as recommended by the ERAS protocol. As for 
preoperative fasting, 61 (68.5%) respondents kept patients nil by mouth since the midnight 
before surgery. Only 9 (10.1%) respondents administered preoperative carbohydrate-rich 
drinks to patients.

Table 3 represents the implementation of the ERAS protocols in the intraoperative period. 
During the operation, 71 (79.8%) respondents ensured maintenance of intraoperative 
normothermia. Avoidance of routine use of abdominal drainage and nasogastric tube 
were followed by 28 (31.4%) and 68 (77.3%) respondents, respectively. For pain control, 
intravenous analgesia was the most common method (80.7%), while epidural anesthesia was 
performed by only 14 (15.9%) respondents. Thromboprophylaxis was performed by most 
surgeons (95.5%), and mechanical devices, such as an intermittent pneumatic compression 
device, were more frequently used than low-molecular-weight heparin. Intravenous goal-
directed fluid management was performed by only four (4.5%) respondents.

Table 4 represents the implementation of the ERAS protocols in the postoperative period. 
As for postoperative oral nutrition, only 13 (14.8%) respondents answered that they provided 
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Fig. 2. Application of ERAS according to the type of operation. 
ERAS = enhanced recovery after surgery.

Table 2. Implementation of ERAS protocols during preoperative period
Characteristics Value (n=89)
Preoperative patient education and counselling 81 (91)
Avoidance of preoperative mechanical bowel 
preparation

52 (58.4)

Preoperative fasting (day before surgery)
Whole day 3 (3.4)
From lunch 12 (13.5)
From dinner 13 (14.6)
From midnight 61 (68.5)

Administration of carbohydrate-rich drink before 
surgery

9 (10.1)

Values are presented as number (%).
ERAS = enhanced recovery after surgery.
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postoperative oral nutrition on postoperative day (POD) 1; 72 (80.9%) respondents were 
still using prolonged prophylactic antibiotics after surgery. Implementation of early active 
mobilization (94.4%) and early removal of urinary catheter (67.4%) were practiced relatively 
frequently. In total, 51 (57.3%) respondents answered that they were using discharge criteria 
to make the decision of discharge from the hospital. The most common average hospital stay 
was until POD 7 to POD 8, after both distal and total gastrectomy.

DISCUSSION

This is the first Korean nationwide survey that investigated the current status of 
perioperative care for gastric cancer surgery. We conducted this survey to collect baseline 
data that would help establish proper strategy for wide implementation of ERAS in clinical 
practice. We found that among the ERAS protocols, preoperative education, avoidance of 
preoperative fasting, maintenance of intraoperative normothermia, thromboprophylaxis, 
early active ambulation, and early removal of urinary catheter were relatively well adopted 
in perioperative care. However, other practices, such as avoidance of preoperative bowel 
preparation, provision of preoperative carbohydrate-rich drink, avoidance of routine 
abdominal drainage, epidural anesthesia, prophylactic antibiotics, postoperative high-oxygen 
therapy, early postoperative diet, restricted intravenous fluid administration, and application 
of discharge criteria were less well adopted. Therefore, possible solutions to overcome the 
obstacles that may undermine the implementation of ERAS should be considered. Finally, 
a standardized care protocol for gastric cancer surgery is urgently required to improve the 
quality of surgical care in South Korea.
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Table 3. Implementation of ERAS protocols during operation
Characteristics Value (n=89)
Maintaining intraoperative normothermia 71 (79.8)
Abdominal drainage

No insertion 9 (10.1)
Selective insertion 19 (21.3)
Routine insertion 61 (68.5)

Nasogastric tube insertion
No insertion 63 (71.6)
Selective insertion 5 (5.7)
Routine insertion 20 (22.7)

Pain control
Epidural analgesia 14 (15.9)
Intravenous analgesia 71 (80.7)
Others 3 (3.4)

Thromboprophylaxis
None 4 (4.5)
Low-molecular-weight heparin 30 (33.7)
Compression stocking 60 (67.4)
Intermittent pneumatic compression device 57 (64.0)

