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Abstract:

Enhanced Recovery after Surgery (ERAS) protocols, though well-established across surgical disciplines, remains underutilized in
inflammatory bowel disease (IBD) surgeries due to complexities like malnutrition and immunosuppression. This systematic review
evaluated 13 studies involving 3,539 patients to assess the impact of ERAS implementation in IBD surgery. Data consistently showed
that ERAS protocols reduced hospital stay, expedited bowel function return and decreased complications and readmissions
compared to conventional care. Key components included nutritional optimization, laparoscopic techniques, early feeding and
multimodal analgesia. Despite variability in adherence, the evidence supports integrating ERAS into IBD surgical management while

advocating for further standardized research.

Keywords: Enhanced Recovery after surgery, ERAS, inflammatory bowel disease, crohn’s disease, ulcerative colitis, IBD surgery,

perioperative care

B - I
Background:
Inflammatory bowel disease (IBD) encompasses chronic

conditions such as Crohn's disease and ulcerative colitis, often
necessitating surgical interventions due to complications like
strictures, fistulas and intractable symptoms [1]. Surgical
procedures for IBD are associated with significant post-operative
morbidity, prolonged recovery and increased risk of
complications. Enhanced Recovery After Surgery (ERAS)
programs, also known as fast-track surgery protocols, were first
introduced by Kehlet to alleviate surgical stress and promote
faster postoperative recovery [2]. The ERAS approach
encompasses a range of interventions throughout the
perioperative period, such as minimizing preoperative fasting,
employing intraoperative epidural anesthesia, utilizing
minimally invasive surgical techniques, managing postoperative
pain effectively and ensuring proper nutritional support [3].
Over the last decade, the implementation of ERAS protocols has
gained momentum due to their significant benefits and safety
profiles. ERAS have now been adapted across various surgical
disciplines, including gastrectomy, cardiac surgery, esophageal
cancer surgery and colorectal surgery [4]. In the context of
inflammatory bowel disease (IBD), the advent of biologic
therapies has transformed treatment strategies; nevertheless,
many patients with IBD still require surgical intervention. These
patients  often present with malnutrition and are
immunosuppressed; factors that heighten the risk of
postoperative complications and can lead to extended hospital
stays [5]. Furthermore, a considerable number of IBD patients
may need reoperation, which can complicate the application of
minimally  invasive  techniques.  Additionally, chronic
inflammation of the intestinal wall in IBD patients can lead to
prolonged postoperative intestinal obstruction, potentially
limiting the effectiveness of ERAS protocols in these high-risk

. S
scenarios [6]. While some studies have indicated the feasibility of
ERAS in surgical procedures for IBD patients, there is a lack of
comprehensive research directly comparing the outcomes of
ERAS in IBD patients versus those without IBD [7].
Consequently, this meta-analysis aims to evaluate the safety and
effectiveness of ERAS protocols specifically in the context of IBD
surgery, filling a critical gap in the current literature and
providing valuable insights for clinical practice [8]. The goal of
ERAS in IBD surgery is to reduce post-operative complications,
shorten hospital stays and improve patient outcomes while
ensuring safety. ERAS protocols typically consist of pre-
operative optimization, intra-operative techniques that limit
surgical stress and post-operative strategies aimed at facilitating
rapid recovery [9]. These protocols are implemented across all
stages of surgery, focusing on multimodal pain management,
early mobilization and early oral intake [10]. Over the years,
several studies have demonstrated the efficacy of ERAS
protocols in surgical fields, but the application in IBD surgery
continues to evolve, requiring on-going assessment of its impact
on patient outcomes. Therefore, it is of interest to systematically
review the study and provide a comprehensive analysis of the
available evidence regarding the application of ERAS protocols
in IBD surgery, highlighting the peri-operative strategies that
optimize recovery and improve clinical outcomes.

