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Abstract: Preoperative malnutrition and weight loss negatively impact postoperative outcomes in
various surgical fields. However, for gynecologic surgery, evidence is still scarce, especially if surgery
is performed within enhanced recovery after surgery (ERAS) pathways. This study aimed to assess
the prevalence and impact of preoperative weight loss in patients undergoing major gynecologic
procedures within a standardized ERAS pathway between October 2013 and January 2017. Out of
339 consecutive patients, 33 (10%) presented significant unintentional preoperative weight loss of
more than 5% during the 6 months preceding surgery. These patients were less compliant to the
ERAS protocol (>70% of all items: 70% vs. 94%, p < 0.001) presented more postoperative overall
complications (15/33 (45%) vs. 69/306 (22.5%), p = 0.009), and had an increased length of hospital
stay (5 + 4 days vs. 3 + 2 days, p = 0.011). While patients experiencing weight loss underwent
more extensive surgical procedures, after multivariate analysis, weight loss >5% was retained as
an independent risk factor for postoperative complications (OR 2.44; 95% CI 1.00-5.95), and after
considering several surrogates for extensive surgery including significant blood loss (OR 2.23; 95% CI
1.15-4.31) as confounders. The results of this study suggest that systematic nutritional screening in
ERAS pathways should be implemented.

Keywords: enhanced recovery; weight loss; nutrition; surgery; gynecologic/oncology; gynecology;
prehabilitation

1. Introduction

Preoperative conditioning, recognized as an efficient way to improve surgical outcomes, has been
of growing interest in the last decades and endorsed by nutritional societies and perioperative care
guidelines [1,2]. Nutritional support strategies have been evaluated and validated for different surgical
specialties, including colorectal [3], hepatic [4], or gastric [5] surgery, and for more specific settings,
such as surgery for Crohn’s disease [6].

However, in gynecological surgery, evidence is scarce. While specific enhanced recovery after
surgery (ERAS) guidelines incorporate multimodal interventions aiming to improve patients” physical
and mental well-being [7], the nutritional aspect focuses on the immediate perioperative period,
suggesting limited preoperative fasting, carbohydrate repletion, and early postoperative re-alimentation.
However, systematic screening and support strategies for malnourished patients are not specifically
recommended. Despite implementation of ERAS guidelines in the gynecological department in 2012,
nutritional screening and therapy are not an integral part of daily clinical practice at the present
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institution. This study thus aimed to assess the prevalence and clinical consequences of preoperative
weight loss among patients treated within the standardized ERAS pathway:.

2. Materials and Methods

2.1. Patients

This retrospective study was conducted at Lausanne University Hospital (CHUV), Switzerland,
in the gynecologic oncology unit. The study protocol was approved by the local review board
(CER-VD # 2017-01996) and was considered as a quality improvement project. Therefore, no written
informed consent was requested by the local review board to conduct the study. Results were
reported in accordance to the STROBE (Strengthening the Reporting of Observational Studies in
Epidemiology) statement.

All consecutive women undergoing elective major (>2 h, general anesthesia, ovarian, uterine,
pelvic/lombo-aortic lymphadenectomy, peritonectomy, small-large bowel resection) gynecologic
surgery within an ERAS program between October 2013 and January 2017 were included. Patients’
demographics, surgical details, postoperative complications, and length of hospital stay were prospectively
recorded by a dedicated clinical nurse. Demographic items (Table 1) included age, American Society of
Anesthesiologists (ASA) group, body mass index (BMI), smoking status, diabetes, immunosuppressants
usage (i.e., any medication other than chemotherapy causing significant immunosuppression within
two weeks prior to surgery (i.e., systemic steroid therapy and specific immunosuppressants, but not
non-steroidal anti-inflammatory drugs (NSAIDs) or low dose steroids <10 mg)), length of hospital stay,
surgical approach (i.e., minimally invasive versus open surgery), debulking procedure, and duration
of procedure. Impact of every individual ERAS item and of overall compliance to ERAS items of
>70% were assessed. Surgical complexity scores were modified, according to the original score from
Aletti et al. (i.e., ponderation of 12 procedures with individual weighting (max 18 points), allowing
gradation for surgical complexity in two groups (low: <3 versus high: >4)) (Table S1). Cutoffs for
continuous variables were set according to institutional standards and ERAS guidelines [8,9].