Intraoperative goal-directed fluid management 4 (4.5)
Prophylactic antibiotics

Intraoperative single use 17 (19.3)
On operation day 36 (40.9)
Until POD 1 30 (34.1)
Until or beyond POD 2 5 (5.6)

Values are presented as number (%).
ERAS = enhanced recovery after surgery; POD = postoperative day.
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ERAS is a multimodal care pathway designed to achieve early recovery in patients undergoing 
major surgery. The concept of ERAS involves a multidisciplinary team approach to resolve 
the issues that cause complications and delay recovery, by implementing scientific evidence-
based care protocols and changes in management through interactive and ongoing audits 
[9]. With the increasing adoption of ERAS, updated and evidence-based guidelines by the 
ERAS study group are currently available for several abdominal procedures, including gastric 
surgery [10-13]. Recently, a few randomized trials have demonstrated improvement in the 
physical and psychological function of patients, and early hospital discharge by ERAS in the 
field of gastric surgery [14,15].

Current ERAS guidelines for gastric cancer surgery were developed by the European ERAS 
study group in 2014 [13]. Although these guidelines are limited by the relatively low evidence 
in many recommendations, a consensus was reached on no preoperative bowel preparation, 
no use of nasogastric tube or abdominal drainage, no preoperative fasting and early 
postoperative oral nutrition, epidural analgesia, reduced intravenous fluid administration, 
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Table 4. Implementation of ERAS protocols during postoperative period
Characteristics Value (n=89)
Postoperative high-oxygen therapy 32 (36.0)
Postoperative diet initiation (distal gastrectomy)

POD 1 13 (14.9)
POD 2 30 (34.5)
POD 3 22 (25.3)
≥POD 4 17 (19.9)
Upon gas passage 4 (5.0)

Postoperative diet initiation (total gastrectomy)
POD 1 13 (14.8)
POD 2 18 (20.5)
POD 3 21 (23.9)
≥POD 4 28 (31.8)
Upon gas passage 8 (9.1)

Duration of intravenous fluid administration
Until POD 2 5 (5.7)
Until POD 3 22 (25.0)
Until POD 4 24 (27.3)
Until POD 5 26 (29.5)
≥Until POD 6 11 (12.5)

Amount of daily intravenous fluid (for a 70-kg adult; mL)
<1,500 8 (9.0)
1,500–2,500 40 (44.9)
2,500–3,500 38 (42.7)
>3,500 3 (3.4)

Early active mobilization 84 (94.4)
Early removal of urinary catheter on POD 1 61 (68.5)
Application of discharge criteria 51 (57.3)
Average hospital stay (distal gastrectomy)

POD 3–4 1 (1.1)
POD 5–6 27 (30.3)
POD 7–8 48 (53.9)
≥POD 9 13 (14.6)

Average hospital stay (total gastrectomy)
POD 5–6 15 (16.9)
POD 7–8 42 (47.2)
POD 9–10 30 (33.7)
≥POD 11 2 (2.2)

Values are presented as number (%).
ERAS = enhanced recovery after surgery; POD = postoperative day.
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and early removal of urinary catheter for gastric cancer surgery. Meanwhile, there is no 
consensus on the standard management for gastric cancer surgery in Asia. The Japanese 
treatment guidelines proposed some core items in the surgical management of gastric 
cancer, such as removal of nasogastric tube and abdominal drainage on POD 1, intravenous 
fluid administration until POD 5–7, initiation of oral nutrition on POD 2–4, removal of 
urinary catheter on POD 1, and discharge from the hospital between POD 8 and POD 14 [16]. 
However, these recommendations hardly reflect the recent advances in ERAS. Therefore, an 
evidence-based standard care protocol that can be widely applied should be developed for 
patients with gastric cancer in our region.

