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ABSTRACT

Background: The routine use of nasogastric (NG) tubes in gastric surgery remains controversial. Although NG tubes
are traditionally employed to prevent postoperative complications, their necessity has been questioned due to potential
discomfort and adverse effects. This study aimed to assess the necessity of NG tube placement by comparing
postoperative outcomes between patients with NG tubes (intubated) and those without (tubeless). Methods: This quasi-
experimental study was conducted at the Department of General Surgery, Bangabandhu Sheikh Mujib Medical
University (BSMMU), Bangladesh, from October 2023 to September 2024. A total of 60 patients who underwent gastric
surgery for malignant and benign conditions were enrolled and randomly assigned to two groups: Group | (intubated,
n=30) and Group Il (tubeless, n=30). All patients received epidural pain control. Key parameters included preoperative
serum albumin levels, postoperative complications, time to passage of stools, time to first oral feeding, length of hospital
stay, and hospitalization costs. Statistical analysis was performed using SPSS version 22.0. Results: Group | (intubated)
had significantly longer times for bowel sound return (88.01 + 20.17 hours vs. 76.5 + 21.87 hours, p = 0.038), bowel
movement (119.28 + 23.81 hours vs. 95.07 £ 25.67 hours, p = 0.004), and oral resumption (118 + 24.27 hours vs. 105.52
+22.99 hours, p = 0.045). Pulmonary complications were more common in Group | (33.3%) than in Group Il (3.3%, p
=0.002). The mean hospital stay was shorter in Group 1l (7.76 £ 1.98 days) compared to Group 1 (9.55 + 2.19 days, p
= 0.001). Conclusion: The study demonstrates that omitting nasogastric tubes in gastric surgery results in faster
recovery, fewer complications, and reduced hospital stay. These findings suggest a tubeless approach may be
advantageous, particularly in improving recovery times and minimizing pulmonary complications.

Keywords: Cost of hospitalization, Gastric surgery, Hospital stay, Nasogastric tube, Oral feeding, Postoperative
complications.
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INTRODUCTION

Nasogastric (NG) tube placement has been a standard practice in gastric surgery for decades, primarily to
decompress the stomach, prevent aspiration, and reduce postoperative complications such as anastomotic leakage
and ileus [1]. However, emerging evidence suggests that routine NG tube use may not be necessary and could
potentially lead to adverse effects such as discomfort, nasal and pharyngeal trauma, respiratory infections, and
delayed return of bowel function [2,3]. Consequently, there has been a shift in clinical practice towards evaluating
the necessity of NG tubes in postoperative management, with some studies advocating for a selective rather than
routine approach [4]. The primary justification for NG tube placement has historically been the prevention of
postoperative complications. It is believed that NG decompression reduces nausea, vomiting, and gastric
distension, thereby minimizing stress on the surgical site and promoting early recovery [5]. However, recent
studies have reported that patients without NG tubes often have comparable or even better clinical outcomes,
including faster bowel motility, earlier oral intake, reduced length of hospital stay, and lower incidence of
pulmonary complications [6,7]. These findings challenge the traditional view of NG tube necessity in gastric
surgery and raise important questions about its routine use. A key concern in abandoning NG tubes is the risk of
postoperative ileus, which can prolong hospital stays and increase healthcare costs [8]. However, research
indicates that early oral feeding without NG decompression does not significantly increase ileus incidence and
may, in fact, facilitate bowel function recovery [9]. Additionally, tubeless postoperative management has been
associated with improved patient comfort, reduced throat pain, and lower risks of respiratory infections [10,11].
Despite these findings, clinical practice varies widely, with many surgeons still favoring routine NG tube
placement due to longstanding surgical dogma and concerns over possible complications in specific patient
populations [12]. Given the ongoing debate, there is a need for well-designed comparative studies to evaluate the
safety and efficacy of tubeless gastric surgery. This study aims to assess the necessity of NG tube placement in
gastric surgery by comparing postoperative outcomes between intubated and tubeless patients in a tertiary care
setting in Bangladesh. Key parameters such as the time to first oral intake, passage of stools, length of hospital
stay, postoperative complications, and cost of hospitalization will be analyzed to determine whether routine NG
tube use remains justified in modern surgical practice.

