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Abstract

Background: Radical cystectomy (RC) with urinary tract
reconstruction currently remains the gold standard treatment
for invasive bladder cancer. RC associated with many com-
plications, postoperative ileus is the most common one which
lead to increasing length of hospital stay. Multiple perioperative
care plans was put aimed to decrease POI.

Aim of Study: Evaluation of the different factors that can
help to accelerate recovery of intestinal motility after radical
cystectomy and urinary diversion in order to decrease the
length of hospital stay.

Patients and Methods: A total of 37 patients who under-
went radical cystectomy with urinary diversion using intestinal
segments were divided into 2 groups. In group A (n=23), our
new protocol of perioperative preparation applied, in group
B (n=14) classic way of perioperative preparation applied.
The main differences between both ways are one day intestinal
preparation with use of fortrans preoperative, anal dilatation
intraoperative and chewing gums postoperative.

Results: There was statistical significance in first intestinal
sound first passage of flatus, beginning of soft diet, time to
regular diet and hospital stay in favor of group A as compared
to the group B (p-value <0.05).

Conclusion: Application of our protocol decrease postop-
erative ileus, more rapid time for regular diet and decrease
hospital stay after radical cystectomy with urinary diversion.

Key Words: Radical cystectomy — Postoperative Ileus (POI)
— Length of hospital stays (LOS).

Introduction

RADICAL cystectomy represents the standard
treatment for muscle invasive bladder cancer and
recurrent, high-grade, superficial transitional cell
carcinoma (TCC) not controlled by conventional
therapy [1,2].
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It is recognized as a major operative procedure
that carries the potential for serious complications
[3,4].

Intestinal urinary reconstruction generally fol-
lows cystectomy, with a consequent increase in
the burden of the procedure; hence attentive peri-
operative preparation is critical [5].

When co-morbid conditions are frequently
present (e.g., coronary artery disease, DM) further
emphasizing the importance of perioperative and
surgical management [6,7] .

The mortality and morbidity inherent to the
procedure are expectedly high and although ad-
vances in perioperative medical care, anesthetic
management and surgical techniques have lowered
mortality to less than 3% the early postoperative
morbidity rate (i.e. within 30 days) exceed 30%
[2,4,7] .

Also postoperative complications result in pro-
longed hospitalization with greater mortality and
morbidity are observed in the elderly [6-11]. A
delayed return of bowel function attributable to
postoperative ileus stands out as one of the most
frequent causes of increased length of hospital stay
(LOS), in abdominal general surgery series [12,13].
and radical cystectomy series [4,5,7].

In recent years, there has been interest from
various sources in the use of standardized health
care strategies in an attempt to reduce variation,
improve quality of care, and decrease the LOS for
major surgical [12-14] and urologic [15-19] . proce-
dures.

In this prospective study we evaluated the
different factors that can help to accelerate recovery
of intestinal motility after radical cystectomy and
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urinary diversion in order to decrease the length
of hospital stay.

Patients and M ethods

It is prospective study conducted on patients
with muscle invasive bladder cancer who underwent
radical cystectomy with intestinal urinary diversion
with new way of intestinal preparation in urology
department Tanta University from January 2017
to December 2017.

A total of 37 patients who underwent radical
cystectomy with urinary diversion using intestinal
segments were divided into 2 groups. In group A
(n=23), our new protocol of perioperative prepara-
tion applied, in group B (n=14) classic way of
perioperative preparation applied. Our study was
approved by the local Ethics and Research Com-
mittee at Tanta Faculty of Medicine under number
31394/12/16; informed consent was obtained from
all participants before enrollment in the study.

Our new protocol consists of preoperative,
intraoperative, and postoper ative measures as
follow:

A- Preoperative measures:

Only 1 enema afternoon before surgery, Patients
were given Fortrans (polyethylene glycol Macrogol
4000) (its composition is Macrogol, Potassium
chloride, sodium chloride, sodium bicarbonate and
sodium sulfate anhydrous) sachet on one liter water
swollen throughout the day before surgery and
were alowed to have a light lunch with soft food
and fluids the evening before surgery, and fasting
starting at midnight.

B- Intraoperative measures.

Nasogastric tube insertion at the beginning of
procedure, administration of second-generation
cephal osporins was started on the morning of
surgery, renewed after the first 2 hours of the
procedure, and maintained until removal of the
surgical drains, combined general and epidural
anesthesiawas given, two layers closure of the
bowel with tension free sutures using polyglactin
910 (Vicryl) 4/0 sutures, anal dilatation at the end
of the operation by the assistant.

C- Postoperative measures:

Nasogastric tube removed after 4-6 hours of
the surgery, parenteral nutrition will be started the
day of operation, chewing gum was started in the
first morning after surgery, once audible bowel
sounds confirmed, we started oral fluids only,
second day after bowel sounds are confirmed, we
will start soft foods orally, once passage of stool
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occurred at any time, we stopped parentral nutrition
and start ordinary diet.

