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Abstract 

 
 Background/Problem: Chronic pain patients are vulnerable to developing addictions due to 

the long duration of high dose prescription narcotics. Consequently, optimal treatment approaches 

need to be identified for patients who are at high risk for addiction and for patients who have to 

undergo surgery but have a history of opioid abuse. Question: In the adult patients receiving general 

surgery, how does the ERAS approach, in comparison to the traditional approach, affect pain 

management during the postoperative period? Purpose: Enhanced Recovery After Surgery (ERAS) 

as a multimodal approach has recently emerged as the best evidence-based practice in minimizing 

postoperative complications including pain management in general surgeries.  

 The literature review will provide guidelines and recommendations to address the opioid 

crisis by the utilization of the ERAS. Recommendations include introducing non-narcotic pain 

medications such as nonsteroidal anti-inflammatory medications during the preoperative and 

postoperative period and the use of multimodal approaches to affect various pain receptors. Methods: 

A compilation of research studies varying from randomized control trials (RCTs), cohort studies, and 

case control studies will prove that ERAS is better than the traditional approach conducted on 

subjects who underwent general surgeries. Results: Patients received significantly lower narcotics in 

comparison to the traditional group. ERAS patients had a shorter length of stay and lower 

complications such as nausea, hematoma, and infection. Limitations: Small sample sizes hinders 

ERAS implication for the general population in some articles researched. There were articles that 

were not randomized or were retrospective studies. Implications: ERAS can be useful in reducing the 

requirements for narcotics postoperatively. This can possibly allow alternative options for patients 

who may have an opioid abuse history.  

Keywords:  Pain management, ERAS, enhanced recovery after surgery, post-operative, general surgery, 

opioids, multimodal, evidence-based practice, TAP block, narcotics, systematic review, randomized 

control trial 
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Introduction 

 Opioid addiction has become an endemic issue that has taken the lives of many 

Americans (Messina & Worley, 2019).  Chronic pain patients are vulnerable to developing 

addictions due to the long duration of high dose prescription narcotics (Messina & Worley, 

2019). As a result, optimal pain treatment approaches need to be identified for patients who are 

at high risk for addiction and for patients who must undergo surgery yet have a history of opioid 

abuse. This issue is a very important topic in the nursing practice, particularly in nurse 

anesthesia, because of the access of narcotics and the autonomy of creating an anesthesia plan 

that warrants best patient outcomes. Enhanced Recovery After Surgery (ERAS) has shown to 

reduce hospital stays and reduce narcotic use during the patient surgical experience (Kennedy et 

al, 2020). Pain responses are affected by multiple receptors in the human body (Kennedy et al, 

2020). Therefore, it is important to block pain receptors in various areas with multimodal 

medications and not solely with narcotics alone. The purpose of this capstone project is to 

compare postoperative pain management when using the ERAS approach versus the traditional 

approach in adult patients undergoing general surgery. 

Background 

 One major postoperative complication of surgery is pain management; Inadequate pain 

management led more than 2 million United States citizens to require additional opioid 

prescriptions following elective, ambulatory, and emergent surgeries each year (AANA, 2018). 

In 2015, about 2.1 million people abused opioid prescriptions for the first time (AANA, 2018). 

As a result, nearly all of the overdose deaths in the United States were due to prescription 

narcotics (Messina & Worley, 2019). In addition to the senseless overdose-induced deaths, 

opioid overuse, as a pain treatment, proved to be costly to both the patient and the hospital 
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(AANA, 2018). These financial burdens resulted from the patient’s extended length of stay, 

delayed physical recovery, and higher incidences of readmission (AANA, 2018).  

 Enhanced Recovery After Surgery (ERAS) has shown to reduce hospital stays and 

narcotic use during the patient surgical experience (Kennedy et al, 2020). The aim of this 

capstone project is to confirm the ERAS protocol as superior to the traditional approach in pain 

management amongst the adult patients receiving general surgery. The method used to achieve 

the purpose of this project is by a meta-analysis of varying research studies conducted on adult 

subjects who underwent general surgeries. This project will provide guidelines and 

recommendations to address the opioid crisis by the utilization of the ERAS protocol. 

