
Supplementary table 1: Systematic reviews – main clinical outcomes 

 
Author & no. included studies Length of hospital stay (days) Readmission rates (N/%) 

Colorectal/colon surgery 

Adamina (2011)
(6)

 
 
6 RCTs 

Primary length of stay: ERAS reduced stay by 2.5 days (95 CrI -3.92 to -
1.11)  

ERAS did not increase readmission rates (RR 0.59, 95% CrI 
0.14 to 1.43) 

Ahmed (2012)
(7)

 
 
11 studies; study designs not reported 

2 to 11 days (10 studies) 
0 to 22% (8 studies) Shortest length of stay (2 days) associated 
with highest readmission rate (22%)  

Eskicioglu (2009)
(10)

 
 
4 RCTs 

Three out of four trials reported a significantly shorter length of primary 
hospital stay in the ERAS group. Two trials reported overall hospital stay, 
both of which found a significantly reduced length of stay in the ERAS 
group. 

7/99 ERAS, 11/99 control; no significant difference between 
groups (RR 0.67, 95% CI 0.20 to 2.19, 4 trials; I

2
= 24%) 

Gouvas (2009)
(11)

 
 
11 studies; 4 RCTs, 
7 non-randomised case control studies 

Significantly reduced primary hospital stay with fast track: 3.3 to 6.7/5.8 to 
10 days (WMD -2.35, 95% CI -3.24 to -1.46; I

2
=75% , 9 studies). Similar 

results in subgroup analysis. Significantly reduced total hospital stay with 
fast track: 4 to 5.5 days/6.5 to 13 days (WMD -2.46, 95% CI -3.43 to -1.48; 
I
2
= 0%, 5 studies). Similar results for subgroup analysis.  

0 to 24%/0 to 20%: NS (RR 1.37, 95% 0.97 to 1.92; I
2
=0%, 10 

studies). Subgroup analysis showed that non-RCTs had 
significantly lower readmission rates in the control group.  

Khan (2010)
(13)

 
 
10 studies; 4 RCTS, 6 non-randomised 
comparative studies 

Not applicable Not applicable 

Lv (2012a)
(21)

 
 
7 RCTs (one multi-arm RCT analysed as 2 
separate comparisons) 

Total length of stay significantly shorter for ERAS treated patients (MD -
1.88 days, 95% CI -2.91 to -0.86; 7 RCTs/8 comparisons, I

2
=75%). 

Sensitivity analysis did not significantly alter the results. 

No statistically significant differences between groups (RR 0.90, 
95% CI 0.52 to 1.53; 7 RCTS/8 comparisons, I

2
=0%). 

Rawlinson (2011)
(15) 

 
13 studies; 6 RCTs and 7 non-randomised 
clinical trials 
 

Eleven studies reported on primary hospital stay, of which 10 reported a 
significantly shorter stay in the ERAS group.  

Readmissions ranged from 0 to 24% with ERAS and from 0 to 
20% with traditional care; 12 studies; no significant difference 
between groups. 

Spanjersberg (2011)
(16)

 
 
6 RCTs (2 did not meet inclusion criteria 
and were not included in primary analyses) 

Statistically significantly reduced in ERAS patients (MD -2.94 days, 95% 
CI -3.69 to -2.19 days; I

2
=0%, 4 RCTs) Subgroup analyses including the 2 

RCTs involving limited number of ERAS elements did not significantly alter 
the findings.  

ERAS 4 (3.3%); control 5 (4.2%) No significant difference 
between groups (I

2
=59%, 4 RCTs) Subgroup analyses including 

the 2 RCTs involving limited number of ERAS elements did not 
significantly alter the findings.  

Varadhan (2010)
(17)

 
 
6 RCTs 

Primary hospital stay was significantly shorter in the ERAS group (WMD -
2.51 days, 95% CI -3.54 to -1.47, 6 trials; I

2
 = 55%). 

