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Abstract

Introduction: many factors can have a negative in-
fluence over surgical results, such as a compromised
nutritional status and the extension of the perioperative
fasting time.

Objective: to evaluate the influence of the nutritional
status and the perioperative fasting time over the occu-
rrence of surgical complications and over hospital stay,
in patients who have undergone surgery of the gastroin-
testinal tract and/or abdominal wall, and who were sub-
jected to a nutritional care protocol.

Methods: cohort study, conducted with 84 patients,
from June to November 2014. Data collection was perfor-
med by applying a structured questionnaire, search over
the records and medical and/or nutritional prescription.
Statistical analysis was performed using STATA/SE 12.0
and significance level of 5%.

Results: nutritional risk was present in 26.2%, and
from these 45.4% carried out preoperative nutritio-
nal therapy, having an average of 6.6+2.79 days. The
preoperative fasting was 4.5 (3.66; 5.50) hours and the
postoperative fasting 5.1 (2.5; 20.5) hours. No associa-
tions were found between the parameters for assessing
body composition and the presence of complications. A
negative correlation was observed between the length
of hospital stay and the BMI (p=0.017),while a positive
correlation was observed between weight loss and the
length of hospital stay (p=0.036). Patients with higher
postoperative fasting time had a higher occurrence of
complications (p=0.021).
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ESTADO NUTRICIONAL Y TIEMPO
DE AYUNO PERIOPERATORIO VERSUS
COMPLICACIONES Y TIEMPO DE
INTERNAMIENTO DE PACIENTES
QUIRURGICOS

Resumen

Introduccion: muchos factores pueden influir negati-
vamente en los resultados quiridrgicos, tales como el es-
tado nutricional deteriorado y la extension del tiempo de
ayuno perioperatorio.

Objetivo: evaluar la influencia del estado nutricional
y el tiempo de ayuno perioperatorio en la aparicion de
complicaciones quirtrgicas y la duracion de la estancia
hospitalaria en pacientes sometidos a cirugia del tracto
gastrointestinal y/o la pared abdominal, que fueron so-
metidos a protocolo de atencion nutricional.

Métodos: estudio de cohorte, realizado con 84 pacien-
tes, de junio a noviembre de 2014. La recoleccion de da-
tos se realiz6 mediante la aplicacion de un cuestionario
estructurado, bisqueda en los registros y prescripcién
médica y/o nutricional. Para el andlisis estadistico se uti-
lizé el programa STATA/SE 12.0 y se adopté el nivel de
significacion del 5%.

Resultados: el riesgo nutricional estuvo presente en
el 26,2% de los casos, y de estos el 45,4% realizaron
terapia nutricional preoperatoria, con una media de
6,6+2,79 dias. El ayuno preoperatorio fue de 4,5 (3,66;
5,50) horas y el ayuno postoperatorio fue de 5,1 (2,5; 20,5)
horas. No se encontraron asociaciones entre los parame-
tros para evaluar la composicion corporal y la presencia
de complicaciones. Se observé una correlacién negativa
entre la duracion de la estancia y el IMC (p=0,017), y
una correlacion positiva entre la pérdida de peso y el
tiempo de estancia hospitalaria (p=0,036). Los pacientes
con mayor tiempo de ayuno postoperatorio tuvieron una
mayor incidencia de complicaciones (p=0,021).



Conclusion: the compromised nutritional status and
the extension of perioperative fasting time are associated
with the occurrence of surgical complications and increa-
sed length of hospital stay.

(Nutr Hosp. 2015;32:878-887)
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Abbreviations

AC: Arm circumference.

BMI: Body mass index.

CAMA: Corrected arm muscle area.

IMIP: Instituto de Medicina Integral Prof. Fernando
Figueira.

MAMC: Mid-arm muscle circumference.

NRS 2002: Nutritional risk screening.

POD: Postoperative day.

SAH: Systemic arterial hypertension.