Problem Statement 

 Even though the traditional approach to pain management in general surgeries are not 

necessarily detrimental to the patient, multiple studies have found the ERAS protocol to be 

superior to the patient’s overall quality experience. The quality improvement (QI) project 

approach will be examined by a comprehensive literature review of twelve articles found by 

using three electronic databases including EBSCO, CINHAL, and PubMed, as well as articles 

from the AANA journal. As will be described further in the literature review, the ERAS protocol 

utilizes narcotics minimally especially as a method of breakthrough pain. It maximizes the uses 

of a multimodal approach. This involves the use of preemptive Pregabalin, scheduled 

preoperative and post-operative ketorolac and acetaminophen, bupivacaine liposomal injection 

perioperatively, transversus abdominis plane blocks, epidurals, and naproxen postoperatively. 

The population of this project focuses on adult patients undergoing general surgeries and how the 

ERAS protocol can improve patient outcomes in researching the best and latest evidence-based 

practice. In this population, the patients are at risk for delayed recovery, extended use of 
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narcotics after surgery, and unrelieved pain. The clinical question of this project is in the adult 

patients receiving general surgery, how does the ERAS approach, in comparison to the 

traditional approach, affect pain management during the postoperative period? 

Review of the Literature 

 In most studies, the ERAS protocol has been associated with better outcomes than the 

traditional approach for general surgeries. Weston et al. (2020) found that lower pain scores (P 

<.03) and less opioid use (P <.0001) amongst patient receiving minimally invasive general 

surgeries to be statistically significant amongst the ERAS group (n = 127) in comparison to the 

traditional group (n = 99). The statistical measurements used for examination were Wilcoxon 

Rank Sum, Student’s t-test, and multiple linear regression (Weston et al., 2020). White et al. 

(2019) found that the use of ERAS amongst patients receiving minimally invasive hysterectomy 

(n = 954) were statistically significant (P <.001) in lowering opioid use amongst ERAS groups 

when compared with the control group by using the Likert whole number pain score. The 

strength of this article was its ability to explore this issue among two unique groups, the obese 

population and those located in high opioid abuse areas. Townsend et al. (2020) found that 

opioid use was significantly lower among the ERAS group (P <.001) for radical cystectomy 

surgical patients. With advanced examination, both studies from White et al. (2019) and Weston 

et al. (2020) found that preemptive ERAS, such as preoperative Pregabalin administration, were 

more effective than ERAS alone. 

 Collectively, these studies contained strong statistical findings. Each study mentioned 

providing reliable results based on producing a 95% confidence interval in pain reduction and 

less opioid use amongst varied general surgeries. Due to the reduction of postoperative 

complications, hospital and patient costs are reduced by increasing ambulation and quicker 
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bowel function return (Weston et al., 2020). However, more cost analysis would need to be 

appraised before final decision of transitioning to a complete ERAS protocol amongst general 

surgeries (Pache et al., 2019).  

 There were also studies that refuted the findings of the ERAS approach providing more 

effective pain management. A meta-analysis examined 21 RCT studies that compared the ERAS 

approach to the traditional group amongst 1261 patients receiving colorectal surgery (Chemali & 

Eslick, 2017). The study found that the choice of postoperative pain management had little 

impact on recovery (Chemali & Eslick, 2017). There were no significant differences in pain 

scores within 24 hours using pain visual analogue scales (VAS) (P = 0.120) (Chemali & Eslick, 

2017). The mean VAS scores for the ERAS group were 2.1 and 2.8 for the control group 

(Chemali & Eslick, 2017). The ERAS variations included two RCTs intravenous lidocaine with 

saline, two RCTs intravenous with epidural analgesia, seven epidural analgesia with lidocaine 

and patient controlled opioid analgesia, two RCTs comparing patient-controlled analgesia with 

other modalities, six RCTs compared the placebo with epidural analgesia, and two RCTs with 

four-quadrant transversus abdominis plane blocks (Chemali & Eslick, 2017).   

 The strength of the article was its ability to compare multiple RCTs in order to rigorously 

examine the strength of the ERAS protocol via various protocol types (Chemali & Eslick, 2017). 