10/226 ERAS, 13/226 control; no significant difference between 
groups (RR 0.80, 95% CI 0.32 to 1.98, 4 trials with events; I

2 
= 

9% 

Walter (2009)
(18) 

 
4 studies; 2 RCTs, one quasi-randomised 
trial, 1 cohort 

Total length of stay (mean (SD) days) Statistically significant reduction in 
ERAS compared to control groups WMD -3.75 days (95% CI -5.11 to -2.40 
days; I

2
=0%, 2 RCTs) Primary length of stay (mean (SD) days) Statistically 

significant reduction in ERAS compared to control groups WMD -3.64 
days (95% CI -4.98 to -2.29 days; I

2
=0%, 2 RCTs)  

No statistically significant difference between groups (RR 0.26, 
95% CI 0.03 to 2.25; one RCT) and (RR 1.73, 95% CI 1.00 to 
3.01; I

2
=0%, 2 CCTs). (p=0.05 which the authors consider 

significant). 
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Author & no. included studies Length of hospital stay (days) Readmission rates (N/%) 

 

Wind (2006)
(19)

 
 
6 studies; 3 RCTs, 3 CCTs 

Primary hospital stay (mean) Primary hospital stay statistically significantly 
lower in the ERAS group (WMD -1.56, 95% CI -2.61 to -0.50; I

2
=52.9%, 3 

RCTs, 3 CCTs). Subgroup analyses showed similar results for RCTs and 
CCTs. Overall hospital stay (mean) All three trials showed statistically 
significantly shorter overall hospital stay in ERAS patients (p<0.05) 

No statistically significant differences between groups (RR 1.17, 
95 %CI 0.73 to 1.86; I

2
=23.6%, 2 RCTs, 3 CCTs). Subgroup 

analyses showed similar results in favour of ERAS in RCTs, but 
in favour of traditional care in CCTs. 

Gynaecological surgery 

Lv (2012b)
(20)

 
 
0 studies 

Not applicable Not applicable 

Liver/pancreatic surgery 

Coolsen (2012)
(8)

 
 
6 studies; 3 case-control,  
2 RCTs (both arms ERAS elements; 
equivalent to prospective case series),  
one retrospective case series. 

3 comparative studies: ERAS 5 to 7 days; control 7 to 11 days: difference 
(NS one study, p<0.001 2 studies) Non-comparative studies: 4 to 7 days  

3 comparative studies: ERAS 0 to 13%; control 0 to 10%: 
difference (NS 3 studies) 3 non-comparative studies: 0 to 5%  

Coolsen (2013)
(9)

 Link to 
(63)

 
 
8 studies; 5 case-control (historical controls 
receiving traditional care); 2 retrospective 
case series; 1 prospective case series. 

It was unclear whether results were mean or median number of days. 
Comparative studies ERAS 6.7 to 13.5 days; control 8 to 16.4 days (4 of 5 
studies reported statistically significant differences in favour of ERAS) 
Non-comparative studies 10 days (range 4 to 115), three studies 

No significant differences (RD 0.8%, 95% CI -2.6% to 4.1%; 
I
2
=0%, 4 studies) 

Hall (2012)
(12)

 
 
10 studies; Two studies with a single 
intervention in one parameter of peri-
operative care but within an ERAS 
programme (including one RCT);  
6 prospective case series comparing ERAS 
programmes versus historical controls, one 
retrospective case study, and one 
multicentre study. 

Reduced with ERAS programme: Pancreatic 10 to 13 days (range 4 to 
115 days; 4 studies); liver 4 to 7.2 days (range 2 to 82 days; 5 studies). 
 
 

Pancreatic 3.5 to14.6% (4 studies); liver 0 to 13 % (5 studies) 

Various surgical specialities 

Lemmens (2009)
(14)

 
 
13 studies; One RCT, 3 controlled clinical 
trials, 2 case-control, one retrospective case 
series, 6 pre- post-pathway studies 

Statistically significant decrease in clinical pathway group in 11 studies; 
mean number of days decreased from between 5.9 and 21.7 days to 
between 3.3 and 18.5 days (9 studies). Median number of days decreased 
from between 5 and 13 days to between 2 and 7 days (4 studies). 2 
studies reported no significant difference between groups.  

One study reported statistically significant reduction (13% to 
6%); 2 studies not reported; 10 studies NS 

Sturm (2009)
(5)

 
 
11 RCTs plus one systematic review 

Length of stay was clearly significantly shorter in the ERAS group in 6 
trials (3 colorectal, 3 other). There was no significant difference in 1 trial 
(lung surgery). In the remaining trials, significance was unclear or was not 
reported. 

