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President’s Message
By Timothy Miller, MD, ChB, FARCA, President

Officers

It was a tremendous honor to assume the
Presidency of ASER in April 2019. I hope
to continue the fantastic work undertaken
by the two previous presidents of
ASER, TJ Gan and Julie Thacker.

President
Timothy Miller, MB, ChB, FRCA
President-Elect
Traci Hedrick, MD
Vice-President
Matthew D. McEvoy, MD

Charles Dickens famously wrote in A Tale
of Two Cities: “It was the best of times,
it was the worst of times...” It certainly
feels like this description applies in
healthcare today. Healthcare is changing
rapidly, and while change brings
uncertainty, it also brings opportunity.
The ASER Mission is to advance the
practice of perioperative enhanced
recovery and to contribute to its
growth and influences, by fostering
and encouraging research, education,
public policies, programs, and scientific
progress. Importantly, a fundamental
mission of ASER is to be a multidisciplinary
society, and as such ASER is uniquely
positioned as an integrative society
devoted to improving patient outcomes.
This issue of ASER Alert highlights the
multidisciplinary nature of the Society by
including a feature article from ASER’s
Nursing and Coordinator Committee.
This committee has been incredibly active
and provides an excellent opportunity
for all nurses and coordinators to join
the “community” and get involved.
The feeling of a community within
ASER has been a feature of all the
ASER Congresses and was again
a highlight at the recent ASER
2019 Congress in Washington DC.
Comments that were received include:
•

•

“The feel of this conference
is really great... the almost
conversational
quality
is
approachable but informative.”
“I really enjoyed the meeting…it’s
been a long time since I wanted to
sit through most of the sessions at
a conference and I learned a lot.”

Board of Directors

Treasurer
Anthony Senagore, MD, MS, MBA
Secretary
Vijay Gottumukkala, MS, BS, MD (Anes), FRCA
Immediate Past President
Julie Thacker, MD, FACS, FASCRS
Founding President
Tong J (TJ) Gan, MD, MHS, MBA


The upcoming academic year is going to
be exciting for ASER. Highlights include:
•

•

•

Pre-ASA ASER meeting on Friday,
October 18th in collaboration
with the ASA in Orlando, Florida.
Publication
of
the
ASER/
POQI
consensus
conference
statements
on
postoperative
delirium and neuro-monitoring.
ASER 2020 to be held April 1517, 2020, at the Hyatt Regency
Baltimore in Baltimore, Maryland.

I hope to see many of you
in
Orlando,
and
Baltimore.
Finally, I would like to thank Lyla Hance
and Tom Hopkins for all their work on this
newsletter. We intend to publish three
newsletters a year to keep all members
informed about events within ASER.
We want the newsletter to highlight the
different committees and activities within
ASER, so please send suggestions,
provide feedback, and share with friends.

Directors
Anoushka Afonso, MD
Desiree Chappell, MSNA, CRNA
Kyle Cologne, MD
Lynn Reede, DNP, MBA, CRNA, FNAP
Bethany M. Sarosiek, RN, MSN, MPH, CNL


Newsletter Committee
Lyla Hance, MPH: Co-Chair
Thomas Hopkins, MD: Co-Chair


About ASER
ASER is a nonprofit organization with an international
membership, which is dedicated to the practice
of enhanced recovery in the perioperative patient
through education and research. ASER’s mission is
to advance the practice of perioperative enhanced
recovery, to contribute to its growth and influences,
by fostering and encouraging research, education,
public policies, programs and scientific progress.


Administrative Office
American Society for Enhanced Recovery
2111 Chestnut Avenue, Suite 145
Glenview, IL 60025
847-495-9119 |

info@aserhq.org

Best wishes,
Tim Miller, MB ChB, FRCA
ASER President
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REGISTER EARLY
AND SAVE

Perioperative Medicine
and Enhanced Recovery
Conference
www.aserhq.org/2019Fall
Friday, October 18, 2019
Hilton Orlando
6001 Destination Parkway
Orlando, Florida
Conference Chairs:
Tong J (TJ) Gan, MD, MHS, MBA
Timothy Miller, MB ChB, FRCA
This meeting is in collaboration with the
American Society of Anesthesiologists:

