
Postoperative Outcome of  Early Oral
Feeding Following Elective Colonic

Anastomosis

INTRODUCTION:
Nutrition has always played a major role in a
successful gut anastomosis. There is traditional
practice to delay oral intake because of fear of
postoperative ileus. Feeding is started when there
is evidence of bowel function such as the passage
of flatus or bowel movements. It was feared that due
to early feeding, nausea and vomiting would lead to
wound breakdown, aspirat ion pneumonia or
anastomotic complications.1 The delay in starting
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feeding has now been questioned because many
studies suggest that ealy feeding is well tolerated.2

Initially ealry feeding was demonstrated to be safe
and effective in pateints undergoing laparoscopy
assisted colectomy which resulted in shortened
hospital stay.3,4 In last decade, studies revealed that
early feeding was safe and not damaging to the
anastomosis. Recent evidence however seems to
indicate that immediate postoperative feeding is
actually feasible and safe after laparoscopic surgery
or laparotomy including gastrointestinal surgery.5,6

Early entral feeding in surgical patients has the
advantage of reducing septic complications and
overall morbidity when compared with parenteral
nutrition.7,8 Kehlet H and his colleagues have
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Early oral feeding after colonic surgery was safe and well tolerated by majority of the patients.

Preoperative evaluation included history, physical examination and base line investigations.
A limited bowel preparation was done in all the patients. Postoperatively 10-60 ml of sips
were allowed 3 hourly after recovery from anesthesia. Free oral fluid intake was allowed
on postoperative day-1, semisolids on day-2 and 3 as tolerated and full oral diet allowed
on day-4. In case of two episodes of vomiting and absence of bowel sounds, patients were
kept nil by mouth and nasogastric tube was placed.

To assess the safety of early oral feeding after colonic anastomosis.

Out of total 101 patients, 77 (76.24%) were males and 24 (13.76%) females (M:F 3.2:1).
The age range was from 25 year to 77 year with mean age of 49.5+2.3 year.  The time of
passge of first flatus was 2 to 6 days (mean 2.4 days), and the time of first passage of
stool was 4-9 days (mean 4.6 days). Twenty two (21.78%) patients did not tolerate feeding.
They developed vomiting and abdominal distension. Postoperative complications included
wound infection (7.92%), electrolyte imbalance (4.95%), respiratory tract infection and
aspiration pneumonia (5.94%), anastomotic leaks (0.99%) and wound dehiscence (1.98%).
The hospital stay was 3-8 days (mean 5.4 days).
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demonstrated that a postoperative stay  of 2-3
days following colonic surgery may be achieved
without increase in complication rate. This is done
by using a combination of preoperative patient
information, avoidance of fluid overload, use of
epidural catheter, postoperative analgesia, early
feeding and ambulation.9,10  Trials with gyneacological
oncology patients have also found tolerence of
accelerated postoperative feeding.11 The aim of this
study was to assess the safety of early feeding
follwing colonic anatomosis.

METHODOLOGY:
This  study was conducted from september 2009
to April 2011, at Surgical “D” unit, Lady Reading
Hospital Peshawar. A total of 101 patients were
included. They were admitted through OPD.
Preoperative evalution included history, physical
examination and base line investigations including
full blood count, blood urea, blood sugar, serum
electrolytes, x-ray chest  and ECG to assess their
fitness for the general anesthesia. Abdominal
ultrasound, CT scan and barium enema/distal
loopogram were also done to exclude recurrence
or residual disease and to demonstrate  patency of
distal bowel.

A limited bowel preparation was done in all the
patients in the form of a phosphate enema per
rectally and through stoma two hours before surgery
to decrease the bulk of stool and to evacuate the
barium in the distal loop. Postoperatively  10-60 ml
of sips were allowed after complete recovery from
general anestheasia. Free fluids were allowed on
1st postoperative day, semisolids on 2nd and 3rd
day as tolerated (indicated by the absence of
vomiting and abdominal distension). Patients were
allowed full oral diet on 4th postoperative day with
the advice of taking small  frequent meals.
Patients were monitored for vomiting, abdominal
distension and duration of ileus, tolerence of regular

diet, hospital stay and complications. In case of two
episodes of vomiting and absence of bowel sounds,
patients were kept fasting and nasogastric tube was
inserted.They were treated conservatively til l
vomiting subsided, bowel sounds reappeard and
abdominal distension settled down. Patients were
discharged from hospital when they were tolerating
oral fluids and diet and were fully mobilized. All
patients were advised to visit OPD after 10 days for
general assessment and removal of stitches. Data
was collected and analysed through SPSS version
10.