TSF: Triceps skinfold thickness.

WL: % of weight loss.

9%WL: % of weight loss.

Introduction

The nutritional status is one of the independent fac-
tors that most influences the postoperative results in
elective surgeries. In malnourished or at nutritional risk
patients, the organic response to surgical trauma has
greater repercussions and contributes negatively on the
surgical results'. According to the Brazilian Nutrition
Survey, nearly 48% of the hospitalized population in
Brazil has some degree of malnourishment?.

Among the main repercussions associated with mal-
nutrition, the more prominent are increased length of
hospital stay and higher percentage of hospital compli-
cations**,

In addition to malnutrition, a prolonged periopera-
tive fasting period contributes negatively to the posto-
perative recovery. The increase of counterregulatory
hormones and prolonged fasting associated to trauma,
provoke a greater production of inflammatory media-
tors that exacerbate the organic response with in nu-
merous effects, such as insulin resistance, muscle pro-
teolysis and lipolysis®.

Several factors contribute to the increase of the
preoperative fasting time, such as delays in the surgi-
cal ward, maximization of fasting by the patient and
changes in the scheduling of the surgery which make
the actual time of fasting at times much longer than that
prescribed. Therefore, the organic response to trauma
begins earlier, with this prolonged fasting®.

In order to reduce this surgical stress, a prospective
and randomized study showed that reducing the time

Conclusion: el mal estado nutricional y la extension
del tiempo de ayuno perioperatorio estian asociados a la
aparicion de complicaciones quirdrgicas y a una mayor
duracion de la estancia hospitalaria.

(Nutr Hosp. 2015;32:878-887)
DOI:10.3305/nh.2015.32.2.9245

Palabras clave: Estado nutricional. Ayuno. Duracion de la
estancia hospitalaria. Terapia nutricional. Complicaciones
postoperatorias.

of fasting with liquids containing carbohydrates, in the
preoperative period, does not result in increased risk
of morbidity associated with anesthesia’. On the other
hand, in the postoperative period, the evidence shows
that early refeeding, either by oral or enteral adminis-
tration, is safe and can be carried out between 12-24hs
in most surgeries’.

Given the above, the objective of this study was to
evaluate the influence of the nutritional status and the
perioperative fasting time, in the occurrence of surgi-
cal complications and length of hospital stay in patients
submitted to a nutrition care protocol.

Materials and methods

This was a cohort study conducted with 84 pa-
tients,all over 18 years of age, hospitalized for elective
surgery of the gastrointestinal tract and / or abdomi-
nal wall, from June to November 2014, in the general
surgery ward and surgical intensive care unit Instituto
de Medicina Integral Prof. Fernando Figueira (IMIP),
Recife/PE - Brazil.

The study excluded patients whose nutritional as-
sessment could not be carried out or who presented fac-
tors whichhid or could negatively influence the results,
such as pregnancy, treatment with radiation and / or
neoadjuvant chemotherapy, or completion of the eva-
luation in a period exceeding 72 hours from admission
into the hospital. Also excluded from the study were
patients admitted for rapproachment whose data was
already part of the research through collection in a pre-
vious hospitalization, patients with gastroesophageal
reflux disease, patients who had gastrointestinal tract
obstruction due to contraindication to shorten fasting,
or patients subjected to mechanical bowel cleansing for
possibly influencing the nutritional status.

Data collection was carried out by applying a struc-
tured questionnaire with direct questions to the patient
and / or companion, active search in the records and
medical and / or nutritional prescription. Demographic
anthropometric, clinical and nutritional care data were
collected in the perioperative period.

