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Abstract
Enhanced recovery surgery (ERS) has revolutionised patient outcomes. It involves a standardised peri-operative
patient management regiment, leading to a reduction of length of stay, morbidity and mortality. ERS requires extensive peri operative assessment accompanied by numerous investigations and data collection within restricted
time. For this reason, several units have allowed such services to be specialist nurse-led. The purpose of this study
was to develop and evaluate web-based intranet software in assisting the ERS service of our institution.
The use of an ERS software in conjunction with a nurse-led service is effective and important for the success of implementing an ERS scheme. The improvement in practice resulted in a significant reduction of the length of hospital stay. In the long term, with the availability of these software-generated data, clinicians will be provided to further evaluate and improve their practice. Such specialised software tailored according to the needs of specific departments should be fully supported by the hospital management and the IT departments. This approach provides
information to allow evidence-based comparisons within different institutions and this open source software can act
as a template to achieve this.
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1 Introduction
Enhanced Recovery Surgery (ERS) (also known as
Fast Track Surgery) was introduced as an approach
to reduce the physiological dysfunction and morbidity associated with traditional peri-operative care.
This involves a multi-modal approach to minimise
post-operative pain, immobility and gut dysfunction.
It was pioneered in colorectal surgery, [1] but such
principles have been applied to other surgical subspecialties. Several traditional peri-operative practices, many regarded as unchallenged dogmas, have
been shown to offer no benefit or even be harmful to
patients. Such practises include bowel preparation,
excessive starvation prior and after surgery and prolonged use of nasogastric tubes (NGT) in the post-

operative period. ERS typically involves attention
to peri-operative nutrition [2], avoidance of premedication, epidural anaesthesia, early drain and NGT
removal, avoidance of excessive fluid and sodium
loading [3], and early mobilisation. The ultimate
goal is to reduce morbidity and hence, length of stay
(LOS) along with costs.
A recent meta-analysis, comparing ERS with standard care in colorectal surgery, of 4 randomised controlled trials (RCTs) and 7 controlled clinical trials
(CCT), including 1.021 patients showed that primary LOS (weighted mean difference -2.35 days, 95%
confidence interval (CI) -3.24 to -1.46 days, P <
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0.00001)) and total (primary and re-admission) LOS
(weighted mean difference -2.46 days, 95% CI -3.43
to -1.48 days, P < 0.00001) were significantly lower
for the ERS programs. Morbidity was also lower in
the ERS groups. Authors concluded that such protocols show high-level evidence on reducing primary and total hospital stay without compromising patients' safety and offering lower morbidity [19].

tions requests had to follow them up during their
limited time and in a rather non-systematic manner.
There were occasions that the patients were ready
for their operation, the surgeons were not fully
aware of the pre-operative results and had to search
for them in a limited time (e.g. some results were
not available in the hospital Electronic Patient Records (EPR) system). The colorectal department had
to adapt to the new ERS scheme by employing two
specialist nurses, developing the ERS software and
converting the physician-led patient pre-assessment
to a specialist nurse-led one

Several pre-assessment tools exist for general and
colorectal surgery to further aid in risk prediction in
order to apply preventive measures. The Physiological and Operative Severity Score for the enUmeration of Mortality and Morbidity (POSSUM) requires
12 physiological and six operative parameters for its
risk assessment [4]. It can be also used in the preassessment clinic to give an estimate of risk. Other
scoring systems are used by anaesthetists, such as
“ASA” for general risk prediction and “APACHE”
for critically ill patients in the intensive care unit
(ICU). ERS requires extensive pre-operative assessment accompanied by numerous investigations
and data collection within restricted time. For this
reason, several units have allowed such services to
be specialist nurse-led [5]. To our knowledge, this
is the first time such specialised software is being
evaluated along with an ERS service.

2.1 Development of the Software
In consultation with healthcare professionals (two
Consultant Surgeons, two Registrars, two Junior
Doctors, two Specialist Nurses, four Research Fellows, one Clinical Fellow, two secretaries, two administration desk employees, two technicians), of
our hospital, as well as those from other hospitals
(two Consultant Surgeons) with an established ERS
program and the clinical risk management committee (three members), we determined the fields and
functions for the web-based software. A user-driven
design process was used and functionality reflected
the core work of the clinician and the newly appointed specialist nurses of the department. The
software was developed on a Microsoft 2000 SQL
Server database (stored at the University College
London Hospitals main server) using Windows Internet Explorer version 6 (IE6) as the software interface. This contained “html elements” and “SQL
queries” for data entry, query, update and delete,
schema creation and modification, and data access
control. The software design is available as openaccess and can be requested for free from the authors (D.A.R.) for implementation in any national
health system worldwide. The developer (D.A.R.)
is a surgeon with a particular interest in healthcare
informatics and there was no significant input in its
development by the IT department of the hospital.