American Society for Enhanced Recovery
2111 Chestnut Avenue, Suite 145 I Glenview, IL 60025
(P) 847-495-9119 • (F) 312-896-5614 • www.aserhq.org • info@aserhq.org
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Program Schedule
Friday, October 18, 2019
7:00am
Registration Desk Opens
7:00 – 7:45am
Breakfast
8:00 – 8:15am
Welcome and Overview of
Program
T.J. Gan, Tim Miller, and
Christopher Steel
8:15 – 9:45am
Session 1
8:15 – 8:30am
Prehabilitation
Denny Levett, PhD, MRCP,
FRCA, FFICM
8:30 – 8:45am
AKI. What’s New?
Andrew Shaw, MD
8:45 – 9:00am
Perioperative Fluid
and Hemodynamic
Management. Evidence
from big trials. Tim
Miller, MB,ChB, FRCA
9:00 – 9:15am Opioid
Free Anesthesia,
Recipe for Success
Eugene R Viscusi MD

9:15 – 9:45am
Panel Discussion
9:45 – 10:15am
Break with Sponsors and
Exhibitors
10:15 – 11:45am
Session 2
10:15 – 10:40am
Pioneer’s Lecture:
Myocardial Injury in NonCardiac Surgery.
What Do the Big Trials Tell
Us?
PJ Devereaux, MD, PhD,
FRCP(C)
10:40 – 10:50am
Why Tests May Not Mean
What You Think They Mean
Lee A. Fleisher, M
10:50 – 11:00am
Why it is Not All About the
Heart
Michael Grocott, BSc MBBS
MD FRCA FRCP FFICM

1:15 – 3:00pm
Session 3
1:15 – 1:30pm
How to improve quality? A
surgeon’s perspective
Clifford Y. Ko, M.D., MS,
MSHS
1:30 – 1:45pm
How to Improve Quality? An
Anesthesiologist’s
Perspective
Christopher Steel, MD
1:45 – 2:00pm
Perioperative Hyperglycemia;
Dexamethasone,
Stress Induced, Diabetes.
Anthony Senagore, MD, MS,
MBA
2:00 – 2:15pm
ERAS in Cancer Patients
Vijaya N.R. Gottumukkala,
M.B., B.S., M.D.(Anes),
F.R.C.A.

11:00 – 11:45pm
Panel Discussion

2:15 – 2:30pm
Postop Bowel Recovery and
Management of PONV
Garry Brydges, DNP, MBA,
CRNA, ACNP-BC

12:00 – 1:00pm
Lunch

2:30 – 3:00pm
Panel Discussion

3:00 – 3:30pm
Break with Sponsors and
Exhibitors
3:30 – 5:10pm
Session 4
3:30 – 3:45pm
ERAS programs:
Implementation Barriers
and Recipes for Success
Traci Hedrick, MD, FACS
3:45 – 4:00pm
Preventable Complications
and Readmissions
Julie Thacker, MD, FACS,
FASCRS
4:00 – 4:15pm
The Role of Neuromonitoring
in Reducing
Postoperative Delirium
Christopher Hughes, MD
4:15 – 4:30pm
High-risk surgery. How can
we optimize?
Matthew McEvoy, MD
4:30 – 5:00pm
Panel Discussion
5:00 – 5:10pm
Closing Remarks

Hotel Information
Hilton Orlando
6001 Destination Parkway
Orlando, Florida
T: 407-313-4300
www.thehiltonorlando.com

All reservations must be made through the ASA. More information available here:
https:/www.asahq.org/annualmeeting/attend/housing
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Enhanced Recovery in Pediatric Surgery:
How do we make it stick?
By Michael R. Phillips, MD, Kathleen Marulanda, MD, M. Concetta Lupa, MD

E

nhanced Recovery After Surgery (ERAS) programs have
shown to decrease length of stay (LOS) and complications
among a variety of adult surgical procedures. Recently
these efforts have extended to children with promising results
1, 2.These efforts have resulted in the 1st World Congress on
ERAS in Pediatrics in Richmond, VA in 2018. After successfully
implementing multiple adult ERAS pathways within our healthcare
system, we began designing and implementing ERAS pathways
for pediatric patients undergoing common surgical procedures
in 2015 at the North Carolina Children’s Hospital (NCCH).
While implementation has been successful 3,4 designing
clinical decision support tools to ensure pathway compliance
and tracking the effect of these pathways continues to be
challenging. This problem is amplified in an academic medical
center and a hospital within a hospital setting. Specifically,
patients interact clinically with a wide range of providers
who are familiar with a variety of different ERAS pathways.

