surgical patient

[Dietotherapy in the]

A

malnutrition problem
in hospitals

A

perioperative nutritional support
— multimodal rehabilitation or
enhanced recovery

~N

J
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Changes during surgery (aggression)

Preoperative
fasting may lead
to malnutrition

Increased energy expenditure

Protein hypercatabolism with increased
urinary excretion of nitrogen.

Hyperglycaemia with hyperinsulinaemia

Mobilisation of fatty acids and triacylglycerols

Water and sodium retention

Mineral urinary losses of zinc, magnesium,
phosphorus, and potassium

A

Anamnesis: need of screenings
before the surgery + nutritional
assessment and anthropometry

Preoperative

fasting

Y

non-sense — 90 minutes
to empty the stomach.
Eat up to 6 hours and
drink up to 2 hours
before the surgery

A

can lead to mitochondrial
dysfunction, metabolic
stress and possible
insulin resistance.

\
ERAS guidelines
recommend atrtificial

nutrition only at certain
times.

| CLINICAL
UTRITION: &

THE ARTIFICIAL

Postoperative

fasting

Y
non-sense — small
intestine 6-12h, stomach
12-24h, colon 48-72h to

S recover peristalsis

Y
~
4-24h after surgery:
start with liquid dietand

progress to solid or

\( nutrition and organ ]

'| transplantation

Y

transplant receivers
have malnutrition,
obesity = fcomplications.

v

Nutritional supportin the donor

v

Nutritional supportin the receiver

cadaveric donor: hypercatabolism
with elevated catecholamines and

inflammatory mediators. had

parenteral? continue... enteral

Malnutrition — worsens outcomes and
reduces survival

Obesity — increases complications

v

Organ preservation—
Ischemia-reperfusion
syndrome: warm ischemic
phase + cold ischemic
phase + deleterious
metabolic changes (new

directly solid if tolerated
N J

Artificial nutrition if
needed — now called
nutritional therapy

A

Gycemia: 150-180mg/dL,
RICA— 110-150mg/dL
ERAS guidelines— avoid
hyperglycemia

v

|

Dietotherapy in
eating disorders

\ 4

altered eating behaviour that
compromises health status.

\ 4

-

4 13% prevalence of ED,
majority age group: 15-19
years old with female

~

predominance. )

Y

.

( multifactorial: biological, h
neurological, psychological,
developmental and socio-

cultural factors. )

anorexia nervosa:
pathological fear of

weight gain

\ 4

[diagnostic criteria:]

ICD-10 criteria

DSM-5 criteria

- body image distortion

perception of body image

Y Y
(- BMI<1 7.5, ) criterion A: restriction of
- avoidance of food energy intake
consumption criterion B: fear of
- abuse of anorexigenic gaining weight
drugs criterion C: distortion in

