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Abstract

Objective: Verify whether the postoperative fasting pe-
riod increases the risk for infection and prolonged length
of stay.

Methods: Prospective cohort study. Elective surgery pa-
tients were included. Excluded: those with no conditions for
nutritional assessment, admitted in minimal care units, as
well as with <72h in-hospital stay. Postoperative fasting was
recorded from the days of no nutrition therapy. The length
of stay was considered prolonged when above the average
according to the specialty and type of surgery. Logistic re-
gression was used to assess associations and adjust for con-
founding factors.

Results: 521 patients were analyzed, 44.1% were fasted
for a period = 1 day, 91% for = 3 days and 5.6% for more
than 5 days. Patients with more than 5 days fasting were
more eutrophic, more admitted to intensive care units, and
had more postoperative surgical complications. After ad-
justment for confounding variables, it was noted that = 1
day of postoperative fasting increased the infection risk by
2.04 (CI95%: 1.20 to 3.50), = 3 days 2.81 (CI95%: 1.4-5.8),
and in fasting for more than 5 days the infection risk was
2.88 times higher (CI95%: 1.17 to 7.16). The risk for pro-
longed hospitalization was 2.4 (C195%: 1.48 to 3.77) among
patients who had = 1 day fasting, 4.44 (CI95%: 2.0 to 9.8)
and 4.43 times higher (CI95%: 1.73 to 11.3) among patients
with = 3 days fasting and more than 5 days, respectively.

Conclusion: The longer duration of postoperative fasting
was an independent risk factor both for infection and for
prolonged hospital stay.
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¢{DURACION DEL AYUNO POSTOPERATORIO
SE ASOCIA CON LA INFECCION Y
LA ESTANCIA PROLONGADA
EN PACIENTES QUIRURGICOS?

Resumen

Objetivo: Constatar si el periodo de ayuno postoperato-
rio aumenta el riesgo de infeccion y prolonga la estancia
hospitalaria.

Métodos: Estudio de cohorte prospectivo. Fueron in-
cluidos pacientes en cirugia selectiva. Se excluyeron aque-
llos sin posibilidades de evaluacion nutricional, ingresados
a unidades de cuidado minimo y con <72h de estancia hos-
pitalaria. El ayuno postoperatorio fue registrado desde los
dias sin terapia nutricional. Se consideré que la duracién
de la estancia hospitalaria era prolongada cuando fue su-
perior al promedio de acuerdo con la especialidad y el tipo
de cirugia. Se usé regresion logistica para evaluar las aso-
ciaciones y ajustarlas a los factores de confusion.

Resultados: Fueron analizados 521 pacientes, un 44,1 %
ayuné por un periodo de = 1 dia, un 91% por = 3 dias y
un 5,6% por mas de 5 dias. Pacientes con mas de 5 dias de
ayuno fueron mas eutrdéficos, ingresaron mas a unidades
de cuidados intensivos y tuvieron mas complicaciones qui-
rurgicas postoperatorias. Después de ajustar las variables
de confusion, se encontré que = 1 dia de ayuno postopera-
torio aumento el riesgo de infeccion en 2,04 (CI95%: 1,20
al 3,50), = 3 dias 2,81 (CI95%: 1,4-5,8) y en ayunos por
mas de 5 dias el riesgo de infeccion fue 2.88 veces mas alto
(CI95%: 1,17 al 7,16). El riesgo de hospitalizacion prolon-
gada fue 2,4 (C195%: 1,48 a 3,77) entre pacientes que pa-
saron por = 1 dia de ayuno, 4,44 (C195%: 2,0 al 9,8) y 4,43
veces mas alta (CI95%: 1,73 al 11,3) entre pacientes con =
3 dias de ayuno y por mas de 5 dias, respectivamente.

Conclusion: La mayor duracion del ayuno postopera-
torio fue un factor de riesgo independiente tanto para la
infeccion como para la estancia hospitalaria prolongada.

(Nutr Hosp. 2014;30:919-926)
DOI1:10.3305/nh.2014.30.4.7528

Palabras clave: Ayuno, Cirurgia, Estado Nutricional, In-
feccion, Tiempo de Internacion.
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Abbreviations list

BMI: body mass index

ASA: American Society of Anesthesiologists
OR: odds ratio

CI: confidence interval

Introduction

Patients who need surgery are subject to mechanis-
ms that may worsen their nutritional status', such as 1)
the primary disease that needs surgical intervention and
may initially lead to debilitating states or situations re-
lated to ingestion, digestion, and changes in absorption,
as well as secondary morbid states (cancer, diabetes,
obesity, and other organic chronic dysfunctions)*?; 2)
the surgery in itself, which leads to an increase in the
parameters of organic response to stress and may pro-
gress into increase in catabolism, consumption of pro-
tein mass, and substrate mobilization (protein, fat, and
carbohydrates)'* and 3) long fasting periods which may
lead to a depletion in body reserves, especially protein®.