E

nhanced Recovery pathways are a comprehensive patient
care pathway that consists of elements addressing the
pre-operative, intra-operative, and post-operative phases
of patient care. The NCCH designs these pathways using multidisciplinary teams, consisting of surgeons, anesthesiologists,
pharmacists, nurse practitioners, the pediatric pain service,
pediatric peri-operative and floor nursing, child life specialists,
quality improvement coaches, and reporting experts from
our performance improvement and patient safety team.
Using guidelines from the ERAS and ERAS USA Societies,
16 core elements for ERAS pathways were identified across
common procedures and pathways were constructed to
incorporate each of those elements 5. However, measuring
the effectiveness of these pathways is currently driven entirely
by manual tracking of pathway compliance and outcomes.

T

he manual tracking performed during initial implementation
is tedious and labor intensive. With the principal participants
in pathway design invested, this work is manageable.
However, once a pathway moves beyond the so-called
“innovators” and “early adopters” phases of implementation,
tracking and maintaining compliance with the “early and late
majority” presents challenges especially in the age of Electronic
Medical Records (EMR) 6.The largest challenges we face in
real-time and post-discharge measurement of compliance are
dependent on correctly identifying ERAS patients, the pathway
elements, and expected goals for the initiative. These factors
differ between pathways and patient populations, but the themes
were consistently encountered throughout the design process.

ASER ALERT • VOLUME 3, ISSUE 2 • aserhq.org 

I

dentifying who should be placed on an Enhanced Recovery
Pathway (ERP) is a philosophical and methodological question
with important reporting implications. For example, at NCCH
several meetings were spent designing an ERAS pathway for
pediatric patients undergoing colorectal surgery using expert
opinion and emerging data to meet all 16 pathway elements
previously described. This issue is more complicated for pediatric
patients as the surgical volume and case mix for pediatric
colorectal surgery is smaller and much more heterogeneous.
Specifically, our colorectal pathway was initially implemented
only in patients with inflammatory bowel disease, as they
traditionally have longer lengths of stay and are more challenging
in terms of pain control. A single homogenous disease also
makes comparing pre- and post-implementation effects easier.
However, should patients who also have historically longer
hospitalizations (redo pull-through for Hirschsprung’s disease)
be combined with patients with shorter hospitalizations (interval
appendectomy), when the target population considered during
pathway implementation consisted of patients undergoing
surgery for inflammatory bowel disease? Challenges arise even
within disease categories due to variances in disease severity
on presentation; specifically, should a healthy patient with
ulcerative colitis undergoing total proctocolectomy with ileal
pouch anal anastomosis for dysplasia be managed the same as
a patient undergoing total abdominal colectomy for perforation
or hemorrhage? Ultimately, after having success with a targeted
disease process (inflammatory bowel disease) 4, we felt that
aggregation of all patients into our ERAS practices would allow
for a greater number of patients to benefit from what we consider
best practices, but inclusion or exclusion would be based on
a multi-disciplinary decision between the surgeon and the
anesthesia team. Patients who met inclusion criteria are assigned
to the ERAS pathway at the time of case posting within the EMR.
This designation via their case posting drives notifications on the
OR status board, thereby easily disseminating their inclusion
status to all providers involved in the patient’s care. However,
the use of the field has required intense education and adoption
has been poor. This has made the design and implementation
of efficient clinical decision support within the EMR challenging.

D

ifficulty identifying who was intentionally exposed to an
ERAS pathway, and who may have received bystander
effects from their implementation makes post-discharge
reporting difficult as well. For example, searching by surgical
CPT code or exposure to pathway elements has not been
effective. Specifically, one component of the pathway includes
pre-operative and post-operative multi-modal pain medications
(gabapentin, celecoxib, and acetaminophen) and the use
of regional anesthesia to decrease intra-operative and post7

operative opioid utilization. This emphasis on minimizing
opioid utilization is an important institutional goal and
a public health concern addressed by the Strengthen
Opioid Misuse Prevention (STOP) Act in North Carolina
which became state law in 2017. These institutional and
policy efforts have led to a welcome increase in the use of
multi-modal pain medications throughout our healthcare
system, and not just in our ERAS patients. This practice
of multi-modal pain control frequently permeates surgical
services, and similar strategies are offered to our ERAS
patients and the trauma patient in the adjacent room
with a colonic injury that required resection after a motor
vehicle crash. We believe that treating both patient
populations with the same multi-modals provides the
highest quality care, but makes searching patients by
CPT code or by the use of multi-modal pain medications
imprecise. While these are two examples, it demonstrates
some of the challenges of operationalizing ERAS
pathways beyond the earliest implementation phases.