- female amenorrhoea, male

lsexual desire+impotence
- puberty: no growth, girls

primary amenorrhoea, boys

effective but poorly tolerated. Maintain (possible pre-transplant bariatric surgery) blood)
living donor: better survival than Sarcopenia — important prognostic factor,
cadaver. obesity — poorer survival related to mortality, graft survival, mobility
and worse recovery. and functional capacity of patients.
Trasplant |Liver Kidney Pancreas Lung Cardiac Intestinal haematopoietic
type precursor cells
pre- protein 1.2-1.5 Obesity is not an |previous kidney |Emphysema - |90-110% of Short bowel chemotherapy
transplant | g/kg/day. Carbs absolute transplantation, |malnutrition. ideal weight, syndrome due | - individual
50-60% and fats | contraindication | |protein-calorie |Cystic fibrosis INa* to 2g, to mesenteric |assessment —
30-35%. avoid (increases intake and tkcal burned -~ | tprotein (1.5- |vasculopathies, |screening —
prolonged fasting |complications), Iweight. trespiration. 2g/kg/day). trauma and dietary advice
periods. possible bariatric | obesity 30-50% possible oral Crohn's - dietary
surgery prior to  |worsens graft |malnutrition — | nutritional disease. advice or oral
transplantation. |and individual |oral or enteral supplements nutritional
survival. nutrition to infectious supplements
tmuscle mass. complications
transplant | early enteral do not require immediate oral feeding basal energy are the main no hard, acidic
nutrition although | specific functioning. usually begins |expenditure x cause 9f or extreme
complementary nutritional no insulin after 1-2 days. |[1.3-1.5and morblqlty and temperature
parenteral support. treatment Pancreatic protein 1.2-2 mortality. foods. hygiene
nutrition may be required. restart |enzyme kg/day. oral and "very clean
necessary. oral intake in administration nutritional parenteral or food". Enteral >
2-3 days. (cystic fibrosis) |supplements ente_ral ube parenteral
may be feeding. nutrition (risk of
necessary. . infections).
progressive
post- tKcal & tProtein, |frequent weight |recovers the Severe cases: |calorie bowel Acute - diet to
transplant | moderate in fat, gain (possible functionality of |enteral nutrition |adjustment of |rehabilitation. |control
1,500 mg of diabetes) t fat both organs, via gastrostomy |diet and symptoms-
calcium and Imuscle Ibone. |general or gastro- gradual oligomeric or  |chronic . treat
multivitamins until |Undesirable gain | population jejunostomy exercise, polymeric diarrhoea, Ifat
nutritional not in everyone |recommendatio |In cystic fibrosis |keeping weight |enteral diet, tresidues, oral
recovery. (avoid ns. obesity use of oral within lipids are supplements.
malnutrition). leads to nutritional recommended |introduced Severe?
diabetes supplements. limits from the fourth |artificial nutrition
recurrence week onwards.

S infantile genitalia

\ 4

J

restrictive type: last 3
months no binge eating o
purging behaviors
binge/purge type: last 3
months yes binge eating
or purging behaviors

1

Y

partial remission:
criterion Anot met for a
prolonged period of time
complete remission: no
criterion is fulfilled for a
prolonged period of time

—

v

bulimia nervosa:
compensatory
measures such as
self-induced vomiting

Y

[diagnostic criteria:]

v

binge eating disorder:
binge eating without
subsequent purging
behaviours

Y
|diagnostic criteria:l

\ 4
ICD-10 criteria DSM-5 criteria | DSM-5 criteria I
Y Y Y
- continuing concern ( A

- attempt to counteract - eating a lot of food in a

weight gain short period of time
- morbid fear of - loss of control during
gaining ingestion

weight - binge eating and

compensatory behaviors
1/week for 3 months
\ J

s ~

(- eating a lot of food in a short
period of time

- loss of control during ingestion

- binge eating:

- eating too fast and too much

- getting unpleasantly full
- eating alone and feeling
disgusted with oneself

A 4 "o compensatory behaviors

~

- weekly distress and binge eating
for 3 months

Dieteotherapy for
allergies and
intolerances

partial remission: some
criteria continue to be met
complete remission: no
criterion is fulfilled

N J

y

‘l mild 1-3, moderate 4-8,

'l severe 9-13, extreme 14

Y

partial remission: less
than one episode a week
complete remission: no
criterion is fulfilled

clinical history: anamnesis,
physical exploration,

anthropometry, blood test...

ideal weight using special

Artificial nutrition to regain the Avoi

formulas pl

REFEEDING SYND.
IND BIOETHIC:

CLINICAL
NUTRITION: &
b

d the refeeding syndrome

using an adequate nutritional

an (mainly in anorexia)

personalised and
adequate diet

Y
human
breastfeeding >

milk formulas
- J

Y Y Y
elimination of food . celiac
that causes the Milk allergy disease
allergy
Y
v g - Y
- - Caand VitD gluten free
[ patient education ] : .

supplementation diet
AN /

Y

\ 4

Intolerance

Y

Y

[pharmacological]

[ undetermined

N

J

)
lactose,
fructose,
sorbitol,
sucrose

reduce
histamine

treatment

rich foods

lactose — find tolerable
amount and stick to it

fructose — remove
completely from the diet

sorbitol — reduce until
there are no symptoms

sucrose — remove from
the diet

Y

syndrome,
gluten
intolerance

—
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avoid FODMAP
and gluten

(. . \
irritable bowel

SR

~—