However, there are some weaknesses found amongst this meta-analysis. Based on the 

characteristics listed in the study, there was only one traditional control group comparison 

utilized (Chemali & Eslick, 2017). It is not clear on how the results of the ERAS group proved to 

be less superior. This article used only one measurement in order to gain results for postoperative 

pain management (Chemali & Eslick, 2017). As a result, there are large summarizations with 

varying information (Chemali & Eslick, 2017). Finally, the meta-analysis included low-quality 
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studies that studied a large variation of ERAS types (Chemali & Eslick, 2017). Statistical 

analysis was not used to examine the variables of the patients. A confidence interval was not 

utilized in indicating the preciseness of the study’s findings (Chemali & Eslick, 2017). Due to 

the vast ERAS methods studied in this article, applicability was an issue (Melnyk & Fineout-

Overholt, 2019). 

 Another article found that among 414 patients (control group n = 239, ERAS n = 81, and 

preemptive n = 94), in a retrospective case control study, the preemptive pain group was 

associated with an opioid free discharge after minimally invasive foregut surgery (Kim et al., 

2020). The multivariable logistic regression analysis was utilized (odds ratio, 0.01; 95% 

confidence interval, 0.01-0.03; P <.001) (Kim et al., 2020). The study found that an ERAS 

program alone does not decrease the number of opioid prescriptions provided. The aim of the 

study was to examine the effects of the postoperative preemptive pain-management program 

created by the author’s institution (Kim et al., 2020).  

 Based on the research found on the significance of the ERAS protocol, it is obvious that 

improvements can be implemented to optimize patient outcomes and satisfaction (Gillis et al. 

2017). There are four guidelines recommended in this paper. The guidelines include a universal 

ERAS protocol amongst all hospital systems in the United States, beginning with the 

preoperative period to discharge. These programs will allow communication between current 

surgical patients and previous surgical patients who utilized the ERAS protocol and will also 

include cost analysis appraisals and postoperative ERAS patient evaluations after discharge from 

the hospital. It is important to be able to apply evidence-based practices on a generalized scale, 

but in order to do so, it must be proven to be effective amongst various groups (Melnyk & 

Fineout-Overholt, 2019). The goal of these guidelines is to ensure that the ERAS protocol will 
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successfully advance outcomes.  

 Evidence-based practices are utilized in order to attain high reliability amongst 

organizational practices and protocols (Melnyk & Fineout-Overholt, 2019). It is essential to 

make the best clinical and critical decision in combination with the data analysis (Melnyk & 

Fineout-Overholt, 2019). In order for a task or practice to be deemed as effective, it must be 

tested (Melnyk & Fineout-Overholt, 2019). Once statistical analysis can support the practice, it 

can be utilized amongst other populations groups and locations on a broader scale (Melnyk & 

Fineout-Overholt, 2019). This is why it is important that the ERAS protocol be universally 

adopted among the entire United States health systems. As the opioid addiction incidences rise 

and result in unwarranted mortalities, measures should be in place in order to limit the amount of 

opioid use by utilization of multimodal approaches (White et al., 2019). 

 One of the most remarkable findings within the ERAS research was the utilization of 

previous patients who underwent colorectal surgery in a qualitative study (Gillis et al., 2017). 

This patient-led ERAS study allowed the researcher to discover that patients appreciated having 

someone to connect with who were willing to answer questions and provide support (Gillis et al., 

2017). Allowing patients the opportunity to speak with someone who understands what they are 

experiencing can help alleviate some anxiety and stress (Gillis et al., 2017). Empowering patients 

and allowing them to be involved with helping others can create a positive cycle of patient-

centeredness. The surgical journey that patients experience can be collaborative and beneficial to 

all stakeholders involved which may contribute to the reduction of pain (Gillis et al., 2017). 

 Overall, the use of the ERAS protocol has been proven to improve the quality of patient 

outcomes. It has been associated with a reduction of costs because of reduced complications 

(Pache et al., 2019). A retrospective study found that the ERAS protocol reduced costs by        
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$4,381 per patient and costs continued to decline three years after its implementation (Pache et 

al., 2019). This study was found to be reliable by its 95% CI (Pache et al., 2019). It is imperative 

that EBP protocols are safe and cost effective on both the patient and facility (AANA, 2018). In 

order to keep track of progress, cost analysis should be periodically tracked (Pache et al., 2019). 

