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Abstract 

Introduction:  Nutritional support plays important role in wound healing and postoperative recovery. A poor 

nutritional status is strongly associated with delayed wound healing and longer hospital stays after surgery. 

After emergency gastrointestinal (GI) surgery, nutritional status is impaired and basal energy expenditure is 

raised, and thus, nutritional support is of considerable importance Early enteral feeding is one of the 

fundamental options for preventing postoperative complications and duration of hospital stay in gastrointestinal 

surgeries. Paralytic ileus wound infection, the anastomotic leak is a common complication in major 

gastrointestinal surgeries.  

Aim Of The Study: to compare the outcome of early feeding vs routine delayed oral feeding after 

gastrointestinal surgeries.  

Methods: The study included 60 cases those who all undergone gastrointestinal surgeries in government 

medical college Vellore in the year – May 2018 to July 2019, then randomized to 2 groups, GROUP A – cases 

who are all undergone early enteral feeding (within 48hrs), GROUP B – controls who are all undergone routine 

delayed enteral feedings (after 48-72hrs). a postoperative complication is monitored in all patients.  

Results: The mean preoperative hemoglobin among the cases in the study group was 12.g%. On a postoperative 

day 1, it was 12.6g%, but levels increased to 13.1g% by postoperative day 7. But in the control group, the mean 

preoperative hemoglobin was 12.6g%, on a postoperative day 1 was 12.2g% and by postoperative day 7 was 

12g%. This is statistically not significant as the p-value is 0.022 on postoperative day 7. The preoperative Sr. 

albumin levels among the patients started on early feeding were 3.492g/dl. On postoperative day 1 the same was 

3.628g/dl and by postoperative day 7, it was 3.992g/dl.  among the control cases the mean preoperative Sr. 

albumin levels was 3.308g/dl. On postoperative day 1 it was 3.156g/dl and by postoperative day 7, it was 

2.984g/dl. This is statistically significant as the p-value is <0.001. This signifies the advantage of starting early 

enteral feeding to maintain the nutritional status of the post-operative patient. The mean number of days of 

paralytic ileus among cases started on early feeding in the study group was 2.2 days while it was 4.04 days 

among the cases started on the late feeding in the control group. Since the p-value is <0.001 the difference is 

statistically significant. Wound infection as 3 (12%) among 25 cases developed an infection. Whereas in the 

control group were late feeding 5 (20%) of the patients developed an infection of the surgical site. This 

difference is statistically not significant as the p-value is 0.44.   

Conclusion: Nutritional status of the patient clinically and biochemically is better in early feeding. Duration of 

paralytic ileus is lesser in early feeding. The rate of surgical site infections risk is very less in early feeding. 

Anastomotic leak rate relatively less among early feeding patients. Duration of hospital stay is lesser in early 
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feeding. This study clearly shows the advantages of starting enteral feeding in patients undergoing 

gastrointestinal surgeries over delayed enteral feeding. 

 

Keywords: Enteral Feeding, Post Operative Complications, Healing Process 
 

Introduction 

Nutritional support plays important role in wound 

healing and postoperative recovery. A poor 

nutritional status is strongly associated with delayed 

wound healing and longer hospital stays after 

surgery.[1] After emergency gastrointestinal (GI) 

surgery, nutritional status is impaired and basal 

energy expenditure is raised, and thus, nutritional 

support is of considerable importance. Several reports 

have emphasized that early enteral feeding should be 

started as soon as possible after resuscitation because 

the immunomodulatory effect of enteral feeding 

could assist recovery. The gut secretes and reabsorbs 

about 7 liters of fluid per day irrespective of oral 

intake, so giving rest to the gut and protecting the 

anastomotic site is based on a false notion. [2]Gut 

recovers from dysmotility within 24-48hrs in case of 

stomach and colon while 4-6 hrs in case of the small 

bowel. So early enteral feeding prevents translocation 

of bacteria or viruses by maintaining the integrity of 

gut mucosa which may become atrophied if the gut 

remains in rest for 5 days. Many patients remain 

malnourished before the operation, they are 

predisposed to more postoperative complications. 

