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Abstract: Enhanced recovery after surgery (ERAS) refers to a
comprehensive, multidisciplinary, evidence-based perioperative care
pathway designed to minimize surgical stress and accelerate post-
operative recovery. Initially adopted in colorectal surgery, the
ERAS framework has expanded to multiple fields, including
obstetrics and gynecology. However, as with any significant shift in
clinical practice, there are challenges to be addressed, successfully
incorporating ERAS principles into everyday care requires institu-
tions to adjust protocols, restructure care pathways, and involve
multiple stakeholders. This review discusses the key barriers to
implementing the ERAS protocol in OB/GYN settings and explores
potential solutions.

Key Words: ERAS, implementation, barriers, challenges, OBGYN

(Clin Obstet Gynecol 2025;68:525–531)

E nhanced recovery after surgery (ERAS) refers to a
comprehensive, multidisciplinary, evidence-based peri-

operative care pathway designed to minimize surgical stress
and accelerate postoperative recovery.1 Initially adopted in
colorectal surgery, the ERAS framework has expanded to
multiple fields—including obstetrics and gynecology (OB/
GYN)—with specialty-specific protocols now emerging for
cesarean deliveries, gynecologic oncology procedures, and
benign gynecologic surgeries.2,3 However, as with any sig-
nificant shift in clinical practice, there are challenges
to be addressed: successfully incorporating ERAS
principles into everyday care requires institutions to adjust
protocols, restructure care pathways, and involve multiple
stakeholders.4,5 In OB/GYN specifically, the ERAS Society
Handbook underscores the need for careful coordination
among surgeons, anesthesiologists, obstetricians, midwives,
nurses, nutritionists, and administrators to ensure pre-
operative optimization (patient education, nutritional sup-
port, and minimal fasting), standardized anesthetic and
analgesic techniques (opioid-sparing pain control, nausea
prophylaxis), and postoperative care elements (early feed-
ing, early mobilization, prompt catheter removal). These
measures are aimed at improving patient outcomes and
enhancing recovery in women’s health surgery.6 Published
ERAS guidelines specific to OB/GYN, such as the ERAS
Society consensus for gynecologic oncology and the Amer-
ican College of Obstetricians and Gynecologists (ACOG)
Committee Opinion No. 750,7 underscore that adhering to
ERAS elements can improve pain control, shorten length of

stay, and reduce complications after both benign and
oncologic gynecologic procedures. For example, a system-
atic review and meta-analysis in gynecologic oncology
reported that ERAS protocols reduced hospital length of
stay by about 1.6 days on average and decreased overall
complication rates by 32%, without increasing readmission
or mortality.8 In addition, ERAS patients also saw sig-
nificant cost savings (∼$2,100 USD per patient) compared
with standard care.8 Harrison et al9 compared hospital
charges before and after ERAS implementation and found
the median 30-day surgical and postoperative hospital
charges in the ERAS group were 15.6% (95% CI: 5%-24.5%)
lower than the pre-ERAS group. Such findings emphasize
the promise of ERAS in improving recovery and reducing
health care costs in OB/GYN populations. Despite these
proven benefits, translating ERAS guidelines into routine
OB/GYN practice could be challenging. Many institutions
report inconsistent or limited uptake of ERAS pathways.10
Barriers can arise at multiple levels—from individual clini-
cians’ behavior and patient factors to broader organiza-
tional and resource constraints. A recent cross-sectional
study from France highlighted that major impediments to
ERAS adoption include environmental and resource issues
(such as lack of personnel, funding, and coordination) and
gaps in knowledge or awareness among providers.10 This
review discusses the key barriers to implementing the ERAS
protocol in OB/GYN settings and explores potential sol-
utions. It is crucial to identify the barriers at each specific
organization to tailor implementation strategies.

