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ABSTRACT

Background: As per routine protocol, patients undergoing major Gastrointestinal surgeries are kept nil by mouth till intestine starts functioning.
But evidence from clinical studies suggests that initiating enteral feeding early is beneficial and advantageous to patient and reverses mucosal
atrophy induced By starvation and also increases collagen deposition at the surgical sites, promoting wound healing. Finally, early enteral feeding
may also reduce septic morbidity and improves postoperative outcome. Aim: This study was conducted to compare the feasibility, safety, efficacy,
tolerability and outcome of early enteral feeding versus late oral feeding after elective and emergency gastrointestinal surgeries. Methodology:
The prospective comparative study included 50 cases of major gastrointestinal surgeries operated at a tertiary care Hospital during 7 month period,
from which randomly 25 patients were selected for conventional nil by mouth approach and rest of 25 patients were given early enteral feeding
within 1st 24 hours post operatively. Conclusion: Compare to conventional nil by mouth approach, early enteral feeding significantly reduces the
incidence of wound infection, paralytic ileus and pain in post operative patients undergoing major gastrointestinal surgeries, thereby reducing
length of hospital stay, which suggest that early enteral feeding is safe, effective and feasible in post operative patients of major gastrointestinal
surgeries.
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INTRODUCTION

A period of starvation (nil orally) is a common practice after most
Gastrointestinal surgeries. Postoperative dysmotility predominantly
affects the stomach and colon, with the small bowel recovering normal
function 4-8 hours after laparotomy. Malnutrition predisposes to
postoperative complications: Increased incidence of infection and
prolonged hospital stay. The rationale of —nil orally is to prevent
postoperative nausea and vomiting and to protect the anastomosis repair,
allowing time to heal before being stressed by food. But this worsens
nutritional state of the patients. A dynamic ileus after abdominal surgery
is characterized by absent motility caused by neuromuscular inhibition
with sympathetic over activity. It occurs after all abdominal procedures,
with motility returning typically in the small bowel within 24 hours, in
the stomach within 48 hours, and in the colon within 3 to 5 days. Because
of this, patients have been traditionally treated after surgery with
nasogastric decompression until evidence that bowel function has
returned, after which a liquid diet is initiated and advanced to a regular
diet over 4-5 days. Gastrointestinal surgery is associated with
postoperative morbidity such as wound infection, leak, intraabdominal
sepsis and other extra intestinal complications. Malnutrition increases
post- operative morbidity and rates, and duration and cost of hospital
Stay. Delayed feeding has been practiced for fear of physical stress
disrupting the anastomosis but GIT secretions present at the anastomotic
site with a volume load of approximately 6-8 Liters per day irrespective
of delayed or early feeding. Nausea and vomiting, however, occur more
commonly after upper gastrointestinal surgery than resection of the small
intestine and colon. There is no evidence that bowel rest and a period of
starvation are beneficial for healing of wounds and anatomic integrity.

Indeed, the evidence is that luminal nutrition may enhance wound
healing and increase anastomotic and perforation repair strength and
with better rate of healing, particularly in malnourished patients. Pre-
existing nutritional depletion, however, may not only be the nutritional
factor associated with postoperative complications after gastrointestinal
surgery. There is thus no evidence that early post-operative enteral
feeding should be restricted to malnourished patients undergoing
gastrointestinal surgery.

Routinely patients undergoing major Gastrointestinal surgeries
(Elective and Emergency) are kept nil by mouth for various reasons.
Idea behind nil by mouth is to prevent post-operative nausea and
vomiting. Post- operative dysmotility mainly affects stomach and
colon but small intestine recovers within 4-8 hours after surgery.

Hence feeding within 24 hours after surgery is very well tolerated.

Evidence from clinical studies suggests that initiating feeding early is
advantageous and reverses mucosal atrophy induced starvation and
also increases collagen deposition at the surgical sites, promoting
wound healing. Finally, early enteral feeding may also reduce septic
morbidity.

Materials and Methods:

STUDY DESIGN:

Study Design: Prospective Comparative Study.