The classic way of preparation differs from our
new way in the following:

A- Preoperative measures:

3 daysintestinal preparation; 3 days before
operation soft diet and oral fluids are only allowed,
2 days before operation only oral fluidsis allowed
and the day before operation compl ete fasting for
24 hours, 2 times enema done 2 days before oper-
ation and 4 times enema done the day before op-
eration, no Fortrans was given to the patients.

B- Intraoperative measures.
No anal dilatation was done.

C- Postoperative measures:

No chewing gum was given, oral fluids were
started at least after 3 days after operation even
the flatus was passed earlier.

Number of patients: 37 patients.

Patient selection:
A- Inclusion criteria:

Patients who are candidates for radical cystec-
tomy for bladder cancer with curative intent and
intestinal urinary reconstruction (orthotopic or
heterotopic neobladders, ileal conduits).

B- Exclusion criteria:
1- Patients with history of pelvic radiation.

2- Patient who will undergo radical cystectomy
with no use of bowel segments.

3- Patients known to have GIT disease (eg, ulcer-
ative colitis, Chron's disease).

Satistical analysis:

Statistical analysis was done using IBM SPSS
software version 20.0. (Armonk, NY: IBM Corp).
Categorical variables were compared with the chi-
squared test and numerical variables were compared
with ANOVA test. p<0.05 was considered statisti-
cally significant.

Results

This study was conducted on twenty three pa-
tients who underwent radical cystectomy with
urinary diversion using intestinal segments (group
A) with new protocol of preparation and were
compared with fourteen patients (group B) who
underwent the same operation with classic way of
preparation in Urology Department Tanta Univer-
sity Hospital .
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The age of the patients in group A ranged from
46-68 Y with a mean of 58.22£5.50 years while in
group B ranged from 49-67 with a mean of 59.0+
5.94 years. In group A there was 17 males (73.9%)
and 6 females (26.1%) compared to 11 males
(78.6%) and 3 female (21.4%) in group B with no
statically significant difference between both groups
as regard age and gender (Table 1).

In group A: 11 patients (47.8%) underwent ileal
conduit urinary diversion and 12 patients (52.2%)
underwent orthotopic urinary diversion. In group
B: 9 patients (64.3%) underwent ileal conduit
urinary diversion and 5 patients (35.7%) underwent
orthotopic urinary diversion, Operative time ranged
from 240-360min with a mean of 306.52 £40.41
min and from 240-480min with a mean of 379.29
+79.47min in group A and B respectively with no
statically significant difference (Table 2).

Postoperative data: The time for the 1 st intes-
tinal sound ranged from 10.0-24.0 hour with a
mean of 17.74£5.09 and from 12.0-74.0 hour with
a mean of 38.01i*22.33 in group A and B respectively
(p- value " the time for the st pass of flatus
ranged from 20.0-60.0 hour with a mean of 39.30
£14.73 and from 40.0-96.0 hour with a mean of
62.71£20.90 in group A and B respectively (p-
value 0.009%*), the time for starting of soft diet
ranged from 22.0-62.0 hour with a mean of 41.30+
14.73 and from 42.0-98.0 hour with a mean of
64.71£20.90 in group A and B respectively (p-
value=0.009%), the time related to start regular diet
ranged from 2.0-5.0 days with a mean of 3.35£1.15
and from 4.0-8.0 days with a mean of 5.64£1.08
in group A and B respectively with (p-value <0.001)
and hospital stay ranged from 6.0-16.0 days with
amean of 11.134+3.40 and from 14.0-28.0 days
with a mean of 19.71 £4.43 in group A and B re-
spectively (p-value <0.001) with statistically sig-
nificant difference in all parameters (Tables 3,4).

Table (1): Comparison between the two studied groups ac-
cording to demographic data.

Group A Group B Test

(n=23) (n=14) of Sig. p
Age:
Range 46.0-68.0  49.0-67.0 =0.407 0.686
Mean £ SD.  58.22%£5.50 59.0+5.94
Median 59.0 60.50
Sex: No. % No. %

2

Male 17 739 11 786 X = FE,=
Female 6 261 3 214 0.103 1.000
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Table (2): Comparison between the two studied groups ac-
cording to reconstructive type.

. Group A Group B
Reconstructive (n=23) (n=14) X 2 p=
type
No. %  No. %
Conduit 11 478 9 643 0302 0.582
Orthotropic 12 522 5 35.7

Table (3): Comparison between the two studied groups ac-
cording to different parameters.

Cases Control U
(n=23) (n=14) p
Ist Intestinal
sound (h):
Range 10.0-24.0  12.0-740  58.0% 0.001*
Mean £ SD. 17.74£5.09  38.0+£22.33
Median 20.0 28.0
Ist pass of
flatus (h):
Range 20.0-60.0 40.0-96.0 77.50% 0.009*
Mean £ SD. 39.30+14.73 62.71£20.90
Median 40.0 51.0
Soft diet (h):
Range 22.0-62.0 42.0-98.0 77.50% 0.009*
Mean £ SD. 41.30+14.73 64.71£20.90
Median 42.0 53.0

Table (4): Comparison between the two studied groups ac-
cording to regular diet and hospital stay.