CHALLENGES IN IMPLEMENTATION
Successfully implementing the ERAS pathway/proto-

col in an OB/GYN department requires more than just
following a checklist of interventions; it necessitates changes
in culture, coordination, and resource allocation. Below, we
detail several major challenges that have been identified as
barriers to ERAS implementation in OB/GYN, which are
similarly reflected in broader surgical contexts.
Absence of a multidisciplinary approach
Team coordination and role clarity: ERAS is inherently
multidisciplinary, involving surgeons, anesthesiologists,
nurses, pharmacists, midwives (in obstetric cases), dieti-
tians, physical therapists, and more. A common imple-
mentation challenge is the lack of a cohesive team-based
approach. When there is no established multidisciplinary
collaboration, inconsistencies and gaps may emerge—for
instance, anesthesia may adhere to ERAS principles while
postoperative nursing care follows traditional routines, or
vice versa. Studies have noted that poor communication
and collaboration among perioperative team members is a
significant barrier to ERAS success.11 In China, inves-
tigators reported that ERAS programs often lacked a
unified, well-structured plan across disciplines, and that
team members had not fully reached consensus on ERASDOI: 10.1097/GRF.0000000000000966
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practices. This lack of alignment led to unclear responsi-
bilities and overlapping or missed tasks in the ERAS
pathway.12 In essence, the “absence of a multidisciplinary
approach” can manifest both as too little involvement (key
stakeholders not being included in planning) and as
disjointed involvement (multiple stakeholders present but
not coordinated).
“Too many cooks in the kitchen” effect: Involving many
specialties without clear leadership or role definition can
complicate implementation. Diverse perspectives are
valuable, but if each discipline has its own priorities or if
there is disagreement on protocol details, progress can
stall. For example, anesthesiologists might emphasize
early mobilization and nonopioid analgesia, while sur-
geons focus on surgical technique and fast-tracking
discharge, and nutritionists on dietary aspects. If these
priorities conflict or if no one mediates a common plan,
the ERAS pathway may become fragmented. Assigning an
ERAS coordinator (often a nurse or clinician) is a key best
practice. This is a significant role within the team, usually
recognized as its “engine.” The ERAS coordinator will
assume the day-to-day responsibilities for the ERAS
program. This person will serve as the team’s linchpin,
oversee the pathway implementation, foster communica-
tion, and ensure adherence.4,13 As Stone et al14 noted in
their systematic review, staff resistance, and siloed
practices seriously hinder ERAS adoption, underscoring
that a “strong multidisciplinary team with good commu-
nication” is essential for success. Therefore, simply
forming a multidisciplinary team is not enough, it must
function cohesively. Table 1 provides a list of potential
team members in an ERAS Obstetrics and Gynecology
Pathway.
Lack of a regulation committee or formal task force

Leadership and accountability gaps: A successful ERAS
program typically benefits from dedicated leadership—often
in the form of an ERAS committee, implementation task
force, or at least a committed coordinator (ERAS coor-
dinator). A formal committee provides oversight, sets
protocols and order sets, monitors compliance, and
addresses problems as they arise. Many OB/GYN depart-
ments, however, initiate ERAS without establishing such
structures, relying instead on informal efforts by interested
individuals. This lack of a formal task force can lead to
diffusion of responsibility. Without clear accountability,
busy clinicians may not feel compelled to change entrenched
habits or may assume someone else is managing the ERAS
initiative. The literature identifies “lack of unified manage-
ment” as an obstacle in ERAS rollouts.15–17 In practical
terms, without a steering committee or champion, there may
be no mechanism to routinely audit ERAS adherence or
outcomes, and no forum to provide feedback to the clinical
staff. This makes it difficult to sustain the protocol beyond
initial enthusiasm. The literature recommends formalizing
roles through committees or task forces so that everyone
knows who is responsible for what aspect of ERAS and
whom to consult for issues.18
Policy support and institutional backing: A related issue is the
lack of hospital-level policy or support for ERAS. A formal
ERAS committee often needs endorsement and resources
from the hospital/institution administration. When such top-
down support is missing, departments struggle to enforce the
protocol. One report from South Korea highlighted a “lack of
policy support” as a barrier, noting that many hospitals had
not introduced incentive policies or guidelines to encourage
leaders and staff to adopt ERAS.12 In the absence of
institutional mandate or recognition, ERAS may be seen as
optional or experimental, rather than the standard of care.
Furthermore, without formal status, an ERAS initiative
might not receive protected time for staff training or meetings.
This challenge is compounded in OB/GYN if there is no
cross-department task force; for instance, implementing
ERAS for cesarean deliveries might require coordination
between the obstetrics unit and the main surgery department,
which is hard to achieve without a formal committee bridging
those divisions.
Importance of feedback mechanism and structured training:
Regular check-ins and feedback loops—such as periodic
audits, data-driven reviews, and team debriefings—are
critical for sustaining ERAS compliance, and for promptly
identifying areas for improvement.19 Debriefing sessions
allow multidisciplinary teams to reflect on clinical events,
identify areas for improvement, and reinforce best practices.
For instance, a study demonstrated that adding in-person
debriefings to electronic feedback significantly improved
serious game scores among anesthesiology residents manag-
ing emergent cesarean deliveries, emphasizing the educa-
tional benefits of debriefing practices.20 Equally important is
continuous education through ERAS workshops and
structured training programs, which ensure that all staff
are well-versed in the pathway’s elements and implementa-
tion procedures.19,21 Expert surveys further emphasize that
providing resources for ongoing staff training and regular
compliance feedback are among the most vital measures to
sustain a successful ERAS program long term.22 By
investing in these feedback and education cycles, OB/
GYN departments can embed a culture of continuous
quality improvement that upholds ERAS principles and
optimizes patient outcomes.