Many publications in the literature demonstrate that
malnourishment is associated to worse in-hospital out-
comes®’, increases in morbidity and mortality rates,
and/or higher costs®°.

The first study that established direct correlation be-
tween mortality, postoperative complications, and un-
dernourishment in surgical patients was published by
Studley, in 1936,

Studies report prevalence of 20-50% disease-rela-
ted in-hospital malnourishment'>">. A European study
evaluated 5,051 patients admitted in European hospi-
tals using Nutritional Risk Screening-2002, a screening
tool, found 32.6% of patients at risk for malnourish-
ment'4,

The adoption of prolonged pre and postoperative fas-
ting periods are routine in most surgical centers'. ‘Nulla
per os’ after midnight was introduced before modern
surgery and Second World War due to the risk of as-
piration during anesthetic induction'®. This technique
is considered outdated, its foundations being based on
the idea that at the moment of anesthetic induction the
stomach must be completely empty, thus decreasing the
risk for aspiration'®. Nevertheless, this period of time
is too long from the metabolic standpoint; with starva-
tion (zero protein absorption) and accelerated protein
metabolism, there will be negative nitrogen balance,
equivalent to a daily loss of 300 to 400 g of lean mass'".

The importance of the deleterious effect of starvation
in patients before surgery was reinforced by Joseph
Lister more than 100 years ago. ‘Nulla per os’ regime
became universal in spite of contemporary reports that
the emptying of clear liquids from the stomach is much
faster>!81°,

In the 80’s, it was demonstrated that adequate nutri-
tional preoperative therapy reduced postoperative com-
plications 2.5-fold, postoperative sepsis and mortality

six and five-fold, respectively®. Preoperative nutritio-
nal interventions based on nutritional status assessment
tools prove to be accurate in the selection of surgical
patients at nutritional risk?!, contributing for the reduc-
tion of perioperative morbidity and mortality*.

A guideline about nutrition support in surgery re-
commends, in general, that food intake should not be
interrupted postoperatively, and that oral or enteral
feeding should be reestablished within 24 h after the
surgery. To avoid increased mortality the indication
for immediate postoperative artificial nutrition (enteral
or parenteral) also applies to patients with no signs of
malnourishment, but who will not receive oral food for
more than 7 perioperative days or whose oral food in-
take will not meet their nutritional needs (i.e. less than
60-80%) for more than 14 days®.

It is recognized that surgical and non-surgical pa-
tients admitted in the hospital and at risk of undernou-
rishment who receive nutritional intervention have a
shorter length of stay, reduction in length of stay rela-
ted costs, as well as in complications related costs**?.

Despite the fact that the aforementioned studies,
which include randomized controlled trials, demons-
trate the negative effects of decreased nutritional
treatment and the importance of early nutritional in-
tervention in the postoperative period, be it enteral or
otherwise, in our setting this practice still seems to be
little adopted.

Early feeding is already common practice in modern
centers, nevertheless this study intended to evaluate,
in a tertiary care university hospital in southern Bra-
zil, the time of fasting that elective surgery patients
are been submitted to in the postoperative period and
whether there is increased risk of adverse hospital out-
comes: infection and prolonged hospital stay, adjusting
for potential confounders such as age, nutritional sta-
tus, surgical and medical complications, among others.

Methods
Study design

Prospective observational study developed in a ter-
tiary, high complexity teaching hospital. Each of the
subjects signed the informed consent, and the study
was approved by the hospital’s Ethics and Research
Committee. (report n° 110307).

Population studied

Patients of elective surgery from the following spe-
cialties: digestive tract, general surgery, otorhinolary-
ngology, colon and rectal surgery, thoracic surgery,
urology, and vascular surgery were selected from Au-
gust 1% 2011 to October 25" 2012, at the Hospital de
Clinicas de Porto Alegre, Rio Grande do Sul, Southern
region of Brazil. The electronic records of the hospi-
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tal were used to identify eligible patients. The patients
who did not have conditions for nutritional assessment
were excluded, as well as those admitted to the mini-
mal postoperative care unit, those with a plan of less
than 72 hours in-hospital stay, and those admitted for
exams. The population studied represented a conve-
nience sample (determined by the availability of the
researcher during the study period). The patients who,
after inclusion in the study were transferred from the
ward to intensive care did not have their nutritional sta-
tus assessed during that period; nevertheless, they were
followed until hospital discharge.

