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Introduction

The link between poor nutritional status and post-operative
complications was first identified in the 1930s. Nutrition plays a key role
in perioperative care. Appropriate intervention in the pre-operative phase
can positively affect post-operative outcome with a reduction in

complications and length of stay (White, 2006).

Malnutrition predisposes to several severe complications, including
a tendency to infection, difficulty of scar formation, respiratory failure,
cardiac failure, and decrease in hepatic protein synthesis, reduction of
glomerular filtration and of gastric acid production. Malnutrition also
contributes to increase morbidity in hospitalized patients. These
complications lead to a delay in the duration of hospital stay, arise in
coasts and in mortality, especially in surgical patients. The nutritional risk
is used to classify patients as low or high risk and so, the nutritional
assessment of hospitalized patients is converted from a diagnostic tool
into a prognostic tool. There are several prognostic indexes of varied
complexity combining anthropometric measurements with laboratory

tests (Acuia et al., 2003).

Surgical trauma increases immune system suppression and deepens
malnutrition. The immune disorders and malnutrition are worse in the
early postoperative period which considerably affects the process of
wound healing, intestinal barrier function and the number of post-

operative complications. (Slotwinski et al., 2007)

One of the earliest responses to infection is cytokine mediated
anorexia which is released by host defense mechanisms. These cytokines

reduce nutrient intake through effects on the central nervous system.




They also cause the sequestration of critical nutrients such as iron, copper
and zinc in order to allow the host to gain an advantage over invading
organisms. It is a benefit to bypass the action of the body's host defense
mechanisms by feeding patients who do not or cannot ingest their normal

diet (Donabedian, 2006).

Nutritional support of surgical patients can be carried out with
different modalities, depending on the underlying disease and on the
patient’s general condition. Parenteral and/or enteral nutritional treatment
contributes to eliminating or decreasing nutritional deficiencies and helps
recovery of a normal protein, carbohydrate and fat as well as
hydroelectrolytic balance respectively prior to the surgical treatment,

(Karcz et al., 2006).

Lack of intestinal stimulation is associated with intestinal mucosal
atrophy, diminished villous height, bacterial overgrowth, reduced
lymphoid tissue size, reduced Ig A production, and impaired gut
immunity. The full clinical implications of these changes are not well
realized, although bacterial translocation has been demonstrated in animal
models. The most efficacious method to prevent these changes is to

provide nutrients enterally (Perez et al., 2006).

Standard enteral preparations have been modified by the addition
of immunonutrients, such as arginine, glutamine, omega-3 fatty acids,
nucleotides and others. These substrates have been shown to up-regulate
host immune responses, to control inflammatory responses and to
improve nitrogen balance and protein synthesis after injury. A study
reported that in patients with cancer of the gastro-intestinal tract the
nutritional supplementation given only preoperatively was as effective as

the combined pre- and postoperative (perioperative) approach, and it




could reduce gastrointestinal side effects. This is probably due to the
effect of the immune-enhancing diet on the immune and inflammatory

responses (Dominioni et al., 2003).



Aim of the work

The aim of this study is to review and highlights the impacts of the

nutritional status in surgical patients.
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