The purpose of this study was to develop and evaluate novel web-based intranet software that would aid
in running smoothly the enhanced recovery service
of our unit. This would be achieved by assessing
the impact of the software on the patient and information management as well as by further evaluating
the unit’s performance

2 Methods
During November 2006 and December 2006 we assessed the performance of the colorectal unit of our
institution. ERS was planned to be introduced aiming to reduce the patient morbidity, LOS and associated costs. There were two key strategies associated
with the ERS service. Namely, changing the traditional surgical care to a more scientific and evidence
based one and modifying the “surgical stress response”.

In summary, fields included in the software were the
following: Basic demographics and patient characteristics (Figure 1), pre-operative assessment and
investigations (Figure 2), post-operative and recovery information (Figure 3). The tabs at the top of
the screen on the menu bar represent the basic operating features of the software (Figures 1-3). We decided to include all major validated patient assessment risk scores (POSSUM, ASA, APACHE (Figure 2)) in order to create risk-adjusted preventive
management measures. Furthermore, we also included the cardiopulmonary exercise test (CPEX)
(Figure 1) [4], a novel investigation that measures

Prior to the implementation of the ERS software,
patient pre-assessment was performed (and often
poorly) by surgeons in the form of questions regarding patients’ past medical and social history. Research fellows were involved in different projects as
the colorectal department had no available prospectively collected data to analyse (apart from the basic
demographics). Clinicians involved in investiga-
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the anaerobic threshold (AT) of the patients, reflecting their lung and heart function. This facility was
available at another local institution with direct access to the software. It was also decided that all preoperative assessments would be organised fully by
our ERS specialist nurse. Main responsibilities are
shown in Figure 1:

ly mentioned, feeding (i.e. Clinutren, a high energy
drink) is very important to surgical stress and recovery. Bowel prep (preparation in the form of cathartics), the use of NG (Nasogastric Tubes) and TPN
(Total Parenteral Nutrition) are generally avoided in
ERS as they are known to provide no benefit to the
patients and slow their recovery. It is also important
to plan the post-operative course of the patients and
informing them with the predicted D/C (DisCharge)
date. The Cardiopulmonary Exercise Test (CPEX)
is an integral part of the data collection process as
this test has been shown (see below) to be an independent predicting factor of complications. This
test allows preventive medical measures such as
post-operative admission to the intensive care unit
(ICU).

Parameters Comments
Information Explain to the patients about ERS.
Provide leaflets.
Daily milestones.
Pre-operative Organise all investigations including CPEX, bloods, further imagplan
ing.
Nutritional assessment and high energy drinks.
Medical as- Medical history
sessment
Risk prediction
Social asSmoking, alcohol.
sessment
Home conditions
Expected dis- Identify factors that may delay discharge
charge plan

Figure 1: Pre-assessment performed by the specialist ERS
nurse

Figure 2 is the first page regarding the patient data
entry. Basic patient demographics are mandatory to
continue within the software to ensure adequate data
collection. DOB stands for “Date of Birth” and
Hosp. No. for “Hospital Number”. The presenting
complain could be either “asymptomatic” or predominantly the change in bowel habit, loose stools,
diarrhoea, blood per rectum, abdominal pain, bloating and other. FH stands for family history (for
cancer) and PSH stands for “Past Surgical History”,
an important factor associated with the complexity
of surgery and outcomes in surgical patients. In the
pre-operative, discharge and outpatients sections,
data such as height, weight, BMI (Body Mass Index), MAC (muscular circumference), TST (Triceps
Skin fold Thickness), MAMC (Mid-arm Muscle
Circumference) are entered in order to evaluate the
fitness of the patients pre- and post-operatively and
further correlate those factors with the surgical outcomes. The PMH (Past Medical History) as well as
the SH (Social History) are also very important to
be included in order to engage preventive medical
measures, include them in the statistical analysis and
correlate them with the outcomes. All patients must
receive pre-operative CXR (Chest X-Rays) and an
ECG (electrocardiogram) as well as other Ix (Investigations) to further aid the risk assessment. Observations such as SBP (Systolic Blood pressure), DBP
(Diastolic blood pressure) and the HR (heart rate)
should be also entered. Bloods (Haematology laboratory findings), U&E (Urea and electrolytes),
LFTs (Liver function tests), Clotting data are also
entered in order to evaluate whether the patients’ are
safe to have surgery, their post-operative progress
and correlate them with the outcomes. As previous-