Protocols need to be sustainable, and it cannot do so if the cost inhibit hospital financial stability 

(Pache et al., 2019). 

 Similar to the cost component of implementing the ERAS protocol, patient satisfaction 

and experience should also be monitored even after the patient is discharged home (Gillis et al., 

2017). Each patient should receive a survey in which specific experiences are investigated. This 

includes pain management, nausea and vomiting, delayed gastric return, and delayed ambulation. 

Patient input is an essential component to patient-centered care (Gillis et al., 2017). Input will 

only help to improve outcomes for future patients who will undergo similar surgeries (Gillis et 

al., 2017). Gillis et al. (2017) found that patients wanted to be responsible for their own care by 

making decisions from diagnosis to recovery. The study was guided by a patient-driven 

grounded theory for the ERAS journey which ensured careful examination of the data findings 

and provided a foundation for the study (Gillis et al., 2017). 

Evidence Based Practice: Verification of Chosen Option 

 Articles were evaluated using the Clinical Appraisal Skill Program checklist (CASP, 

2020). The evidence level was grounded by using Hierarchy of Evidence (MeInyk & Fineout-

Overholt, 2019). The literature review shown that the patients who received the ERAS protocol 

had significantly less pain in comparison to the patients who received the traditional protocol. 

The literature provided valid and reliable support that better outcomes were displayed when 

using the ERAS protocol. The randomized control trials were consistent with Ia to IIc. The use of 
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grading of recommendation, assessment, development, and evaluation (GRADE) and visual 

analog scale (VAS) allowed pain to be measured appropriately based on the patient’s report. The 

studies that used VAS had scores based on a visual picture depicting the patient’s feelings of 

pain. As pain is subjective, the VAS allows the practitioner to better understand the patient’s 

pain.  

 Although there was strong support of the ERAS protocol in comparison to the traditional 

protocol, some research studies had a risk of bias due to their lack of randomization and the 

utilization of studies in retrospect. In addition, the sample size in certain articles were 

insufficient, resulting in a difficulty in generalizing the ERAS protocol to all patients undergoing 

various surgeries. Even though many studies were unable to randomize their subjects, there were 

randomized control studies that were not only able to generate randomization by using a 

computer-driven random sequence to minimize selection bias but also use a diverse population 

from various areas in the country (Ren et al., 2019). 

 Generally, the literature provided reliability and validity for the ERAS protocol which 

included the use of less narcotic, preoperative and postoperative administration of nonsteroidal 

anti-inflammatory drugs, and the use of certain blocks to produce better outcomes. The factors 

involved in the ERAS protocol shown to be cost-effective, safe, and have better long-lasting 

effects on pain management.  

Theoretical Framework and Evidence Based Practice Model 

 The theoretical framework that supports the implementation of the protocol amongst 

adult patients undergoing general surgeries was supported by the Kolcaba’s Theory of Comfort. 

Katherine Kolcaba viewed comfort as supporting the human needs by way of relief, ease, and 

transcendence. This can be accomplished through the physical, psychospiritual, sociocultural, 
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and environmental experiences (Kolcaba & Wilson, 2002). Relief is that state of alleviating 

severe discomfort states. An example would include a nauseous patient received relief by 

administering ondansetron. Ease is the absence of specific distresses. A patient does not to have 

experience previous discomforts. However, the nurse is aware of specific discomforts that is 

associated with a complaint such as a tendency of shortness of breath with chronic obstructive 

pulmonary disease (COPD) (Kolcaba & Wilson, 2002). Finally, transcendence is being able to 

rise above discomforts when they are unable to be avoided. An example would be the ability to 

know what exacerbates pain and utilizing that information in order to avoid triggers (Kolcaba & 

Wilson, 2002). 

 When applying the Theory of Comfort (TC) to nursing in surgical units and operating 

rooms allows one to rationalize the goals of enhancing patient comfort with the ERAS approach. 

The issue mainly centered in this capstone project is pain management in the postoperative 

period. The ERAS protocol is associated with all periods of a patient’s surgical experience in the 

preoperative, perioperative, and postoperative period. In the TC, patients and family members 

are considered enhanced comfort strength recipients (Kolcaba & Wilson, 2002). Patients are 

viewed to be focused on recovering, achieving normal functioning prior to surgery, help them to 

feel confident about the future. In turn, the goal of institutions is to reduce costs, improve patient 

satisfaction, and better outcomes (Kolcaba & Wilson, 2002). The TC model is indicated in 

appendix C. 