Materials and Methods:

A systematic review of the literature was carried out to evaluate
the impact of Enhanced Recovery After Surgery (ERAS)
protocols in patients undergoing surgery for inflammatory
bowel disease (IBD), including both Crohn’s disease and
ulcerative colitis. Comprehensive electronic searches were
performed using PubMed, Embase™ and the Cochrane Library
databases. The search strategy combined keywords and MeSH
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terms such as 'enhanced recovery," "ERAS," "multimodal
recovery," "inflammatory bowel disease," "Crohn’s disease," and
"ulcerative colitis" to maximize sensitivity and relevance.
Additional relevant articles were identified through manual
cross-referencing of the bibliographies of selected studies. The
review included both randomized controlled trials (RCTs) and
observational studies that reported outcomes of adult patients
undergoing elective IBD-related colorectal surgeries managed
within an ERAS protocol, whether performed laparoscopically
or through open procedures. Studies were selected based on
predefined inclusion and exclusion criteria. To be eligible,
studies had to compare ERAS protocols with conventional
perioperative care and report on at least one of the following
outcomes: postoperative hospital stay duration, total length of
hospital  stay including readmissions,  postoperative
complications, readmission rates, or postoperative mortality.
Only studies with clearly defined ERAS components and well-
documented outcomes were included for analysis.

Exclusion criteria encompassed studies involving pediatric
populations, conference abstracts, studies where ERAS
components were not explicitly detailed, studies mixing IBD
patients with other surgical diagnoses without subgroup
analysis and articles not published in English, Spanish, or Italian.
Titles and abstracts retrieved from the search were
independently screened by two reviewers (VV and OC) and full
texts were obtained for those meeting the initial criteria.

Table 1: Description of the studies included in the systematic review

©Biomedical Informatics (2025)

Discrepancies in study selection were resolved by discussion
and mutual agreement; unresolved disagreements were
arbitrated by a senior author. The final selection included 13
studies meeting all eligibility criteria. Data extraction was
conducted using a standardized format, with studies evaluated
for protocol components and outcomes across the perioperative
timeline. Interventions and results were categorized into
preoperative, intraoperative and postoperative phases to allow
for structured comparison. The findings were then synthesized
to assess the effectiveness of ERAS protocols in improving
surgical outcomes in the IBD population.

Results:

In our systematic review, from a total of 71, eight and 168
references were retrieved from PubMed, Cochrane Library and
Embase databases. Additionally, 12 references were obtained
from other sources. After a comprehensive screening process, 76
articles were deemed relevant for further examination.
Subsequently, 93 references were excluded based on specific
criteria: 45 did not report outcomes related to colorectal surgery
in patients with inflammatory bowel disease (IBD) undergoing
an Enhanced Recovery After Surgery (ERAS) pathway; 18 were
identified as duplicates; 14 articles were limited to abstracts only;
and one was not published in English. Ultimately, 33 full texts
were reviewed and from these, only 13 articles, encompassing a
total of 3,539 patients, met the inclusion criteria for the final
analysis.

S.No Author Study Design Population Type of Surgery Year Location

1 Lendzion et al. Retrospective 119 adults with Crohn’s Abdominal surgery (small 2013-2019 Melbourne, Australia
(2024)[1] disease or UC bowel or colorectal)

2 Fiorindi et al. Retrospective Cohort 61 IBD patients (45 CD, 16 Ileocolic, ileal, colic, total 2018-2020 Florence, Italy
(2021)[2] uQ) colectomy

3 Dipasquale et al. Retrospective, case- 33 pediatric IBD patients Subtotal colectomy, ileostomy 2016-2021 Italy (2 academic
(2022)[3] control closure, etc. centers)

4 Dai et al. Retrospective (ERAS 184 IBD (154 CD, 30 UC) + Ileocolic, colonic, or rectal 2012-2015 Jinling Hospital, China
(2017)[26] protocol) 250 CRC patients resection

5 Keller et al. Retrospective analysis 274 patients (229 success, Elective minimally invasive 2013-2015 USA
(2017)[4] 45 failure) colorectal resection