Figure 2: Demographics and pre-assessment section

Figure 3 is the peri-operative section key data are
collected such as the use of blood transfusions, adrenergic drugs (e.g. adrenaline), whether an unplanned splenectomy was performed, whether
bleeding and abdominal faecal contamination was
encountered. All these are well known to complicate the post-operative course of the patients; all
doctors must be aware of them (which had not always been the case) and are important in comparing
laparoscopic with open surgery and their outcomes.
The use of drains, cath (catheters) and epidural analgesia are also important to be documented so that
all doctors are aware of their use and avoid unnecessary prolonged use. Parameters of the anaesthesia
induction and at the end of surgery are also collected
for comparison purposes and risk assessment. The
Colorectal POSSUM and ASA risk predicting
scores are also included here along with the consultant and the primary surgeon’s grade.
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2.3 Implementation
An electronic manual was available on the start
menu of the software and support was provided by
the developer (D.A.R.) of the software involved in
the project by email, telephone and the hospital
bleep system for immediate help when needed. A
shortcut icon was placed to all relevant computer
terminals of the hospital. These included the following areas: The outpatients’ clinics, the wards, the
CPEX facility, the operating theatres, the medical
secretaries and the clinical fellows' room. A training session was held for the specialist nurse and the
research fellows involved in the project. Login
names and passwords were provided. This was divided into 2 sessions. The first was performed prior
to the implementation to ensure an adequate efficacy
of the software as well as to avoid any errors in data
entry. The second session was performed 1 month
after the implementation to improve the software by
taking under consideration further suggestions, minor changes and correcting minor errors.

Figure 3: Peri-operative information section

2.2 Evaluation
2.2.1 Choosing the Main Areas of the Software Evaluation
During the first phase of the software design (January 2007), all participants met together to agree on
the main areas of the future software evaluation.
This was based on their concerns, needs and personal ideas. Using a qualitative study design [6], the
following were found to be the main areas for the
software evaluation: a) Functionality b) Usability,
and b) Independency. These were derived from the
participants’ answers to open-ended questions of
semi-structured interviews concerning their attitudes
and opinions regarding the areas of improvement of
their work. This is a validated method for creating
the main areas for evaluation as described elsewhere
[25] Figure 4 illustrates the study flow.

2.4 Ethical and Legal Issues
All efforts were taken to ensure compliance with the
Data Protection Act and good clinical practice
guidelines for research. The database was password
protected and only accessible via the hospital intranet. Only the design team had access to database
records and all users of the Trust involved.

2.5 Statistical Analysis of the Quantitative Data
The software was designed to export automatically
all data in a Microsoft ExcellTM format and then
were imported to SPSS 16 for further statistical
analysis. Continuous variables were compared using either the two-sample t test or the Wilcoxon
rank sum test depending on the normality of the distribution. Categorical data were compared using the
Fisher's exact test. A p value of ≤ 0.05 was considered statistically significant. Binary and linear multivariate regression model was used to calculate independent predicting factors of complications and
length of stay respectively. Statistical analysis was
performed on SPSS 16® for Mac.

2.2.2 Evaluation of the Software during its
Design and Development
The purpose of the evaluation was to measure the
effectiveness of the software in meeting the users
needs and solving their problems identified in the
fist phase of the design. This was also performed
using the same qualitative method described above.
Functionality assessed the ability to improve the
workflow of the healthcare professionals. Usability
was assessed with regards to its user friendliness.
Independency was defined as the ability of the software to cover all information needs of the ERS service without having to necessarily access other EPR
systems of the hospital. Semi-structured interviews
[6] investigated these criteria and observation notes
were collected while using the software in real time
(May 2007 – June 2007) (Figure 4).

3 Results
3.1 Assessment of the ERS Software
The ERS software provided a novel approach in the
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aware of the patients’ risk assessment prior to their
admission for surgery (in this hospital admission
occurs at the day of the operation rather than the day
before). They were also able to assess the efficacy
of the epidural anaesthesia (technically very advanced) and audit their own practice with prospectively collected and less biased data (initially the
success rate of epidural anaesthesia was 55%, surprisingly low when compared to the published data).
Anaesthetists were also relieved by the fact that they
did not have to “negotiate” for the limited intensive
care beds for their post-operative patients as this
was already organised by the specialists nursed and
aided by the ERS software. Thus, such improvements resulted in a better-run and organised anaesthetic service.