C

learly, the design of ERAS pathways presents
many challenges; however, we must also
recognize that even beyond pathway creation, the
establishment of easy, reliable, and integrated methods
to track compliance and outcomes are equally important
to their successful adoption. To address the challenges
associated with patient identification, NCCH has been
involved in an iterative design of ERAS clinical pathways
at the healthcare system level. This new approach
aims to strategically apply commercially available EMR
functionality to improve identification, tracking of patient
care orders, and to provide educational resources
specific to each unique ERAS pathway. We anticipate
that the incorporation of ERAS orders and educational
tools into a more specific, integrated pathway will allow
us to better differentiate ERAS patients from patients with
similar procedures or orders. Furthermore, the integration
of our ERAS pathways into our EMR will provide us
with the tools necessary to make supportive clinical
decisions that ensure pathway compliance and improve
our post-discharge data collection and analysis as well.
In the future, planning and implementation of ERAS
pathways will begin with this integrated end in mind.
References
1. Shinnick JK, Short HL, Heiss KF, Santore MT, Blakely
ML, et al. Enhancing recovery in pediatric surgery: a
review of the literature. J Surg Res 2016:202:165-176.
2. Short HL, Heiss KF, Burch K, Travers C,
Edney J, et al. Implementation of an enhanced
recovery
protocol
in
pediatric
colorectal
surgery. J Pediatr Surg 2018:53:688-692.
3. Mangat S, Hance, L, Ricketts, K, Phillips, M,
McLean, S The impact of enhanced recovery
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CALL
FOR
CONTRIBUTIONS
IN
THE
ALERT
CALL FORASER
NEWSLETTER
CONTENT NEWSLETTER
The next deadline for materials to be included in the ASER Alert
Newsletter is October 15, 2019.
Articles submitted by members of the society, and judged by the
ASER Newsletter Committee to be appropriate may be published
in the Newsletter. Please contact ASER at info@aserhq.org to subit
your article or announcement.

ARE YOU AN ERAS NURSE, AN ERAS
COORDINATOR OR ARE YOU INTERESTED IN
DEFINING THE ROLE AT YOUR ORGANIZATION?
If so, please consider joining ASER’s Nursing/Coordinator
Committee. We would love your engagement as we prepare for
our meetings this August!
Benefits to committee membership include:
• Access to the website with institutional protocols
• Patient education materials
• ERAS member lists
• Nurse/Coordinator listserv
• ASER messaging board
The group will begin meeting monthly via WebEx to discuss
opportunities for collaboration, networking, and shared learning
across organizations. We will compare stories, ask questions,
and provide feedback to one another. We have an active hand in
planning the nursing-specific sessions at future ASER meetings.
It’s also a wonderful way to meet others who share similar roles.
We’ve heard from a number of you already but, if you haven’t
reached out, please consider emailing me at erasrn@virginia.edu
with your interest!
Best,
Bethany Sarosiek, RN, MSN, MPH, CNL
ERAS Program Lead, UVA Medical Center
Co-Chair, ASER Nursing/Coordinator Committee
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Enhanced Recovery in Pediatric Surgery:
Promising Results from New Approaches
By Nicholas E. Burjek, M.D., Santhanam Suresh, M.D.

A

fter Surgery (ERAS) programs were introduced for
adults undergoing colorectal surgery 1.Since then,
this multimodal, multidisciplinary, evidence-based
approach to perioperative care has been applied to several
types of operative procedures. Many adult patients have
benefited from reduced surgical stress responses and faster
recovery as a result. While the adoption of ERAS principles
has been slower in pediatrics, the last few years have seen
major growth in the development of ERAS protocols for
pediatric perioperative care, with promising early results 2,3.