To assess nutritional risk the Nutritional risk scree-
ning (NRS 2002) was used, as is indicated for surgical
patients. The study considered as patients with indica-
tion of preoperative nutritional therapy those who pre-

Nutritional status and perioperative fasting
time versus complications and hospital
stay of surgical patient
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sented risk of malnutrition through the interpretation
of the score produced by this screening®. Those indi-
viduals, subjects of the research study, who had two or
more channels of access to therapy (oral + enteral or
enteral + parental, eg), were classified as mixed route.
For oral administration were used nutritional supple-
ment powder, sucrose-free, with fiber, added vitamins
and minerals, attending 30% of the nutritional needs.
Through a nasogastric tube, a polymeric, high-calorie
and high-protein formula was used, that was nutritio-
nally complete, hypo-osmolar, and free of sucrose, lac-
tose and gluten. The parenteral route used the system
3:1, the amino acid being at 10%, glucose at 50%, and
lipid emulsion at 20%, with added electrolyte solution,
vitamins and trace elements. Enteral diets and parente-
ral formulations were calculated according to the needs
of each patient’.

The anthropometric measurements collected were:
frequent weight, current weight, height, triceps skin-
fold thickness (TSF) and arm circumference (AC).
After this data the study calculated: body mass index
(BMI),% of weight loss (% WL), mid-arm muscle cir-
cumference (MAMC) and corrected arm muscle area
(CAMA).

The procedures described by Lohman et al. were
used to standardize the measurements, performed in
duplicate, using the arithmetic mean of the values. To
preserve data consistency, the study excluded the me-
asurements that showed difference of more than 100g
for weight and 0,5 cm for height'®. The anthropome-
tric assessment was carried out at admission into the
hospital or within 72h, exclusively in the preoperative
period.

The current weight and height were measured with
a digital scale (Welmy® make, model W300) with cou-
pled stadiometer, having capacity of up to 300 kg and
precision of 50g, positioned on a level surface. The
evaluation of weight loss was carried out by checking
the % WL obtained by the equation: [(normal weight
- current weight) / usual weight x 100], and classified
according to Blackburn & Bistrian, 1977".

The BMI was calculated by the ratio between weight
and height squared and classified according to the cri-
teria of the World Health Organization'? for adults, or
Lipschitz'® for the elderly. For the statistical analysis,
the patients were grouped into: malnourished, eutro-
phic and excess weight.

The TSF was measured with adipometer, Lange
Skinfold Calipe make, and the AC with an inelastic
metric tape of the same brand. The MAMC and CAMA
were obtained using the equations proposed by Gurney
and Jelliffe, 1973, and Heymsfield et al, 1982, respec-
tily'+15,

The data obtained from the evaluation parameters
of the body composition were compared with the re-
ference values of Frisancho and classified according to
Blackburn & Bristrian'®!”.

With respect to the clinical / surgical information,-
the study collected: diagnosis, comorbidities, surgical

procedure performed, surgical technique used (conven-
tional or laparoscopic), anesthetic technique (general,
regional or combined) and the average time of the pro-
cedure. The surgeries were classified in relation to sur-
gical size as: size I (operations involving the abdominal
wall and laparotomies without opening handles and /
or manipulation of bile ducts); and size II (operations
involving laparotomies with open handles and / or ma-
nipulation of the biliary tract)'®.

The perioperative fasting was quantified in hours,
being divided into pre and post-operative fasting. The
abbreviation of preoperative fasting was carried outfo-
llowing the multimodal care protocols, offering a so-
lution based on complex carbohydrate at 12,5% in the
volume of 200 ml, up to two hours before anesthetic
induction'®.

The preoperative fasting time was calculated as the
difference between the time of anesthesia induction
and the time at which the solution was ingested. The
postoperative fasting time was determined by the di-
fference between the time the surgery ended and the
time the patient received the first meal. The return and
progression of the diet were carried out according to
the surgical procedure, these being defined according
to the perioperative nutritional care protocol elabora-
ted by the service. The summary of the protocol can be
seen in table L.