Study Population:Age more than 18 years and below 60 years
undergoing Elective and Emergency Gastrointestinal Surgeries.
Sample Size: 25in Each Group.

Study Period: June 2023 TO December 2023

Inclusion Criteria:

All patients with age more than 18 years and less than 60 years which
are undergoing gastro intestinal surgery (Elective and Emergency) and
were hemodynamically stable patients with ready to sign an informed
written consent were included.

Exclusion Criteria:

Age less than 18 years and more than 60 years, hemodynamically
unstable patients &incompetent to provide informed written consent
were excluded.

All patients undergoing major gastrointestinal surgeries (Elective and
Emergency) in on inclusion and exclusion criteria are enrolled in this
study.

1. Informed written consent was obtained from all patients.
Kanyakumari Medical College and Hospital based

2. A detailed history and clinical examination was done on all
patients.

3. Baseline Investigation — Complete Haemogram, Blood sugar,
Renal function test, Serum Electrolytes, Liver function tests,
Electro cardiogram, Chest X-Ray, X-ray Abdomen Erect, USG
Abdomen and Pelvis, CT Abdomen and Pelvis(as per the need),
HIVIandIl, Blood Grouping and Typing.

4. Surgery was performed as per the plan (Elective and/or
Emergency).

5. Patients in the study group were started on early enteral feeding
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through nasogastric tube, feeding Jejunostomy or by mouth
—within 1st 24 hours post-operatively.

6. Patients in the control group were kept nil by mouth with
nasogastric decompression until evidence that bowel function has
returned, after which a liquid diet is initiated and advanced to a
regular diet over 4-5 days.

OBSERVATION AND ANALYSIS
Table- 1: Distribution of Study Population according to Gender

Gender |Early enteral |Late enteral Fisher exact |Signific
feeding feeding Value ance
No |% No % 0.166 0.6835
Male 21 84 22 88
Female |4 16 3 12
There is no difference in sex between the two groups
100
P 58
B0
L -
60 - Male
Female
50
a0
30

Early enteral feeding Late enteral feeding

Table 4: Association between early enteral feeding and late enteral
feeding groups with respect to Paralytic ileus

Paralytic Early enteral |Late enteral |Chisquare |Significance
ileus feeding feeding exact Value
No |% No |% 14.346 0.00015

Absent 22 |88 9 36
Present 3 12 16 64

s0

80

70

60 W Absent

= Present

50

a0

30

Early enteral feeding Late enteral feeding

Only 12 % in the early enteral feeding group had paralytic ileus group
compared to 64% in the late enteral feeding group, and the results are
statistically significant.

Table 5: Association between early enteral feeding and late enteral
feeding groups with respect to wound infection.

Wound Early enteral |Late enteral |Chi- Signifi
Table 2: Distribution of study population according to age group ingeli:rtli on feaercgnegn era feae girelrgl era exalctsglzﬁiz ignticance
Age group|Early enteral |Late enteral |Fisher exact |Significance No |% No |% 4.667 0.03075
(yrs) feeding feeding Value Absent 21 (84 14 |56
No % No |% 5.245 0.345 Present 4 16 11 |44

<30 6 24 4 16 Around 15 % in study group had wound infection while around 44 % of
31-40 8 32 3 12 the control group had wound infection and the results are statistically
41-50 4 16 6 24 significant.
51-60 4 16 6 24 %0 a4
61-70 3 12 4 16 0
>70 0 0 2 8 =
There is a statistically significant equal distribution of study - —
population in both groups s

50

Early enteral feeding W Late enteral feeding
40 16

24 24

" l y

Table 3: Distribution of study population according to procedure
done

i

51-60 61-70

Procedure done |Early enteral |Late enteral |Chisquare |Signific|
feeding feeding Value ance
No |% No % 0.104 0.74

Closure 18 |72 19 76

Anastomosis 7 28 6 24

Both the groups are more or less equal with respect to procedure done

76
B0 2

-
s0 Closure

28 = Anastomosis
24

o
20
1o
Early smeral feeding Late emteral feeding

Early enteral feedidg -

Absent Present

Late enteral feeding

Early enteral feeding group have a lesser duration of hospital stay
compared to late enteral feeding group(6 days vs 10 days) and the
results are statistically significant