Table 1. Demographics and surgical details.

All Patients Weight Loss >5% Weight Loss <5%
(n = 339) (n = 33) (n = 306) 4

Age (years; mean + SD) 51+12 53+ 14 51+12 0.491

>70 years (%) 31 (9) 4(12) 27 (9) 0.524

ASA group (III-1V; %) 23 (7) 309 20 (7) 0.481

BMI (kg/m?; mean + SD) 26+ 6 26+7 26 +6 0.798

>25 kg/m? 174 (51) 13 (39) 161 (53) 0.149

Weight at surgery (kg; mean + SD) 70 + 15 69 +17 70 +15 0.790

6 months preoperatively 70 + 15 76 + 18 70 +15 0.070
Weight loss over 6 months (kg; mean + SD) -04+3 -7+4 0+2 <0.001
Smoker (%) 64 (19) 4(12) 60 (20) 0.358

Diabetes (%) 16 (5) 0 16 (5) 0.383

Malignancy (%) 132 (39) 22 (67) 110 (36) 0.001
Immunosuppression (%) 12 (4) 5 (15) 7(2) 0.003
Minimal invasive approach (%) 244 (72) 17 (52) 227 (74) 0.008
Debulking procedure (%) 37 (8) 9(27) 16 (5) <0.001
Duration of operation (min; mean + SD) 180 + 80 240 + 90 180 + 80 0.001
>180 min 137 (40) 23 (70) 114 (37) 0.001

Modified Aletti score (>3; %) 24 (7) 7 (21) 17 (6) 0.005
Intraoperative blood loss (mL; mean + SD) 270 + 260 320 + 270 270 + 260 0.352
>200 mL 192 (57) 20 (61) 172 (56) 0.628

Baseline demographic parameters of patients with (1 = 33) and without (n = 306) preoperative weight loss >5%
within 6 months before surgery. BMI: Body Mass Index; ASA: American Society of Anesthesiologists; SD: Standard
deviation. Age, BMI, duration of operation, and intraoperative blood loss are presented as means + standard
deviation. All others are frequencies and percentages. A bold p-value indicates statistical significance (p < 0.05).

ERAS items for compliance calculation (Figure 1 are divided into three main groups, as previously
described [10]; pre-operative: preadmission patient education, preoperative oral carbohydrate
treatment, oral bowel preparation, preoperative long-acting sedative medication, antibiotic prophylaxis
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before incision, thrombosis prophylaxis; intra-operative: postoperative nausea and vomiting (PONV)
prophylaxis, epidural if debulking, upper-body forced-air heating cover, total IV volume of fluids
intraoperatively with a cut off of 200 mL, fluid administration guidance; and post-operative: nasogastric
tube used postoperatively, resection-site drainage, stimulation of gut motility postoperatively, oral
nutritional supplements taken on day of surgery with a cut off of 300 kcal, amount of oral fluids taken
postoperatively on day of surgery with a cut off of 800 mL, mobilization at all postoperatively on day
of surgery, the time to termination of urinary drainage with a cut off of less than 48 h after surgery, and
the time to termination of IV fluid infusion with a cut off of less than 48 h after surgery. Compliance
with individual ERAS care items and overall ERAS compliance, using a cutoff of 70%, were assessed
for each patient [10,11].