Eight trials reported on readmission rates. Rates ranged from 0 
to 9.7% in the ERAS groups and 0 to 20% in the control groups. 
Only one trial reported a statistically significant difference and 
this favoured the ERAS group (p = 0.022). 
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Supplementary table 2: RCTs – main clinical outcomes 
 

 
Author 

Length of hospital stay (days) Readmission rates (N/%) 

Bariatric surgery 

Lemanu (2013)
(27)

 
Median days (interquartile range) Length of index admission: ERAS 1 (1 to 
2); control 2 (o), p<0.001 Total hospital stay (including admission plus 
subsequent readmissions): ERAS 1 (1 to 3); control 2 (2 to 3), p<0.001 

Defined as presentation to hospital within 30 days of surgery 
after the day of discharge; subsequent hospital stay had to be 
more than 24 hours. ERAS 8/40 (20%); control 8/38 (21%) 
Median length of readmission was 6 days with no difference 
between groups. 

Colorectal/colon surgery 

Ionescu (2009)
(25)

 Mean (SD) ERAS 4.15 (2.2); control 9.23 (7), p<0.001 ERAS 3 (5%); control 2 (3%), p=0.51 

Lee (2011)
(26)

 ERAS 6.43 (3.41); control 9.16 (2.67), p=0.001 ERAS 0 (0); control 0 (0) 

Ren (2012)
(29)

 
Post-operative: Rehabilitation 7 (6 to 8); control 8 (7 to 9), p=0.065 Total: 
Rehabilitation 9 (8 to 10); control 10 (9 to 11), p=0.054  

30-day: rehabilitation 0; control 0 

Wang (2011)
(31)

 Mean (SD) ERAS 5.7 (1.6); control 6.6 (2.4), p<0.001 Not reported 

Wang (2012)
(32)

 
Median (range) post-operative hospital stay ERAS 5 (2 to 41); control 7 (3 
to 55), p<0.01 

No statistically significant differences between groups within 30 
days after resection. ERAS 4 (4%) patients re-admitted for 
wound infection; control 9 (9%) readmitted due to bowel 
obstruction, vomiting, and wound infection. 

Yang (2012)
(33, 34)

 
Median days: ERAS 5.5 (5 to 6); control 7.0 (6 to 8), p<0.001 
 

Not reported 
 

Ionescu (2009)
(25)

 
Mean (SD) ERAS 6.0 (1.0); control 11.7 (3.8), p<0.05 
 

No hospital readmissions due to complications. 
 

Gastric surgery 

Chen (2012)
(22)

 
Median days (range) Compared with ODG, the remaining three groups 
had shorter post-operative hospital stay (p<0.05) FTS + LADG 7 (5.5 to 
10); LADG 7.5 (6 to 11); FTS + ODG 7.5 (6 to 11); ODG 8.75 (7 to 14)  

Not reported 

Kim (2012)
(23)

 

Possible post-operative hospital stay (mean days, SD) ERAS 4.68 (0.65) 
(range 4 to 6); control 7.05 (0.65) (range 6 to 9), p<0.001 Post-operative 
hospital stay (mean days, SD) ERAS 5.36 (1.46) (range 4 to 11); control 
7.95 (1.98) (range 6 to 15), p<0.001 

ERAS 1/22 (4.5%); control 0/22 (0%) 

Liu (2010)
(28)

 
Primary length of stay (mean (SD)): ERAS 6.2 (1.9); control 9.8 (2.8), 
p<0.001 

Readmitted within 30 days after surgery ERAS 1/33 (3%); 
control 0/30 (0%) 

Wang (2010)
(30)

 
Median (quartile range) ERAS 6 days (6 to 7); control 8 (7 to 8), p<0.001. 
Primary clinical endpoint of the trial. 

ERAS 1/45 (2.2%); control 1/47 (2.1%), no significant difference 
between groups 
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Supplementary table 3: Economic evaluations meeting the inclusion criteria 

 
Study Details Study Comparators Main Analytical Approaches, primary outcomes, 

and costs 
Incremental cost-effectiveness (ICER) estimates and 
Decision Uncertainty 

Salihiyyah et al (2011)
(56)

 
 
UK 
 
Hospital setting  
 
Study Population 
Cardiac surgery 
Inpatients 
 
Time horizon 
6 months 

Intervention 
Fast-track transfer post-surgery to an 
independent theatre recovery unit 1-2-1 
nursing (n=84) 
 
Comparator 
Transfer post-surgery to hospital 
intensive care unit (n=52) 
 

Economic evaluation based on a single study 
 
Perspective 
Hospital 
 
Primary outcomes 
Length of stay; Duration of intubation 
 
Direct Costs 
Total expenditure of unit divided by number of patients 
 
 
Productivity Costs 
n/a 

Results 
The costs and benefits were not synthesised 
 
mean cost FT: £4182 (SD:2284) 
mean cost C: £4553 
(SD:1355) (p<0.001) 
 
total LOS NSD 
 
8 patients failed FT & were transferred to ICU 
 
5 patients (4 FT & 1 C) required readmission 
 
Uncertainty 
One-way & multi-way sensitivity analysis demonstrated 
robustness in result that FT costs less than C 