Comparison of mean length of hospital stays between both the groups

Length of stay(days) |Early enteral
feeding
Mean |SD
Early enteral feeding (6.24 |1.2
Late enteral feeding |10.88 (2.24

Difference in |Significance
Mean

7.553

0.008

Early enteral feeding Late enteral feeding

DISCUSSION
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Damage to the body tissues by surgery induces a stress responses
characterized by hyper metabolism, impaired protein synthesis, and
catabolism. Patients who have undergone surgery might have an
underlying disease, such as typhoid fever, tuberculosis, peptic ulcer,
malignancy which affects his nutritional status adversely. The patient
is thus exposed to a very high risk of morbidity and mortality. The
decreased whole body protein synthesis and increased catabolism
results in a net protein loss. This can quickly cause protein calorie
malnutrition, which is associated with the organ dysfunction. A
subclinical multiple organ dysfunction syndrome evolve, which
increases the patient's risk of septic complications. Acute protein
malnutrition is also known to adversely affect both humoral and cell
mediated immunity. Traditional practice has been to delay nutritional
support until the gut has resumed the peristaltic activity. If, at this stage
acomplication develops and oral intake is not possible, total parenteral
nutrition (TPN) is initiated. This practice does not, in theory, affect the
critical period of protein loss and the development of organ
dysfunction.

The gut is the major interface between the host and environment and is
metabolically and immunologically active in the stressed patient.
Luminal nutrients are important for intestinal mucosal metabolism and
integrity, regardless of the general nutritional status. The enteral
nutrition stimulates gall bladder contraction, maintains gut the
associated lymphoid tissue, and stimulates immune function and the
pancreatic secretions. It also maintains gut integrity, as evidenced by a
decreased risk of perforation and better healing of gut anastomosis.
Except for the depression of cellular immunity, the bacteria
translocation is the most probable reason of infection after the
operation.

Keeping the integrity of gut barrier is important to decrease the

morbidity and mortality after operation. Enteral nutrition could protect

the gut barrier remarkably, the rational mechanisms were:

1) The stimulation on the bowel wall may increase the blood
perfusion.

2) The stimulation on the bowel wall may accelerate the secretion of
pancreas and biliary duct to prevent shrinking of gut mucosa.

3) Enteral nutrition supplies the substrate of intestinal mucosal cell
metabolism directly.

The stomach, even when not stimulated by oral intake, secretes 0.5 to 1
litre of gastric juice each day. This in turn stimulates secretion of
another 0.5 to 1 litre of pancreatic juice. Thus, one to two litres of fluid
are presented to the small bowel each day, even though the patient is
taking no fluids orally. Most of this is readily absorbed by the small
intestine, and very little reaches the colon. This shows that even oral
nutrition can be handled by the gut. If one examines the natural history
of postoperative ileus, neither the presence of bowel sound nor even
passage of flatus determines if the patients will tolerate the oral intake.
Therefore, it is not rational that these be the criteria used to decide
when to feed a postoperative patient. Recent research in the area of
gastrointestinal physiology and motility further indicates that current
criteria for determining when to feed postoperative patients are not
rationally based. The myoelectric andmotor activity of the stomach, as
evaluated by electrogastrography and impedance gastrography is not
grossly disturbed by intra-abdominal surgery.

CONCLUSION

Out of a total of 50 patients, that were included in the study, 25 patients
were in the early enterally fed group (study group) and the remaining
25 patients were in the late enterally fed group (control group).In our
study, it was found that the incidence of paralytic ileus, wound
infection, wound dehiscence, and pain in post operative patients
undergoing major gastrointestinal surgeries, thereby reducing length
ofhospital stay was significantly less in the study group as compared to
the control group. The average length of hospital stay in the study
group was 6 days while that in the control 10 days and the results are
statistically significant.Finally,there was no death in both groups.From
the above results it is concluded that early feeding is feasible, safe and
well tolerated by patients undergoing gastro intestinal surgery. It is also
associated with very good postoperative outcome and early recovery
of'the patients.
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