PREOPERATIVE
Preadmission information
Carbohydrate drirrks == Weight loss < 5%
No oral bowel preparation
No premedication
Antibiotic prophylaxis
Thrombo-prophylaxis

= \Weight loss > 5%

- INTRAOPERATIVE

PONV prophylaxis

EDA for debulking

Active warming

Intraoperative fluids <2000 mL
Fluid administration guidance

— *

- POSTOPERATIVE

No prophylactic NGT

No abdominal drains

Systematic laxatives

Energy (ONS) at PODO >300 kcal
Total oral fluid at PODO >800 mL
Any mobilization at PODO
Removal of Foley within POD2
Termination of IV fluids at POD2

- OVERALL

*

Compliance > 70% 1
0 20 40 60 80 100

%

Figure 1. Comparison of compliance to pre-, intra-, and postoperative ERAS items of patients with
preoperative weight loss >5% within 6 months of surgery (n = 33, black bars) and patients with
<5% weight loss (n = 306, grey bars). ERAS: enhanced recovery after surgery; PONV: postoperative
nausea and vomiting prophylaxis; EDA: epidural anesthesia; ONS: postoperative oral nutritional
supplements; POD: postoperative day; IV: intravenous. * indicates statistical significance (p < 0.05).
NGT: Nasogastric tube.

A modified surgical complexity score was used to assess the extent of surgery, according to the
original score from Aletti et al., (i.e., ponderation of 12 procedures with individual weighting, max.
18 points), allowing gradation for surgical complexity in two groups (low: <3 vs. high: >4) (Table S1) [12].

2.2. Assessment of Weight and Definition of Significant Weight Loss

Weight 6 months prior to surgery was either patient-reported or recorded as per primary care
physician. Preoperative body weight was systematically assessed within 2 weeks of surgery during
preoperative outpatient visits.

Significant weight loss was defined as unintentional loss of more than 5% during the 6 months

prior to surgery [13].

2.3. Outcomes

The main outcome was defined as overall postoperative complications, assessed in-hospital and
within 30 postoperative days (outpatient control visit) [14]. The secondary outcome was defined as
length of hospital stay.
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2.4. Statistical Analysis

Comparative univariate analysis of patients with >5% vs. <5% weight loss was performed with
chi-squared test (categorical variables) and t-test (continuous variables). Adherence to modifiable
ERAS items was calculated in order to assess compliance to individual ERAS items according to
previous methodology [10]. In a second step, univariate risk factors (p < 0.05) for overall complications
were retained to provide adjusted estimations of the odds ratio (OR) through multinominal logistic
regression analysis. Data analysis was performed with the Statistical Software for the Social Sciences
SPSS Advanced Statistics 22 (IBM Software Group, Chicago, IL, USA).

3. Results

3.1. Patients

Out of 339 patients, 33 (10%) presented with significant preoperative weight loss of at least 5%.,
while 14 (42%) of these patients presented a weight loss >10%. On average, these patients lost 7 + 4 kg
of their initial body weight. Demographic and surgical details of both groups (>5% vs. <5% weight
loss) are displayed in Table 1.

While the demographic characteristics of both groups were similar, they differed significantly
regarding several surrogates for extensive surgery, including open approach, debulking procedure,
duration of operation >180 min, modified Aletti score >3, and intraoperative blood loss >200 mL.

3.2. Outcome

Patients with significant weight loss experienced more overall complications (15/33 (45%) vs.
69/306 (22.5%), p = 0.009) and a longer length of stay (5 + 4 days vs. 3 + 2 days, p = 0.011), as
illustrated in Figure 2. Overall, surgery-related complications (including intra-operative complications,
wound complications, postoperative ileus, and pain) occurred in 41 patients (49%), whereas medical
complications occurred in 43 patients (51%), with medical infectious complications in 21 patients (25%).

*

100 = -5
Il \Weightloss > 5%
80 - 4 3 Weight loss < 5%
60 - * -3
% 1 days
404 | | -2
20+ | e | -1
0 0
Overall morbidity Length of hospital stay

Figure 2. Comparison of postoperative morbidity and length of hospital stay in patients with
preoperative weight loss >5% within 6 months of surgery (n = 33, black bars) and patients with <5%
weight loss (n = 306, grey bars). Asterisk (*) indicates statistical significance (p < 0.05).