The gastrointestinal symptoms evaluated in the
postoperative period were: the incidence of nausea,
vomiting, abdominal distention, diarrhea and constipa-
tion reported by the patient and / or medical staff. Also,
postoperative complications occurring within 30 days
after the surgical procedure were evaluated, these be-
ing: surgical wound infection, anastomotic dehiscence,
abdominal abscess, reapproachment, re-admission into
the hospital, fistula, flanges, bowel obstruction, hernia
and / or others.

The postoperative hospital stay (in days) was calcu-
lated as the difference between hospital discharge date
and the date of surgery. The clinical result was stratified
as discharged or death.

Data analysis was performed using STATA / SE
Software 12.0 and Excel 2007. All tests used the 95%
confidence interval. To evaluate the distribution of
normality of the quantitative variables the Kolmogo-
rov-Smirnov test was used. To verify the existence of
association between categorical variables, the Fisher’s
exact test was used.

To compare data between two groups, when in nor-
mal distribution the “t” Student test was used, and when
it was not normal the Mann-Whitney test was used. To
verify the existence of correlation between non-normal
variables Spearman’s correlation was used.

The results were presented in tables with their res-
pective absolute and relative frequencies. The nume-
rical variables were presented as measurements of
central tendency and measurements of dispersion. The
value of 5% (p<0.05) was adopted to reject the null
hypothesis.
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Table I
Nutritional conduct used in the perioperative per

iod of patients submitted to surgery of the

gastrointestinal tract and/or abdominal wall, in the period from June to November of 2014, IMIP/PE, Brazil

Preoperative Surgeries Immediate Postoperative Dietetic Evolution
Hernia surgery Liquid d1eF orally after anes- According to acceptance, on the same day.
thetic recovery.
Orally liquid diet after reco- Pasty without fat ora}lly, if w1t_h good tolerance,
Cholecystectomy . progress to soft consistency without fat orally at
very from anesthesia.
the next meal.
2nd POD - pasty diet without sucrose orally.
3rd POD - soft diet without sucrose orally.
_ It postoperative day (POD) The' progress of the d.zet must be ca{‘rz'ed out
Partial gastrectomy LT considering the capacity of the remaining sto-
- Liquid Diet orally. * e .
mach. * Lactose restriction can be carried out
if the patient presents an adverse reaction after
exposure.
2nd POD - Volume Progression of the nasoente-
ric probe transanastomtic .
3rd POD - nasoenteric probe transanastomtic +
Start test liquid diet without lactose and sucrose
orally*.
. Ist POD - 4 ° POD - Diet of nasoenteric probe transanasto-
Fasting of 6 . . . . R
. Total gastrectomy nasoenteric probe motic + Progression of diet orally, to total liquid,
hours for solids . -
transanastomotic. without lactose and sucrose.

and ingestion of
drinks containing
carbohydratesat a
concentration of
12.5%, two hours
before induction

5 ° POD - Withdrawal of nasoenteric probe
transanastomotic + Progression of diet orally to
pasty without lactose and sucrose.

“The restart of the diet orally may vary between
the third and fifth postoperative day.

of anesthesia

Gastroplast .
oplasty test without sucro.

1st POD - Start liquid diet

2nd POD - Full Liquid Diet without sucrose

se orally orally.

1st DPO -
nasoenteric probe
transanastomtic.

Whipple Surgery

2nd POD - Volume Progression of the transanas-
tomotic SNE.
3rd POD - nasoenteric probe transanastomotic+
Start test liquid diet without sucrose orally *.
4th POD - nasoenteric probe transanastomotic
+ diet progression orally to total liquid without
sucrose.
5th POD - nasoenteric probe transanastomotic+-
diet progression orally to pasty without sucrose.
6th POD - Withdrawal of nasoenteric probe
transanastomotic+ diet progression orally to mild
without sucrose.
“The restart of the diet orally may vary between
the third and fifth postoperative day.

The beginning of the diet will

be carried out accor
surgeries carried o

Laparotomy explore

The progression of the diet will be performed

ding to the according to the protocol of the above surgeries.

ut above.

