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TﬂE ROLE GF NUTRITIONAL STATUS IN THE POST - GPERATIV E
OUTCOME OF SURGICAL PATIENT o

”S G AKPAN A L ESHlET H E.O. EMAH and A. E. ARCH!BONG

f')e;mm‘mem ()}" qu"zes{hesmio&v *Departient of Surgery, University of Calabar Teaching Hospital
Calabar

SUMMARY A simple amhropomcmc parameter of body mass index (BMI) and haematological index

of hacmoglobin concenfration were used to assess the nutritional status of 64 pauenfs pre-operatively.
These patients were s{:heduled for intermediate surgery, (in term of inivasiveness) at the University of

Calabar Teaching Hospital. The pati¢nis peri-operative course and outcotne were noted. Pre-operatively.

19(29.7%) were mainourished having a BMI of < 20kg.m

-2, These patients also had the least haemoglobin

concentration of 10.13 + L5gdl-L. Six (30%} of the paticnts in thi§ group with haemoglobin < 10g: di-1
'deveioped surgxcal wound. irifection, with a mean length of hospﬂal stav of £9 9+ 6 66 davs At dzscharg:e
24 (37.60%) were mainmmshed ‘having a BMI of < 20kg.m-2.

Although no mortalify was récorded, it should be noted that mainutrmon is potemlaliy dang_}emus in
surgical paticnts. Adequate attenuon sfmuld therefore be given te the nutrmenai status of surgical p&items

in the p@n—ogqm‘me period.

' Key' Words: Body Mé@ Index, Intermediate Surgery, Outcome.

Introdunction

The rclauonship between Surglcai outcome and
nutritional status was first highlighted by Studley
(1936). who reported increased mortality in
patients classified as malnozmshcd Butterworth
(1974), in another report suggested  that
nutritional problems could often be 1a1rogenic,
due to the inadvertent failure of some physicians
10 take into account the nutritional needs of the
patient in the practice of medical care and
surgery. Aoun et al. (1993} in a hospital survey
on protein-caloric malnutrition, observed that up

to 53% of surgical patients had evideénce of

nwalnuirition.

The Umvcrsﬁ} of Calabar Teaching
Hospital does nol have a central feeding policy.
In-patients are allowed to feed. unsupcniscd on
home made. food which are often lacking in most
nutrtents.  In the ecarly posi«cpcmme period,
some paim:ﬁis are sustained on  crystailoid
infusion alone for the first 24 - 48 hours

The aim of this siudy was 0 use 3
simple anthropometric parameter of body l:mﬁs
index g‘B%fBz and the haematological mdex
;mm as indices of the
the patien iﬂ s_m*
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The finding. il is hoped, may improve the care of

surgical patignts in the peri-operative perod.

Patients and Methods:

" Following approval by the local ethical
comimittee, an informed consent was obtained
from each patient. '~ The patients’ physical state
was assessed- and categorized ‘using the
Amérigan Society of An&esthesw}ogxsi s (ASA)
classification:

Class I A normal healthy patient

Class H; A patient with mild systemic discase’

Class 1il: ' A patient with severe systemic
disease that limits activity but is  mot
incapacitating.

CLASS IV:A paticnt with an incapacitating

" systemic discase that is a constant threat to lifc.

CLASS V:A moribund patient not expected to
survive with or without operation.

Adult patients of physical status ASA [ o HL
scheduled for intermediate surgery were studied.
Patients with malignaicy and those on steroid
therapy were not inclided in the study.

The weight and height of each patient
were measured and the body mass mdex (kg.m-
2y caloulated.  Haemoglobin conconimition was
used as an index of the nutritional status of the
patienis pre-operatively.  Each patient had all
hasic investigations carried out,

Sixty-two of the patients had general
anacsthesia while only two had local infiliration
with Hgnocaine for herniorthaphy.
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length-of hospkta Méw were all ﬂot@é
At discharge,

iile, pdﬁents wero 8-

assessed and the findings were noted. The data’ 7

so oblained were evaluated usmg
proportion, ratesiand tbles. i B

Resule:

I Group A (BMI < 20kgan-2)
2.0 Group B(BMI =20-25ke, m-?_)
3. Group C(BMIL =25 - 30kg m-2)
dioo fEsroup D (ﬁME > —;{)kg m~2}

sm':pie

(53, 13%) were. in, normai ﬂutrtmma s&ate {BMI;;_
= "’(}—zﬁkn m-z} Nm{:mn 29 7%} pauenm were.