Lin et al (2011)
(53)

 
 
China 
 
Hospital setting 
 
Study Population 
Liver resection  
Inpatients 
 
Time horizon 
Not reported 
 

Intervention 
Multidisciplinary team, streamlining of 
preoperative evaluation, education of 
patients and families, earlier oral 
feeding, earlier discontinuation of IV, no 
drains or naso-gastric tubes, early 
ambulation, urinary catheter <24 hours, 
planned discharge 6 days post-surgery 
(n=56) 
 
Comparator 
Conventional pathway (limited reporting) 
(n=61)  
 
 

Economic evaluation based on a single study 
 
Perspective 
Hospital 
 
Primary outcomes 
Length of stay; Complications; Mortality; Readmission 
 
Direct Costs 
Hospital charges: operation and anaesthesia; 
pharmacy; auxiliary examination; other 
 
Productivity Costs 
n/a 

Results 
The costs and benefits were not synthesised 
 
mean charge pre-pathway RMB 26,626 
mean charge post-pathway RMB 21,004 (p<0.05) 
 
LOS reduced from 11 days to 7 days (p<0.005) 
Complications, mortality & readmissions NSD 
 
Uncertainty 
n/a 

Kariv et al (2006)
(55)

 
 
USA 
 
Hospital setting 
 
Study Population 
Patients undergoing open 
ileoanal pouch surgery 
 

Intervention 
Presurgery patients provided with FT 
protocol and documentation of post-
surgery milestones. Epidural or 
analgesia were not used; early food and 
mobilisation (day of 
surgery/anaesthesia), patients who lived 
100 to 150 miles from hospital 
discharged to hotel for 1 to 3 days. 
Success defined as discharge within 5 

Economic evaluation based on a single study 
 
Perspective 
Hospital 
 
Primary outcomes 
Length of stay; Readmission; Reoperation 
 
Direct Costs 
Total costs for each of the categories were presented: 

Results 
The costs and benefits were not synthesised 
 
total per case cost FT  US$ 5,692 
total per case cost C    US$ 6672  
diff US$980 (p=0.001) 
 
median postoperative los FT = 4 days C= 5 days (p=0.012) 
NSD in readmission outcomes 
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Study Details Study Comparators Main Analytical Approaches, primary outcomes, 
and costs 

Incremental cost-effectiveness (ICER) estimates and 
Decision Uncertainty 

Time horizon 
30 days 

days (n=97) 
 
Comparator 
Based on professional preferences of 
surgeon; no supporting documentation; 
sat out of bed on POD 1, walked POD 2; 
food withheld until stool or flatus (n=97) 

per case of hospitalisation; operating room; radiology; 
anaesthesia; pharmacy; laboratory; ICU; and nursing 
care 
 
Productivity Costs 
n/a 

Uncertainty 
n/a 

Yanatori et al (2007)
(57)

 
 
Japan 
 
Hospital setting 
 
Study Population 
Cardiovascular surgery 
(cardiac arrest requiring 
cardiopulmonary bypass) 
 
Time horizon 
2 years 

Intervention 
Admitted 4 days prior to surgery, 
preoperative education by nurses, 
surgeons and rehab staff; discharge at 
day 7 post surgery 
 
Comparator 
Conventional protocol – details not 
reported 
 
 

Economic evaluation based on a single study 
 
Perspective 
Healthcare provider/hospital 
 
Primary outcomes 
Length of stay; Complications 
 
Direct Costs 
Only total costs were presented 
 
Productivity Costs 
n/a 

Results 
The costs and benefits were not synthesised 
 
Total mean cost for FT YEN 712,545 
Total mean cost for C YEN 383,268 (p=0.038) 
 
Mean post-op LOS FT=15(12.4) 
C=36.7(6) (p=0.01) 
 
Uncertainty 
n/a 
 

Larsen et al (2009)
(54)

 
 
Denmark 
 
Hospital setting 
 
Study Population 
All patients for elective 
primary total hip/knee 
arthroplasty or 
unicompartmental knee 
arthroplasty 
 