This research project was approved by the Ethics
Committee of Research on Human Beings of IMIP,
under CAEE 24219213.5.0000.5201. The patients who
agreed to participate were informed of the study objec-
tives and the methods to be adopted, and they signed a
free and informed consent form containing this infor-
mation.

Results

The study approached 159 patients, however, 41 did
not meet the inclusion criteria, seven refused to partici-
pate, 10 did not reduce their fasting, 5 did not undergo
surgery of the gastrointestinal tract / abdominal wall,
and 12 had their surgeries canceled, thus all of these

Nutritional status and perioperative fasting
time versus complications and hospital
stay of surgical patient
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Table II
Type and size of the surgery in patients submitted to surgery of the gastrointestinal tract and / or abdominal wall, in the
period from June to November 2014, IMIP / PE, Brazil.

Type of Surgery N %
Size 1
Cholecystectomy 28 33,4
Hernia repair 17 20,2
Operation without anastomosis * 8 9,5
Total 53 63,1
Size Il
Colorectal surgery ** 15 17,8
Biliary-enteric bypass 6 7,1
Obesity surgery 5 6,0
Whipple Surgery 2 2.4
Gastrectomy *** 2 2.4
Laparotomy Explorer 1 1,2
Total 31 36,9
Total 84 100,0

* splenectomy, pancreatectomy, segmental hepatectomy, ostomy; ** rectosigmoidectomy, hemicolectomy, transit reconstruction;

##% total and partial.

Table I1I
Pre- and postoperative fasting time in patients submitted to surgery of the gastrointestinal tract and / or abdominal wall,
from June to November 2014, IMIP /| PE, Brazil.

Variable Median (Q1;03)/
Average+DP

Preoperative Fasting

Total 4,5 (3,6;5.,5) 334

Size | 4,3(3,6;5,5) 20,2

Size II 48+20 9,5
Postoperative Fasting

Total 5,1(2,5; 20,5) 17,8

Size | 3,0 (2,0;6,7) 7,1

Size II 19,7(13,7; 24,1) 6,0

were excluded from the study. The final sample con-
sisted of 84 patients with an average age of 49,6 + 16,4
years, the majority being adults (72,6%) and female
(60,7%).

Approximately 26,0% of the evaluated patients had
indication for preoperative nutritional therapy accor-
ding to NRS 2002. From these, 45,4% carried it out,
with the oral administration manner (80%) being the
most used. The average time for nutritional therapy
was 6,6 = 2,7 days.

The mean BMI was 28,6 + 6,2 kg/m?, this being
the highest percentage of excess weight (70,2%). In
relation to weight loss, 21,4% presented severe weight
loss, the average % WL being 11,4 + 7,2%. In the as-
sessment of body composition, 10,7%, 21,4%, 42,9%
and 44,0% were considered malnourished, when as-
sessed by the TSF, AC, MAMC and CAMA, respec-
tively.

The most common diagnoses were for benign disea-
se of the biliary tracts (38%) and neoplastic diseases

882 Nutr Hosp. 2015;32(2):878-887

Ana Carolina Ribeiro de Amorim et al.



(27,4%). Regarding the presence of comorbidities,
systemic arterial hypertension (SAH) was the most
prevalent (63,8%).

The anesthetic technique most used was the general
one 45,2%, followed by combined anesthesia (general
+ regional) with 31%. The surgical procedures per-
formed are shown in table II. Laparotomy surgerywas
performed in 66,7% of patients. The average operating
time was 2,3 + 1,5 hours, the minimum time being of
one hour and the maximum of up to eight hours.

The time for total pre-and postoperative fasting an-
dby surgical size can be seen in table III.