Starvation reduces collagen content in s ar tissue and 

diminishes the quality of healing whereas feeding 

reverses mucosal atrophy induced by starvation and 

increases anastomotic collagen deposition and 

strength.[3] Based on the above ideas, this study was 

to evaluate the efficacy of early enteral feeding in 

patients undergoing bowel anastomosis.  Patients 

who undergo emergency GI surgery have an 

edematous or ischemic bowel and are at high risk of 

postoperative complications, such as ileus, 

obstruction. For these reasons, the majority of 

surgeons are wary of early feeding after emergency 

GI surgery.[4] Relatively few reports have been 

issued on the safety of early feeding after emergency 

GI surgery. Thus, this study is undertaken to assess 

the feasibility of early feeding in patients after 

emergency GI surgery.[5] 

Methods 

The study included 60 cases those who all undergone 

gastrointestinal surgeries in government medical 

college Vellore in the year – May 2018 to July 2019, 

then randomized to 2 groups, GROUP A – cases who 

are all undergone early enteral feeding (within 

48hrs), GROUP B – controls who are all undergone 

routine delayed enteral feedings (after 48-72hrs). a 

postoperative complication is monitored in all 

patients. inclusion criteria: All Patients undergoing 

emergency gastrointestinal surgeries in acute 

abdomen within 24 hours.Exclusion Criteria: Patients 

with severe shock. Patients managed in ICU for more 

than 2 days postoperatively. Patients requiring bowel 

resection and anastomosis. All patients in the general 

surgical ward undergoing emergency gastrointestinal 

surgeries in acute abdomen within 24 hours under 

criteria will be subjected to 2 groups. Group 1 getting 

early enteral feeding(E group) by oral or nasogastric 

24 to 48 hrs after surgery(POD - 2) and group 2 

getting late enteral feeding(L group)(more than 48 

hrs). After that patient is followed up closely for 

various complications namely wound infections, 

pulmonary complications, and post-op ileus along 

with the duration of hospital stay. Tender coconut 

water/fruit juices(carbohydrate drinks)+protein 

powder solution in 2:1 ratio. Patients were started on 

500mL of the above-mentioned feed within the first 

48 hours and the feeds increased by 500mL 

incrementally on each consecutive post-operative 

day. 

Stastical Analysis: All the data were subjected to 

statistical analysis using Statistical Package for 

Social Sciences (SPSS), version 15. Independent t-

test for statistical analysis. P-value < 0.05 was 

considered as statistically significant and P < 0.001 as 

highly significant. 

Observations And Results 
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Table :1 Case Distribution 

 

DIAGNOSIS 

 

CASES 

 

CONTROL 

SIGMOID VOLVULUS 2 2 

EARLY DUODENAL PERFORATION 12 12 

SUB ACUTE INTESTINAL OBSTRUCTION 12 10 

LARGE BOWEL GROWTH 4 6 

TOTAL 30 30 

Table :1 Among the cases admitted and underwent emergency laparotomy, the most common case operated was 

early duodenal perforation. 

Table :2 Wound Infections 

WOUND INFECTION CASE CONTROL 

YES 3 9 

NO 27 21 

Total 30 30 

 

Table:2 In case group 3 patients developed wound infection with discharge (2 cases on POD 3 and one case on 

POD 5) of which 2 cases developed wound gaping and needed secondary suturing control group 9 patients 

developed wound infection with discharge (3 cases on POD 2 and 3 cases on POD 3) Another 3 cases 

developed wound gaping and needed secondary suturing. The rates of wound infections were significantly 

lower in the case group when compared to the control group (p=0.0213). The incidence of postoperative ileus 

was significantly lower in the case group when compared to the control group (p=0.049) 

Table :3 Pulmonary Complications 

Table :3 The pulmonary complications were significantly lower in the case group when compared to the 

control group (P= 0.028). 