3.3. ERAS Compliance

Compliance to pre-, intra-, and postoperative ERAS items is displayed in Figure 1. Significant
differences between the two groups (5% vs. <5% weight loss) were found for intraoperative fluid
administration <2 L (61% vs. 84%, p = 0.003), fluid guidance (31% vs. 10%, p = 0.002), avoidance of
prophylactic nasogastric tubes (NGTs) postoperatively (82% vs. 98%, p < 0.001), mobilization at all on
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postoperative day (POD) 0 (63% vs. 81%, p = 0.029), removal of urinary Foley catheter within 48 h
(55% vs. 84%, p < 0.001), IV fluid termination within 48 h (62% vs. 91%, p < 0.001), and overall ERAS
compliance >70% (70% vs. 94%, p < 0.001).

3.4. Risk Factors for Postoperative Complications

Multivariable analysis retained significant blood loss >200 mL (OR 2.23; 95% CI 1.15-4.31,
p = 0.017) and significant weight loss >5% (OR 2.44; 95% CI 1.00-5.95, p = 0.05) as independent risk
factors for postoperative complications (Figure 3).

ERAS compliance > 70% { —a—i—
Laparoscopy A t—-——c

Debulking procedure 1 l—b—i

Intraoperative blood loss > 200 mL - i L 1
Weight loss > 5% - =5
Aletti score > 3 &
0 2 4 6 8
Odds ratio

Figure 3. Multivariable analysis of significant univariate demographic and surgical risk factors
associated with postoperative complications (1 = 84). Displayed are odds ratios (black squares) and
95% confidence intervals (black lines). Significant associations (p < 0.05) are represented in bold. ERAS:
enhanced recovery after surgery.

4. Discussion

This study revealed significant preoperative weight loss of >5% in 10% of consecutive unselected
patients undergoing a major gynecologic procedure. Furthermore, significant weight loss adversely
affected ERAS compliance and length of stay and had a negative impact on the postoperative course,
with a 2.5-fold increased risk of adverse events upon multivariable analysis, which considered several
surrogates of surgical complexity as confounders.

Malnutrition is a heavy burden for the hospitalized patient, the hospital, and the community
and has been comprehensively documented, with a prevalence of up to 73.2% [15]. Similar rates
of up to 66% have been described in surgical patients [16], while 20-53% of patients suffering from
gynecological cancer present with at least mild malnutrition at diagnosis [17,18]. ERAS protocols
in gynecologic surgery aim to improve perioperative nutritional status by focusing on short pre-
and postoperative fasting periods and by counterbalancing perioperative insulin resistance [19].
However, the 10% incidence of significant weight loss revealed by the present study calls for the
active identification and management of malnourished patients before hospital admission. At a first
glance, the observed rate lies within the lower portion of reported ranges. However, no comparative
studies focusing on preoperative weight loss within an ERAS setting are available in the gynecologic
field. Despite improvements in perioperative care, the present findings support implementation of
systematic nutritional screening and, for patients at risk, conditioning through tailored nutritional
interventions. This is even more important considering the independent adverse impact of weight loss
on postoperative outcomes and duration of hospital stay. Even though not specifically assessed by
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the present study, further clinical consequences of preoperative weight loss may include an increased
risk of surgical site infections [20], lower quality of life (QoL) scores [21], and a significant increase in
hospital costs [22,23].

The present study assessed malnutrition solely through significant weight loss. Validated screening
tools were not systematically used, which may have led to an underestimation of the actual prevalence
of malnutrition in the present cohort. In particular, preoperative food intake was not specifically
assessed. Screening with the widespread, and easy to use, nutritional risk score (NRS-2002) could
be performed [24]. After identification of patients at risk, more detailed assessment by nutritional
specialists may help to define tailored nutritional support strategies [25]. However, a multitude of
different screening tools are available and should be used according to institutional standards and
local preferences [1].