Despite the large evidence to support ERAS, its implementation in real practice has been 
relatively slow in the field of gastric surgery. Although most surgeons in this study are 
highly specialized in gastric surgery, our results showed that only 50% of gastric surgeons 
are actively applying ERAS for their patients. Further, on detailed investigation of the 
perioperative care of such patients, we observed that several evidence-based practices, such 
as avoidance of mechanical bowel preparation, administration of carbohydrate-rich drink, 
avoidance of abdominal drainage, epidural analgesia, postoperative high-oxygen therapy, 
single-dose prophylactic antibiotics, and early oral nutrition, were not implemented in real 
practice, with an implementation rate of only 10%–40%. This suggests that many traditional 
practices that were proven to be unnecessary or even harmful are still being performed in 
many institutions. This could be attributed to several reasons, such as the lack of awareness 
about ERAS, insufficient evidence for convincing surgeons, or the lack of belief that their 
own institution can actually perform ERAS. To improve the implementation of the ERAS 
principle in surgical care, more efforts should be made by academic societies to provide 
relevant updated information and education about ERAS to healthcare providers. In addition, 
finding convincing scientific evidence through a large multi-institutional randomized trial is 
important to encourage the implementation of ERAS in real practice.

The protocols of ERAS were founded based on previous studies that revisited the efficacy 
of traditional care, and it suggests that several elements in conventional care need to be 
changed or abandoned to accelerate postoperative recovery. For instance, several randomized 
controlled trials (RCTs) and meta-analyses show no convincing evidence to support the 
routine use of abdominal drainage or nasogastric tube for gastric surgery [17-19]. Mechanical 
bowel preparation is not recommended, because it may cause dehydration and electrolyte 
imbalance [20]. Some RCTs reported that removal of the urinary catheter on POD 1 lowered 
infection rates without increasing re-catheterization rates [21,22]. Although long-term 
preoperative fasting has been a routine practice to avoid pulmonary aspiration in elective 
surgery, a systematic review of clinical trials has found no evidence to support this [23]. 
Thus, current guidelines recommend intake of clear fluids up to 2 hours and solid food up to 
6 hours before induction of anesthesia [24]. Further, provision of a clear carbohydrate-rich 
drink within 2 hours before anesthesia can reduce hunger, thirst, anxiety, and length of stay, 
as well as postoperative insulin resistance [25]. Preventing intraoperative hypothermia during 
the operation can reduce wound infections, cardiac complications, bleeding, and transfusion 
requirement [26]. Enforced bed rest not only increases insulin resistance and muscle loss but 
also decreases muscle strength, pulmonary function, and tissue oxygenation [27].

Early postoperative oral nutrition is one of the most essential components to accelerate 
postoperative recovery in ERAS. Traditional care regimens after major operations have 
usually included postoperative fasting until return of bowel movement. However, this can 
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aggravate postoperative catabolism accompanied by excessive weight loss and wasting of 
skeletal muscle. Several RCTs and their meta-analyses have shown no clear advantage of 
postoperative fasting after elective gastrointestinal surgery [28-30]. Early enteral feeding can 
reduce both the risk of any type of infection and the mean length of hospital stay, without an 
increased risk of complications from anastomosis. However, considering the risk of increased 
vomiting in patients fed early, multimodal anti-ileus therapy might be warranted [31].

A review of the data on excess perioperative fluid administration suggests that over-hydration 
may have deleterious effects on cardiac and pulmonary function, as well as on recovery of 
gastrointestinal motility, tissue oxygenation, wound healing, and coagulation [32,33]. Several 
studies suggest that avoidance of fluid overload and provision of no more intravenous fluid 
than necessary to maintain fluid balance, often guided by body weight, may significantly 
reduce postoperative complications and shorten the length of hospital stay [34,35]. In addition, 
some preliminary studies have shown that intraoperative fluid administration guided by 
transesophageal Doppler monitoring, called “goal-directed fluid therapy,” resulted in better 
ejection fraction, better oxygenation, and fewer postoperative complications [36,37].

Several pieces of scientific evidence support the use of continuous epidural local anesthesia 
for postoperative analgesia [38]. However, this survey showed that only 16% of respondents 
used epidural anesthesia, and most of the institutions were using intravenous analgesia. 
Intravenous opioids do not provide the same analgesic effect as that provided by epidural 
anesthetic techniques, and have fewer beneficial effects on surgical stress responses [39,40]. 
Surgeons should appreciate the role of epidural anesthesia not only in terms of pain control 
but also in attenuating postoperative surgical stress response by afferent nerve block.