Cases Historical /
(n=23) (n=14) p
Regular diet (d):
Min. — Max. 2.0-5.0 4.0-8.0 6.009* <0.001 *
Mean * SD. 3.35£1.15 5.64%1.08
Median 3.0 6.0
Hospital stay (d):
Min. — Max. 6.0-16.0  14.0-28.0 6.637* <0.001 *
Mean * SD. 11.13£3.40 19.71+4.43
Median 11.0 20.0

Discussion

Radical cystectomy with urinary tract recon-
struction currently remains the gold standard treat-
ment for invasive bladder cancer [20].

Relative to historical outcomes, it is evident
that a structured perioperative care plan results in
better outcomes following radical cystectomy. This
plan should include preoperative patient prepara-
tion, attention to intraoperative measures and post-
operative care protocols [17,21,22] . Complications
following surgery are associated with substantial
resource use as manifested by increase length of
hospital stay, excess morbidity and mortality and
charges attributable to these consequences of treat-
ment [23]. In Egypt, the policy of the health care
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system isto decrease LOS and its cost in away
which not affect the patients care. Thusthereis
impetus for identification of specific patient pa-
rameters and processes of care that may place a
patient at greater risk for postoperative complica-
tions [24]. According to Pruthi et al., he found that
postoperative ileus is the most common cause of
prolonged hospitalization [25].

According to Enhanced Recovery After Surgery
(ERAYS) society recommendations Guidelines for
perioperative care after radical cystectomy for
bladder cancer, they recommend that no need for
classic 3 days mechanica bowel preparation and
also no need for preoperative fasting [26].

The PEG-electrolyte lavage solutions are effec-
tive lavage agentsin preparing the gut aswell as
for urologic surgery in which bowel isused. The
administration of PEG lavage is stopped when the
rectal effluent is clear and there is no particulate
matter init or when 4 L of fluid has been given.

Kenneth |. et al., conducted study on 24 patients
who underwent radical cystectomy with ileal con-
duit urinary diversion using PEG in preoperative
preparation. They found that PGE is a safe and
effective mechanical bowel preparation. PGE is
well tolerated, adequately cleans the bowel, and
resultsin alow incidence of postoperative wound
infections and pyelonephritis [27].

About chewing gum post-operative there are
multiple studies that demonstrate its effect on
bowel motility. Erik J. Kouba et al., conducted
study on 102 patients underwent radical cystectomy
and urinary diversion for clinically localized blad-
der cancer. These patients were given chewing
gum to begin on postoperative day 1 and compared
with agroup of 51 patients underwent the same
operation, this group served as a comparison (con-
trol) group in which no gum was dispensed. The
time to flatus was shorter, time to bowel movement
was reduced and length of hospital stay was shorter
in patients who received gum compared with con-
trols [28].

Anal dilatation (Lord's operation) is used for
treatment of anal fissures as it decreases sphincter
spasming and thereby restores normal blood supply
to the anal mucosa. One of the important indications
of Lord's operation is after doing a colostomy for
obstruction, or aresection and anastomosis. Position
of the patient: Lay him on his back with hislegs
up in stirrups, and give the table a slight head-
down tilt. Anal dilatation is done under general
anesthesia at the end of the operation. Mechanism
of dilatation: Dilatation must be gentle and con-
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trolled, start by introducing the index fingers of
each hand then gradually insert more fingers putting
the strain on the 3 and 9 o'clock, trying to avoid
damaging his sphincter at 12 o'clock and 6 o'clock.

Dilate gradually for 3 or 4 minutes, so that the
fibers of his sphincter are stretched and not torn
[30] . However, the role of anal dilatation for pre-

vention of POI is not well established yet. In our
patients underwent radical cystectomy, the operative
time was long with long exposure to anesthesia
and its effect on GIT. In addition urinary diversion
following radical cystectomy mostly requires re-
section and anastomosis of the GIT and al so soft
diet begins 2-3 days after operation. Therefore,

anal dilatation was done at the end of the operation
under general anesthesia during wound closure
without increasing the operative time. Moreover
the procedure is very simple without significant
complications and without more cost, more time
and it helps passage of the stool postoperative.

More studies should be done to know the exact
effect of anal dilatation on POI asit is still not

Clear.

A very recent study by Palumbo V. et al., con-
ducted on 114 consecutive patients treated with
open radical cystectomy. A study group of 74
patients with Enhanced Recovery After Surgery
pathway was compared with a control group of 40
patients with standard perioperative care. They
were compared for recovery of bowel function,
measured by resumption of bowel sounds, passage
of flatus, and passage of stool. Secondary outcome
was rate of overall and major 90-day postoperative
complications. They concluded that open RC with
ERAS pathway allowed a significantly faster re-
covery of bowel function with no increase in overall
and major 90-day postoperative complications,
and 30-day readmission rate compared with stand-
ard perioperative care. Perioperative outcomes,
such as operative time and blood transfusion rate,
were comparable in the 2 groups, whereas blood
loss was lower and LOS was shorter in the ERAS
group [30].

In the present study our results was comparable
with Palumbo V.

Conclusion: Application of our protocol de-
crease postoperative ileus, more rapid time for
regular diet and decrease hospital stay after radical
cystectomy with urinary diversion.
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