Adverse gastrointestinal symptoms were seen in
33,3% of the sample, nausea (23,8%) and vomiting
(21,4%) being the most reported. Postoperative com-
plications were observed in a small group of patients,
and rapprochement (4,8%) and readmission into the
hospital (4,8%) were the most frequent. The mean
postoperative hospitalization time was of 3,0 + 3,3
days. The resultfor all patients included in the study
was their discharge.

No associations were found between the nutritional
parameters and the occurrence of postoperative com-
plications as demonstrated in table IV.

When comparing the mean BMI (30,7 + 5,2 kg/m?
vs 28,4 + 6,3 kg/m?* p= 0,322) and %WL (10,0 + 3,6%
vs 11,6 +7,7%; p=0,422) of patients who had postope-
rative complications and those who did not, significant
differences were not seen.

A negative correlation was found between BMI and
the length of hospital stay (-0,261; p=0,017), and a po-
sitive correlation was found between % WL and length
of hospital stay (0,321; p=0,036).

There was no statistical difference between the
preoperative fasting time of patients with and without
postoperative complications, these being 4,3 + 1,0
hours and 4,8 + 1,9 hours, respectively (p=0,550). The
median postoperative fasting time was higher in pa-
tients who had complications when compared to tho-
se without [19,5 (13,3; 23,8) vs 4,46 (2,3; 19,9 hours;
p=0,021].

There was a negative correlation between preope-
rative fasting time and the time of admission into the
hospital, as well as a positive correlation between the
postoperative fasting time of surgeries sizes I and II,
and the length of hospital stay. This data is presented
in table V.

Discussion

Scientific evidence shows that the compromised
nutritional status and the extension of perioperative
fasting time of patients exacerbate the inflammatory
response, contributing negatively to the postoperative
recovery. Therefore, it is essential to use measures that
can improve the metabolic response to trauma, which
justifies the use of multimodal protocols. Among the
many suggestions, these protocols call for greater at-

tention to perioperative nutritional care, indicating
nutritional therapy and the reduction of preoperative
fasting time, as well as the early return to the diet in
the postoperative period'®.

In this study, the average age was similar to that
found by Machado et al.'?, and there was a majority of
females, suggesting a greater concern of this popula-
tion in seeking the health services®.

The NRS 2002 noted a higher nutritional risk to that
found in a Pakistani study which showed a percentage
of 22,5%*', possibly due to differences of populations
and of access to health services. It is important to use
nutritional screening tools in order to detect patients
for preoperative nutritional therapy, since the impaired
nutritional status may negatively influence the reco-
very of surgical patients®.

However, not all patients indicated for preoperative
nutritional therapy performed it. This can be justified
by the late admission to the ward — held just the day
before surgery — the progression of the disease and the
need for fast intervention, as well as the unavailability
of beds to carry it out.

Nutritional therapy by oral administration was the
most widely used, since during the nutritional history
of patients they reported ingestion of 50 to 75% of nu-
tritional needs’. The average length of nutritional the-
rapy was lower than that recommended by ESPEN?,
however, new studies have demonstrated effectiveness
with duration periods between five and seven days®.

As for the anthropometric parameters, the average
BMI observed in this population noted a higher per-
centage of excess weight. In a recent study carried out
with cholecystectomized patients submitted to reduced
fasting protocols, 100% of patients had excess wei-
ght*. These findings corroborate with the increase in
overweight / obesity seen in the Brazilian population®.
According to the TSF, AC and % WL, the classification
of malnutrition was higher than that found by Nunes
et al., 2014. This finding demonstrates that the use of
isolated methods for anthropometric evaluation, may
not predict a compromised nutritional status®. This de-
monstrates the importance of using different methods
of assessment of the nutritional status,as this reduces
the likelihood of errors caused by the use of isolated
methods.