This study has some limitations. First, of the 161 surgeons who were selected, 89 (55.3%) 
surgeons responded to the survey; thus, the response rate was relatively low. Second, this 
survey only included surgeons who specialized in gastric cancer surgery at referral hospitals. 
These limitations may restrict the representativeness of the real-world situation in Korea. 
Nevertheless, this survey demonstrated the problems of the large heterogeneity of surgical 
care for patients with gastric cancer in Korea in a comprehensive manner.

In conclusion, this survey showed that there is more room for improvement to standardize 
perioperative care and facilitate the implementation of ERAS in the field of gastric surgery 
in South Korea. Despite the evidence-based benefits of ERAS, its implementation in real 
practice was found to be relatively low in many institutions. Therefore, active organizational 
efforts are required to provide information and education about ERAS to healthcare providers 
to improve the implementation of the ERAS program.

ACKNOWLEDGMENTS

The institutions participating in this study were as follows: Ajou University Hospital, Asan 
Medical Center, Bundang Cha Hospital, Bundang Jesaeng Hospital, Chonbuk National 
University Hospital, Chonnam National University Hospital, Chosun National University 
Hospital, Chungang National University Hospital, Chungbuk National University Hospital, 
Daegu Catholic University Hospital, Daegu Fatima Hospital, Daejeon St. Mary's Hospital, 
Dankook University Hospital, Dong-A University College of Medicine, Ewha Medical Center, 
Gachon University Gil Hospital, Gangnam Severance Hospital, Gyeongsang National 

79https://jgc-online.org https://doi.org/10.5230/jgc.2019.19.e3

Implementation of ERAS in Gastric Surgery

https://jgc-online.org


University Hospital, Hallym University Chuncheon Sungsim Medical Center, Hallym 
University Kangnam Sungsim Medical Center, Hallym University Sungsim Medical center, 
Hanyang University Guri Hospital, Hanyang University Seoul Hospital, Hwasun Chonnam 
National University Hospital, Inje University Busan Paik Hospital, Inje University Haeundae 
Paik Hospital, Jeju National University Hospital, Gangneung Asan Hospital, Keimyung 
University Dongsan Medical Center, Konyang University Hospital, Korea Cancer Center 
Hospital, Korea University Ansan Hospital, Korea University Guro Hospital, Korea University 
Medical Center, Kosin University Hospital, Kyung Hee University Medical Center, Chilgok 
Kyungpook National University Medical Center, Myong Ji Hospital, National Cancer Center, 
National Medical Center, Pusan National University Hospital, Seoul National University 
Hospital, Severance Hospital, Soon Chun Hyang University Hospital Cheonan, The Catholic 
University of Korea Bucheon St. Mary's Hospital, The Catholic University of Korea Incheon 
St. Mary's Hospital, The Catholic University of Korea Seoul St. Mary's Hospital, The Catholic 
University of Korea Uijeongbu St. Mary's Hospital, Wonju Severance Christian Hospital, 
Wonkwang University Hospital, Yangsan Pusan National University Hospital, Young Nam 
Medical Center.

SUPPLEMENTARY MATERIAL

Supplementary Table 1
Survey questionnaire

Click here to view

REFERENCES

 1. Kehlet H. Multimodal approach to control postoperative pathophysiology and rehabilitation. Br J Anaesth 
1997;78:606-617. 
PUBMED | CROSSREF

 2. Varadhan KK, Neal KR, Dejong CH, Fearon KC, Ljungqvist O, Lobo DN. The enhanced recovery after 
surgery (ERAS) pathway for patients undergoing major elective open colorectal surgery: a meta-analysis 
of randomized controlled trials. Clin Nutr 2010;29:434-440. 
PUBMED | CROSSREF