TABLE 1. Stakeholders in an ERAS Obstetrics and Gynecology
Pathway

Surgeons (obstetricians, gynecologists, gynecologic oncologists)
Anesthesiologists
Nurses
Department/Clinic managers, educators and frontline staff

representing all areas where the patient is receiving care
(primary care; surgeon office; preadmission; admitting unit; day
surgery unit; operating room; postanesthetic care unit;
postpartum/postoperative care unit; follow-up clinic/office)

System administrators
Department heads
Patients
Pain specialist
Pharmacist
Dietitian
Infection prevention and control
Physiotherapist
Enterostomal therapy nurse
Patient flow coordinator
Additional professionals who may be engaged to assist with

implementation and sustainment activities include:
Project managers
Quality improvement specialist
Patient safety department
IT department
Data analysts
Librarian
Internal communications team
Patient education department
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Importance of auditing: Evidence suggests that active
auditing improves compliance more effectively than passive
implementation.2,23,24 To optimize adherence and patient
outcomes, clinicians are encouraged to use auditing tools
such as the ERAS Interactive Audit System (EIAS) (http://
erassociety.org/interactive-audit/)25 or any other system.
Successful ERAS implementation requires ongoing auditing
and reinforcement. A study in gynecologic oncology showed
that compliance monitoring helped sustain ERAS adher-
ence, leading to improved patient outcomes. These findings
emphasize the necessity of dedicated ERAS coordinators
and structured institutional policies to drive adherence.26
The implementation and evaluation of ERAS protocols
align closely with the well-established Plan-Do-Study-Act
(PDSA) quality improvement model. Figure 1 represents
this aligment, describing the PDSA cycle along with the core
components of ERAS implementation. Continuous itera-
tions of the PDSA cycle are essential for the successful
implementation and long-term sustainability of the ERAS
pathway.
Time and effort demands in a busy health care environment
Workload and time constraints: Implementing ERAS
protocols adds additional tasks and coordination to the
perioperative workflow. In a busy OB/GYN service—often
juggling scheduled gynecologic surgeries, emergency obstet-
ric cases, and high patient volumes—finding the time and
energy to design, test, and refine a new protocol is a major
hurdle. Clinicians frequently cite lack of time as a barrier to
ERAS adoption.27 Nurses and physicians already operating
at full capacity may find it impractical to attend ERAS
committee meetings, perform extra documentation for
ERAS elements, or follow-up on compliance data. More-
over, developing, implementing, and evaluating an ERAS
pathway is a substantial time investment, underscoring the
need for realistic expectations and consistent communica-
tion among stakeholders. According to Pearsall and