way that ERS patients were managed. Based on the
controlled, semi-structured interviews of the
healthcare professionals involved, the following
were noted regarding the impact of the ERS software to the Colorectal Department.
3.1.1 Impact on Nursing
The specialist ERS nurses noticed that the software
was a useful tool to aid in the patient management.
This was mainly due to the ability to have all patient
information in a single location, not having to access patient data through different hospital EPR systems that were not compatible with each other. Also, the CPEX test scores (that was performed in a
separate institution) initially had to be requested by
email and then faxed to the medical secretaries that
were situated in a different hospital building. With
the implementation of the software, the CPEX results were readily available in all computer terminals of the hospital including the outpatient’s clinic
and the wards. The specialist ERS nurses concluded
that this software was beneficial in significantly reducing the time needed for data entry as well as
searching patient information in different sites. Furthermore, they felt that it improved the patient information management by having it centralised.

3.1.4 Impact on Research Fellows
Clinical research fellows were pleased to have the
ability of access these standardised collected automatically generated by the ERS software data. With
the software function of being able to export data in
various file formats, they found it extremely helpful
to be able to perform their statistical analyses in
SPSS and/or Stata statistical packages, the most important aspect for their research interests. They
were also surprised with the absence of missing data, especially when compared to their previous experience of retrospective data collection from paperbased or custom made excel sheets. The benefits
included the availability of ready for analysis accurate databases, a significant reduction in the data
collection time, thus allowing the research fellows
to use their limited time for more deserving tasks,
such as data analyses, manuscript preparation and
literature searching.

3.1.2 Impact on Surgeons
Prior to the ERS software implementation, numerous investigations and pre-assessment evaluations
created chaos to the physicians that were already
busy with their clinical activities, not having enough
time for administration and investigation arrangements. With the ERS software, the surgeons had
immediate and updated access to patient information, important dates and the current patient status. The senior surgeons appreciated the efficiency
of the software in creating monthly morbidity and
mortality audit data automatically. The software also had the ability to create data lists of patients
compatible with other different ERS services, allowing comparable results to be analysed among other
centres and in meta-analyses [19]. These improvements resulted in reducing the time and effort in
searching patient information, ensured that all important data were available for the patient assessment as well as provided the ability to evaluate their
service continuously.

3.1.5 Impact on Patients
During the controlled, semi-structured interviews,
all healthcare professionals agreed that with the implementation of the ERS software, the major “winner” was the patient. In the short term, a clear management plan was created and the patients were
aware of it. For example, high-risk patients received an ICU bed post-operatively, intermediaterisk patients a high dependency unit (HDU) bed and
the low-risk patients a bed straight to the surgical
ward after surgery. Most importantly, this decisionmaking was performed by the specialist ERS nurse,
the clinicians involved and in conjunction with the
suggested automated planning created by the software. Standardised electronic discharge letters that
included also ERS information (not present in the

3.1.3 Impact on Anaesthetists
Anaesthetists were pleased that all pre-assessment
data were available in a single site. This made them
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current hospital electronic patient records (EPR))
were available to the patient and the General Practitioner (GP) immediately. We argue that these improvements provided direct benefits to the patients,
by improving communication, patient awareness
and the potential reduction in the risks involved
when not all information is available immediately
when needed.
3.1.6 Overall Benefits
As mentioned above, this software had a significant
impact on clinicians, nurses and patients. The overall benefits lie on the fact that it improved the time
and information management in all fields of nursing
and medicine by ensuring that all needs are satisfied
in a multi-perspective way. We are hoping that a
better-run service will ultimately benefit the patient
experience and outcomes.

Figure 4: Post-operative and recovery information section

4 Discussion
New approaches in pain control, introduction of
techniques that reduce the surgical stress response
and the more frequent use of minimal invasive surgery have been introduced over the past decade [7].
ESR is gaining popularity by reducing morbidity
and hence LOS. It is currently applied predominantly to routine elective surgery. A recent metaanalysis comparing ERS with standard care in colorectal surgery supports these findings [19]. Similarly, in our study, it was found that there was a significant decrease in the patient median LOS by 6 days.
The additional risk assessment and CPEX patient
stratifications may allow the extension of ERS to
more complex surgery (i.e. liver and pancreas surgery). The proliferation of nurse-led initiatives arising from the rise in nurse specialist/practitioners and
latterly consultant nurse posts, in primary and secondary care, is leading to a quiet revolution
throughout the healthcare system in terms of not only service delivery, but also the nature and profile of
the nursing profession [8]. Other ERS services have
allowed the service to be nurse led with great success [5]. Similarly, this service was nurse led and
was further evaluated to be very successful and
mandatory for its smooth-running and patient safety.

