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Nowadays, enhanced recovery programmes (ERPs) are well estab-
lished and used in the daily practice for different surgeries in
many specialties. They involve pre-, intra-, and postoperative
measures or elements. Among the postoperative measures, early
mobilization and early oral intake are commonly cited.
Accordingly, these two postoperative elements are included in all
published ERPs and were shown to be the most used and reported
interventions in ERPs in a recent systematic review (including 50
trials).1 Some authors, however, considered that those postopera-
tive elements are markers of both protocol compliance and recov-
ery.2 In our daily practice of ERP, every patient is taught (using
oral or written information, or both) about the importance of post-
operative early eating and mobilization. But it is difficult to figure
out (considering only the postoperative period) whether a given
patient had better recovery because he was eating and ambulat-
ing early or whether he tolerated early eating and walked early
thanks to rapid recovery without complication. A similar reason-
ing can be applied to early termination of i.v. fluid infusion; is it a
key element for enhanced recovery or is it a marker of early recov-
ery facilitated by optimal preoperative and intraoperative strat-
egies? These aspects of ERP evoke the egg-and-chicken situation
and highlight the need for further well-conducted studies to im-
prove our knowledge of the physiopathology of ERPs.

We think that early mobilization and early (liquid or solid)
oral intake, generally considered as components of ERPs, should
be also considered as outcomes of ERP, in the same manner as
the length of stay or the overall morbidity. A fully informed pa-
tient who is free of pain and nausea, without drains and tubes, is
probably willing to eat and ambulate early. In a recent survey by
Hughes and colleagues,3 the patients rated some elements of
ERPs as important and relevant outcomes; notably, to be able to
eat and drink as soon as possible and to be independently mobile
in hospital as soon as possible.

Some authors reported that enforced mobilization is an inde-
pendent factor for duration of hospital stay.4 5 But this statistical

correlation does not explain whether it is a cause or conse-
quence. Indeed, mobilization, even enforced, cannot be achieved
if the other postoperative elements of the ERP are not fullfilled
(i.e. adequate analgesia, prevention of nausea and vomiting,
avoidance of tubes, etc). In an appropriately informed patient,
early mobilization and eating are simply the results (and the
markers) of the adherence to the other ERP elements or the effi-
ciency of the ERP, or both. Accordingly, a recent systematic re-
view failed to show an impact of early mobilization on outcomes
after abdominal and thoracic surgery,6 probably because it is it-
self an outcome.

If we consider those ‘elements’ as ‘outcomes’ of ERP, the in-
ability to eat or walk early, despite adherence to the other protocol
elements, should therefore be considered as a failure of the ERP or
the result of medical or surgical complications.7 Indeed, postoper-
ative pain and opiate tolerance can vary widely among patients
despite adequate perioperative pain management.8 Likewise,
postoperative nausea and vomiting can still occur despite multi-
modal prophylaxis and independent of ileus.9 These side-effects
will therefore affect the adherence to early feeding and mobiliza-
tion. In contrast, surgical and medical complications can also
result in severe pain and ileus, precluding success of the ERP.

This thinking highlights the importance of pre- and intrao-
perative elements, which become the true determinants of the
success of the ERP. These intraoperative elements include the
invasiveness of the surgery,10 maintenance of homeostasis, fluid
balance, and anaesthetic and analgesic techniques.11

Accordingly, a study assessing the relationship between the ad-
herence to protocol and the duration of hospital stay12 reported
that the lower the adherence to pre- and intraoperative meas-
ures (carbohydrate loading, antiemetics, magnesium, and non-
opioid analgesics), the longer the duration of stay.

In conclusion, we propose a paradigm shift regarding some
postoperative elements of ERPs. Providing there is good patient
counselling and information, the early tolerance of oral intake
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and early mobilization should no longer be considered as
markers of protocol adherence but rather as markers of postop-
erative recovery. This approach would have a practical impact in
terms of risk management and postoperative surveillance; a pa-
tient not willing to eat and ambulate early should also be sub-
jected to close attention and surveillance.
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Gastrointestinal endoscopy is one of the commonest hospital
investigations and was associated historically with significant mor-
bidity and mortality.1 The shortfalls in patient selection, sedation,
and monitoring identified by Quine and colleagues1 and subse-
quent studies precipitated sustained interest in standards and
training that led to the development of guidelines. Contemporary
practice is dominated by midazolam–opioid combinations used by
non-anaesthetists and propofol with or without opioid or midazo-
lam given by anaesthetists.2 Administration of propofol by non-
anaesthetists is constrained by regulatory considerations, guide-
lines, and intense pressure from anaesthetists. Importantly, seda-
tion practice is non-stationary, with improvements in training,
new equipment (processed EEG monitoring and capnography), and
a developing literature that describes emerging patterns of practice

against a background of extreme cost pressure. Systematic
audit of sedation practice and its outcomes is therefore essential
as we refine our clinical teams and their pharmacological
approaches.

Leslie and colleagues3 documented 2132 adult patients
undergoing anaesthetist-managed sedation at a group of hospi-
tals in and around Melbourne, Victoria, Australia. Their investi-
gation comprises a well-structured prospective audit of events
and outcomes in a patient population relevant to many interna-
tional situations. Using intensive recruitment from multiple hos-
pitals across a short period, a large cohort was swiftly recruited
in a mere 28 days, a principle also demonstrated in an earlier
snapshot sedation audit by anaesthesia trainees during a 2 day
period in six UK hospitals.2
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