_,pd%zcm:a wmc ow,mughz (BM
One {1.6%) patient was iil()l‘bt(ﬂ} obese (BMI >
AUk -2y,

= ”5 36 m~2) .

Durmg ﬁtc pcnod of zius ﬁuév 64
patients were evaluated. These were made up of

a3 md}cs anti 21 fcmales givirig & malé fo female
thtio of 2.1:1 Thé mean age was 37 vears (I8 -

6().  The operations performed mostly were

- herniorthiaphy 28 (43:8%) and appendicectomy

26 (4#0.6%) (Table 1), and as shown on table L,

the patients were mtcg,orsmd info four nmﬁtmnél

groups!

M«:lnourzshedr o

Morbad obesm

L mth a mean Iength c}f hospita! staw c}f 3*} 9 +

Majority of the patients 34 (53.1%) were in ASA s

I Thare wore 29 (45.3%%) patients i the ASA

and one {1.6%) 1n ASA Il ¢lass

The malnowrished patientsowith the least BMI

o bad-the east haemoglobin congentrtion of 10.13
chSgdi-1{Fable: 1D, while  the highest

hmemaesiobin - congeniration . of 14, ngii was

-seen i ihe morbidly obcese pmmm .

: ?Gsiﬂpcmm six L (32.0%) ;m;c:ms of Ehc

malnourished u(mp dmu opcd wound mﬁc%ma

¥

TABLE b TYPE G  SURGEL a
MASS INDEY, (zmn (FRE- (_}P‘E'z% zm WE}

[, aiihoug,h puzuwts with narmal numnenai
status, (Group B) were in . the ma;ezﬂa the
number had rednced (o 30 (46.9%) “The
" matnourished patients (Group- ) had -increased

io 24 (3; 5%). Thc: I;i:m’sbcr of !im ov @r\’mibh&

ét '{ Gmﬂp D,
w ezg 1% Sh §

}3 M (kg m«l

SineTvpe of Surgery . Sex. A B ,C' ' Tsmi (%)
TR M F.<20.  20-25 35 300 7 Tt
@=19) =23 @=l0) . @l (es6d)
Ao Mermlorthaphy .23 . 3 e s
S P f%pgaeﬁcii{:a,cic};m,.m R4 20 (T S
3 Haemopthoidectomy - 4, .. 4 SO B
2 - - 2
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Nutrition and Post-operative Outcome.

HAEMOGLOBIN AND ASA CLASS

TABLETL BAL R
S$/no z%w (kg m —) Megf;:'Hag;’ﬁagib;;iﬁ'-(gd;-‘)As,fs;;tags'g,__j‘,f;f' ;',T{)ia}_ﬁ'(‘?i))'
SRS+ AU (S E S & DS | SR b )
¢ JEER T I S £ 3.5 0K L 34530
C25-30 0 135WL0 o 10715.6)
i w0 :‘Hﬁ%‘* mo o hag)
FABLETIE  TYPE OF SURGERY, SEX DISTRIBUTION AND BODY
o MASS INDEX (BM’I} (POSTOPERA’FIYE)
o T _BMI(kgm.—_ o
Sfno.Type of Surgery  Sex 1 A B c D Teud(er
T T T F A28 2 za e
SRS e g=2dy =30y (n—f“_:.:_“'{{1%—6%_}' '

i Hemiorthaphy' 23 7 5 1 "",jff LU AT
Z  Appendicetomy D SR ¥4 8 C1 2606y
3. Haemofrhoidectomy ¢ 4 5 S Tsdzsy
4. ’Hvdmceicct{am@ S A - - PERV
Diseussion: Adequate meagurcs shouid thcref@rc be taken ©