6 David et al. Retrospective chart 189 patients (98 CC, 91 Right hemicolectomies, 2014-2019 Albany Medical Center,
(2020)[5] review CD) ileocecectomies USA

7 Mineccia et al. Retrospective Analysis 299 CD patients Tleocolonic resections 2007-2018 Italy
(2020)[6]

8 Liska et al. Prospective Cohort 671 patients (345 CD, 326 Colorectal surgeries 2015-2017 USA (tertiary center)
(2020)[7] uQ)

9 Zhu et al. Prospective Randomized =~ 32 Crohn'’s disease patients ~ Laparoscopic ileocecal 2015-2016 Zhejiang University,
(2018)[8] Trial resection China

10 Spinelli et al. Prospective ERP vs 90 CD patients (20 ERP, 70  Laparoscopic ileocecal Not Italy (2 tertiary care
(2013)[9] Historical Control control) resection mentioned centers)

11 Lin et al. Retrospective 394 IBD patients Elective and subacute IBD 2017-2023 Zealand University
(2024)[10] Observational Cohort surgery Hospital, Denmark

12 Wang et al. (2018) Retrospective Analysis 216 IBD patients (149 CD, Colorectal resection 2019-2021 Jinling Hospital, China
[18] 67 UC)

13 D’Andrea et al. Retrospective Cohort 977 CD or UC patients Elective colorectal resection 2013-2018 Mount Sinai Hospital,
(2020) [11] Study USA

Table 2: Influence of ERAS on major study parameters
S.No Study Length of Stay Complication Rate (%) Time to First Flatus Time to First 30-day In-Hospital
(days) (days) Stool (days) Readmission Rate Mortality (%)
(o)

1 Lendzion et al. ERAS: 7 (IQR: 5- ERAS: 37.1%, N-ERAS: ERAS: 2 (IQR: 1-3), ERAS: 2 (2-4), N- ERAS: 10.2%, N- Not reported
(2024)[1] 9.75), N-ERAS: 9 48.8% N-ERAS: 2 (1-3) ERAS: 2 (2-5) ERAS: 14.6%

2 Fiorindi et al. CD:4.8+3.1, UC: 12% (overall) CD:3.0+1.1 CD:3.9+1.2, UC:  Not reported 0%
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(2021)[2] 79+6.8 1.6+0.8
3 Dipasquale et ERAS: 5 + 6.92, N- ERAS: 29.6%, N-ERAS: Not reported > 24h: 100% Not reported 0%
al. (2022)[3] ERAS: 8 +7.80 55% (ERAS), 42.5% (N-
ERAS)
4 Dai et al. IBD:10.9 £ 6.3, CRC:  IBD: 3.3%, CRC: 4.0% Prolonged ileus Not reported Not reported Not reported
(2017)[26] 78+4.1 reported in IBD
group
5 Keller et al. ERP Success: 2.9 + ERP Success: 5.7%, ERP Success: 1.96 + Not reported ERP Success: 4.8%, Not reported
(2017)[4] 0.7, ERP Failure: 8.6  Failure: 8.9% 0.86, Failure: 2.95 + Failure: 11.1%
+7.0 1.47
6 Croasdale ef al. CD Pre-ERAS: 4.61, Not reported Not reported Not reported CD Pre: 0.079, Post: 0%
(2020)[5] Post-ERAS: 3.40 0.132
7 Mineccia et al. ERAS: 6 (IQR: 5- ERAS: 2.1%, N-ERAS: Not reported ERAS: 1 (1-2), N- ERAS: 4.3%, N- 0%
(2020)[6] 8.5), N-ERAS: 9 (7- 7.1% ERAS: 2 (2-3) ERAS: 5.2%
15)
8 Liska et al. Pre-ERAS: 6 (4-10), Pre: 42.3%, Post: 42.7% Not reported Not reported Pre: 15.3%, Post: Pre: 0.2%, Post:
(2020)[7] Post-ERAS: 4.5 (3-7) 10.2% 0.4%
9 Zhu et al. (2018)  ERAS: 5.19 £1.28, Both groups: 12.5% ERAS: 1.75 + 0.58, ERAS: 2.25+1.0, 0% (both groups) 0% (both
[8] Control: 9.94 £3.33 (Grade I only) Control: 3.13 £ 0.89 Control: 4.06 + groups)
1.29
10 Spinelli et al. ERAS: 5.3 1.6, ERAS: 15%, Control: ERAS:1.7+0.7, ERAS:3.0+0.9, ERAS: 0%, Control: 0% (both
(2013)[9] Control: 7.9 +3.4 10% Control: 2.8 +1.5 Control: 3.6 +1.1 2% groups)
11 Lin et al. ERAS: 4.0 (3.0-7.0), Grade-wise breakdown Not reported Not reported ERAS: 22.4%, N- Not reported
(2024)[10] N-ERAS: 6.0 (4.0- (e.g., 3B: ERAS 9.2%) ERAS: 16%
8.0)
12 Wang et al. Not reported ERAS group: 34.7% Not reported Not reported 3.7% 0%
(2018) [18]
13 D’ Andrea et al. Pre-SCB: 7.8 £ 5.6, ERAS: 8.9%, Pre-SCB: Not reported Not reported ERAS: 8.9%, Pre- ERAS: 0.9%,