Data collection and variables of interest

The data analyzed were extracted from the records of
the care provided by the health practitioners via Hospital
de Clinicas de Porto Alegre electronic system.

Demographic data, clinical characteristics, variables of
interest, and endpoints were prospectively collected by
the researchers in templates on the day of admission or up
to 48 hours before the surgical procedures, until the day
of hospital discharge or in-hospital death. The clinical
characteristics, operative complications, hospital infec-
tion, and the days of postoperative fasting were collected
daily from the patients’ records (electronic and paper).

After inclusion in the study, the patients were asses-
sed for nutritional status by means of: measuring weight
and height, arm and calf circumferences, and triceps skin
fold, as well as bioimpedance for the assessment of body
composition (lean and fat free mass). Nutritional status
was classified according to the body mass index (BMI)
and a subjective global assessment (SGA). At every 7
days this evaluation was repeated according to the same
protocol.

The endpoint infection was collected from notifica-
tions by the Infection Control Committee in the electro-
nic system, according to the diagnostic criteria described
in this paragraph. For the diagnosis of sepsis a positive
blood culture associated to hypotension and hypoperfu-
sion were necessary. Abdominal abscess was defined as
the presence of intra-abdominal pus collection with the
need for surgical drainage. For urinary tract infection a
positive urine culture with more than 100,000 microor-
ganisms was necessary. Pneumonia was documented
with an altered chest x-Ray, positive sputum culture, and
antibiotics. For wound infection, a positive culture and
surgical or spontaneous drainage of pus were necessary.

The endpoint prolonged length of stay was collected
as the duration (in days) of hospital stay, and the defini-
tion of prolonged was when above the mean or median of
2010 (the year preceding the study), according to the type
and size of surgery, as well as the underlying disease that
lead to the surgery in each specialty studied.

The exposure variable of interest for the study was
postoperative fasting period. Postoperative fasting was
counted according to the days that the patient fasted after
surgery. The fasting period was not considered when en-

teral or parenteral nutrition was introduced. Covariables
were old age (60 years or more), cancer, surgery clas-
sified according to duration (considered small when up
to one hour and 30 minutes, medium when between 1
hour and 31 minutes and 3 hours, and large when lon-
ger than 3 hours). Admission to intensive care, surgical
postoperative complications (needing or not new surgical
intervention) such as wound dehiscence or leakage (do-
cumented by x-Ray) and clinical complications were also
considered as covariables. For medical complications the
following diagnostic criteria were used: congestive heart
failure was diagnosed according to the standard clinical
and radiologic criteria and the need for the treatment with
digitalis and diuretics; respiratory failure when mechani-
cal ventilation was needed for more than six hours after
the surgery; pulmonary embolism demonstrated by lung
scintigraphy or angiography and treated with heparin;
stroke documented by a new and persistent neurological
deficit.

Statistical analysis

The statistical analysis was done using PASW version
19. Data normality was verified using the Shapiro-Wilk
test. Continuous variables with normal distribution were
expressed as mean + standard deviation, and categorical
data were expressed as absolute figures or percentages.
Comparisons between groups were performed using the
chi-square test and Fisher’s exact test for categorical va-
riables and Student t-test or Wilcoxon test for continuous
variables. Multivariate analysis used a model of binomial
logistic regression to calculate the odds ratio (OR) with
confidence interval (CI) and adjusted for confounding
factors. A two-sided P value less than 0.05 was conside-
red statistically significant. The variables in the logistic
regression model were selected from a univariate analy-
sis, considering p<0.20. This model included the varia-
bles: age, gender, comorbidities, nutritional status, type
of anesthesia, potential surgical contamination, ASA sco-
re (American Society of Anesthesiologists), duration of
surgery, admission in intensive care, and postoperative
surgical and clinical complications.

Results
Patients’ characteristics

1,047 patients were selected as potentially eligible
during the study period. 383 did not confirm eligibility
because they were younger than 18 years of age or had
pacemakers (thus rendering electric impedance impos-
sible), had gastroplasty, or were admitted directly to the
operating theatre. Consequently, 664 patients were inclu-
ded, of which 143 did not have surgery during hospital
stay; 521 subjects remaining for analysis (Figure 1).