Time horizon 
One year 
 

Intervention 
Patients receive info pre-hospitalisation;  
separate ward; one nurse in charge of 
multidisciplinary nurses, occupational 
therapists, and physiotherapists; 
nutrition screening and special focus on 
daily consumption of 1.5L fluid (including 
2 protein beverages); mobilisation and 
exercise started on day of surgery; 
intensive mobilisation of patients in 
teams; eight hours of mobilisation daily 
(n=45: 28 total hip; 15 total knee; 2 
unicompartmental knee) 
 
Comparator 
Patients receive info on day of 
admission; patients randomly among 
wards, various nurses in charge of care; 
and various occupational and physio- 
therapists responsible for mobilisation; 
mobilisation and exercise started on first 
postoperative day; individual and 
gradual mobilisation according to patient 
tolerance; four hours mobilisation daily 
(n=42: 28 total hip; 12 total knee; 2 
unicompartmental knee) 

Economic evaluation based on a single study  
 
Perspective 
Societal 
 
Primary outcomes 
Length of stay; Adverse events (first 3months) 
 
Health-related quality-of-life 
QALYS (EQ-5D) (baseline to 3 months) 
 
Direct Costs 
Patients followed over one-year. Resource use: based 
on patient level mix of activity based costing and step 
down methods. Discharge to 3 months cost diary 
 
 
Productivity Costs 
Average wage rate for age-specific groups 
 

Results 
Accelerated intervention was both more effective and less 
costly than the comparator  
 
Average total cost for I DKK90,227 (+/- 47,475) 
 
Average total cost for C 
DKK71,344 (+/- 39,958) 
 
Average QALYs was 0.83 for the intervention and 0.78 in the 
comparator. 
 
Average QALY gain for hip patients I v C  = 0.08 (CI: 0.02 to 
0.05) (p=0.006) 
 
Average QALY gain for knee patients was NS 
 
Uncertainty 
Bootstrapping, uni and multivariate 
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Study Details Study Comparators Main Analytical Approaches, primary outcomes, 
and costs 

Incremental cost-effectiveness (ICER) estimates and 
Decision Uncertainty 

Sammour et al (2010)
(50)

 
 
New Zealand 
 
Hospital setting 
 
Study Population 
Elective colonic resection 
patients >15 years old 
 
Time horizon 
Unclear 
 
 
 

Intervention 
Emphasised structured nursing care 
pathways within an environment 
focusing on early recovery and various 
perioperative strategies to improve 
patient functional recovery (n=50) 
 
Comparator 
Conventional non-structured 
perioperative care (n=50) 

Economic evaluation based on a single study  
 
Perspective 
Healthcare provider 
 
Primary outcomes 
Length of stay; Complications; Readmissions 
 
Direct Costs 
Total cost of protocol development, inpatient stay, 
outpatient appointments, treatment costs, readmission 
and complication costs were all considered. Data on 
patient resource use was collected from their records. 
Readmission costs and complication costs were based 
on hospital records/costs 
 
Productivity costs 
n/a 

Results 
The costs and benefits were not synthesised 
 
The implementation of the intervention protocol cost approx. 
NZ$102,000 for the first 50 patients (set-up costs included) 
 
Cost per patient with NZ$16,052.35 
 
Cost per patients without NZ$22,929.74 
 
Cost-saving NZ$6,900 per patient 
Post-op LOS ERAS: 4 (3 to 34); C: 6.5 (3 to 18) (p<0.001) 
Total LOS ERAS: 4(3 to 34); C: 8(4 to 29) (p<0.001) 
 
Readmissions NS 
 
Complications – overall  54% in ERAS ≥1 compared with 
66% comp 
 
Uncertainty 
n/a 

King et al(2006)
(51) 

 
UK 
 
Hospital setting 
 
Study Population 
Surgery for colorectal cancer 
 
Time horizon 
2 years 
 
 

Intervention 
Preoperative counselling, epidural 
analgesia, early feeding and 
mobilisation,  predetermined discharge 
aim (n=60) 
 
Comparator 
Conventional care (fully reported) 
included no epidural, no formal 
mobilisation plan, no predetermined 
discharge (n=86) 
 

Economic evaluation based on a single study  
 
Perspective 
UK NHS stated by author, although inclusion of 
productivity costs suggests wider societal perspective 
 
Primary outcomes 
Post-op length of stay; Complications; Readmissions 
 
Health-related quality-of-life 
EORTC QLQ-C30 
 
Direct Costs 
Resource use data was reported to be individual patient 
level, but not reported. Direct costs included: theatre 
(including pre and recovery), hospital (including ICU), 
postoperative (including re-operation), chemotherapy 
and radiotherapy, follow –up at 3 months 
 