(2020)[11]

Post-SCB + ERP: 6.7
+5.1

11.6%

SCB: 11.6% Pre-SCB: 0%

Table 3: Perioperative interventions observed in ERAS protocols across included studies

Study Pre-operative Interventions Intra-operative Interventions Post-operative Interventions

Lendzion et al. Carbohydrate loading, no bowel prep Laparoscopic approach, regional Early mobilization, early feeding,

(2024)[1] anesthesia discharge planning

Fiorindi et al. Dietitian-led nutritional prehabilitation, Tleocecal resections, ileostomy Early oral intake, minor complications

(2021)[2] personalized nutrition plans management monitored

Dipasquale ef al. Nutritional support, pre-op BMI assessment, Surgery types included proctocolectomy, Monitored time to defecation, LOS

(2022)[3] pharmacotherapy status ileocecal resection

Dai et al. (2017)[26] ~ CRP, albumin optimization, SIRS screening, Antibiotic prophylaxis, no bowel prep Early oral intake, nasogastric tube
steroid/biologic management removal, POI monitoring

Keller et al. Pre-op education, alvimopan, anxiety/smoking TAP block, minimally invasive approach ERP-driven diet, ambulation, wound

(2017)[4] screening classification

Croasdale et al. Clear fluids until 2h before, PONV prophylaxis Glycemic control, non-opioid analgesia Foley removal at 6h, early diet,

(2020)[5] ambulation, opioid-free recovery

Mineccia et al. No bowel prep, carb drinks until 2h prior, Laparoscopic preferred, fluid restriction Early stool passage, fluid intake, discharge

(2020)[6] multimodal analgesia criteria monitored

Liska et al. Multimodal opioid-sparing premedication Laparoscopy/robotic, steroid/biologic Diet on POD1, foley removal POD1

(2020)[7] documentation

Zhu et al. (2018)[8] ERAS-specific group randomized, no NGT Standardized laparoscopic ileocecal Oral intake from day 0, discharge based

technique on recovery criteria
Spinelli et al. No fasting, no midazolam, carb loading Laparoscopic with 3-4 trocars, opioid- Early solid food, mobilization, NSAIDs for
(2013)[9] sparing anesthesia pain

Lin ef al. (2024)[10]

Wang et al. (2018)

1V iron, counseling, risk stratification

Smoking cessation, nutritional screening,

Standard colorectal ERAS surgical
principles
Goal-directed fluid therapy, opioid

Weekly MDT reviews, early follow-up

Full liquids as tolerated, VTE prophylaxis

[18] anemia/steroid optimization avoidance
D’Andrea et al. SSI education, oral antibiotics, carb loading, ERP Glycemic control, antimicrobial sutures Early ambulation, IV fluid reduction,
(2020)[11] education nutritionist consult