Type and timing of nutritional support strategies are still a matter of debate [17]. Immunonutrition
(combination of amino acids, polyunsaturated fatty acids, and nucleotides or RNA) was recently.
No significant difference was found in terms of morbidity at 90 days or survival, but length of stay
was shorter in supplemented patients [26]. A prior review evaluating immunonutrition in major
abdominal surgery showed reduced mortality, morbidity, and length of hospital stay [27]. A small
group of gynecological patients benefited from immunonutrition perioperatively, with a trend toward
decreased complications and length of stay (LOS) [24].

Considering recent achievements in perioperative care, the nutritional aspect may be neglected in
gynecology, despite encouraging studies [28,29]. In the ERAS guidelines for gynecologic surgery [8,9],
there is a real absence of consideration of weight variation. Furthermore, the recently updated
guidelines [30], despite recognizing malnutrition as important, do not recommend integrating a
prehabilitation program in gynecology. The main reasons for this decision are the heterogeneity of
cited studies, varying endpoints, and, most importantly, the lack of large-scale studies in gynecology
with consequent extrapolation of results from digestive studies. Just as it has been unattended by the
guidelines, the nutritional component of care may have been neglected in our cohort.

There are limitations to this study beyond its retrospective setting. The study cohort is
heterogeneous due to the inclusion of consecutive unselected patients. This was accounted for
through stratification of surgical complexity. However, both groups differed with regard to extent of
surgery, surgical indication, and demographic characteristics. This was addressed by multinominal
logistic regression considering all surrogates of surgical extent as confounders and including all
univariate risk factors for postoperative complications. Despite standardized care, results of the present
single-center study may not be uncritically extrapolated to other settings. Socio-economic factors that
may potentially impact the results were not available in the dataset. No formal nutritional screening
was performed in the setting of this study, which may have led to an underestimation of malnutrition.
Anthropometric measurements to assess, for instance, catabolic state through lean body mass or muscle
mass were not performed either. This should be addressed through formal screening by nutritional
specialists in future studies.

5. Conclusions

In conclusion, preoperative weight loss was identified as an independent risk factor for
postoperative complications. Systematic nutritional screening and treatment of malnourished patients
before hospital admission should be proposed for gynecologic patients treated within an enhanced
recovery pathway.
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Author Contributions: Conceptualization: B.P, A.K., M.H., and EG.; methodology: B.P, EG., and C.A; software:
EG,; validation: B.P,, AK,, M.H.; PM,, EG,, and C.A ; formal analysis: B.P,, A K., M.H., and F.G.; writing—original
draft preparation: B.P., A K., and EG.; writing—review and editing: B.P., M.H., PM,, EG., and C.A; visualization:
B.P, AK, and EG,; supervision: EG. and C.A.


http://www.mdpi.com/2072-6643/11/5/1094/s1

Nutrients 2019, 11, 1094 70f8

Funding: This research received no external funding.

Acknowledgments: The authors would like to acknowledge the support provided by all members of the ERAS
team in Lausanne.

Conflicts of Interest: The authors declare no conflict of interest.

References

1.

10.

11.

12.

13.

14.

15.
16.