3.2 Assessment of the ERS Scheme
Analysis of data of 294 patients prospectively collected data with the use of the ERS software, between February 2007 and December 2008 (Figure
5), revealed important findings. The patients were
divided into 3 groups. 1) Those that had an incomplete or were unable to complete the CPEX AT test,
2) those that had a score result of more than 11
(low-risk group), and 3) those that scored < 11
(high-risk group). The LOS, reflecting morbidity,
was significantly higher in those with an incomplete
test and in those in the high-risk group when compared to the low-risk group (Figure 5). Multivariate
regression analysis performed for the identification
of predictors of morbidity as well as of prolonged
length of stay, revealed that the operation type
(p=0.046), the surgeon’s grade (p=0.019) and the
CPEX AT groups (p=0.043) were significant.
When comparing the current results of ERS LOS
with historical data of the colorectal unit of this institution, it was found that there was a decrease in
the median LOS by 6 days [14 (2-102) vs 8 (2-84)
p<0.001]

To our knowledge, in the medical/healthcare informatics literature, there is no such software previously described in aiming to aid in the smooth running
of an ERS scheme as well as further identifying independent predicting factors of patient outcomes.
However, there are many published examples of
cases highlighting poor communication between
healthcare professionals having serious consequences for patient outcome [20,21]. For this reason, it is
well recognised that accurate electronic documentation of clinical information is of great importance to
patients’ safety [22]. The ERS software provided a
novel approach in the way that ERS patients were
managed. Based on the controlled, semi-structured

The post-operative course of the patients is documented on the page in Figure 4. This includes data
regarding pain (efficacy of the epidural anaesthesia
and to evaluate our service), the time the patient was
mobilised (also known factor of recovery and healing), their bowel function, fluid management, psychological status, nutrition, whether their kidneys
are functioning and the tissue viability (associated
with skin breakdowns and infections). Important
blood tests are also collected.
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interviews of the healthcare professionals, we found
that it had a great impact on those involved. The
specialist ERS nurses noticed that the software was
a useful tool to aid in the patient management by localising all patient relevant patient information in a
single site, not having to access patient data through
different hospital EPR systems that are not compatible with each other. The surgeons noticed that they
had immediate and updated access to patient information and important dates thus significantly improving their time efficiency. The Senior surgeons
appreciated the efficiency of the software in creating
monthly morbidity and mortality audit data as well
as allowing comparable results to be analysed
among other centres in meta-analyses [19]. Anaesthetists were also able to assess the efficacy of the
epidural anaesthesia service and audit their own
practice in a less biased manner. Clinical research
fellows were pleased to have the ability of access
these standardised prospectively collected and automatically generated by the ERS software data and
analyse them in statistical programs.

and the more frequent use of minimal invasive surgery have been introduced over the past decade [7].
ESR is gaining popularity by reducing morbidity
and hence LOS. It is currently applied predominantly to routine elective surgery. A recent metaanalysis comparing ERS with standard care in colorectal surgery supports these findings [19]. Similarly, in our study, it was found that there was a significant decrease in the patient median LOS by 6 days.
The additional risk assessment and CPEX patient
stratifications may allow the extension of ERS to
more complex surgery (i.e. liver and pancreas surgery). The proliferation of nurse-led initiatives arising from the rise in nurse specialist/practitioners and
latterly consultant nurse posts, in primary and secondary care, is leading to a quiet revolution
throughout the healthcare system in terms of not only service delivery, but also the nature and profile of
the nursing profession [8]. Other ERS services have
allowed the service to be nurse led with great success [5]. Similarly, this service was nurse led and
was further evaluated to be very successful and
mandatory for its smooth-running and patient safety.

It is well known that most of surgical research is
still produced from retrospectively collected data
[24]. This ERS software has significantly improved
the research design, data collection and statistical
analysis methodology. Software tailored according
to the specific clinical needs and research interests
have shown to improve the accuracy of documentation and information sharing. There is good evidence that data collected electronically using such
computer systems are more accurate and contain
fewer errors than data captured manually with traditional “pen and paper techniques” [9-11]. Similarly,
this software allowed accurate and standardised data
collection that provided both an evaluation of the
unit’s performance as well as independent predictors
of patient outcomes related to these specific settings.