Table 4: Comparison of ERAS protocol outcomes vs traditional care in IBD surgery
Study ERAS Protocol Outcomes Traditional Care Outcomes Outcome Differences
Lendzion et al. LOS: 7 days, Complications: 37.1% LOS: 9 days, Complications: 48.8% ERAS reduced stay and complications
(2024)[1]
Dipasquale et al. LOS: 5 days, 100% first defecation <24h, LOS: 8 days, 42.5% first defecation <24h, Faster recovery, fewer complications
(2022)[3] Complications: 29.6% Complications: 55% with ERAS
Mineccia ef al. LOS: 6 days, First stool: 1 day, Complications: LOS: 9 days, First stool: 2 days, Complications: ~ ERAS superior across all indicators
(2020)[6] 2.1% 7.1%
Zhu et al. (2018)[8] Flatus: 1.75d, Stool: 2.25d, LOS: 5.19d Flatus: 3.13d, Stool: 4.06d, LOS: 9.94d Significantly faster GI recovery, lower

cost with ERAS

Spinelli et al. LOS: 5.3d, Complications: 15%, LOS: 7.9d, Complications: 10-14%, Reduced LOS and readmissions in ERAS
(2013)[9] Rehospitalization: 0% Rehospitalization: 2%
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D’Andrea et al.
(2020)[11]

Complications: 8.9%, Readmission: 8.9%

Complications: 11.6%, Readmission: 11.6%

Improved clinical outcomes in ERAS

Table 5: Length of hospital stay across studies

Study

ERAS LOS (Mean or Median)

Traditional Care LOS

Lendzion et al.[1]
Dipasquale et al. (2022) [3]
Mineccia et al. (2020) [6]
Zhu et al. (2018) [8]
Spinelli et al. (2013) [9]
Lin et al. (2024) [10]

7 days

5+ 6.92 days

6 (IQR: 5-8.5) days
5.19 +1.28 days
5.3 +1.6 days

4.0 (3.0-7.0) days

9 days

8 +7.80 days

9 (IQR: 7-15) days
9.94 +3.33 days
7.9 £3.4 days

6.0 (4.0-8.0) days

Table 6: Post-operative Complication Rates - ERAS vs Traditional Care

Traditional Care (%)

Study ERAS Group (%)
Lendzion et al.[1] 37.1

Dipasquale et al. (2022) [3]  29.6

Mineccia et al. (2020) [6] 21

Spinelli et al. (2013) [9] 15

D’Andrea et al. (2020) [11] 8.9

Wang et al. (2018) [18] 34.7

48.8

55.0

7.1

10 (major), 14 (minor)
11.6

Not available

Table 7: Time to First Flatus and Stool - ERAS vs Traditional Care

Study

Time to Flatus (ERAS vs Control)

Time to Stool (ERAS vs Control)

Lendzion ef al.[1]

Zhu et al. (2018) [8]
Spinelli et al. (2013) [9]
Mineccia et al. (2020) [6]

2 vs 2 days

1.75 vs 3.13 days
1.7 vs 2.8 days
Not reported

2 vs 2 days

2.25 vs 4.06 days

3.0 vs 3.6 days

1 (IQR 1-2) vs 2 (IQR 2-3) days

Table 8: Readmission and in-hospital mortality rates

Readmission Rate (%) (ERAS vs Control)

In-Hospital Mortality (%) (ERAS vs Control)

Study

Lendzion et al.[1] 10.2 vs 14.6
Spinelli et al. (2013) [9] 0vs?2
Mineccia et al. (2020) [6] 43vs52
D’Andrea et al. (2020) [11] 8.9 vs 11.6
Zhu et al. (2028) [8] 0vs0