McLeod,28 fully integrating ERAS pathways into patient
management can take more than 5 years. Multiple studies
conducted within ERAS pathways have further highlighted
this concern: patients observed that the high workload of
health care professionals often left them extremely busy,
occasionally leading to delays or missed care tasks.29–31
Competing priorities and burnout: OB/GYN clinicians
experience some of the highest burnout rates in medicine,
ranging from 40% to 75%.32 This burnout often leads to
exhaustion and cynicism, reducing clinicians’ capacity and
motivation to implement new protocols like ERAS. Burned-
out providers are more likely to resist additional tasks and
may struggle with quality improvement efforts, largely due
to staffing shortages and high workloads. A recent narrative
review of ERAS in gynecologic surgery found that lack of
manpower (ie, insufficient personnel) and limited resources
are major barriers to ERAS implementation.33 Nurses have
also reported frustration at the lack of time to follow ERAS
guidelines or to address compliance issues when patient
loads are heavy. As one article notes, nurses are increasingly
“leaving the bedside…victims of stress, burnout, exhausting
work conditions,” which worsens staffing shortages and
makes it even harder to consistently implement ERAS
changes.34 Without adjustments, the added workload
related to the implementation of the ERAS pathway can
lead to fatigue and frustration. However, with proper
support, a structured ERAS program can enhance efficiency
and potentially create a “more rewarding, less stressful
working environment.”34
Funding and sponsorship challenges
Financial resources for implementation: Establishing an
ERAS program often requires upfront investment. Costs
may include staff training sessions, hiring an ERAS
coordinator and data manager, updating patient education
materials, and sometimes purchasing adjunct resources
(such as specific pain control devices or nutritional

FIGURE 1. PDAS cycle for ERAS implementation
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supplements). In many health care settings, departments
have limited budgets, and allocating funds for a new
initiative like ERAS can be difficult without clear financial
support. A shortage of financial resources has been
identified as a structural barrier to ERAS.35 In France, a
survey of providers found that “lack of funding” was among
the top-cited reasons for not practicing ERAS routinely.10
Hospitals may be reluctant to sponsor ERAS programs
unless they are convinced of a return on investment. This
can create a Catch-22 situation: the benefits of ERAS (eg,
cost savings from shorter length of stay) often accrue after
successful implementation, but securing funding is needed to
implement ERAS in the first place. A nonrandomized
Canadian prospective study of over 500 patients undergoing
gynecologic oncology surgery found that increasing ERAS
compliance from 56% to 77% led to a 31.4% reduction in
adjusted length of stay and cost savings of $952 per
patient.24 A study across 6 Albertan hospitals found cost
savings of $2806 to $5898 per patient,36 while a financial
analysis at Johns Hopkins Hospital demonstrated net
savings of ∼$400,000.37 Also, a cohort study at MD
Anderson Cancer Center comparing pre-ERAS and ERAS
groups in patients undergoing open surgery for suspected
gynecologic malignancy found a 15.6% reduction in median
hospital charges.9 This further indicates that implementing
ERAS protocols in gynecologic oncology has been asso-
ciated with significant cost reductions and enhanced health
care delivery, highlighting the financial benefits of adopting
such programs.
Lack of sponsorship or external support: While ERAS
programs can sometimes secure external grants or industry
sponsorships, these opportunities are less common in
quality improvement compared with disease-specific ini-
tiatives, such as cancer trials. A 2023 narrative review in
Clinical and Experimental Obstetrics and Gynecology
highlighted that one of the main barriers to ERAS
adoption in gynecologic surgery is the lack of support
from institutions and scarce financial resources.33 Without
external sponsorship, the financial burden falls entirely on
hospital administrations, forcing some departments to rely
on volunteerism or uncompensated additional duties,
which is not sustainable. An international review of ERAS
in cesarean deliveries emphasizes that increased govern-
ment funding and resource allocation would facilitate
wider ERAS implementation, ensuring hospitals have the
infrastructure and training needed to follow ERAS
guidelines.38 Moreover, a multicenter qualitative study
found a “funding gap” between government allocations
and actual hospital needs, leading to insufficient financial
support from both government and hospital administra-
tions for ERAS.12
Resistance to change and a lack of unified belief in ERAS
Clinicians resistance: A critical barrier to ERAS implemen-
tation in OB/GYN is the resistance to change and
skepticism among clinicians and patients alike. Health care
providers often grow comfortable with established routines,
and the standardized nature of ERAS protocols can be
perceived as disruptive.14,16,39 In gynecologic surgery,
“clinicians’ resistance to change” has been cited as the most
frequent and challenging obstacle.33 If key clinicians do not
fully believe in the ERAS protocol’s benefits or are skeptical
about its evidence base, their lukewarm engagement can
impede implementation. For example, some OB/GYN
surgeons question whether ERAS offers any advantage for
minimally invasive surgery (MIS), doubting its impact on