 3. Teeuwen PH, Bleichrodt RP, Strik C, Groenewoud JJ, Brinkert W, van Laarhoven CJ, et al. Enhanced 
recovery after surgery (ERAS) versus conventional postoperative care in colorectal surgery. J Gastrointest 
Surg 2010;14:88-95. 
PUBMED | CROSSREF

 4. King PM, Blazeby JM, Ewings P, Longman RJ, Kipling RM, Franks PJ, et al. The influence of an enhanced 
recovery programme on clinical outcomes, costs and quality of life after surgery for colorectal cancer. 
Colorectal Dis 2006;8:506-513. 
PUBMED | CROSSREF

 5. Qi S, Chen G, Cao P, Hu J, He G, Luo J, et al. Safety and efficacy of enhanced recovery after surgery (ERAS) 
programs in patients undergoing hepatectomy: a prospective randomized controlled trial. J Clin Lab Anal 
2018;32:e22434. 
PUBMED | CROSSREF

 6. Takagi K, Yoshida R, Yagi T, Umeda Y, Nobuoka D, Kuise T, et al. Effect of an enhanced recovery after 
surgery protocol in patients undergoing pancreaticoduodenectomy: a randomized controlled trial. Clin 
Nutr 2018:S0261-5614(18)30002-5. 
PUBMED | CROSSREF

 7. Polle SW, Wind J, Fuhring JW, Hofland J, Gouma DJ, Bemelman WA. Implementation of a fast-track 
perioperative care program: what are the difficulties? Dig Surg 2007;24:441-449. 
PUBMED | CROSSREF

80https://jgc-online.org https://doi.org/10.5230/jgc.2019.19.e3

Implementation of ERAS in Gastric Surgery

https://jgc-online.org/DownloadSupplMaterial.php?id=10.5230/jgc.2019.19.e3&fn=jgc-19-72-s001.xls
http://www.ncbi.nlm.nih.gov/pubmed/9175983
https://doi.org/10.1093/bja/78.5.606
http://www.ncbi.nlm.nih.gov/pubmed/20116145
https://doi.org/10.1016/j.clnu.2010.01.004
http://www.ncbi.nlm.nih.gov/pubmed/19779947
https://doi.org/10.1007/s11605-009-1037-x
http://www.ncbi.nlm.nih.gov/pubmed/16784472
https://doi.org/10.1111/j.1463-1318.2006.00963.x
http://www.ncbi.nlm.nih.gov/pubmed/29574998
https://doi.org/10.1002/jcla.22434
http://www.ncbi.nlm.nih.gov/pubmed/29373148
https://doi.org/10.1016/j.clnu.2018.01.002
http://www.ncbi.nlm.nih.gov/pubmed/17851238
https://doi.org/10.1159/000108327
https://jgc-online.org


 8. Maessen J, Dejong CH, Hausel J, Nygren J, Lassen K, Andersen J, et al. A protocol is not enough to 
implement an enhanced recovery programme for colorectal resection. Br J Surg 2007;94:224-231. 
PUBMED | CROSSREF

 9. Ljungqvist O, Scott M, Fearon KC. Enhanced recovery after surgery: a review. JAMA Surg 2017;152:292-298. 
PUBMED | CROSSREF

 10. Gustafsson UO, Scott MJ, Schwenk W, Demartines N, Roulin D, Francis N, et al. Guidelines for 
perioperative care in elective colonic surgery: Enhanced Recovery After Surgery (ERAS®) Society 
recommendations. World J Surg 2013;37:259-284. 
PUBMED | CROSSREF

 11. Lassen K, Coolsen MM, Slim K, Carli F, de Aguilar-Nascimento JE, Schäfer M, et al. Guidelines for 
perioperative care for pancreaticoduodenectomy: Enhanced Recovery After Surgery (ERAS®) Society 
recommendations. World J Surg 2013;37:240-258. 
PUBMED | CROSSREF

 12. Nygren J, Thorell A, Ljungqvist O. Preoperative oral carbohydrate nutrition: an update. Curr Opin Clin 
Nutr Metab Care 2001;4:255-259. 
PUBMED | CROSSREF