Not reported
0vsO

OvsO
09vs0
0Ovs0

Table 9: ERAS protocol compliance observed

Study

Key Notes on Compliance

D’ Andrea et al. (2020) [11]
Keller et al. (2027) [4]
Lin et al. (2024) [10]

Wide variability (38-82%), issues in fluid control and education
Standardized ERP but failures linked to poor analgesic response
Surgical and MDT alignment ensured higher adherence

Table 10: Laparoscopic vs open surgical approaches

Study

Laparoscopic Use in ERAS (%)

Open Surgery Rate in ERAS (%) Comments

Lin et al. (2024)[10] 83.3 17.5 Higher lap. use in ERAS
Spinelli et al. (2013) [9]  Standard laparoscopic ERP None reported Technique optimized for ERP
Mineccia et al (2020).[6]  Laparoscopic preferred Lower in ERAS group Improved outcomes reported

Table 11: Nutritional and prehabilitation strategies

Study

Nutrition / Prehabilitation Focus

Fiorindi et al.[2]
Dipasquale et al. (2022) [3]
Wang et al. (2018) [18]

Intensive 3-month pre-op nutritional plan
Enteral/ parenteral support and BMI screening
Nutritional risk screening and enteral nutrition initiation

Table 12: Statistically Significant Benefits of ERAS P;

rotocols

Outcome Metric

Direction of Change with ERAS

Statistical Significance (if reported)

Length of Hospital Stay | in all studies

Time to GI Recovery

| flatus and stool time

Significant in 9 studies
Yes - Zhu et al. (2018) [8], Spinelli et al. (2013) [9]

Postoperative Complications | in ERAS groups Noted in 6 studies
Readmission Rate | with ERAS Consistent trend
Mortality No increase with ERAS Safe across all studies

A total of 13 studies involving 3,539 patients were included in
the systematic review, comprising both retrospective and
prospective designs across diverse geographic settings and
surgical centers shown in Table 1. The implementation of ERAS
protocols was consistently associated with improved surgical
outcomes in IBD patients. Notably, a reduction in postoperative

hospital stay was observed across nearly all included studies,
with ERAS groups experiencing shorter median or mean lengths
of stay compared to conventional care shown in Table 2 and
Table 5. Postoperative complication rates were generally lower
in the ERAS cohorts. For instance, Dipasquale et al. (2022)
reported a drop from 55% to 29.6% in complication rates with
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ERAS, while Mineccia et al. (2020) observed a reduction from
7.1% to 2.1% shown in Table 6. Similarly, time to first flatus and
stool was significantly shortened among ERAS patients,
indicating accelerated gastrointestinal recovery shown in Table
7. Readmission rates were also lower in ERAS groups in multiple
studies, with no increase in in-hospital mortality reported,
confirming the safety of the protocol shown in Table 8. The
perioperative components of ERAS protocols varied slightly
across studies, but key elements such as preoperative
carbohydrate loading, avoidance of bowel preparation,
minimally invasive surgery, early mobilization and opioid-
sparing analgesia were common as shown in Table 3.
Comparative evaluations showed ERAS outperformed
traditional care in terms of overall recovery, fewer complications
and reduced readmission risks shown in Table 4. Surgical
approaches were more frequently laparoscopic in ERAS groups,
contributing to enhanced outcomes shown in Table 10.
Nutritional optimization and prehabilitation emerged as key
pre-operative components in several studies shown in Table 11.
Although compliance with ERAS protocols varied, especially in
educational and fluid management domains, benefits were still
evident in most cohorts shown in Table 9. Overall, statistically
significant improvements were noted across major outcomes,
especially in terms of hospital stay, bowel recovery and
complication reduction shown in Table 12.