Table:4 Length Of Hospital Stay (Los) 

LOS CASE CONTROL 

<10 24 15 

PULMONARY COMPLICATION CASE CONTROL 

PNEUMONIA 0 4 

ATELECTASIS 2 2 

PULMONARY EDEMA 1 2 

PLEURAL EFFUSION 0 2 

TOTAL 3 10 
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11 - 25 6 13 

26 - 40 0 0 

>40 0 2 

Total 30 30 

Table:4 The length of hospital stay is significantly lower in the case group as a result of a significant reduction 

in the rate of complications like pulmonary complications wound infections and postoperative ileus. (p=0.014) 

Discussion 

For a long time, the functional status of the 

gastrointestinal tract was assessed in the surgical 

wards by the onset of bowel movements. The 

traditional teaching was “don’t flog the tired horse”; 

comparing the adynamic bowel to an overworked 

stressed horse. [7]As long as the paralytic ileus 

persisted and the patient had not passed flatus, it was 

considered ideal to keep him nil by mouth. But this 

concept, like several others in the management of 

patients with acute pancreatitis and those in the 

postoperative period, is more empirical than 

evidence-based. [8] The traditional method of 

initiation of enteral nutrition was to begin when the 

bowel movements have started or the patient had 

passed flatus. Patients were maintained on dextrose-

containing IV fluids and kept NPO for up to 7 days 

until evidence of bowel function returned. But, 

collective data suggest that the presence of bowel 

sounds and the passage of flatus or stool are not 

absolute prerequisites for initiation of enteral 

nutrition. In fact in this study, the mean return of 

bowel sounds in the test group undergoing GIT 

surgeries was 2.32 days (control group - 3.4 days) 

while among the patients with acute pancreatitis it 

was 1.8 days (control group - 2.9 days), both 

achieved statistical significance.[9]  This brings us to 

a causality dilemma - “which situation leads one to 

the other? Should enteral feeding be delayed until the 

bowel starts functioning or does early feeding cause 

the bowel to resume its function normally?.” Clearly, 

the results in the study show that early enteral 

feeding. In this study, 60 patients (30 cases and 30 

controls) who underwent emergency gastrointestinal 

surgeries in acute abdomen presenting within 24 

hours were studied postoperatively. In the control 

group oral feeding was started according to the 

standard practice of Appearance of bowel sounds, 

Ryles tube aspirate less than 150ml, [0] In the study 

group early enteral feeding was started within 

48hours by oral or via Ryles tube. In our study, as we 

have seen the most common case operated was Early 

duodenal perforation. (40 % ) in case and control 

group.[11]In this case, group wound infection was 

also significantly lesser (p=0.0213) which gives 

results as same as that of study by Moore et al Annals 

of surgery 1992;216:172-83. Postoperative ileus was 

significantly lesser (p=0.049) in patients who were 

given early enteral feeding which was consistent with 

the study by Knaus et. al,[12]The follow up of the 

patients revealed that the rates of pulmonary 

complications like pneumonia, atelectasis, pleural 

effusions were found to be significantly more in the 

control group who were kept in starvation for around 

6 days with parenteral fluids only and with no 

immunomodulatory effects of nutrition. 

(p=0.028).This finding was consistent with the study 

by Malhotra Aet. al.Compiling the results of the 

above complications the length of hospital stay 

among the case group was also significantly low. 

(p=0.014) [13,14,15] 

Conclusion 

In this study, we have documented and analyzed 

cases of patients undergoing emergency 

gastrointestinal surgeries and studied the outcome of 

early enteral feeding versus late enteral feeding in 

such patients. The postoperative follow-up and 

documentation of various complications in the 

postoperative period were noted and statistically 

analyzed comparing the case and control group. In 

conclusion, we infer that. Early enteral feeding is 

feasible in patients undergoing emergency 

gastrointestinal surgeries post-operatively. The rates 

of complications like pulmonary complications 

wound infections and ileus in post-operative patients 

is found to be significantly lower in the Early enteral 

feeding group. The length of hospital stay in patients 

started on early enteral feeds was significantly lower. 
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