Medical and demographic characteristics of the sam-
ple studied are listed in Table 1. Patients who had 5 or

Is duration of postoperative fasting
associated with infection and prolonged
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more days of fasting had a higher percentage of cancer,
diabetes, and chronic obstructive pulmonary disease. Ac-

Potentially eligible patients cording to the classification of nutritional status by the
(Admitted to elective surgery) BMI, there were more underourished, overweight, and
n=1,047 obese patients in the group that did not have 5 or more

days of fasting, while patients with 5 or more days of
fasting were more eutrophic. There was no difference
in nutritional status at admission among patients with a

Excluded (n=383) fasting period longer than 5 days, according to the SGA.

Pacemaker users: n=30 Patients with 5 or more days of fasting were usually tho-

—  Gastroplasty: n=48 se from digestive tract or colorectal surgeries, were more

Admission to OT: n=257 often admitted to intensive care, and had more surgical
Other reasons: n=48 postoperative complications.

Fasting postoperative incidence and risk for infection

Eatienesincluded and prolonged hospitalization

(n=664)

Table II depicts the incidence of infection (2nd co-
lumn) according to each of the exposure variables stu-
Followed until died. In the univariate analysis, the outcome infection
discharge or in was significantly associated with longer postoperative
hospital death fasting: greater than or equal to 1 day (OR=4.1; CI95%:
2.6-6.4), 3 days (OR=6.9; CI95%: 3.7-12.8) and more
than 5 days (OR=8.4; CI95%: 3.87-18.75). Infection was
also associated with the variables: major surgery, cancer,

Did not have Had surgery malnourishment, moderate malnourishment, contami-
surgery (n=143) (n=521) nated, and potentially contaminated surgery, as well as
postoperative complication with OR ranging from 6.7 to
2.3 (3rd column of Table IT). After adjusting for these va-
riables, using multivariate analysis, we found that the risk
for infection in patients under fasting greater than or equal

Patients analyzed

a2l to 1 day is 2 times higher (CI 95%: 1.2-3.5) . Longer fas-
ting periods increase this risk even further: greater than
or equal to 3 days (OR=2.8; CI95%: 1.4-5.7) and greater
Fig. 1.—Study algorithm. OT - operating theater. than 5 days (OR=2.9; CI95%: 1.2-7.2). All variables in-
;i | |
—|'|'|I!I:| =oareouel to ] dey ] ¥ I
ashn r CEE .
Fesog s o das -
Srgady ETe 3 hours
SurgRnysime 2 o hous I . 3 e
s . i I
Iesdaralely oo ched - H |
Covdaringled * = : ‘ I
Putertishy corterunetes ' -
IIII I L 0 :'vI-J 1 Ia : : : ] Ed
== A =

Fig. 2.—Adjusted multivariate odds ratio for infection outcome. *P<0.005, PO: postoperative, CI: confidence interval, OR: odds ratio.
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Table I
Sample demographic and clinical characteristics

Fasting > 5 days

Clinical variables All (n=521) No (n=492) Yes (n=29) P
Age in years 60.0 + 13 599+ 13 62.5+ 13 0.28
Gender (male) 324 (62.2) 304 (61.8) 20 (69) 0.43
Length of stay (days) 15 (13-25) 9 (5-13) 23 (15-56) <0.001
Clinical comorbidities

Cancer 315 (60.5) 291 (59.1) 24 (82.8) 0.01
Diabetes 72 (13.8) 63 (12.8) 9 (31) 0.006
Ischemic Heart Disease 31 (6) 30 (6.1) 1(3.4) 0.55
COPD 19 (3.6) 16 (3.3) 3(10.3) 0.04
Heart failure 11 (2.1) 11 (2.2) - 0.41
Kidney disease 11 (2.1) 10 (2) 1(3.4) 0.6
AIDS 9.7 9(1.8) - 0.46
BMI 0.002

Undernourished 22 (4.2) 22 (4.5) -

Eutrophic 210 (40.3) 189 (38.4) 21(72.4)

Overweight 182 (34.9) 175 (35.6) 7 (24.1)

Obese 107 (20.5) 106 (21.5) 1(3.4)

SGA 0.24
Nourished 447 (86) 425 (86.6) 22 (75.9)

Moderately undernourished 56 (10.8) 51(10.4) 5(17.2)

Severely undernourished 17 (3.3) 15(3.1) 2(6.9)

Specialty <0.001
Urology 188 (36.1) 187 (38) 134

Digestive tract 104 (20) 84 (17.1) 20 (69)