 13. Mortensen K, Nilsson M, Slim K, Schäfer M, Mariette C, Braga M, et al. Consensus guidelines 
for enhanced recovery after gastrectomy: Enhanced Recovery After Surgery (ERAS®) Society 
recommendations. Br J Surg 2014;101:1209-1229. 
PUBMED | CROSSREF

 14. Lemanu DP, Singh PP, Berridge K, Burr M, Birch C, Babor R, et al. Randomized clinical trial of enhanced 
recovery versus standard care after laparoscopic sleeve gastrectomy. Br J Surg 2013;100:482-489. 
PUBMED | CROSSREF

 15. Kim JW, Kim WS, Cheong JH, Hyung WJ, Choi SH, Noh SH. Safety and efficacy of fast-track surgery 
in laparoscopic distal gastrectomy for gastric cancer: a randomized clinical trial. World J Surg 
2012;36:2879-2887. 
PUBMED | CROSSREF

 16. Japanese Gastric Cancer Association. Japanese gastric cancer treatment guidelines 2014 (ver. 4). Gastric 
Cancer 2017;20:1-19. 
PUBMED | CROSSREF

 17. Liu HP, Zhang YC, Zhang YL, Yin LN, Wang J. Drain versus no-drain after gastrectomy for patients with 
advanced gastric cancer: systematic review and meta-analysis. Dig Surg 2011;28:178-189. 
PUBMED | CROSSREF

 18. Nelson R, Edwards S, Tse B. Prophylactic nasogastric decompression after abdominal surgery. Cochrane 
Database Syst Rev 2005:CD004929.
PUBMED

 19. Yang Z, Zheng Q, Wang Z. Meta-analysis of the need for nasogastric or nasojejunal decompression after 
gastrectomy for gastric cancer. Br J Surg 2008;95:809-816. 
PUBMED | CROSSREF

 20. Holte K, Nielsen KG, Madsen JL, Kehlet H. Physiologic effects of bowel preparation. Dis Colon Rectum 
2004;47:1397-1402. 
PUBMED | CROSSREF

 21. Zaouter C, Kaneva P, Carli F. Less urinary tract infection by earlier removal of bladder catheter in surgical 
patients receiving thoracic epidural analgesia. Reg Anesth Pain Med 2009;34:542-548. 
PUBMED | CROSSREF

 22. Benoist S, Panis Y, Denet C, Mauvais F, Mariani P, Valleur P. Optimal duration of urinary drainage after 
rectal resection: a randomized controlled trial. Surgery 1999;125:135-141. 
PUBMED | CROSSREF

 23. Ljungqvist O, Søreide E. Preoperative fasting. Br J Surg 2003;90:400-406. 
PUBMED | CROSSREF

 24. American Society of Anesthesiologists Committee. Practice guidelines for preoperative fasting and the 
use of pharmacologic agents to reduce the risk of pulmonary aspiration: application to healthy patients 
undergoing elective procedures: an updated report by the American Society of Anesthesiologists 
Committee on Standards and Practice Parameters. Anesthesiology 2011;114:495-511. 
PUBMED | CROSSREF

 25. Svanfeldt M, Thorell A, Hausel J, Soop M, Rooyackers O, Nygren J, et al. Randomized clinical trial of 
the effect of preoperative oral carbohydrate treatment on postoperative whole-body protein and glucose 
kinetics. Br J Surg 2007;94:1342-1350. 
PUBMED | CROSSREF

