Perioperative Nutrition –
Decision Tree

1. Well nourished patients
Minor / Intermediate elective surgery

Normal diet up to 6 hours before surgery1
Clear fluids up to 2 hours before surgery
Normal diet and oral fluids post operatively
unless specific contraindication
Consider micronutrient supplements and
reducing alcohol intake pre operatively

Major elective surgery

Surgery within an appropriate ERAS
programme2,3 including oral preoperative
complex carbohydrate loading4 unless
having immunonutrient regimen. Non insulin
dependent diabetics may also have this
regimen5
Consider micronutrient supplementation and
reducing alcohol intake prior to admission
Consider immunonutrition for 5-7 days
preoperatively6 (especially upper GI oncology
patients)
Normal diet for up to 6 hours before surgery
and clear fluids up to 2 hours before surgery
Normal diet and oral fluids post operatively
per ERAS protocol unless specific
contraindication

The BAPEN Principles of Good Nutritional Practice (Decision Trees) have been prepared to assist health care professionals in the decision making processes surrounding nutritional care. Users of these
materials may only do so on the condition that they exercise their own professional knowledge and skills. BAPEN does not owe a duty of care and cannot accept liability to anyone using these Decision Trees.

November 2012

Perioperative Nutrition 1

Perioperative Nutrition –

Decision Tree

2. Undernourished patients
Minor / Intermediate elective surgery

Major elective surgery

Formal dietetic assessment
Delay elective surgery as clinically appropriate
Determine cause of undernutrition
Correct macronutrient and micronutrient
deficiencies (beware refeeding syndrome and
use NICE guidance7)
Normal diet up to 6 hours before surgery and
clear fluids up to 2 hours before surgery
Normal diet and oral fluids post op unless
specific contraindication

Delay elective surgery as clinically
appropriate

No

Formal dietetic assessment
Involve nutrition support team
?Intestinal failure8

Yes

Parenteral nutrition11 for macronutrient and
micronutrient supplementation. Beware
refeeding syndrome and use NICE guidance

Enteral macronutrient and micronutrient
support and supplements9,10 Beware
refeeding syndrome and use NICE guidance
PPN whilst central access being arranged
(PICC or central catheter)
Continue diet with enteral supplements or
artificial enteral access for 7 days minimum
Exclude / treat occult or overt sepsis and
continue to feed for 7 days minimum
Exclude / treat occult or overt sepsis

Surgery within an ERAS programme including
preoperative complex carbohydrate loading
(includes non insulin dependent diabetics)

Surgery within an ERAS Programme where
appropriate including preoperative complex
carbohydrate loading depending on nature
of intestinal failure (includes non insulin
dependent diabetics)

Consider immunonutrition for 5-7 days
pre operatively especially in upper GI
oncology patients

Early post operative nutritional support as
appropriate including parenteral nutrition

Remember malnutrition predisposes to anastomotic leaks. If surgery cannot be delayed or only a short period
of nutritional supplementation possible consider the need to tailor surgery to a more conservative approach
including avoidance of anastomoses or defunctioning of an anastomosis as appropriate

2 Perioperative Nutrition

November 2012

Perioperative Nutrition –

References

1.	Brady M, Kinn S, Stuart P, “Preoperative fasting for adults to
prevent perioperative complications,” Cochrane Database of
Systematic Reviews, no. 4, Article ID CD004423, 2003
2.	Lassen et al. On behalf of Enhanced Recovery After Surgery
Group. BMJ June 2005, 330: 1420-21
3	Lassen K, Soop M , Nygren J et al., “Consensus review of
optimal perioperative care in colorectal surgery: enhanced
Recovery after Surgery (ERAS) Group recommendations,”
Archives of Surgery 2009,144:961–969
4.

 ygren J. The metabolic effects of fasting and surgery. Best
N
practice & research Clinical Anaesthesiology 2006, 20: 429438

5.	Management of adults with diabetes undergoing surgery and
elective procedures: improving standards. NHS
Diabetes. April 2011

Further Reading
 I
mproving Nutritional Care. A joint Action Plan from the
Department of Health and Nutrition Summit stakeholders.
2007. www.dh.gov.uk
 S
henkin A. Micronutrients in health and disease. Postgrad
Med J 2006;82:559-567
 M
ehanna HM et al. Refeeding syndrome: what is it and how
to prevent it. BMJ 2008 336 (7659): 1495–8
 L
al S, Teubner A, Shaffer JL. Intestinal Failure. A review
article Aliment.Pharmacol. Ther. 2006; 24: 19-31
 C
erantola Y, Hübner M, Grass F et al. Immunonutrition in
gastrointestinal surgery. Br J Surg. 2011, 98: 37–48

6.	Summit on Immune-Enhancing Enteral Therapy. San Diego
JPEN 2000. 25: 2 Suppl 2001

 G
ianotti L, Braga M, Nespoli L et al “A randomized controlled
trial of preoperative oral supplementation with a specialized
diet in patients with gastrointestinal cancer,” Gastroenterology
2002,122:1763–1770

7.	NICE CG032 Guideline Feb 2006 Nutrition support in adults.
Oral nutrition support, enteral tube feeding and parenteral
nutrition

 S
orensen LT , Jorgensen T et al., Smoking and alcohol
abuse are major risk factors for anastomotic leakage in
colorectal surgery, Br J Surg 1999,86: 927–31

8.	The surgical management of patients with acute intestinal
failure. ASGBI issues in professional practice. September
2010
9.	Stratton RJ, Elia M, “Who benefits from nutritional
support: what is the evidence?” European Journal of
Gastroenterology and Hepatology 2007,19: 353–358
10.	Weimann A, Braga M, Harsanyi L et al., “ESPEN Guidelines
on Enteral Nutrition: surgery including organ transplantation,”
Clinical Nutrition. 2006, 25:224–244
11.	Braga M, Ljungqvist O et al. ESPEN Guidelines on
Parenteral Nutrition: Surgery. Clin Nutr 2009,28: 378–86

November 2012

Perioperative Nutrition 3

4 Perioperative Nutrition

November 2012