 Pain is a form of physical deficit that results from the disease process and surgical 

procedures (Khan, 2017). As a result, comfort measure goals are to regain homeostasis and 

involves the entire surgical experience. Preemptive analgesia administered in the preanesthesia 

period has been shown to prevent complications in subsequent stages (Kolcaba & Wilson, 2002). 
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TC suggests that if a nurse alleviated patient’s pain by pain medication, the patient will achieve a 

sense of comfort in a relief sense (Khan, 2017). TC also mentions that positive health 

engagement led to better outcomes which promotes institutional values by decreasing hospital 

stay, delivering cost effective care, and improved patient satisfaction (Khan, 2017). When 

incorporating the ERAS protocol, enhanced comfort is delivered to the patient in order to 

provide the best outcomes by the utilization of appropriate interventions. 

 In addition to the Theory of Comfort, the Johns Hopkins Nursing Evidence-Based 

Practice (JHNEBP) is also applied to this project. The JHNEBP is a critical decision-making 

approach in solving problems which utilizes the best scientific and experimental evidence. This 

model consists of the practice question, evidence, and translation (PET) process. It begins with 

practical questions brought on by a specific problem found in the clinical setting in a systematic 

approach. The best evidence is sought out and then translated into practice (Melnyk, Fineout-

Overholt, 2019).  

Goals, Objectives and Expected Outcomes 

 The goal of this capstone project is to prove that the ERAS protocol is the best evidence 

based practice in managing postoperative pain compared to the traditional approach among the 

patients undergoing general surgeries. The SMART acronym was used to create the objectives 

and expected outcomes which are specific, measurable, assignable, realistic, and time-specific 

(Melnyk, Fineout-Overholt, 2019). One of the objectives of this project is to gain sufficient 

evidence from various studies to support that the ERAS protocol is superior to the traditional 

approach in pain management in the adult general surgery population. Another objective is to 

minimize the use of narcotics in order to prevent postoperative complications such as poor pain 

management and dependence on opioid use. Lastly, the objective is to improve patient quality 
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care. The expected outcome for this project is to improve patient outcomes and to assist in 

adopting the ERAS protocol in pain management within the general surgical adult population as 

best evidence-based practice.  

Project Design 

 The design of this capstone project is a practice guideline proposal development and plan 

implementation. The targeted population for this project will comprise of patients receiving 

general surgeries which includes gynecologic, urology and abdominal surgeries. Each patient is 

evaluated as a participant for the ERAS protocol. Patients without complete medication 

documentation or comprehensive nursing reports with pain scores were excluded from the ERAS 

protocol (Kennedy et al, 2020). Patient demographics will be considered based on age at surgery, 

sex, race, ASA physical status, and surgical indications. 

Project Site and Population 

 This protocol will be implemented at a hospital setting that routinely participates in 

assisting the patient with the surgical experience. The staff that will be implementing this 

protocol consists of pre-admission testing (PAT) staff, preoperative nurses, certified registered 

nurse anesthetists (CRNA), and PACU nurses who aid in the administration of medications 

(Kennedy et al., 2020). Statistical analysis will be performed using SPSS software (IBM 

corporation).  

Methods 

This capstone builds upon previous studies that also concluded the effectiveness of the 

ERAS protocol (Kennedy et al., 2020). The study will reflect the nationwide movement toward 

narcotic sparing analgesic routines. There are some limitations to mention about this capstone 

project. This study will not be randomized as it relies on the comparison of a retrospective 
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control group even though the two ERAS groups will be studied as they experience surgery 

between April and December 2017 in current time. The intraoperative pain management within 

the control and ERAS groups may possibly be heterogeneous (Melnyk & Fineout-Overholt, 

2019). There is a multimodal approach in providing pain management to the ERAS groups 

which may cause a variance in narrowing down the baseline pain tolerance and metabolism of 

narcotics. The project will not be screening how opioid naïve patients are. Due to the small 

sample size of this study, more research may need to be examined amongst a larger population.  