Productivity costs 
Average earnings based on employment status at 
commencement of trial 

Results 
The costs and benefits were not synthesised 
 
Total costs of care for patients receiving the intervention: 
£7327.47; for those receiving comparator: £7998.18 
 
Post-op LOS significantly reduced, intervention cohort 
staying 49% as long as comparator (95% CI: 39% to 61%; 
p<0.001) 
 
No-sig difference in quality-of-life, readmissions, re-
operations or complications 
 
Uncertainty 
n/a 

Neilson et al(2008)
(52)

 
 
Denmark 

Intervention 
Integrated programme including: 
information and education, optimal 

Economic evaluation based on a single study  
 
Perspective 

Results 
The costs and benefits were not synthesised 
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Study Details Study Comparators Main Analytical Approaches, primary outcomes, 
and costs 

Incremental cost-effectiveness (ICER) estimates and 
Decision Uncertainty 

 
Hospital setting 
 
Study Population 
Lumbar fusion patients with 
degenerative lumbar disease 
 
Time horizon 
6 months 
 
 

operation technique, better pain 
reduction, early nutrition and aggressive 
post-op mobilisation (n=28) 
 
Comparator 
Standard care, not including 
components above (n=32) 

Societal 
  
Primary outcome 
Measured using 15D-score  (self-reported at inclusion, 
day of surgery, day of discharge, and 1, 3 and 6 
months post-op 
 
Direct Costs 
Three categories of cost considered: staff resources, 
equipment and purely bed costs.  
Bed costs included salary of nurses/porters, food, 
clothes, laundry and cleaning.  Post-discharge for 3 
months GP visits, physiotherapy appointments and 
emergency room contact was registered and included.  
 
Productivity costs 
Based on return to work rates & Danish average daily 
wage 

Intervention direct cost 1,174 Euros per patient compared 
with 1,668 for standard care 
 
Intervention productivity costs were 8,021 Euros compared 
with 9,152 for standard care 
 
NS difference in HR quality of life scores 
 
Uncertainty 
Optimistic and pessimistic scenarios varying individually pre-
op costs, post-op hospital costs, direct costs, and productivity 
costs  

Reilly et al(2005)
(48) 

 
UK 
 
Hospital setting 
 
Study Population 
Patients undergoing 
unicompartmental knee 
arthroplasty 
 
Time horizon 
Unclear 
 

Intervention 
Accelerated discharge: aim to discharge 
day after surgery (n=20) 
 
Comparator 
Standard discharge: approx. 5 days 
post-surgery 
(n=21) 

Economic evaluation based on a single study  
 
Perspective 
Hospital  
 
Primary outcome 
Oxford Knee Assessment 
 
Direct Costs 
Fixed costs (surgical staff, anaesthetics, prosthesis, 
pharmacy), outpatient appointment, specialist registrar 
time.  
 
Productivity costs 
n/a 

Results 
The costs and benefits were not synthesised 
 
Intervention resulted in a 6 month OKA score of 43.7 (SD 
3.7) compared with 42.2 (SD 7.1) for standard care  (NS) 
 
Total costs for intervention per patient £3,391 compared with 
£4,634 for standard care 
 
Uncertainty 
n/a 

Archibald
(49)

 
 
USA 
 
Hospital setting 
 
Study Population 
Colorectal surgery patients 
 
Time horizon 
unclear 

Intervention 
The availability of patient education, fluid 
managements, opioid-sparing strategies, 
tube and drain protocols, ambulation, 
feeding protocol, and discharge criteria. 
All based on surgeons choice.  (n=1358, 
588 enrolled in ERAS & 770 not 
enrolled) 
 
Comparator 
Standard care historical baseline 
(n=1673) 

Economic evaluation based on a study comparing two 
time periods, where ERAS was available in one and not 
in the other. 
 
Primary outcome 
Length of stay ; POD; Readmission 
 
Direct Costs 
Hospital costs (total direct and indirect costs identified 
via hospital billing system) 
 
Productivity costs 
n/a 

Results 
The costs and benefits were not synthesised 
 
Mean LOS for the intervention was 8.4 days compared with 
6.9 days for the comparator (p<0.0001); Mean POD for the 
intervention was 7.6 days compared with 6.3 days 
(p<0.0001) 
 
Mean hospital cost for the intervention population was 
US$18,741 compared with US$16,978 for the comparator.  
 
Uncertainty 
n/a 
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