Among the main diagnoses, benign biliary tract di-
sease was the most prevalent. This finding corrobora-
tes with the data of Datasus who found that in Brazil,
cholelithiasis is the most common abdominal surgical
disease among the elderly, thus demonstrating the pre-
valence of this disease in surgical wards?’. The diag-
nosis of neoplastic diseases also presented a high per-
centage in this study, however, this data is lower than
that found in another study with patients submitted to
abdominal surgery®. This finding can be explained by
the fact that patients who were submitted to neoadju-
vant antineoplastic treatments had been excluded from
the study, as radio and / or chemotherapy may influen-
ce the nutritional status.

Nutritional status and perioperative fasting
time versus complications and hospital
stay of surgical patient
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Table IV
Pre- and postoperative fasting time in patients submitted to surgery of the gastrointestinal tract and / or abdominal wall,
from June to November 2014, IMIP /| PE, Brazil.

Postoperative Complications

Variables Yes No Total p- value
N % N % N %
NRS 2002
Without Risk 5 62,5 57 75,0 62 73,8
With Risk 3 37.5 19 25,0 22 26,2 0,426 *
Total 8 100,0 76 100,0 84 100,0
WL
Yes 2 25,0 16 21,1 18 21,4
No 6 75,0 60 78,9 66 78,6 0,678 *
Total 8 100,0 76 100,0 84 100,0
BMI
Desnutrition 0 0,0 2 2,6 2 2.4
Eutrophia 1 12,5 22 28,9 23 274
Excess weight 7 87.5 52 68,5 59 70,2 0357
Total 8 100,0 76 100,0 84 100,0
AC
Desnutrition 2 28,6 16 22,5 18 23,1
Eutrophia 2 28,6 38 53,6 40 51,3
Excess weight 3 428 17 239 20 25,6 04407
Total 7 100,0 71 100,0 78 100,0
TSF
Desnutrition 0 0,0 9 134 9 12,3
Eutrophia 1 16,7 9 134 10 13,7
Excess weight 5 83,3 49 73,2 54 74,0 1000
Total 6 100,0 67 100,0 73 100,0
MAMC
Desnutrition 2 33,3 34 50,8 36 49,3
Eutrophia 4 66,7 26 38,8 30 41,1
Excess weight 0 0,0 7 10,4 7 9,6 1000
Total 6 100,0 67 100,0 73 100,0
CAMA
Normal 3 50,0 33 49,3 36 49.3
Desnutrition 3 50,0 34 50,7 37 50.7 1,000 *
Total 6 100,0 67 100,0 73 100.0

(*)Fisher’s ExatTest
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Table V
Correlation between perioperative fasting time and time of hospital stay of patients submitted to surgery of the
gastrointestinal tract and / or abdominal wall, from June to November 2014, IMIP / PE, Brazil.

Variables Time of Hospital Stay p-value
Preoperative Fasting
Size 1 (n=53) 0,169 0,226*
Size 2 (n=31) -0,359 0,047*
Postoperative Fasting
Size 1 (n=53) 0,169 0,226*
Size 2 (n=31) -0,359 0,047*

(*) Spearman’s CorrelationTest

More than half of the studied population presented
some type of comorbidity, SAH being the most preva-
lent. These findings corroborate with the study of Peres
et al.”®, conducted in 2014, which found 79,1% of as-
sociated comorbidities, with higher frequency of SAH.

The study found a higher percentual of size I surge-
ries,a similar result to another study carried out inpa-
tients submitted to a multimodal protocol'®, possibly
because it is an improbable sample for convenience of
patients who met the eligibility criteria.

The preoperative fasting time was lower than that
recommended in hospitals that use traditional conduc-
tand hospitals that adopt an abbreviation protocol, as a
multicentric study conducted in Brazil noted a preope-
rative fasting time of 8 hours®. Scientific evidence
supports the innumerous benefits of offering clear li-
quids or drinks containing added carbohydrate, up to
two hours before the induction of anesthesia'®.

