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Enhanced recovery (ER) is one of
the current buzz terms in the health
service but it seems to mean a
different thing depending on to
whom you speak. The Department
of Health (DH) invited applications
from acute trusts across England to
become ‘innovation sites’ for the
enhanced recovery programme.
These sites are supported by DH as
they implement a defined
programme that aims to improve
patient experience through shorter
hospital stays. The Bulletin spent a
day at one of them, West
Hertfordshire Hospitals NHS Trust,
to witness the changes made.
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At West Hertfordshire several elements
of design, opportunity and expediency
have come together to enable them to
get their scheme off the ground. The
clear willingness was already there from
clinical and nursing staff in various parts
of the hospital to improve the efficiency
and patient experience of their practice –
but there had never been a means to
coordinate these efforts with each other.

So far the scheme has been implemented
for colorectal and elective orthopaedic
surgery, with hysterectomy just starting
up. The colorectal service had been
interested in trying to get the approach
into practice for a number of years.
Rodney Hallam, Consultant Colorectal
Surgeon, says: ‘It was a Danish colorectal
surgeon, Henrik Kehlet, who first introduced
the concept almost 20 years ago and it has
become an active topic in UK colorectal
surgery. He challenged the orthodoxy –
finding 30 or so points in the patient care
pathway that could cause harm – and then
found ways to reduce the risk of harm.’

Fellow Colorectal Consultant, Alla Amin,
believes the role of nursing has been vital:
‘What is needed and what we lacked here
until the DH scheme was the leadership of
a very senior nurse who can help educate
and ensure the rest of the nursing staff
make the changes in standard practice.’

The trust management needed to find
ways to improve on delivering the
18-week wait in a way that would have
the support of clinicians. Russell Harrison,
the trust’s Director of Delivery, is clear
that the only way to get the scheme off

the ground was with the leadership of
clinicians: ‘What the scheme has enabled us
to do is improve efficiency to get better use
of the facilities we have – better use of
theatres, better use of beds. If length of stay
continues to fall we could see bed savings or
the opportunity to use the capacity to do
new things. But we haven’t closed any beds
and that isn’t the driver – it would have been
the quickest way to turn clinicians off.’

Maxine McVey, Head of Nursing, agrees:
‘Discharge is dependent on whether it is
medically safe to do so. Because this is being
led by the multidisciplinary teams it is the
consultant–patient relationship that lies at
the heart.’

There was consensus across the hospital
that ER was a worthwhile and important
project. The effects at West Hertfordshire
since introducing the scheme in March
2010 have been significant. In orthopaedics
for the three months: March to May, 58%
of hip patients were discharged within
four days compared with 34% before;
similarly, in knee replacement, 63% versus
41% pre-ER. And, against expectations,
the readmission rates are, so far, down as
well from 5.3 per cent to 3.77 per cent.
In colorectal surgery, the overall average
length of stay pre-ER was 16.3 days and
this has dropped significantly to around
8. However, this patient group is diverse,
with the range of stay between 3 days
and 62. Although these early signs are
very encouraging, with just 88 patients
treated under ER in colorectal surgery so
far, the trust is remaining cautious of
reading too much into the data until it has
a bigger sample.
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So what did the trust do differently?

Pathway design
Maxine McVey says: ‘The main difference
from what has gone before is lifting parts of
the pathway that used to happen post-
surgery and doing them before. It is also
from the clinicians about looking at
anaesthetic choices or limiting the
invasiveness of surgery.’

For example, this can be as simple as
ensuring that hip replacement patients get
sent recuperation devices like crutches
and raised toilet seats before they are
operated on and have time to practise
using them so that they are confident
straightaway after the operation.

Post-operative mobility in orthopaedics
starts the afternoon after the operation
rather than the next day and nurses are
encouraged to be proactive in motivating
patients rather than waiting for the
physiotherapist ward round. Even subtle
things like ward organisation can
encourage patients. At St Albans, new
orthopaedic patients are arranged with
patients further along in the recovery
process so that a bay will hold a patient
immediately post-operatively, another on
day two and a third on day four and
preparing to go home, so that they can
compare notes and see with their own
eyes the progress they are going to make.

In the colorectal service pre-operative
admission time has been reduced by
asking the relevant patients to take
responsibility for their bowel preparation
at home when appropriate for them to
do so. This requires detailed information
but also has the benefit of patients being
able to do this in the familiar home
environment rather than spending the
night before in a hospital ward.

Specialist ER nursing cover
The trust has also undergone a tricky
reconfiguration in closing its Hemel
Hempstead hospital and focusing services
at Watford and St Albans – but the side
effect of this was to release senior
nursing sisters who had run wards at
Hemel Hempstead and whose experience
and skills form the cornerstone of the
programme. In both orthopaedics and
colorectal surgery, the trust has assigned

a nurse whose role sits above day-to-day
ward management to follow the patients
as a point of contact, advice, information
and champion through the system and
after they have gone home.

How this nursing support is applied
differs across the specialties. There can be
no doubt that the patient intake for
elective orthopaedic operations is more
uniform and predictable than for
colorectal surgery. This relative
predictability in patient condition,
expected recovery time and range of
procedure being undertaken has enabled
a streamlined approach. In colorectal care,
the range of diagnoses, operations and
anaesthetic techniques vary widely.

Russell Griffin is a consultant anaesthetist
and Chair of the trust’s ER board: ‘With
the ER programme made up of so many
small changes, the ER nurse is key. She is
there on the ward all the time and so is best
placed to assess which aspects of the
programme are having the greatest impact.’