Colorectal 81 (15.5) 76 (15.4) 5017.2)

Others 148 (28.4) 145 (29.5) 3(10.3)

ICU admission 46 (8.8) 35(7.1) 11 (37.9) <0.001
Infection <0.001
Sepsis 25 (4.8) 17 (3.5) 8(27.6)

Abdominal abscess 31(5.9) 24 (4.9) 7 (24.1)

Urinary tract 19 (3.6) 19 (3.9) ---

Pneumonia 19 (3.6) 15 (3.0) 4(13.8)

Operative wound 28 (5.4) 26 (5.3) 2(6.9)

Surgical postoperative complication 104 (20) 83 (16.9) 21(72.4) <0.001
Clinical postoperative complication <0.001
Heart failure 20 (3.8) 20 (4.1) -

Respiratory failure 18 (3.4) 18 (3.7) -

Pulmonary embolism 10 (1.9) 10 (2.0) -

Stroke 20 (3.8) 13 (2.6) 7(24.1)

Values expressed as mean + standard deviation, median (IQ: 25 percentile, percentile) or n (%). COPD — Chronic obstructive pulmonary disease,
AIDS - Acquired Immune Deficiency Syndrome, BMI — Body Mass Index, SGA — Subjective Global Assessment, ICU — Intensive Care Unit.
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Table II
Incidence of infection and prolonged length of hospital stay and the crude odds ratio for outcomes
according to exposure variables.

Variable Infection Prolonged length of stay

% OR (CI 95%) P % OR (CI95%) P
Fasting > 1 day
Yes 35.2 4.1 (2.6-6.4) <0.001 47.4 352.4-5.1) <0.001
No 11.7 1.0 20.6 1.0
Fasting > 3 days
Yes 60.4 6.9 (3.7-12.8) <0.001 77.1 8.7 (4.3-7.5) <0.001
No 18.2 1.0 27.9 1.0
Fasting > 5 days
Yes 58.6 8.4 (3.9-18.8) <0.001 72.4 8.2 (3.7-20.2) <0.001
No 14.4 1.0 24.2 1.0
Surgery size
> 3 hours 28.3 4.1(2.1-8.9) <0.001 41.4 2.08 (1.3-3.5) 0.004
1h31 to 3 hours 14.3 1.8 (0.9-3.6) 0.11 18.2 0.65 (0.4-1.1) 0.10
Up to 1h30 8.7 1.0 254 1.0
Elderly
Yes 19.3 1.5(0.9-2.4) 0.09 59.2 1.2 (0.7-1.2) 0.50
No 13.7 1.0 40.8 1.0
Cancer
Yes 19.7 1.7 (1.0-2.8) 0.03 29.8 1.5 (0.98-3.1)
No 12.6 1.0 22.3 1.0
SGA at admission
Undernourished 35.3 3.1(1.0-8.6) 0.02 29.4 1.2(0.4-3.4) 0.71
Moderately undernourished 28.6 2.3(1.2-4.3) 0.01 37.5 1.75 (1.0-3.1) 0.05
Well nourished 14.8 1.0 25.5 1.0
Potential contamination
Contaminated 30.0 4.7 (1.8-11.1) 0.001 26,7 1,2 (0,5-2,7) 0,68
Potentially contaminated 25.8 3.8 (2.3-6.5) <0.001 31.3 1.5 (1.0-2.2) 0.04
Clean 8.4 1.0 23.4 1.0
PO surgical complication
Yes 43.7 6.8 (4.1-11.2) <0.001 47.6 33(2.1-5.1) <0.001
No 10.3 1.0 21.8 1.0
PO clinical complication
Yes 41.2 0.5 (0.3-0.7) 0.21 52.9 0.6 (0.4-0.7) 0.33
No 20.8 1.0 49,2

SGA - Subjective Global Assessment, PO — postoperative, OR — odds ratio, CI — confidence interval.

cluded in the model, except cancer, malnourishment and
moderate malnourishment remained conferring risk for
infection with OR ranging from 4.3 to 1.2 (Figure 2).
Table II (5th column) shows the incidence of prolon-
ged hospitalization according to the exposure variables

studied. In the univariate analysis the endpoint prolon-
ged hospitalization was significantly associated with
postoperative fasting period: greater than or equal to 1
day (OR=3.5; C195%: 2.4-5.1), 3 days (OR=8,7; CI95%:
4.3-7.5) and more than 5 days (OR=8.2; CI95%: 3.7-
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Fig. 3.— Adjusted multivariate odds ratio for length of stay out-
come. *P<0.005, COPD: chronic obstructive pulmonary disea-
se, PO: postoperative, CI: confidence interval, OR: odds ratio.