Weimann, A.; Braga, M.; Carli, F; Higashiguchi, T.; Hubner, M.; Klek, S.; Laviano, A.; Ljungqvist, O.;
Lobo, D.N.; Martindale, R.; et al. ESPEN guideline: Clinical nutrition in surgery. Clin. Nutr. 2017, 36,
623-650. [CrossRef] [PubMed]

Gustafsson, U.O.; Scott, M.].; Hubner, M.; Nygren, J.; Demartines, N.; Francis, N.; Rockall, TA,;
Young-Fadok, T.M.; Hill, A.G.; Soop, M.; et al. Guidelines for perioperative care in elective colorectal
surgery: Enhanced Recovery After Surgery (ERAS®) society recommendations: 2018. World J. Surg. 2019, 43,
659-695. [CrossRef] [PubMed]

Bolshinsky, V.; Li, M.H.; Ismail, H.; Burbury, K.; Riedel, B.; Heriot, A. Multimodal prehabilitation programs
as a bundle of care in gastrointestinal cancer surgery: A systematic review. Dis. Colon Rectum 2018, 61,
124-138. [CrossRef]

Huang, T.H.; Hsieh, C.C.; Kuo, L.M.; Chang, C.C.; Chen, C.H.; Chi, C.C,; Liu, C.H. Malnutrition associated
with an increased risk of postoperative complications following hepatectomy in patients with hepatocellular
carcinoma. HPB 2019. [CrossRef] [PubMed]

Benton, K.; Thomson, L; Isenring, E.; Mark Smithers, B.; Agarwal, E. An investigation into the nutritional
status of patients receiving an Enhanced Recovery After Surgery (ERAS) protocol versus standard care
following Oesophagectomy. Support. Care Cancer 2018, 26, 2057-2062. [CrossRef]

Grass, F; Pache, B.; Martin, D.; Hahnloser, D.; Demartines, N.; Hubner, M. Preoperative nutritional
conditioning of crohn’s patients-systematic review of current evidence and practice. Nutrients 2017, 9.
[CrossRef]

Carli, F; Silver, ] K.; Feldman, L.S.; McKee, A.; Gilman, S; Gillis, C.; Scheede-Bergdahl, C.; Gamsa, A.; Stout, N.;
Hirsch, B. Surgical prehabilitation in patients with cancer: State-of-the-Science and recommendations for
future research from a panel of subject matter experts. Phys. Med. Rehabil. Clin. N. Am. 2017, 28, 49-64.
[CrossRef]

Nelson, G.; Altman, A.D.; Nick, A.; Meyer, L.A.; Ramirez, P.T.; Achtari, C.; Antrobus, J.; Huang, J.; Scott, M.;
Wijk, L.; et al. Guidelines for pre- and intra-operative care in gynecologic/oncology surgery: Enhanced
Recovery After Surgery (ERAS(R)) Society recommendations—Part I. Gynecol. Oncol. 2016, 140, 313-322.
[CrossRef]

Nelson, G.; Altman, A.D.; Nick, A.; Meyer, L.A.; Ramirez, P.T.; Achtari, C.; Antrobus, J.; Huang, J.; Scott, M.;
Wijk, L.; et al. Guidelines for postoperative care in gynecologic/oncology surgery: Enhanced Recovery After
Surgery (ERAS(R)) Society recommendations—Part II. Gynecol. Oncol. 2016, 140, 323-332. [CrossRef]
Pache, B.; Jurt, J.; Grass, E; Hubner, M.; Demartines, N.; Mathevet, P.; Achtari, C. Compliance with enhanced
recovery after surgery program in gynecology: Are all items of equal importance? Int. ]. Gynecol. Cancer
2019. [CrossRef]

Jurt, ].; Slieker, J.; Frauche, P.; Addor, V.; Sola, J.; Demartines, N.; Hubner, M. Enhanced recovery after surgery:
Can we rely on the key factors or do we need the bel ensemble? World . Surg. 2017. [CrossRef]

Aletti, G.D,; Santillan, A.; Eisenhauer, E.L.; Hu, J.; Aletti, G.; Podratz, K.C.; Bristow, R.E.; Chi, D.S.; Cliby, W.A.
A new frontier for quality of care in gynecologic oncology surgery: Multi-institutional assessment of
short-term outcomes for ovarian cancer using a risk-adjusted model. Gynecol. Oncol. 2007, 107, 99-106.
[CrossRef]

Collins, N. Protein-energy malnutrition and involuntary weight loss: Nutritional and pharmacological
strategies to enhance wound healing. Expert Opin. Pharmacother. 2003, 4, 1121-1140. [CrossRef]

Dindo, D.; Demartines, N.; Clavien, P.A. Classification of surgical complications: A new proposal with
evaluation in a cohort of 6336 patients and results of a survey. Ann. Surg. 2004, 240, 205-213. [CrossRef]
Butterworth, C.E. The skeleton in the hospital closet. 1974. Nutrition 1994, 10, 435—441.