Even with the possible limitations, there may be more strengths as this study seeks to 

demonstrate significant advantages to the use of the ERAS protocol in comparison to the 

traditional approach (Kennedy et al., 2020). The long-term effects of the ERAS will be shown to 

be promising in improving patient outcomes in terms of shorter hospital stay and speedy 

recovery after discharge in comparison to the traditional route.  

Measurement Instruments 

 The results will be presented and analyzed by use of the SPSS software (IBM 

corporation). Differences in the intraoperative medication administration data will be retrieved 

from the anesthesia records (Kennedy et al., 2020). The differences in the postoperative 

medication administration data will be retrieved from the MAR. Other measures will be collected 

and considered which includes nausea/vomiting, hematoma development, wound infection, and 

urinary retention. Length of stay will also be reported in this capstone. Quality Improvement 

work will assist in distinguishing which group had better outcomes.  

Data Collection Procedures 

  The ERAS protocol will be measured by comparing the reduction of perioperative 

narcotics required in adult patients undergoing general surgeries. Adequate pain control has been 
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shown to reduce the likelihood of complications such as delayed discharge, decrease patient 

satisfaction, and overall reduced patient outcomes (Kennedy et al, 2020). This capstone will be 

collecting data based on the participant’s medication administration record (MAR). The MAR 

will be used in order to analyze the amount of analgesia and non-analgesic medication 

administered to each patient, including narcotics. The data collected for all groups will be ranked 

by postoperative day (POD).  

 The data collected is consistent with Kolcaba’s Theory of Comfort. As patients are 

experiencing pain, the nurse will provide the patient with relief by administering pain 

medication, both non-narcotic and/or narcotic. In addition, by anticipating that the patient will 

have pain after surgery, the nurse provides ease to the patient as the nurse will be able to assist in 

the management of pain. Finally, one of the major qualities of a nurse is their ability to nurture 

and talk the patient through their discomfort. This will provide transcendence to the patient as 

pain will be managed.  However, even though pain may be treated, it may not be completely 

removed. By using a holistic approach to meet the needs of the patient, the nurse is able to 

provide better outcomes for the patient, rather than relying on solely on one method.  

 The data collection was consistent and doable. The patients in each group will receive the 

same form of measurement in order to collect data. The tools are available to the nursing staff 

and other health care professionals. Nonetheless, established tools, such as the MAR, will not be 

available to the patient due to patient confidentiality. Once the study is complete, the results of 

the study will be available to the public, including the participants. Based on the findings of the 

study, the outcomes should be consistent with the purpose of the project and will be utilizable to 

for future studies. 
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Cost-Benefit Analysis/Budget 

 With the utilization of the hospital settings, there were no overhead fees or additional 

costs for the stakeholders in this study. The patients who participated in the study were already 

scheduled to have these general surgeries (Kennedy et al., 2020). In addition, the MAR was not 

included in the costs because of its routine use for patient medication administration. The data 

was only collected for POD one and two which allowed the study to be less time consuming. 

There were no additional costs to the patients nor were monetized incentives offered.  

Timeline 

 There will be a plan which includes important milestones and dates found in appendix A. 

This represents the trajectory of the study and the potential goals sought to be achieved in 

completion of this project. The timeline will provide organization and direction to the 

progression of the capstone project. Appendix B identifies a brief outline of important 

components of the study. It will assist in guiding this capstone project on the effects of ERAS 

protocols on pain management in comparison to the traditional approach. 

Ethical Considerations/Protection of Human Subjects 

 There are minimal risks for the participants while developing the project. It will be 

beneficial that the patients require less narcotics and have a quicker recovery after surgery 

(Kennedy et al., 2020). Consent will be needed from multiple parties involved in the study. The 

study will need to be reviewed and determined by a Quality Improvement Project. Participation 

is voluntary and will be completed without coercion (Kennedy et al., 2020). The perioperative 

administration of medication recorded will be reviewed by a research to ensure coding 

standardization (Kennedy et al, 2020). Institutional Review Board (IRB) approval is required 
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will be completed for this project. Participation is voluntary and participants can leave study at 

any time.  
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            Conclusion 