fast-track recovery. However, despite the minimally invasive
nature of some surgeries, same-day discharge rates were
only 30% highlighting the need for ERAS pathways to
significantly enhance recovery efficiency.40 A recent review
found that an ERAS MIS protocol in gynecologic oncology
improved the rates of same date discharge from a baseline of
∼30% to 50% to 70%, depending on the extent of measures
in place patient education, standardized orders, prioritizing
surgery earlier in the day, early Foley removal, reduction of
opioids, and prophylactic antiemetics.41 Also, the benefits of
ERAS implementation will extend beyond hospital dis-
charge. An example is the reduction in opioids prescriptions
at discharge. It is well known that multimodal analgesia and
reduction in opioid prescribing practices has been a
mainstay of ERAS programs. This is significant in the
context of the ongoing opioid crisis. There is growing
awareness of the implications of opioid over-prescribing to
long-term use, with 6% of new persistent opioid use
attributed to postsurgical exposure. ERAS implementation
plays a critical role in mitigating this public health concern
by promoting tailored prescribing practices.42,43 The resist-
ance doubt can be contagious—if respected senior staff
voice reservations, others might also hesitate to change
practice. As a result, compliance with ERAS protocols
varies widely: one surgeon might rigorously follow ERAS
guidelines while another deviates frequently, leading to
mixed results that further erode confidence in the program.
For example, surgeons may resist early feeding after
surgery, nurses may be hesitant to remove catheters early,
and even patients might push back on early mobilization.34
Another challenge to ERAS implementation is provider
hesitation regarding pain control without routine opioid use.
However, studies show that opioid-free recovery is feasible
in gynecologic surgery, with factors such as patient age and
smoking status predicting opioid-free discharge, supporting
the use of individualized pain management strategies.44
Resistance may also stem from a knowledge gap. Surveys
in France, for example, indicated that lack of awareness or
understanding of ERAS was a major barrier, second only to
resource limitations.10 Additional causes of resistance
include fear of the unknown (eg, concern that early feeding
could lead to complications), perceived threats to clinical
autonomy, or the belief that standardized protocols are
overly rigid.45 In OB/GYN, skepticism may be particularly
apparent in cesarean deliveries, where clinicians might
question the safety of early ambulation for postpartum
patients. Overcoming this resistance requires addressing
underlying fears, building trust in the evidence, and
demonstrating that change is both feasible and beneficial.
Patient resistance: While much of ERAS implementation
focuses on health care providers, patient cooperation is also
essential.29 Some ERAS elements require patients to actively
participate—such as eating soon after surgery, ambulating
early, or managing pain with nonopioid methods. If patients
are not on board, they may refuse or resist these
components. A common challenge is that patients (and
their families) may hold preconceived notions of what
postoperative care should look like, often based on tradi-
tional practices or anecdotal experiences. Patient resistance
can also stem from inadequate explanation and
preparation.46 A patient-focused review noted that patients
often felt they were just told what to do without being given
sufficient information or rationale.29 Some patients did not
even realize they were enrolled in an ERAS program, which
left them confused about the care steps and anxious about
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their recovery.29 In OB/GYN, there may be additional
layers of patient preference—for example, a mother
recovering from a cesarean might prioritize bonding with
her newborn and thus resist early mobilization if she fears it
will cause pain and hamper breastfeeding. One review on
ERAS for cesarean delivery recommended thorough pre-
operative counseling (including internet-accessible or take-
home educational materials) to familiarize obstetric patients
with ERAS concepts and benefits.3 Overcoming patient
resistance involves bringing patients in as partners in ERAS.
This starts with preoperative education2— explaining to
patients what ERAS is and why each element is beneficial.
Providing easy-to-understand pamphlets or videos about the
ERAS pathway in OB/GYN (for example, a video for
patients scheduled for a hysterectomy explaining the
recovery process) can set expectations correctly.7 Tailoring
the education to patient demographics and cultural back-
grounds (using translators, culturally appropriate materials)
will further improve receptivity. It is also important to
incorporate patient preferences where possible—a patient-
centered approach might mean adjusting certain protocol
details to accommodate reasonable requests, so long as the
core principles are maintained. For instance, if a patient is
very uncomfortable with early oral intake due to nausea,
ensuring aggressive antiemetic use and starting with clear
liquids might ease their acceptance rather than forcing solid
food immediately. Some hospitals have had success using
patient testimonials—having former ERAS patients share
their positive experiences with new patients can overcome
the fear of the unknown.

