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INTRODUCTION

The last 2 decades have seen significant changes in the surgical approach to gyneco-
logic surgery. Minimally invasive surgeries have been more commonly performed and
have been associated with comparable long-term outcomes compared with open sur-
gery.1 Although operative time is longer with minimally invasive surgery, hospital stay
is significantly shorter, and analgesic and antiemetic needs are significantly reduced
compared with open surgery.1,2 However, there has been little attention to optimizing
other surgical and anesthetic elements of the perioperative care of these patients.
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KEY POINTS

� Studies on enhanced recovery after major gynecologic surgery are limited but seem to
have similar outcome benefits to populations who have had colorectal surgery.

� Effective regional anesthetic techniques used in gynecologic surgery include spinal
anesthesia, epidural analgesia, transversus abdominis plane blocks, local anesthetic
wound infusions, and intraperitoneal instillation catheters.

� Effective nonopioid analgesics known to reduce opioid consumption after gynecologic
surgery include pregabalin, gabapentin, nonsteroidal antiinflammatory drugs, cyclooxy-
genase 2 inhibitors, and paracetamol.

� A multimodal antiemetic strategy to reduce the baseline risk of postoperative nausea and
vomiting in conjunction with combination antiemetic therapy is imperative in this high-risk
population.

� Randomized controlled trials of the ideal fluid management strategies in this surgical
population are needed.
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The concepts and practices of enhanced recovery after surgery (ERAS) are well
established for colorectal surgery but until recently have not been applied to gyneco-
logic surgery. High-quality meta-analyses have shown the effectiveness of ERAS
principles in reducing hospital length of stay and overall complications but not neces-
sarily surgical complications.3,4 Studies that assess fast-tracking or enhanced recov-
ery after major gynecologic surgery typically apply the ERAS guidelines derived
from colorectal surgery, because there are no specific guidelines for enhanced recov-
ery after major gynecologic surgery. In this article, major gynecologic surgery refers to
the surgeries listed in Box 1.
Some general concepts of the ERAS protocol apply to all surgical patient popula-

tions (Box 2).5 The means by which individual components of the ERAS protocol
are achieved may differ, depending on the patient population and type of surgery.
For example, unlike colorectal surgery, gynecologic surgery patients are all women.
It is well established that women differ significantly from men from a pharmacokinetic
and pharmacodynamic standpoint, which may influence the optimal anesthetic drug
choice and antiemetic or analgesic strategies in ERAS protocols for gynecologic
surgery compared with colorectal surgeries.6

This article focuses on meta-analyses, randomized controlled trials (RCTs), and
large prospective impact studies conducted in the gynecologic surgery population
investigating aspects of the ERAS protocol over which anesthesiologists exercise
the most influence. The best evidence is presented for 4 specific aspects of the
ERAS protocol: anesthetic choice, nonopioid multimodal pain management, post-
operative nausea and vomiting (PONV) prevention strategies, and fluid management.
This article concludes with the general ERAS principles applied to this specific patient
population, because anesthesiologists should be aware of all the ERAS interventions
as we become leaders of the perioperative surgical home.

ENHANCED RECOVERY AFTER MAJOR GYNECOLOGIC SURGERY

The first descriptive study exploring ERAS principles in major gynecologic surgery was
conducted 10 years ago.7 The benefits of implementation of ERAS principles in the
gynecologic surgery population were explored in 1 RCT,8 but mostly in preintervention
and postintervention studies. Studies assessing impact of ERAS protocol implemen-
tation on outcomes for major gynecologic surgeries are summarized in Table 1. All of
those studies reported a reduction in the duration of hospital stay, in addition to other

Box 1

Major gynecologic surgeries included in this article

Laparotomy for malignant gynecologic cancers

Hysterectomy, lymphadenectomy, omentectomy

Complex cytoreductive surgery

Urogynecologic pelvic organ prolapse surgery

Total or partial abdominal hysterectomy

Vaginal hysterectomy

Abdominal myomectomy

Salpingo-oophorectomy

Ovarian cystectomy
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