To our knowledge, in the medical/healthcare informatics literature, there is no such software previously described in aiming to aid in the smooth running
of an ERS scheme as well as further identifying independent predicting factors of patient outcomes.
However, there are many published examples of
cases highlighting poor communication between
healthcare professionals having serious consequences for patient outcome [20,21]. For this reason, it is
well recognised that accurate electronic documentation of clinical information is of great importance to
patients’ safety [22]. The ERS software provided a
novel approach in the way that ERS patients were
managed. Based on the controlled, semi-structured
interviews of the healthcare professionals, we found
that it had a great impact on those involved. The
specialist ERS nurses noticed that the software was
a useful tool to aid in the patient management by localising all patient relevant patient information in a
single site, not having to access patient data through
different hospital EPR systems that are not compatible with each other. The surgeons noticed that they
had immediate and updated access to patient information and important dates thus significantly improving their time efficiency. The Senior surgeons
appreciated the efficiency of the software in creating
monthly morbidity and mortality audit data as well
as allowing comparable results to be analysed
among other centres in meta-analyses [19]. Anaesthetists were also able to assess the efficacy of the
epidural anaesthesia service and audit their own
practice in a less biased manner. Clinical research

In an EPR system, structured data are preferable to
free text, because most benefits rely on structured or
coded data [12]. Structured data entry (SDE) applications can prompt for completeness, provide better
ordering for searching and retrieval and permit validity checks for data quality, research and especially decision support, [13-15]. In this software, data
entry was predominantly in the SDE form. It was
well designed not requiring additional free text data
to be entered that later would have to be grouped
subjectively for statistical analysis. During the controlled semi-structured interviews of our healthcare
professionals we also found that SDEs also reduce
that time of data entry.
New approaches in pain control, introduction of
techniques that reduce the surgical stress response
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fellows were pleased to have the ability of access
these standardised prospectively collected and automatically generated by the ERS software data and
analyse them in statistical programs.

users. This was also performed in case-by-case bases. Finally, the result was the final version of the
software, which all participants had contributed significantly in its development.

It is well known that most of surgical research is
still produced from retrospectively collected data
[24]. This ERS software has significantly improved
the research design, data collection and statistical
analysis methodology. Software tailored according
to the specific clinical needs and research interests
have shown to improve the accuracy of documentation and information sharing. There is good evidence that data collected electronically using such
computer systems are more accurate and contain
fewer errors than data captured manually with traditional “pen and paper techniques” [9-11]. Similarly,
this software allowed accurate and standardised data
collection that provided both an evaluation of the
unit’s performance as well as independent predictors
of patient outcomes related to these specific settings.

Figure 6 illustrates the summary of the findings
generated by this software. It is important to note
that without such a systematic prospective data collection process, there would have been no available
data to generate these findings. A total of 294 patients were included in the ERS scheme, 47 were
unable to complete the CPEX (Cardiopulmonary
Exercise Test), 178 were able to complete it, 26 did
not attend (DNA) their appointment and in 43 patients the test was not requested as they were young
and fit for surgery. For those that competed the test,
134 had an AT (Anaerobic Threshold) of more than
11 (good heart and lung function) and 44 had a reading of less than 11. When comparing these 2
groups, the mortality rate and the median length of
stay was significantly lower (10 (2-84) vs 7 (2-75)
days, p=0.006) in the group with an AT of more
than 11. The patients that were unable to complete
the test were associated with a longer length of stay
when compared to those that completed the test and
had a reading of more that 11 (11 (2-72) vs 7 (2-75)
days, p=0.006).

In an EPR system, structured data are preferable to
free text, because most benefits rely on structured or
coded data [12]. Structured data entry (SDE) applications can prompt for completeness, provide better
ordering for searching and retrieval and permit validity checks for data quality, research and especially decision support, [13-15]. In this software, data
entry was predominantly in the SDE form. It was
well designed not requiring additional free text data
to be entered that later would have to be grouped
subjectively for statistical analysis. During the controlled semi-structured interviews of our healthcare
professionals, we also found that SDEs also reduce
that time of data entry.

Figure 6: Important findings generated by the use of this software

This software allows the creation of up-to-date lists
of patients waiting for a clinical appointment, investigation and admission for treatment. Having the
facility to produce automated sheets avoided errors
and saved time by not having to duplicate information several times. A prospective, randomised
trial demonstrated that a computer system improved
workflow by reducing the amount of time spent recopying data, by decreasing the amount of time
needed to complete activities and by helping clinicians finish their work sooner [16]. Similarly, the
users of this software were pleased to be able to
have all the important patient information immedi-

Figure 5: Study flow

We first identified the problems that could be encountered, the needs as well as the evaluation criteria. After having designed the software, during the
implementation phase, it was evaluated and continuously re-designed according to the remarks of the
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ately at a single site, rather than having to search
different hospital EPR programs not compatible to
each other (such as the haematology, the imaging
and the clinic letters databases of our institution).

classification system, which ranks negative events
by severity and avoiding confusing terms [23]. This
would allow this ERS open source software to be a
validated template for all ERS services.