Correia, M.; Perman, M.L; Waitzberg, D.L. Hospital malnutrition in Latin America: A systematic review.
Clin. Nutr. 2017, 36, 958-967. [CrossRef]


http://dx.doi.org/10.1016/j.clnu.2017.02.013
http://www.ncbi.nlm.nih.gov/pubmed/28385477
http://dx.doi.org/10.1007/s00268-018-4844-y
http://www.ncbi.nlm.nih.gov/pubmed/30426190
http://dx.doi.org/10.1097/DCR.0000000000000987
http://dx.doi.org/10.1016/j.hpb.2019.01.003
http://www.ncbi.nlm.nih.gov/pubmed/30765200
http://dx.doi.org/10.1007/s00520-017-4038-4
http://dx.doi.org/10.3390/nu9060562
http://dx.doi.org/10.1016/j.pmr.2016.09.002
http://dx.doi.org/10.1016/j.ygyno.2015.11.015
http://dx.doi.org/10.1016/j.ygyno.2015.12.019
http://dx.doi.org/10.1136/ijgc-2019-000268
http://dx.doi.org/10.1007/s00268-017-4054-z
http://dx.doi.org/10.1016/j.ygyno.2007.05.032
http://dx.doi.org/10.1517/14656566.4.7.1121
http://dx.doi.org/10.1097/01.sla.0000133083.54934.ae
http://dx.doi.org/10.1016/j.clnu.2016.06.025

Nutrients 2019, 11, 1094 80f8

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

Obermair, A.; Simunovic, M.; Isenring, L.; Janda, M. Nutrition interventions in patients with gynecological
cancers requiring surgery. Gynecol. Oncol. 2017, 145, 192-199. [CrossRef]

Gupta, D.; Lis, C.G.; Vashi, P.G.; Lammersfeld, C.A. Impact of improved nutritional status on survival in
ovarian cancer. Support. Care Cancer 2010, 18, 373-381. [CrossRef]

Ljungqvist, O. Modulating postoperative insulin resistance by preoperative carbohydrate loading. Best Pract.
Res. Clin. Anaesthesiol. 2009, 23, 401-409. [CrossRef]

Fukuda, Y.; Yamamoto, K.; Hirao, M.; Nishikawa, K.; Maeda, S.; Haraguchi, N.; Miyake, M.; Hama, N.;
Miyamoto, A.; Ikeda, M.; et al. Prevalence of Malnutrition Among Gastric Cancer Patients Undergoing
Gastrectomy and Optimal Preoperative Nutritional Support for Preventing Surgical Site Infections. Ann. Surg.
Oncol. 2015, 22 (Suppl. 3), S778-5785. [CrossRef]

Gellrich, N.C.; Handschel, J.; Holtmann, H.; Kruskemper, G. Oral cancer malnutrition impacts weight and
quality of life. Nutrients 2015, 7, 2145-2160. [CrossRef]

Kyle, U.G.; Kossovsky, M.P; Karsegard, V.L.; Pichard, C. Comparison of tools for nutritional assessment and
screening at hospital admission: A population study. Clin. Nutr. 2006, 25, 409-417. [CrossRef]

Schneider, S.M.; Veyres, P; Pivot, X.; Soummer, A.M.; Jambou, P; Filippi, J.; van Obberghen, E.; Hebuterne, X.
Malnutrition is an independent factor associated with nosocomial infections. Br. J. Nutr. 2004, 92, 105-111.
[CrossRef]

Celik, J.B.; Gezginc, K.; Ozcelik, K.; Celik, C. The role of immunonutrition in gynecologic oncologic surgery.
Eur. ]J. Gynaecol. Oncol. 2009, 30, 418-421.