CONCLUSION
The implementation of ERAS protocols in OB/GYN

offers a powerful opportunity to enhance patient recovery
and clinical outcomes,47 but overcoming implementation
challenges requires concerted effort and strategy. The
success of the ERAS pathway implementation and sustain-
ability rests with the creation of an effective team who
incorporates knowledge translation, change and project
management, and quality improvement tools and processes.
The team must involve impacted clinicians, stakeholders
and engaged sponsorship and provide regular communica-
tion of activities and progress towards goals. Communica-
tion and education regarding order set adoption should be
provided to all relevant care providers, with guidance for
clinical judgment and appropriateness.

In this review, we highlighted several common barriers
from the lack of multidisciplinary coordination and formal
leadership to resource limitations, cultural resistance, and
patient-related factors, that can impede the adoption of
ERAS in Obstetrics and Gynecology practices (Fig. 2).
Importantly, these challenges are interrelated; for example,
insufficient leadership can exacerbate issues of team
communication and vision, just as inadequate education
can fuel resistance to change among both staff and patients.
Patience and persistence are needed, early obstacles or slow
progress should not be mistaken for failure but rather
viewed as part of the learning curve in practice trans-
formation. Future efforts could focus on research into the
most effective implementation strategies specific to
OB/GYN (for instance, how to integrate ERAS seamlessly

FIGURE 2. Barriers for ERAS pathway implementation
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into the unique workflow of Labor and Delivery units or
gynecologic oncology clinics). Sharing lessons learned
across institutions, through ERAS society forums or
publications, will continue to be invaluable, as it allows
others to anticipate and address barriers proactively.

REFERENCES
1. Yoon SH, Lee HJ. Challenging issues of implementing

enhanced recovery after surgery programs in South Korea.
Anesth Pain Med (Seoul). 2024;19:24–34.

2. Nelson G, Bakkum-Gamez J, Kalogera E, et al. Guidelines for
perioperative care in gynecologic/oncology: Enhanced Recov-
ery After Surgery (ERAS) Society recommendations-2019
update. Int J Gynecol Cancer. 2019;29:651–668.

3. Ituk U, Habib AS. Enhanced recovery after cesarean delivery.
F1000Res. 2018;7:513.

4. Kahokehr A, Sammour T, Zargar-Shoshtari K, et al. Imple-
mentation of ERAS and how to overcome the barriers. Int J
Surg. 2009;7:16–19.

5. Nelson G, Dowdy SC, Lasala J, et al. Enhanced recovery after
surgery (ERAS(R)) in gynecologic oncology - Practical consid-
erations for program development. Gynecol Oncol. 2017;147:
617–620.

6. Nelson G, Ramirez PT, Dowdy SC, et al. The ERAS® Society
Handbook for Obstetrics & Gynecology, 1st. Academic Press;
2022.

7. Gynecologists ACoOa. ACOG Committee Opinion No. 750:
perioperative pathways: enhanced recovery after surgery.
Obstetr Gynecol. 2018;132:e120–e130.

8. Bisch SP, Jago CA, Kalogera E, et al. Outcomes of enhanced
recovery after surgery (ERAS) in gynecologic oncology—a
systematic review and meta-analysis. Gynecol Oncol. 2021;161:
46–55.

9. Harrison RF, Li Y, Guzman A, et al. Impact of implementation
of an enhanced recovery program in gynecologic surgery on
healthcare costs. Am J Obstet Gynecol. 2020;222:66.e1–66.e9.

10. Clet A, Guy M, Muir JF, et al. Enhanced Recovery after
Surgery (ERAS) implementation and barriers among health-
care providers in france: a cross-sectional study. Healthcare
(Basel). 2024;12:436.

11. Tobiano G, Liang R, Chaboyer W, et al. Clinicians’ views on
implementing enhanced recovery after surgery: a descriptive
qualitative study. ANZ J Surg. 2024;95:240–246.