81https://jgc-online.org https://doi.org/10.5230/jgc.2019.19.e3

Implementation of ERAS in Gastric Surgery

http://www.ncbi.nlm.nih.gov/pubmed/17205493
https://doi.org/10.1002/bjs.5468
http://www.ncbi.nlm.nih.gov/pubmed/28097305
https://doi.org/10.1001/jamasurg.2016.4952
http://www.ncbi.nlm.nih.gov/pubmed/23052794
https://doi.org/10.1007/s00268-012-1772-0
http://www.ncbi.nlm.nih.gov/pubmed/22956014
https://doi.org/10.1007/s00268-012-1771-1
http://www.ncbi.nlm.nih.gov/pubmed/11458017
https://doi.org/10.1097/00075197-200107000-00002
http://www.ncbi.nlm.nih.gov/pubmed/25047143
https://doi.org/10.1002/bjs.9582
http://www.ncbi.nlm.nih.gov/pubmed/23339040
https://doi.org/10.1002/bjs.9026
http://www.ncbi.nlm.nih.gov/pubmed/22941233
https://doi.org/10.1007/s00268-012-1741-7
http://www.ncbi.nlm.nih.gov/pubmed/27342689
https://doi.org/10.1007/s10120-016-0622-4
http://www.ncbi.nlm.nih.gov/pubmed/21540606
https://doi.org/10.1159/000323954
http://www.ncbi.nlm.nih.gov/pubmed/15674971
http://www.ncbi.nlm.nih.gov/pubmed/18551533
https://doi.org/10.1002/bjs.6198
http://www.ncbi.nlm.nih.gov/pubmed/15484356
https://doi.org/10.1007/s10350-004-0592-1
http://www.ncbi.nlm.nih.gov/pubmed/19916208
https://doi.org/10.1097/AAP.0b013e3181ae9fac
http://www.ncbi.nlm.nih.gov/pubmed/10026745
https://doi.org/10.1016/S0039-6060(99)70256-4
http://www.ncbi.nlm.nih.gov/pubmed/12673740
https://doi.org/10.1002/bjs.4066
http://www.ncbi.nlm.nih.gov/pubmed/21307770
https://doi.org/10.1097/ALN.0b013e3181fcbfd9
http://www.ncbi.nlm.nih.gov/pubmed/17902094
https://doi.org/10.1002/bjs.5919
https://jgc-online.org


 26. Kurz A, Sessler DI, Lenhardt R; Study of Wound Infection and Temperature Group. Perioperative 
normothermia to reduce the incidence of surgical-wound infection and shorten hospitalization. N Engl J 
Med 1996;334:1209-1215. 
PUBMED | CROSSREF

 27. Kehlet H, Wilmore DW. Multimodal strategies to improve surgical outcome. Am J Surg 2002;183:630-641. 
PUBMED | CROSSREF

 28. Lewis SJ, Egger M, Sylvester PA, Thomas S. Early enteral feeding versus “nil by mouth” after 
gastrointestinal surgery: systematic review and meta-analysis of controlled trials. BMJ 2001;323:773-776. 
PUBMED | CROSSREF

 29. Andersen HK, Lewis SJ, Thomas S. Early enteral nutrition within 24h of colorectal surgery versus 
later commencement of feeding for postoperative complications. Cochrane Database Syst Rev 
2006:CD004080.
PUBMED

 30. Soop M, Carlson GL, Hopkinson J, Clarke S, Thorell A, Nygren J, et al. Randomized clinical trial of the 
effects of immediate enteral nutrition on metabolic responses to major colorectal surgery in an enhanced 
recovery protocol. Br J Surg 2004;91:1138-1145. 
PUBMED | CROSSREF

 31. Charoenkwan K, Phillipson G, Vutyavanich T. Early versus delayed (traditional) oral fluids and food 
for reducing complications after major abdominal gynaecologic surgery. Cochrane Database Syst Rev 
2007:CD004508.
PUBMED

 32. Lobo DN, Bostock KA, Neal KR, Perkins AC, Rowlands BJ, Allison SP. Effect of salt and water balance on 
recovery of gastrointestinal function after elective colonic resection: a randomised controlled trial. Lancet 
2002;359:1812-1818. 
PUBMED | CROSSREF

 33. Holte K, Sharrock NE, Kehlet H. Pathophysiology and clinical implications of perioperative fluid excess. 
Br J Anaesth 2002;89:622-632. 
PUBMED | CROSSREF

 34. MacKay G, Fearon K, McConnachie A, Serpell MG, Molloy RG, O'Dwyer PJ. Randomized clinical trial of 
the effect of postoperative intravenous fluid restriction on recovery after elective colorectal surgery. Br J 
Surg 2006;93:1469-1474. 
PUBMED | CROSSREF