Sarkar et al. [17] described the development of a
problem-based patient-tracking tool called SynopSIS. This software was not a stand-alone system but
an integrated part of the Electronic Patient Record.
Central to their design process was to map patient
data available in the electronic medical record to
each of the main functions of the software and this
was part of its success [17]. Other systems have integrated other existing hospital information systems
already in place to automate data gathering tasks to
enhance workflow efficiency [18]. During the design process we were intending to fully integrate
this software with the main hospital EPR system and
automatically transfer patient demographic and other investigation results to this software. However,
this was not possible due to the lack of the IT department’s interest and support.

5 Conclusion
The findings of this study suggest that the use of an
ERS software in conjunction with a nurse-led service is effective and important for its success. We
have also demonstrated that the improvement in
practice resulted in a significant reduction of the
length of hospital stay. In the long term, with the
availability of these software-generated data, clinicians will be provided with further independent predicting factors of surgical outcomes, allowing them
to improve their practice and the patient management. Such specialised software tailored according
to the needs of specific departments should be fully
supported by the hospital management and the IT
departments. Finally, this approach provides information to allow evidence-based comparisons within
different institutions and this open source software
can act as a template to achieve this.

Thus, it is important to emphasise the need of the
hospital management and IT support to such specialised software tailored according to the specific
clinical needs of certain departments. We feel that
an ERS scheme cannot be officially assessed and
improved without such specialised software and one
of the reasons is the large amount of data that need
to be prospectively collected. For example, we
found with the use of this software that independent
predictors of morbidity as well as of prolonged
length of stay, to be the operation type, the surgeon’s grade and the CPEX AT group to be significant. Multivariant regression analysis requires the
collection of large amount of data to be able to produce patient characteristics adjusted outcomes.

References
1 Basse L, Hjort Jakobsen D, BillesbolleP, Werner
M, Kehlet H. A clinical pathway to accelerate
recovery after colonic resection. Annals of Surgery. 2000 Jul;232(1):51-7.
2 Brandstrup B, Tønnesen H, Beier-Holgersen R,
Hjortsø E, Ørding H, Lindorff-Larsen K, Rasmussen MS, Lanng C, Wallin L, Iversen LH,
Gramkow CS, Okholm M, Blemmer T, Svendsen
PE, Rottensten HH, Thage B, Riis J, Jeppesen IS,
Teilum D, Christensen AM, Graungaard B, Pott
F. Effects of intravenous fluid restriction on
postoperative complications: comparison of two
perioperative fluid regimens: a randomized assessor-blinded multicenter trial. Annals of surgery. 2003 Nov; 238(5):641-8.

Certainly, our future aim is to manage to integrate
this novel ERS software with the current hospital
EPR system as well as to continue analysing additional data to further identify independent predictors
of patient outcomes by adding any potentially new
risk-predicted scores. Furthermore, we need to assess the patient experience from their point of view
as well as to assess the benefits of such a service
and software reported directly by patients with the
use of a validated questionnaire. Another field that
needs to be improved in the near future is the classification and grading of the surgical complications.
Traditionally, surgeons have selected and assessed
their own outcomes, mainly focusing on short-term
clinical measures of technical success. Such outcomes are not standardised and reproducible, impeding their evaluation. One proposed strategy to is to
use a validated “therapy-oriented” complication

3 Andersen HK, Lewis SJ, Thomas S. Early enteral nutrition within 24h of colorectal surgery versus later commencement of feeding for postoperative complications. Cochrane Database of Systematic Reviews 2006, Issue 4
4 Tekkis PP, Kessaris N, Kocher HM, Poloniecki
JD, Lyttle J, Windsor AC. Evaluation of POSSUM and P-POSSUM scoring systems in patients undergoing colorectal surgery. British
Journal of Surgery 2003;90(3):340-5.

9

Raptis et al. | electronic Journal of Health Informatics 2011; 6(2)
5 Wilmore DW, Kehlet H. Management of patients in fast track surgery. British Medical
Journal. 2001;322(7284):473

cine. 1994;33:479–87.
16 Van Eaton EG, Horvath KD, Lober WB, Rossini
AJ, Pellegrini CA. A randomised, controlled trial evaluating the impact of a computerised
rounding and sign-out system on continuity of
care and resident work hours. Journal of the
American College of Surgeons.
2005
Apr;200(4):538-45.