T

here are some unique considerations when applying
ERAS elements to the pediatric population. Preoperative
counseling and expectation management must involve
not only the patient, but also the parents, who can have a
significant impact on postoperative pain control and recovery
4.Children who are awake or minimally sedated may not
tolerate placement of epidurals or regional nerve blocks.
Performing these blocks in deeply anesthetized patients
was previously controversial. Fortunately, recent studies
ASER ALERT • VOLUME 3, ISSUE 2 • aserhq.org 

using large prospective database registries suggest that
regional anesthesia is very safe in children, whether awake
or anesthetized at the time the block is placed 5,6.Certain
common congenital anomalies, such as spina bifida, may
preclude the use of epidurals for nonopioid pain control.
However, the use of new fascial plane techniques, such as the
erector spinae and quadratus lumborum blocks, may be used
for abdominal surgery in patients who previously would not have
been candidates for regional anesthesia. Finally, the rationale
for the use of certain ERAS elements, such as preoperative
carbohydrate loading and minimization of nil per os (NPO) time,
may differ in children and adults. While these lead to reduced
postoperative insulin resistance in adults, the importance of
this effect has been questioned in pediatric patients. Yet, these
same interventions are known to decrease postoperative
nausea and vomiting, anxiety, and emergence delirium, all
major hurdles to rapid and successful recovery in children 7.

9

A

t the Ann and Robert H. Lurie Children’s Hospital
of Chicago, we have implemented ERASinspired guidelines for children undergoing a
number of operative procedures. The development
of these guidelines involved months of planning and
strategizing with a multi-disciplinary team. Participants
included anesthesiologists, surgeons, members of
the pain service, perioperative and postoperative
ward nurses, pharmacists, physical therapists, child
life specialists, patient representatives, and quality
improvement specialists. The time and resources
needed to gather such a large, multispecialty group
requires major institutional commitment. Yet this
process is crucial for creating pathways that address
local needs and strengths, while ensuring buy-in from
those directly involved in pathway implementation.

O

ur initial projects focused on major surgeries
associated with significant postoperative
pain and prolonged length of stay, including
spinal fusion for scoliosis, pectus excavatum repair,
and major urologic reconstruction. Implementation of
these pathways has resulted in average length of stay
decreases of one or more days, as well as improved
pain outcomes. These early successes have garnered
interest among other surgical specialties wishing to
pursue Enhanced Recovery Pathways (ERPs) for their
own procedures. We have also expanded our focus to
include surgeries already associated with short recovery
times, such as appendectomy and tonsillectomy. While
these common procedures may seem “minor”, they
account for a significant use of health care resources,
and even small reductions in perioperative morbidity
and improvements in the care process for individual
patients can have a large impact in the aggregate 8.

O

ur enhanced recovery efforts have spurred
collaboration with six other pediatric centers in
the Pediatric Urology Recovery After Surgery
Endeavor (PURSUE). This multi-center study will use a
standardized enhanced recovery pathway for children
undergoing urologic reconstructive surgery 9.The
primary goal of this study is to investigate whether a
single multidisciplinary pathway implemented across
different institutions can result in improved recovery
benchmarks and reduced morbidity. Important
secondary goals will be to characterize the institutional
resources needed for implementation, as well as patient,
provider, and institutional barriers to pathway success.

E

RAS is relatively new and untested in pediatrics,
but there is no shortage of enthusiastic individuals
working to change this. Decades of experience
with adults have shown that these principles can result
in a faster, more comfortable recovery from even the
largest operations. It is imperative that we now extend
these same benefits to children undergoing surgery. Our
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youngest patients deserve the very best perioperative care we can provide.
Table

1
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BE A PART OF THE AHRQ SAFETY PROGRAM FOR IMPROVING SURGICAL
CARE AND RECOVERY!
Enroll your hospital TODAY and join hundreds of other hospitals in the US who
are improving their patients’ surgical experience by adopting enhanced surgical
recovery practices. Get access to evidence-based enhanced recovery pathways for
gynecology, colorectal, hip fracture and joint replacement surgeries, data registry with
benchmark reports, resources to engage stakeholders and so much more!
The program is funded and guided for AHRQ and lead by the Johns Hopkins Medicine
Armstrong Institute for Patient Safety and Quality and American College of Surgeons.
A new cohort begins September 1, 2019.
Visit the program’s website to registry for an upcoming informational webinar:
https://qi.facs.org/iscr/ or email us at: ISCR@facs.org to enroll!
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SAVE THE DATE

2020 Annual Congress of
Enhanced Recovery and
Perioperative Medicine
Hyatt Regency Baltimore
April 15–17, 2020

Find us
on Social
Media
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