METHODOLOGY

This quasi-experimental study was conducted in the Department of General Surgery at Bangabandhu Sheikh
Mujib Medical University (BSMMU), Bangladesh, from October 2023 to September 2024. A total of 60 patients
who underwent gastric surgery for malignant and benign diseases were enrolled. Patients were randomly assigned
into two groups: Group | (intubated, n=30) and Group Il (tubeless, n=30). All patients received epidural pain
control as part of standardized postoperative care. Preoperative serum albumin levels were recorded for all
patients. Postoperative parameters assessed included complications such as nausea, vomiting, anastomotic
leakage, respiratory infections, and ileus. The time to first passage of stools, mean time to first oral intake, length
of hospital stay, and total cost of hospitalization were also documented. Patients were monitored closely during
their postoperative course to assess recovery and complications. Statistical analysis was performed using SPSS
version 22.0. Descriptive statistics were used for demographic and clinical variables, and comparative analysis
between groups was conducted using appropriate statistical tests. A p-value <0.05 was considered statistically
significant.

RESULT

The demographic characteristics of the study participants revealed that the mean age was 55.83 + 12.12 years in
Group | and 58.03 + 12.59 years in Group 1. The difference in mean age between the groups was not statistically
significant. The sex distribution showed that 63.3% of the patients in Group | and 56.7% in Group Il were male,
with no significant difference between the groups. The preoperative diagnoses were equally distributed, showing
no statistically significant difference. Regarding comorbidities, diabetes was present in 23.3% of Group | and
26.7% of Group Il. Hypertension was observed in 13.3% of Group | and 20.0% of Group |1, while ischemic heart
disease was present in 26.7% of patients in both groups. Bronchial asthma was reported in 16.7% of Group | and
10.0% of Group Il. The differences in comorbidities between the two groups were not statistically significant. The
nature of the surgical procedures performed showed that 73.3% of patients in Group | underwent partial
gastrectomy compared to 70.0% in Group Il. Gastrojejunostomy was performed in 26.7% of Group | and 30.0%
of Group Il. The distribution of surgical procedures did not differ significantly between the groups. Postoperative
recovery parameters showed a significant difference between the groups. The mean time for the return of bowel
sounds was 88.01 + 20.17 hours in Group | and 76.5 + 21.87 hours in Group Il (p = 0.038). The time to bowel
movement (flatus/faeces) was significantly shorter in Group I1 (95.07 + 25.67 hours) compared to Group | (119.28
+ 23.81 hours) with a p-value of 0.004. Similarly, the time to oral resumption was 118 + 24.27 hours in Group |
and 105.52 + 22.99 hours in Group I, showing a statistically significant difference (p = 0.045). Postoperative
complications were analyzed, showing that pulmonary complications were significantly more frequent in Group
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I (33.3%) compared to Group Il (3.3%) (p = 0.002). However, no significant differences were observed between
the groups regarding paralytic ileus, postoperative bleeding, anastomotic leakage, or wound dehiscence. Paralytic
ileus led to the necessity of NG tube insertion in 6.7% of patients in Group |1, whereas reinsertion of the NG tube
was required in 10.0% of patients in Group | after initial removal on the third to fifth postoperative day. The
duration of postoperative hospital stay was significantly shorter in Group Il than in Group I. The mean hospital
stay was 9.55 + 2.19 days in Group | and 7.76 £ 1.98 days in Group Il, with a statistically significant difference
(p =0.001).

Table 1: Age distribution of the participants (N=60)

Age (years) Group-1 (n=30) Group Il (n=30) p-value
<50 5 (16.7%) 8 (26.7%)
50-60 16 (53.3%) 12 (40.0%)
61-70 6 (20.0%) 9 (30.0%)
>70 3 (10.0%) 1 (3.3%)
Mean + SD 55.83+12.12 58.03+12.59 0.439

Table 2: Comorbid conditions among the participants (N=60)

Comorbid Condition Group-I (n=30) Group Il (n=30) Chi-square value df | p-Value

Diabetes 7 (23.3%) 8 (26.7%) 0089 | 1 0.765

Hypertension 4 (13.3%) 6 (20.0%) 048 | 1 0.486

Ischemic Heart Disease 8 (26.7%) 8 (26.7%) 0| 1 1

Bronchial Asthma 5 (16.7%) 3 (10.0%) 0577 | 1 0.446
73.3% 70.0%

26.79 30-0%

Partial gastectomy Gastrojejunostomy

mGroup | m Group Il
Figure 1: Nature of the procedure among the participants

Table 3: Postoperative events among the participants

Postoperative Events (hours) Group-1 (n=30) Group Il (n=30) p-value

Time of return of bowel sound 88.01 +20.17 76.5+21.87 0.038
Time of bowel movement 119.28 + 23.81 95.07 £ 25.67 0.004
Time of oral resumption 118 + 24.27 105.52 + 22.99 0.045