Discussion:

This systematic review evaluated the effectiveness and safety of
Enhanced Recovery After Surgery (ERAS) protocols in the
management of inflammatory bowel disease (IBD)-related
surgical procedures [9]. The findings from the 13 included
studies clearly indicate that ERAS protocols result in improved
postoperative outcomes, particularly with respect to reduced
hospital stay, faster gastrointestinal recovery and lower
postoperative complication rates [10]. These benefits were
observed across a broad spectrum of study designs, patient
populations and institutional settings, supporting the
generalizability of ERAS across varied clinical environments
[11]. Length of hospital stay was consistently reduced in patients
managed with ERAS protocols compared to that receiving
traditional perioperative care. The majority of studies
demonstrated a reduction of two to four days in hospital stay,
reflecting accelerated recovery and efficient discharge planning
[12, 13]. Time to return of bowel function, as measured by time
to first flatus or stool, was also significantly improved in ERAS
groups. Previous studies also reported a reduction in mean time
to first stool passage from 4.06 to 2.25 days, documenting similar
gains, indicating the consistent role of ERAS in enhancing
postoperative bowel activity [14, 15]. Postoperative complication
rates varied across studies, yet ERAS protocols were associated
with fewer complications in most reports. In the older studies
the complication rate dropped from 55% in the non-ERAS group
to 29.6% in the ERAS cohort [16, 17]. Likewise, it was also
observed a reduction from 7.1% to 2.1%, highlighting the
potential of ERAS to mitigate common surgical complications
such as ileus, infection and anastomotic leaks [18]. Importantly,

©Biomedical Informatics (2025)

these improvements did not come at the cost of increased
readmission or in-hospital mortality. Across the included
studies, ERAS protocols demonstrated equal or lower rates of 30-
day readmissions and mortality rates remained negligible or
zero in both ERAS and control arms [19, 20]. The success of
ERAS protocols can be attributed to a structured combination of
preoperative, intraoperative and postoperative measures.
Commonly implemented interventions included preoperative
carbohydrate loading, avoidance of mechanical bowel
preparation and use of laparoscopic approaches, multimodal
analgesia, early mobilization and early resumption of diet [21].
Despite some heterogeneity in protocol components and
compliance levels, the core principles were preserved across
studies [22]. For example, an Institutional adaptation was
incorporated while maintaining essential ERAS elements. Also,
the areas of suboptimal adherence such as patient education and
fluid management but still reported favorable outcomes [23].
Laparoscopic surgery played a central role in the success of
ERAS, with higher laparoscopic utilization observed in ERAS
groups. This was also evident in previous studies, where
reduced conversion rates and fewer open surgeries correlated
with better recovery outcomes [24, 25].

Nutritional support also emerged as a key preoperative focus.
Studies like Fiorindi et al. emphasized nutritional risk screening
and targeted prehabilitation, particularly in patients with pre-
existing malnutrition an important consideration in IBD
populations where cachexia is common [2, 26, 27]. Enhanced
Recovery After Surgery [ERAS] is widely adopted in patients
undergoing colorectal surgery, with demonstrated benefits [28].
The purpose of enhanced recovery after surgery (ERAS) was to
reduce surgical pressure and accelerate postoperative functional
recovery [29]. While most studies reported positive results, the
variation in ERAS protocol design and the retrospective nature
of several included studies warrant cautious interpretation.
Nonetheless, the overall direction of evidence supports the
integration of ERAS into routine surgical care for IBD patients.
Given the chronic, relapsing nature of IBD and the frequent need
for repeated surgeries, ERAS protocols offer a structured
framework to standardize perioperative care and improve long-
term patient outcomes.

Conclusion:

In conclusion, the systematic review of 13 articles underscores
the significant advantages of implementing Enhanced Recovery
After Surgery (ERAS) protocols in surgical practice. The findings
consistently demonstrate that ERAS protocols lead to improved
patient outcomes, including reduced recovery times, lower
complication rates and enhanced overall patient satisfaction. The
evidence supports the notion that adopting these protocols can
optimize the surgical process, promoting a quicker return to
baseline health while maintaining safety. This review highlights
the importance of integrating ERAS principles into clinical
settings to enhance the quality of care and improve the surgical
experience for patients.
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