Grass, F; Hubner, M.; Schafer, M.; Ballabeni, P.; Cerantola, Y.; Demartines, N.; Pralong, F.P,; Bertrand, P.C.
Preoperative nutritional screening by the specialist instead of the nutritional risk score might prevent excess
nutrition: A multivariate analysis of nutritional risk factors. Nutr. J. 2015, 14, 37. [CrossRef]

Challine, A.; Rives-Langes, C.; Danoussou, D.; Katsahian, S.; Ait Boudaoud, A.; Gaujoux, S.; Dousset, B.;
Carette, C.; Lazzati, A.; Czernichow, S. Impact of oral immunonutrition on postoperative morbidity in
digestive oncologic surgery: A nation-wide cohort study. Ann. Surg. 2019. [CrossRef]

Probst, P,; Ohmann, S.; Klaiber, U.; Huttner, E]J.; Billeter, A.T.; Ulrich, A.; Buchler, M.W.; Diener, M.K.
Meta-analysis of immunonutrition in major abdominal surgery. Br. J. Surg. 2017, 104, 1594-1608. [CrossRef]
Laky, B.; Janda, M.; Kondalsamy-Chennakesavan, S.; Cleghorn, G.; Obermair, A. Pretreatment malnutrition
and quality of life—Association with prolonged length of hospital stay among patients with gynecological
cancer: A cohort study. BMC Cancer 2010, 10, 232. [CrossRef]

Kathiresan, A.S.; Brookfield, K.F; Schuman, S.I.; Lucci, J.A., 3rd. Malnutrition as a predictor of poor
postoperative outcomes in gynecologic cancer patients. Arch. Gynecol. Obstet. 2011, 284, 445-451. [CrossRef]
Nelson, G.; Bakkum-Gamez, J.; Kalogera, E.; Glaser, G.; Altman, A.; Meyer, L.A.; Taylor, ].S.; Iniesta, M.;
Lasala, J.; Mena, G.; et al. Guidelines for perioperative care in gynecologic/oncology: Enhanced Recovery
After Surgery (ERAS) Society recommendations-2019 update. Int. J. Gynecol. Cancer 2019. [CrossRef]
[PubMed]

@ © 2019 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
@ article distributed under the terms and conditions of the Creative Commons Attribution

(CC BY) license (http://creativecommons.org/licenses/by/4.0/).


http://dx.doi.org/10.1016/j.ygyno.2017.01.028
http://dx.doi.org/10.1007/s00520-009-0670-y
http://dx.doi.org/10.1016/j.bpa.2009.08.004
http://dx.doi.org/10.1245/s10434-015-4820-9
http://dx.doi.org/10.3390/nu7042145
http://dx.doi.org/10.1016/j.clnu.2005.11.001
http://dx.doi.org/10.1079/BJN20041152
http://dx.doi.org/10.1186/s12937-015-0024-1
http://dx.doi.org/10.1097/SLA.0000000000003282
http://dx.doi.org/10.1002/bjs.10659
http://dx.doi.org/10.1186/1471-2407-10-232
http://dx.doi.org/10.1007/s00404-010-1659-y
http://dx.doi.org/10.1136/ijgc-2019-000356
http://www.ncbi.nlm.nih.gov/pubmed/30877144
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Materials and Methods 
	Patients 
	Assessment of Weight and Definition of Significant Weight Loss 
	Outcomes 
	Statistical Analysis 

	Results 
	Patients 
	Outcome 
	ERAS Compliance 
	Risk Factors for Postoperative Complications 

	Discussion 
	Conclusions 
	References