RESULTS:
Out of total 101 patients, 77 (76.24%) were males
and 24 (13.76%) females with M:F of 3.2:1. The age
range was 25 year to 77 year with mean age of
49.5+2.4 year. The time of passge of first flatus
ranged from 2 to 6 days (mean 2.4 days) and the
time of first passage of stool ranged from 4-9 days
(mean 4.6 days).

Twenty two (21.78%) patients did not tolerate feeding
and developed vomiting and abdominal distension.
These patients were treated conservatively with
intravenous (I/V) f luids and maintenance of
electrolyte balance. Three (2.97%) patients were
readmitted, 02 (01.98%) due to abdominal distension
and vomiting and  one (0.99%) due  to anastomotic
leakage. Two (01.98%) patients with vomiting and
distension were kept nil per orum, nasogastric tube
placment and I/V fluids started. Both of them settled
down within 24-48 hours. One (0.99%) patient with
anasntomotic leak was reexplored, peritonal lavage
done and stoma was brought out.

Superficial wound infection occured in 08 (7.92%)
cases which were treated with drainage of pus, local
antispetic dressing and antibiotics. Five (4.95%)
patients had electrolyte imbalance with resultant

97Journal of Surgery Pakistan (International) 19 (3) July - September  2014

Table  I: Postoperative Complications (n=101)

Complication No. of patients Percentage

Vomiting 15 14.85%

Abdominal Distension 09 08.91%

Anastomotic Leak 01 0.99%

Wound Infection 08 07.92%

Electrolyte Imbalance 05 04.95%

RTI/Aspiration Pneumonia 03 02.97%

Wound Dehiscence 02 01.98%
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abdominal distension.They were managed with I/V
fluids as required. Three (02.97%) patients developed
RTI/aspiration pneumonia which was managed with
physiotherapy, nebulizatoin and antibiotics. Two
(1.98%) patients had wound dehiscence secondary
to abdominal distension. Tension sutures were
applied in these aptients. Total hospital stay  was
from 3-8 days (mean 5.4 days). No mortality occurred
in this series.

DISCUSSION:
The traditional postoperarive protocol  was to use
nasogast r ic  tube fo r  gu t  decompress ion .
Postoperative ileus is defined as decreased bowel
sounds, bowel distension and delay in passage of
stool and flatus. There are many causes of
postoperative ileus such as postsurgical stress,
manipulation of the bowel, anesthesia and use of
opioids.12 In our series the mean time of 1st  passage
of flatus was 2.4 days and 1st passage of stool was
4.4 days. These figures are comparable to those
reported by Nakeeb AE et al.13

Our study has shown that early oral feeding after
gut anastomois was safe. There was also decrease
incidence of infection. Seventy nine (78.21%)
patients tolerated early feeding. Difronzo LA et al
reported that more than 80% patients tolerated early
feeding after colonic anastomosis..14 He noted that
males were comparatively intolerant to oral feeding
and that could be due to prolonged ileus from
retroperitoneal dissection.   In our study the
intolerability of feeding  was not significant in any
gender.

Abdominal distension and vomiting hasve been
reported in other studies after resuming early oral
feeding e.g. 28% by Gutillo G et al  and 40% by
Schilder JM et al. 15,16  Postoperarivley anastomotic
leak occured in one (0.99%) patient in our series
which is comparable to other reports. Other
postoperative complications which occurred in our
series were fairly acceptable when compared with
other studies.

In our study the mean hospital stay was 5.4 days
which was slightly longer than 3.9 days by Difronzo
LA et al.17 The study of Ferrer VF et al  showed that
early postoperative feeding decreased  the risk of
infection. 18 They also noted that both postoperative
ileus and hospital stay are reduced without increasing
mortality and morbidity. In our study, only three
patients developed respiratory tract infection. There
was no hospital mortality in our series as is reported
in other studies.13,14

CONCLUSION:
Early oral feeding after colonic anastomosis was
safe and well tolerated by majority of patients with
insignificant complications.
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