 In conclusion, ERAS can be a lifesaving solution to the financial and physical issues that 

patients experience when requiring surgical intervention (Kennedy et al., 2020). The 

development of the ERAS guidelines amongst patients undergoing general surgery will 

contribute to the nursing practice in enormous ways. Evidence-based practices are utilized in 

order to attain high reliability amongst organizational practices and protocols (Melnyk & 

Fineout-Overholt, 2019). It is essential to make the best clinical and critical decision in 

combination with the data analysis (Melnyk & Fineout-Overholt, 2019). In order for a task or 

practice to be deemed as effective, it must be tested (Melnyk & Fineout-Overholt, 2019). Once 

statistical analysis can support the practice, it can be utilized amongst other populations groups 

and locations on a broader scale (Melnyk & Fineout-Overholt, 2019). This is why it is important 

that the ERAS protocol be universally adopted amongst health systems. As the opioid addiction 

incidences rise and result in unwarranted mortalities, measures should be in place in order to 

limit the amount of opioid use by utilization of multimodal approaches (White et al., 2019). 

Ultimately, the patient-centered care approach should be the focus of every practitioner caring 

for a patient. ERAS proved to be one of the best patient-centered care advances (Kennedy et al., 
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2020). Interventions should be assembled on its ability to provide safe patient outcomes with the 

support of evidence-based research and reduction in costs. 
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Appendix 

Appendix A: Timeline 

  

 

 

 

 

 

 

 

Semester Week # _15___

  

Activity/Task To Be Completed  

NUR 698 Capstone 

Project Semester 

 

Week 1  Organizational Meeting in person or on NUR 698 Chat (Capstone Advisors 

included) 

Discuss Finalization of Proposals, Project Methodologies, Statistical Methods 

and Support, and Individual Nursing Capstone Timelines.    

Week 2 Final Nursing Capstone Proposal & Individual Nursing Capstone Timeline 

Due to Capstone Advisor.  Post Nursing Capstone Timeline. 

Weeks 3-7 Data Collection/Field Work, Implementation of the ERAS protocol amongst 

adult patients. Information will be disseminated to surgical nurses, PACU 

nurses, and nurse anesthetists 

Weeks 7-10 Data Analysis, Nursing Capstone Report Writing after postoperative day 2. 

Week 10 Draft Nursing Capstone Report due to Capstone Advisor. 

Names and email addresses of those you wish to invite to participate in 

Nursing Capstone Presentations due to MSN Program Director.  

Week 10-13 Final editing/rewriting of Nursing Capstone Report. Final title of Nursing 

Capstone due to MSN Program Director.  

Week 13 Final Nursing Capstone Report and power point presentation Due to Capstone 

Advisor. Capstone Advisor to review, approve, and submit to MSN Program 

Director by Week 14.  

Week 14-15 Public Presentation of Capstone Projects 

Week 15 Capstone Advisors submit final grades and graduation eligibility  

End of Program Evaluation meeting with all students.  
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Appendix B: Overview 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Problem 

Summary  

The overuse of narcotics to manage pain during the perioperative period 

has led to potential abuse of opioids for patients who underwent general 

surgery. Literature reviews suggests that the application of enhanced 

recovery after surgery (ERAS) can reduce pain scores and opioid use. 

Current Evidence Findings indicate that the use of ERAS reduce pain scores and narcotic 

administration.  

Purpose 

Statement 

Assess the effectiveness of the application of the ERAS protocol to reduce 

narcotics used in the traditional approach during the process of surgery. 

Project Design  Practice guideline development/implementation of the ERAS protocol to 

improve patient safety, satisfaction, and outcomes. 

Theory Guiding 

Project 

Kolcaba’s Theory of Comfort and John Hopkins EBP Model (JHNEBP) 

Data Collected Each patient’s medication administration records (MAR) are analyzed for 

all groups. All narcotic use in the perioperative period will be converted 

into Oral Morphine Equivalents (OMEs) using the Center for Disease 

Control’s guidelines. 

Responsible Party 

for Data 

A single researcher will gather data over two days 

Data Analysis Statistical analysis will be performed using SPSS software (IBM 

corporation) 
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Appendix C: Theory of Comfort 

 

 
 

Khan, A.A. (2017) Application of Katharine Kolkaba Comfort theory to 
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