Farlier studies’ by Larsor ¢t al ( 19‘}4)
had stated that the prevalence of unmc(wmmd
ma}numﬁon As’ h;gh in surgical patients4. It s
therefore Timportatit 1 assess sur;:tcal paticnts
pre- opammei& to dﬁiermme their” baseline
nutrifional” *staws, i order 1o - prezem
EHASE azmtcd fiorbidity or even m{jrmim

7 PHe  anifroponietric” Tnéasurement  of
body  mass indéx (BMD and Eiaemau;}ogﬁmai
index of haemoglobin concentration weré used
as indices for the patients' nutritional status in
this study. There is a confroversy with regard (o
the best method of assessing nutritional status.
Forse and Shigal (1980) evaluated the reliability
of nuiitional assessment by comparing the
various parameters with simolaneous  body
composition.  This correlation was poor, and
tended to show body mass index (BMI) as the
hest. OFf the 64 patents studied, 19 (29.7%) of
them were malnourished having a BMI of <
20kg.m-2. This is however. below the 33% of
the malnourished surgical patients as reported by
Acun J. P.eral (1993). This may be due 1o the
fact that our survey was made up of only patients
for intermediatc surgery, which tended to limit
our study population.

Pre-operatively, out  of the 19
malnourished patients,12 were males.  Post-
operatively, again, out of the 24 malnourished
patients, 15 were males.  From this study. it may
appear thal male surgical patients are probably
more vilnerable to protein - caloric malnutrition,

“provide thig group of pdtteﬂts W sth mlmcms mn
the pen»oizerame penod The 19 (29.69%)
‘paacnfs with BMI less than 20kgm-2 had a

mean haemegio‘om concentration of 10 1304
I.5g.dl-}. This is in agreement wifh the 1 aporl
by Forse and Shizgal3 that BMI correlates well
with hacmatotogical index such a§ fiaemogiobin

‘Canc;emmtxon In this siuc%v. wouné itifection

was seén’ in the” group of patients  with
haemoplobin - < 10gdi-l.  Haemoglobin
concentration of 10pdi-} is probably the
minimum level a patient must attain 1o prevent
wound infection.  This is the: Gptrma] fevel for
oxvgen availability to-the tissues:

Wound healing can be affected by many
factors such as anti-coagulants, antineoplastic
therapy and high dose steroid therapy besides
malpuwtrition. In this swrvey the six (0%
patienis who developed wound infection were
not ont any of the aforementioned drags. Teller
and Moy (1993 had earlier nofed that
malnutriion is one of the factors that delay
wound healing.  With prolonged hospital stav,
there was deterioration of BMI in all the groups
of patients, a fact carlier noted by Wyszynski
{1998},

Surgical trauma and anaesthesia lead 10
metabolic expenditure which may explain the
increase in the mumber of patients with BMI less
than 20kgm-2 post-operatively.  Elebute (196Y9),
in his siudy, noted an increase i mirogen
excretion following surgery i Nigerans and
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attributed this increase to high environmental
temperature. This fact, however, was beyond the
scope of this study hence cannot be confirmed

Law et al (1973) had reported that

malnutrition . and compromised immunosiatus

predispose patients to infection, and ultimately
complicate surgical outcome. Mainutntmn also
delays convalescence and recovery in surgical
patients and these facts were evidemt in this
study. The six patients who developed wound
infection probably did so on account of
malnuatrition coupled wﬂh ,.impai[ed
fmmmusocompetence.

Rolandefli and Ullrich (1994) reported

that malnutrition is known to increase mostality
rate.  In this study although no mortality wag

recorded, it should be noted that malnutrition is

potentially dangerous in surgical pdtlﬁﬂts

We therefore’ conclnde that a peni-
operative nutritional assessment, using a simple
anthropometric parameter of body mass index
(BMI) and haematological index of haemogiobin
concentration should be a requirement for all
patients  undergoing  surgery.  Adequate
nutritional intake, cither enterally or parenterally
in ‘the pre. and post-operative period is
recommended to  hasten convalescence and
recovery.  This will prevent impairciment of
mmnunocompetence  and  therefore  shorten
hospital stay. ' : '
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