12. Wang D, Liu Z, Zhou J, et al. Barriers to implementation of
enhanced recovery after surgery (ERAS) by a multidisciplinary
team in China: a multicentre qualitative study. BMJ Open.
2022;12:e053687.

13. Watson DJ. The role of the nurse coordinator in the enhanced
recovery after surgery program. Nursing (Brux). 2017;47:
13–17.

14. Stone AB, Yuan CT, Rosen MA, et al. Barriers to and
facilitators of implementing enhanced recovery pathways using
an implementation framework: a systematic review. JAMA
Surg. 2018;153:270–279.

15. Cohen R, Gooberman-Hill R. Staff experiences of enhanced
recovery after surgery: systematic review of qualitative studies.
BMJ Open. 2019;9:e022259.

16. Pearsall EA, Meghji Z, Pitzul KB, et al. A qualitative study to
understand the barriers and enablers in implementing an
enhanced recovery after surgery program. Ann Surg. 2015;
261:92–96.

17. Seow-En I, Wu J, Yang LWY, et al. Results of a colorectal
enhanced recovery after surgery (ERAS) programme and a
qualitative analysis of healthcare workers’ perspectives. Asian J
Surg. 2021;44:307–312.

18. Gramlich LM, Sheppard CE, Wasylak T, et al. Implementation
of enhanced recovery after surgery: a strategy to transform
surgical care across a health system. Implement Sci. 2017;12:67.

19. Özçelik M. Implementation of ERAS protocols: in theory and
practice. Turk J Anaesthesiol Reanim. 2024;52:163–168.

20. Lee A, Goodman S, Chen CM, et al. Electronic feedback
alone versus electronic feedback plus in-person debriefing for
a serious game designed to teach novice anesthesiology
residents to perform general anesthesia for cesarean delivery:
randomized controlled trial. JMIR Serious Games. 2024;12:
e59047.

21. Patil S, Cornett EM, Jesunathadas J, et al. Implementing
enhanced recovery pathways to improve surgical outcomes. J
Anaesthesiol Clin Pharmacol. 2019;35(suppl 1):S24–s28.

22. Pache B, Hübner M, Martin D, et al. Requirements for a
successful Enhanced Recovery After Surgery (ERAS) program:
a multicenter international survey among ERAS nurses. Eur
Surg. 2021;53:246–250.

23. Bergstrom JE, Scott ME, Alimi Y, et al. Narcotics reduction,
quality and safety in gynecologic oncology surgery in the first
year of enhanced recovery after surgery protocol implementa-
tion. Gynecol Oncol. 2018;149:554–559.

24. Bisch SP, Wells T, Gramlich L, et al. Enhanced Recovery After
Surgery (ERAS) in gynecologic oncology: System-wide imple-
mentation and audit leads to improved value and patient
outcomes. Gynecol Oncol. 2018;151:117–123.

25. Currie A, Soop M, Demartines N, et al. Enhanced recovery
after surgery interactive audit system: 10 years’ experience with
an international web-based clinical and research perioperative
care database. Clin Colon Rectal Surg. 2019;32:75–81.

26. Iniesta MD, Lasala J, Mena G, et al. Impact of compliance
with an enhanced recovery after surgery pathway on patient
outcomes in open gynecologic surgery. Int J Gynecol Cancer.
2019;29:1417–1424.

27. Beal EW, Reyes JC, Denham Z, et al. Survey of provider
perceptions of enhanced recovery after surgery and perioper-
ative surgical home protocols at a tertiary care hospital.
Medicine (Baltimore). 2021;100:e26079.

28. Pearsall EA, McLeod RS. Enhanced Recovery After Surgery:
Implementation Strategies, Barriers and Facilitators. Surg Clin
North Am. 2018;98:1201–1210.

29. Wang D, Hu Y, Liu K, et al. Issues in patients’ experiences of
enhanced recovery after surgery (ERAS) : a systematic review
of qualitative evidence. BMJ Open. 2023;13:e068910.

30. Wennström B, Johansson A, Kalabic S, et al. Patient experience
of health and care when undergoing colorectal surgery within
the ERAS program. Perioper Med (Lond). 2020;9:15.

31. Fecher-Jones I, Taylor C. Lived experience, enhanced recovery
and laparoscopic colonic resection. Br J Nurs. 2015;24:223–228.

