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Is)Early Postoperative Oral Intake Safe after Elective Colorectal Surgery?

Woo-Shik Chung, M.D. and Si Youl Jun, M.D.

Department of Surgery, Masan Samsung Hospital
Sungkyunkwan University School of Medicine

Purpose: The routine use of postoperative nasogastric decomptession after abdominal
surgery has been challenged. Furthermore, investigators have recently shown that early
postoperative oral feeding is safe and generally well tolerated. This study was aimed to

" determine whether or not early postoperative feeding is safe after elective colorectal

¥

surgery. Methods: All patients who underwent elective colorectal surgeries between June
1998 and March 1999 were permitted to take oral intake one day after the operations.
The 'patients were compared with other patients, who had underwent elective colorectal
surgeries between September 1997 and June 1998 and permitted to have a meal after
resolving postoperative ileus. The nasogastric tube was removed from all patients im-
mediately after surgery. The patients were monitored for the time of ileus resolution,
nausea/vomiting, dbdominal distension, nasogastric tube reinsertion and complications.
Results: Fifty-one patients were studied, 24 patients in early feeding group and 27 patients
in traditional feeding group. Eighteen patients (75.0%) in the early feeding group tolerated
the early oral intake. There were no significant differences between two groups in the
time for resolution of ileus (3.46+1.38 days vs 3.56 £ 1.80 days), nausea/vomiting (33.3%
vs‘29.6%), abdominal distension (16.6% vs 14.8%) and nasogastric tube reinsertion (12.5%

vs 7.4%). No significant difference was noted in complications such as wound infection,

pulmonary problems, intestinal obstruction and anastomotic leak. Conclusions: Early oral
intake after elective colorectal surgery was safe and most of the patients tolerated it. And
it may become a kind of managements after elective colorectal surgery.
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Table 1. Age and sex distribution

~ KEEAIBILPIEERE : B 158 454 199 ~

Table 3. Types of operations

Age Ea.rly oral Tradit%onal Total Early Traditional :
intake feeding oral intake  feeding Total
<30 2 2 4 Rt. colon resection 9 9 18
31~-40 1 1 2 Lt. colon resection 4 3 7
41~350 2 2 4 Anterior resection 6 7 13
51~60 3 4 7 APR 5 7 12
61~70 10 14 24 Other* 0 1 1
>71 6 4 10
Total 24 27 51
Total . 24 27 51
(male : female) (16 : 8) 17 : 10) (33:18) APR = abdominoperineal resection
*Other = total colectomy + ilerectal anastomosis
Table 2. Diagnosis Table 4. Time for the first passage of flatus*
Early Traditional Total Postoperative Early oral Traditional
oral intake - feeding days intake feeding
Rectal cancer. 11 13 24 1 1 0
Colon -cancer 8 8 16 2 5 7
Benign colorectal tumor 1 2 3 3 7 9
Diverticular disease 3 4 7 4 7 8
Other* 1 0 1 5 2 1
6 1 0
Total 24 27 51 >7 1 2
*Other = Behcet’s disease Total 24 27
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*The mean time for the first passage of flatus is 3.46 days
in the early oral intake group and 3.56 days in the
traditional feeding group (p>0.05, t-test)
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Table 5. Comparison of postoperative courses

Traditional feeding (%)

Early oral intake (%) p value*
Nausea 5 (20.8) 6 (22.2) Ns'
Vomiting 3 (12.5) 2 (7.4) NS
Abdominal distension 4 (16.6) 4 (14.8) NS
NPO' with NG tube 3 (12.5) 2 (7.4) NS
NPO without NG tube 3 (12.5) 3 (1LY NS
Tolerated early feeding 18 (75.0) -
Total 24 (100) 27 (100)
NG tube = nasogastric tube
*Chi-square, test and Fisher’s exact test, NS = p>0.05
Table 6. Postoperative complications
Early oral intake Traditional feeding p value*
Wound infection 2 3 Nst
Pulmonary complications 2 2 NS
Anastomotic leak 0 1 NS
~ Intestinal obstruction 0 2 NS

*Chi-square test and Fisher’s exact test
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