Table 4: Postoperative complications among the participants

Postoperative complication Group-| Group Il Chi-square df p-value
(n=30) (n=30) value

Paralytic ileus 3 (10.0%) 2 (6.7%) 0.218 1 0.639

Postoperative bleeding 2 (6.7%) 3 (10.0%) 0.218 1 0.639

Anastomotic leakage 2 (6.7%) 2 (6.7%) 0 1 1

Wound dehiscence 1 (3.3%) 0 (0.0%) 1.017 1 0.313

Pulmonary complications 10 (33.3%) 1 (3.3%) 9.017 1 0.002
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Table 5: Duration of postoperative hospital stay of the participants (N=60)

Hospital Stay (days) Group-1 (n=30) Group Il (n=30) p-Value
5-8 17 (56.7%) 23 (76.7%)
9-14 13 (43.3%) 7 (23.3%)
Mean £ SD 9.55+2.19 7.76+1.98 0.001
DISCUSSION

The findings of the present study highlight significant differences in hospital stay duration between Group-I and
Group-I11. Patients in Group-1 exhibited a longer mean hospital stay (9.55 + 2.19 days) compared to those in Group-
Il (7.76 = 1.98 days), with a statistically significant p-value of 0.001. These results suggest that the treatment
approach or clinical characteristics defining these groups may influence the duration of hospitalization. Previous
studies have reported variations in hospital stay based on surgical techniques, post-operative management, and
patient-specific factors such as comorbidities and complications. Tang et al. [13] demonstrated that the length of
hospital stay is influenced by the implementation of selective versus routine nasogastric decompression after
elective colorectal surgery. Similarly, a study by Smith et al. [14] on post-operative recovery in general surgery
patients indicated that early mobilization and multimodal analgesia significantly reduced hospital stay. These
findings align with our results, suggesting that optimized post-operative care protocols may contribute to
shortened hospitalization. The significantly shorter hospital stay in Group-Il1 may be attributed to several factors,
including differences in post-operative management strategies, early ambulation, and the use of enhanced recovery
protocols. Enhanced recovery after surgery (ERAS) protocols have been widely recognized for their role in
reducing hospital stays and improving patient outcomes [15]. Studies by Brown et al. [16] and Jones et al. [17]
support this notion, showing that ERAS implementation leads to faster recovery, lower complication rates, and
improved patient satisfaction. In our study, the findings could indicate that Group-1l benefited from similar
approaches, contributing to their reduced hospital stay. Additionally, patient demographics and baseline health
conditions play a crucial role in determining post-operative outcomes. A study by Kumar et al. [18] examining
hospital stays in patients undergoing major abdominal surgery found that older age, obesity, and pre-existing
comorbidities were associated with prolonged hospitalization. These findings underscore the necessity of
individualized patient management to minimize hospital stay durations. In our study, although patient
demographics were not a primary focus, their influence on recovery patterns cannot be overlooked. It is also
important to consider potential limitations. The study was conducted at a single center, which may limit the
generalizability of findings. Moreover, unmeasured confounding factors such as variations in surgical techniques
and adherence to post-operative care protocols could influence the results. Future multi-center studies with larger
sample sizes and comprehensive patient assessments are necessary to validate these findings.

Limitations:

The limitations of this study include its relatively small sample size, which may affect the generalizability of the
results. Additionally, the study only focused on gastric surgeries and may not apply to other surgeries. Long-term
follow-up data on complications were also not included.

CONCLUSION

This study concludes that omitting nasogastric tubes in gastric surgery significantly improves postoperative
recovery. Patients in the tubeless group experienced a faster return of bowel sounds, earlier bowel movements,
and quicker oral feeding resumption. Moreover, the tubeless approach resulted in fewer pulmonary complications
and a shorter hospital stay. These findings suggest that a tubeless strategy may be beneficial for improving
recovery time and reducing postoperative complications in gastric surgery patients.

Recommendation:

Based on the findings, it is recommended that nasogastric tubes can be omitted in gastric surgery, where
appropriate, to enhance postoperative recovery and reduce complications. Further studies with larger sample sizes
and long-term follow-up are needed to confirm the benefits of the tubeless approach in diverse surgical settings.
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