Sylvia Nawathe is the lead ER nurse for
orthopaedics and runs a weekly joint
school in which patients learn about what
to expect from their operation and their
recovery afterwards. The session covers
pain relief, physiotherapy and occupational
therapy: ‘I always say that better educated
patients are better recovering patients. We

ran joint school sessions prior to starting the
ER programme but attendance was running
at only 18%. Since introduction of ER we
have been more active in selling the
importance of the sessions and have made
booking attendance easier; we are now up to
87%.’

Patients are now given the option to
book on the day of outpatient
assessment; Sylvia also calls patients who
do not sign up to invite them and sell the
benefits. Sylvia has full access to the
waiting list, helps them through the whole
process and will be there as a
recognisable face on the day of admission.
This is especially important for patients
who have not been to hospital before and
may be nervous. The two most frequent
concerns that come up at joint school are
the type of anaesthetic and how long they
are going to be in hospital.

Linda Loader, Lead Nurse for inpatient
pain relief, agrees: ‘We have tightened up to
make sure we see our patients preoperatively
and teach them about managing their pain.
Patients bring a coach, a friend or relative
who can listen in and help them remember.
Orthopaedics is major surgery so pain relief
is vital. If patients don’t have adequate pain
control they are not going to be able to move
and start recovery quickly. Admitting on the
day of the operation doesn’t offer time to
explain everything in detail and we can
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explain side effects like constipation and the
options to tweak pain relief to meet the
individual patient needs. We have had really
good feedback from patients for whom
nothing is a surprise on the day of the
operation.’

Although the patient numbers are much
smaller in colorectal surgery, these are
patients for whom the level of support
needs to be much more tailored. They
also often need more personal support;
those receiving the shock of a cancer
diagnosis often need time for the
implications to sink in before getting
detailed information on their operation.

Helen Broadwell is the ER nurse in
colorectal surgery: ‘The patient turnover in
colorectal is nothing like that for orthopaedics
and can vary between one and five patients
a week. But each patient’s needs are so
much more complicated and the co-
morbidities are more serious. With eleven
operations to cover, we spent six months
putting together the patient information and
designing the clinic so the patient got to see
everyone they needed to in one visit.’

This support continues after discharge
with the designated nurse making
telephone contact with the patients at
home. A structured, brief assessment is
followed and any questions or worries
they may have are answered, for example,
what to do if a wound problem occurs.

Paul, a colorectal cancer patient who is
shortly due to have his stoma reversed,
has felt the benefit: ‘Helen has been
available any time I have needed advice.
Immediately after the operation I had bad
diarrhoea and some stomach cramps and
she was able to put my mind at rest quickly
over the phone that this was something that
happens.‘ This kind of support avoids
readmissions and accident and emergency
attendances. Patients can be reassessed
and reassured over the phone or invited
to attend the hospital to see the ER
nurse if required.

Clinical technique
Most of the major changes have been to
the design of services. In the operations
themselves, change in practice has been
minimal. However, surgeons have been

contributing to the programme. James
Arbuckle, Consultant Colorectal Surgeon,
says: ‘The main changes are psychological
and about packaging together a lot of
commonsense measures. For my practice it
has been about minimising incision length
and trying to avoid open surgery wherever
possible.’

Tim Waters, Consultant Orthopaedic
Surgeon, agrees: ‘I have been looking at
minimising tourniquet time, careful handling
of the tissues to reduce bruising and better
focus on preventing post-operative bleeding.
The main changes aren’t surgical but in
hospital culture so that patients know what
to expect, that they can get home quickly
and that all the things they need are there
for them.

‘In setting this up we formed a board
featuring surgeons, anaesthetists, nurses and
management and took time to iron out
properly how the system was going to run.
Each element was fed back and agreed
among clinical colleagues before we agreed
to proceed.’

The bigger clinical impact rests in
anaesthesia. Russell Griffin believes that
anaesthetists have been keen on ER for
some time: ‘Having looked at what has been
tried elsewhere, we have adopted spinal local
anaesthesia for a wider range of procedures.
In pain control we have looked at ways of
reducing the amount of intravenous
morphine and patient-controlled intravenous

Key measures in shortening length of stay at West Hertfordshire

Teamwork There is full agreement and mutual support across the hospital to
deliver all the measures backed by working groups in each specialty.

Dedicated senior nursing Senior nurses support patients all the way through
and help colleagues to be proactive in encouraging patients through recovery.

Improved patient experience Patients have better information on what to
expect and more active support to encourage mobility.

Front-loaded pathway All the aspects of recuperation and social care are put in
place before the operation to reduce administrative delays in return to home.

Smarter anaesthesia Learning from day surgery the use of local anaesthetics
and sedation where possible enables less time in recovery room and patients to
start mobilisation sooner.

analgesia in favour of non-steroidal anti-
inflammatory drugs and peripheral nerve
blocks so patients are less drowsy and more
able to get out of bed sooner after the
operation.

‘One of the problems is that there is no one
clear technique that is obviously the way to
go – and there could have been resistance
had we gone down the route of strictly
mandating use of one technique. We have
preferred to engage colleagues in the
discussion of what we are trying to achieve
and then it is for them to take on those
principles in their practice. So this is an
evolving process and we are keeping a close
eye on the evidence.’

Untangling precisely which elements of
the programme have had the greatest
influence is difficult and the evidence for
the benefit of each taken on its own is
marginal. What bundling all these
measures under one title has enabled is
the ability to increase a common sense of
purpose between surgical, nursing and
management staff for changes that could
easily have failed to stick had they been
attempted piecemeal.

For another article on the topic
of enhanced recovery, see the
article by AL Knight, AG Paice
and STR Bailey in the online
section of the Bulletin, at
http://www.ingentaconnect.com/
content/rcse/brcs/.
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