32. Smith RP, Rayburn WF. Burnout in obstetricians-gynecolo-
gists: its prevalence, identification, prevention, and reversal.
Obstet Gynecol Clin North Am. 2021;48:231–245.

33. Forte S, Ferrari FA, Majd HS, et al. Enhanced Recovery after
Surgery (ERAS) in Gynecology: State of the Art and the
Problem of Barriers. CEOG. 2023;50:14..

34. Balfour A, Amery J, Burch J, et al. Enhanced recovery after
surgery (ERAS®): barriers and solutions for nurses. Asia Pac J
Oncol Nurs. 2022;9:100040.

35. Ram C, Li R, Franklin AD, et al. Can ERAS help reduce
health disparities and overcome barriers to equitable surgical
care in marginalized communities? J Pediatr Surgery Open.
2024;7:100141.

36. Nelson G, Kiyang LN, Chuck A, et al. Cost impact analysis of
Enhanced Recovery After Surgery program implementation in
Alberta colon cancer patients. Curr Oncol. 2016;23:e221–e227.

37. Stone AB, Grant MC, Pio Roda C, et al. Implementation costs
of an enhanced recovery after surgery program in the United
States: a financial model and sensitivity analysis based on
experiences at a quaternary academic medical center. J Am Coll
Surg. 2016;222:219–225.

38. Filipović B, Höbek RA, Čukljek S, et al. Enhanced recovery
after surgery protocols in cesarean delivery in international
settings: a clinical review of implementation in Turkey and
Croatia. Surgeries. 2025;6:16.

39. Dutta S. How to Build an Enhanced Recovery After Surgery
(ERAS) Committee. https://www.seamless.md/blog/how-to-
build-an-enhanced-recovery-after-surgery-eras-committee#:~:

Aoun et al Clin Obstet Gynecol � Volume 68, Number 4, December 2025

530 | www.clinicalobgyn.com Copyright © 2025 Wolters Kluwer Health, Inc. All rights reserved.

Copyright r 2025 Wolters Kluwer Health, Inc. All rights reserved.



text= together%20all%20involved%20in%20the,communica
tion%20and%20coordination%20among%20departments

40. Aubrey C, Nelson G. Enhanced Recovery after Surgery
(ERAS) for minimally invasive gynecologic oncology surgery:
a review. Curr Oncol. 2023;30:9357–9366.

41. Aubrey C, Nelson G. Enhanced Recovery after Surgery
(ERAS) for minimally invasive gynecologic oncology surgery:
a review. Curr Oncol. 2023;30:9357–9366.

42. Huepenbecker S, Hillman RT, Iniesta MD, et al. Impact of a
tiered discharge opioid algorithm on prescriptions and patient-
reported outcomes after open gynecologic surgery. Int J
Gynecol Cancer. 2021;31:1052–1060.

43. Hillman RT, Iniesta MD, Shi Q, et al. Longitudinal patient-
reported outcomes and restrictive opioid prescribing after
minimally invasive gynecologic surgery. Int J Gynecol Cancer.
2021;31:114–121.

44. Hillman RT, Sanchez-Migallon A, Meyer LA, et al.
Patient characteristics and opioid use prior to discharge
after open gynecologic surgery in an enhanced recovery
after surgery (ERAS) program. Gynecol Oncol. 2019;153:
604–609.

45. Mithany RH, Daniel N, Shahid MH, et al. Revolutionizing
surgical care: the power of enhanced recovery after surgery
(ERAS). Cureus. 2023;15:e48795.

46. Jenkins ES, Crooks R, Sauro K, et al. Enhanced recovery
after surgery (ERAS) guided gynecologic/oncology surgery–
the patient’s perspective. Gynecol Oncol Rep. 2024;55:
101510.

47. Miralpeix E, Nick AM, Meyer LA, et al. A call for new
standard of care in perioperative gynecologic oncology practice:
impact of enhanced recovery after surgery (ERAS) programs.
Gynecol Oncol. 2016;141:371–378.

Clin Obstet Gynecol � Volume 68, Number 4, December 2025 The Eras Protocol in Obstetrics and Gynecology

Copyright © 2025 Wolters Kluwer Health, Inc. All rights reserved. www.clinicalobgyn.com | 531

Copyright r 2025 Wolters Kluwer Health, Inc. All rights reserved.