20.2). Prolonged length of stay was also associated with
the variables: major surgery, diabetes, chronic obstructive
pulmonary disease, potentially contaminated surgery and
postoperative complication with OR that ranged from 3.3
to 1.5 (6th column of Table II). After adjusting for these
variables, using multivariate analysis, we found that the
risk for prolonged length of stay in patients with greater
than or equal to 1 day fasting is 2.4 times higher (CI195%:
1.5-3.8). The longer fasting time also increases the risk
for prolonged length of stay: greater than or equal to 3
and 5 days, the risk is 4.4 times higher (Figure 3). The va-
riable included in the model which remained conferring
risk for prolonged length of stay was postoperative surgi-
cal complication (OR=2.1; CI95%: 1.2-3.6) (Figure 3).

Discussion

The present study demonstrated that surgical pa-
tients on postoperative fasting for a period equal or
exceeding 1 day have a higher risk for infection, ad-
justing for other confounding variables. The longer
the fasting period, the greater the risk for infection.
Factors also significantly associated to infection in our
study were large surgeries, contaminated surgeries,
and the presence of surgical postoperative complica-
tions. Likewise, in a review study, risk factors for sur-
gical complication (wound dehiscence) were infection
and obesity?, and in the study by Poveda et al., the size
of the surgery was also associated to infection®’.

The patients who had 1 or more days of fasting also
presented higher risk for prolonged length of stay,
even after adjusting for the other variables. Postope-
rative complication was also significantly associated
to prolonged stay, likewise, in a retrospective cohort
study, the patients submitted to colorectal laparosco-

py presented less complications and shorter length of
stay?.

Such findings confirm the need for early nutritional
intervention in the postoperative period to minimize
the occurrence of such outcomes®.

A study conducted in elderly surgical patients de-
monstrated that the implementation of a protocol re-
ducing preoperative fasting from 15 to 4 hours and
postoperative food introduction in up to 5 days lead
to a decrease in the number of days in the hospital, as
well as in infection rates®.

Other authors have also described the association
between receiving early and sufficient nutritional in-
tervention (60% of target in proteins and calories) to a
reduction in length of stay, as well as hospital costs, in
adult surgical patients®3!,

In this study we noted that prolonged postoperative
fasting is more frequent among digestive tract surgery
and colorectal surgery patients. This practice, traditio-
nally adopted, is based on the fear of causing postope-
rative complications if feeding begins before intestinal
function resumes®2. A review of 15 studies comparing
1,352 patients of elective colorectal surgery concluded
that early feeding was safe. The complication rate was
12.5% in 935 patients fed early, with no increase in
the risk for leaks, aspiration pneumonia or bowel obs-
truction®,

The patients included in the study who were con-
sidered undernourished or moderately undernourished
at admission by the SGA had a higher risk for infection
in the univariate analysis. This finding is consonant
with prospective trials published in the literature®#®. In
the multivariate analysis, after adjusting for the other
variables, even a 1-day fasting period implicated in hi-
gher risk for worse outcomes.

Our study demonstrates that the practice of postope-
rative fasting, still applied in our setting, is significant-
ly associated to infection and prolonged hospitaliza-
tion, which reinforces the importance of standardized
protocols for the use of early enteral or parenteral nu-
trition according to the disease and surgical procedure.

The absence of randomization, control and sam-
pling group for convenience, which may have led to
the inclusion of different types of patients, can be con-
sidered as limitations of this study, as well as the lack
of information about the calories and proteins inges-
ted, since this was not drawn from the study objecti-
ve. The evaluation of the preoperative fasting period,
especially for patients who underwent gastrointestinal
surgery, was not intended to be an initial objective of
the study, therefore it may be seen as a limitation, con-
sidering the studies!'®?*** which report this period as
also crucial for postoperative recovery.

Conclusion

The incidence of postoperative fasting was high and
longer periods represented an independent risk factor

Is duration of postoperative fasting
associated with infection and prolonged
length of stay in surgical patients?
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after adjustment for confounding variables, for infec-
tion and prolonged length of stay. These data indicate
to health professionals and multidisciplinary teams in
nutritional therapy the importance of modern protocols

that

include the shortening of postoperative fasting ac-

cording to the nutritional status of surgical patients and
type of surgery they are submitted to.
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