Data about the preoperative fasting time evaluated
by surgical size are scarce in the literature. Aguilar et
al, evaluating the preoperative fasting time in patients
submitted tosize II surgery, found median of 9 (3 -20)
hours, which is higher than that found in this study!®.
The general surgery service of the referred institution,
prioritizes patients of size II surgeries and/or carriers
of neoplasia to be operated first, reducing in this man-
ner the preoperative fasting time.

Regarding the early return of the diet, it is safe and
can be carried out without concern of risk for anas-
tomotic leakage, which is usually the greatest cause
of concern among surgeons. Despite clear evidence,
retrograde conduct is still held. In this studythe rein-
troduction of the diet,of most patients, was carried out
immediately after the anesthetic effect in size lopera-
tions, and between 12 and 24 hours for patients who
carried out sized II surgery. This data corroborates
with the literature, which supports the early return of
feeding, benefiting the patient withthe return of bowel
function and an improved sense of well-being’.

The study found a lower frequency of gastrointes-
tinal symptoms in relation to a study carried out by
Aguilar et al. in 2007, with cholecystectomized pa-

tients submitted to a preoperative reduced fasting
protocol. The offer of drinks containing carbohydra-
te prior to surgery also contributes to the reduction of
gastrointestinal symptoms and is associated with shor-
ter hospital stay?'.

In this study, there was a low rate of postoperati-
ve complications, especially of readmissions and re-
approachments. This demonstrates that patients who
carry out reduced fasting, are better prepared physio-
logically and therefore leave the hospital more quickly
without the need for readmission®.

The length of hospital stay observed in this study
corroborated with the data found by Larson et al. There
was a decrease in postoperative hospital stay, proving
the benefits of implanting multimodal protocols®.

All patients in this study had a positive result (dis-
charge), similar to what was reported by Renet al.*
No association was observed between the parameters
for assessing body composition and the presence of
postoperative complications. However, Nunes et al.
found a positive association between the malnutrition
diagnosed by the AC and the presence of postoperati-
ve complications®. This can be explained by the lower
percentage of postoperative complications found in
this study.

There was a negative correlation between BMI and
hospital stay, demonstrating that the lower the BMI,
the greater the length of hospital stay. In addition, a
positive correlation was observed between % WL and
hospitalization time, that is, the higher the % WL, the
greater the length of hospital stay. Nunes et al. found
no association between nutritional status, classified
according to the BMI, and the length of hospital stay,
however, the patients with severe weight loss remai-
ned hospitalized for a longer period of time*.

The median of the postoperative fasting time of
patients who suffered complications was statistically
higher to those who showed no postoperative compli-
cations. On the other hand, there was no association
between preoperative fasting time and the presence of
complications. Aguilar-Nascimento et al. found lower
rates of postoperative complications after the implan-
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tation of the ACERTO project'®. The findings of this
study differ from current evidence, possibly due to the
small number of patients with postoperative compli-
cations.

In a recent systematic review, lower risk of compli-
cations and reduced length of hospital stay was obser-
ved in patients submitted to multimodal protocols with
reduced perioperative fasting time.*> In the present
study, regardless of surgical size, the shorter the time
of postoperative fasting, the lower the length of hospi-
tal stay. However, there was no significant correlation
between preoperative fasting time of size I surgeries
and the length of hospital stay. On the other hand, for
patients who carried outsize II surgery, the lower the
preoperative fasting time, the greater the length of hos-
pital stay. These findings differ from the literature and
can be justified by the small sizeof the sample.

Conclusion

The compromised nutritional status of patients and
the extension of the postoperative fasting time increa-
ses the length of hospital stay,of patients submitted to
elective surgery of the gastrointestinal tract and ab-
dominal wall. Moreover, the extension of postopera-
tive fasting time is associated with a higher number
of postoperative complications in these patients. Thus,
the use of routines to help in the nutritional care of the
patient must be employed in order to minimize the ne-
gative effects of his/her impaired nutritional status and
of an extended fasting time,to accelerate postoperative
recovery.
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