 35. Brandstrup B, Tønnesen H, Beier-Holgersen R, Hjortsø E, Ørding H, Lindorff-Larsen K, et al. Effects 
of intravenous fluid restriction on postoperative complications: comparison of two perioperative fluid 
regimens: a randomized assessor-blinded multicenter trial. Ann Surg 2003;238:641-648. 
PUBMED | CROSSREF

 36. Gan TJ, Soppitt A, Maroof M, el-Moalem H, Robertson KM, Moretti E, et al. Goal-directed intraoperative 
fluid administration reduces length of hospital stay after major surgery. Anesthesiology 2002;97:820-826. 
PUBMED | CROSSREF

 37. Conway DH, Mayall R, Abdul-Latif MS, Gilligan S, Tackaberry C. Randomised controlled trial 
investigating the influence of intravenous fluid titration using oesophageal Doppler monitoring during 
bowel surgery. Anaesthesia 2002;57:845-849. 
PUBMED | CROSSREF

 38. Marret E, Remy C, Bonnet F; Postoperative Pain Forum Group. Meta-analysis of epidural analgesia versus 
parenteral opioid analgesia after colorectal surgery. Br J Surg 2007;94:665-673. 
PUBMED | CROSSREF

 39. Zutshi M, Delaney CP, Senagore AJ, Mekhail N, Lewis B, Connor JT, et al. Randomized controlled trial 
comparing the controlled rehabilitation with early ambulation and diet pathway versus the controlled 
rehabilitation with early ambulation and diet with preemptive epidural anesthesia/analgesia after 
laparotomy and intestinal resection. Am J Surg 2005;189:268-272. 
PUBMED | CROSSREF

 40. Rigg JR, Jamrozik K, Myles PS, Silbert BS, Peyton PJ, Parsons RW, et al. Epidural anaesthesia and 
analgesia and outcome of major surgery: a randomised trial. Lancet 2002;359:1276-1282. 
PUBMED | CROSSREF

82https://jgc-online.org https://doi.org/10.5230/jgc.2019.19.e3

Implementation of ERAS in Gastric Surgery

http://www.ncbi.nlm.nih.gov/pubmed/8606715
https://doi.org/10.1056/NEJM199605093341901
http://www.ncbi.nlm.nih.gov/pubmed/12095591
https://doi.org/10.1016/S0002-9610(02)00866-8
http://www.ncbi.nlm.nih.gov/pubmed/11588077
https://doi.org/10.1136/bmj.323.7316.773
http://www.ncbi.nlm.nih.gov/pubmed/17054196
http://www.ncbi.nlm.nih.gov/pubmed/15449264
https://doi.org/10.1002/bjs.4642
http://www.ncbi.nlm.nih.gov/pubmed/17943817
http://www.ncbi.nlm.nih.gov/pubmed/12044376
https://doi.org/10.1016/S0140-6736(02)08711-1
http://www.ncbi.nlm.nih.gov/pubmed/12393365
https://doi.org/10.1093/bja/aef220
http://www.ncbi.nlm.nih.gov/pubmed/17078116
https://doi.org/10.1002/bjs.5593
http://www.ncbi.nlm.nih.gov/pubmed/14578723
https://doi.org/10.1097/01.sla.0000094387.50865.23
http://www.ncbi.nlm.nih.gov/pubmed/12357146
https://doi.org/10.1097/00000542-200210000-00012
http://www.ncbi.nlm.nih.gov/pubmed/12190747
https://doi.org/10.1046/j.1365-2044.2002.02708.x
http://www.ncbi.nlm.nih.gov/pubmed/17514701
https://doi.org/10.1002/bjs.5825
http://www.ncbi.nlm.nih.gov/pubmed/15792748
https://doi.org/10.1016/j.amjsurg.2004.11.012
http://www.ncbi.nlm.nih.gov/pubmed/11965272
https://doi.org/10.1016/S0140-6736(02)08266-1
https://jgc-online.org