6 Patton MQ. Qualitative research & evaluation
methods (3rd ed.). Thousand Oaks, CA: Sage
Publications. 2002
7 Kehlet H, Wilmore DW. Multimodal strategies
to improve surgical outcome. American Journal
of Surgery. 2002 Jun;183(6):630-41.

17 Sarkar U, Carter JT, Omachi TA, Vidyarthi AR,
Cucina R, Bokser S, van Eaton E, Blum M.
SynopSIS: integrating physician sign-out with
the electronic medical record. Journal of Hospital Medicine 2007;2(5):336–42.

8 Watkins A. Fast-tracking after ambulatory surgery.
Journal of PeriAnesthesia Nursing,
2001;16(6):379-387
9 Car J, Black A, Anandan C, Cresswell K, Pagliari C, McKinstry B, Procter R, Majeed A, Sheikh
A. The impact of eHealth on the quality and
safety of healthcare. A systematic overview and
synthesis of the literature. NHS Connecting for
Health Evaluation Programme, May 2008.
http://www.ehealthnews.eu/content/view/1209/6
2/ (Accessed Apr 2009)

18 Van Eaton EG, Hovath KD, Lober WB, Pellegrini CA. Organising the transfer of patient care
information: the development of a computerised
resident sign-out system. Surgery. 2004;136 1
(July):5–13.
19 Gouvas N, Tan E, Windsor A, Xynos E, Tekkis
PP. Fast-track vs standard care in colorectal surgery: a meta-analysis update. International Journal of Colorectal Disease. 2009 May 5. [Epub
ahead of print]

10 Patel VP, Raptis D, Christofi T, Mathew R,
Horwitz MD, Eleftheriou K, McGovern PD,
Youngman J, Patel JV, Haddad FS. Development of electronic software for the management
of trauma patients on the orthopaedic unit. Injury. 2009 Apr;40(4):388-96. Epub 2009 Feb 13.

20 Department of Health An organisation with a
memory. Report of an expert group on learning
from an adverse events in the NHS. London:
Department of Health, 2005.

11 Raptis DA, Fernandes C, Chua W, Boulos PB.
Electronic software significantly improves quality of handover in a London Teaching Hospital.
Health Informatics Journal. 2009 Sep;15(3):1918.

21 NHS modernisation Agency. Hospital at night
implementation resource pack. Findings and
recommendations of the hospital at night project,
June
2004.
http://www.modern.nhs.uk/hosptialatnight

12 Roukema J, Los RK, Bleeker SE, Van Ginneken
AM, Van Der Lei J, Moll HA. Paper versus
computer. Feasibility of an electronic medical
record in general pediatrics.
Pediatrics.
2006;117(1):15–21.

22 BMA, Junior Doctors committee, National Patient safety Agency, NHS Modernisation Agency. Safe handover: safe patients. Guidance on
clinical handover for clinicians and manager.
London; British Medical Association. 2005.

13 Dick RS, Steen EB. The computer-based patient
record: an essential technology for health care,
Revised ed., Washington, DC: National Academy Press; 1997.

23 Clavien PA, Barkun J, DeOliveira ML, Vauthey
JN, Dindo D, Schulick RD, Santibañes E, Pekolj
J, Slankamenac K, Bassi C, Vonlanthen R, Padbury R, Cameron JL, Makuuchi M. The Clavien-Dindo Classification of Surgical Complications: Five-year Experience. Annals of Surgery.
2009 Aug;250(2):187-96.

14 Adams WG, Mann AM, Bauchner H. Use of an
electronic medical record improves the quality of
urban pediatric primary care.
Pediatrics
2003;111: 626–32.computerised rounding and
sign-out application. AMIA 2005: Symposium
Proceedings, P-1145; 2005.

24 Barker CF, Kaiser LR. Is surgical science dead?
The Excelsior Society lecture. Journal of the
American College of Surgeons. 2004;198(1):119.

15 Gouveia-Oliveira A, Salgado NC, Azevedo AP,
Lopes L, Raposo VD, Almeida I, de Melo FG. A
unified approach to the design of clinical reporting systems. Methods of Information in Medi-

25 Kaplan B, Duchon D. Combining qualitative
and quantitative methods information systems

10

Raptis et al. | electronic Journal of Health Informatics 2011; 6(2)
research: a case study. Manage. Inf. Syst. Q.
12, 4 (1988), 571-586.

74 Huntley Street
London WC1E 6AU
UK

Correspondence

www.draptis.eu

Dr. Dimitri A Raptis, MBBSMSc

mail@draptis.eu

University College London
Academic Division of Surgical and Interventional
Sciences

11

